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Abstract
Moving and handling of people (MHP) is a major reason for developing musculoskeletal

disorders (MSD) in the healthcate sector wotldwide. To reduce MSD from MHP, many national
and state level guidelines targeting MHP have been developed. However, little is known about
their impact on injury claims rates, how they are intended to work, if intended users are aware of
and use them, which parts of the guideline are being used, and how they are implemented.
Therefore, the overarching goal of this thesis was to contribute to understanding what makes a
MHP guideline work. It was addressed by examining the effects of introducing the New Zealand
Accident Compensation Corporation ‘Moving and Handling People: The New Zealand Guidelines’
(MHPG), using a mixed-methods approach in five sequential studies. An analysis of claims data
(Study 1) showed that MHP related claims rates declined before, but increased after the
introduction of the MHPG. A study of the MHPG programme theory (Study 2) showed that key
actors for implementation were MHP coordinators, H&S managers, and therapists. The
developers argued for implementing a multifaceted MHP programme where implementation of
organisational systems should create the foundation for implementing the core components. A
questionnaire analysis (Study 3) showed that a high proportion of MHP coordinators, H&S
managers, and therapists were aware of the MHPG, while a high proportion of therapists used it.
In contrast, fewer carers were aware of and used it. A second questionnaire analysis (Study 4)
showed that more key actors were familiar with and used the core components compared to the
organisational systems. A low proportion of actors experienced change after use. Case studies
(Study 5) showed that organisational motivation to implement a MHP programme was initiated
by MHP related staff injuries. The implementation process was gradual, changing MHP practices

during multiple steps, and dependent on a dedicated person to drive implementation.

This thesis shows that making a MHP guideline work requires a dedicated actor, with support
from management, to facilitate implementation and organisational changes needed. However,
many contextual factors affect implementation, ranging from national, e.g. legislation and

policies, to individual level, e.g. individuals conducting MHP.
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Chapter 1. Introduction

Musculoskeletal disorders (MSD) in the working population are widespread throughout the
wortld (van der Beek et al., 2017; Pearce et al., 2004; Punnett and Wegman, 2004; Roquelaure et
al., 2006; Taylor, 2005). MSD are estimated to affect as much as 30% of the working population
(Punnett and Wegman, 2004), and accounts for up to two-thirds of all registered occupational
diseases (Punnett and Wegman, 2004; Roquelaure et al., 2006). The most common type of MSD
is consistently reported to be back pain (Badley et al., 1994; Bernard, 1997; Choi et al., 2001;
Driscoll et al., 2014; Rithimaki, 1991; Thiese et al., 2014), which is reported to frequently affect

around 25-30% of the working population (Hildebrandt, 1995; Hoy et al., 2012).

The occurrence of MSD is not equally distributed. Certain occupational groups have a higher
prevalence of MSD than others (Punnett and Wegman, 2004). Healthcare workers, e.g. nurses,
healthcare assistants, and residential care staff, are among the occupations with the highest
prevalence of MSD and back pain (Deyo et al., 1991; Hussain et al., 2012; Leighton and Reilly,
1995; Yassi and Lockhart, 2013) with around 60 % of healthcare workers reporting low back

pain (Jensen et al., 2010; Lagerstrém et al., 1998; Nelson et al., 2008).

The majority of MSD related injuries occurring in healthcare workers are caused by moving and
handling of people (MHP) (Alnaser, 2007; Coman et al., 2018; Davis and Kotowski, 2015;
Engkvist, 2008; Kay et al., 2014; Koppelaar et al., 2009; Smedley et al., 1995; Tullar et al., 2010).
In hospitals, 72% of MSD to healthcare workers result from MHP (Lipscomb et al., 2012). MHP
related activities have especially been associated with the development of low back pain and
neck/ shoulder pain (Kurowski et al., 2012; Warming et al., 2009) with a higher frequency of

MHP related activities increasing the risk of low back pain (Holtermann et al., 2013).

Knowledge and guidance on how to improve MHP originate from different sources, most
commonly as interventions, programmes, and guidelines. Interventions are a combination of a
specific set of activities and accompanying materials developed with the intention of modifying

behaviours or a specific outcome, e.g. to improve staff safety, on an individual or organisation



level. A distinguishing characteristic of an intervention is that it investigates two or more subjects
allocated to a dedicated set of activities, e.g. intervention vs. control, which are followed
prospectively to compare the effect of the intervention. In contrast to an intervention, a
programme is often not compared to a control group. A programme consists of a homogeneous
group of planned activities that aim to reach a broad, long-term objective. In order to reach the
objective, specific approaches and methods are applied. As a result, a programme can include
multiple and various kinds of interventions, all designed to contribute to the common objective.
Guidelines contain a set of recommendations to the intended users on how to act in a given
situation, often when standards do not exist. Guidelines offer comprehensive guidance on
particular issues in order to optimise specific processes according to best practices. Guidelines
are not legal documents, hence applying a guideline is not mandatory. As a result, the
implementation of a guideline, or any components of a guideline, is open to interpretation, hence
implementation depends on a deliberate choice to implement. Guidelines are often developed by

governmental agencies but can be issued by any type of organisation.

A common approach used to try to reduce MSD injuries following MHP is to provide the
healthcare sector with guidelines (Humrickhouse and Knibbe, 2016; Kneafsey and Haigh, 2007).
This approach builds on the assumption that following the introduction of a MHP guideline, the
level of MHP related injuries will decrease as the guideline will encourage and help healthcare
organisations implement a MHP programme (Nelson A et al., 2006; Thomas and Thomas,
2014). Because guidelines are based on existing knowledge from evaluations of interventions
they provide decision makers with the best foundation for implementing MHP programmes to
prevent injuries (Gagliardi et al., 2011). The idea of presenting the healthcare sector with MHP
guidelines is widely applied across the world, with multiple state or federal MHP guidelines

existing in Europe, US, and Australasia (Hignett, 2003; Koppelaar et al., 2009; Verbeek et al.,



2012). Lahti (2017) have identified at least 41 national or state-level MHP guidelines or

programmes worldwide (Lahti, 2017)1.

The impact of MHP programmes and guidelines on injury claims rates

Although there are many national or state level MHP programmes or guidelines, very few have
been evaluated for their impact on injury claims rates, prevalence of MSD, or MHP related
claims rates. Lahti (2017) reported that only eight national or state-level MHP guidelines or
programmes had been evaluated for efficacy, whilst only five had been evaluated for their impact
on injury rates (Fagerstrém, 2013; Martin et al., 2009; Michaelis and Hermann, 2010; Nelson A et
al., 2006; Powell-Cope et al., 2014; Silverstein et al., 2011, 2012). An overview of the evaluations
is presented in table 1.1. Further, Kurowski et al (2017), Schoenfisch et al (2013), Dennerlein et
al (2017), and Teeple et al (2017) also reported on the impact of a MHP programme on injury

rates.

" The study by Lahti 2017 was conducted as a BSc Thesis concurrent to my PhD research. I assisted and
advised in the conduct of the study and I am included as a co-author of a conference paper based on the
study.



Table 1.1 Overview of evalnations of MHP programmes and guidelines

Evaluation

Martin et al. 2009. Effect of

a nurse back injury
prevention intervention on
the rate of injury

MHP
programme/
guideline

Victorian Nurses Back  Aims:

Injury Prevention
Project.
Australia, 1998.

Nature of the programme

* Minimise MHP activities in healthcare organisations
* Encourage cultural change and ownership

Content:
¢ Implementation, monitoring and evaluating the
nurses back injury prevention programs
* Training in No Lifting principles and techniques
* Funding for MHP aids and equipment

Findings

*Reduced claims rate for back injury during the
implementation period and increased during the
post-implementation period

*No significant change in wrist, knee, and ankle
injuries during the evaluation period

Fagerstr6m 2013.
Developing patient handling
ergonomics in nursing —
Multilevel controlled
intervention study in eldetly
care

The Ergonomic
Patient Handling
Card® — scheme.
Finland, 2009.

Aims:

* Determine competencies, skills and knowledge
required to perform safe MHP

* Improve patient safety and quality of care

Content:
* E-learning in prevention of MSD
* Training evidence-based MHP principles
* Application of training at the workplace

® Final exam

*Reduction in nurses’ neck disorders one year
following the intervention

Michaelis & Hermann,
2010. Evaluation of the
nursing concept “Back
Protective Patient Transfer”

Back Protective
Patient Transfer
(BPPT) in health care
and nursing homes.
Germany, 1995.

Aims:
* Reduce MHP related mechanical strain, and increase
work safety and workers health

Content:
* Ergonomic work principles
* MHP principles and techniques
® Application templates

Back injury claim rate:

* Significantly lower levels of back complaints
among the BPPT users

*Decreased low back pain rates
*Decrease in MSD related to work absence
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Martin et al (2009) reported on an evaluation of the Victorian Nurses Back Injury Prevention
Project (VNBIPP). The VNBIPP was established in 1998 with the aim of implementing a back
injury prevention programme. It focused on minimising the MHP activities within healthcare
organisations. It encouraged cultural change and ownership amongst staff in public healthcare
organisations and emphasised equality in importance between staff and patient safety. It
provided training in ‘No Lifting’ principles and techniques, as well as funding for procurement
of MHP aids and equipment. The VNBIPP included an implementation framework.
Organisations included in the evaluation were required to have a designated programme
coordinator with adequate time and resources available, comprehensive training of staff, regular

audits, as well as a process for monitoring the effectiveness of the programme.

The evaluation examined the effect of the VNBIPP on frequencies of nurses’ back injury claims
and corresponding claim incidence rates. It aimed to evaluate the effect of introducing a ‘No
Lifting” policy on nurses’ back injuries, using workers’ compensation claims rates. The study
included 92 of the 111 participating organisation, which received funding through the VNBIPP.
Standard claims data from the Victorian WorkCover Authority on back injuries, neck and
shoulder injuries, and wrist, knee, and ankle injuries were included. The evaluation focused on a
ten-year period that covered pre-implementation, initial implementation, and post-
implementation. The analysis was based on quarters and claim rates per 1,000 full-time
equivalent employment (FTE) and applied an analysis of variance (ANOVA) as well as an

interrupted time series approach

The study reported a reduction in the estimated claims rate for back injuries from pre-
implementation to post-implementation of 0.79 claims per 1,000 FTE. A downward, non-
significant trend (p=0.28) was seen for the estimated claims rate for back injuries during the pre-
implementation period. A significant reduction (p=0.03) was reported during the initial
implementation, whereas a significant increase (p=0.02) was reported during the post-
implementation period. Claims rate for neck and shoulder injuries increased significantly pre-

implementation and showed no statistical change during the evaluation period. No change in



claims rate was reported for wrist, knee, and ankle injuries during the evaluation period (Martin

et al., 2009).

The study has a number of limitations and critiquing points that potentially can affect their
findings. The study itself identifies factor such, change in government policies and staff mobility,
which affects all longitudinally studies. Further, the lack of a control group was considered a
limitation. In addition, the study determined FTE inconsistently, as 40 of the participating
organisations directly report their FTE through a survey, while the FTE for the remaining 52
was estimated. This introduced an uncertainty to the accuracy of the FTE, which directly

influenced the claims rate.

In a PhD thesis, Fagerstrém (2013) evaluated a MHP intervention that included the Ergonomic
Patient Handling Card® -Scheme (EPHC). The EPHC was introduced in 2009 by the Finnish
Institute of Occupational Health. It aimed at determining competencies, skills, and knowledge
required to perform safe MHP, as well as improving patient safety and quality of care
(Tamminen-Peter and Fagerstrém, 2014). The EPHC is a standardised tool that consists of i) e-
learning, i.e. preventing MSD when performing MHP, ii) training in MHP principles, i.e. using
MHP techniques and equipment, and iii) applying the training at the workplace. These
components are followed by an exam. After passing the exam, the EPHC is valid for five years,
renewal requires a one-day refresher training session. The EPHC is targeted towards people
conducting MHP, primarily within the healthcare sector (Tamminen-Peter and Fagerstrom,

2014).

The thesis evaluated how a MHP intervention that included the EPHC training component
affected MSD (Fagerstrém, 2013). Further, it studied changes in organisational MHP policies
and procedures, and the level of MSD among nurses. The thesis included twelve units from eight
different healthcare organisations that were divided in an invention group consisted of 147
nurses from six units, and a control group consisted of 145 nurses from six different units. The

thesis used questionnaire data collected before and after the intervention, as well as one year



following the intervention to assess the level MSD. The thesis reported a reduction in neck

disorders of 72 % one year following the intervention (Fagerstrom, 2013).

The thesis has, from an evaluation of the EPHC and claims rates point of view, several critiquing
points. First of all, the intervention in the thesis only included one of the components in the
EPHC, hence it is not possible to determine the potential effect of the entire EPHC. Further,
the thesis did not use central claims data, which makes it difficult to compare changes in the level
of MSD reported. In relation to this, the thesis has a limited study population, thereby making it
impossible to determine if this is a large-scale effect of using the EPHC component or if this is
just a local phenomenon at the included units. Lastly, the thesis did not include back pain as an

outcome, despite back pain were the most frequent type of MSD following MHP.

Michaelis and Hermann (2010) reported on an evaluation of the Back Protective Patient
Transfer in Health Care and Nursing Homes (BPPT). The BPPT was developed in 1995 by the
association of German public insurance institutions. The BPPT aimed at reducing MHP related
mechanical stress, and increase work safety and workers’ health. The BPPT included ergonomic
work principles, MHP principles, MHP techniques, and application templates. The BPPT was

implemented in the healthcare and elderly care sector by centrally trained instructors.

The evaluation examined the effect of the BPPT in reducing low back pain. It aimed to assess
the application and long-term effect of implementing the BPPT, including the level of back
complaints. The evaluation applied a prospective questionnaire approach and included a total of
413 nurses employed in hospitals and nursing homes. It showed that the respondents applying
the BPPT had a significantly lower level of low back pain compared to respondents that did not
apply it. Further, the application of all BPPT components decreased low back pain rates by up to
25 %. In addition, an additional analysis using health insurance data from one of the associate
insurance institutions indicated a decrease in MSD related to work absence particularly within

the early phase of implementation (Michaelis and Hermann, 2010).

The evaluation is limited due to not stratifying on a sector level, but merely treating healthcare

and elderly care as equals despite the difference between these two sectors. By stratifying, the
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evaluation could have identified potential difference between the sectors hereby creating a more
comprehensive picture of the effect of the BPPT. Further, the use of claims data in the
evaluation is insufficient. Only using information from one insurance provider does not ensure
comparability across the target sectors, hereby introducing a risk of misinterpreting the effect of

the BPPT.

Nelson et al (2006) and Powell-Cope et al (2014) reported on an evaluation of the Patient Care
Ergonomics Resource Guide: Safe Patient Handling and Movement (PCERG). PCERG was
introduced in 2001 and aimed at reducing injuries related to MHP as well as their severity. It was
targeted MHP teams, staff conducting MHP, and staff influencing workplace safety, e.g. health
and safety (H&S) managers. PCERG consisted of a comprehensive programme that provided
guidance on and templates for multiple components, including risk assessment related to
workplace and patient, equipment selection, storage, and maintenance, best practice for MHP,
MHP competency training, a ‘No-Lift’ policy, and tools for monitoring progress and evaluating

outcomes.

Nelson et al. (2000) assess the effects of implementing PCERG on injury rates using two
intervention periods of nine months in 23 high-risk units across seven facilities. The intervention
focused on the following components: risk assessment related to workplace and patient, peer
safety leaders, MHP equipment, after action review, and ‘No Lift policy’ (Nelson et al., 2000).
Information on injury rates was prospectively collected using injury logs administrated locally at
the individual facilities. The study reported a significant decrease (p=0.0306) in injury rate from
24.0 to 16.9 per 100 FTE following the intervention period. A limitation of this study was that it
only reported injury rates for nurses. As MHP also is being performed by several other job titles
in the healthcare sector, a sole focus on nurses does not provide a comprehensive overview of

the potential effects of the MHP guideline.

Powell-Cope et al. (2014) evaluated the effect of PCERG on injury rates over a three-year
period. The study included data from the implementation of CPERG in all 153 facilities of the

US Veterans Health Administration. Information on injury rates was obtained through Veterans



Affairs administrative databases, in particular, the nursing outcomes database. The study

reported a reduction in claims rate from 34.3 to 24.8 per 1,000 FTE five years following the
implementation of the MHP programme (Powell-Cope et al., 2014). The study has the same
critiquing points as the study by Nelson et al (20006). In short, only focusing on nurses rather

than assessing the effect of the MHP guideline on all relevant job titles.

Silverstein et al (2011) and Silverstein et al (2012) reported on an evaluation of the Washington
Hospital Safe Patient Handling Law (ESHB 1672) (WHSPHL). The WHSPHL was passed in
Washington State in 2006 with the intended to reduce injuries related to MHP for both staff and
patients. The WHSPHL, which was implemented in 95 acute care hospitals, required hospitals to
establish a safe MHP committee, a MHP programme, and purchase sufficient MHP equipment
(Silverstein et al., 2011). By having a fully implemented MHP programme, the hospital would
receive a discount of around 16 % from workers’ compensation premium risk class (Silverstein

et al, 2012).

Silverstein et al (2011) reported on the impact of the WHSPHL on staff injury rates. It used a
survey design providing a baseline measure of staff injury rates before the introduction of the
WHSPHL and a follow-up measure three years after the introduction. In addition, the evaluation
compared the changes in injury rates in Washington State with Idaho, which did not have any
MHP legislation. Analysis of variance was used to compare changes between hospitals and states.
The follow-up survey included 333 employees from Washington and 295 employees from Idaho.
It reported that back pain was more frequently reported following the introduction of the
WHSPHL (p=0.017), and more frequently in Washington compared to Idaho (p=0.003)
(Silverstein et al., 2011). A limitation of the evaluation was the use of a different state as a control
group. As a substantial number of contextual factors would differ between hospitals in one state

compared to the other, the comparisons between hospitals in the two states are hard to interpret.

Silverstein et al (2012) reported on the impact of the WHSPHL on staff injury rates. It assessed
workers’ compensation claims incidence rates for hospitals. The evaluation used nursing homes

as a control group, as the WHSPHL did not apply here. It reported a decrease in workers’
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compensation claims rates in hospitals until 2009, whereafter the claims rate increased. After an
initial decrease, the claims rate for nursing homes remains relatively stable during the period.
(Silverstein et al., 2012). A point for critique it the choice of nursing homes as control group.
Due to their contextual factors, hospitals are not equal to nursing homes with respect to job
tasks, organisation, and services provided. Hence it is unlikely that the introduction of a MHP

law will have the same effect within the different subsectors of the healthcare sector.

Kurowski et al (2017) aimed to assess the effect of a MHP programme on injury rates among
nursing home staff six years following the implementation. The MHP programme was
implemented in 2004 and focused on risk assessment of residents, equipment purchase and
maintenance, and staff training in use of equipment. The programme was administered by a
commercial risk management company. The study included injury claims data for a seven-year
period and included 22,454 claims (Kurowski et al., 2017). It reported a reduction in claims rates
from 93.0 to 63.3 per 1,000 employees three years following the implementation, and a further
reduction to 57.4 per 1,000 employees six years following the implementation (Kurowski et al.,
2017). The study has two severe weaknesses. First, it solely focuses on one part of the healthcare
sector, hence the results of the study are not comparable to the entire healthcare sector. Second,
the programme evaluated is not a nationwide programme. As a result, it is questionable if the
programme can be applied outside the particular organisation, as the programme is specifically

tailored to this exact setting.

Schoentfisch et al (2013) aimed to evaluate the effect before and after a MHP intervention in a
large tertiary medical centre and a community hospital. The intervention was introduced in 2004
and consisted of a ‘minimal patient lifting policy’, purchase of lifting equipment, and training of
MHP ‘champions’ (Schoenfisch et al., 2013). The study included injury claims data from seven
years before the intervention and five years following. It found no change in MHP related injury
claims at the medical centre following the intervention, but reported a 44% reduction in claims
rate in the community hospital (Schoenfisch et al., 2013). The study has two main critiquing

points. First, the intervention introduced does not include a full MHP programme, but only a
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limited number of components. Therefore the study is not in a position to evaluate whether a
comprehensive MHP programme would have had any effect on the claims rate. Second, like the

study by Kurwoski et al (2017), this study did not evaluate a nationwide programme.

Dennerlein et al (2017) aimed to evaluate the effect of a MHP and mobilisation programme on
injury rates within an academic hospital setting compared to a control hospital. The MHP
programme included an organisational MHP policy, the introduction of MHP equipment, and
training, which included risk assessment, for staff performing MHP. Prior to the implementation
of the MHP programme both hospitals had previously invested in MHP lifting equipment. The
study included data on injury rates 12 months prior to initiating the MHP programme and 12
months after finalising training (Dennertlein et al., 2017). It reported a reduction in injury rates
for lifting and exertion injuries from 11.1 to 8.2 per 100 FTE, and neck and shoulder injuries
from 3.0 to 2.0 per 100 FTE in the intervention hospital, however, no change was seen in the
control hospital (Dennetlein et al., 2017). The study has the same critiquing points as the study
by Schoenfisch et al (2013). In short, the study did not evaluate a comprehensive MHP
programme, but rather a programme focusing on training and equipment. Further, the study
focused on evaluating the effect of a MHP programme used within a few hospitals rather than a

nationwide programme.

Teeple et al (2017) aimed to assess the effectiveness of MHP and mobilisation programmes on
injury rate ratios by conducting a meta-analysis. The study includes 27 evaluations in English
published no later than October 2016. It reported an overall reduction in injury rate ratio of 0.44
(95% CI 0.36, 0.54) (Teeple et al., 2017). The reduction was greater in intensive care units
compared to hospitals. A critiquing point of the study was that it only includes evolutions
published in peer review journals. As a result, the meta-analysis did not take findings from non-
peer reviewed evaluation into account, hence potentially skewing the effect from MHP
programmes. Further, the exclusion of evaluations in languages other than English also

introduces the possibility of omitting relevant evaluations.
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Summary

Although a great deal of effort has been put into the development and implementation of
national guidance material for the prevention of MSD due to MHP, only a small number have
been evaluated for their efficacy and impact on the injury rates of MSD. None present clear
evidence of a positive impact on injury claims rate. Some of the evaluations have methodological
shortcomings, others simply do not report any reduction. As a result, there is no current
consensus regarding the impact of MHP guidelines on MHP related injury claims rates.
Consequently, there is a need for an evaluation of a national MHP guideline based on claims
data. Thus the first aim of this thesis is to assess the impact of a MHP guideline on the injury

claims rate.

How are MHP programmes and guidelines intended to work

Evaluations of the effectiveness of guidelines have classically focused on measuring a single
outcome, e.g. the reduction of injuries or cases, through an epidemiological approach and thus
have primarily examined the ‘cause and effect’ relationship. In general, they have only used
simple before-and-after measurements to evaluate their effectiveness (Richardson and Rothstein,
2008). This raw effect of a guideline is, of course, interesting but organisational interventions
based on guidelines are complex and are influenced by numerous contextual factors, such as
changes in legislation, the effect of other programmes on the healthcare sector, local labour
market, and internal cultures and structures. This makes it difficult to relate an outcome (e.g.
reduction of MHP related injury claims rates and related costs) to a single initiative (e.g. an
evidence-based national guideline) (Nielsen and Randall, 2013). Thus, to find out if a guideline
works and is effective, its evaluation needs to examine both process (dissemination, uptake, and
implementation) and outcome (Nielsen and Randall, 2013) as well as understanding the context
in which the guideline is introduced and how this context affects the uptake, use, and effect
(Julnes et al., 1998; McConnell et al., 2013; Olsen et al., 2008). In order to evaluate an
intervention in relation to how it was intended to work by the developers, i.e. to identify the
programme theory of the intervention, it is also necessary to find out what worked and what did

not work. The programme theory is the onset for a realist analysis that identifies for whom, how,
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why, and in which circumstances the intervention was intended to work (Pawson, 2006; Pawson

and Tilley, 1997a, 2004).

A programme theory explains how the programme developers intend a programme to work. It
builds on a logical sequence of inputs, activities, and outputs that subsequently lead to short- and
long-term outcomes. Programmes are implemented in specific contexts determining what (which
mechanism) will influence the intended users to use the programme and whether it will lead to
the intended outcome (Byng et al., 2008; Hoddinott et al., 2010; Macaulay et al., 2011). The
programme theory is the underlying combination of mechanisms, which makes a programme
work in specific contexts and leads to the desired outcome (Pawson, 20006). Thus, a realist
analysis first aims to identify the programme theory to provide an understanding of the Context-

Mechanism-Outcome (CMO) relationships within the programme (Pawson and Tilley, 1997a).

Context, in realist analysis perspective, describes the environment in which programmes are
introduced (Pawson and Tilley, 2004; Wong et al., 2014). Rycroft-Malone et al (2011) found that
context in relation to organisational interventions could be identified on: micro- (individual),
meso- (department or team) or macro- (organisational) level (Rycroft-Malone et al., 2011). For a
national intervention programme, context outside the organisation influencing whether and how
it will be implemented should also be identified. The thesis calls this the supra-macro level. It
includes industry and national relationships such as national legislation and other national
programmes as mentioned earlier (Hasle et al., 2014, 2017). The different contextual levels

should not be considered as independent of each other, but rather as interlinked.

Mechanisms are causal forces or powers that cause things to happen, that make people act. Some
mechanisms work in some contexts but not in others. They are context sensitive and create
outcomes, thus described as promoters of change (Pawson, 2013; Wong et al., 2014).
Mechanisms consist of two elements: resources and reasoning (Dalkin et al., 2015). Resources
are offered by the programme and introduced into the context in which the programme should
be implemented. The resources make the actors reason with respect to the programme, which

results in actions to reject or implement the programme to a varying extent (Dalkin et al., 2015).
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There are three different types of mechanisms that can make the actor decide to implement a
programme: incentives - forms of reward if the programme is implemented; regulation - threats
of penalty if the programme is not implemented and; information provision — logic arguments
persuading the actor to implement the programme because it is the right thing to do (Vedung,
1998). The mechanism attached to a guideline by itself is information provision. It gives
information that should persuade the user to read and implement the content. The guideline may
be attached to other programmes like legislation, which requires the guideline to be followed and
then the mechanism that makes the user implement the content might be the punishment
mechanism. The same could be the case if the guideline was attached to an incentive programme
that rewarded the organisation for implementing the content. The arguments used in the
guideline can also be seen as mechanisms that the developer thinks will make the intended user
act and implement the content of the guidelines. There might be different arguments or
mechanisms attached to components or groups of components of a guideline arguing for the
implementation of multiple components. Thus, the arguments for implementing parts of or the
whole guideline may vary in the guidelines and influence different actors in different contexts to

implement the guidelines.

Outcomes are the changes that emerge, either intended or unintended, from the interaction
between a mechanism and the users within a specific context (Pawson and Tilley, 2004). In other
words, the outcome is the result of the resources provided and the reasoning of the users within
the present context. The outcomes can be short, medium, or long term. Implementing guidelines
in organisations will often involve several steps where actors introduce resources or arguments
for changes at different levels in the organisation that in turn make other actors reason and make
changes, thus changing the context in which the intervention is implemented. This will be
influenced by many parallel interventions or change processes that may and may not be related

to the intervention but may influence the outcome.

As the CMO relationships are dependent on the context in which they are present, applying the

same mechanisms to another context would not necessatily result in the same outcomes
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(Rycroft-Malone et al., 2010). Thus, instead of merely identifying the cause and effect of an
intervention, realist analysis and programme theory attempt to provide a deeper understanding

about what makes an intervention work or not (Rycroft-Malone et al., 2010).

An evaluation based on programme theory and realist analysis will afford identification of what
worked and what did not, and if other aspects contributed to how it worked. This type of
theory-based evaluation has been used to evaluate interventions mainly within public health
(Best et al., 2012; Greenhalgh et al., 2009; Jagosh et al., 2012; McGuire, 2005) but also, more
recently, in workplace H&S (Hasle et al., 2017; Legg et al., 2010; Nielsen and Hohnen, 2014;
Olsen et al., 2012; Pedersen et al., 2012). Realist analysis aims to identify and explain how
processes of a programme work and why it results in specific outcomes (Pedersen et al., 2012).

This contrasts with other kinds of evaluations that are based only on analysing the outcome.

Whilst the programme theory has been identified for numerous public health and workplace
H&S programmes, this has never been done for any MHP programme or guideline. As a result,
there is a lack of fundamental understanding regarding how a MHP guideline is intended to
work. Consequently, there is a need to establish the programme theory of a MHP guideline.

Thus the second aim of this thesis is to understand how a MHP guideline was intended to work.

Awareness and use of MHP programmes and guidelines

In the healthcare sector, MHP guidelines are introduced alongside clinical guidelines. Both types
of guidelines are introduced into the same setting. Hence they are affected by some of the same
contextual factors and it can, therefore, be argued that they need to overcome similar types of
organisational challenges in order to be effective. The effectiveness of clinical guidelines have
been the topic of evaluations for more than 20 years (Brouwers et al., 2010; Burgers et al., 2003;
Grimshaw and Russell, 1993; Lugtenberg et al., 2009; Thomson et al., 1995). However, clinical
guidelines differ from MHP guidelines in at least two ways: i) they often have a homogenous
target group that delivers care, i.e. medical doctors, and ii) they focus directly on the core
business of the healthcare sector, i.e. quality of care and health of the patients. In contrast, MHP

guidelines have a diverse target group and their content does not directly guide care of patients.
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In general, they provide guidance about how to assess a patient’s need for handling and how to
safely handle patients (people). Here safety relates mainly to the carer handling the patient. Since
MHP guidelines have a more diverse target group, it might be more difficult to reach their
intended users and to persuade them to use the guidelines in an organisational setting. Thus, the
factors influencing awareness and use of clinical guidelines are likely to differ from those for

MHP guidelines.

Further, MHP guidelines often argue for the implementation of a multifaceted MHP programme
that consists of multiple components targeting different topics, e.g. risk assessment or training.
This follows the belief that multifaceted interventions are more effective when being compared
to single-component interventions (Institute of Medicine (U.S.), 2011). Looking at MHP
interventions, this is being supported by four systematic reviews (Bos et al., 2006; Dawson et al.,
2007; Hignett, 2003; Tullar et al., 2010). These four systematic reviews collectively indicate that
single-component interventions, especially when focusing solely on MHP training, seem to be
less effective compared to various forms of multi-component interventions in reducing injuries
following MHP (Bos et al., 2006; Dawson et al., 2007; Hignett, 2003; Tullar et al., 2010). As a
result, the intended users are required to be aware of and use the individual components of the

programme in order to receive the full benefit of the programme.

Several studies have examined awareness and use of clinical guidelines (Brennan et al., 2018;
Cabana et al., 1999; Kotzeva et al., 2014; Kovacs et al., 2018; Rodgers, 2000; Rose et al., 2012).
They have shown that lack of awareness among the intended users is often one of the reasons
for lack of use, that guideline material did not always reach the intended users (Cabana et al.,
1999; Joosen et al., 2015; Kastner et al., 2011), and that they were commonly unsuccessful
because of poor dissemination (Thomson et al., 1995). In addition, most of the clinical guidelines
in these studies relied on passive dissemination strategies (Closs and Cheater, 1997; Graham et
al., 2003; Sandstrom et al., 2015), e.g. mass mailings, publication of written information, and
untargeted presentations to heterogeneous groups (Rabin et al., 2006), which could explain, at

least partially, low awareness amongst intended user groups.
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Despite the great focus on awareness of clinical guidelines in the healthcare sector, no previous
studies have looked at awareness of MHP guidelines, how intended users become aware, how
many of the intended users read and use them, as well as which components are being used.
Consequently, there is a need for assessing whether the intended users of a MHP guideline are
aware of its existence and use the guidance provided as well which parts of the guideline are
being used. Thus the third aim of this thesis is to assess the awareness and use of a MHP
guideline among the intended users. In addition, a fourth aim of this thesis is to assess the
familiarity and use and change after use of the specific components of a MHP guideline, also

amongst intended users

How are MHP programmes and guidelines being implemented

For any type of guideline to be effective, it needs to be implemented into the intended context.
Implementation of an evidence based national healthcare guideline can be described as providing
a new resource into the context of an organisation with the intention of changing the behaviour
of individuals in the organisation. The guideline thereby intends to encourage the individuals and
organisations to apply the recommendations of the guideline (Closs and Cheater, 1997; Masso
and McCarthy, 2009). The implementation process of a guideline is the phase where strategies
are developed within the organisation in order to operationalise the recommendations of the
guideline (Thorsen and Mikeld, 1999). Implementation of most guidelines is a complex process
that needs to consider the contextual factors of the industry, e.g. the healthcare sector, in which
the guideline is introduced (Boaz et al., 2011). Further, to increase the implementation of a
guideline, the mechanisms related to the implementation process need to be identified on a
theoretical basis (Thompson et al., 2007). However, it is essential to recognise that no universal
all-purpose solutions exist and that implementation of any guideline should be tailored to fit
both the specific guideline and the context where the guideline is intended to be introduced

(Masso et al., 2014; Richens et al., 2004).

A range of theories attempts to explain the dynamics of how evidence based guidelines are

implemented through describing the factors responsible for creating the change in behaviour of
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individuals and hence changing the organisational behaviour (Eccles et al., 2005). However, few
of these theories have ever been proven to work in a practical healthcare setting (Gagliardi et al.,
2011; Rycroft-Malone, 2007). As a result, the implementation of guidelines in the healthcare
sector constitutes a challenge, among others because the implementation from a political
perspective receives less attention compared to the actual development of healthcare guidelines
(Richens et al., 2004). Further, guideline developers often consider organisations as being
responsible for implementing a guideline as well as believing that the bare existence of a

guideline automatically leads to implementation (Gagliardi et al., 2011; Richens et al., 2004).

A systematic review identifying factors either facilitating or hindering the implementation of
MHP interventions found that environmental factors e.g. management support or employee
participation, rather than individual factors, e.g. motivation or capability, accounted for the
majority of the barriers and facilitators, with a ratio of 3:1 (Koppelaar et al., 2009). The most
frequently reported environmental factors were the availability of resources, e.g. time to transfer,
equipment and trained staff, and a supporting management climate, while the most frequently
reported individual factor was motivation, e.g. willingness to change (Koppelaar et al., 2009).
Several other studies echo and add to these findings as management support or interest
(Dogherty et al., 2013; Lahti et al., 2019), availability of equipment (Dogherty et al., 2013;
Engkvist, 2008; Krill et al., 2012; Olkowski and Stolfi, 2014), budget constraints (Dogherty et al.,
2013; Silverstein et al., 2012), insufficient time (Dogherty et al., 2013; Kanaskie and Snyder, 2018;
Krill et al., 2012), lack of staff (Dogherty et al., 2013; Engkvist, 2008; Kanaskie and Snyder, 2018;
Olkowski and Stolfi, 2014; Silverstein et al., 2012), inadequate training (Kanaskie and Snyder,
2018; Olkowski and Stolfi, 2014), and workplace culture (Kanaskie and Snyder, 2018) have been
identified as contextual factor facilitating or hindering the implementation of MHP
interventions. However, it is important to note that no single barrier or facilitator acted alone in
any of the studies and that the implementation, therefore, is dependent on several facilitating or

hindering factors.
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Even though a lot of knowledge exists about the contextual factors acting as barriers or
facilitators related to the implementation of MHP interventions, this information is, inevitably,
based on interventions. Hence it is unknown how the implementation of a comprehensive MHP
guideline is being affected. Consequently, there is a need for assessing how a comprehensive
MHP guideline is being implemented in a healthcare organisation. Thus a fifth aim of this thesis

is to establish how a MHP programme is implemented.

Summary

Despite the existence of many national and state level guidelines targeting MSD as a result of
MHP in the healthcare sector, little is known about i) how they impact on injury claims rates, if)
how they are intended to work, iii) whether intended users are aware of their existence and use

them, iv) which parts of the guideline are being used and v) how they are implemented.

Aims of this Thesis

The overarching goal of this thesis is to contribute to improving our understanding of what
makes a MHP guideline work. Specifically, what worked, for whom, under what circumstances,

and why they may have worked for some, but not for others? The aims of this thesis are to:

i) assess the impact of a MHP guideline on injury claims rate

i) understand how a MHP guideline was intended to work

iii) assess the awareness and use of a MHP guideline, among intended users

iv) assess the familiarity and use and change after use of the specific components of a MHP

guideline, among intended users

v) establish how a MHP programme is implemented.

Specifically, the above aims were addressed by examining the New Zealand Accident
Compensation Corporation (ACC) ‘Moving and Handling People: The New Zealand Guidelines’

(MHPG).
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The ‘Moving and Handling People: The New Zealand Guidelines’

The MHPG is an example of a MHP guideline. It was introduced in 2012 (Accident
Compensation Corporation, 2012). The MHPG was developed on the basis of an evaluation
(Thomas et al., 2009b) of ACC’s previous guideline (Accident Compensation Corporation,
2003a) by a guideline development group comprising: an ACC project manager, an ACC injury
prevention specialist, two MHP expert practitioners, and two evaluation experts. The previous
guideline was perceived to be out-dated, focusing too much on MHP training and techniques,
and failing to include all the elements of a MHP programme necessary to secure a reduction in
MHP related injuries. Further, an internal, unpublished ACC document claimed that there had
been no reduction in injury claims as a result of introducing the 2003 guideline. Thus, the
MHPG was developed using the ‘latest’ evidence and included all the elements for a MHP
programme necessary to reduce MHP. The purpose of the MHPG was to reduce H&S risks

related to MHP hereby reducing MHP related injuries, injury claims, and related claims costs.

The MHPG has 14 sections and provides guidance on implementing a multifaceted intervention
programme. Sections 1 and 2 provide information about the importance of using and
implementing a MHP programme. Sections 3-9 identify five core components (FCC) - risk
assessment, techniques, training, equipment, facility design, and focus on the content of the
MHP programme (3 - risk assessment, 4 - MHP techniques, 5 - training in MHP, 6 - organisation
of training, 7 - MHP equipment, 8- maintenance, 9 - facility design). Sections 10-13 identify
organisational system components (OSC) of a MHP programme and focus on how it can be
integrated into an organisation's management (10 -policy development, 11 - workplace culture,
12 - monitoring, evaluation, 13 - audit). Section 14 is on bariatric patients. The MHPG
recommends the implementation of a multifaceted programme, which consists of the FCC (5
components) and the OSC (4 components)2. It emphasises that an effective MHP programme
needs to have all nine components implemented. The MHPG was available in three formats; on

Internet; in a hard copy ring binder; and as a CODROM.

For analysis in the case studies (study 5), the components for ‘Monitoring & evaluation’ and ‘Audit’ were
merged, leaving eight, instead of nine, components for that specific analysis.
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The MHPG targets all subsectors of the healthcare sector and other sectors where MHP takes
place. It specifically mentions the following sub-sectors: District Health Boards?, private
hospitals, residential care facilities and hospitals for aged care, community care services for
elderly people and those with disabilities, clinics and surgeries, and schools with disabled
children. It identifies five overall categories of intended users: i) managers (ward and unit
manager, occupational H&S manager and advisor, MHP trainers and coordinators); ii) carers
(nurses, health assistants, doctors and medical specialist, school teachers, ambulance staff); iii)
senior management (directors and decision makers, owners and operators of private and non-
profit making facilities); iv) facility designers (project managers, architects, tradespeople) and; v)
education and training institutions (lectures, tutors, students) (Accident Compensation

Corporation, 2012).

When the MHPG was published, a number of parallel programmes existed which, in general,
addressed prevention of work-related injuries and specifically MSDs. These were mainly driven
by three government agencies- Ministry of Health (MoH), Department of Labour, and ACC.
The parallel programmes included national strategies (‘New Zealand injury prevention strategy’
(Accident Compensation Corporation, 2003b) and ‘Workplace Health and Safety Strategy for
New Zealand to 2015’ (Department of Labour, 2005)), programmes based on information and
training (‘Preventing and Managing Discomfort, Pain and Injury’ (Accident Compensation
Corporation, 2006) and ‘National Falls Prevention Strategy’ (Accident Compensation
Corporation, 2005)), incentive schemes based on audited H&S management systems (‘Measuring
Your Capabilities in Workplace Safety Management’ (Accident Compensation Corporation,
2008)), and legal requirements and standards such as the national H&S legislation, which
specifically focused on risk management and building regulations and standards e.g. space
requirements. Prevention of MHP related injuries was a priority for ACC because it perceived a
high proportion of claims from the healthcare sector were caused by MHP, as in many other

countries.

> In New Zealand, these include all public hospitals
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Thesis design and methodology

Overall, the thesis evaluates the uptake, use, and impact of a national MHP guideline - the
MHPG - in the healthcare sector in New Zealand through a multi-study, mixed-methods

approach. The methodological framework for this thesis was the use of realist analysis (Pawson,
20006; Pawson and Tilley, 1997, 2004).

Realist analysis

Realist analysis is a theory-based evaluation approach grounded in realism (Pawson and Tilley,
1997) that intends to illuminate and explain the processes and effects of a programme (Pedersen
et al., 2012). It aims to provide a greater insight into the programme through a mixed-methods
approach, which combines the use of quantitative and qualitative methods (Pawson and Tilley,
1997). A realist analysis should not be considered as a method or particular procedure, but
should rather be seen as a logic of inquiry (Pawson and Tilley, 1997). The process of a realist
analysis is iterative. It requires engaging with documents and stakeholders, often retrospectively
(Pawson, 2006; Rycroft-Malone et al., 2011). The process requires a detailed understanding of
the setting in which the guideline is to be implemented, as well as how the guideline is intended
to operate within this setting. As a result, the use of qualitative data is often favoured when using
a realist analysis approach within occupational health research (Hasle et al., 2012; Kvorning et al.,

2015; Spiegel et al., 2012).

Realist analysis distinguish itself from the traditional approach of a systematic review and
evaluations of randomised controlled trials, which may be considered as being too narrow and
rigid (McCormack et al., 2007; Pawson et al., 2005), by allowing for a comprehensive evaluation
that acknowledges the unique characteristics and dynamics of a complex, organisational
programme (Pawson, 20006). As a result, a realist analysis is not restricted to the defined answers
of a systematic review (Pawson, 20006). In contrast, when evaluating a complex, organisational
guideline, the criteria of systematic reviews, e.g. often only including randomised controlled
trials, are considered to be insufficient in providing a detailed evaluation as some of the criteria,
e.g. the intervention, being independent of other changes, are regarded as unrealistic (Olsen et

al., 2008).
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Realist analysis is based on the epistemological foundation of critical realism (Pawson and Tilley,
1997). However, it has been argued that realist analysis is substantially different from critical
realism (Pawson and Tilley, 1997). From a social sciences perspective, one of the main
differences is that critical realism is rather more a critical exercise than an empirical science
(Pawson, 20006). According to Pawson (20006), the result if this is that the main objective of
critical realism is to provide a privileged and moral-based criticism of the explanations used to
understand how and why a programme worked or not. In contrast, realist analysis is capable of
conceptualising and using empirical patterns to evaluate how and why a programme worked or
not (Pawson, 2006). However, the difference between critical realism and realist analysis has
been contested (De Souza, 2016; Porter, 2015a). Porter (2015a), especially, has argued that
critical realism and realist analysis are much less significant than Pawson states. Porter (2015a)
argues that the only main difference relates to how critical realism sees structure and agency as
core concepts, while realist analysis has a more pragmatic vision of context (structural

researches) (Porter, 2015a).

As an approach, realist analysis also attempts to dissociate itself from constructivist evaluation

(Pawson and Tilley, 1997). It differentiates itself on three main points: i) the basis (data) for any
constructivist evaluation is a construct, thus any evolution of the data would merely be another
construct; ii) constructivist evaluations tend to overlook the contextual factors at a supra-macro
level, and iii) the findings from a constructivist evaluation are bound to a particular context, and
thus they are not transferable to different contexts (Pawson and Tilley, 1997). This presentation
of constructivist evaluation is contested by Dahler-Larsen (2001), who argues that the criticism

builds on a narrow and too unsubtle interpretation of constructivist evaluation (Dahler-Larsen,

2001).

Criticisms of realist analysis
One of the main criticisms of realist analysis has been that it is difficult to conceptualise (Byng et
al., 2008; Dalkin et al., 2015; Greenhalgh et al., 2009; Jagosh et al., 2015; Marchal et al., 2012;

Porter, 2015b). This has especially been the case for mechanisms (Astbury and Leeuw, 2010;
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Koenig, 2009; Weiss, 1997). The criticism relates to the idea that mechanism, as a concept, is
perceived as too ‘mechanical’, i.e. like a machine always delivering the same output when having
a certain exposure, which is not the case in complex organisational programmes that are context
dependent (Astbury and Leeuw, 2010). However, this presentation is too simplistic as one of the
key concepts for mechanisms, as a concept, is the actors’ reasoning when interacting with the
resource provided by the programme. Hence a change is not the result of a programme resource

by itself, but rather the reasoning from an intended actor (Dalkin et al., 2015; Weiss, 1997)

Another criticism, which also relates to conceptualising realist analysis, is provided by Porter
(2015b), who states that the theoretical framework of realist analysis is ambiguous, inconsistent,
and contradictive (Porter, 2015b). To some extent, this is the result of an inconsistent

philosophical approach that changes between realism, idealism, and empiricism (Porter, 2015b).

Furthermore, Astbury (2013) argues that theory-based evaluations, such as realist analysis, have
at least five substantial shortcomings: i) they have a tendency to focus on why programmes work
or not, instead of evaluating whether they work, ii) due to lack of proven social science and
programme theories, they are not feasible to conduct, iii) if not propetly conducted, e.g. in an ad
hoc and too simplistic fashion, they can be counterproductive, iv) they can be biased, in particular
if evaluators are evaluating programme theories, the development of which they may have - in
some way or in part -have contributed, and v) they are time consuming and require substantial

resources (Astbury, 2013).

Despite the criticism of realist analysis, three main reasons justify the use of realist analysis as an
overall methodological framework for this thesis: i) realist analysis provides a framework that
examines how context and mechanisms affect the outcome of an intervention, e.g. assisting in
‘opening the black box” (Marchal et al., 2012), in which in particular realist analysis identifies
mechanisms at several contextual levels, thereby providing explanations for behaviours and how
social structures interact (Marchal et al., 2012), ii) realist analysis is able to evaluate complex
programmes as well as complex causal pathways (Marchal et al., 2012), and iii) realist analysis

focuses on how and why a certain effect occurs after the introduction of a programme rather
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than determining simply that there is an effect of the programme. Hence the use of realist

analysis acknowledges that no programmes are built on full knowledge about CMO, but can help

to improve knowledge (Pawson, 2006; Pawson and Tilley, 1997, 2004).

The five studies of the thesis
The five aims of the thesis are addressed in five separate studies. Each study is described in a

separate chapter and forms the basis of a peer-reviewed publication. Each study contains study-

related objectives. The relationship between the five studies is shown in Figure 1.1.

All of the studies were approved by the Massey University Human Ethics Committee (SOB

15/78) and were performed in accordance with the Helsinki Declaration.
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Justifications for the methods used in each of the five studies

Study 1 - Impact of the MHPG on MHP related injury claims

In order to identify if there had been any changes in MHP related injuries following the
introduction of the MHPG, study 1 assessed the extent of MHP related injuries in the healthcare
sector. This was done through an injury claims data analysis of ACC claims data. From an ACC
perspective, the intended outcome of the MHPG was a decline in MHP related injuries and
associated cost in the healthcare sector. However, the injury claims and associated cost
particularly related to the MHPG had never been established. Further, the development of the
MHPG was funded by tax money. Hence, there was a public justification to know whether the
money spent on creating a MHP guideline actually contributed to solving the problem. Thus, in
order to establish if the launch of the MHPG could have had an effect on MHP related injuries
and associated cost, it was important to identify the overall trends with respect to MHP related

injuries within the New Zealand healthcare sector before starting to understand how and why

the MHPG had worked.

From a methodological point of view, it can be argued that an injury claims data analysis rarely is
able to provide definite answers with respect to the effect of the introduction of any type of
national guideline (Quinlan et al., 2010). On the contrary, an injury claims data analysis often
results in several unanswered questions with respect to what caused or could have caused the
change in injury claims rates. Also, whether the number of lodged claims truly reflects the actual
number of claims is another uncertainty as this is influenced by several factors. This is especially
the case for vulnerable job groups, e.g. unskilled or casual workers, who are often reluctant to
report claims e.g. for fear of losing their job. Despite these disadvantages, injury claims data is
often the best data material available when attempting to assess the extent of any change in
claims rate. However, the conclusions drawn from any injury claims analysis should be
supported by studies that identify why claims rates are rising or falling. That is why my analysis

of the claims data is followed by a realist approach to identify how the MHPG worked and why.
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Therefore study 1 established injury claims rates and claims cost of MHP related injuries
following the introduction of the MHPG based on injury claims data analysis. It had the

following objectives:

i establish the accepted claims rates, costs, and causes for MHP related injuries in the
healthcare sector of New Zealand for the period 2005-2016
il.  determine if there were any temporal changes in claims rates, costs and causes following

the launch of the MHPG in 2012.

Study 2 - Programme Theory Underlying the MHPG

In order to identify the intended users of the MHPG, to understand why they should use it, and
how it was intended to be implemented in healthcare organisations, study 2 identified the
programme theory of the MHPG. The programme theory was identified through document
analysis of the MHPG as well as by interviewing a selected group of the MHPG developers. This
is an approach previously used when attempting to identify a programme theory (Millar et al.,
2012; Mumtaz et al., 2015). The MHPG developers that were interviewed in the present study
were selected on the basis of their role within the MHPG development group. The selection
process aimed at including the people who were most influential in the development process.
The combination of document analysis and interviews was chosen as it provided different
perspectives on the intended programme theory of the MHPG. Such a perspective included
communication format (the level of details and focus differed between the rigid, written
document and the more lenient, oral interviews) and an aspect of time with respect to the launch
of the MHPG (the MHPG document was written prior to the launch, whereas the interviews
were conducted three years following the introduction of the MHPG), and level of agreement
(the MHPG was created as a consensus document, whereas the interviews provided the
opportunity for the developers to present individual standpoints). These different perspectives
contributed to the creation of a comprehensive picture of how the MHPG was intended to

work. This served as an onset for a more profound examination of the impact of the MHPG.
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Therefore study 2 established the programme theory underlying the MHPG through document
review and semi-structured interviews with key MHPG developers and deliverers. It had the

following objectives:

i identify contextual factors at the supra-macro, macro, meso, and micro levels that would
support (facilitate) or work against (hinder) implementation of the MHPG
1i. identify intended users and their role in implementing the MHPG, and how they should
be reached
ii.  identify the implementation process of the MHPG in the organisation
iv.  identify mechanisms that should make the users implement the MHPG

v.  identify the intended outcomes.

Study 3 - Awareness and Use of the MHPG and Study 4 - Familiarity of intended nsers with the MHPG
sections, - their use and change after use

To identify if any effect or missing effect of the MHPG could be related to failure in the
dissemination strategy or in the programme theory (Study 2), study 3 assessed the intended users’
awareness and use of the MHPG. The awareness of the MHPG was assessed because if the
indented users of the MHPG were not aware of the existence of the MHPG, then no logical
effect could be expected. Hence, looking at awareness identified if any dissemination failure
existed. Also, to identify if all sections of the MHPG were being used and implemented, which
the programme theory identified as a precondition for developing an effective MHP programme
(Study 2), study 4 assessed the familiarity, use of, and change after use of the individual sections
of the MHPG. For both studies 3 and 4, this was done using the same questionnaire survey
distributed to the healthcare sector. The questionnaire was developed in collaboration with an
industry advisory group, which provided help in ensuring that the questionnaire was tailored to
the healthcare sector. Also, the industry advisory group assisted in developing a dissemination
strategy for the questionnaire survey that would optimise reaching/accessing the intended users
of the MHPG. In order to reach the largest proportion of potential users of the MHPG, the

questionnaire was widely distributed through several third parties, e.g. professional organisations.
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The use of third parties allowed for multiple entry-points into the healthcare sector and at the
same time served as a seal of approval of the questionnaire that potentially could increase the

number of respondents.

Questionnaire surveys, such as used in the present thesis, provide overviews of an extended
group and is often used when the researcher has a certain level of knowledge of the topic being
assessed (Creswell, 2009; Tashakkori and Teddlie, 2003). In contrast, interviews are more
commonly used to explore and identify reasoning behind the answers originating from
questionnaires. Also, questionnaire surveys are more suited to provide an understanding of what
has happened on a group basis. Furthermore, the questionnaire approach was used to identify
particular areas and differences between subsectors of the New Zealand healthcare sector that
needed to be investigated further through personal interviews or focus groups, as were used in

the case studies as part of the chronicle workshops.

Therefore study 3 established the awareness and use of the MHPG using a questionnaire survey

of intended MHPG users. It had the following objectives:

i identify to what extent intended users were aware of the MHPG
ii.  identify how they became awate of them
fii.  identify if they were aware of them, whether they had read and used sections of them.

While study 4 established differences in familiarity with, use of, and change after use of the
individual sections in the MHPG using the same questionnaire survey as study 3. It had the

following objectives:

i identify differences in familiarity with the different sections of the MHPG amongst the
intended users
il.  if familiar, identify differences in use of the different sections of the MHPG amongst
the intended users
fii.  if used, identify differences in change after use of the different sections of the MHPG

amongst the intended users.
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Study 5 - How are MHP programmes implemented?

To understand what hindered or facilitated the implementation of a MHP programme, study 5
assessed which parts of a MHP guideline worked for whom and under which circumstances.
This was done using a case study design, which as a methodology draws on the experiences of
the participants, thus providing a diversity of views (Baungard Rasmussen, 2011; Patton, 2002).
The case studies were conducted at three hospitals, which were affected by different contextual
factors and consisted of interviews and focus groups, conducted as chronicle workshops. The
interviewees were employed in job roles that had been identified through study 2 as key roles in
implementation of MHP programmes, e.g. MHP coordinators or H&S managers. The
composition of the focus group was designed to ensure that as wide a range of work roles were
included, so that all - to some extent - had been involved in the implementation of the hospital’s
MHP programme. The chronicle workshop was chosen as a method as it provided a historical
overview of factors that influenced implementation from different perspectives in the
organisation (Baungird Rasmussen, 2011; Gensby, 2014). Together the use of multiple methods
allowed for the possibility to supplement and triangulate information found in the interviews and
focus groups. This allowed for a more comprehensive picture of how a MHP programme had
been implemented at the different hospitals. Further, it helped to explain the trends in MHP
related injury rates as well as in understanding mechanisms that were/ate in play under different

contextual circumstances when parts of a MHP programme are being implemented.

The main limitation when conducting case studies relates to the organisations’ willingness to
participate and to what extent they are representative of rest of the industry. Most often there is
selection bias. This is commonly a consequence of only involving organisations that already
focus on the topic of interest i.e. MHP in the present study. Hence, organisations not focusing
on the topic of interest are not motivated to participate. As a result, the generalizability of the
case study findings is limited to highly motivated organisations that see the importance of the
topic of interest. Hospitals were only chosen as case study organisations because the programme
theory of the MHPG (Study 2) identified public hospitals as drivers of change within the

healthcare sector, resulting in the MHPG partially being tailored to public hospitals. Also, one of
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the hospitals had been involved in the development of the MHPG, thus this particular hospital
was perceived as the most advanced with respect to MHP. Despite the lack of generalizability,
the use of case studies is a solid methodological approach that through its very detailed nature,
could pursue topics, challenges, and issues that were identified in studies 1-4. Thus, use of the
case study design could help in explaining the findings from studies 1-4 and ‘opening the black

>

box’.

Therefore study 5 identified how a MHP programme was implemented in healthcare
organisations through case studies involving document reviews, semi-structured interviews, and
focus groups with key stakeholders in three healthcare organisations. It had the following

objectives:

i identify for whom the MHPG wotked (ot to what extent)
iil.  identify under which circumstances it worked

i, identify why it worked.

How the five studies contribute to answering the aims of the thesis

The five aims of the thesis are answered by the findings from the five studies. However, each
aim is not answered by the contributions from one study only, as each aim requires information
from several of the five studies in order to establish a comprehensive answer. Hence each aim,
with the exception of aim ii, is answered by using more than one of the five studies. Therefore
the studies underpin each other, thereby creating a foundation that assists in the interpretation of
the findings from the individual studies. Table 1.2 shows the way in which each of the five

studies contribute to answering the five aims.
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Table 1.2 Overview of how each of the five studies contributes to answering each aim

Thesis aims Studies contributing to answering the aim

i Assess the impact of a MHP * Study 1 (Objectives i and i)
guideline on injury claims rate * Study 2 (Objectives i, ii, iv, and v)
* Study 3 (Objectives i and iii)
* Study 4 (Objectives ii and iii)
* Study 5 (Objectives i-iii)
ii  Understand how a MHP guideline * Study 2 (Objectives i-v)
was intended to work

iii  Assess the awareness and use of a * Study 2 (Objective ii)
MHP guideline, among the * Study 3 (Objectives i-iii)
intended users * Study 5 (Objectives i)

iv  Assess the familiarity and use of * Study 2 (Objectives ii)

the specific components of a MHP o Study 4 (Objectives i and i)

guideline, among intended users  Study 5 (Objectives i-ii)

v Establish how a MHP programme e Study 2 (Objectives i-v)
is implemented e Study 5 (Objectives i-iif)
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Chapter 2. Impact of the MHPG on MHP related injury claims

This chapter is the basis for Paper 1 — The impact of national guidelines covering moving and handling of
people on injury rates and related costs’ by Lidegaard, M., Olsen, KB, Legg, SJ, and Douwes, ] (See

Appendix 1) (Lidegaard et al., 2019a).
The specific objectives of this study were to:

i establish the accepted claims rates, costs, and causes for MHP related injuries in the
healthcare sector of New Zealand for the period 2005-2016
il.  determine if there were any temporal changes in claims rates, costs and causes following

the launch of the MHPG in 2012.

Methods

The study examined injury data from the ACC’s injury claims database, which contains
information about accepted work-related injury claims for all employers in New Zealand and
uses 40 different injury causes. The injury reporting forms have an ‘accident description’ field to
describe how the injury occurred, which is the only way to relate an injury claim to MHP.
However, it is not compulsory for all employers to fill in this field. In particular, ACC has
different incentives to encourage employers to prevent injuries. One is the Accredited
Employers Scheme, where large employers can substantially reduce ACC levies by maintaining a
high H&S management standard, which is assessed annually by an external auditor. These

accredited employers are not required to fill in the ‘accident description’ field.

Data collection

Injury claims data
We included all accepted injury claims recorded in the ACC injury claims database between

2005-2016 for 15 Australian and New Zealand Standard Industrial Classification (ANZSIC)
Codes (2006; level 4), which were assumed to involve MHP: Labour supply services (N7212);
Hospitals (except psychiatric hospitals) (Q8401); Psychiatric hospitals (Q8402); General practice
medical services (Q8511); Specialist medical services (Q8512); Pathology and diagnostic imaging
services (Q8520); Physiotherapy services (Q8533); Chiropractic and osteopathic services
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(Q8534); Other allied health services (Q8539); Ambulance services (Q8591); Other healthcare
services (Q8599); Aged care residential services (Q8601); Other residential care services (Q8609);
Child care services (Q8710); and Other social assistance services (Q8790).

Industry employment data

ACC’s database does not include number of employees in each of the 15 ANZSIC groups. For
this, we retrieved number of full-time equivalent employees for the period 2005-2016 from
Statistics New Zealand’s ‘Business demography statistics’, ‘Enterprises by institutional sector and

employee count size 2000-16 (http://nzdotstat.stats.govt.nz/wbos/Index.aspx ) (Accessed June

2017).

Data analysis

The ‘accident descriptions’ of all included injury claims were assessed by one researcher (ML)
and discussed with the research group to obtain consensus. Only claims “Related to MHP” were
included. However, very few claims from accredited employers included an ‘accident
description’. Instead, we used an estimate of the number of claims related to MHP for accredited
employers. For this, we developed adjustment factors, which were calculated on the assumption
that the proportion of MHP-related claims is the same for accredited employers and non-

accredited employers. The relationship was expressed by the following equation:

Totalclaimsyccreqited employers Total claimsyon_accreaited employers Totalay
MHP related Accredited employers MHPrelated Non-—accredited employers MHPrelated All

From this equation, the total number of MHP related injury claims was calculated as:

MHP relatedA” _ MHP relatEdNon—accredited emplayersXTOtalAll

TOtalNon—accredited employers

The adjustment factor (Amnp) was expressed by:

Total claimsyy

A =
MHP .
Total Claimsyon—qaccrediteta employers
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This adjustment factor was used to estimate both claims numbers, claims rates, claims costs, and

claims cause. The adjustment factors were calculated for each year and are shown in appendix 6
for ANZSIC code and injury.

Claims rate

Claims rates were expressed per 1,000 employees and were calculated by dividing claims number
by employee count. When claims rates for the individual ANZSIC were calculated, ‘Psychiatric
hospitals’ had an unrealistic high incident rate ranging between 380.0 to 897.5 claims per 1,000
employees. This may be due to inaccurate employee counts for this particular industry and as a
result claims from ‘Psychiatric hospitals’ were excluded.

Claims cost

In order to assess claims costs for a specific point in time, the total costs for each claim were
allocated to the year in which the claim was lodged regardless of the length of the claim. For
example, a claim with a total cost of $§4,500 for the period 2007-2009 would have the entire cost
of the claim allocated to 2007.

Claims causes

Twelve claims causes possibly related to MHP were considered: ‘Lifting/ Carrying/ Strain’; ‘Loss
Balance/Personal Control’; ‘Loss of Hold’; ‘Misjudgement of Suppott’; ‘Other or Unclear
Cause’; ‘Pushed or Pulled’; ‘Slipping, Skidding on Foot’; ‘Something Giving way Underfoot’;
‘Struck by Person/ Animal’; “Tripping or Stumbling’; “T'wisting Movement’; and ‘Undefined

Cause’.

Statistical analysis
All statistical analyses were performed using SPSS (SPSS version 25.1, IBM, Armonk, NY, USA).

An interrupted time series analysis using an AMIRA model (Bernal et al., 2017; Cochrane
Effective Practice and Organisation of Care (EPOC), 2017) was used to analyse the data for
claims rates and costs stratified by industry as well as for claims causes. The analysis provided the
yearly changes and 95% confidence intervals for the period before and after the introduction of
the MHPG, as well as the difference in slope. Further, the analysis examined changes at one,

two, three, and four years following the introduction of the guidelines by comparing the actual
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values for these four time points with values predicted by extrapolation of the of the linear
regression line for the period before the introduction. Statistical significance was defined as

p<0.05.

Results

Claims rates and claims costs for all industries

A total of 118,755 injury claims for the period 2005-2016, with a total cost of $NZ 225,356,400,
were included. Of these, 68,662 (58%) originated from non-accredited employers. Based on
‘accident descriptions’ of claims originating from non-accredited employers, 22,900 (33.0% of all
claims from non-accredited employers) were related to MHP. Using correction factors, it was
estimated that in total (including those from accredited employers) 39,209 claims were related to
MHP ie. 3,267 claims/year. The two industries contributing most to the total number of MHP-
related claims were ‘Aged care residential services’ and ‘Hospitals” with 14,707 and 13,134 claims,
respectively (Table 2.1). Total costs for injury claims related to MHP was estimated to be $NZ

93,756,789, with an average cost of NZ$ 7,813,066/ year.

There was a significant decrease in claims rates of 0.37 claims/ 1,000 employees pet year (95%CI
-0.47, -0.22) before the introduction of the MHPG, but no change was seen following the
introduction (0.01 claims/ 1,000 PA; 95%CI -0.40, 0.43) (Figure 2.1a). Howevet, compared to
predicted claims rates, there were significant increases in claims rates after two years (1.27;
95%CI 0.39, 2.106), three years (1.63; 95%CI 0.69, 2.57), and four years (1.99; 95%CI 0.83, 3.15)

following the introduction of the MHPG (Table 2.2).

There was a significant yeatly decrease in mean claims costs of NZ$ 230.02 (95%CI -324.13, -
136.02) before the introduction of the MHPG, but no significant yearly change for the period
following the introduction ($NZ$ 23.72; 95%CI -300.53, 347.96) (Figure 2.1b). However, similar
to claims rates, there were significant yearly increases compared to predicted costs after three
years (NZ$ 724.31; 95%CI -2.00, 1,450.61) and four years (NZ$ 987.09; 95%CI 87.77, 1,886.42)

following the introduction of the MHPG (Table 2.3).
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Figure 2.1 MHP related injury claims rates (1a) and costs (1) per year for the period before (2005-2012)
and after (2013-2016) the introduction of the MHPG and associated regressions lines. * indicates yearly costs
before (2005-2012) and = after (2013-2016) the introduction of the MHPG. * represents a significant p valne
of at least 0.05.

Claims rates per industry

Table 2.1 shows claims rates stratified by industry per year for the period 2005 to 2016. The
highest mean claims rates were found for ‘“Ambulance services’ (50.8) and ‘Aged care residential’
services’ (36.9). Prior to the introduction of the MHPG, there wete decreases in claims rates for
four industries: ‘Labout supply services’, -0.23/1,000 (95%CI -0.38, -0.08); ‘Hospitals’, -0.44
/1,000 (95%CI -0.90, -0.02); ‘Specialist medical services’, -3.24/1,000 (95%CI -3.48, -3.00); and

‘Aged care residential services’, -1.48/1,000 (95%CI -2.14, -0.82) (Table 2.2). There were

39



increases for two industries: ‘Pathology and diagnostic imaging services’, 0.40/1,000 (95%CI
0.00, 0.79), and ‘Other healthcare setvices’, 0.97 /1,000 (95%CI 0.12, 1.82). In the period
following the introduction of the MHPG, there was only one industry with a significant yearly
change in claims rate i.e. ‘Labour supply services’, 0.40/1,000 (95% CI -0.09, 0.88). In contrast to
the overall decrease before the introduction of the MHPG, there were increases in claims rates
compared to the predicted claims rate for several industries following the introduction (Table

2.2).

Claims costs per industry

Table 2.1 shows the average claims costs per claim stratified by industry per year for the period
2005 to 2016. The highest mean claims cost between 2005 and 2016 were found for ‘Pathology
and diagnostic imaging services” (NZ$ 4,317.7), ‘“Ambulance services’ (NZ$ 3,349.9), and
‘Labour supply services” (INZ$ 3,157.3). In the period before the introduction of the MHPG,
three industries had a decrease in claims costs: ‘Pathology and diagnostic imaging services’, NZ$
-3,795.23 (95%CI -7,523.71, -66.74); ‘Aged care residential services’, NZ$ -299.55 (95%CI -
547.48, -51.62); and ‘Other Social assistance services’, NZ$ -625.83 (95%CI -817.08, -434.57)
(Table 2.3). In the period following the introduction of the MHPG, only ‘Other health care
services’ had a significant change, with an increase in yearly change in claims costs of NZ$
322.71 (95%CI 178.69, 466.74). Following the introduction of the MHPG there was a significant
increase in claims costs compared to the predicted costs for one industry i.e. ‘Other Social
assistance’, and a significant decrease in claims costs compared to the predicted costs for another

industry i.e. ‘Other healthcare services’.
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Table 2.2 Interrupted time series analysis of claims rates from 2005 to 2016. 95% CI = 95 Confidence intervals; P = p-value; A= Change in claims rate compared to predicted level.
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Slope Intercept 95% CI P P A ClI P A Cli P A P A P
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) t0-0.08 043 . 0.30 116
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Claims causes

Table 2.4 shows claims numbers stratified by claims causes for the years 2005-2016. The largest
single cause of injuty related to MHP was ‘Lifting/ carrying/ strain’ (65.3%). In combination
with ‘Loss balance/ personal control’ (6.8%), “Twisting movement’ (4.5%), ‘Struck by
petson/animal’ (3.5%), and ‘Pushed or pulled’ (3.3%), these five causes accounted for more than

83% of all claims. A substantial proportion of claims were caused by ‘Other or Unclear Cause’

(13.2%).

Prior to the introduction of the MHPG, the claims numbers decreased for one cause, ‘Lifting/
carrying/ strain’ i.e. -34.69 claims/year (95%CI -65.47, -3.91) (table 2.5). In contrast the claims
numbers increased for four causes: ‘Misjudgement of Support’, (6.35/year; 95%CI 1.71, 10.99);
‘Pushed or Pulled’, (10.45/year; 95%CI 2.85, 18.006); “Tripping or Stumbling’, (0.93/year; 95%CI
0.07, 1.79), and “T'wisting Movement’, (14.59/year; 95%CI 0.43, 28.75). Thete wete no

statistically significant differences in the period following the introduction of the MHPG.

One year following the introduction of the MHPG there was a significant increase in claims
number for ‘Lifting/ carrying/ strain’ (431.69/year; 95%CI 147.39, 715.99). Further, two, three,
and four years following the introduction of the MHPG there was a significant increase in claims
number for two causes: ‘Lifting/ carrying/ strain’ of 485.81 (95%CI 247.58, 724.04), 539.93
(95%CI 306.86, 772.99), and 594.04 (95%CI 322.88, 865.21), respectively, and ‘Something
Giving way Underfoot’ of 2.03 (95%CI 0.46, 3.60), 3.32 (95%CI 1.18, 5.46), and 4.63 (95%CI
0.61, 8.64), respectively. In contrast, two, three, and four years following the introduction of the
MHPG there was a significant decrease in claims number for two causes: ‘Misjudgement of
Support’ of 34.09 (95%CI -67.92, -0.25), 39.52 (95%CI -74.97, -4.06;), and 44.95 (95%CI -87.43,
-2.47), respectively, and ‘Other or Unclear Cause’ of 140.29 (95%CI -264.51, -16.07), 156.06

(95%CI -289.52, -22.60), and 171.83 (95%CI -337.39, -6.27), respectively.
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Table 2.5 Interrupted time series analysis of clains causes from 2005 to 2016. 95% CI = 95 Confidence intervals; P = p-value; A= Change in clains number compared to predicted level.
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Discussion

Study 1 found no reduction in claims rates and costs of MHP-related injuries following the
introduction of the MHPG in 2012; in contrast, claims rates and costs increased. Approximately
one-third of all injury claims in the healthcare sector in New Zealand for the period 2005-2016
was related to MHP, which is consistent with a recent study showing that more than one-third of
all injury claims in large American nursing homes were related to MHP (Kurowski et al., 2017).
Further, on average, our study estimated that 3,267 injuries per year were related to MHP

contributing to a cost of nearly NZ$ 8 million per year.

Claims rates and costs before the introduction of the MHPG

Prior to the introduction of the MHPG, overall claims rates and costs significantly declined,
which was largely driven by industries with the largest number of MHP related injury claims:
‘Aged care residential services” and ‘Hospitals’, as well as ‘Labour supply services’, and ‘Specialist
medical services’. In contrast, a significant increase was observed for some of the smaller
industries (‘Pathology and diagnostic imaging services’, ‘Other healthcare services’, and ‘Other
social assistance services’). Possible explanations for the decrease in claims and costs, especially
seen within ‘Aged care residential services” and ‘Hospitals’, include: i) the healthcare sector being
on track with reducing the magnitude and costs of MHP related injuries; ii) a decline in reporting
of MHP related injuries, and/or iii) a change in what ACC accepted as a work-related claim. The
claims rate of 15.0 per 1,000 employees for hospitals found in this study is comparable to an
American study that reported an injury rate of 2.1 per 100 FTE, equivalent to 21 injuries per
1,000 FTE, prior to the introduction of minimal patient lifting policy in a tertiary hospital

(Pompeii et al., 2009).

The effect of the introduction of the MHPG

Following the introduction of a national MHP guideline, no overall change was observed for
claims rate or costs. However, from the second year, claim rates gradually increased across all

industries, and in the third and fourth year claims costs increased across all industries. According
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to the programme theory of the MHPG (Study 2), public hospitals were the target industry.
Hence ‘Hospitals’ were expected to experience the greatest impact from the MHPG. However,
no decline in claims rates occurred for ‘Hospitals’. In contrast, ‘Aged care residential services’ as
well as ‘Labour supply services’, ‘Specialist medical services’, and ‘Physiotherapy’ had increasing
claims rates in the years following the introduction. In addition, no change was observed in
claims costs for ‘Hospitals’ or any other industries, with the exception of ‘Other healthcare

services’.

One potential explanation for why an increase in claims and cost, rather than a decrease, was
observed may be the increased awareness of MHP amongst MHPG users. This may have
resulted in greater acceptance of MHP as a risk factor for injuries, increasing the likelihood, both
at an individual and an organisational level, to lodge MHP related injury claims. This may have
led to an increase in accepted claims, even if the actual level of MHP related injuries may not
have changed. Alternatively, other national events and interventions related to occupational H&S
may have influenced reporting of injuries. In 2010, New Zealand experienced a mine explosion
that killed 29 men, which initiated a review of how occupational H&S was regulated in New
Zealand (Independent Taskforce on Workplace Health and Safety, 2013; Royal Commission on
the Pike River Coal Mine Tragedy, 2012). As a result, in 2015 a new H&S legislation was passed,
which increased the focus on management’s liability. This may have affected claims rates,
possibly masking a potential positive effect of the MHPG. Another explanation could be that
potential positive effects of the MHPG have been counteracted by other factors. In particular,
the population is getting increasingly heavy (Utter et al., 2015) and the proportion of bariatric
patients is increasing (Gounder et al., 2016). At the same time, the healthcare sector has a
workforce that is ageing. This may increase the risk of injuries related to MHP. Furthermore,
there have been several budget cuts in the healthcare sector in New Zealand in the period 2009-
15 (Keene et al., 2016) increasing the workload on the remaining staff. Finally, the lack of
improvement in MHP related injury rates following the introduction of the MHPG could be the

consequence of both poor implementation, e.g. the MHPG not reaching the intended users or

48



the industry not able to implement the MHPG, and programme failure, e.g. the MHPG not

working as expected.

Comparisons with similar studies

The finding of an increase in claims rates following the introduction of the MHPG differs from
that of an evaluation of a No-Lift policy intervention combined with funding opportunities for
equipment in the Australia state of Victoria by Martin et al (Martin et al., 2009). This study
reported a decrease in MHP related back injury claim rates of 0.79 per 1,000 employees
following implementation of the intervention (Martin et al., 2009). The discrepancy between
both studies may be due to the availability of dedicated funding for the health care industry in
the Australian state-level intervention (Martin et al., 2009). In contrast, the MHPG had no such

supplementary funding, which may have been a barrier for effective implementation.

Kurowski et al also found a reduction in MHP related claims rate in large nursing homes
following the introduction of a safe MHP programme (Kurowski et al., 2017). A commercial risk
management company administered this programme, which consisted of risk assessment of
residents, purchase of lifting equipment, and staff training. In the first three years following the
introduction, claims rates were reduced from 93.0 to 63.3/ 1,000 employees, and a further
reduction to 57.4 was reported after six years(Kurowski et al., 2017). Powell-Cope and colleagues
have also reported reductions in claims rate from 34.3 to 24.8/ 1,000 employees five years
following the implementation of a MHP programme in a hospital network (Powell-Cope et al,,
2014). The discrepancy with our study may be explained by the substantially higher initial claims
rates of 93.0 compared to 36.9/ 1,000 employees reported for ‘Aged cate residential services’ in
our study, indicating a smaller potential for improvement. Support from a commercial company
for implementing the programme and as well as purchasing equipment is another difference that

may explain the different findings.
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Our findings were more consistent with an evaluation by Schoenfisch and colleagues, following
the introduction of a ‘minimal patient lifting policy’ consisting of lifting equipment purchases
and training of MHP ‘champions’ in a tertiary hospital (Schoenfisch et al., 2013). They found no
change in MHP related injury claim rates following the introduction of a minimal patient lifting
policy in a community hospital, but a 44% reduction in claims rate was observed following the
introduction of lifting equipment in the hospital. This suggests that the availability of equipment
plays a more critical role than an MHP policy. In addition, the economic evaluation of the same
minimal patient lifting policy reported an immediate drop in mean cost of MHP related injuries
following the introduction of the minimal patient lifting policy (Lipscomb et al., 2012). However,
the authors speculated that this is due to a shift in budget responsibilities (towards unit managers

holder responsibility) and not the introduction of the policy itself.
Claims causes

The majority of claims causes for MHP related injuries were due to activities related to

‘Lifting/ carrying/strain’, ‘Loss balance/petrsonal control’, “T'wisting movement’, ‘Struck by
petson/animal’, and ‘Pushed or pulled’. This finding is consistent with previous studies that have
shown that lifting and carrying, pushing and pulling, and twisting are the main causes of MHP
related injuries (Burdorf et al., 2013; Kim et al., 2012; Retsas and Pinikahana, 2000). Of the five
causes identified to be the main contributors to MHP related injuries, ‘Lifting/ cartying/ strain’
was the only cause that had a significant, gradual increase in claims numbers in the four years
following the introduction of the MHPG. Together, these findings suggest that prevention of
MHP claims should have a dedicated focus on these types of activities, especially activities

related to lifting and carrying.

Summary of the findings

Almost 40,000 MHP related injury claims were accepted in the period between 2005-2016. This
corresponded to a claims rate of 14.2 per 1,000 employees across the entire healthcare sector in
New Zealand and was associated with a total cost of more $NZ 95 million. Before the

introduction of the MHPG, MHP related claims rates and claims costs declined. In contrast, in
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the four years after the introduction of the MHPG claims rates and costs increased. The single
largest cause of MHP related injuries was ‘Lifting/ carrying/ strain’. This accounted for 65.3 %
of all MHP related claims. Together with Loss balance/ petsonal control’, “T'wisting movement’,
‘Struck by person/animal’, and ‘Pushed or pulled’, these five causes wete responsible for 83 % of
MHP related claims. In the four years after the introduction of the MHPG, claims caused by

‘Lifting/ carrying/ strain’ increased.

Limitations and strengths

The employee counts from Statistics New Zealand included all people in the specific industries
and were not specific to people engaged in MHP. The proportion of people engaged in MHP
can vary between industries. This might have influenced the claims rates so that an industry with
a higher proportion of employees engaged in MHP might have a higher MHP related injury
claims rate, simply because more people are engaged in MHP. However, we assessed the change
in claims rate over time for each specific industry, so the temporal changes were not likely to be

affected by that.

The difference in the injury reporting scheme between accredited and non- accredited employers
introduced uncertainty about the extent of injuries related to MHP. Because the ‘accident
description’ is not compulsory for the accredited employers, the relationship to MHP for claims
originating from accredited employers cannot be assessed. However, we consider that the
estimation of the number of ACC’s Accredited Employers Scheme based on the assumption of
similar ratios of MHP related claims between accredited and non- accredited employers provides
a valid estimate of the total magnitude of MHP injuries and gives a full picture of the extent of

MHP related injuries. However, we were not able to test this.

The use of injury claims data may, as previously shown, underestimate the actual number of
claims (Quinlan et al., 2010). One of the reasons for this is related to the criteria for deciding if a
claim is included or not, e.g. length of time away from work. As a consequence, injuries resulting
in only short or no time away from work are not included (Quinlan et al., 2010). Further,

vulnerable groups, such as unskilled, casual, or foreign workers, are less likely to lodge a claim
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due to the fear of losing their work (Quinlan et al., 2010). However, in this study, we have used
the same source of data for the comparison before and after the introduction of the MHPG.
Consequently, any underreporting of claims is unlikely to affect the before and after

comparisons.

>

A particular strength of the present study was the narrative analysis of the ‘accident description
included in the claims from non-ACC accredited employers. This approach afforded a detailed

assessment of the individual claims in order to determine whether they were related to MHP.

Link to next study

Despite expecting the opposite, the introduction of the MHPG led to an increase in MHP
related claims rates and claims cost across the New Zealand healthcare sector four years after the
introduction of the MHPG. This unexpected outcome could be explained by a number of
reasons. It may be due to an implementation failure, i.e. the MHPG did not reach the intended
users, ot they did not use it. Another reason could be that the intended users had difficulties
implementing the content. Yet again, it could also be due to a programme failure in the MHPG,
i.e. that the content of MHPG did not work as intended. However, in order to examine this, we
first need to know how the MHPG was intended to work, hence we need to identify the

programme theory.
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Chapter 3. Programme Theory Underlying the MHPG

This chapter is the basis for Paper 2 — “ How was a national moving and handling people gnideline
intended to work? The underlying programme theory’ by Lidegaard, M., Olsen, KB, and Legg, SJ (See

appendix 2) (Lidegaard et al., 2019b).
The specific objectives of this study were to identify:

i contextual factors at the supra-macro, macro, meso, and micro levels that would support
(facilitate) or work against (hinder) implementation of the MHPG

ii.  intended users and their role in implementing the MHPG, and how they should be

reached
iii. the implementation process of the MHPG in the organisation
iv. mechanisms that should make the users implement the MHPG
V. the intended outcomes.
Methods

Study 2 identified the programme theory for the MHPG by thematic content analyses (Braun
and Clarke, 2000) of the MHPG document itself, three unpublished internal ACC documents
(two business cases and a meeting memorandum) used to justify the revision of the previous
guidelines and to suggest resources and activities for the promotion, dissemination and
implementation of the MHPG, and semi-structured interviews (Denzin, 1973; Treece and
Treece Jr, 1977) with three members of the MHPG development group. The interviewees were:
i) the project manager of the MHPG development group (also responsible for ACC activities in
the healthcare sector); ii) the expert in policy evaluations who led the MHPG development
process; and iii) a MHP practitioner with experience in implementation of MHP programmes

from a large public hospital.

The interview schedule was based on the content analyses of the MHPG and the ACC
documents as well as additional information obtained from three published reports (Thomas et

al., 2009a; Thomas et al., 2009b; Thomas and Thomas, 2010) reviewing the preceding guidelines

53



and used to develop the MHPG. The interviews enquired about who the intended users were,
how the MHPG should reach the users, what would make them use the guidelines, how that
would work in different contexts, how the MHPG was intended to be used and how it would
work in the organisation to produce the desired outcomes. The interviews were transcribed by
the interviewer and sent to each interviewee for approval. See appendix 7 for an example of an

interview schedule.

The MHPG itself, the internal ACC documents and the approved interview transcripts were
entered into NVivo (NVivo qualitative data analysis Software; QSR International Pty Ltd.
Version 10, 2012) for analysis. An initial coding framework was deductively (Crabtree and Miller,
1999) developed, based on the theoretical framework for programme theory (Pawson and Tilley,
1997a). It contained the categories: ‘Context’, Mechanisms’, ‘Outcome’, ‘User’, ‘Background’, and ‘Ains’.
The three authors trialled this coding framework by independently coding four sections of the
MHPG. Their codings were discussed to establish consensus about definition and content of the
coding categories. This resulted in a new coding framework, which was tested on two sections by
each of the authors. This identified some differences in codings, which were discussed to
establish a consensual final coding framework presented in Table 3.1. The division of reasoning
into ethical, economic and legal illustrates the arguments used in the MHPG. They are related to
the basic mechanisms for implementation of programmes: incentives - economic, information

provision - ethical and punishment - legal.
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Table 3.1 The final coding framework for the content analyses of documents, interviews, and MHPG.

Context

Context is the characteristics of the ‘setting’ in which a programme works
Context can influence whether a programme is successful

—  Micro level

Contextual factors present at an individual level, e.g. personal beliefs

—  Meso level

Contextual factors present at a team/ department level, e.g. ward procedures

—  Macro level

Contextual factors present at an organisation level, e.g. organisational policies

—  Supra-macro
level

Contextual factors present above the organisation level, e.g. national
programmes or legislation

User

Users are defined as the person(s) (individuals or groups), who would use or act
upon the content of either the entire guidelines or sections of the guideline

Mechanisms

Mechanisms are the 'agents of change' that interact within a specific context to
create an outcome. Mechanisms can be either related to the use of entire
guidelines or sections of the guideline. Mechanisms can be categorised as cither
resource or reasoning.

— Resource

Resources ate defined as the 'inputs' that provide the interaction with the
context, which enables a change in reasoning, e.g. an organisational programme

— Reasoning

Arguments or reasons designed to convince the users to use and implement the
MHPG or sections of the MHPG

* Ethical

Ethical arguments ot reasons that relate to what a 'socially' responsible’
organisation should do, or what would motivate an organisation that wanted to
be a good employer

* Economic

Economic arguments or reasons

* Legal Legal arguments or reasons, that relate to legislation or legal requirements

Outcome Outcomes are the results of the interactions between mechanisms in a specific
context. Outcomes can be either related to the use of entire guidelines or
sections of the guideline

—  Ethical Outcomes related to the organisations 'social' responsibilities to be a good
employer

—  Economic Outcomes related to, or which result in, an economic benefit

- Legal Outcomes related to legislation and/ot legal regulations

The MHPG itself, the documents and the interview transcripts were finally coded using the

framework in table 3.1 by one researcher (ML). These codings were discussed by all three

researchers to secure agreement. When differences in interpretation occurred, all three

researchers re-read the material and discussed until consensus was reached. The most common
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differences in interpretations related to whether content should be allocated to ‘context’ or
‘mechanisms’. Using an inductive approach (Boyatzis, 1998), all final codes for ‘Users’, ‘Contex?,
‘Mechanisms’ and ‘Outcome’ were grouped to identify themes. Codes for Context, Mechanisms and
Outcome, were organised in three CMO diagrams (one each for ethical, economic and legal

mechanisms).

Some contextual factors were identified as having a positive influence and hence facilitating the
implementation of the MHPG. Others were identified as having a negative influence and hence
hindering implementation. Yet others were identified as both facilitating and hindering,
depending on how they would be used. For example, if workplace culture was indicated as a
positive influence (e.g. a culture of trust) it would be a facilitator, but if it was indicated as a

negative influence (e.g. a culture of blame) it would be a hindrance.

Since the MHPG recommended the implementation of a multifaceted programme, consisting of

both the OSC and the FCC, a CMO diagram was also generated for each of the OSC and FCC.

Results

The results are shown in Figures 3.1 — 3.6. Figure 3.1 shows the contextual factors that the
guideline developers identified would influence the implementation of the guidelines at supra-
macro, macro and micro levels. No factors were identified at meso level. The factors at Supra-
macro level were grouped into four themes: Society, Parallel programmes, Industry related, and
MHP related. At the Macro level, the factors were grouped into two themes: Organisational, and
Related to MHP programme. At the Micro level, the factors were under one theme: Individual.
The figure also indicates whether the contextual factors influence implementation positively (+)
(facilitating factors) or negatively (-) (hindering factors). Figure 3.2 shows intended users and
their intended actions. Six intended usets/ user groups were identified (presented in squates in
the middle): ‘everybody in healthcare’, ‘senior managers’, ‘MHP coordinators’, ‘H&S
staff/managers’, ‘managers/supetvisors’, and ‘the people in charge of MHP”. The users’ intended
actions in relation to the implementation of the guidelines are presented in circles connected to

the users by lines. Figures 3.3 — 3.5 show the CMO relationships for MHPG for ethical,
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economic, and legal mechanisms. Figures 3.6 shows the CMOs for the OSC and Figure 3.7 the
CMOs for the FCC. All three types of mechanisms (ethical, economic and legal) are included in
both figures. Some of the contextual factors for OSC and FCC are not included in Figure 3.1
because they do not relate to the whole guideline. For example, for the FCC to be effective, they

need to be implemented in a context where the OSC are present or are being implemented.
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Supra-macro level context

Society:
- Aging population [D, In & G, +]

- More overweight clients [D, In & G, +]
- Aging workforce [D & In, +]

- Rising health cost [D & G, +/-]

Parallel programmes:

- Health and safety legislation[G, +]

Macro level context
Organisational:
- High staff turnover [G, +]

- Workplace injury prevention strategy [G, +] - Cost of injury related to MHP [D & G, +]

- National Falls Prevention strategy [G, +] - Existence of a monitoring/ evaluation system [G, +]

- Discomfort, Pain & Injury programme [In & G, +] - Assets maintenance [G, +]

- MoH healthcare facility requirements [G, -] - Lack of priority and/ or resources for MHP [In, -]

- Healthcare facility regulations[G, +/-] - Budget constrains [G, +/-]

Industry related: - Existing/ Absent OHS policies [G, +/-] Micro level context

- More MHP programmes Implemented [G, +] - MHP related workplace culture [G, +/-] Individual:

- Healthcare organisations have diverse - Existing of internal programmes related to H&S [G, +/-] - Organisational status and power of the policy
needs [D & In, -] Related to MHP programme developers [G, +]

- Low priority, support, and involvement - Existence of effective MHP programme components [G, +] - Resistance towards change [In, -]
from MoH [D & In,-] - Effective systems around MHP programme components [G, +] - Unawareness of needs or importance of

- Focus on patients [In, -] - Rely on MHP training/technique [D & G, -] MHP [In, -]

- Poor safety culture in the sector [D &G, -] - Complexity of multifaceted programmes [D & In, -] - Lack of acknowledgement for MHP as area

- Limited acceptance of the MHPG [In, -] - Cost of implementing MHP programmes [D, In & G, -] [D&In, -]

- Unawareness of the MHPG [In, -] - Management commitment for implementation [G, +/-] R Ummm_‘m_nz beliefs around MHP [In, -]

- DHBs drive practices in the sector [In & G, +/-] - Organisational support [In, +/-] - Lack of knowledge about safe er [In, -]

- Budget constrains [G, +/-]
Related to MHP:
- Evidence for the effectiveness of multifaceted

- Implementation individual lead [In, -]
- Limited staff capabilities [D & G, -]

MHP programmes [D & G, +] - Employee behaviour [G, +/-]
- More MHP guidance material [G, +] - Management skills [G, +/-]
- More MHP Specialist websites [G, +] - MHP skills and expertise of policy developers
- Evidence for cost effectiveness of [G, +/-]

MHP programmes [D & G, +]
More available MHP equipment [G, +]
Increased number of MHP injuries [D, +]

Figure 3.1 Contextual factors influencing the implementation of the MHPG. (+) and (-) indicates positive (facilitating) or negative (hindering) influences. Source of the themes are indicated as:

MHPG (G); ACC documents (D); and interviews (In).
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Context Supra-macro level

Main focus on patient safety [In, -]
Poor safety culture [D & G, -]
Limited acceptance of the MHPG [In, -]

Diverse needs in the healthcare
sector [D & G, -]
of MHP U_‘om_‘m:._B.mm [6,+] Difficult to implement MHP programmes [In, -]
Support and priority from Evidence based knowledge [G, +]

management [In & G, +/-] DHB are the main drivers of change
MHP related work culture [G, +/-] [G, +/-]

Existence of OHS/ MHP
policies [G, +/-]

Macro level
Complexity of the MHPG [D & In, -]
Existence and effectiveness

Resource
Moving and
Handling People:
The New Zealand
Guidelines

Micro level
Resistance towards change [In, -]
Lack of acknowledgement of MHP as an area [D & In, -]
Different beliefs around MHP [in, -]
Skill and status of policy developers [G, +]
Staff attitude and abilities [G, +/-]
Individual lead [In, +/-]

Ethical
mechanism

The MHPG builds on best practice and
is research based [D, In & G]
Implementing all MHPG component leads to

effective MHP programme [In]
Management support leads to effective

MHP programmes [D & In]
Implementation align expectations

and responsi es [D & In]
Implementation prevents injuries [D & G]

Implementation increases quality

of care and wellbeing [D & G]
Implementation increases knowledge
about MHP [D & G]

Outcome
Reduce injuries related to MHP

Figure 3.3 The ethical CMO relationship for the MHPG. Contextual factors marked with (+) facilitate ethical reasoning and with (-) hinder ethical reasoning. Source of the themes are

indicated as: MHPG (G); ACC documents (D); and interviews (In).

60



19

‘(u]) swatasazur puv () spuotinaop I () DIIIN 52 parvsipuz av souaqy ag1 Jo oo 1xa1u0s Sutiopurg

Turgpatpur (-) puv 7xa1109 Turgvizivf Surwapus (+) qua 2a3) 040 Puv 0490u-vidns 1v punof asa siogvf jpigxagno”) "IN 241 40f digsuoyviaL O dTWOU02 YT, ¢ 9IMSL]

[ 5 @] 531502 paje|au Anful pue

JaA0uIN] JJels ‘wslaanuasqe
s9onpaJ Suuawa|dw|

[9 % @] WuswisaAul JO uInial
sapinosd Supnuawajdw

[D % Ul ‘@] SS2UBALDYYD-1S0D

$94NSU3 pue s1yauaq

21WOU023 0} spea| Sunuawa|dw|
[u]] 1502 ou 4o} 3|qe|ieAe

SI DdHIA ay1 ul 9dueping ay |

Suluoseay

saln[ul Jamay Jo }nsal e se
sain(ul pa3ejaJ dHIA pue JaAoudny
1JBIS Y1IM PI3RID0SSE S}S0D Paonpay
awo21nQ

wisiueyoaw
dlwou0d3

[- D ® ul ‘a] dHIN Jo uonejudWa|dwi Jo 150D
[- “ul] dHIN 404 $824n0SaJ 4o /pue Ajlioud Jo yoeq
[+ D %8 @] dHIN 03 pa1ejas saLnful 4o 150D
[+ O] 42n0uiny yeis ysiHy
[- “ul] dHIN 404 s824n0Sal 4o /pue Ajlioud Jo yoeq

[-/+ ‘D % @] SIuIeISUOD 198pN( 193] 01BN
pue 1502 yijeay Suiseasou|
[+ D % @] 3An23Y3 1502 3q 01
uanoJd ase sswwetdosd-dHIN
[+ ‘9 % uj ‘g] saiydeaSowsap Suiduey)
[- ‘uj] syusned uo snaoj ule|y
|ans| osoew-eidng

sauljspind
puejeaz MaN 3yl
:9)doad Suljpuey

pue 3uinoy
924n0say

X33U0)



Context

Supra-macro level
MoH healthcare facility requirements [G, -]

Low priority, support and involvement

from MoH[D & In, -]
Health and safety legislation [G, +]
Workplace injury prevention strategy [G, +]
National Falls Prevention strategy [G, +

Discomfort, Pain & Injury programme [In & G, +] I

Healthcare facility regulations [G, +/-]

Resource
Moving and
Handling People:
The New Zealand
Guidelines

Legal
mechanism

Reasoning
Implementing the MHPG
will secure that all
reasonably practicable is
done [D, In & G]

Outcome
Compliance with current legislation
and reduced risk of persecution

Figure 3.5 The legal CMO relationship for the MHPG. Contextual factors were found at supra-macro level, with (+) indicating facilitating context and (-) indicating hindering context.

Source of themes are indicated as: MHPG (G); ACC documents (D); and interviews (In).
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Context

Supra-macro level
Legislation & external programmes

[G, +/]

Macro level
Insufficient funds for MHP [G, -]
Existence of other core
components [G, +]
Effective systems related to the core
components [G, +]
Proper assets maintenance [G, +]
Existing of H&S and MHP
programmes [G, +/ -]

Resource
Sections 3-9 in the
MHPG and
associated
appendices

Micro level
Limited staff capabilities [D & G, -]

The Five Core
Components

Reasoning
Ethical: Implementation helps
identifying risk related to MHP [G]
Improves knowledge on proper
techniques [G]

Highlight need for MHP training [G]
Encourage staff responsibility [G]
Ensure correct use and
maintenance of MHP equipment

6]

Secure sufficient facilities for MHP

Outcome
Improved quality of care
Reduction of injuries related to
MHP
Compliance with current legislation

Legal: Assist with legal
requirements [G]

Figure 3.7 CMO relationship for the five core components. Contextual factors were found at supra-macro, macro, and micro level, with (+) indicating facilitating context and (-) indicating

bindering context. Reasoning is shown in legal and ethical categories. Source of the themes are indicated as: MHPG (G); ACC documents (D); and interviews (In).
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Discussion

Study 2 provides insight into how the MHPG was intended to work. The results identified
contextual factors at the supra-macro level related to society, other parallel national programmes,
MHP, and to the healthcare industry. At the macro level, they related to the organisation and to
MHP programmes. At the micro level, they related only to individuals. Some of these factors
should facilitate, whereas others would hinder, implementation of the MHPG. Further, the
results identify that the MHPG was designed to fit with already existing parallel programmes
such as the national H&S legislation, incentive programmes and ACC’s ‘discomfort pain and
injury’ programme. However, some parallel programmes, e.g. the building regulations and MoH

facility requirements, were seen to become barriers for implementation.

Contextual factors

The facilitating and hindering contextual factors identified were found in different sources. The
MHPG document tended to highlight facilitating contextual factors whereas the interviews
tended to emphasise factors that served as barriers. This might be explained by a difference in
focus between the MHPG and the interviews. The MHPG aims to persuade the intended user to
implement the MHPG and therefore presents the contextual factors that are likely to facilitate
implementation. In contrast, the interviewees might have sought to explain why the MHPG has

not been implemented to the anticipated extent.

Facilitating contexctual factors

The facilitating factors identified at supra-macro and macro level were, to a large extent,
interlinked. The supra-macro factors related to society (ageing population and workforce and
increasing number of overweight patients) were anticipated to work alongside the macro level
factors related to the organisation (high staff turnover, increasing number of MHP related
injuries and associated costs) and facilitate implementation. As the H&S risks related to MHP
and the consequences (staff turnover and injury) were increasing, these factors highlight the need
to address issues related to MHP and were also anticipated to facilitate implementation.

Furthermore, parallel national prevention programmes, such as falls prevention and discomfort
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and injury programmes, addressed management of risks including risks related to MHP, and
were seen to make it easier to implement the MHPG. This was because the MHPG was designed
to fit the terminology in these programmes. The parallel incentive programmes encouraging
organisations to implement a risk management system, would make organisations better
prepared to develop management of risks related to MHP and thus to implement the MHPG.
These programmes, including the MHPG, were also designed to help organisations comply with
the national H&S legislation’s requirements of employers to have a risk management system.
Implementation was also anticipated to be facilitated by a greater availability of MHP material,
equipment, and specialist websites, together with more MHP programme components being
implemented in the healthcare sector, and available evidence of MHP programmes being

effective in reducing injuries and being cost-effective.

At the supra macro level, relevant regulations have previously identified as a facilitator for
implementation of programmes (Brugha and Zwi, 1998). Whereas support from professional
associations and collaboration across the industry would facilitate implementation (Ploeg et al.,
2007). The developers have not taken this into account when they developed the MHPG and

support structures.

At the macro level, implementation was anticipated to be facilitated if the organisation already
had effective MHP programme components, other effective systems such as assets and

equipment management systems and if the organisation had high staff turnover and high cost
related to MHP injuries. However, it was acknowledged that organisations were different and

that these factors might not be present.

At the micro level, an implementation group consisting of people with power and MHP
expertise and a person with a passion for safe MHP were seen as necessary to initiate and
complete implementation and would be a facilitator. A meta-review has previously identified that
involving target users from the beginning of the development of a programme facilitated
implementation of the programme (Francke et al., 2008). Change management theory also

supports that it is essential to establish a group containing people with influence to secure
pp group g peop
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successful implementation of change (Kotter, 2012). Thus, the MHPG programme theory had
already identified and included some of the contextual factors for implementing a MHP

programme in the healthcare sector.

Hindering contexctual factors

A major hindering barrier at the supra-macro level was that the diverse needs of the sub-sectors
in healthcare would make it difficult for the MHPG to cover all sub-sectors. This introduced the
risk that certain subsectors would not perceive the MHPG as relevant for them. Further barriers
to implementation were the perceived general poor safety culture in the healthcare sector, which
could be related to the industry’s focus on patient safety rather than staff safety. Resistance
towards change and a lack of knowledge and acknowledgement of the needs for MHP
programmes were anticipated to become barriers for implementation. Further, the main
influencer in the healthcare industry i.e. MoH, did not show interest — and did not participate - in
the development of the MHPG, but instead implemented budget cuts. The MHPG developers
saw this as sending a signal to the healthcare sector that MHP was not a priority area in relation
to staff safety. Thus, giving senior management reasons to justify not prioritising and
implementing the MHPG. As a result, the level of management support for implementing the
MHPG was expected to be low. Finally, the facility standards used by the MoH and building
regulations did not require sufficient space to be made available for the use of MHP equipment.

This would act as a hindrance to use of MHP equipment and safe MHP.

A barrier at the macro level was that healthcare organisations were not used to implementing
multifaceted MHP programmes, as they are complex to implement. Further barriers were the
associated costs of implementation and that the healthcare organisations mainly relied on
training and techniques rather than a holistic approach to MHP. Barriers to implementation at
the micro level were staff with limited MHP capabilities, strong and diverse personal beliefs
around MHP, and a negative attitude towards change. Furthermore, individuals would lead
implementation, which would be a bartier, as this required one person to drive the entire

organisational change.
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Previous research on implementation of guidelines in the healthcare sector (Brugha and Zwi,
1998; Francke et al., 2008; Schiinemann et al., 2006) have shown that implementation of a health
guideline was hindered by: barriers in the organisational structures (lack of priority and
resources); insufficient involvement of stakeholders; the behaviour and tradition of healthcare
professionals; competing interests (resistance to change and different believes); lack of
ownership of the changes, and; insufficient training in the use of the guideline (unawareness of
the importance). All of the barriers to MHPG implementation that were identified in the present

study are consistent with the findings of the previous research.

Contextual factors that conld either facilitate or hinder inmplementation

Some contextual factors were expected to work as a facilitator or a barrier depending on the
organisation. For example at the supra-macro level, rising health cost and budget constraints
could hinder implementation because there would be no money to spend. On the other hand,
these could be facilitators for implementation of the MHPG if the organisation believed that the
reduction in costs associated with MHP related injuries and staff turnover was greater than the
implementation costs. Further, public hospitals were considered to be the main driver of change
and new practices in the healthcare sector. Hence, the MHPG was modelled to suit public
hospitals, and this would be expected to facilitate implementation in public hospitals. However,
this could result in other subsectors perceiving that the MHPG might not adequately address

their needs and conditions, thereby hindering implementation in these subsectors.

At the macro level, factors that could facilitate or hinder implementation, depending on the
organisation, were MHP related workplace culture, management commitment and organisational
support. Existing H&S policies and programmes could be facilitating as the MHP programme
could be integrated into those. However, they could also be a barrier, if the existing programme
was not compatible with the MHP policies and programmes. At the micro level, a facilitating or

hindering factors were employee behaviour and management skills.

A systematic review of MHP interventions in the healthcare sector by Koppelar et al, 2009,

found that supra-macro and macro level, rather than micro level factors, accounted for the
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majority of the contextual factors that could facilitate or hinder implementation (Koppelaar et
al., 2009). The most frequently reported contextual factors at the supra-macro and macro levels
were the availability of resources (time to transfer, equipment, and trained staff), and a
supporting management climate. The most frequently reported micro level factors were
motivation (willingness to change) and individual capability (skills, knowledge, and experience).
In the present study, the developers of the MHPG also identified the factors mentioned by
Koppelar et al, 2009, but they recognised that the healthcare sector was diverse and that these
factors might be present in some sub-sectors or organisations, but not in others. Furthermore,
Ploeg et al, 2007, highlighted the importance of management support (Ploeg et al., 2007).
However, it is important to note that no single factor acts alone and that the factors at the supra-
level influences the factors at the macro level, which in turn influences the factors at the micro

level. Hence, implementation is commonly dependent on several facilitating or hindering factors.

Users

The six different intended MHPG user groups (Figure 3.2) each had associated actions related to
the implementation of MHPG. Organisations were expected to consider the contents of the
MHPG and then modify it to fit their organisation. Carers would then become aware of the
content of the guidelines without actively realising that it came from the MHPG because it
would have been integrated into the organisations’ own guidelines. Thus, everybody in the
healthcate sector involved with MHP should be familiar with the content of the MHPG. This
applied particularly to the person in charge of MHP. Who this person should be was not
specified, but the H&S manager, the MHP coordinator, and the manager and supervisor were

seen as the primary actors initiating implementation and in maintaining the MHP programme.

The H&S manager should be responsible for initiating the development and implementation of
the MHP programme and link MHP to H&S training. Involving staff in implementation was
expected to create a sustainable safety culture. The H&S manager and the MHP coordinator
should develop workplace profiles (type of clients and MHP risks) and MHP assessment

documents.
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The MHP coordinator should manage the content of MHP training, be responsible for
continuously developing the MHP programme and stay up-to-date with the development of
MHP techniques and equipment. However, the manager and supervisor should be responsible
for purchasing new equipment, and managing and monitoring the equipment in collaboration
with the H&S manager. The MHP coordinator should be responsible for incident reporting and
analysis as well as initiating and performing audits in areas with high incident rates. The results of
these audits should be analysed by the H&S manager. The MHP coordinator should be involved
in facility upgrade and assess new designs to ensure low-risk MHP designs, but the senior

management should lead this process.

The manager and supervisor should be responsible for staff and resources related to MHP and
should organise the MHP programme. Further, the manager and supervisor should make
changes that reduce the risk of injuries and creates and secures a sustainable safety culture for
staff and clients by providing opportunities for discussion of safety issues. Senior management
should support and promote H&S and the MHP programme. Overall, multiple actors should be
involved in the implementation process, however, their interactions were not clearly described. It
was identified that the H&S manager and the MHP coordinator should drive the process to
secure support from senior management and involve workers. How this could or should happen

was not identified.

How the MHPG was intended to reach the users

The MHPG was made available on the internet, as a hardcopy ring binder, and as a CD-Rom. It
was launched at the first conference organised by the Moving and Handling Association of New
Zealand and promoted at subsequent regional seminars. These events targeted MHP
coordinators, H&S managers, MHP trainers, and managers responsible for MHP and H&S.
Furthermore, the MHPG was promoted through letters and emails to ACC’s mailing list to reach
managers, H&S managers and other actors in the healthcare sector. In addition, ACC would
train its own injury prevention consultants and account managers so that they could become

intermediaries that could promote the MHPG through personal and professional contacts in the
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healthcare sector. ACC also relied on training institutions to train carers, using the content of the
MHPG, and on internal communication within ACC and MHP specific training in the healthcare

sector.

ACC recognised that their dissemination strategy did not reach senior managers and facility
managers in the healthcare sector, architects or engineers involved with design of healthcare
facilities. As a result, the implementation of the MHPG would be based on individuals in
advisory roles (H&S managers, MHP coordinators and trainers), with little decision power
leaving it up to H&S managers or MHP coordinators to inform and persuade managers to act.
This would require that the H&S managers and MHP coordinators to become aware of the
guidelines, decide to read and implement them then develop an implementation strategy, which
should involve management, topic specialists and employees. In essence, the implementation of

the MHPG would, to a large extent, be driven by individuals and through a bottom-up process.

Olsen (2012) found that 10 H&S managers had difficulties becoming involved in change
processes and that they were sidelined in the organisation. They had difficulties convincing
management to spend money on improving the working condition to a level beyond minimum
legislative levels (Olsen, 2012). Further, one studies found that work environment practitioners
have to do organisational work, such as influencing other stakeholders in the organisation,
before they can start implementing changes (Theberge and Neumann, 2010). In the context of
the present study, it, therefore, it seems unlikely that only relying on MHP coordinators and

H&S managers to implement the MHPG will be the best strategy.

In order to assist the H&S managers and MHP coordinators in the implementation process, the
MPGH document points out that the MHPG was aligned with ACC’s incentive programmes
and the national legislation, hence the H&S managers and MHP coordinators were provided

with information to help facilitate the implementation of the MHPG.

CMO relationships of the MHPG
The CMO relationships in figures 3.4-3.6 show the programme theory underpinning the MHPG.

They present the mechanisms that, in specific contexts, should motivate the intended users to
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start the implementation process that should lead to the desired outcome. The envisaged
mechanisms/reasoning for each perspective are desctibed below, together with their related

contextual factors and intended outcomes.

The intended outcome for all CMO-relations was also anticipated to work as reasoning. An
example of this could be that an economic outcome of implementing the MHPG was expected
to be a reduction in the costs associated with MHP related injuries. At the same time, this

intended outcome should also work as an argument by itself for implementing the MHPG.

Ethical perspective

At least seven different ethical arguments for implementing the MHPG were identified. First,
because the MHPG builds on best practice and is evidence-based, a responsible employer should
implement the MHPG. Second, as a MHP programme only would be effective if all components
were implemented, a responsible employer should implement all components. Third,
implementation would only be effective if management supported the programme, hence
management should support the programme. Fourth, implementation of the MHPG will align
expectations and responsibilities, creating an effective organisation. Fifth, implementation will
prevent injuries related to MHP. Sixth, implementing the MHPG will enhance quality of care

and staff wellbeing. Seventh, implementation will increase knowledge about safe MHP.

These arguments especially address a number of contextual factors expected to hinder the
implementation of the MHPG. The healthcare sector mainly focuses on patient safety as
opposed to staff safety and has a poor safety culture. Further, there is limited knowledge and
acceptance of the importance of MHP programmes as well as diverse needs across the
healthcare sector. Moreover, implementing a complex comprehensive multifaceted MHP
programme is difficult and healthcare staff have a widespread resistance to change, a lack of

acknowledgement of MHP as a discipline, and strong personal views on MHP.

Most people in the sector should be persuaded to implement the MHPG and secure
management support because of the following facilitating contextual factors: the MHPG is

evidence-based; and H&S policies and MHP programmes exist in more healthcare organisations.
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However, neither the MHPG nor the developers fully addressed how to overcome the barriers,

or how the main users should secure management support and overcome resistance to change.

The ethical arguments should help overcome the difficulty of implementing a complex
comprehensive multifaceted MHP programme. Addressing patient care and safety is common
across the subsectors of the healthcare sector. This should help to overcome their different

needs.

The ethical arguments add increased quality of care and patient safety as additional outcomes to
the implementation of the MHPG. Finally, the developers saw the healthcare sector’s focus on
patient safety as opposed to staff safety as a barrier that made ethical reasoning insufficient in
itself thus the need to prove that implementing the MHPG would be of economic benefit and

not just reduce injuries to staff.

Economic perspective

At least four types of economic arguments were identified. First, because the MHPG is available
for no cost there should be no economic barrier for obtaining the guidelines. Second, the
guidelines present evidence for that implementation leads to economic benefits and ensures a
cost-effective MHP programme by reducing costs from MHP related injuries. Third,
implementation provides a return on investment to the organisation by reducing the prevalence
of injuries related to MHP. Fourth, implementation reduces absenteeism, staff turnover, and
MHP related injuries and the associated costs. All these arguments should provide an economic

incentive to implement the MHPG.

The healthcare sector is experiencing the effects of an ageing population, an increased number of
overweight clients, and an ageing workforce, which all increase the risk of MHP related injuries
as well as the health costs. Further, the healthcare sector has a high staff turnover combined with
budget constraints. Together these factors reduced the money available for MHP, hence making
it difficult to address the insufficient resources available for safe MHP. These economic
arguments add economic benefit as additional outcomes to the implementation of the MHPG,

which should help H&S managers and MHP coordinators persuade management to invest in
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MHP programmes. This could help H&S managers overcome the difficulties H&S managers

have in persuading management to invest in health and safety (Olsen, 2012).

Legal perspective

Only one type of legal argument was used: implementation will secure that all reasonably
practicable steps are taken to fulfil the legislative requirements of eliminating or minimising the
risk to workers H&S in the area of MHP. Linking the MHPG to requirements in legislation
would appeal to organisations that only implement programme elements required by legislation
in order to avoid prosecution and minimise expenditure. However, MoH’s low priority for MHP
was seen as a factor that could reduce the effect of this argument. The legal argument adds two
additional outcomes of implementing the MHPG; compliance with the H&S at work legislation,
and; reduced risk of prosecution. Olsen (2012) found that H&S managers only used the legal
strategy as the last resort, thus, it could be a good support for the stakeholders that wanted to

implement the MHPG that it was linked to the H&S legislation.

Implementation process and CMO for the Organisational System Components and the
Five Core Components

The CMO relationships in figures 3.6 and 3.7 show the programme theory underpinning the
implementation process of the OSC and FCC. First, the organisation should establish a MHP
policy including statements of continuous improvements, assessment, evaluation and audits of
the programmes and its elements’ effectiveness. Following acceptance of a MHP policy in an
organisation, the FCC should be implemented and integrated with any existing parts of the H&S

management system and MHP components.

The CMO relationships for the OSC are shown in Figure 3.6. First, the ‘H&S manager’ or
another person committed to MHP (e.g. a MHP coordinator or a manager) should initiate the
implementation process (see also Figure 3.2) of the OSC by gaining support from top
management to develop a MHP policy. After securing top management support, the person
should assemble an implementation group consisting of powerful people with good and diverse

knowledge about MHP. They should draft a policy in a process that allows employees and top
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management to provide input to the policy. This should create organisational buy-in, hereby
overcoming the barriers of resistance towards change and lack of organisational support.
Management should be responsible for implementing a positive MHP safety culture amongst
staff, by communicating with staff and giving opportunities for staff input. Each of the OSC
sections should result in a specific outcome. The policy section would facilitate a good MHP
culture. The workplace culture section would improve attitude toward MHP. The monitoring
and evaluation, and the Audit sections would develop adequate evaluation and assessments of
the MHP programme. The outcome of implementing all four OSC would be a foundation for an

effective and sustainable MHP programme and implementation of the FCC.

One economic and five ethical arguments for implementing the OSC were identified. The
economic argument is that implementing the OSC would direct resources towards MHP. The
first of the ethical arguments is that implementation would support internal evaluation and
development of the MHP programme. Second, implementation would align expectation related
to MHP throughout the organisation. Third, implementation would guide the action of staff and
managers with respect to MHP. Fourth, implementation supports safe MHP and fifth,

implementation supports communication in the organisation.

Contextual factors facilitating implementation and determining the outcomes were identified as a
good MHP related work culture, and organisational status and power of the policy developers.
Further, factors that could be either facilitating or hindering were management commitment,
existing policies, employee behaviour, and the MHP skills and power of the policy developers.
Once the OSC has improved the context at a macro and micro level, it should be easier to

implement the FCC as the contextual changes should provide a foundation for the creation of

the FCC.

The CMO relationships for the FCC are shown in Figure 3.7. The MHPG applies a mix of six
ethical arguments and one legal argument for implementing the FCC. The first ethical argument
is that implementation of the FCC would assist in identifying risks related to MHP (outcome of

the Risk assessment component). Second, implementation will improve knowledge of correct
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techniques (outcome of the Technique component). Third, implementation highlights the need
for MHP training (outcome of the Training components). Fourth, implantation encourages staff
responsibility for safe MHP (all FCC). Fifth, implementation ensures correct use and
maintenance of equipment (outcome of Equipment components). Sixth, implementation secures
sufficient facilities for MHP (outcome of Facility component). The legal argument is that
implementation assists with compliance with legal requirements because the FCC secure that all

reasonably practicable steps are taken to prevent ill-health and injuries (all FCC).

The outcomes of implementing each of the FCC were used as the arguments that should
persuade the actors to reason to implement all the FCC because if one were missing the

organisation would not be able to achieve the outcome.

Insufficient funds for MHP were a contextual factor that would serve as a barrier for
implementation of the FCC. Contextual factors that were facilitators for implementation of the
FCC were the H&S legislation and its requirement for risk management, the organisations
existing MHP programme components particulatly training and technique, and existence of
effective occupational H&S management systems around these as well as assets management.
Finally, the developers recognised that lack of staff capabilities would be a barrier for
implementation and had thus recommended development of training standards. The influence of
insufficient funds for MHP, existing MHP programme components, and lack of staff capabilities
was also identified in the review by Koppelaar et al, 2009. The current study echoes the

importance of these factors when implementing MHP programmes.

Summary of the findings

The developers’ perception for the ways in which the MHPG would work — the programme
theory - identified contextual factors at supra-macro, macro, and micro level, but no contextual
factors were seen at the meso level. Supra-macro level contextual factors were grouped into:
Society, e.g. changing demographics; Parallel programmes, e.g. H&S legislation and incentive
programmes; Industry related, e.g. budget constraints and low involvement from MoH; and

MHP related, e.g. increased number of MHP injuries. Macro level contextual factors were
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grouped into: Organisational, e.g. lack of priority for MHP; and MHP programme, e.g.
complexity of multifaceted programmes. The contextual factors at the Micro level contextual
factors formed a single group: Individual, e.g. resistance towards change. The contextual factors
also related to three themes: ethical, e.g. main focus on patient safety; economic, e.g. cost of
implementation of MHP; and legal, e.g. MoH healthcare facility guidelines. The ethical theme
had contextual factors at all three levels. The economic theme had contextual factors at supra-
macro and macro levels. In contrast, the legal theme only had contextual factors at the supra-

macro level.

The main users and the key people for implementation of the MHPG were MHP coordinators,
H&S managers, and managers in charge of H&S. All in the healthcare sector involved with MHP
would be expected to know the content of the sections in the guideline. However, the
dissemination strategy would mainly reach the MHP coordinators, H&S managers, and other
people committed to MHP, but not senior management, facility managers and designers or
architects, and engineers. This changed the programme theory from targeting multiple actors to
only targeting or reaching a group already committed to H&S and MHP. Further, the public
hospitals were expected to be the driver of change, thus the programme theory did not make it
clear how the guidelines would be aligned to the needs of other sectors. The developers

imagined the MHPG should reach the users through mail, email, conferences, and the internet.

The implementation process of the MHPG relied on the abilities of the H&S managers and the
MHP cootdinators to drive the process. This included becoming aware of and choosing to use
the MHPG as well as persuading the people with organisational power to support and be

involved in the implementation. Further, they would also have to engage and involve front-line

staff. However, the MHPG did not provide specific guidance on how to do this.

The MHPG predominately used mechanisms/ arguments that were based on ethical and
economic reasoning and to a smaller extent legal reasoning. The ethical reasoning focused on
quality of care and highlighted that the MHPG was evidence-based and built on best practice.

The economic reasoning focused on reducing the cost of MHP and that implementation
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provided return on investment. These arguments could be used to help persuade managers to

support implementation.

The main intended outcome of the MHPG was a reduction of injuties caused by MHP, i.e. the
safe management of risks related to MHP. Further, the guidelines promise ethical (improved
patient care and safety), economic (return on investment, and reduced cost related to MHP
injuries, sick leave, and staff turnover), and legal outcomes (compliance with H&S legislation).
However, the outcomes would not be achieved unless the organisation implements all

components of the MHPG.

Limitations and strengths

A limitation of the study was that there was a substantial time difference between the
information originating from the different sources. The MHPG was published in 2012, whereas
the interviews were conducted at the end of 2015. This allowed the developers to look
retrospectively at the MHPG, which potentially altered their perception of how they had

imagined the MHPG would work when they developed it.

However, a strength was the use of a methodology that allowed for the inclusion of information
from a range of different sources. Including different data sources (Document analysis and
developer interviews) gives a more comprehensive view of the programme theory of the MHPG.
The interviews provided additional information about the intentions of the MHPG that was not

documented in the background document or in the MHPG itself.

Another strength of the study was the difference in format of the data sources. The MHPG and
ACC documents were in a written, to some extent rigid, format that was used to guide potential
users, yet at the same time create consensus among all of the contributing parties. In contrast,
the interviews were verbal, much less structured and the interviewees only had to account for
their own, personal, views. As a result, the interviews enabled the developers to more freely

present their personal interpretation of the process of creating the MHPG.
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Link to next study

Solely identifying the programme theory of the MHPG does not explain the increased MHP
related injury claims rates and claims costs following the introduction of the MHPG. However,
knowing the programme theory creates a foundation for assessing the potential reasons for the
observed increase. Hence, we are now in a position that allows us to examine if the intended

users of the MHPG are actually aware of the existence of the MHPG and whether they use it.
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Chapter 4. Awareness and Use of the MHPG

This chapter is the basis for Paper 3 — “_Awareness and use of a national moving and handling people

guideline’ by Lidegaard, M., Olsen, KB, Legg, SJ, and Douwes, | (See appendix 3).

The specific objectives of this study were to identify:

i, to what extent intended users were aware of the MHPG
ii.  how they became aware of them
fii.  if they were aware of them, whether they had read and used sections of them.

The study also assessed the relationship between organisational size and awareness of the

MHPG.

Methods

Study 3 is based on a questionnaire survey that was conducted from April to October 2016

among healthcare professionals in New Zealand.

Data Collection and Participants

The questionnaire was administered using an internet-based platform and distributed by email as
an open survey (Eysenbach, 2005) through professional associations (Moving and Handling
Association of New Zealand; Human Factors and Ergonomics Society of New Zealand),
networks (Public hospital MHP coordinators network; Network of OHS managers in residential
care), MHP equipment suppliers, a trade union (New Zealand Nurses Organisation), employers’
associations (Home & Community Health Association; Care Association New Zealand), an
industry training organisation (Careerforce), and ACC mailing lists (a list of H&S managers and
recipients of the MHPG). These were selected in order to reach the target organisations and

intended users, which were identified as users by the MHPG programme theory (Study 2).

The questionnaire was distributed to 3,025 people, of which 689 (22.6%) replied. Questionnaire
responses were compared across subsectors (public hospitals, private hospitals, residential aged

care, training and education, and multiple subsectors; n=495) and work roles (H&S managers,
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MHP coordinators, H&S representatives, managers, therapists, and carers; n=463) with 407
respondents included in both (sector and job title/role) comparisons. Respondents who did not
work in the selected subsectors and work roles were excluded, so the final study population

included 552 respondents.

Questionnaire

The development of the questionnaire was guided by the programme theory for the MHPG
(Study 2) and an earlier survey of the New Zealand healthcare sector (Thomas and Thomas,
2010). An initial draft of the questionnaire was trialled by an industry advisory group and a H&S

management group at a New Zealand District Health Board and revised based on their feedback.

The questionnaire contained open-ended and closed questions with answer categories: Yes; No’;
and ‘Do not know/ unsure’. The specific questions analysed in this study asked about awareness of
the MHPG, and whether sections of the MHPG had been read and used: “Are you aware of the
"Moving and Handling People: The New Zealand Guidelines (2012)2°. 1f the answer was ‘yes’, the next
question was: ‘Have you, at any time read any sections of the "'Moving and Handling People: The New
Zealand Guidelines (2012)?” and they were also asked: Have you, at any time used any sections of the
'"Moving and Handling People: The New Zealand Guidelines (2012)'?” This was followed by: How did you
become aware of the "Moving and Handling People: The New Zealand Guidelines (2012)2”. The answer

category for this last question was an open-ended narrative description.

Statistical analysis
Statistical analyses were performed using SPSS (SPSS version 25.0, IBM, Armonk, NY, USA)

and the SAS statistical software for Windows (version 9.3) (Cary, NC, USA).

As noted above, all analyses were carried out separately for subsector and work role. For analyses
comparing responses across subsectors, respondents working in more than one subsector were
allocated to a new category, “multiple sectors”. For comparisons comparing work roles, a
hierarchy was created as follows: H&S manager; MHP coordinator; H&S representative;
manager; therapists; carer. This meant that if a respondent had identified as being both a

therapist and MHP coordinator, then they were analysed as MHP coordinator. The hierarchy
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was based on the MHPG programme theory that identified these roles as critical for the

implementation of a MHP programme (Study 2).

The proportions of ‘Do not know/ Unsure’ responses for questions on awareness, having read
the guideline, and having used it were consistently small (6.3-15.1%). We therefore merged the
‘No and Do not know/ Unsure’ categories into a single “No” category. Binomial logistics
regression estimating odds ratio and 95% confidence intervals (95%CI) was applied to assess
differences between different subsectors and work roles, respectively. Public hospitals and H&S
managers acted as the reference category, respectively. Statistical significance was defined as

p<0.05. Bonferroni adjustment was applied for multiple comparisons.

The responses to the question about how the respondents became aware of the MHPG were
analysed thematically (Braun and Clarke, 2006). In addition, an analysis assessing the influence of
organisational size (<50; 50 to 99; >99) on awareness of the MHPG was conducted using

binomial logistics regression. Organisation with more than 99 employees acted as the reference

group.

Since carers were not the main target group of the MHPG (Study 2) and a low proportion of
carers were aware of the MHPG (see below) and the distribution of respondents working as
carers across the different subsectors was uneven (the majority of carers worked in public

hospitals), a sensitivity analysis was undertaken excluding all carers.

Results

The largest group of respondents from the sector cohort worked within public hospitals (44.8%;
Table 4.1). Carers made up the majority of respondents from public and private hospitals i.e.
76.1% and 50.0%, respectively. MHP coordinators made up 25.8 % of the respondents working
in multiple sectors. Of those working in public hospitals, 95% were in organisations with >100
employees. In contrast, this was the case for only 32.3% of those working in residential aged
care. The majority of respondents from the work role cohort were carers (58.5%) and 80.4%

employed as carers were in organisations with >100 employees (Table 4.1).
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Table 4.1a Distribution of respondents stratified by subsector, work role, and organisation size. MHP = moving and handling people; HE>S = health and safety

H&S MHP H&S Manager Therapist Carer Other Total Employees in organisation
manager coordinator  representative
Subsector
Number of respondents (% of subsector/% of Work role) <49 50-99 >100
Public hospital 7 7 7 9 1 169 22 222 4 7 211
(3.2/21.2) (3.2/14.9) (3.2/25.0) (4.1/15.3) (0.5/4.0) (76.1/62.4) (9.9/24.7) (40.2) (1.8) (3.2) (95.0)
Private hospital 3 5 1 4 2 17 2 34 4 9 21
(8.8/9.1) (14.7/10.6) (2.9/3.6) (11.8/6.8) (5.9/8.0) (50.0/6.3) (5.9/2.2) (6.2) (11.8) (26.5) (61.8)
Residential aged 6 4 13 26 3 31 13 96 37 28 31
care (6.3/18.2) (4.2/8.5) (13.5/46.4) (27.1/44.1) (3.1/12.0) (32.3/ 11.4) (13.5/14.6) (17.4) (38.5) (29.2) (32.3)
Home care 3 3 0 4 1 7 2 20 4 2 14
(15.0/9.1) (15.0/6.4) (0.0/0.0) (20.0/6.8) (5.0/4.0) (35.0/2.6) (10.0/2.2) (3.6 (20.0) (10.0) (70.0)
Training/ 1 2 1 2 5 2 22 35 5 4 26
Education (2.9/3.0) (5.7/4.3) (2.9/3.6) (5.7/3.4) (14.3/20.0) (5.7/0.7) (62.9/24.7) (6.3) (14.3) (11.4) (74.3)
Multiple 7 23 2 6 8 15 28 89 33 13 43
subsectors (7.9/21.2)  (25.8/48.9) (2.2/7.1) (6.7/10.2) (9.0/32.0) (16.9/5.5) (31.5/31.5) (16.1) (37.1) (14.6) (48.3)
Other 6 3 4 8 5 30 0 56 20 9 27
(10.7/ 18.2) (5.4/6.4) (7.1/14.3) (14.3/13.6) (8.9/20.0) (53.6/11.1) (0.0/0.0) (10.1) (35.7) (16.1) (48.2)
Total 33 47 28 59 25 271 89 522 107 72 373
(5.4) (8.9) (4.8) (10.3) (4.0) (48.0) (17.9) (100) (19.4) (13.0) (67.06)
11 13 10 21 9 25 18 107
<49 (33.3) (27.7) (35.7) (35.6) (36.0) 9.2) (20.2) (19.4) - - -
50-99 2 9 4 14 4 28 11 72 (13.0)
(6.1) (19.1) (14.3) (23.7) (16.0) (10.3) (12.4) - - -
20 25 14 24 12 218 60 373
>100 (60.6) (53.2) (50.0) (40.7) (48.0) (80.4) (67.4) (67.6) - - -
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Analysis by subsectors

Respondents working in residential aged care, training/education, and multiple subsectors were
3.13 (95%CI 1.89, 5.20), 6.21 (95%CI 2.50, 16.67), and 5.08 (95%CI 2.86, 9.09) times more likely
to be aware of the MHPG than those working in public hospitals, respectively (Table 4.2).
Sensitivity analyses excluding carers showed similar results (Table 4.3). Respondents working in
residential aged care, home care, training/education, and multiple subsectors were 12.35 (95%CI
4.17, 33.33), 9.90 (95%CI 1.27, 100.00), 7.41 (95%CI 2.13, 25.00), and 6.99 (95%CI 2.94, 16.67)
times more likely to read any section of the MHPG than respondents working in public
hospitals, respectively (Table 4.2). Although sensitivity analyses resulted in increased ORs for
residential aged care and multiple subsectors, the overall pattern was very similar (Table 4.3).
Finally, those working in residential aged care, training/education, and multiple subsectors wete
5.81 (95%CI 2.70, 12.50), 2.95 (95%CI 1.23, 7.14), and 4.39 (95%CI 2.17, 9.09) times more likely
to use any section of the MHPG (Table 4.2), with only small changes observed for analyses

excluding carers (Table 4.3).

The majority of respondents became aware of the MHPG through ‘Multiple distribution
channels’ (35.2 %), “Training’ (15.1 %), and ‘At work’ (13.2 %) (Table 4.4). The largest
contributions to ‘Multiple distribution channels’ came from ‘Search/ research’ (21.2 %), ‘Other’
(17.9 %), ‘At work® (13.7 %) and ‘Training’ (13.7 %). More respondents from public hospitals
(25.4 %) and private hospitals (25.0 %) became aware of the MHPG through training compared

to the remaining subsector (0.0 to 13.5 %).
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Table 4.2 Frequency of respondents in the sector cohort being aware of the MHPG, having read, and used any section of the MHPG stratified by subsector. OR = Odds ration for Yes’ vs.
‘No/ Unsure’ for being aware of the MHPG, having read, and used any section of the MHDPG, respectively, compared to Public hospitals; 95%CI = 95% confidence intervals; P=Bonferroni
adjusted p-values.

Subsector Awareness Read any section Used any section
Unsure ( e Unsure s Unsure OR

Public 97 89 36 1 72 39 16 1 64 45 18 1
hospital (43.7)  (40.1) (16.2) (56.7)  (30.7) (12.6) (50.4)  (35.4) (14.2)
§<m.8 17 10 7 1.29 0.492 12 5 ] 1 H.mm 0.425 9 7 2 0.98 0.975
hospital (50.0)  (29.4) (20.06) (0.63, 2.63) (66.7)  (27.8) (5.6) (0.54,4.35) (50.0)  (38.9) (11.1) (0.37, 2.63)
Residential 68 14 14 3.13 65 2 2 12.35 59 6 4 5.81
aged care (70.8)  (14.6) (14.6) (1.89, 5.26) <0.001 (94.2) (2.9) (2.9) (4.17, 33.33) <0.001 (85.5) (8.7) (5.8) (2.70/ 12.50) <0.001
Home care 13 6 1 2.39 13 1 0 9.90 11 3 0 3.61

(65.0)  (30.0) (5.0) (0.92, 6.25) 0074 (92.9) (7.1) (0.0) (1.27, 100.00) 0.029 (78.6)  (21.4) (0.0) (0.96/ 14.29) 0.057
Training/ 29 6 0 6.21 29 1 7.41 24 7 1 2.95
Education (829 (17.1) 0.0) (250, 16.67) <0.001 (90.6) 2 (6.3) (3.1) (2.13, 25.00) 0.002 (75.0)  (21.9) (3.1) (1.23/ 7.14) 0.015
Multiple 71 12 6 5.08 64 1 6.99 58 11 2 4.39
subsectors (79.8)  (13.5) (6.7) (2.86,9.09) <0.001 (90.1) 6 (8.5) (1.4) (2.94,16.67) <0.001 (81.7)  (15.5) (2.8) (2.17/9.09) <0.001
Total 295 137 64 255 55 21 225 79 27

(9.5  (27.6)  (12.9) <0001 270y d6.6) (6.3) <0001 80y (23.9) (8.2) <0.001
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Table 4.4 How respondents became aware of the MHPG stratified by subsector and work role, respectively. MHP = moving and handling people; AAC = Accident Compensation
Corporation; MHANZ = Moving and Handling Association of New Zealand; MHPG = ‘Moving and Handling People: The New Zealand Guidelines’ (2012)

Awareness Channel Subsector Work role
Public Private Residential Home raini Multiple Total H&S MHP H&S Manager rapist Carer Total
hospital hospital aged care care Education subsectors manager coordinator representative
Frequency (%) Frequency (%)
ACC _ _
3 (4.8) 1(8.3) 7 (13.5) 0 (0.0) 3 (13.0) 468  18(8.2) 5 (20.0) 2 (4.9) 0 (0.0) 6 (20.7) 3(12.5) 1(1.5) 17 (8.6)
At work
10(159)  2(16.7) 8 (15.4) 0 (0.0) 4(17.4) 5(8.5 29 (13.3) 2 (8.0) 3(7.3) 0 (0.0) 2(6.9) 2(83)  12(17.9) 21 (10.6)
Trainin,
g 16 (254) 3 (25.0) 7 (13.5) 0 (0.0) 2(8.7) 5(85 33 (15.1) 2 (8.0) 3(7.3) 1(8.3) 3(10.3) 4(167) 20(29.9)  33(16.7)
Via colleague
5(79) 2(16.7) 1(1.9) 0 (0.0) 3 (13.0) 117 12(55) 2 (8.0) 1(2.4) 1(8.3) 0 (0.0) 2(8.3) 3 (4.5) 9 (4.6)

General awareness/
knowledge 0 (0.0) 0 (0.0) 1019 2(20.0) 0 (0.0) 2(34) 5(2.3) 0 (0.0) 2 (4.9) 1(8.3) 2(6.9) 0 (0.0) 2(3.0) 7 (3.5)
The launch of MHPG

1(1.6) 1(8.3) 1(1.9) 0 (0.0) 0 (0.0) 6(10.2) 9 (4.1) 2 (8.0) 5(12.2) 0 (0.0) 2(6.9) 1(4.2) 0 (0.0) 10 (5.1)
Involved in MHPG
revision/ development 1(1.6) 0 (0.0) 000  1(10.0) 2(8.7) 4(6.8) 8(3.7) 2 (8.0) 3(7.3) 0 (0.0) 1(3.5) 1(4.2) 1(1.5) 8 (4.0)
Search/ research B B
3(4.8) 0 (0.0) 4017 1(100) 0 (0.0) 468  12(55) 2 (8.0) 3(7.3) 1(8.3) 1(3.5) 1(4.2) 3 (4.5) 11 (5.6)
Othe
her 6(9.5) 0 (0.0) 407 1(100) 1(4.4) 468  16(13) 0 (0.0) 2 (4.9) 0 (0.0) 13.5) 2(8.3) 6(9.0) 11 (5.6)
Multiple channels B B
18(28.6)  3(25.0) 19365 5 (50.0) 8 (34.8) 24 (407) 77 (35.2) 8 (32.0) 17 (41.5) 8(66.7)  11(37.9) 8(33.3)  19(284) 71 (35.9)
Total 12 10 219 67 198
63(100.0)  (100.0) 52(100.0)  (100.0) 23 (100.0) 59 (100.0) (100.0) 25 (100.0) 41 (100.0) 12 (100.0) 29 (100.0) 24 (100.0) (100.0) (100.0)
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Analysis by work role
Respondents working as carer were less likely to be aware (OR 0.12, 95%CI 0.04, 0.30) of, or to

have read (OR 0.09, 95%CI 0.02, 0.40), the MHPG than respondents working as H&S managers
(Table 4.5). Respondents working as MHP coordinator, and therapist were 3.73 (95%CI 1.00,
1.37), and 8.70 (95%CI 1.01, 100.) times more likely to use any section of the MHPG than

respondents working as H&S managers.

The majority became aware of the MHPG through ‘Multiple distribution channels’ (35.9%),
‘Training’ (16.7%), ‘At work’ (10.6%), and ‘ACC (8.6%) (Table 4.4). The largest contributions to
‘Multiple distribution channels’ came from ‘Search/research’ (21.2%), ‘Other’ (17.9%), ‘At work’
(13.7%) and ‘Training’ (13.7%). More H&S managers (20.0%) and managers (20.7%) became
aware through ACC compared to the other work roles (0.0-12.5%). More carers (29.9%) became
aware through training compared to remaining work roles (7.3-16.7%). More H&S
representatives (66.7%) and fewer carers (28.4 %) became aware through multiple channels
compared to the remaining work roles (32.0-41.5%). Carers (17.9%) were more often reached
through work than the other work roles (0.0-8.3%). The launch of the MHPG mostly reached

MHP cootdinators (12.2%) compared to the other work roles (0.0-0.9%).
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Table 4.5 Frequency of respondents in the work role cobort being aware of the MHPG, having read, and used any section of the MHPG stratified on work role. ; MHP = moving and
handling people; OR = Odds ration for Yes’ vs. No/ Unsure’ for being aware of the MHPG, having read, and used any section of the MHPG, respectively, compared to He>S manager;
95%CI = 95% confidence intervals; P=Bonferroni adjusted p-values.

Work role Awareness Read any section Used any section
Unsure OR S Unsure OR S Unsure OR
95% CI) 0
H&S manager (84.8) (9.1) 6.1) 1 (93.3) (6.7) (0.0 1 (73.3)  (26.7) (0.0) 1
MHP 44 2 1 3.53 0211 42 2 1 1.00 1.000 41 3 1 3.73 0.049
coordinator (93.6) (4.3) 2.1 (0.58, 11.11) ’ (93.3) (4.4) (2.2) (0.16, 6.25) ’ (91.1) (6.7) (2.2) (1.00, 1.37) ’
H&S 18 6 4 0.32 0.070 17 2 0 0.61 0.633 13 4 2 0.79 0711
representative (64.3) (21.4) (14.3) (0.09, 1.10) ’ (89.5)  (10.5) (0.0 (0.08, 4.76) ’ (68.4) (21.1) (10.5) (0.22, 2.78) ’
41 10 8 0.41 0.109 36 5 1 0.43 0.321 30 10 2 0.91 0.859
Manager (69.5)  (16.9) (13.6) (0.14, 1.22) ’ (85.7)  (11.9) (2.4 (0.08, 2.27) ’ (71.4)  (23.8) (4.8) (0.32, 2.506) ’
25 0 0 25 0 0 24 1 0 8.70
Therapist (100.0) (0.0) (0.0 ) 0.063 (100.0) (0.0) (0.0 0.495 (96.0) (4.0 (0.0)  (1.01, 100.00) 0.049
107 109 55 0.12 76 41 18 0.09 76 39 20 0.47
Carer (39.5) (40.2) (20.3) (0.04, 0.30) <0.001 (56.3)  (30.4) (13.3) (0.02, 0.40) 0.002 (56.3) (28.9) (14.8) (0.19, 1.12) 0.090
Total 263 130 70 224 52 20 206 65 25
568 (8.1  (15.1) <000T o059y 7)) (68) <000 o) 2200 (84) <0.001
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Organisational size and awareness of the MHPG
Table 4.6 shows the distribution of respondents’ awareness of the MHPG stratified by

organisational size for the sector and work role cohorts. In this table carers have been excluded
because the distribution of respondents working as carers was uneven across the different
subsectors. Respondents working in organisations with 49 or less employees were 2.36 (95%Cl
1.06, 5.26) times more likely to be aware of the MHPG than respondents working in

organisations with 100 or more employees.
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Table 4.6 Seusitivity analysis (i.e. excluding carers) of the sector cobort. Frequency of respondents from the sector cobort and the work role cohort being aware of the MHPG stratified by
organisation size. OR = odds ratio for Yes’ vs. No/ Unsure’ for being aware of the MHPG, P=Bonferroni adjusted p-values

Organisations Subsector Work role

size ’ > I < ) sure

100 or more
employees (7.4)
50-99 employees 2 1.49

@9 63 (085625 102 61) (051,435 40
49 or less 5 4 2.36 6 1.29
employees 02 68 06520 0 04 (057,204 05V
Total 15

(7.8) 0.772
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Discussion

Opverall awareness of the MHPG for the work role cohort was 56.8 %. High proportions of
MHP cootdinators (93.6 %) and therapists (100 %) were aware of the MHPG. The main
intended user groups (Study 2) were H&S managers, MHP coordinators, therapists, and
managers with responsibility for MHP. Thus it would be expected that more respondents in
these roles were aware of the MHPG. The overall level of awareness amongst the main intended
user groups was similar to findings of a literature review on clinical guidelines by Cabana et al,
1999, where awareness was at least 80 % in 23 of the 46 included studies. It is also similar to that
reported by Hendrick et al, 2013, in which 82 % of physiotherapists were aware of a low back
pain guideline (Hendrick et al., 2013). The respondents in the present study had a diverse pattern
of becoming aware, including via ACC and the launch of the MHPG. This may explain why such

a high percentage of the MHP coordinators and therapists were aware of the MHPG.

In contrast, few carers (39.5%) were aware of the MHPG. Carers conduct MHP and would be
expected to follow the organisation’s MHP programme and procedures and attend MHP training
but they might not know or be aware of the MHPG whether or not the programmes and
training were based on the MHPG. The results showed that carers mostly became aware of the
guidelines through training. Hence, lower awareness of the MHPG seems a logical consequence
of how the content of the MHPG was expected to be implemented. However, more carers in
the present study were aware of the MHPG than findings of awareness reported in a study of
nurses. Rose and colleagues reported that 29% of intensive care unit nurses were aware of
guidelines for pain assessment and management developed by a professional society (Rose et al.,
2012). On the other hand, Rodgers reported a substantially higher awareness as, on average, 77.3
% of nurses in medical and surgical wards at hospitals were aware of 14 specific evidence-based
practices (Rodgers, 2000). The level of awareness reported in the present study might be affected
by the way carers were approached. The main distribution channel of the questionnaire to carers
(the New Zealand Nurses Organisation) specifically targeted workplace representatives and
nurse managers, who were expected to have higher awareness than the rest of the carers. As a

result, workplace representatives might be overrepresented and thereby skewing the level of
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awareness amongst carers, hence the awareness amongst carers, in general, might be lower than

reported.

Guidelines in the healthcare sector are often targeted at specialist work roles, most often the
physician (Gagliardi et al., 2011). Although the MHPG was thought to be relevant to all work
roles in the healthcare sector, H&S managers, MHP coordinators and managers (with
responsibility for MHP) were identified as the main people who would implement the MHPG
(Study 2). This distinction in targeted work role could explain why more MHP coordinators and
H&S managers (borderline significant, p =0.060) were aware of the MHPG. However, the
higher proportion of respondents being aware could also be explained by ACC having
distribution channels that directly targeted these work roles. ACC used a suite of passive
distribution channels and many of the respondents were reached by more than one as well as a
higher proportion of different target user groups were reached by different channels. A higher
proportion of MHP coordinators were reached by the Launch of the MHPG, more H&S
managers and managers were reached through contact with ACC, and more carers were reached
through training and at work. This emphasises the importance of having multiple distribution

channels when aiming at reaching multiple user groups.

Opverall awareness of the MHPG for the sector cohort was 59.5 %. It was 79.7% when the carers
were removed from this cohort in the sensitivity analysis. Fewer respondents within public
hospitals than the other subsectors were aware of the MHPG before (43.7 %) and after removal
of carers (61.7 %). Similarly, fewer respondents (including carers) from private hospitals than the
rest of the subsectors were aware of the MHPG (50.0 %). In contrast, more respondents
(including carers) working within multiple subsectors were aware of the MHPG (79.8 %).
However, the results from the sensitivity analysis showed that there were no differences between
respondents from subsectors. This indicates that the pattern seen for the public and private
hospitals to some extent can be explained by fewer carers being aware of the MHPG. Based on
the programme theory underlying the MHPG, more respondents from public hospitals were

expected to be aware of the MHPG because the sector was seen as a leader in implementing the
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MHPG. A possible explanation for the difference between respondents employed in public and
private hospitals, and respondents working in multiple subsectors may be that people that work
in multiple subsectors are commonly consultants, who provide specialised knowledge and advice
about MHP to organisations. They might more actively search for information on MHP and
participate in meetings and conferences. This is supported by the fact that a higher proportion of
respondents from multiple subsectors were MHP coordinators, and therapists compared to
other subsectors. In addition, working within multiple subsectors might increase the likelihood

of being introduced to the MHPG.

Fewer respondents from larger organisations were aware of the MHPG, whereas more
respondents from smaller organisations were aware. No previous studies have looked at
awareness of guidelines in relation to subsectors in the healthcare sector or in relation to
organisational size. However, Rodgers (2000) reported that there was no difference in the
awareness of research-based practices among nurses employed in different size of hospitals.
Because of the more hierarchical structure of large organisations, their employees may be less
likely to know staff in specialist functions, such as MHP coordinators and H&S managers. This
could result in poorer dissemination across the organisation due to impaired communication.
However, data from Study 3 do not fully support this argument, as there were no major
differences with respect to how respondents became aware of the MHPG between respondents

working in public hospitals (large organisations) and residential aged care (smaller organisations).

Overall, 75.7 % of respondents in the work role cohort, who indicated that they were aware of
the MHPG, had read sections of the MHPG and 69.6 % had used them. A higher proportion of
respondents working as therapists (96.0 %), as MHP coordinators (91.1 %) and as H&S
managers (73.3 %) had used the MHPG, whilst fewer carers had read (56.3 %) and used (56.3 %)
them, compared to other work roles. These findings are consistent with the programme theory
(Study 2), in which, H&S managers, MHP coordinators, and therapists were expected to use the
MHPG to develop and design the organisation’s MHP programme, whereas carers were

expected to follow the organisation's programmes and maybe not use the MHPG directly. In
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comparison, Kotzeva and colleagues reported that 90.2 % of hospital physicians used a suite of
clinical guidelines within a national database of healthcare guidelines (Kotzeva et al., 2014). A
direct comparison is difficult as the physicians report on use of clinical guidelines in general,
whereas the present study assessed use of one specific guideline. Nevertheless, the overall use
reported by Kotzeva et al, are higher than the present study. However, when looking at the main

users of the MHPG, the numbers are quite similar.

The percentage of carers that had used the MHPG when they were aware of them was lower
than reported in previous studies that looked at nurses. Rodgers (2000) found that 66.8 % of
nurses in medical and surgical wards at hospitals used research-based evidence. Another study
reported that 65 % of nurses in an intensive care unit used clinical guidelines, especially
guidelines endorsed by nurses’ professional organizations (Sinuff et al., 2007). One reason for
the lower use in Study 3 could be due to our selection criteria. We aimed for a ‘clean’ carers
category where respondents would not have any other work roles or responsibilities, e.g. H&S
representatives. Thus, these respondents were moved to other categories. By doing so, we
removed the respondents most likely to use the MHPG from the carers’ category, hence
lowering use among the carers. Further, it could be argued that it is unrealistic to expect carers to
use a MHP guideline as much as nurses are expected to use clinical guidelines, especially since
clinical guidelines are directly linked to core business. In that light, having a slightly lower use

among the carers seems predictable.

In previous studies, barriers for use of clinical guidelines by occupational therapists were
primarily associated with the expectation of the patient, lack of knowledge from colleagues’ as
well as their attitudes and behaviours towards the clinical guidelines, and how work was
organised (Poitras et al., 2011). For physiotherapists, barriers mostly related to how clinicians’
understood the guidelines, the level of compatibility between own practice and the guidelines,
how relevant the clinicians perceived the guidelines to be, and how much they agreed with the
guidelines (Coté et al., 2009). The proportion of therapists using the MHPG in the present study

suggests that the barriers identified by Poitras et al. and Coté et al. did not impact therapists’ use
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of the MHPG. Alternatively, the barriers identified for clinical guidelines do not apply to MHPG
maybe because they do not relate to core business or are legally required, so may receive
different attention, or it could be that the MHPG were designed to fit the environment that the
therapists worked in. Whilst the barriers for the use of clinical guidelines has previously been
studied (Francke et al., 2008; Grimshaw et al., 2004), barriers for the use of MHP guidelines is

still rather unknown and should, therefore, be explored in future studies.

Within the sector cohort, 77.0 % of the respondents who were aware of the MHPG had read
sections of them and 68.0 % had used them. Fewer respondents within public hospitals had read
(56.7 %) and had used (50.4 %) them. Similatly, fewer respondents from private hospitals than
other subsectors had read (66.7 %) and used (50.0 %) the MHPG. In contrast, more respondents
(94.2 %) working in residential aged care had read sections of the MHPG. The differences
between public hospitals and residential aged care could be explained by more respondents
working in hospitals being carers. When carers were excluded from the analysis still fewer
respondents from the public hospitals had read sections of the MHPG. In contrast, exclusion of
carers resulted in no differences between sectors with respect to use of the MHPG. This
suggests that fewer from public hospitals read the MHPG despite being aware of it. This finding
suggests that public hospitals might not be the subsector that drives the implementation of the

MHPG as it was expected to be (Study 2).

The overall findings suggest that a high proportion of the main intended user groups were aware
of the MHPG and a lower proportion of carers were aware. More respondents from public
hospitals were expected to be aware of the MHPG as this sector was seen as the leader in this
area, but the findings of the present study did not support this. The respondents became aware
of the MHPG through several dissemination channels included in ACC’s dissemination strategy.
A very high proportion of the respondents had read and used the MHPG when they were aware
of them, particularly respondents from the main intended user groups. However, a lower

proportion of respondents from public hospitals had read the MHPG.
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Summary of the findings

Whilst overall awareness and use of the MHPG by intended users was modest, it was very high
for most of the work roles that were important for the implementation of the MHPG (MHP
coordinators, therapists, and H&S managers). Very few carers were aware of or used the MHPG.
Whilst more respondents working in multiple sectors, probably advisors and consultants, were
aware of the MHPG, fewer employees in large public hospitals were aware of or used the
MHPG, despite public hospitals being identified as the main target subsector. Thus,
organisational size seems to influence the awareness of the MHPG. Intended users became
aware of the MHPG in different ways: H&S managers via ACC: MHP coordinators via
guideline launch: carers via their work. These findings indicate that dissemination of a MHP

guideline needs to build on a variety of channels in order to reach all intended users.

Limitations and strengths

A potential limitation of the study was that the overall response rate in the survey was 22.5 %.
This is similar to other questionnaire surveys in the healthcare sector (Rose et al., 2012), but — as
for all such studies - begs the question about it being representative of the entire New Zealand
healthcare sector. The distribution strategy was tailored so that it would capture a large
proportion of relevant work roles responsible for implementing the MHPG. However, this
approach may overestimate the awareness and use of the MHPG due to participation bias -
where an increased proportion of people passionate about MHP chose to answers the
questionnaire. If this were true for our study then the real situation in the healthcare sector may
be worse than we have reported. This should not be an issue for MHP coordinators or
therapists, who have very high awareness and use. However, an overestimation of awareness and
use of the MHPG by managers, who only reported moderate awareness and use, yet have high
levels of organisational authority, is of specific concern - especially for ACC and the MoH, as

they are the main stakeholders for the healthcare sector.

A strength of the study was how the questionnaire was developed; using the knowledge of the

industry advisory group to secure wording of questions suited the target respondents and pilot

98



testing the questionnaire in the industry. This decreased the likelihood of the respondents

misinterpreting the questions.

The approach chosen to distribute the questionnaire served as both a strength and a weakness.
On one hand, by using healthcare specific third-parties the probability of reaching the intended
users of the MHPG was increased, thereby maximising the number of relevant respondents. On
the other hand, this approach could potentially be too non-specific, which would increase the
risk of approaching a large group of respondents unrelated to MHP, thus most likely lowering
the response rate. In order to address this issue, we specifically targeted specific groups of
respondents within the third-parties’ member group, e.g. only distributing the survey to nurse
managers and workplace representatives in the Nurses’ union. By doing so, we increased the
likelihood of reaching the largest number of respondents relevant to MHP. The distribution
strategy introduced a risk of reaching individuals twice due to the possibility of being included on
multiple lists. In the invitation and the questionnaire introduction, respondents were instructed
to only answer the questionnaire once, no matter the number of invitations, hence reducing the
response rate for some distribution channels. This approach was chosen as it allowed us to
interact with a suite of third-parties that had various entry-points towards MHP, thereby not
excluding a large number of potential respondents from a particular third-party due to the

relatively small risk of an overlap with another third-party.

Link to next study

The findings from Study 3 show that the main intended users were fully aware of the existence
of the MHPG, hence a lack of awareness cannot be the reason for the increase in MHP-related
injury claims rate and claims costs following the introduction of the MHPG. However, we are
still unaware of which exact components of the MHPG are being used or whether the use leads
to any change. Consequently, we need to assess if there are differences in the familiarity and use
of the different components in the MHPG as well as whether there are differences in change

following the use of these components.
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Chapter 5. Familiarity of intended users with the MHPG sections, -

their use and change after use

This chapter is the basis for Paper 4 — Familiarity, use, and change after use of the components of a
national moving and handling people guideline’ by Lidegaard, M., Olsen, KB, and Legg, SJ (See

appendix 4).
The specific objectives of this study were to:

i identify differences in familiarity with the different sections of the MHPG amongst the
intended users
il.  if familiar, identify differences in use of the different sections of the MHPG amongst
the intended users
fii.  if used, identify differences in change after use of the different sections of the MHPG

amongst the intended users.

Methods

Study 4 is based on the same questionnaire survey as study 3, hence the survey was conducted

from April to October 2016 among healthcare professionals in New Zealand.

Data Collection and Participants

The data collection and selection of participants are described in detail in study 3. In this study,
only the work roles cohort was included. Hence the study only includes respondents who had
the following work roles: H&S manager; MHP coordinator; H&S representative; manager;
therapists; and carer were included. In this study, the work role cohort consisted of 281
respondents.

Questionnaire

The development of the questionnaire is described in detail in study 3. The specific questions
analysed in this study asked about familiarity with the different sections in MHPG, use of the
different sections in MHPG, and whether the change had occurred following the use of the

sections in MHPG. The question about familiarity of the MHPG was: ‘How familiar you are with
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each of the different sections of the "Moving and Handling People: The New Zealand Guidelines (2012)' (Please
give an answer for each section)?’ with answer categories: ‘Very familiar’; Familiar; ‘Somewhat familiar’;
and ‘Nof familiar’. 1f the answer was ‘Not familiar’, the question about use of the different section
was skipped. If the answer was ‘Very familiar’; ‘Familiar’; or ‘Somewhat familiar’, the next
question was: ‘Which of the following sections of the "Moving and Handling People: The New Zealand
Guidelines (2012)" have you used (Please give an answer for each section)?’ with answer categoties Yes’
No’y and ‘Do not know unsure’. If the answer was ‘no ot ‘do not know/unsure’, the question about
change after use was skipped. If the answer was ‘yes’, the next question was: Has #he use of this/
these section(s) led to any change(s) in_your organisation? (Please give an answer for each section)?’ with answer

categories Yes;y ‘No'y and ‘Do not know unsure’.

Statistical analysis

The overall statistical approach is described in detail in study 3. To perform the statistical
comparisons for the response categories were dichotomised. For the familiarity question the
answer categories Very familiar’; ‘Familiar’; and ‘Somewhat familiar’ were merged into a single
category: ‘Familiar’ that was statistically compared against ‘Not familiar’. For the questions
regarding of use and change after use, the answer categoties ‘No’ and ‘Do not know/ Unsure’
were merged into a single category: ‘No’ that was statistically compared against ‘Use’ and
‘Change after use’. Pearson Chi-square test was applied to identify statistically significant
differences between the dichotomised categories (within-group difference). Chi-square splitting
based on Chi-square contribution analysis was used to identify differences between different

work roles (between-group difference), respectively.

Results

Tables 5.1-5.3 show the familiarity with, use of, and change after use for the different work roles

stratified on sections (sections 3-13) of the MHPG.
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H&S manager
For H&S manager, there was no relationship for familiarity with (X? (10, n= 319) = 11.95,p =
0.288.), use of (X? (10, n= 268) = 12.83, p = 0.233), and change after use of (X? (10, n= 123) =

5.49, p = 0.850) the sections of the MHPG.

Manager

For managers, there was no relationship between familiarity with the sections of the MHPG (X?
(10, n= 451) = 11.77, p = 0.301). However, there was a significant relationship for use of the
sections (X? (10, n= 379) = 39.28, p < 0.001). Facility design constituted the largest contribution
to the X?-score. Removing facility design from the analysis resulted in a X? (9, n= 349) = 25.20,
p = 0.003. The sequential additional removal of techniques (X? (8, n= 313) = 16.82, p = 0.032),
and risk assessment resulted in a X? (7, n= 275) = 8.23, p = 0.313. This indicates that fewer
managers used the facility design, while more used the techniques and risk assessment sections

compared to the remaining sections.

Further, there was no relationship for change after use the sections (X? (10, n= 195) = 3.94, p =

0.950.)

MHP coordinator

For MHP coordinators, there was no relationship between familiarity with the sections of the
MHPG (X? (10, n= 495) = 16.20, p = 0.094). However, there was a significant relationship for
use of the sections (X? (10, n= 430) = 67.82, p < 0.001). Facility design constituted the largest
contribution to the X?-score. Removing facility design from the analysis resulted in a X? (9, n=
393) = 52.67, p < 0.001. The sequential additional removal of risk assessment (X? (8, n= 351) =
39.32, p < 0.001), training (X? (7, n= 351) = 25.57, p = 0.001), techniques (X? (6, n= 267) =
12.90, p = 0.045), and equipment resulted in a X? (5, n= 226) = 3.76, p = 0.59. This indicates
that fewer MHP coordinators used the facility design, while more used the risk assessment,

training, techniques, and equipment sections compared to the remaining sections.

Further, there was a significant relationship for change after use of the sections (X? (10, n= 303)

=18.97, p = 0.041). Techniques constituted the largest contribution to the X?-score. Removing
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techniques from the analysis resulted in a X? (9, n= 264) = 12.04, p = 0.211, indicating that more
MHP coordinators experienced change after the use of the techniques section compared to the

remaining sections.

Therapist

For therapist there was a significant relationship for familiarity with the sections (X? (10, n= 275)
= 44.28, p < 0.001). Facility design constituted the largest contribution to the X?-score.
Removing facility design from the analysis resulted in a X? (9, n= 250) = 34.68, p < 0.001. The
sequential additional removal of audit (X? (8, n= 225) = 17.02, p = 0.030), and policy
development resulted in a X? (7, n= 200) = 10.45, p = 0.165. This indicates that fewer therapists
were familiar with the facility design, audit, and policy development sections compared to the

remaining sections.

Also, there was a significant relationship for use of the sections (X? (10, n= 236) = 76.72, p <
0.001). Techniques constituted the largest contribution to the X?-score. Removing techniques
from the analysis resulted in a X? (9, n= 211) = 57.59, p < 0.001. The sequential additional
removal of risk assessment (X? (8, n= 186) = 43.11, p < 0.001), equipment (X? (7, n= 168) =
24.11, p = 0.001), and training resulted in a X? (6, n= 139) = 9.09, p = 0.169. This indicates that
more therapists used the techniques, risk assessment, equipment, and training sections more

compared to the remaining sections.

There was no relationship for change after use of the sections (X? (10, n= 147) = 10.88, p =

0.367).

H&S representative

For H&S representatives, there was no relationship for familiarity with the sections (X? (10, n=
187) = 2.03, p = 0.094). However, there was a significant relationship for use of the sections (X?
(10, n=172) = 33.20, p < 0.001). Facility design constituted the largest contribution to the X?-
score. Removing facility design from the analysis resulted in a X? (9, n= 157) = 22.05, p = 0.009.

The additional removal of techniques resulted in a X? (8, n= 141) = 12.95, p = 0.114. This
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indicates that fewer H&S representatives used the facility design, while more used the techniques

section compared to the remaining sections.

Further, there was no relationship for change after use of the sections (X? (10, n= 86) = 4.84, p
=0.901).

Carer

For carers, there was a significant relationship for familiarity with the sections (X? (10, n= 1364)
= 85.28, p < 0.001). Policy development constituted the largest contribution to the X?-score.
Removing policy development from the analysis resulted in a X? (9, n= 1240) = 68.16, p <

0.001. The sequential additional removal of facility design (X? (8, n= 1116) = 51.45, p < 0.001),
audit (X? (7, n= 992) = 34.58, p < 0.001), monitoring and evaluation (X? (6, n= 868) = 24.05, p
= 0.001), and organising training resulted in a X? (5, n= 744) = 7.85, p = 0.165. This indicates
that fewer carers were familiar with the policy development, facility design, audit, monitoring and

evaluation, and organising training sections compared to the remaining sections.

Further, there was a significant relationship for use of the sections (X? (10, n= 991) = 126.48, p
< 0.001). Techniques constituted the largest contribution to the X?-score. Removing techniques
from the analysis resulted in a X? (9, n= 883) = 95.78, p < 0.001. The sequential additional
removal of equipment (X? (8, n= 776) = 58.96, p < 0.001), risk assessment (X? (7, n= 672) =
34.03, p < 0.001), training (X? (6, n= 584) = 13.57, p = 0.035), and facility design resulted in a X?
(5, n=503) = 3.22, p = 0.666. This indicates that more carers used the techniques, equipment,
risk assessment, and training sections, while fewer used the facility design compared to the

remaining sections.

In contrast, there was no relationship for change after use of the sections (X? (10, n= 475) =

1.54, p = 0.999).
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Table 5.1 Familiarity with, use of, and change after use for H&S managers and managers stratified on sections (sections 3-13) of the MHPG.

Subsector Familiarity Change after use

Familiar (%) Not familiar Total S No chang Total
Familiar vs ‘Not (‘Change vs ‘No
familiar’) chan

Risk assessment 26 (89.7) 3 (10.3) 0.69 (0.11/ 0.58) 12 (46.2) 14 (53.8) 0.00 (0.00/ 0.00) 9 (75.0) 3 (25.0) 0.51 (0.22/ 0.39)
Techniques 28 (96.6) 1(3.4) 29 339 (0.54/ 2.85) 18 (64.3) 10 (35.7) 28 3.50 (1.87/ 1.63) 12 (70.6) 5 (29.4) 17 0.30 (0.11/ 0.19)
Training 26 (89.7) 3 (10.3) 29 0.69 (0.11/ 0.58) 14 (53.8) 12 (46.2) 26 0.54 (0.29/ 0.25) 10 (76.9) 3(23.1) 13 0.92 (0.33/ 0.59)
Organising 24 (82.8) 0.04 (0.01/ 0.03) 17 (70.8) 2.94 (1.57/ 1.37) 2 (28.6)
training 5(17.2) 29 7(29.2) 24 5 (71.4) 7 0.16 (0.06/ 0.10)
Equipment 27 (83.1) 2 (6.9) 29 1.79 (0.29/ 1.50) 16 (59.3) 11 (40.7) 27 1.73 (0.92/ 0.81) 11 (68.8) 5(31.2) 16 0.14 (0.05/ 0.09)
8 " Equipment 24 (82.8) 0.04 (0.01/ 0.03) 12 (50.0) 0.11 (0.06/ 0.05) 5 (4L7)
g management 5(17.2) 29 12 (50.0) 24 7 (58.3) 12 0.18 (0.06/ 0.12)
& Tacility design 21 (72.4) 8 (27.6) 29 2.90 (0.46/ 2.44) 9 (42.9) 12 (57.1) 21 0.12 (0.06/ 0.06) 5 (55.6) 4 (44.4) 9 0.30 (0.11/ 0.19)
€@ Policy
m development 22 (75.9) 7 (24.1) 29 1.44 (0.23/ 1.21) 8 (36.4) 14 (63.6) 22 0.94 (0.50/ 0.44) 3 (37.5) 5 (62.5) 8 2.49 (0.89/ 1.60)
Workplace
culture 24 (82.8) 5(17.2) 29 0.04 (0.01/ 0.03) 10 (41.7) 14 (58.3) 24 0.24 (0.13/ 0.11) 6 (60.0) 4 (40.0) 10 0.08 (0.03/ 0.05)
Monitoring &
evaluation 23 (79.3) 6 (20.7) 29 0.48 (0.08/ 0.40) 12 (52.2) 11 (44.8) 23 0.28 (0.15/ 0.13) 7 (58.3) 5 (41.7) 12 0.18 (0.06/ 0.12)
Audits 23 (19.3) 6 (20.7) 29 0.48 (0.08/ 0.40) 7 (30.4) 16 (69.6) 23 243 (1.30/ 1.13) 4(57.0) 3 (32.9) 7 0.15 (0.05/ 0.10)
Total 11.95 12.83 5.49
Risk assessment 38 (92.7) 3(7.3) 41 2.28 (0.36/ 1.92) 33 (86.8) 5 (13.2) 38 7.54 (2.89/ 4.95) 16 (59.3) 11 (40.7) 27 0.49 (0.17/ 0.32)
Techniques 36 (37.8) 5 (12.2) 41 0.43 (0.07/ 0.36) 32 (88.9) 4 (11.1) 36 8.59 (2.95/ 5.64) 17 (68.0) 8 (32.0) 25 0.06 (0.02/ 0.04)
Training 36 (87.8) 5 (12.2) 41 0.43 (0.07/ 0.36) 26 (72.2) 10 (27.8) 36 0.68 (0.23/ 0.45) 14 (70.0) 6 (30.0) 20 0.17 (0.06/ 0.11)
Organising 34 (82.9) 0.04 (0.01/ 0.03) 13 (38.2) 0.23 (0.08/ 0.15) 4267
training 7(17.1) 41 21 (61.8) 34 11 (73.3) 15 0.40 (0.14/ 0.26)
Equipment 37 (90.2) 4(9.8) 41 1.18 (0.19/ 0.99) 27 (73.0) 10 (27.0) 37 0.87 (0.30/ 0.57) 16 (69.6) 7 (30.4) 23 0.15 (0.05/ 0.10)
. Equipment 34 (82.9) 0.04 (0.01/ 0.03) 15 (44.1) 1.46 (0.50/ 0.96)
§ _ management 7(17.1) 41 19 (55.9) 34 11 (68.8) 5(31.3) 16 0.07 (0.02/ 0.05)
§ _Faciliy design 30 (73.2) 11 (26.8) 41 3.61 (0.58/ 3.03) 10 (33.3) 20 (66.7) 30 13.94 (4.78/ 9.16) 3 (42.9) 1(571) 7 1.61 (0.55/ 1.06)
Policy
= development 32 (78.0) 9 (22.0) 41 1.09 (0.17/ 0.92) 15 (46.9) 17 (3.1 32 5.04 (1.73/ 3.31) 8 (72.7) 3(27.3) 11 0.24 (0.08/ 0.16)
Workplace
culture 36 (87.8) 5(12.2) 41 043 (0.07/ 0.36) 23 (63.9) 13 (36.2) 36 0.05 (0.02/ 0.03) 12 (63.2) 7 (36.9) 19 0.05 (0.02/ 0.03)
Monitoring &
evaluation 35 (85.4) 6 (14.6) 41 0.06 (0.01/ 0.05) 21 (60.0) 14 (40.0) 35 0.50 (0.17/ 0.33) 9 (56.3) 7 (44.7) 16 0.63 (0.22/ 0.41)
Audits 31 (74.6) 10 (24.4) 41 2.17 (0.34/ 1.82) 22 (71.0) 9 (29.0) 31 0.38 (0.13/ 0.25) 11 (68.8) 5 (31.2) 16 0.07 (0.02/ 0.05)
Total 11.77 39.28 3.94
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Table 5.3 Familiarity with, use of, and change after use for H>S representatives and carers stratified on sections (sections 3-13) of the MHPG.

Familiar (°

Familiarity

Not familiar

Total

Change after use

(‘Change vs ‘No
change

Risk assessment 16 (93.1) 1(5.9) 0.11 (0.01/ 0.10) 13 (81.3) 3 (18.8) 4.38 (1.96/ 2.42) 8 (66.7) 4(33.3) 0.02 (0.01/ 0.01)
Techniques 16 (93.1) 1(5.9) 17 0.11 (0.01/ 0.10) 15 (93.8) 1(6.3) 16 9.60 (4.30/ 5.30) 12 (85.7) 2 (14.3) 4 1.90 (0.60/ 1.30)
Training 15 (88.2) 2 (11.8) 17 0.33 (0.03/ 0.30) 11 (73.3) 4(26.7) 15 1.99 (0.89/ 1.10) 7 (70.0) 3 (30.0) 10 0.01 (0.00/ 0.01)
Organising 15 (88.2 0.33 (0.03/ 0.30) 8 (53.3) 0.45 (0.20/ 0.25) 3 (50.0)
training 2(11.8) 17 7 (46.7) 15 3 (50.0) 6 0.96 (0.30/ 0.66)
£ T Equipment 16 (94.1) 1(5.9) 17 0.11 (0.01/ 0.10) 11 (68.8) 5 (31.2) 16 1.18 (0.53/ 0.65) 6 (60.0) 4. (40.0) 10 0.35 (0.11/ 0.24)
§  Equipment 16 (94.1) 0.11 (0.01/ 0.10) 10 (62.5) 2.03 (0.91/ 1.12)
§ _management 1(5.9) 17 6 (37.5) 16 3 (60.0) 2 (40.0) 5 0.17 (0.05/ 0.12)
£ _Faciliy design 15 (88.2) 2 (11.8) 17 0.33 (0.03/ 0.30) 2 (13.3) 13 (86.7) 15 10.65 (4.77/ 5.88) 1(50.0) 1 (50.0) 2 0.32 (0.10/ 0.22)
o Policy
4 _development 15 (88.2) 2 (11.8) 17 0.33 (0.03/ 0.30) 8 (53.3) 7 (46.7) 15 0.02 (0.01/0.01) 6 (85.7) 1(14.3) 7 0.95 (0.30/ 0.65)
o Workplace
culture 16 (94.1) 1(5.9) 17 0.11 (0.01/ 0.10) 9 (56.3) 7 (43.8) 16 0.00 (0.00/ 0.00) 5 (62.5) 3 (37.5) 8 0.14 (0.04/ 0.10)
Monitoring &
evaluation 16 (94.1) 1(5.9) 17 0.11 (0.01/ 0.10) 7 (43.8) 9 (56.2) 16 0.85 (0.38/ 0.47) 4(66.7) 2(33.3) 6 0.01 (0.00/ 0.01)
Audits 16 (94.1) 1(5.9) 17 0.11 (0.01/ 0.10) 6 (37.5) 10 (62.5) 16 2.03 (0.91/ 1.12) 4(66.7) 2 (33.3) 6 0.01 (0.00/ 0.01)
Total 0.996 33.20 4.84
Risk assessment 104 (83.9) 20 (16.1) 124 7.86 (2.15/ 5.71) 75 (72.1) 29 (27.9) 104 10.96 (4.82/ 6.14) 46 (71.9) 18 (28.1) 64 0.00 (0.00/ 0.00)
Techniques 26.42 (11.62/
108 (87.1) 16 (12.9) 124 13.02 (3.56/ 9.46) 87 (80.6) 21 (19.4) 108 14.80) 57 (75.0) 19 (25.0) 76 0.34 (0.10/ 0.24)
Training 97 (78.2) 27 21.8) 124 194 (0.53/ 1.41) 66 (68.0) 31 (32.0) 97 570 (2.51/ 3.19) 40 (71.4) 16 (28.6) 56 0.01 (0.00/ 0.01)
Organising 82 (66.1) 2.66 (0.73/ 1.93) 48 (58.5) 7.04 (3.10/ 3.94) 8 27.6)
training 42 (33.9) 124 34 (41.5) 82 21 (72.4) 29 0.00 (0.00/ 0.00)
Equipment 25.79 (11.35/
107 (86.3) 17 (13.7) 124 1160 (3.17/ 8.43) 86 (80.4) 21 (19.6) 107 14.44) 53 (70.7) 22 (29.3) 75 0.07 (0.02/ 0.05)
Equipment 100 (80.6) 3.99 (1.09/ 2.90) 52 (52.0) 2.60 (1.14/ 1.46) 12 (29.3)
§  management 24 (19.4) 124 48 (48.0) 100 29 (70.7) 41 0.03 (0.01/ 0.02)
S Facility design 25.63 (11.28/
72 (58.1) 52 (41.9) 124 1328 (3.63/ 9.65) 19 (26.4) 53 (73.6) 72 14.35) 12 (80.0) 3 (20.0) 15 0.47 (0.13/ 0.34)
Policy
development 69 (55.6) 55 (44.4) 124 18.06 (4.94/ 13.12) 25 (36.2) 44 (63.8) 69 1095 (4.82/ 6.13) 16 (76.2) 5(23.8) 21 0.18 (0.05/ 0.13)
Workplace
culture 95 (76.6) 29 (23.4) 124 0.98 (0.27/ 0.71) 45 (47.4) 50 (52.6) 95 2.88 (1.27/ 1.61) 27 (69.2) 12 (30.8) 39 0.15 (0.04/ 0.11)
Monitoring &
evaluation 82 (66.1) 42 (33.9) 124 2.66 (0.73/ 1.93) 38 (46.3) 44 (53.7) 82 3.11(1.37/ 1.74) 21 (67.7) 10 (32.3) 31 0.28 (0.08/ 0.20)
Audits 75 (60.5) 49 (39.5) 124 9.25 (2.53/ 6.72) 32 (42.7) 43 (57.3) 75 5.41 (2.38/ 3.03) 20 (71.4) 8 (28.6) 28 0.00 (0.00/ 0.00)
Total 85.28 126.48 1.54
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Discussion

The findings from the present study showed that there were limited differences in familiarity
between the different sections of the MHPG amongst the key actors. In contrast, more key actors
used the FCC, especially the techniques section, with the exception of the section on facility design,
which fewer used, compared to the OSC. However, despite the extensive use of the FCC, there

were hardly any differences in change after use of the sections.

Looking at the familiarity with the different sections of the MHPG revealed that there in general
were no difference in the mean proportion of respondents being familiar with the different sections
of the MHPG between the key actors (83.1-91.8%), despite carers having a tendency to a lower
proportion being familiar (72.6%). This is to some extent to be expected as we previously have
reported that fewer carers were aware of the MHPG in general (Study 3), hence fewer carers would
likely be familiar with the detailed content of the MHPG. Looking in detail disclosed that both
fewer therapists and carers were familiar with the facility design section and parts of the OSC, in
particular, policy development and audit. This is in disagreement with the programme theory that
expects an equal familiarity with the different sections in the MHPG (Study 2). However, it can be
argued whether carers can be expected to be just as familiar as the other key actors due to the

differences in responsibilities in related to the implementation of a MHP programme.

Several previous studies have reported that familiarity with components of medical guidelines
affects adherence (Marcy et al., 2005; Perez et al., 2012; Wisnivesky et al., 2008). Wisnievsky et al
(2008) reported that familiarity with components of an asthma guideline, in combination with
training, predicted adherence among primary care providers. Perez et al (2012) found that low
familiarity with components of a medical guideline among clinicians in general medical practices led
to low adherence. Finally, Marcy et al (2005) showed that lack of familiarity with specific
components of a tobacco use treatment guideline among physicians resulted in low adherence
(Marcy et al., 2005). Further, Cabana and colleagues have multiple times stated that a barrier for

physicians adhering to guidelines relates to their knowledge of the guideline and the familiarity with
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its elements (Cabana et al., 1999, 2002). If these findings are transferable to a MHP guideline, then

this would predict a lower use of the facility design, policy development, and audit sections.

The level of use of the different components of the MHPG varied between the different key actors.
The average use was highest amongst H&S representatives (72.1%) and MHP coordinators
(70.2%), while it was lowest amongst H&S managers (46.0%) and carers (53.6%). Some of these
findings can be explained through the programme theory of the MHPG (Study 2). Carers are not
likely to involved in the implementation of a MHP programme, hence their low level of use is
expected. On the other hand, MHP coordinators and H&S managers are expected to be the prime
drives when implementing a MHP programme (Study 2). Thus, the high use seen among MHP
coordinators is in accordance with the programme theory, whereas the low use for H&S managers
seems to discord. This finding could perhaps indicate that the H&S managers are delegating the
work associated with implementing a MHP programme to other work roles, in this case, the MHP

coordinator in collaboration with the H&S representatives.

When looking at the specific components used, there was a clear pattern that more of the key
actors used the technique, and to some extent, the risk assessment sections. In contrast, the facility
design component was used by fewer of the key actors. This is reinforced by a tendency across all
key actors of a higher proportion of use of the FCC compared to the OSC. This contradicts with
the programme theory, which highlights the importance of implementing the OSC as a foundation
before implementing the FCC (Study 2). Further, as fewer key actors used the facility design
section, this implies that this particular section probably is harder to use than the reaming FCC.
This could be related to difficulties in influencing the process associated with changing facilities in

the healthcare sectors.

Previous studies of clinical guidelines have shown various levels of use of guideline components
among intended users (Jiang et al., 2001; Rushton et al., 2004). Rushton et al (2004) reported on use
of components of an ADHD guideline among physicians and found that 25.8 % used the
components regularly (Rushton et al., 2004). This is substantially lower the findings from the

present study, however, a direct comparison is difficult as the physicians reported on regular use,
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whereas the present study assessed if the section was ever used. Jiang et al (2001) showed that less

than 50% of CEOs in hospitals had implemented programmes containing all components of a pain
management practice guideline. If the lack of implementation is considered to be equivalent to lack
of use, the proportion of managers using components of the MHPG (64.9%) is relatively higher in
the present study. This can probably be explained by that manager are more likely to be involved in

the process of implementing a MHP programme compared to CEOs.

The overall level of change after use of a section in the MHPG was fairly similar across the key
actor (62.7-72.4), with the exception of a lower proportion of therapists (50.7) experiencing any
change after use. As the only key actor, more MHP coordinators experienced change after the use
of a single section, the techniques section. To some extent, this seems logical as more MHP
coordinator used the techniques section compared to the remaining sections of the MHPG, with

the exception of the sections on training and equipment.

Solely looking at the proportion of respondents reporting change after use would indicate that a
relatively high proportion of key actors in the healthcare sector experience change after use of the
sections in the MHPG. However, due to the design of the questionnaire, which filtered out
respondent not familiar or using sections of the MHPG, there was a low proportion of the
respondents in the survey, who actually answered the question related to change after use.
Therefore it is reasonable to consider whether the proportion of respondents experiencing change

is representative of the entire healthcare sector.

No previous studies have reported on the changes following the use of specific components of a
MHP or clinical guideline, however, studies have shown changes after use clinical guidelines in
general (Dean et al., 2006; Halm et al., 1999). Halm et al (1999) reported that 71% of physicians in a
hospital setting changed practice follow the use of a Pheumonia guideline (Not specific to the
individual components) (Halm et al., 1999). Further, Dean et al (2006) found improved clinical

outcomes in a hospital following the use of a pneumonia guideline.
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Summary of the findings

Familiarity with the sections of the MHPG was high for the key actors expected to drive the
implementation of a MHP programme and no differences seem to exist in the familiarity between
the sections. Amongst the respondents being familiar with the individual sections, a higher
proportion used the FCC compared to the OSC, in particular, more key actors used the techniques
and risk assessment sections, while fewer used the facility design section. A relatively high
proportion of change after use was seen for key actors using the specific sections, however,
compared to the overall number of key actors familiar with the sections, rather few experienced

change after use of a section.

Limitations and strengths

As the present study is based on the same questionnaire survey as study 3, the limitations and
strengths related to the questionnaire are the same as previously described (Chapter 4). In addition,
the limitations and strengths already identified, the small number of people reporting on change
after use is another limitation. Due to the use of adaptive questioning, the number of respondents
gradually decreases as the questions become more specific. This introduces a risk of a low reliability

with respect to the answers to this specific question.

Link to next study

The findings from study 4 showed that key actors in the process of implementing a MHP
programme where both familiar with the different components of the MHPG and used them, even
though the FCC seemed to be used more than the OSC. However, we do not know how each of
the MHPG components is being used and why this use does not seem to result in any changes.
Consequently, we must investigate how the intended users deal with the process of implementing a
MHP programme, which is based on the components identified in the MHPG, in a healthcare

organisation.
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Chapter 6. How are MHP programmes implemented

This chapter is the basis for Paper 5 — “ How are moving and handling people programmes implemented —
learnings from three case studies’ by Lidegaard, M., Olsen, KB, Legg, SJ, and Trevelyan, F. (See appendix

5)
The specific objectives of this study were to:

i identify for whom the MHPG wotked (ot to what extent)
ii.  identify under which circumstances it worked

fii.  identify why it worked
More specifically for each case, the process of implementation of eight MHPG components.

Methods

Three case studies of healthcare organisations (a private hospital, and two public hospitals the
frontrunner hospital and the public hospital) in New Zealand were conducted between March 2017
and March 2018. All case studies were hospitals because the MHPG developers saw hospitals,
particularly public hospitals, as drivers of change in the healthcare sector and therefore had them as
the main target sector (Study 2). Further, the frontrunner hospital was involved in the development
of the MHPG, had received funding to develop MHP training and was considered to be the leading

national hospital with respect to MHP.

Data collection
Data were collected in each case study organisation through semi-structured interviews, document

review, and a chronicle workshop.

Interviews

Within each case organisation, three initial semi-structured interviews (Denzin, 1973; Treece and

Treece Jr, 1977) were conducted with key stakeholders: the MHP coordinator, the H&S manager,
and a representative from senior management. These work roles were identified in the MHPG as

key actors that should lead implementation of a MHP programme (Study 2). The purpose of these
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interviews was to obtain an overview of the organisation, its use of the MHPG, implementation of

MHP programmes, and identification of people that could be appropriate to involve in the

chronicle workshops or additional interviews. Additional people were interviewed on the basis of

the initial interviews or the Chronicle workshop to get a more complete understanding of the

implementation process. Table 6.1 gives an overview of the people selected for interviews in each

organisation. Interview schedules were specific to each work role. An example of an interview

schedule can be seen in appendix 9.

Table 6.1 Overview of the work roles selected for interview and participation in the chronicle workshop. Years of

being in the role indicated in bractkets.

Case study 1-

Case study 2-

Case study 3-

The private hospital

The public hospital
Interviewees

The frontrunner hospital

Local MHP coordinator
Local H&S and facility
manager

Theatre services manager
National H&S manager

Current MHP advisor
H&S manager
Executive director of nursing

and midwifery
Former MHP advisor

MHP coordinator

Current H&S manager
Organisational Development
manager

Human resources director
Former H&S manager

Chronicle workshop participants

Hospital general manager (2

_years)
Contracted radiographer (+70

_years)

H&S representative for the
theatre staff (+25 years)
Quality Development Manager
(+10 years)

Theatre manager (74 years)
H&S representative for
administrative staff (+70 years)

Physiotherapist in a ward (4
_years)

Physiotherapist in community
service (+70 years)

Clinical nurse educator (+75
_years)

Safe handling representative,
emergency department (7 years)
Safe handling representative in
a ward (7 years)

H&S and safe handling
representative, neonatal unit
(+10 years)

Moving and handling advisor
(3 years)

Nurse, employee representative
(+20 years)

Charge Nurse in rehabilitation
ward (70 years)

Senior physiotherapist,
rehabilitation ward, MHP
Trainer (8 years)

Nurse, rehabilitation ward,
MHP Trainer (6 years)
Medical Engineer, Department
of Clinical Engineering, (3
_years)

Senior manager, Facilities
services (7 years)

Inventory and Supply Chain
Manager (4 years)
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Document review
Internal organisational diagrams and MHP related procedures were used to help identify
participants for the chronicle workshops and supplemented the information collected through the

interviews about the MHP programme.

Chronicle workshops

Doing an evaluation of an implementation retrospectively, without having the opportunity to
follow the implementation over time makes it difficult to assess what effect the particular
implementation had and what other changes in the organisation affected the outcome. Thus, a
chronicle workshop was conducted in each case organisation to identify MHP events and other
events influencing MHP, key stakeholders involved and driving implementation of MHP
programme elements, the initiatives and debates that had arisen during development and
implementation, and factors that had supported or hindered the implementation of MHP

initiatives.

Chronicle Workshop is a methodology that uses a group-based approach to gain knowledge about
important events related to a specific topic (Gensby, 2014). It creates a shared history of the
group’s understanding or perception of the topic and what has influenced the topic over a
predefined, specific time period (Hansen and Pedersen, 2014). The outcome is a historical
description of the development of the topic, events that influenced the topic, people or
organisations that were instrumental in the development, issues or discussions that emerged, and
barriers and ways to overcome the barriers identified during the time period (Baungird Rasmussen,

2011; Gensby, 2014; Hagedorn-Rasmussen and Mac, 2007).

Participants

The participants in the workshops are presented in table 6.1. They were purposively selected to
create maximum variation (Patton, 2002) covering differences in knowledge and expertise about
MHP, length of service and position in the organisation. They should have been involved with

MHP, or directly with planning and implementation of MHP initiatives. Including participants with
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a range of experience would enhance diversity of views and perspectives on implementation of

MHP initiatives (Baungard Rasmussen, 2011).

The workshop

The workshops were held in a room with a wall big enough to display a timeline covering ten years.
The participants sat in a half-moon facing the wall. Three researchers facilitated the workshops:
leading the process, operating voice recorder, writing notes, photographing the timeline, and
assisting by identifying themes as they emerged from discussions. Each workshop lasted four hours,
covered the period between 2007 and 2017, and was divided into an exploration, and an

interpretation phase.

The exploration phase had three sessions with the following three topics:

1) What significant events have marked MHP as a priority at the hospital, and when?

if) Which stakeholders, entities or institutions have characterised and driven the development and

implementation of MHP efforts/ programmes at the hospital, and when?

1ii) What kind of initiatives and debate have arisen during the development and implementation of the

MHP programme at the hospital, and when?

The interpretation phase consisted of a plenum and a group work session.

iv) Participants interpreted key trends in the history of MHP at the hospital and divided it into chapters

(Plenum session,).

V) Participants identified factors that had supported or hindered the process of implementing MHP

initiatives (Group work session)

The participants were provided sticky notes in particular colours for each session in order to link
the notes to the specific session. Each exploration session was structured as follows: presentation
of the topic; clarifying questions; participants wrote personal inputs on the notes (one issue per

note) for five to ten minutes; one participant at a time placed notes on the wall and explained what
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it was about; clarifying questions, brief comment on the notes from other participants; and

additional notes were placed on the wall if necessary.

In the first interpretation session, participants identified distinct periods on the timeline and created
headings reflecting the events and placed them on the wall. These were discussed in plenum and
mutually agreed headings were developed for each period. In the second interpretation session,
participants were divided into groups of people with similar background and experience. These
groups analysed and interpreted the timeline and identified factors that had supported or hindered
implementation MHP initiatives. The notes generated by each group were placed on the wall and
explained. At the end of the workshop, participants were invited to share reflections on the
workshop and contribute with additional comments. See appendix 10 for the chronicle workshop

agenda.

Data analysis
All interviews were voice recorded, transcribed by the interviewer, and subsequently sent to the

interviewee for approval.

The photographs of the chronicle workshop timeline were converted to a digital timeline in Prezi
(www.prezi.com). The written notes were transcribed to a Microsoft Word document. The first
author wrote the story chapter by chapter by listening to voice recordings of the chronicle
workshop and consulting the notes and digital timeline. The story was discussed between the
researchers and revised. Subsequently, it was sent to the participants with further clarifying
questions. The first author conducted telephone conversations with those who wanted to answer
the clarifying questions. These answers were incorporated into the story. See Olsen et al. (2017) for

an example of a story (Olsen et al., 2017).

The stories and the interviews were analysed thematically in order to identify how each of the eight
components (OSC and FCC) of a MHP programme were implemented, specifically looking for
facilitating and hindering contextual factors, resources introduced, reasoning used, and the

outcomes implementation of each component contributed to.
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Results

This section presents the three case studies. Each case includes a description of the organisation,
followed by descriptions of how each of the eight MHP components (OSC and FCC) were
implemented and a table summarising facilitating and hindering contextual factors, resources
introduced, reasoning used, and the outcomes. As the case studies cover a ten-year period,
outcomes from the implementation of a component can subsequently act as either a context or a
resource. Hence, certain outcomes may be mentioned as context, resource, and outcome within the

implementation of the same component.

Case study 1 — “The Private hospital’

Description

The private hospital was a small hospital within a national hospital chain owned by a charity trust.
Profit was reinvested in development of facilities, workforce, technology, and patient safety. A
national office developed and was responsible for strategies, policies, and procedures, to which
each hospital had to adhere. However, each hospital worked independently and was responsible for
its operations and implementation of the strategies and policies. The national office distributed
money between the hospitals, hence the more profitable hospitals supported the less profitable
ones from which the private hospital benefitted. A national H&S manager worked at the national
office. She was contracted to work 0.4 full-time equivalent (FTE) and was responsible for the H&S
department, which included MHP. She coordinated H&S in the chain and received H&S
information from each hospital through communication with the local H&S managers and MHP

coordinators. The national H&S manager reported to the senior leadership team of the chain.

The private hospital, established in 1987, was merged with another local private hospital in 2007.
The hospital provided short-stay surgical care for around 6,000 patients a year, with freedom to
select its own patients. It was audited to MoH’s Health and Disability Service Standard to comply
with the Health and Disability Services (Safety) Act 2001 (Parliament of New Zealand, 2001), which
focused on patient safety. The hospital was led by a general manager and a senior management

team consisting of five area managers in a relatively flat hierarchy structure, with easy access from
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all levels of the organisation to the general manager. The hospital employed around 50 FTE
permanent staff, including nurses, administrators, facilities service, and a small number of casual
and part-time staff. Medical doctors were self-employed and the private hospital provided its
facilities and care to them and their patients. Due to the small size of the hospital, most managers
and employees had more than one job role. Staff turnover was very low, only three staff had left in
nine years. The average age of nurses was substantially higher compared to the average in the entire
hospital chain. The hospital had a 0.5 FTE H&S manager who also managed facilities, and a part-
time MHP coordinator (0.8 FTE) responsible for implementing and running the hospital’s MHP
programme, based on the MHP programme developed by the National office. H&S and MHP
issues were considered in the executive H&S committee, which consisted of the quality and
development manager, the H&S manager, and the MHP coordinator. The hospital’s H&S
committee consisted of the executive H&S committee and four H&S representatives. The work
around the MHP programme was supposed to be supported by MHP assistants. However, no other
staff were interested in acting as MHP assistants as most staff work at the hospital because it

allowed them to prioritised family (there were limited requirements to work night shifts).

Implementation of the MHP programme
Factors influencing implementation of the MHP components at the private hospital are

summarised in table 6.2.

The interviews and chronicle workshop identified implementation of aspects of all three of the
MHPG OSC components: policy development, workplace culture, and monitoring, evaluation, and
audit. However, they only uncovered information on the four of the FCCs: techniques, training,

equipment, and facility design. There was no information on implementation of risk assessment.

The national H&S manager initiated implementation of MHP policies in the hospital chain, which
facilitated implementation at the private hospital. The National H&S Manager conducted a cost-
benefit analysis identifying MHP associated costs and that a MHP programme would reduce these.
This persuaded the national board to prioritise MHP and provide resources to a MHP programme

including purchase of equipment. The national H&S manager gained information on MHP policies
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from the old ACC MHP guidelines and an expert in MHP programme development. When the
MHPG was launched, the national H&S manager assessed the existing MHP programme against it
and found it followed its guidance. The private hospital received a report identifying gaps related to
MHP and was required to develop an action plan and implement it. The private hospital perceived
the national policies as wordy and unmanageable. Therefore, the local H&S manager, who led the
implementation, adjusted them to local needs hoping this would increase compliance with the
policies. The H&S representatives were involved in the process, which was also influenced by the
merger of two hospitals’ policies. The process resulted in more applicable H&S and MHP policies,
creation of a MHP coordinator role, and a spread of H&S and MHP responsibilities. The local
H&S manager and the quality development manager introduced a policy for pushing beds after re-
occurrence of injuries. However, the local policies were difficult to audit, or it might have been
difficult to show they were followed, which contributed to a poor audit result when audited to the
MoH’s Health and Disability Service Standard. This resulted in a revision so that policies became
easier to audit. It also increased management focus on H&S and MHP. Following this, the H&S
committee discussed how a focus on safe MHP practice as opposed to merely a good audit result

could be maintained.

Workplace culture was influenced by different perspectives on the priority of staff safety and
MHP seen in relation to patient safety. The National H&S manager perceived the National senior
manages as supportive of safe MHP whereas the private hospital’s managers working with staff
perceived them to prioritise patient safety over staff safety. Staff at the private hospital lacked
interest in MHP and had resistance to change in relation to MHP. The MHP coordinator felt that
staff prioritised their private life, hence not being willing to take extra MHP responsibilities. The
MHP coordinator first worked on gaining support from selected local managers, who showed an
interest in MHP, in order to form a coalition that could help change staff attitude. In order to
change staff’s resistance, the MHP coordinator established trust by working with staff on the floor
and having a team approach to implementing MHP. The MHP coordinator and the quality
development manager perceived this to have made staff feel respected, having influence, and being

part of a team resulting in the application of safe MHP practice. The MHP coordinator felt
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supported by the training the National H&S manager organised for the local MHP coordinators
and H&S managers. This training aimed to create leaders in implementation of MHP programmes
by preparing participants to meet resistance to change and provide opportunities for experience
exchange. Preparation and introduction of the new H&S at Work act during 2014 to 2016 increased
focus on senior management liability in relation to H&S, which was discussed at local workshops
arranged by the national H&S manager. This increased management support for and involvement
in H&S and MHP resulting in more H&S and MHP information, higher recognition and
involvement of H&S representatives, consolidation of H&S policies and procedures, and an
increased focus on incident reporting. This combined with communication of the organisation's
core values: Responsibility, Respect, Teamwork, and Aspiration and employment of a new local

CEO were perceived to help staff take responsibility for H&S and MHP.

The private hospital used formal and informal ways to monitor and evaluate part of the MHP
programme. The MHP coordinator, H&S representatives and managers observed staff behaviour
through working closely with staff. Formal monitoring was particularly related to injury reporting
and audit. Reoccurrence of injuries at the private hospital led to implementation of policies and
equipment early in the period, however not all injuries were reported, recorded and analysed. The
MHP coordinator and H&S representatives used the poor audit result, increased communication
between the national H&S manager and ACC, and the new H&S at Work Act to argue for a more
systematic incident reporting and monitoring. Furthermore, the H&S manager and MHP
coordinator used analysis of injuries to identify areas for improvement. They felt this increased

staff’s readiness for change and recognition of MHP as a risk.

The hospital was regularly externally audited to the Health and Disability Service Standard and as
part of ACC’s Accredited Employer Programme (focused on H&S and injury management). The
national H&S manager oversaw the audits and in order to identify improvements and spread
learnings amongst the hospitals. The management team supported the H&S manager to initiate
implementation of H&S and MHP audit tools, which resulted in identification of the need for and

implementation of MHP equipment. Following the poor audit result, the private hospital developed
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policies, procedures, and practices that complied with the standard, in order to stay in business. The
MHP cootrdinator and the H&S committee communicated audit results through staff meetings and

the internal newsletter increasing awareness of MHP and needs for improvements. This assisted the
process of creating a more robust and less vulnerable organisation that was driven by the

decentralisation of H&S responsibility as a result of the new H&S at work Act.

New (safer) MHP techniques were introduced at the private hospital through the development of
MHP training initiated by the MHP coordinator. However, there was resistance towards change
(new techniques) among staff. The national H&S manager explained this with staff feeling they
were corrected and told they had performed MHP incorrectly despite not experiencing any
problems. To overcome this resistance, the MHP coordinator engaged and worked with staff on
the floor demonstrating safe MHP and she used material developed by the national office and the
MHPG technique section to show the evidence for the appropriateness of the techniques. This
became the new approach to MHP training. The MHP coordinator felt this created buy-in from
staff. However, the MHP coordinator recognised that the same few staff did not follow the new

techniques.

The MHP coordinator conducted and developed MHP training. The MHP coordinator mainly
used the material developed by the national office, supplemented with the MHPG when specific
supplementary knowledge was needed. Management felt that providing MHP training supported
staff in meeting their best potential and enhance knowledge of MHP. MHP training was first made
compulsory for all ward staff and later included in induction for all staff including administrators to
spread knowledge about safe MHP. Yearly MHP refresher training was integrated into in-ward
training, which all staff attended. This training promoted experience and knowledge exchange. The
MHP coordinator further used every opportunity offered by equipment suppliers to provide
training in use of MHP equipment. There was not a particularly high workload at the hospital,
which might have facilitated high attendance to training. Training was perceived to have facilitated

communication and reduced resistance towards new equipment.
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The national senior management team assigned resources for equipment purchase following the
cost-benefit analysis conducted by the National H&S manager. The availability of MHP equipment
was restricted but gradually increased during the period. The local H&S manager and the MHP
coordination used analysis of injuries to argue that use of MHP equipment would improve patient
safety as well as staff safety if staff were provided sufficient equipment and training. This resulted in
the purchase of hover mattresses and electrical beds. However, the chronicle workshop identified
resistance from surgeons towards the use of hover mattresses in theatre. To overcome this, the
national H&S manager encouraged staff at training days to be so proficient in the use that they
could use it before the surgeons could object. The hover mattress was mainly used in theatre, not in

the wards as they were not available there.

The private hospital had out-dated facilities and needed to rebuild. This opportunity was used by
the H&S manager and the MHP coordinator to influence the new design resulting in wider
corridors and doors, and bigger rooms facilitating use of equipment and reduction of MHP related
injury risks. The hospital’s economic situation did not support a rebuild without funding from
national office. The national H&S manager worked closely with the national facilities team to make
sure she was involved in new facilities design. However, she was not always involved from the
beginning. She described that they still made mistakes, which hindered safe MHP and that
architects, engineers and builders were reluctant to involve workers like nurses. She saw this as a
barrier to achieve a design that facilitated safe MHP. She used the MHPG’s facility design section
to convince the designers that the MoH facilities standard did not facilitate use of MHP equipment.
She also described that most local MHP coordinators and H&S managers did not have the skills

and power to influence facility designers.
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Table 6.2 How the private hospital implemented the different organisational system components and core components of a MHP programme.

(SM); Macro (Ma); Meso (Me); and Micro

Component

Facilitating contextual

Mechanisms
(Resource & Reasoning)

Hindering contextual

Contexctual levels are indicated as: Supra-Macro

Outcomes

Policy development

« Reoccurrence of injurics from pushing beds
(Ma)

cs perceived as wordy and
geable (Ma)
« Loss of local knowledge (Ma)

Reasoning:
N cnior management

g the cost of MHP injuri

n,

* Want t

* National office develop MHP policies and allocate resources
« Increased awareness and recognition of MHP risks

* More applicable H&S and MHP policies, however harder to
audit

* Creation of specialist roles, MHP coordinator

* Spreading responsibilities for H&S and MHP

* Local ‘Pushing beds’ policy

*Electrical bed movers

*Increased management focus on MHP

Workplace culture

« Preparation and enactment of H&S at Work
Act (SM)
« Organisational values are directed by National
Office (Ma)

+ Merge of two he

h two different

workshops for H&S managers, MHP
s (Ma)
atre manager focus on staff safety

coordinatos

« Local th
(M)

«The healthcare sector’s core value: patient carc and
safety first (SM)

+ Lack of senior management support (Ma

« Loss of organisational knowledge a
merger (Ma)

« Resistance towards change from staff (Mi)

« Lack of interest in MHP practices from staff (Mi)
« Staff prioritising private life, not wanting to take on
xtra MHP tasks (Mi)

about the new H&S at work act

a res
s for MHP coordinators and H&S managers

For staff involved
« MHP coordinat
« Working with staff
« Fecling respected, influenti

ning management support
engage them and create buy-i
and being part of a tcam

change staff attitude

* Focus on senior management responsibilities
* More H&S and MHP information

* Higher recognition of H&S representatives

« Consolidation of H&S policies

¢ Less hierarchical structure

* Greater awareness for MHP

* Greater responsibility towards own safety

Monitoring,
evaluation, and
audits

+Audited to MoH’s H
Standard (SM)
+ National office over:

* Local

nicating im|
* Audit standards (ACH

rics at staff meetings

ments for improvem

edge

s development;

e
ng of responsibil

* Decentral

would provide an opportunity

to improve awareness of and support for MHP

« Systematic reporting of injuries
* Local ‘Pushing beds’ policy

* Electrical bed movers

* Higher readiness for change
* Recognition of MHP as a ti
* Policies and procedures
* Recognising need for more MHP equipment
« more robust and less vulnerable organisation
read of knowledge across staff

* Decentralising of responsibilities

factor
casier to audit

* Increased
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Case study 2 — “The Public hospital’

Description

Case study 2 was a public hospital within one of 20 district health boards (DHB) in New Zealand.
The DHB structure was introduced in the 2000s. The DHBs manage public hospitals and other
healthcare services. They were funded by the New Zealand Ministry of Health (MoH) that
controlled the healthcare section. MoH determined rules and regulations establishing requirements
all public healthcare providers should adhere to. MoH had power to impose budget constraint on

individual hospitals and decide which services they should prioritise.

The public hospital was founded in 1847 but had several major rebuilds, the latest completed in
2008. The public hospital provided secondary healthcare service to a population of approximately
300,000 and tertiary healthcare services to a population of around 900,000 in New Zealand. The
public hospital provided all types of services available in New Zealand, e.g. allied health, emergency
services, mental health services, and palliative care. The DHB was led by a chief executive officer
and an executive leadership team consisting of 13 managers and directors. The DHB employed
around 5,300 full-time equivalent permanent employees where the majority were employed at the
public hospital. The public hospital also used a pool of casual staff to supplement if needed. The
hospital had a staff turnover of 12.6%. It had a full-time H&S manager, who led the H&S Services
department, including a MHP coordinator (0.6 FTE) and an occupational health physician. The
MHP coordinator was introduced as a fixed-term position and turned into a permanent, part-time
position in 2014. Three different people had served as MHP coordinator from 2007 to 2017. A
newly established MHP steering committee, which consisted of the general managers, the executive
directors, the professional heads, and the MHP coordinator, coordinated and advised on MHP. The
MHP coordinator was in charge of implementing, promoting, and maintaining the MHP
programme and for reviewing all MHP related incidents as well as training safe handling

representatives.
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Implementation of the MHP programme
Table 6.3 shows an overview of the implementation of the individual components of a MHP

programme at the public hospital.

The interviews and chronicle workshop identified implementation of aspects of all three of the
MHPG OSCs: policy development, workplace culture, and monitoring, evaluation, and audit. As

well as all five FCCs: risk assessment, techniques, training, equipment, and facility design.

Implementation of a MHP policy began when a part-time, fixed-term MHP coordinator was
employed to implement a MHP programme, including developing a MHP policy. Before the
employment, MHP was part of H&S without a specific policy or programme. The MHP
coordinator worked in isolation with good support from the H&S manager, however, there was not
much support from management, which made it difficult to implement the MHP programme. The
MHP coordinator identified and involved people that were passionate about MHP to gain support
for the programme. The MHP coordinator felt that management had a narrow approach to MHP
focusing on MHP training. The assistant director of nursing initiated an update of the policy, which
the MHP coordinator revised in collaboration with the safe handling representatives. The aim was
to create a more organised approach to MHP. However, there were still large differences in MHP
procedures between wards. This was explained by the chronicle workshops to be due to differences
in the charge nurses’ priority of MHP, which influenced the attitude of the safe handling

representatives.

A mining disaster in 2010 (Royal Commission on the Pike River Coal Mine Tragedy, 2012) and the
new H&S at Work Act from 2015, increased public attention towards safety in the healthcare sector
putting pressure on the sector to improve injury prevention. This raised the awareness in senior
management of their responsibilities. This led to an organisational restructure and the employment
of the new manager for corporate services, who had a strong focus on H&S, a new H&S manager,
and a permanent MHP coordinator. Especially the H&S manager pushed for the introduction of a
more robust approach towards MHP, particularly training, by working at a policy level trying to

gain top management support. This resulted in the introduction of a policy for competency checks
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on staff and the formation of a moving and handling advisory board with the authority to raise
problems and issues related to MHP at top management level. Establishing a moving and handling
advisory board was the joint effort of the H&S manager and the MHP coordinator. Further, the
new H&S at Work Act helped highlicht MHP at top management and board level, resulting in

more proactive engagement with the H&S manager aimed at reducing risks.

The Workplace culture at the public hospital was characterised by the values in the healthcare
sector, which prioritised patient rather than staff safety. Staff would subordinate own safety to fulfil
preference of patients related to equipment use and MHP techniques. Staff had low buy-in to safe
MHP, which they perceived to take more time and be unfeasible in a real-life setting and they were
reluctant to attend MHP training because it was not tailored to their specific tasks at individual
wards. Management perceived MHP training to be too time-consuming and was reluctant to release
staff, as this would remove staff from their core tasks. This was amplified by limited staff resources
and high workload. Further, some senior managers were perceived to lack of vision in relation to
staff safety. This might have been influenced by the economic situation for the hospital. Several
factors helped to raise awareness of MHP among staff. The MHP coordinator attended H&S
committee meetings and became more aware of the specific needs of each ward through the H&S
representatives, hence providing advice and support that were more accessible to staff. In addition,
introduction of H&S representatives in every department together with a focus on H&S and MHP
at the monthly ward meetings raised the awareness staff safety and its connection with patient

safety.

The public hospital was audited to the standard of the Accredited Employer programme.
However, this was not mentioned during the interviews or the chronicle workshops. Monitoring
and evaluation of MHP and H&S seemed to focus on incident and accident reporting. The MHP
coordinator was in the process of auditing all wards in relation to MHP for the first time. This was
encouraged by the new H&S manager. The MHP coordinator developed her own audit tool; a
simplified version of the THROPI audit (Fray and Hignett, 2013) she had learned while studying

for a certificate in moving and handling. She gave positive feedback, focused on improvements
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rather than faults to try to establish a more positive attitude towards MHP and the MHP
coordinator’s work. As a reaction to the mine disaster and the new H&S at Work Act, the hospital
focused more on incident and injury reporting and implemented a new incident management
system in 2012. Staff had some resistance to reporting injuries, which was perceived to be caused by
difficulties understanding the new system, not having access to a computer, and not having time to
fill in the form. However, the system and the pressure from outside were perceived to have resulted
in management taking responsibility and acting on reported incidents and prioritise H&S and MHP

higher.

Staff were perceived not to see the need for risk assessment of MHP. The MHP coordinator
found that staff lost interest during training sessions when they came to risk assessment, in part due
to the lack of formal MHP regulations. The permanent MHP coordinator and the safe handling
representatives tried to overcome this resistance by taking a more coordinated approach to training
staff in risk assessment by making the training more area specific. In addition, the H&S manager
attempted to use the new HSW Act 2015 to improve risk assessment of MHP but found that
managers did not see the need for it and found it too labour intensive. In order to ease to workload
associated with risk assessment, the H&S manager created templates the managers just needed to

adjust to their wards.

Many staff were not aware of correct MHP techniques. Further, some staff perceived safe MHP to
take too much time and increase their workload. To change this attitude, the MHP coordinator
introduced correct, evidence-based techniques through training. The MHP coordinator used the
MHPG and other resources made available by ACC, e.g. the former MHP guidelines, along with

knowledge gained from the postgraduate certificate in MHP to modify the information to staff.

The public hospital implemented and developed MHP training during the 10-year period. Initially,
it was initiated by two serious MHP related injuries to staff, which resulted in the public hospital
being fined. Firstly, MHP training was based on general MHP techniques, equipment, and risk
management conducted by the MHP coordinator. Subsequently, the MHP coordinator managed to

persuade management to establish ward trainers and “Train the trainers’, who were responsible for
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conducting on-ward training. The former MHP coordinator used a draft version of the MHPG to
change the training from generic MHP training to more ward specific training. In addition, the
MHP coordinator arranged meetings for the ward trainers, which facilitated discussion and
experience exchange and she supported the trainers by recognising them and helping them as much
as possible. The later change of training to focus on the need of the profession and the ward were
perceived to have increased staff attendance at training sessions. Still, the training at the wards
varied both because resources were not specifically allocated to MHP training and it was difficult to

persuade staff to become ward trainers.

Later, study days for safe handling representatives were introduced by the nurse educators on the
wards. They aimed at keeping safe handling representatives up to date with procedures and
equipment related to MHP. This improved dissemination of safe MHP knowledge during ward
training. Dissemination of MHP knowledge was further assisted through the availability of online
educational material and face-to-face sessions with low staff-to-trainer ratio on the wards developed
by the H&S manager, MHP coordinator, and ACC. Attendance at refresher training was initially
low, which was perceived to be due to high workload, unsupportive management, and that
refresher training was not tailored to the needs of staff. However, due to the online module and
focus on practical face-to-face sessions, the time required for refresher training was reduced. This
increased attendance to refresher training. Still, the awareness of safe MHP varied across the
hospital, mainly because doctors and non-clinical staff did not receive MHP training. Hence,
doctors had a lower awareness of MHP. The chronicle workshop described that some doctors and
ward managers had a negative attitude toward MHP, which were perceived to influence staff
attitude towards MHP trainers and training. The new H&S manager conducted a gap analysis of the
MHP programme to improve senior and middle management attitude and MHP training. The H&S
manager used the MHPG to argue for more time for MHP training. However, this was not yet
approved. The MHP coordinator attempted to create frontline management support by involving

them in implementation of MHP training, through supporting and talking to them.
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Implementation of MHP equipment happened throughout the period. MHP equipment was first
purchased as a result of the two serious injuries. Later equipment maintenance was improved after a
serious injury at another hospital caused by pootly maintained equipment. This increased availability
of MHP equipment introduced new procedures related to MHP, and new MHP training focusing
on equipment use. Implementation of equipment was restricted by the focus on patient safety
rather than staff safety, lack of buy-in amongst staff, and lack of safety visions from senior
management. People involved in implementing the MHP programme perceived the availability of
MHP equipment to be low, however senior management and many managers perceived it to be
sufficient. Media attention to the cost associated with broken MHP equipment and the MHP
coordinator’s support of MHP equipment purchase improved the understanding of the importance

of availability and use of equipment.

The hospital experienced an increased number of bariatric patients. There were not enough
resources to purchase enough bariatric equipment to make sure it was available when needed. The
assistant director of nursing and the MHP coordinator implemented a bariatric-bundle where they
rented bariatric equipment from a supplier who maintained it. This resulted in a reduction in
incidents related to MHP. The equipment advisory board introduced a computer-based system
aiming at optimising the equipment purchase process. At the same time, they restricted equipment
purchase to be able to follow the budget and implemented a new procurement policy transferring
the authority for procurement from the charge nurse to the equipment advisory board. Further,
staff found the procurement process difficult to understand, hence making it harder to purchase
new equipment. The challenges associated with acquiring new equipment resulted in a formal letter
- initiated by the occupational therapist in the medical assessment unit - arguing for the need for
additional equipment. Further, the MHP coordinator tried to overcome this challenge as well as a
being involved in procurement by involving the H&S manager. Both contributed in making

management aware of the problem.

The facilities at the public hospital were old and did not facilitate safe MHP. However, the public

hospital had limited funding available to facility updates due to the tight regulation from MoH. As a
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result, MHP was often not prioritised in facility updates and new builds. To some extent this was
amplified by that the MHP coordinator was not automatically included in the processes around
facility updates and new builds. In order to be involved and influence the facility design process, the
MHP coordinator used the information in the MHPG to argue for a prioritisation of MHP. This
often happened by the MHP coordinator showing up at building meetings with a tape measure and
the MHPG facility section in order to physically illustrate what it would require to incorporate
MHP into the design. Overall, this resulted in the creation of facilities that, to the extent possible,

accommodated safer MHP, hence became more MHP friendly.
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Table 6.3, continued How the public hospital implemented the different organisational system: components and core components of a MHP programme. Contextual levels are indicated as:

Supra-Macro (SM); Macro (Ma); Meso (Me); and Micro (Mz).

Component

Facilitating contextual
factor

Hindering contextual
factor

Mechanisms Outcomes

(Resource & Reasoning)

Five Core Components (FCC)

 New H&S manager with focus on MHP
(Ma)
+ Appointment of permanent part-time MHP

« Tack of formal MHP regulation (SM)
« Staff lack interest in risk assessment (Me)
+ Management find risk assessment of MHP time

Risk assessment

Resource: « Reduced workload for ward management
« Preparation and enactment of the new H&S at Work Act
Templates for implementation

coordinator (Ma) consuming (Me)
 Safe handling reps in the wards (Mi) Reasoning:
For ward management
+ Templates ma
- © Staff unaware of correct techniques (Mi) . g in technique
Techniques « Staff attitude to e o long) (Mi) ¢ !
« Permanent MHP coordinator (Ma)
+ Knowledge from MHP postgraduate certificate
Reasoning:
MHP coordinator
+ Using evidence based mat nsure use of correct techniques
Training “Fined for two serious MHP injurics (Ma) ] “Tntroduction of ward specific training
+ Part-time MHP coordinator (Ma) gement support for MHP (Me) "  Safe handling representatives spread knowledge on MHP
ff attendance at ref g (M) « Draft version of the MHPG « Improved attendance at MHP training
ad limited time for MHP (M) : MHP trainer meetings + More people became involved in promotion of MHP
+ Staff reluctant to be engaged in MHP task (M) by H&S manager
« Doctors did not see MHP as important rain the trainer’ approach
« Management atitude affect the + Introducing ward MHP trainers
training (Mi)
Reasoning:
Ha&S manager and MHP coordinator
+ Reduction face to face training time and adjusting refresher training to staff need improve attendance and
create positive attitude towards MHP
based on the MHPG will create senior management suppott and resoutces to extra training
- “Tntroduction of MHP equipment - both more equipment and different kinds of
Equipment and enactment of the new H&S at Work Act " !

to MHP, investigated by Department of
Labour (Ma)

equipment

ory Board

* Reduced numbers

* Increased awar

g 2 computer-ba
casier

ipment would reduce MHP inju
ing H&S manager strengthen the arguments for MHP equipment and increases the chance of purchase
ng in reduced injury

ng to acc

cquipment, then I cannot d

ate safe MHP

do not fac

« Tighter m.
ng to

« MHP coordinator not alway:

n (Mi)

agement of expe
mited resources (

cs from the MoH,

Facility design

(Ma)

* More MHP fri

and launch of the MHPG, especially the faci

Reasoni
MHP coordinator
« Using the information in the MHPG would make it possible to engage and influence the facility design
proce
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Case study 3 — “The frontrunner’
Description
Case study 3 ‘The frontrunner’ was a large public hospital within one the 20 DHB. It adhered to the

same regulations as the public hospital, i.e. MoH’s financial restrictions and regulations.

The frontrunner was founded in 1958 and was responsible for the delivery of secondary and tertiary
healthcare. Like the public hospital, the frontrunner provided all types of services available in the
New Zealand healthcare system, as well as responsibility for forensic care. The frontrunner
provided secondary service to a population of 630,000 and tertiary services to a population of
1,700,000, the hospital with the largest client group, which was the fastest growing as well. Due to
its geographical locations, this DHB had close collaboration with two other DHB. The three DHB
shared the same chairman of their boards. The frontrunner was led by a chief executive and an
executive leadership team consisting of nine directors and chief advisors. In addition to the
frontrunner, the DHB had two larger and two smaller facilities, as well as community facilities and
employed approximately 6,500 full-time equivalent permanent plus up to 1,500 casual staff. The
frontrunner had a staff turnover for all staff of 12.5%. The H&S department, which was led by a
full-time H&S manager and consisted of 20 people, mainly occupational H&S nurses, was
responsible for H&S. MHP was the responsibility of the MHP team led by a full-time employed
MHP cootdinator, two part-time administrators and 14 educators, who worked as educators at least
0.1 FTE. The current MHP coordinator had been employed for more than 10 years and led the
development of the MHP team. The MHP team and H&S department collaborated closely. The
MHP coordinator had developed a strong collaboration and relationship with ACC and was
involved in the development of the MHPG and secured funding from ACC to trial their MHP

programme, which would form the basis for the MHPG.

Implementation of the MHP programme
Table 6.4 shows an overview of the implementation of the individual components of a MHP

programme at the frontrunner.
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The interviews and chronicle workshop identified implementation of aspects of all three of the
MHPG OSC: policy development, workplace culture, and monitoring, evaluation, and audit. As

well as all five FCCs: risk assessment, techniques, training, equipment, and facility design.

The process of implementing a MHP policy and programme was initiated as a reaction from senior
management following a series of serious shoulder injuries caused by MHP. The MHP programme
was implemented through several smaller steps led by a newly appointed MHP coordinator in
collaboration with the H&S manager, and a consultant from ACC. They used information from
international MHP guidance material to develop a ‘No-lift’ and a ‘Do not catch a falling patient’
policies. In order to implement these policies, the MHP coordinator needed to challenge doctors
and people in high positions in the wards to persuade them of the benefits of the MHP
programme. This was done via engaging people, who opposed the MHP programme, and openly
arguing that the use of correct techniques and equipment would lower the number of injuries to
staff. Through this process, the lack of possibility to consult external MHP experts, who had
experience in implementing MHP programmes was a barrier, however, the H&S manager actively
supported the work of the MHP coordinator. The implementation of the new MHP policies

contributed to a decrease in incidents.

Senior management focused on patient safety, partly due to limited funding. When the new H&S at
work act was introduced, management provided funding to H&S in general, which was perceived to
draw funding away from MHP. As a result, the MHP coordinator used a bottom-up approach to
implement MHP policies, as this did not require senior management support. This was done
through engaging the individual ward managers, who believed in the benefits of safe MHP, rather
than attempting to change the entire organisation in one go. Further, the MHP coordinator
approached the H&S manager in an attempt to influence senior management. The H&S manager
implemented a targeted communication strategy for communicating new policies and procedures to

the people that need to know, which contributed to an increased awareness of these.

A change in workplace culture began after a number of significant shoulder and back injuries

caused by MHP, and the introduction of the first ACC MHP guideline. This raised the awareness
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and profile of MHP and the H&S manager managed to persuade the CEO that employing a MHP
coordinator would improve staff safety. Thus, a full-time MHP coordinator was appointed. This

helped MHP becoming a prioritised H&S area.

The frontrunner had economic constraints throughout the period due to low budgets and budget
cuts. Further, the organisational vision, ‘Best care for everyone’, was ingrained in the workplace culture,
which prioritised patient safety above staff safety. It was difficult to implement new initiatives
because of resistance towards change among staff and because the healthcare sector was highly
regulated by rules and procedures. At the same time, there was no involvement from MoH or
support from national level to MHP. This could be interpreted as a lack of priority and contributed
to MHP not being prioritised. To overcome the resistance, the MHP coordinator recruited MHP
champions by persuading one person at the time. Especially having managers in the specific areas
that saw the importance of MHP supported the implementation. In order to assist the supportive

managers, the MHP coordinator directly approached them.

The frontrunner had a process of integrating MHP and H&S, despite the MHP team being a part
of the H&S department. Allocating staff from the H&S department to specific areas lowered
resistance towards MHP, as the H&S staff gained direct access to both management and staff. In
addition, the H&S department had the mandate to ‘force’ areas to improve MHP practices if need,
however, this was rarely necessary. The H&S department introduced a rehabilitation programme
for staff returning from injury related to MHP. Together with the establishment of WorkSafe, and
the preparation and enactment of the new H&S at Work Act, this increased staff awareness of H&S

and MHP and increased number of staff attending MHP training.

Monitoring and evaluation of the MHP programme focused on Audits and monitoring of MHP
related injuries. The frontrunner was audited to the standard of ACC’s Accredited Employers
Programme, which included a yearly internal H&S audit. The H&S manager included MHP in the
electronic audit system, which alerted managers automatically when an audit was due. This resulted
in more MHP audits and compliance with audits. The H&S department introduced two digital

support systems. One system calculated staffing needs based on patient acuity. The other provided
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a care plan for patients, including MHP needs. Together they highlighted the workload at the
frontrunner, hereby increasing an acceptance among staff and middle management that a high
workload can lead to an increased injury reporting. As a consequence of the MHP team not being a
part of the H&S department, the monitoring of MHP related injuries was difficult as differences
between the H&S department and the MHP team made it hard to see relationships. This was
reinforced by the frontrunner focusing more on information on patient safety and patient

experience rather than staff experiences.

The two digital systems calculating staffing needs and the care plan including MHP requirements
became part of the risk assessment process related to patients and MHP. Before this, the hazard
register was where the MHP risks were mentioned. However, the register was not visible and the
awareness of it was low. When the human resources manager integrated the hazard register with the
organisational risk register it increased access to and visibility of hazards related to MHP and
resulted in higher awareness of MHP related hazards. In addition, this ensured that staff conducted

MHP related risk assessments of new patients.

The Frontrunner implemented many of the techniques described in the MHPG before the
MHPG was launched because the MHP coordinator was involved in the development of the
MHPG. Nevertheless, staff at the frontrunner were perceived to have a poor attitude towards
MHP, which affected the appliance of the new techniques. Further, the frontrunner had a high
turnover of staff, partly due to its geographical location, which imposed high living expenses on
staff. As a result, the frontrunner struggled to maintain a critical mass of staff using safe MHP
techniques. The frontrunner was perceived as an exemplar in relation to implementing safe MHP
techniques, which senior management found motivating as it promoted the general perception of
the frontrunner. This resulted in an increased attention towards MHP from management, in part
because senior management expected the improved MHP techniques, through fewer injuries, would

lead to a reduced levy.

MHP training was initiated after the MHP coordinator established collaboration with ACC that

provided funding for piloting mandatory MHP training for all clinical staff. Alongside the
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employment of the MHP coordinator, this helped to highlight MHP as an important H&S area.
The MHP coordinator and the H&S manager established a MHP team by advertising for staff
interested in MHP. This identified potential trainers, who were passionate about MHP after the
MHP coordinator had convinced management to appoint MHP trainers on the wards, by arguing
that this would increase the quality and consistency of MHP. These trainers became responsible for
in-service training on the wards, e.g. in equipment use. The trainers received training on special
MHP training days. This supported the subsequent introduction and use of new equipment by the
MHP trainers serving as ambassadors for and as an easy accessible expert in safe MHP. Further, the
MHP coordinator was able to get MHP included in the general staff orientation by arguing that this
would increase attendance of the MHP training, because the individual wards would not have to

pay salary to the staff being trained, as salary when being on orientation were covered centrally.

Mainly because of high workloads and understaffing, the MHP training was not prioritised on all
wards and staff was not released for training because it was perceived to increase risk for the
remaining staff. This hindered implementation of safe MHP. Lack of training facilities and the need
for a low trainer to staff ratio reduced the number of MHP training sessions offered so that it could
not keep up with the demand for sessions. In order to accommodate the increased need for
training, the MHP coordinator was able to push for an upgrade of the training facilities for MHP.
This was done trough arguing to senior management that better training facilities would increase
attendance, hereby increase number of staff being trained, which would reduce the number of

injuries occurring.

The frontrunner gradually implemented more and more advanced MHP equipment. Overall, this
was assisted by the frontrunner having a more organised approach to the introduction of new
equipment. The MHP coordinator established a close relationship with MHP equipment suppliers,
which included open discussions about benefits of different equipment and suppliers providing free
training in equipment use when purchasing equipment. However, government purchasing rules
made this difficult. In order to encourage staff to use the equipment, the MHP coordinator

emphasised that staff safety also is patient safety, hence by using the equipment staff would ensure
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patient care. Furthermore, the increasing number of bariatric patients served as an argument for

introducing and using MHP equipment.

The selection of MHP equipment was led by the director of nursing supported by the H&S
manager and the MHP coordinator. They used a participatory process encouraging nurses,
physiotherapists, and other staff to participate in finding the best equipment for the whole hospital.
Decisions about purchase were often based on a cost-benefit discussion. The budget committee, of
which the MHP coordinator was not a member, made the final decision about purchase of
equipment including MHP equipment. The decision was mainly made based on how the equipment
benefitted patient care and not staff safety, hence creating a barrier for implementation of new
MHP equipment. Maintenance of MHP equipment improved after a clinical engineering

department was established and introduction of an asset management system.

In addition, the enactment of the new H&S at Work Act assisted to highlight the need for more
MHP equipment. This was the case, as the H&S at Work Act emphasised senior management
responsibilities with respect to staff safety as well as stating the staff should have appropriate and
sufficient equipment. Hereby senior management was obligated to ensure sufficient MHP

equipment was being introduced.

Design of facilities was influenced by limited budgets and the frontrunner having out-dated
facilities. It often did not include consideration of design that facilitated MHP. The H&S manager
wrote to the board of the hospital describing that it would be cheaper to include safe MHP
measures, e.g. ceiling hoists, when building rather than adding these later. This led to the MHP
coordinator being involved as a consultant when a new unit was built. However, through arguing
for the benefits of MHP safe facilities to staff safety and patient care, the MHP coordinator still had
to push to be able to consult on facility design, resulting in the MHP team gradually became more
involved in the facility design process. When involved, the MHP team often used the MHPG
facility section to argue for larger rooms and design for, at least partial, ceiling hoists. As a result,
facilities at the frontrunner became more MHP friendly with a reduced workload for staff as

patients were easier to handle.
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Table 6.4, continued How the frontrunner implemented the different organisational system components and core components of a MHP programme. Contexctual levels are indicated as:

Supra-Macro (SM); Macro (Ma); Meso (Me); and Micro (Mz).

Component

Facilitating contextual
factor

Hindering contextual
factor

Mechanisms

Outcomes

(Resource & Reasoning)

Five Core Components (FCC)

Risk assessment

* Low visibility of hazard register (Ma)
« Focus on patient safety rather than staff
safety (Ma)

Resource:

« H&S Hazard register integrated into organisational risk register
» Electronic system calculation of staffing

» Electronic patient care plan

Reasoning:

H&S manager

« Integration of MHP in organisational risks leads to management and staff awareness and to better MHP
hazard management

For staff involved in MHP

« Care plan has to be completed, including MHP risk assessment

 Increased awareness of MHP related hazards
* MHP risk assessment performed for new patients

* MHP coordinator involved in the
development of the MHPG (Ma)
* The existence of a MHP team (Me)

Techniques

« High staff turnover (Ma)
« Staff having poor attitude towards MHP

Resource:
« Preparation the MHPG,

Reasoning:
For senior management and the board
« Using correct techniques will reduce injuries, hereby lowering the levy

MHP coordinator
« If staff are aware of best MHP techniques, the risk of injuries will be reduced

« Improved knowledge of safe MHP techniques among staff
« Increased attention towards MHP among management

HHN%H&DW « Partnership with ACC plus financial + Ward management do not consider MHP Resource: * MHP incorporated into orientation
support (Ma) as important (Ma) * Preparation of the MHPG « Increased use of equipment
« Full-time MHP coordinator (Ma) « Insufficient number of staff (Ma) « MHP in orientation * More staff trained
* Dedicated MHP training room (Ma) « Insufficient resources for training (Ma) * MHP in ward training « Not all clinical staff released for MHP training
* MHP trainers (Me) « Staff not released for training due to
prioritisation on wards (Me) Reasoning:
* High staff turnover (Ma) For staff involved in MHP
« [dentifying trainers that have pride in MHP will increase quality of training
« Using a group of trained trainer will improve consistency of training
Frontline management
« Releasing staff for MHP training increase risk of injuries
E Cw ment * More bariatric patients (SM) * Government purchasing rules (SM) Resource: ystemised and effective approach to equipment maintenance
A._ T « Establishment of Clinical Engineering * MHP coordinator not included in + Communication with equipment suppliers

Department (Ma)
« Participatory approach to equipment
purchase (Me)

procurement (Ma)
+ Budget committee approved equipment
that improved patients safety (Ma)

 Assets management system
* New H&S at Work Act

Reasoning:

For senior management and the board

* Does MHP equipment improve patient care? « We are legally obligated to ensure sufficient MHP
equipment

For staff involved in MHP
» Staff safety is patient safety

* The MHP team (Me)

wum.nu_.—n% QﬁmHWD * Supportive H&S manager (Mi)

« Having out-dated facilities (Ma)

+ Budget constraints and lack of funding for
MHP (Ma)

* MHP coordinator not involved in facility
design

Resource:
* MHPG, facility section

Reasoning:

For senior management and the board

* MHP friendly facilities will lower workload for staff
 [tis too costly to design for ceiling hoists?

For staff involved in MHP
« Having sufficient facilities will improve staff safety

+ MHP team more involved in facility design
« Partially improved facilities for MHP
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Discussion

This section will start by summarising the similarities and differences between the three case
study organisations followed by a discussion of what motivated each of the case study
organisations to implement a MHP programme. Finally, the process of implementing the MHP
programme components and contextual factors hindering and facilitating the implementation

will be discussed.

The case study organisations

The three hospitals included in this study had a number of similarities. All of them had work
within the regulations and legislation outlined by the MoH. Further, the services provided by the
hospital were comparable, especially between the public hospital and the frontrunner as they
both were public hospitals with tertiary responsibilities. In addition, both the public hospital and
the frontrunner were located in larger urban areas, hence both having a large catchment area.
Still, the three hospitals were quite different and had unique contextual factors that strongly
affected the implementation of the MHP programme and provided them with special
opportunities. The private hospital benefited from the merger between two hospitals, which
initiated a discussion about how to develop joint practices, policies, and procedures that
provided an opportunity to improve the MHP practices as well as highlight the importance of
MHP. The public hospital employed a H&S manager, who had a large focus on MHP and
pushed for the introduction of a more robust approach towards MHP training, and a new chief
operating officer, who had a strong focus on H&S, especially staff safety. Together these two
employments raised the importance of MHP at the public hospital. The frontrunner employed a
full-time MHP consultant, who was extremely dedicated. Through the initiatives of the MHP
coordinator, the frontrunner was able to establish a partnership with ACC within the area of
MHP. This resulted in ACC providing financial support to the frontrunner in order to develop
and trial a MHP programme. This positioned the frontrunner in a favourable position with

respect to implementing a MHP programme.
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Motivation for implementing a MHP programme

The initial motivation for initiating the implementation of a MHP programme was initiated by
staff experiencing serious injuries related to MHP. The private hospital and the frontrunner
started their implementation after analysis of MHP injuries. The public hospital’s
implementation was initiated after being fined because of two MHP related staff accidents. Thus,
for all hospitals, implementation was driven by the burden of MHP related injuries and desire to
reduce these injuries and the associated costs. In addition, all three hospitals acknowledged that
the increasing number of bariatric patients increased the need for safer patient handling. This
finding echoes Stenger et al (2007), which found that the main factor motivating the initiation of
a move towards safer MHP was a high number of MHP related injuries to nurses (Stenger et al.,

2007).

Later on, all three hospitals were motivated to further develop and support their MHP
programmes by the new Health and Safety at Work Act 2015, which emphasised senior
management responsibility, worker engagement, and a risk management. The new act was used
by H&S managers and MHP coordinators to make top management more aware of their H&S

and MHP responsibilities.

The process of implementing a MHP programme

The implementation of the MHP programme in the three hospitals was a gradual process with
smaller and larger changes, which continuously improved MHP practices. All case studies had
introduced components of a MHP programme, MHP training and equipment before the launch
of the MHPG. As a result, the MHPG was primarily used to check and optimise existing MHP
programme components rather than developing a programme from scratch. The MHP
coordinators and H&S managers particularly used the MHPG as a support when influencing

management, staff, architects, and builders.

The implementation process in all hospitals was driven by a passionate individual who saw the
need for MHP. At the private hospital and the frontrunner, the H&S managers initiated the

development of a MHP programme before passing it on to a dedicated MHP coordinator. In the
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public hospital, the MHP coordinator identified the need for a MHP programme. These people
worked partially in isolation and were at times the sole person prioritising MHP within the
organisation. They had to work on an organisational level to identify supportive persons in the
organisations as well as to be accepted, and wanted, as a role and advisor. They particularly
found support in H&S managers, trainers and some senior or middle managers that were
supportive of MHP. Theberge and Neumann (2010) have previously described that ergonomists,
in the same way, need to establish organisational support before initiating ergonomic
interventions in workplaces. They state that the person responsible for the implementation needs
to get people in the organisation on board, make sure they understand the need for the
intervention and assign resources to it (Theberge and Neumann, 2010). Thus, if a person
responsible for implementation experiences organisational resistance, they should attempt to
created coalitions with committed senior and middle managers in order to facilitate

implementation of the programme.

Within all case study organisations, the introduction or change of policies relating to MHP, e.g.
techniques (e.g. ‘Do not catch a falling patient’) or use of equipment before introducing training,
seemed to have highlighted the importance of MHP, hence helping to create management
support and lower staff resistance. Lee et al (2018) reported that following the introduction of a
MHP policy, as a part of a MHP programme enforced by safe MHP legislation in California,
there was an improvement in nurses perceiving the MHP programme to be very good or
excellent (Lee et al., 2018). This support the findings from the current study that introduction of
a MHP policy helps improve staff attitude towards MHP. Hence, it can be speculated that the
improved staff attitude is related to the process of creating policies, which require organisational

work.

In all three hospitals, workplace culture, especially management support, greatly influenced
how well the different components of the MHP programme were being implemented. Especially
ward and area managers, and charge nurses had a large influence on staff’s attitude towards

MHP training and workplace culture. At the private hospital staff’s resistance to change was
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perceived to be the biggest challenge for implementation. Staff resistance also affected the public
hospital and the frontrunner, however, time constraints and heavy workload seemed to be larger
barriers that created the negative attitude amongst staff at the public hospital. These findings
correspond with previous studies, as lack of willingness to change has been identified as one the
most common barriers when implementing MHP programme components (Koppelaar et al.,
2009). Further, lack of management support or interest in a given topic has been shown to be a
barrier for the implementation of both evidence based practice (Dogherty et al., 2013) and MHP
programmes (Koppelaar et al., 2009; Lahti et al., 2019). In addition, the presence of a poor
workplace culture has recently been reported as a barrier for implementation (Kanaskie and

Snyder, 2018).

During the process of implementing of initiatives around monitoring, evaluation, and audits,
all case organisations experienced an increasing focus on incident and injury reporting, which
was influenced by the new H&S Act and an increased media focus on H&S in general and on
injuries in the healthcare sector in particular. This led to a more systematic injury reporting,
better identification of MHP risks, a higher awareness amongst staff, management, and top
management, and greater acceptance of MHP initiatives. Combined, this served as a facilitator
for the implementation of MHP practices. If the increased focus on injury reporting resulting in
more incidents and injuries being reported in all three case studies was a trend throughout the
entire healthcare sector, this could potentially have acted as a contributing factor to the increased

injury claims rates observed four years after the introduction of the MHPG (Study 1).

At both the public hospital and the frontrunner, staff and management had a low interest and/
or awareness of risk assessment, which resulted in an incomplete integration of risk assessment
in relation to MHP, which served as a barrier for implementing the risk assessment. To change
this, the H&S manager at the public hospital attempted to increase use by linking the new H&S
legislation. Another approach was applied by the frontrunner, which integrated MHP related risk
assessment into the organisational risk register. This assisted in creating an increased awareness

and ensured the risk assessment of new patients was performed. Previous studies have
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highlighted the importance of risk assessment in a MHP programme (Hignett, 2003; Nelson et
al., 2006). However, neither of these studies provides guidance on how to perform the

implementation of risk assessment.

All organisations first introduced general MHP training and techniques, which they over time
tailored to the local needs. However, all hospital experienced resistance amongst staff towards
new techniques and use of equipment. The public hospital and the frontrunner also had
difficulties making staff attend MHP training. This was perceived to be caused by staff not
having time to attend because of understaffing in certain areas and some ward managers not
wanting to release staff for training. Some ward managers even perceived that attending training
would increase risk of injuries from MHP to the staff remaining at the ward. Previous studies
also found that lack of staff (Dogherty et al., 2013; Engkvist, 2008; Kanaskie and Snyder, 2018;
Olkowski and Stolfi, 2014; Silverstein et al., 2012) and insufficient time (Dogherty et al., 2013;
Kanaskie and Snyder, 2018; Krill et al., 2012) hindered the implementation of a MHP

programme. However, they did not identify the role the ward managers played.

Limited funding for equipment purchases, complicated procurement processes, and
management’s attitude that staff needed to go and get equipment or wait for it to be available
were factors that resulted in low availability of MHP equipment in some areas which were
identified as barriers for practising safe MHP. Complicated procurement processes particularly
affected the two public hospitals. They implemented processes to manage the limited resources
available for equipment purchases in general, as they had the tightest budget because they had to
apply to MoH budgets. The procurement committees at the two public hospitals focused on
following the MoH’s procurement rules, cost-benefit analysis and on equipment that increased
patient safety. They perceived MHP equipment to only improve staff safety, which led to MHP
equipment being placed lower on the list of priority. Previous studies have identified both the
availability of equipment (Dogherty et al., 2013; Engkvist, 2008; Koppelaar et al., 2009; Krill et
al., 2012; Olkowski and Stolfi, 2014), and budget constraints (Dogherty et al., 2013; Silverstein et

al., 2012) as barriers for implementation of MHP programmes. However, they have not
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identified how values in the healthcare sector, management attitude towards availability of MHP
equipment, the perception of procurement committees and procurement processes can be

barriers to purchase and use of MHP equipment, thus promoting unsafe MHP.

The facilities at all hospitals were identified as a barrier for safe MHP. All hospitals had facilities
that hindered the use of MHP equipment. However, when facilities were updated or renovated,
it provided an opportunity to make them more MHP friendly. These opportunities were used by
MHP coordinators and H&S managers at all hospitals when they became aware of them. Neither
MHP coordinators nor H&S managers were automatically involved at the early stage of the
renovation process and had to fight to be involved. When they were involved, they (the MHP
coordinator at the public hospital and the frontrunner, and the national H&S manager at the
private hospital) used the MHPG to argue for room design that accommodated use of MHP
equipment. In some cases, it resulted in standards that exceeded MoH’s standards. The MHPG
identified that the MoH standard was inadequate. However, architects and engineers were
reluctant to involve others and in particular local staff working in the areas. This resulted in

other cases in facilities with insufficient space and too narrow doors for use of MHP equipment.

Despite the healthcare sector perceiving the MHP programme at the frontrunner to be an
exemplar, the case studies showed that the frontrunner also struggled to implement their MHP
programme. In particular, low middle management support, which resulted in fewer staff than
expected being released for training, and the rigidity of the procurement process, which resulted
in a lack of MHP equipment being available, were barriers for the implementation of the MHP

programme.

In order to facilitate organisational changes, all three case studies highlighted the importance of
the opportunity for experience exchange between actors seeing the need for a MHP programme.
These opportunities happen both inside, e.g. study days for MHP representatives, as well outside
the organisation, e.g. cross DHB networks for MHP coordinators. Individually the actor
predominantly had no or low organisational power, however, when creating coalitions, where

they could synchronise efforts or develop joint strategies, they had greater impact.
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Summary of the findings

The case studies showed that the healthcare sector valued patient safety as the highest priority,
and staff safety as at least secondary. As a result, the occurrence of serious injuties to staff
following MHP was the motivation for initiating the organisational changes needed to
implement a MHP programme using components from the MHPG. Hence, senior management
attention towards the importance of MHP was a precondition for the MHPG to work. The
introduction of a MHP programme in any of the three case study organisations relied on a
passionate actor, the MHP coordinators, to drive (design and implement) the programme. The
actor responsible for driving the programme needed to gain organisational support from senior
managers. Further, the implementation of components from the MHPG was influenced by the
presence of parallel programmes, resources, and external attention, e.g. legislation prioritising

H&S, and increased media attention towards the healthcare sectort.

In all organisation, implementation of a MHP programme happened through an on-going
process that improved MHP practices via smaller and larger changes in the organisations. These
changes were facilitated by the opportunities for experience exchange, both internal and external
to the organisation, between actors supporting a MHP programme. Further, the study showed
the all three hospitals, to a various degree, had components of a MHP programme prior to the
MHPG being introduced. Hence, the organisations did not need to create an entire MHP

programme, thus they used the MHPG to check and optimise their existing MHP programmes.

Within all hospitals, internal contextual factors such as lack of management support, resistance
toward change amongst staff, low availability of equipment, and inadequate facilities for safe
MHP served as barriers for implementation of a MHP programme. These factors were especially
prominent in contexts with limited budgets and staff shortage. In order to overcome the barriers
associated with the implementation of a MHP programme, the key actors responsible for the
implementation would benefit from having the possibility of having training, which could have

taught them how to overcome the resistance in the organisation.
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Limitations and strengths

The main limitation of this study relates to the organisations taken part. As all participation was
voluntary, only organisations that prioritised MHP and saw the benefits of having a MHP
programme were willing to participate. As a result, organisations that did not consider MHP to
be important were not possible to include as a case study organisation. Further, the feasibility of
the chronicle workshop approach is greater in organisations characterised as being open and
willing to investigate own practices and procedures (Gensby, 2014). This results in a selection
bias towards organisations focused and motivated towards change, increasing the likelihood of
successful outcomes. In addition, only including hospitals in the case studies led to an
unbalanced focus on hospitals. However, as the MHPG developers anticipated hospitals,
especially public hospitals, to be drivers of change within the healthcare sector, looking at
hospitals would be in accordance with the expectations of programme theory of the MHPG.
Also, by only investigating one subsector of the healthcare sector made it possible to identify
difference or commonalities that might else could have been explained by differences in context
due to being in different subsectors. In addition, due to limited resources within the study, it was
necessaty to limit the numbers of case studies. Thus, limiting the influential contextual factors to

one subsectot.

A second limitation is that the study did not include observations ot interviews with either staff
only have a carer role or management that opposed the MHP programme. As a result, we only
have opinions from people that were clearly supporting the implementation of a MHP

programme.

As a methodology, chronicle workshop has limitations that need to be considered. Some of the
limitations exist due to the selection criteria of the participants in the workshop (Hansen and
Pedersen, 2014). There is a potential risk of a ‘knowledge hierarchy’ that position facts above
emotions, e.g. statements based on feeling rather than facts are being marginalised (Hansen and
Pedersen, 2014). This is primarily due to an explicit focus on events, actors, and specific times

throughout the workshop. This potentially positions certain participants more favourably with
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respect to definition power. As a result, these individuals have a greater impact on the shared
history and have an increased possibility to push through their personal beliefs. However, this
was not experienced during any of the workshops in this study, hence the findings are unaffected

by this.

A further limitation of the study was that we only were capable of including top management in
the chronicle workshop in one of the case studies, whereas the two other case studies had a
larger focus on ward than the organisation as a whole. Nevertheless, the same contextual factors
were revealed across the three case studies indicating that the lack of top management

participation in the chronicle workshop did not affect the outcomes of the workshops.

A strength of the study was the mixed-methods approach using both interviews, document
review, and chronicle workshops. This allowed for triangulation as well as for the opportunity to
collect supplementary information on issues that was not fully revealed following either the

interviews or chronicle workshop.

Using chronicle workshop has distinct advantages as it can i) identify a range of contextual
factors affecting how an organisation implements interventions; ii) provide information about
historical events that might have influenced the outcome of a specific intervention and help
identify how much of the outcome was a result of a particular intervention and how much was
influenced by other factors. In some ways this may be considered an alternative for pre and post
assessments and case-control studies when it is impossible to do these; and iii) gathering people
with different perspectives on the intervention affords an opportunity for to identify and discuss
different factors that may have influenced the intervention. This would only have been otherwise
possible through multiple interviews and re-interviews when unexpected or alternative factors
were identified by some interviewees. Thus, Chronicle workshops are more time efficient in

identifying outcomes and factors influencing interventions.
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Chapter 7. Discussion

Whilst the five studies in this thesis have each contributed, individually, to an increased
understanding of “‘What makes a moving and handling people guideline work?’, the question has
only been partially answered. This is because ‘what works’ is strongly affected by the context in
which it is intended to work. Hence there is no single or easy answer to this question.
Nevertheless, the findings of the five studies in this thesis add to our understanding of ‘what
worked, for whom, under what circumstances, and why they may have worked for some, but not

for others’ when a specific MHP guideline - the New Zealand MHPG - was introduced.

The first five sections in this chapter discuss how each of the five studies contributed to
answering the five aims of the thesis. This is followed by a section that specifically addresses the
question in the title of the thesis: “‘What makes an MHP guideline work?’ The final section

discusses limitations and strengths of the thesis.

What was the impact of a MHP guideline on injury claims rate

The analysis of the ACC claims data (Study 1) showed that MHP related claims rates and claims
costs declined across the healthcare sector in New Zealand before the introduction of the
MHPG and that they increased in the four years after the introduction of the MHPG. However,
this finding does not necessarily mean that the MHPG has not helped to reduce MHP injury

risk.

Some previous evaluations of the impact of introducing a MHP programme, which included
funding of equipment or support from commercial companies, reported reductions in claims
rates to various degrees (Dennerlein et al., 2017; Fagerstrém, 2013; Kurowski et al., 2017; Martin
et al., 2009; Michaelis and Hermann, 2010; Nelson et al., 2006; Powell-Cope et al., 2014). Other
evaluations have shown no impact (Schoenfisch et al., 2013; Silverstein et al., 2011, 2012). The
findings from the ACC claims data (Study 1) support the latter, but add to the uncertainty about

the contribution of MHP programmes in reducing claims rates.
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The findings from the questionnaire studies (Studies 3 and 4) and the case studies (Study 5) have
helped identified reasons why the MHP claims rate might not have declined or even why it
increased. The first analysis of the questionnaire (Study 3) showed that the key actors with
respect to the MHPG, e.g. H&S managers, MHP coordinators, and therapists, identified by the
programme theory (Study 2), were aware of its existence as well as used it. Hence, a lack of
awareness of the MHPG amongst the key actors cannot explain the absence of an impact
following the introduction of the MHPG. Further, the introduction of the MHPG could have
increased awareness of MHP as a risk factor, thus contributing to more people reporting MHP
related injuries that they would not earlier have reported. This could lead to increased number of
reported MHP related injuries, which could lead to more MHP related injury claims to ACC and
to more accepted MHP injury claims. However, comparing the overall awareness between the
MHPG and the former ACC MHP guideline did not show any difference in the proportion
being aware, with both being around 55% (Olsen et al., 2016). The second analysis of the
questionnaire (Study 4) showed that the change resulting from use of the components in the
MHPG, in general, was low. If little change after use of the MHPG occurred, then little or no
change in the claims rate would be expected, as MHP would happen in the same fashion as

before the introduction of the MHPG. However, this cannot explain the increase in claims rates.

The case studies (Study 5) identified that the preparation and enactment of the new H&S
legislation; the “Health and Safety at Work Act 2015” together with an increased media focus on
top management’s liability considerably changed the priority of H&S and MHP within the
organisations and led to increased focus on injuries and injury reporting. It can be hypothesised
that the effect found in the case study organisations could be found in the entire healthcare
sector because the new legislation and the media focus affected the entire healthcare sector in
New Zealand. This could also help to explain why the MHP related injury claims rate increased,

thus hiding any visible effect of the MHPG.

Another explanation could be that potential positive effects of the MHPG have been

counteracted by other factors. From the case studies (Study 5) we know that the New Zealand
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population was getting increasingly heavier and the proportion of bariatric patients was
constantly increasing, thereby putting an increasingly bigger burden on the healthcare sector. At
the same time, the healthcare sector had a workforce that was getting increasingly older. Both of
these factors would be expected to increase the risk of injuries related to MHP. Furthermore,
there have been several budget cuts in the healthcare sector in New Zealand, thereby increasing
the workload on the remaining staff. Taken altogether, these factors could potentially have

increased the risks of injuries related to MHP.

Thus, an automatic reduction in injury claims rate cannot necessarily be expected just because a
MHP guideline is introduced into the healthcare sector. The reason for this is that the impact of
a MHP guideline is affected by several contextual factors, such as i) parallel programmes and
legislation that might affect injury reporting, ii) awareness of the MHP guideline amongst
intended users together with an increased awareness of risk related to MHP, and iii) that use of
the guideline needs to lead to change within organisations in order to reduce injuries. Therefore,
in order to better assess the impact of a MHP guideline, it is necessary to monitor injury claims
over a longer time period because it is possible that the introduction of the guideline might
influence the prevalence of reporting of MHP injuries. Hence, all interventions aimed at
reducing injury claims rates might initially increase reporting of injuries due to increased
awareness. Further, it is important to look at all kinds of interventions that could affect injury
rates. Consequently, changes cannot be expected following the implementation of a single
initiative when attempting to change practices within a sector that is being influenced by several

other simultaneous interventions.

In conclusion, the potentially positive effects of the introduction of a MHP guideline on injury
claims rates and costs may be counteracted by several wider influences/contextual factors and

parallel interventions.

How was a MHP guideline intended to work?

The study of the MHPG programme theory (Study 2) showed that the implementation of the

MHPG was anticipated to be influenced by contextual factors at micro, macro, and supra-macro
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levels. The main users and the key actors for implementing the MHPG were MHP coordinators,
H&S managers, therapists, and managers in charge of MHP. Still, the main drivers of the
implementation process were expected to be the MHP coordinator and the H&S manager. The
MHPG mainly provided arguments for implementation that were based on ethical, economic,
and to some extent legal reasoning. Finally, the developers of the MHPG argued for the
implementation of a multifaceted MHP programme where the implementation of the OSC
should create the foundation for implementing the FCC. By having the OSC implemented, in
particular the MHP policy, the organisation could establish how MHP risks were to be assessed,
which techniques should be used, the equipment needed, and the facilities required to support
the use of techniques and equipment. Subsequently, the training in risk assessment, techniques,

and equipment use would ensure that staff were capable of performing safe MHP.

No previous studies have identified how a MHP guideline is intended to work. The study of the
MHPG programme theory (Study 2) may, therefore, be considered to be a first attempt to
understand how the developers intended a MHP guideline to work. However, solely identifying
the theoretical programme theory, e.g. how the developers planned it to work, of any MHP
guideline does not tell you how it worked. In order to answer such a question, the programme

theory needs to be supplemented by information from subsequent studies.

The findings from the first questionnaire analysis (Study 3) showed that the intended key actors
(H&S managers, MHP coordinators, and therapists) were aware of the MHPG. This indicates
that the dissemination strategy applied by the MHPG developers was successful in reaching who
they believed to be the most important actors with respect to the implementation process.
Further, the developers acknowledged that managers were an important user group. In contrast,
however, there was no strategy for reaching senior management. This lack of reach is to some
extent illustrated by the finding from the first questionnaire analysis (Study 3) in which fewer
managers were aware and used the MHPG compared to H&S managers, MHP coordinators, and
therapists. As a consequence, all of the key actors that were aware of the MHPG lacked

organisational power with respect to influencing senior management and facilitating
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organisational changes. Hence, they were not in a position to facilitate change in the organisation
without gaining management support. As a result, the MHPG should have been supplemented
or combined with other interventions that specifically targeted a different set of users, who
possessed sufficient organisational power to facilitate change. A logical alternative could have

been to focus more on reaching senior management, medical doctors, and facility designers.

The analysis of the MHPG programme theory (Study 2) showed that the MHPG provided
superficial guidance on how to overcome the barriers associated with implementation. The
MHPG advised that senior management support should be obtained. It also advised that an
implementation group should be assembled and that this group should consist or include people
who were able to exert influence (power) within the organisation. However, it did not provide
guidance on how to actually do that. This was illustrated by the case studies (Study 5) identifying
that lack of management support was a big barrier for implementing a MHP programme. As a
result, the implementers in the organisations spent a lot of time and energy trying to secure
management support. This indicates that guidance on obtaining senior management support was
a missing part of the programme theory. Furthermore, the absence of proper implementation
guidance for the different components in the MHPG effectively resulted in the MHPG being
positioned unfavourably with respect to being used, as it did not assist the users in practical
implementation. Richens et al (2004) reported that implementation from a political perspective
receives less attention than the development of the actual guideline, hence focusing on the
content of the guideline rather than the implementation. The lack of focus on implementation is
the consequence of guideline developers commonly considering the organisations to be
responsible for implementing a guideline, as well as believing that the bare existence of a
guideline automatically leads to implementation (Gagliardi et al., 2011; Richens et al., 2004).
Taken altogether, the combination of influencing factors mentioned above could explain the lack

of implementation guidance provided alongside the MHPG.

In addition, the case studies (Study 5) indicate that lack of involvement from stakeholders on a

national level, e.g. MoH, was a barrier with respect to establishing MHP as a priority area within
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the healthcare sector. By having a low priority, it was difficult for the key actors in the
implementation process (H&S managers, MHP coordinators, and therapists) to create an
environment that supported the implementation of a MHP programme, Hence, the MHPG
developers should have focused more on engaging stakeholders on a national level in order to
secure that the entire healthcare sector was aware of the importance of MHP. However, the
interviews with the MHPG developers indicated that the MoH did not show interest in the
development of the MHPG and did not want to participate, despite being approached by the

MHPG developers on several occasions.

In conclusion, the development and design of a MHP guideline need to be so that it embraces
the sector as well as its understanding of H&S and the importance of MHP. The guideline
should cover a topic that is considered to be important for the sector or create a strategy that
outlines how MHP becomes an established topic of importance. As a result, the guideline should
at least accommodate the structures and processes already established as well as the legislation
within the context where it is intended to work, i.e. it should make sense for the organisation. In
addition, parallel programmes should be developed to change the context to support

implementation. Otherwise, there is a risk that the intended users will not use it.

What was the awareness and use of a MHP guideline among the intended

users?

The first analysis of the questionnaire (Study 3) showed that on an overall level, 57 % of the
intended users of the MHPG were aware of its existence and that 70% of these aware used it.
The more detailed analysis showed that more MHP coordinators (94%), therapists (100%), and
H&S managers (85%) were aware of the MHPG, while, amongst those aware, more therapists
(96%) used it. In contrast, fewer carers were aware of (40%) and used (56%) it. Further, the
analysis of the questionnaire showed that fewer employees in public hospitals were aware of
(62%) or used (54%) the MHPG compared to the other subsectors in the healthcare sector, even

when excluding carers from the analysis.
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Previous studies that have assessed awareness and use of guidelines in the healthcare sector have
mainly focused on clinical guidelines (Brennan et al., 2018; Cabana et al., 1999; Kovacs et al.,
2018) and often only looked at the awareness and use amongst either doctors or nurses (Kotzeva
et al., 2014; Rodgers, 2000; Rose et al., 2012). Hence, this thesis is the first to assess the

awareness and use among a wider group of intended users of a MHP guideline.

The developers of the MHPG (Study 2) anticipated H&S managers, MHP coordinators, and
therapists to lead and drive the process of implementing a MHP programme, hence their high
awareness is expected. However, awareness does not necessarily lead to use. Even though all of
the key actors had high proportions of use when being aware, more therapists used the MHPG
than H&S managers and MHP coordinators, or any other work role for that matter. This

indicates that not all of the key actors were using the MHPG despite being aware of it.

The case studies (Study 5) showed that staff were resistant towards new techniques, attending
training, and using equipment as well as had low recognition of the importance of MHP. This
was a barrier for the implementation of a MHP programme. Hence, the low proportion of carers
being aware of and using the MHPG potentially constitutes a larger problem than perhaps
recognised in the first instance. For obvious reasons, carers are by no means expected to be the
main driver of the implementation of a MHP programme. However, they are the ones who will
actually perform MHP as an integrated part of their everyday working life. Thus, it could be
speculated that if carers knew that the changes introduced were based on national standards, this
would lower resistance. Hence, by having a targeted approach that would increase the awareness
amongst carers, it would be possible to minimise the barrier associated with poor staff attitude

and lack of understanding of the importance, hereby assisting the implementation.

According to the programme theory (Study 2), the public hospitals were identified as leading
changes around MHP within the healthcare sector, in part because they were the largest
organisations in the healthcare sector. However, the first analysis of the questionnaire (Study 3)
showed that fewer people working at public hospitals were aware of or used the MHPG in

comparison to the remaining subsectors in the healthcare sector. The findings from the case
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studies (Study 5) contribute to understanding the reasons for this. They showed that a major
difference between the private and the public hospitals was how much they were affected by the
budgets constraints imposed by the MoH. The public hospitals were under tight regulation,
whereas the private hospital had a much greater liberty with respect to how money was spent.
This resulted in the private hospital having the possibility of allocating funding for the

development of a MHP programme.

In conclusion, a high proportion of key actors with respect to the implementation of a MHP
guideline were aware of its existence. In addition, a high proportion of some key actor aware of a
MHP guideline used it, however, use was not seen from all of the key actors. In contrast, only a
relatively small proportion of the people in work roles actually performing MHP as a part of
their work was aware of or used a MHP guideline. Furthermore, more people working in more
than one sector of the healthcare sector tended to be aware, whereas the public hospitals did not
have a higher proportion of people aware of or using a MHP guideline, despite being the largest
organisations within the healthcare sector. The different actors became aware through different

channels, which reflected their involvement in the implementation process.

What was the familiarity of the specific components of a MHP guideline, -

the use and the change after use?

The second analysis of the questionnaire (Study 4) showed no differences in familiarity of the
different components of the MHPG amongst the key actors, with the exception of fewer
therapists being familiar with the facility design, audit, and policy development. Despite, no
difference being identified, there was a pattern seen amongst all key actors that more were
familiar with the components on risk assessment, training, techniques, and equipment, and less
were familiar with facility design and the OSC. In addition, fewer carers were familiar with the
OSC and the facility design components. Looking at use, more of all the work roles assessed
used the FCC, with the exception of facility design, which fewer used. In addition, fewer carers

used the OSC. As the only work role, more MHP coordinator (85%) experienced change after
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the use of the techniques component. Amongst the remaining work roles assessed, the

proportion of people experienced change after the use was lower.

No previous studies have looked at the familiarity, use, and change after use of the components
of a MHP guideline. Hence, this thesis is the first to assess this among intended users of a MHP

guideline.

The programme theory (Study 2) showed that the MHPG was built on previous research, which
showed that a MHP programme consisting of multiple components was more effective than a
single component programme. Hence, the MHPG argued for the implementation of all
components, however, it did not provide guidance with respect to the implementation of the
individual components. Consequently, there is no assurance that the intended users familiar with
all components of the MHP guideline choose to use them or that use of a component leads to
change in the organisation. In part, this is due to there being no guarantee that the person using
a component is capable of implementing it. This does not only relate to organisational power,
but also to the capabilities and dedication of the individual person. The case studies (Study 5)
showed that the presence of a dedicated and highly motivated person, willing to be the prime
driver, was a precondition for the implementation of a MHP programme in the healthcare
sector. Especially this was the case because the healthcare sector focused on patient safety, had
limited management support, and resistance towards change among staff. Thus, the need for a
motivated person to drive the implementation may be transferable to other countries as lack of
management support (Dogherty et al., 2013; Lahti et al., 2019) and resistance towards change
(Koppelaar et al., 2009) previously have been reported as general barriers within the healthcare

sector.

Further, the programme theory (Study 2) showed that implementation of the OSC, especially a
MHP policy and workplace culture, would create the foundation upon which the FCC were to
be implemented. However, the second analysis of the questionnaire (Study 4) showed that
components of the MHPG being used the least were the OSC, especially the policy

development, and the facility design. This can help explain the low change after the use of FCC
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components. Because the OSC were not in place, the full potential from the use of the FCC

cannot be utilised, hence the expected changes following the use of the FCC would be minimal.

The case studies (Study 5) showed that the components of the MHPG often were used when the
key actors needed arguments to persuade senior management to prioritise MHP, e.g. the need
for training in MHP techniques or having facilities that accommodate safe MHP. Most
frequently, this related to the FCC, e.g. training, techniques, and equipment, rather than OSC,
e.g. policy development, workplace culture, and audits. This is to some extent explained by the
case studies (Study 5), which describe the context in which the MHPG was implemented, e.g. the
healthcare sector. Organisations in the healthcare sector, in general, have a greater focus on
patient safety compared to staff safety. Together with having an externally controlled budget
directed by the MoH, organisations could find it hard to allocate sufficient funding to implement

a MHP programme.

The findings from the second analysis of the questionnaire (Study 4) indicate that the amount of
change happening as a result of use of the sections in the MHPG was rather limited. An
explanation could be found in the case studies (Study 5). They showed that all three
organisations prior to the introduction of the MHPG had implemented some sort of a MHP
programme that focused on training, techniques, and equipment. As a result, the changes
following the use of these components would likely be few. Thus, any changes should come
from use of the remaining components. However, as mentioned, components like facility design,
policy development, or workplace culture would require more organisational support, e.g.
management supportive of MHP, and funding, e.g. for improving facilities that facilitate safe
MHP, in order to result in any change. Further, the case studies (Study 5) showed that the
hospitals had difficulties in establishing the basis for changing workplace culture and facilities

that could accommodate equipment use and safe practices.

In conclusion, no difference was seen in the proportion of actors being familiar with the
different components of a MHP guideline amongst the key actors, despite a tendency towards

more being familiar with components that required less organisational changes to be
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implemented, such as risk assessment, techniques, training, and equipment. Further, more used
the components related to the FCC, with the exception of facility design. In addition, fewer
people in work roles actually performing MHP as a part of their working life were familiar with
or use facility design and the OSC. Despite the use of the FCC amongst the key actors, a low

proportion of change following the use of FCC components.

How was a MHP programme implemented?

The case studies (Study 5) showed that the implementation of a MHP programme was
influenced by the contextual factors within the organisation, e.g. micro, meso, and macro level
contexts. Further, overarching sector contextual factor, e.g. supra-macro level, plays an
important role. In all case study organisations, the organisational motivation to implement a
MHP programme was initiated by the occurrence of serious staff injuries related to MHP. Thus,
the organisations appear to be reactive rather than proactive. In addition, the process of
implementing a MHP programme was gradual and happened in multiple smaller or large steps
that changed practices around MHP. Finally, implementation was dependent on, at least, one

dedicated person to be the driver of the implementation.

Previous studies have found that a broad range of contextual factors, at both individual and
organisational level influenced the implementation of a MHP programme (Koppelaar et al.,
2009). Factors like lack of management support (Dogherty et al., 2013; Lahti et al., 2019), poor
workplace culture (Kanaskie and Snyder, 2018), and insufficient equipment being available
(Engkvist, 2008; Kiill et al., 2012; Olkowski and Stolfi, 2014) served as barriers to
implementation. The findings from the case studies (Study 5) support these previous findings
and yet they add to them by providing a more detailed explanation about why each of the

contextual factors acted as a barrier.

The programme theory (Study 2) argued that in order to create the foundation for implementing
a MHP programme, the OSC needed to be in place as a first step. However, the second analysis
of the questionnaire (Study 4) showed that the OSC were used less than any of the FCC, except

the facility design component (which also was used by few). Nevertheless, the case studies (Study
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5) illustrated that the organisations started to change workplace culture following serious injuries
to staff. This led to changes in MHP related policies and an altered approach to how MHP
techniques were taught, how training was organised, and which equipment was being purchased.
Furthermore, these changes help to explain why MHP coordinators were the only work role that
experienced change after use of a component, e.g. techniques. An additional explanation to the
low change after use could be that all case studies, prior to the launch of the MPG, already had

introduced components of a MHP programme, predominately training and equipment.

The case studies (Study 5) showed that the implementation of the individual components was
affected by the overarching priority of the healthcare sector being patient safety. Consequently,
there were difficulties associated with using and implementing each component, thus not all
components were fully implemented. This is illustrated by the all case study organisations not
having enough equipment available in order to perform safe MHP, and that the key actors
responsible for MHP, e.g. the MHP coordinator, was not always involved in processes around
facility design, hence was unable to influence and ensure the creation of MHP supportive

facilities.

In addition, the case studies (Study 5) showed that organisational changes related to MHP were
facilitated by the formation of coalitions consisting of actors supportive of MHP, both within
and between organisations. The actors in these coalitions often had little or no organisational
power, still, by getting together, the actors could use experience exchange to orchestrate efforts
or develop strategies, which would facilitate the implementation of a MHP programme. Across
the case studies (Study 5), actors highlighted the importance of the ‘small victories’ that were a

result of establishing these types of supportive coalitions.

In conclusion, in a healthcare sector where patient safety is the main focus, a MHP programme
was implemented over a prolonged time period. Due to the emphasis on patient safety,
implementation can be initiated by the occurrence of MHP related injuries rather than a desire to
improve staff safety. Because of MHP being a low priority in the healthcare sector,

implementation is driven by the presence of a dedicated key actor, most often a H&S manager or

164



a MHP coordinator, who is able to persuade senior management of the importance of MHP and
the potential benefits of a MHP programme. Still, the key actor needs to be prepared in order to
overcome resistance towards the MHP programme. One way to overcome resistance is by

forming a cross-organisational team of people supportive towards MHP.

What makes a moving and handling people guideline work?

The findings from the five studies in this thesis have shown that the MHPG would work if it
were implemented into a sector that recognised the importance of MHP. In addition, it would
require the individual organisation to see the advantages in implementing a MHP programme,
which in the case studies (Study 5) primarily was based on an economic cost-benefit analysis and
secondarily, the desire to avoid being prosecuted for not complying with the H&S legislation. A
facilitator for highlighting the importance of MHP was the introduction of new H&S legislation
and the media focus it created on senior management’s liability, which helped support
implementation. Still, implementation was affected by contextual factors both inside and outside

the organisation.

The most common internal contextual factors identified through the case studies (Study 5) were
that management did not support and see the need for a MHP programme and that insufficient
funding was available for MHP related initiatives such as equipment purchases or facility
upgrades. The most common contextual factors outside the organisation were the existence of
parallel programmes, the increasing number of bariatric patients, and an older workforce.
Further, external contextual factors can also determine internal contextual factors, such as
budget constraints imposed by government agencies, in this case, MoH. As a result, MHP, as an
area, had to compete for resources that otherwise would be allocated to support areas more
directly related to patient safety. The government imposed budget constraints contributed to
shortage of staff, hence making it harder for staff to be released for MHP training, thus
contributing to the resistance towards change. In addition, for the MHPG to work in an

organisation it depended on a dedicated actor, who needed to establish support within the
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organisation from both management and staff as well as to gain equipment, and funding, to be

the prime driver of the development and implementation of the components in the MHPG.

Several of the findings from the five studies about what makes the MHPG work are
generalizable to MHP guidelines in general as well as other countries than New Zealand. In
particular, the supra-macro level contextual factors of the New Zealand healthcare sector are
comparable to other western countries. On a worldwide level, healthcare sectors are affected by
budget cuts (Reeves et al., 2014), there is a continuously increasing number of bariatric patients
(Finucane et al., 2011; Gulliford et al., 2017; Tchernof and Weisnagel, 2017), and the workforce
is steadily getting older (Nicholson and Sharp, 2016). Furthermore, MHP relevant legislation has
been introduced in both Europe and the United States (Humrickhouse and Knibbe, 2016; Lee et
al., 2015; Silverstein et al., 2011, 2012). As a consequence, the supra-macro contextual barriers
(Lack of government involvement, Focus on patients rather than staff, and Budget constraints)
and facilitators (Presence of relevant legislation, Increased media attention towards the
healthcare sector, and Changing demographics) for the implementation of the MHPG identified
through the five studies in this thesis are likely to exist when implementing a MHP guideline in
any other western country. In addition, macro level contextual factors such as lack of
management support (Dogherty et al., 2013; Lahti et al., 2019), low availability of equipment
(Dogherty et al., 2013; Engkvist, 2008; Krill et al., 2012; Olkowski and Stolfi, 2014), and
unsupportive workplace culture (Kanaskie and Snyder, 2018) are also reported within the
healthcare sector in numerous other countries. Thus, these factors, which affect the

implementation of a MHP guideline, are also likely to be comparable to other healthcare settings.

Overall, this thesis has shown that making a MHP Guideline work is a complex process. In order
for a MHP guideline to work, a dedicated actor, who has or gains management support, is
required in order to drive organisational changes that facilitate implementation and use of the
guideline. Gaining management support takes up a lot of time and effort and could be facilitated
by a concerted effort at a national level to gain support from the Ministry of Health and top

management. Organisational changes were often initiated by actors with limited organisational
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power, however, if provided with support and training as well as having the opportunity for
creating coalitions, both internal and external to the organisation, the actors could develop
greater impact on the MHP programme. Still, implementation of a MHP guideline is influenced
by contextual factors that span from national legislation and governmental priority to the
perception of the importance of MHP within the individual carers who routinely move and

handle people.

Limitations and strengths of the thesis

The thesis has both limitations and strengths. A potential limitation was the focus on a single
national MHP guideline, hence only giving a picture of implementation in a single country, e.g.
New Zealand. However, the healthcare sector in New Zealand is highly comparable to the many
western countries. Therefore the context in which a MHP guideline is going to be implemented
can be expected to be very similar. Hence, the findings from the thesis are likely to be applicable

to western countries other than New Zealand.

Another limitation relates the persons/ organisations available for investigation. Regardless
whether it being the questionnaire survey (Studies 3 and 4) or the case studies (Study 5), there
was a potential bias of only people who considered MHP to be an important issue were willing
to participate. Hence, the results are potentially skewed, thus potentially overestimating the effect

of the MHPG.

A third limitation was that only three organisations were included in the case studies. Because
the case studies were used to explain the findings from the other studies it could be argued that
having three case study organisations were insufficient in order to use the findings as a basis for
‘opening the black box’. However, the findings across the three organisations were consistent,
hence it can be argued that the number of case study organisation did not influence those
findings. Thus, the number of case study organisation included did not limit the ability to assist

in ‘opening the black box’.
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Using realist analysis as a method served both as a limitation and a strength. The practical
application of the realist analysis frame was difficult and at times felt too theoretical, especially as
the developers of the MHPG in many instances had not considered aspects of how they
intended the MHPG to work. On the other hand, realist analysis served as a strength as it
allowed identification of the contextual factors and mechanisms of the MHPG, which directed

the design and analysis of the subsequent studies in the thesis.

A particular strength of the thesis was the application of the mixed-methods design. This
allowed for the inclusion of both quantitative and qualitative data from multiple sources, e.g.
developers of the MHPG, key actors from different organisations, as well as carers conducting
MHP. As a consequence, it was possible to triangulate information obtained from one source
with information from another, thereby adding to the explanations of the findings from each
study. In particular, the case studies complemented and explained the statistical findings from

the other studies, thus assisting in ‘opening the black box’.

Another strength of the thesis was that it assessed the effect of a national guideline in ‘real life’
rather than through a more classic before-and-after intervention study design. This allowed an
assessment of how the MHPG worked, or not worked, without introducing or creating an

artificial context, e.g. supporting organisations with extra resources during the implementation

process, that would affect the implementation of the MHPG.

Original contributions of the thesis

The thesis has made a number of original contributions and has applied some novel approaches.

Identifying the extent of MHP related injuries based on the analysis of the injury descriptions
narrative of the individual injury claim was a novel approach. Estimating the number of MHP
related injuries based on injury claims has previously been done, however, no other studies have
build their analysis of injury descriptions but solely used claims categories. The use of these

injury descriptions in this thesis provided an additional level of detail, which made it possible to
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identify injuries related to MHP that had been misclassified and therefore increased the

likelihood of ensuring that all MHP related injuries were included in the analysis.

The use of realist analysis within an occupational H&S perspective is a novel approach that has
not previously been applied in this context. As a result, the thesis has made an original
contribution by identifying key parameters for how a MHP guideline was intended to work,
which have then been used to structure an empirical analysis. In particular, the identification of
the MHPG programme theory and an understanding of how the developers intended a MHP
guideline to work have not previously been reported. This thesis may therefore be considered to

be the first ever attempt to identify the programme theory of a MHP guideline.

Another original contribution is that the questionnaire provided an insight into the overall
awareness and use of a MHP guideline. Whilst questionnaires have earlier been used to assess the
overall awareness of clinical guidelines, and despite the existence of numerous MHP guidelines
worldwide, users’ awareness of a MHP guideline has not previously been assessed. In addition,
the questionnaire also identified how the specific components of a MHP guideline were used
and the changes resulting from the use. As this information was stratified on the wide range of
intended users, the questionnaire has provided a unique opportunity to complement the

understanding provided by the programme theory (Study 2) and the case studies (Study 5).

A final original contribution of the thesis is the use of case studies, which provided detailed
explanations for why previously identified barriers when implementing a MHP guideline, actually
served as barriers. A particular novel approach has been the application of chronicle workshop
as a data collection method. This served as a useful method to obtain a retrospective overview of
the iterative process of implementing a MHP programme in a healthcare organisation. Further,
by having a focus on tangible events, the chronicle workshop facilitated the possibility to give a
condensed overview of the context and parallel programmes that facilitated or hindered the

implementation of a MHP guideline.
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Chapter 8. Conclusions

This thesis contributes to our understanding of what makes a MHP guideline work by evaluating
the uptake, use and impact of a national MHP guideline - the MHPG - in the healthcare sector in

New Zealand through a multi-study, mixed-methods approach.

The analysis of the ACC claims data (Study 1, described in Chapter 2) showed that the
potentially positive effects of the introduction of a MHP guideline on injury claims rates and
costs, may be counteracted by several wider influences/contextual factors and parallel

interventions.

The study of the MHPG programme theory (Study 2, described in Chapter 3) showed that in
order to create an effective MHP guideline, the development and design of a MHP guideline
need to be so that it embraces the sector as well as its understanding of H&S and the importance
of MHP. The guideline should cover a topic that is considered to be important for the sector or
create a strategy that outlines how MHP becomes an established topic of importance. As a result,
the guideline should at least accommodate the structures and processes already established as
well as the legislation within the context where it is intended to work, i.e. it should make sense
for the organisation. In addition, parallel programmes should be developed to change the
context to support implementation. Otherwise, there is a risk that the intended users will not use

it.

The first analysis of the questionnaire (Study 3, described in Chapter 4) showed that a high
proportion of key actors with respect to the implementation of a MHP guideline were aware of
its existence. In addition, a high proportion of some key actor aware of a MHP guideline used it,
however, use was not seen from all of the key actors. In contrast, only a relatively small
proportion of the people in work roles actually performing MHP as a part of their working life
was aware of or used a MHP guideline. Furthermore, more people working in more than one
sector of the healthcare sector tended to be aware, whereas the public hospitals did not have a

higher proportion of people aware of or using a MHP guideline, despite being the largest
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organisations within the healthcare sector. The different actors became aware through different

channels, which reflected their involvement in the implementation process.

The second analysis of the questionnaire (Study 4, described in Chapter 5) showed that no
difference was seen in the proportion of actors being familiar with the different components of a
MHP guideline amongst the key actors, despite a tendency towards more being familiar with
components that required less organisational changes to be implemented, such as risk
assessment, techniques, training, and equipment. Further, more used the components related to
the FCC, with the exception of facility design. In addition, fewer people in work roles actually
performing MHP as a part of their working life were familiar with or use facility design and the
OSC. Despite the use of the FCC amongst the key actors, a low proportion of change following

the use of FCC components.

The case studies (Study 5, described in Chapter 6) showed that, in a healthcare sector where
patient safety was the main focus, a MHP programme was implemented over a prolonged time
period. Due to the emphasis on patient safety, implementation can be initiated by the occurrence
of MHP related injuries rather than a desire to improve staff safety. Because of MHP being a low
priority area in the healthcare sector, implementation is driven by the presence of a dedicated key
actor, most often a H&S manager or a MHP coordinator, who is able to persuade senior
management of the importance of MHP and the potential benefits of a MHP programme. Still,
the key actor needs to be prepared in order to overcome resistance towards the MHP
programme. One way to overcome resistance is by forming a cross-organisational team of

people supportive towards MHP.

Overall, this thesis has shown that making a MHP Guideline work is a complex process. In order
for a MHP guideline to work, a dedicated actor, who has or gains management support, is
required in order to drive organisational changes that facilitate implementation and use of the
guideline. Gaining management support takes up a lot of time and effort and could be facilitated
by a concerted effort at a national level to gain support from the Ministry of Health and top

management. Organisational changes were often initiated by actors with limited organisational
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power, however, if provided with support and training as well as having the opportunity for
creating coalitions, both internal and external to the organisation, the actors could develop
greater impact on the MHP programme. Still, implementation of a MHP guideline is influenced
by contextual factors that span from national legislation and governmental priority to the
perception of the importance of MHP within the individual carers who routinely move and

handle people.

Implications and suggestions for future work
Implications
The findings from this thesis may have implications for the development and implementation of

a MHP programme on micro, macro, and supra-macro level.

On a micro level, the findings could have implications for how the key actors involved in the
implementation of a MHP programme establish organisational support. The thesis showed that
seeking coalitions with fellow supporters and creating forums for experience exchange were
perceived to be beneficial. Therefore key actors may be encouraged to pursue these types of
activities in order to establish the organisational support needed to initiate the implantation of a

MHP programme.

On a macro level, the findings can potentially inform senior management about the importance
of ensuring that the organisational infrastructure is in place before initiating the implementation
of the more practical components of MHP programme. In the case of the MHPG, this would
have been to ensure the implementation of the OSC before initiating the implementation of the
FCC. The thesis showed that there was an unbalanced focus towards the implementation of the
FCC, thereby neglecting the OSC, which were among the barriers for having suboptimal MHP
programmes. Hence, the findings can maybe motivate senior management to establish the

organisational foundation for a MHP programme before starting to implement one.

Further, the findings could possibly affect the level of support from senior management towards
the development and implementation of a MHP programme. The thesis showed that lack of
senior management support was perceived to be a major barrier for implementation of a MHP

173



programme. Implementing a MHP programme is a process that requires a lot of resources with
respect to time and money. Hence having senior management that strongly supported the
implementation seems to be a potential way of reducing the resources needed to implement an

effective MHP programme.

On a supra-macro level, the findings may have implications for the level of government
involvement when developing a MHP guideline. The thesis showed that users of a MHP
guideline perceived a low level of government involvement in the development as a sign of low
priority towards the area. Therefore government agencies with an interest in the development of
MHP guidelines might consider increasing their level of involvement in order to show that they

prioritise the topic of the guideline.

Suggestions for future work
This section provides suggestions for future work that could follow from the findings of this

thesis. These suggestions are presented in the following bullet points:

¢ Further analysis of the questionnaire data that looks at whether differences exist in the
level of familiarity with the MHPG components within the different work roles

¢ Further analysis of the questionnaire data that focus on the open-ended questions, such
as ‘Please describe for what purposes you have used this/ these section(s)? and ‘Please describe the/
these change(s)? (Please describe for each section nsed), as well as questions related to other
peoples use of MHPG, such as ‘Have you ever recommended the MHPG to anyone? and ‘Do
any of the following in your organisation use the MHPG in relation to moving and handling people?

¢ New study conducting focus groups with MHP coordinator and H&S managers from all
New Zealand DHBs in order to identify whether the contextual factors affecting the
implementation of a MHP programme established in the three case studies are present
throughout hospitals in New Zealand

¢ New study conducting case studies based on chronicle workshops in other subsectors of

the healthcare sector, e.g. residential aged care or home care, in order to identify whether
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the contextual factors affecting the implementation of a MHP programme in hospitals
also influence other subsectors.

New study following the proposed case studies in other subsectors e.g. residential aged
care or home care. This study would conduct focus groups with MHP coordinator and
H&S managers from different subsectors in order to establish if the finding from the

case studies were transferable to other organisations in the chosen subsector.
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Objective National guidelines for moving and handling of people (MHP) were introduced in New Zealand in
2012 to reduce MHP-related injuries in the healthcare sector. This study assessed the effectiveness of this on
MHP-related injury claims.

Methods MHP-related injury claims were identified from the national injury claims database, which included
118 755 accepted claims for 2005-2016 across 14 industries. Interrupted time-series analysis was used to assess
temporal changes in MHP-related claims rates, costs, and causes for the period before (2005-2012) and following
(2013-2016) the introduction of the national guidelines.

Results Prior to the introduction of the guidelines, MHP-related claims were estimated to be 39 209 (33.0% of
all accepted injury claims), with claims rates and associated costs for the 14 industries decreasing by 0.4 [95%
confidence interval (CI) -0.5—-0.2, P<0.001] and NZ$ 230 per claim (95% CI-324—-136, P=0.001) respectively.
In the year following the introduction of the guidelines, there were no overall changes in claim rates or costs.
However, significant increases in claim rates [ranging from 1.27-1.99 (P=0.004-0.010)] and claim costs [ranging
from NZ$ 724-987 per claim (P=0.032-0.045)] were found 2—4 years later. More than 65% of all MHP-related
claims were caused by lifting/carrying/strain, and there was a significant increase in claim numbers due to this
cause, ranging from 431.7-594.0 (P=0.001-0.008) in the four years following the introduction of the guidelines.

Conclusions The introduction of national MHP-guidelines in 2012 in New Zealand did not reduce MHP-related
injury rates and costs. On the contrary, there were statistically significant increases 2—4 years after introduction
of the guidelines.

Key terms healthcare sector; injury cause; injury claim cost; injury claim rate; injury statistic; patient handling.

Injuries and musculoskeletal disorders (especially low-
back pain and neck/shoulder pain) due to moving and
handling of people (MHP) are a long-term concern in
the healthcare sector (1-7). Providing the healthcare
sector with comprehensive information on MHP in the
form of guidelines is a strategy widely applied globally,
with multiple state or federal MPH guidelines existing in
Europe, the US, and Australasia (4, 8, 9). It is assumed
that this strategy may reduce MHP-related injuries
and musculoskeletal disorders (10-13). However, it is
unclear how effective MHP guidelines are, with some
studies showing reduced injury rates (14—16), and others
showing no difference (17).

In New Zealand, a national MHP guideline was
launched by the Accident Compensation Corporation

(ACC) in 2012: the Moving and Handling People: The
New Zealand Guidelines (MHPG) (18). The MHPG
provides guidance on implementing a multifaceted inter-
vention program comprising two focus areas: (i) organi-
zation of the MHP program, consisting of MHP policy,
workplace culture, monitoring, evaluation and audit, and;
(ii) key elements of the MHP program, consisting of risk
assessment, MHP techniques, MHP training, MHP equip-
ment and management, and facility design (19).

The MHPG replaced earlier guidelines published in
2003 (20), which had a single focus on MHP techniques
and training. The purpose of the new 2012 MHPG was
to reduce health and safety risks related to MHP result-
ing in fewer injuries and a reduction in claims rates and
costs (19). The MHPG targeted all sub-sectors of the
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healthcare sector, but with a specific focus on public
hospitals, as they were seen as the main drivers of
change in the healthcare sector (19).

The study presented in this paper is nested in a larger
project that evaluated the uptake, use, and impact of the
MHPQG, through a mixed-methods approach. The spe-
cific aims of the present study were to: (i) establish the
accepted claims rates, costs, and causes for MHP-related
injuries in the healthcare sector of New Zealand for the
period 2005-2016; and (ii) assess temporal changes in
claims rates, costs, and causes following the launch of
the MHPG in 2012. We tested the hypothesis that the
introduction of the MHGP would result in a decrease
in injury claims rates and costs related to MHP. Injury
claims in this paper are covered by the definitions in the
New Zealand Accident Compensation Act 2001 (21).
Accepted claims cover personal injuries caused by an
accident to the person and personal injury caused by a
work-related gradual process (Accident Compensation
Act 2001, section 20). The definition of a personal injury
includes: the death of a person; or physical injuries suf-
fered by a person, including, for example, a strain or a
sprain (Accident Compensation Act 2001, section 26).

Methods

Design

The study examined injury data from the ACC’s injury
claims database, which contains information about
accepted work-related injury claims for all employers
in New Zealand and uses 40 different injury causes. The
injury reporting forms have an ‘accident description’
field to describe how the injury occurred, which is the
only way to relate an injury claim to MHP. However, it
is not compulsory for all employers to fill in this field.
In particular, ACC accredited employers are not required
to do so because they manage and pay compensation
related to their own claims. Accredited employers are
part of an ACC scheme in which large employers can
substantially reduce ACC levies by maintaining a high
health and safety management standard, which an exter-
nal auditor assesses annually.

The Massey University Human Ethics Committee
approved the study (SOB 15/78), which was performed
in accordance with the Helsinki Declaration.

Data collection

We included all accepted injury claims recorded in
the ACC injury claims database between 2005-2016
for 14 Australian and New Zealand standard indus-
trial classification (ANZSIC) codes (2006; level 4),
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which were assumed to involve MHP. The 14 ANZSIC
codes were: labor supply services (N7212); hospitals
(except psychiatric hospitals) (Q8401); general practice
medical services (Q8511); specialist medical services
(Q8512); pathology and diagnostic imaging services
(Q8520); physiotherapy services (Q8533); chiropractic
and osteopathic services (Q8534); other allied health
services (Q8539); ambulance services (Q8591); other
healthcare services (Q8599); aged care residential ser-
vices (Q8601); other residential care services (Q8609);
child care services (Q8710); and other social assistance
services (Q8790).

ACC’s database does not include number of employ-
ees. For this, we retrieved number of fulltime equivalent
employees for the period 2005-2016 from Statistics
New Zealand’s ‘Business demography statistics’, ‘Enter-
prises by institutional sector and employee count size
2000-16" (nzdotstat.stats.govt.nz/wbos/Index.aspx)
(accessed June 2017).

Data analysis

One researcher assessed the accident description field
of all included injury claims to identify if a claim was
related to MHP and then discussed with the research
group to obtain consensus. All claims related to MHP
were included. However, very few claims from accred-
ited employers included an accident description. Thus,
we used an estimate for the MHP-related claims for
accredited employers. For this, we developed adjustment
factors, which were calculated on the assumption that
the proportion of MHP-related claims is the same for
accredited and non-accredited employers. Hence assum-
ing that if the proportion of MHP claims, compared to
all claims, goes up for the non-accredited employers,
the same would happen for the accredited employers,
in relation to the total claims for the accredited employ-
ers, thereby creating a more realistic claims rate. The
relationship was expressed by the following equation:

Totalelaimsyccredited emptoyers _ Total claimsyon-accredited emptoyers _ __ Totala
MHP related jecredited emptoyers  MHPrelated yon-—accredited employers ~ MHPrelated ay

From this equation the total number of MHP-related
injury claims was calculated as:

MHP relatedyon,
Totaly,,

mptoyers X Totalau

MHP related,y =

ited employers

The adjustment factor (A,;,) was expressed by:

Total claimsyy,

Aunp = D
Total Claimsyon—accreditetd employers



This adjustment factor was used to estimate both
claims numbers, claims rates, claims costs, and claims
cause. The adjustment factors were calculated for each
year and are shown in supplementary tables Sla and
S1b for ANZSIC code and injury (www.sjweh.fi/show_
abstract.php?abstract id=3818).

Claims rates were expressed per 1000 employees
and were calculated by dividing claim numbers by
employee count.

In order to assess claim costs for a specific point in
time, the total costs for each claim was allocated to the
year in which the claim was lodged regardless of the
length of the claim. For example, a claim with a total
cost of NZ$4500 for the period 2007-2009 would have
the entire cost of the claim allocated to 2007.

Causes of claims were identified from the ACC
database. Any cause that appeared to have even a remote
likelihood of being related to MHP was included. Thus
12 claims causes possibly related to MHP were consid-
ered: lifting/carrying/strain; loss of balance/personal
control; loss of hold; misjudgment of support; other or
unclear cause; pushed or pulled; slipping, skidding on
foot; something giving way underfoot; struck by per-
son/animal; tripping or stumbling; twisting movement;
undefined cause.

Statistical analysis

All statistical analyses were performed using SPSS (SPSS
version 25.1, IBM, Armonk, NY, USA). An interrupted
time series analysis using an AMIRA model (22, 23) was
used to analyze the data for claims rates and costs strati-
fied by industry as well as for claims causes. The analysis
provided the yearly changes and 95% confidence intervals
(CI) for the period before and after the introduction of
the MHPG, as well as the difference in slope. Further,
the analysis examined changes at one, two, three, and
four years following the introduction of the guidelines
by comparing the actual values for these four time points
with values predicted by extrapolation of the of the linear
regression line for the period before the introduction.
Statistical significance was defined as P<0.05.

Results

Claims rates and claims costs for all industries

A total of 118 755 injury claims for the period 2005—
2016, with a total cost of NZ$ 225 356 400, were
included. Of these, 68 662 (58%) originated from non-
accredited employers. Based on accident descriptions
of claims originating from non-accredited employers,
22 900 (33.0% of all claims from non-accredited
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employers) were related to MHP. Using correction
factors, it was estimated that in total (including those
from accredited employers) 39 209 claims were related
to MHP ie, an average of 3267 claims/year. The two
industries contributing most to the total number of
MHP-related claims were ‘aged care residential ser-
vices’ and ‘hospitals” with 14 707 and 13 134 claims
respectively (supplementary tables Sla and S1b). Total
cost for injury claims related to MHP was estimated
to be NZ$ 93 756 789, with an average cost of NZ§ 7
813 066/ year.

There was a significant decrease in claims rates of
0.4 claims/ 1000 employees per year (95% CI -0.5--0.2)
before the introduction of the MHPG, but no change
was seen following the introduction (0.0 claims/1000
employees per year; 95% CI -0.4-0.4) (figure la).
However, compared to predicted claims rates, there were
significant increases in claims rates after two years (1.3;
95% CI10.4-2.2), three years (1.6; 95% CI 0.7—2.8), and
four years (2.0; 95% CI 0.8 3.1) following the introduc-
tion of the MHPG (tables la and 1b).

There was a significant yearly decrease in mean
claims costs of NZ$ 230 (95% CI -324.1- -136.0)
before the introduction of the MHPG, but no significant
yearly change for the period following the introduction
(NZ$ 23.7; 95% CI -300.5-348.0) (figure 1b). However,
similar to claims rates, there were significant yearly
increases compared to predicted costs after three years
(NZS$ 724; 95% CI -2-1451) and four years (NZ$ 987,
95% CI 88-1886) following the introduction of the
MHPG (tables 2a and 2b).

Claims rates per industry

Supplementary tables Sla and S1b show claims rates
stratified by industry per year for 2005-2016.The high-
est mean claims rates were found for ‘ambulance ser-
vices’ (50.8) and ‘aged care residential services’ (36.9).
Prior to the introduction of the MHPG, there were
decreases in claims rates for four industries: ‘labor sup-
ply services’, -0.2/1000 (95% CI -0.4—-0.1); ‘hospitals’,
-0.4/1000 (95% CI -0.9— -0.0); ‘specialist medical ser-
vices’, -3.2/1000 (95% CI -3.5— -3.0); and ‘aged care
residential services’, -1.5/1000 (95% CI -2.1- -0.8)
(tables la and 1b, and supplementary figure S1, www.
sjweh.fi/show_abstract.php?abstract_id=3818). There
were increases for two industries: ‘pathology and diag-
nostic imaging services’, 0.4/1000 (95% CI 0.0-0.8),
and ‘other healthcare services’, 1.0 /1000 (95% CI
0.1-1.8). In the period following the introduction of the
MHPG, there was only one industry with a significant
yearly change in claims rate ie, ‘labor supply services’,
0.4/1000 (95% CI -0.1-0.9). In contrast to the overall
decrease before the introduction of the MHPG, there
were increases in claims rates compared to the predicted
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claims rate for several industries following the introduc-
tion (tables la and 1b).

Claims costs per industry

Supplementary tables Sla and S1b show the average
claims cost per claim stratified by industry per year

Table 1a. Interrupted time series analysis of claims rates (2005-2016).
[Cl=confidence interval; MHP=moving and handling of people.]

Regression lines before and after Difference
introduction of MHP guidelines inslope

Slope Intercept ~ 95%Cl P-value  P-value

Labor supply

Services

Before -0.2 4838 -0.4--0.1  0.007 0.016
After 04  -8250 -0.1-09 0.180
Hospitals (except

psychiatric hospitals)

Before -0.4 8856 -09-0.0 0.050 0.526
After -0.1 1191 -1.4-13  0.889

General practice
medical services

Before -0.1 2156 -04-02 0371 0.525
After 02 -3765 -08-1.1 0644

Specialist medical

services
Before -3.2 4621 -35--3.0 0.014 0.714
After -3.3 366.8 -4.2--25  0.760

Pathology and

diagnostic imaging

services
Before 04  -7757 0.0-08  0.043 0.619
After 02  -2695 1.0-1.3 0957

Physiotherapy

services
Before -0.3 8104 -08-0.1 0.115 0.143
After -1.3 28446 -29-0.2  0.090

Chiropractic and
osteopathic services

Before -0.1 345 -1.8-16 0.888 0.535
After 12 -2969.8 -3.7-6.0  0.146

Otherallied health

services
Before 0.1 -109.7  -0.1-0.2  0.364 0.726
After 0.1 -2222  -03-05  0.356

Ambulance services
Before 04 -1190.7 -6.0-6.8 0.874 0.892
After 13  -1555 -142-168  0.952

Other healthcare

services
Before 1.0 -1901.5 0.1-18  0.027 0.090
After -12 23455 -39-15  0.199

Aged care residen-

tial services

Before -14 29187 -21--08  0.001 0.070

After 04  -4463 -18-26  0.769

Other residential
care services

Before -0.2 6452 -1.0-05  0.480 0.518
After -1.0 8930 -36-17 0810
Child care services
Before 0.0 -509  -0.1-0.1  0.438 0.533
After 0.1 -989  -0.2-03  0.631
Other social
assistance services
Before 0.7 -1383.2 02-12 0012 0.375
After 14 -27441  -0.3-3.0 0.188
Allindustries
Before -0.4 7174 -05--0.2 <0.001 0.073
After 0.0 -26.4  -04-04 0.914
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for 2005-2016. The highest mean claims cost during
this period were found for ‘pathology and diagnostic
imaging services’ (NZ$ 4318), ‘ambulance services’
(NZ$ 3350), and ‘labor supply services’ (NZ$ 3157). In
the period before the introduction of the MHPG, three
industries had a decrease in claims costs: ‘pathology
and diagnostic imaging services’, NZ$ -3795 (95%
CI -7524- -67); ‘aged care residential services’, NZ$
-300 (95% CI -547- -52); and ‘other social assistance
services’, NZ$ -626 (95% CI -817—-435) (tables 2a and
2b, and supplementary figure S2). In the period follow-
ing the introduction of the MHPG, only ‘other health
care services’ had a significant change, with an increase
in yearly change in claims costs of NZ$ 323 (95% CI
179—467). Following the introduction of the MHPG,
there was a significant increase in claims costs compared
to the predicted costs for one industry, ie, ‘other social
assistance’, and a significant decrease in claims costs
compared to the predicted costs for another industry, ie,
‘other healthcare services’.

Claims causes

Supplementary table S2 shows claims numbers strati-
fied by claims causes for 2005-2016. The largest single
cause of injury related to MHP was lifting/carrying/
strain (65.3%). In combination with loss of balance/ per-
sonal control (6.8%), twisting movement (4.5%), struck
by person/animal (3.5%), and pushed or pulled (3.3%),
these five causes accounted for >83% of all claims. A
substantial proportion of claims were caused by other or
unclear cause (13.2%).

Prior to the introduction of the MHPG, the claims
numbers decreased for one cause: lifting/carrying/
strain, ie, -347 claims/year (95% CI -65.5—-3.9) (tables
3a and 3b, and supplementary figure S3, www.sjweh.fi/
show_abstract.php?abstract_id=3818). In contrast, the
claims numbers increased for four causes: misjudgment
of support (6.4/year; 95% CI 1.7-11.0); pushed or pulled
(10.5/year; 95% CI 2.9-18.1); tripping or stumbling
(0.9/year; 95% CI 0.1-1.8), and twisting movement
(14.6/year; 95% CI 0.4-28.8). There were no statisti-
cally significant differences in the period following the
introduction of the MHPG.

One year following the introduction of the MHPG,
there was a significant increase in claims number for
lifting/carrying/strain (431.7/year; 95% CI 147.4—
716.0). Further, two, three, and four years following
the introduction of the MHPG there were significant
increases in claims number for two causes: lifting/car-
rying/strain of 485.8 (95% CI 247.6-724.0), 539.9 (95%
CI 306.9-773.0), and 594.0 (95% CI 322.9-865.2),
respectively, and something giving way underfoot of
2.0 (95% CI 0.5-3.6), 3.3 (95% CI 1.2-5.5), and 4.6
(95% CI 0.6-8.6), respectively. In contrast, two, three,
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Table 1b. Interrupted time series analysis of claims rates (2005-2016) continued. [A=change in claims rate compared to predicted level;
Cl=confidence interval; MHP=moving and handling of people.]

Subsectors Level change after introduction of the MHP guidelines
Year 1 Year 2 Year 3 Year 4
A 95%Cl_ P-value A 95%Cl  P-value A 95%Cl_ P-value A 95%Cl  P-value
Labor supply services 0.7 -0.4-1.9 0.168 1.4 0.3-24 0.016 2.0 0.8-3.1 0.004 2.6 1.2-40 0.003

Hospitals (except psychi- 0.6 -2.5-36 0677 0.9 -2.2-40 0.491 1.3 -2.3-49 0415 1.6 -29-6.1  0.401
atric hospitals)

General practice medical 08 -1.6-3.1 0.454 1.0 -1.0-3.0 0.258 1.3 -0.8-3.3 0.185 15 -1.0-41 0.190
services

Specialist medical 24 0.4-4.4 0.021 23 0.6-4.0 0.015 22 0.3-4.0 0.025 20 -0.3-4.3  0.066
services

Pathology and diagnostic ~ -1.0 -4.2-2.2  0.462 -1.3 -42-1.7 0.326 -1.5 -46-16 0271 -1.8 -5.4-19 0.276
imaging services

Physiotherapy services 43 0.7-8.0 0.023 33 0.1-6.5 0.040 2.3 -1.2-5.7  0.149 1.3 -3.0-5.,5 0.492
Chiropractic and osteo- 1.3 -10.3-129 0.793 26 -8.9-14.0 0.598 3.9 -9.4-17.1  0.497 52 -11.1-21.5 0.464
pathic services

Other allied health 0.3 -09-1.3 0.714 0.2 -0.8-1.3  0.592 0.3 -0.8-1.4 0.530 0.4 -0.9-1.6 0.523
services

Ambulance services -10.8 -39.3-17.8 0.388 -9.8 -47.7-282 0.550 -89 -59.4-41.6 0.679 -78 -71.7-56.1 0.774
Other healthcare services 0.0 -6.8-6.7 0.992 =22 -8.3-39 0.408 -44  -11.0-2.3 0.151 -66  -14.7-1.6 0.088
Aged care residential 2.0 -33-7.3 0.385 39 -0.8-8.6 0.084 58 0.7-10.9 0.028 7.1 1.4-139 0.020
services

Other residential care 0.9 -6.3-7.1 0.732 0.2 -6.2-5.6 0.942 -0.6 -6.4-52 0816 -1.3 -8.5-5.9 0.671
services

Child care services -0.4 -1.0-0.1  0.109 -0.4 -0.9-0.1 0.117 -0.3 -0.8-0.2 0.211 -0.2 -0.9-0.4 0.409
Other social assistance 0.4 -3.7-44 0827 1.0 -2.6-4.7 0.516 1.7 -2.3-5.6 0.339 23 -2.6-7.2 0.284
services

Allindustries 0.9 -0.1-1.9  0.062 1.3 0.4-2.2 0.010 1.6 0.7-2.6  0.004 2.0 0.8-3.2 0.004
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Table 2a. Interrupted time series analysis of claims costs (2005-2016).
[Cl=confidence interval; MHP=moving and handling of people.]

Regression lines before and after Difference
introduction of MHP guidelines inslope
Slope Intercept 95% Cl P-value P-value
Labor supply
services
Before -284.0  598040.1 -746.3-178.3 0.177 0.520
After 1222 -23293.7 -1343.2-1587.5 0.969
Hospitals (except
psychiatric hospitals)
Before 20 -627045  -310.6-314.6 0.988 0.636
After 212.3 -318800.6 -827.0-1251.6 0.764
General prac-
tice medical
services
Before -181.2  313480.3 -1641.2-1278.8 0.770  0.901
After 62.2 -50794.4 -4571.5-4695.9 0.193
Specialist medical
services
Before 140.8 -266484.7 -1038.8-1320.5 0.779  0.989
After 1189 -112885.0 -3563.3-3801.0 0.490
Pathology and
diagnostic im-
aging services
Before -3795.2 6969936.8 -7523.7--66.7 0.042 0.955
After -4041.3 8745920.5-14311.0-6228.4 0.210
Physiotherapy
services
Before 166.5 -238655.9 -35.2-368.1 0.830 0.847
After 2253 -4523188  -491.6-942.2 0.858

Chiropractic and
osteopathic services

Before -126.1  267445.1 -323.0-70.7 0.161 0.062
After 495.9 -1121341.5 -190.7-1182.6 0.252
Otherallied

health services

Before 729 -122080.0  -189.4-335.2 0.518 0.944
After 984 -986842  -761.5-958.3 0.289
Ambulance

services

Before -62.2 1002528  -501.5-377.1 0.739  0.940
After -14.4 33088.9 -1505.2-1476.4 0.971

Other health-

care services

Before 3227 -568961.7 178.7-466.7 0.001  0.173
After 15.9 111583 -478.7-510.4 0.971

Aged care

residential

services

Before -299.6 6106528  -547.5--51.6 0.021 0.575
After -118.7 2446155 -871.6-634.2 0.440

Other residential
care services

Before -627.6 9373486  -1241.5-86.3 0.113  0.467
After 209.5 -482352.8 -2134.4-2553.4 0.264

Child care

services

Before -415.8 11979454 -1116.2-284.6 0.190 0.394
After -1290.2 2575873.6 -3648.3-1067.9 0.267

Other social

assistance

services

Before -625.8 9251039 -817.1--434.6 <0.001  0.155
After -190.0 3087655  -858.9-478.9 0.556
Allindustries

Before -230.1 380896.1 -324.1--136.0 0.001 0.097
After 237 -45910.8  -300.5-348.0 0.999
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and four years following the introduction of the MHPG,
there were significant decreases in claims number for
two causes: misjudgment of support of 34.1 (95% CI
-67.9—-0.3), 39.5 (95% CI -75.0— -4.1), and 45.0 (95%
CI -87.4--2.5), respectively, and other or unclear cause
0f 140.3 (95% CI -264.5—--16.1), 156.1 (95% CI -289.5—
-22.6), and 171.8 (95% CI -337.4— -6.3), respectively.

Discussion

This study found no reduction in claim rates and costs
of MHP-related injuries following the introduction of
the MHPG in 2012. In contrast, there were statistically
significant increases in claims rates and costs. Approxi-
mately one-third of all injury claims in 2005-2016 in the
healthcare sector in New Zealand were related to MHP.
This is consistent with a recent study showing that more
than one-third of all injury claims in large American
nursing homes were related to MHP (14). Further, on
average, our study estimated that 3267 injuries per year
were related to MHP, contributing to a cost of nearly
NZ$8 million per year.

Claim rates and costs before the introduction of the MHPG

Prior to the introduction of the MHPG, overall claim
rates and costs significantly declined, which was largely
driven by industries with the largest number of MHP-
related injury claims: ‘aged care residential services’
and ‘hospitals’, as well as ‘labor supply services’, and
‘specialist medical services’. In contrast, a significant
increase was observed for some of the smaller indus-
tries (‘pathology and diagnostic imaging services’,
‘other healthcare services’, and ‘other social assistance
services’). Possible explanations for the decrease in
claims and costs, especially seen within ‘aged care
residential services” and ‘hospitals’, include: (i) the
healthcare sector implementing MHP programs that
have helped reduce MHP and related risks resulting
in reduction of MHP-related injury claims and related
costs and/or; (ii) a decline in reporting of MHP-related
injuries. The claims rate of 15.0 per 1000 employees
for hospitals found in this study is comparable to an
American study that reported an injury rate of 2.1 per
100 FTE, equivalent to 21 injuries per 1000 FTE, prior
to the introduction of a minimal patient lifting policy in
a tertiary hospital (24).

The effect of the introduction of the MHP guidelines

Following the introduction of the national MHPG, no
overall change was observed for claims rate or costs.
However, from the second year, claim rates gradually
increased across all industries and, in the third and
fourth year, claims costs increased across all industries.
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Table 2b. Interrupted time series analysis of claims costs (2005-2016) continued. [A=change in claims costs compared to predicted level (NZ$);

Cl=confidence interval; MHP=moving and handling of people.]

Subsectors Level change after introduction of the MHP guidelines
Year 1 Year 2 Year 3 Year4

A 95% Cl P-value A 95% Cl P-value A 95% Cl P-value A 95% Cl P-value
Laborsupply ~ -1684 -5589-2221  0.326 -1277 -4741-2186  0.397 -871 -4482-2740 0.574 -464 -4750-3822 0.799
services
Hospitals (ex-  -1318  -3869-1233  0.247 1108 -1155-3371 0.270 -897 -3325-1531 0.396 -687  -3658-2285 0.589
cept psychiat-
ric hospitals)
General prac- -252 -11629-11125  0.958 -9 -10370-10353  0.998 235 -11089-11558 0.961 478 -13379-14336 0.935
tice medical
services
Specialist -2213  -11419-6992 0575  -2235 -10643-6173 0.536  -2257 -11410-6896 0.565 -2278 -13379-8856 0.632
medical
services
Pathologyand 19134 -5473-43741 0.099 18888 -5495-43272 0.100 18642 -9543-46828 0.150 18396 -16320-53111 0.236
diagnostic im-
aging services
Physiotherapy  -1011 -2713-691  0.190 -951 -2407-504 0.154 -892 -2431-647 0199 -833  -2742-1076 0.321
services
Chiropractic -317  -1938-1304  0.647 305  -1109-1719 0.614 927 -595-2448  0.161 1548 -341-3438 0.085
and os-
teopathic
services
Otheral- -1029  -3134-1075 0270  -1004 -2883-876  0.233 -978 -3007-1051 0.277 -953  -3438-1533 0.380
lied health
services
Ambulance 1868 -1714-5451  0.243 1916 -1238-5070  0.181 1963 -1429-5356  0.200 2011 -2174-6196 0.278
services
Other health-  -1514 -2702--326  0.017  -1821 -2857--785 0.004  -2128  -3235--1021 0.002 -2435 -3801--1068 0.003
care services
Aged care 1128 -680-2935  0.171 1308 -407-3023  0.104 1489 -447-3425 0102 1670 -715-4055 0.693
residential
services
Other resi- 414 -5319-6146  0.865 1151 -3966-6267  0.599 1888 -3634-7410 0431 2625  -4142-9392 0.374
dential care
services
Child care 4061 -1672-9795  0.127 3187  -1856-8230 0.166 2313 -3083-7708 0.329 1438  -5189-8065 0.612
services
Other social 1130 -441-2701  0.122 1566 201-2930 0.026 2002 535-3468 0.012 2438 611-4264 0.014
assistance
Services
Allindustries 217 -555-989  0.514 47 -205-1146  0.132 724 -2-1451  0.045 987 88-1886 0.032

According to the program theory of the MHPG (19),
the public hospitals were the target industry. Hence
‘hospitals” were expected to experience the greatest
impact from the MHPG. However, no decline in claims
rates occurred for ‘hospitals’. In contrast, ‘aged care
residential services’ as well as ‘labor supply services’,
‘specialist medical services’, and ‘physiotherapy’ had
increasing claims rates in the years following the intro-
duction. In addition, no change was observed in claims
costs for ‘hospitals’ or any other industries, with the
exception of ‘other healthcare services’.

One potential explanation for why an increase —
rather than a decrease — was observed in claims and
costs may be the increased awareness of MHP amongst
MHPG users. This may have resulted in greater accep-
tance of MHP as a risk factor for injuries, increasing
the likelihood of lodging MPH-related injury claims,
both at an individual and at an organizational level. This
may have led to an increase in accepted claims, even if
the actual level of MHP-related injuries may not have
changed. Alternatively, other national events and inter-

ventions related to occupational health and safety may
have influenced reporting of injuries. In 2010, New Zea-
land experienced a mine explosion that killed 29 men,
which initiated a review of how occupational health
and safety was regulated in New Zealand (25, 26). As
a result, in 2015 new health and safety legislation was
passed that increased the focus on management’s liabil-
ity. This may have affected claims rates, possibly mask-
ing a potential positive effect of the MHPG. Another
explanation could be that potential positive effects of
the MHPG have been counteracted by other factors. In
particular, the population is getting increasingly heavy
(27) and the proportion of bariatric patients is increas-
ing (28). At the same time, the healthcare sector has an
aging workforce. This may increase the risk of injuries
related to MHP. Furthermore, there have been several
budget cuts in the healthcare sector in New Zealand in
the period 2009-2015 (29), increasing the workload on
the remaining staff. In addition, the lack of improvement
in MHP-related injury rates following the introduc-
tion of the MHPG could be the consequence of both
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Table 3a. Interrupted time series analysis of claims causes (2005-2016).
[Cl=confidence interval; MHP=moving and handling of people.]

Regression lines before and after Difference
introduction of MHP guidelines inslope
Slope Intercept 95%Cl P-value  P-value
Lifting / carry-
ing/ strain
Before -347 683037 -65.5--3.9  0.028 0.244
After 19.3 -55751.6 -84.6-123.3  0.308

Loss of balance /
personal control

Before -11.3 248788 -36.6-13.9  0.308  0.420
After 120 -15578.8 -54.6-78.6  0.679

Loss of hold
Before -0.2 432,9 -0.6-0.3 0.227  0.302
After 0.4 -200,7 -09-1.6 0742

Misjudgment of

support
Before 6.4 -12508.0 1.7-11.0 0012 0397
After 0.9 -1912.4 -13.8-15.7  0.894

Other or unclear

cause
Before -2.4 -5194.8 -19.7-149  0.746  0.541
After -18.2 856132 -78.2-41.9  0.545

Pushed or pulled
Before 105 -20938.9 29-181 0.012 0.603
After 56 -11139.2 -16.4-27.5  0.092

Slipping / skid-

ding on foot
Before 1.2 -2211.1 -1.6-40 0333 0.276
After -32 5072.5 -12.3-59  0.294

Something giving

way underfoot
Before -0.3 0.0 -04-0.1 0851 0.152
After 1.2 -1632.8 -09-33 0515

Struck by per-

son or animal
Before 17 -2873.5 -5.8-9.2 0599  0.895
After 0.3 -1319.4 -23.8-245 0918

Tripping or stumbling
Before 0.9 -1064.4 0.1-1.8  0.033  0.225
After -0.7 2631.1 -3.7-2.3 0.243

Twisting movement
Before 146 -286615 0.4-288 0.040 0.773
After 9.7 -234129 -30.4-49.8  0.215

Undefined cause
Before 0.0 -118.4 -0.2-03 0.682  0.861
After 0.1 -200.2 -0.7-09  0.742

All causes
Before -15.2 20096.9 -40.4-10.0 0.184  0.449
After 127 -17994.0 -72.3-97.8  0.837

poor implementation, eg, the MHPG not reaching the
intended users or the industry not being able to imple-
ment the MHPG, and program failure, eg, the MHPG
not working as expected. Lastly, the increased claims
rates and costs could be completely unrelated to MHP.
Previous studies have reported that differences in mus-
culoskeletal disorders across various countries could not
be explained by occupational factors, hence indicating
that other factors play a prominent role for claims rates
and costs (30, 31). However, the present study looked at
the same population and only at changes in injury claims
related to MHP according to the injury description. It is
therefore likely that the above explanation is minimal in
relation to our analysis.
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Comparisons with similar studies

The finding of an increase in claims rates following the
introduction of the MHPG differs from that of an evalu-
ation of a No-Lift' policy intervention combined with
funding opportunities for equipment in the Australia state
of Victoria by Martin et al (15). This study reported a
decrease in MHP-related back injury claim rates of 0.79
per 1000 employees following implementation of the
intervention (15). The discrepancy between the findings
of the studies may be due to the availability of dedicated
funding for the healthcare industry in the Australian state-
level intervention (15). In contrast, in New Zealand the
MHPG had no such supplementary funding, which may
have been a barrier for effective implementation.

Kurowski et al (14) also found a reduction in MHP-
related claims rate in large nursing homes following the
introduction of a safe MHP program. A commercial risk
management company administered this program, which
consisted of risk assessment of residents, purchase of lift-
ing equipment, and staff training. In the first three years
following the introduction, claims rates were reduced
from 93.0 to 63.3/1000 employees, and a further reduc-
tion to 57.4 was reported after six years (14). Powell-
Cope and colleagues (16) also reported reductions in
claims rate from 34.3 to 24.8/1000 employees five years
following the implementation of a MHP program in a
hospital network. The discrepancy with our study may be
explained by the substantially higher initial claims rates
of 93.0 compared to 36.9/1000 employees reported for
‘aged care residential services’ in our study, indicating a
smaller potential for improvement. Additional factors that
might help explain the different findings are differences in
support from a commercial company for program imple-
mentation and assistance with purchase of equipment.

Our findings were more consistent with an evalu-
ation by Schoenfisch and colleagues (17), following
the introduction of a ‘minimal patient lifting policy’
consisting of lifting equipment purchases and training
of MHP ‘champions’ in a tertiary hospital. They found
no change in MHP-related injury claim rates following
the introduction of a minimal patient lifting policy in
a community hospital, but a 44% reduction in claims
rate was observed following the introduction of lifting
equipment in the hospital. This suggests that the avail-
ability of equipment plays a more critical role than an
MHP policy. In addition, the economic evaluation of
the same minimal patient lifting policy reported an
immediate drop in mean cost of MHP-related injuries
following the introduction of the minimal patient lifting
policy (32). However, the authors speculated that this
is due to a shift in budget responsibilities (towards unit
managers holder responsibility) and not the introduction
of the policy itself.
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Table 3b. Interrupted time series analysis of claims causes (2005-2016) continued. [A=change in claims number compared to predicted level;

Cl=confidence interval; MHP=moving and handling of people.]

Causes Level change after introduction of the MHP guidelines
Year 1 Year 2 Year 3 Year4
A 95% Cl P-value A 95% Cl P-value A 95% Cl P-value A 95%Cl _ P-value

Lifting/carrying/ ~ 431.7 147.4-716.0 0.008  485.8
strain

247.6-724.0 0002 539.9 306.9-773.0 0.001 594.0 322.9-865.2 0.001

Loss of balance / 49.6 -112.0-211.2  0.477 73.0 -105.5-251.4  0.351 96.3 -119.3-311.9 0311 119.6 -144.9-384.1 0.305
personal control

Loss of hold -1.7 -47-1.3 0.207 -1148.0 -1150.6--1145.4 0.318 -0.6 -34-22 0.612 -0.1 -3.4-3.3 0973
Misjudgment of -28.7 -67.0-9.7  0.110 -341 -67.9--0.3 0.043 -39.5 -75.0--41 0.029 -450 -87.4--2.5 0.036
support

Other or unclear -1245 -266.9-17.9 0.070 -140.3 -264.5--16.1 0.028 -156.1 -289.5--22.6 0.024 -171.8 -337.4--6.3 0.039
cause

Pushed or pulled 81 -56.1-72.2 0.767 3.2 -55.0-61.3  0.898 -1.7  -61.8-583  0.946 -6.6 -75.9-62.6 0.821
Slipping / skidding 04  -22.1-23.0 0.964 -4.0 -24.2-16.2  0.646 -84 -30.1-134 0378 -12.8 -39.3-13.8 0.277
on foot

Something giving 0.7 -2.5-40 0.601 2.0 0.5-36 0.016 3.3 1.2-55  0.007 4.6 0.6-8.6 0.026
way underfoot

Struck by person -32.8  -90.9-25.3 0.209 -34.2 -87.1-18.8 0.158 -355  -93.8-228 0.179 -369 -108.7-34.9 0.249
oranimal

Tripping orstumbling ~ -2.5 -9.6-46 0418 -4.1 -10.3-2.1  0.147 -5.7 -12.3-09  0.072 -1.3 -16.5-0.8 0.064
Twisting movement ~ -47.4 -158.6-63.8  0.331 -52.4 -155.8-51.1 0.255 -57.3 -167.9-53.3 0.246 -62.2 -192.6-68.2 0.281
Undefined cause -0.1 -1.9-1.8 0917 0.0 -1.7-16 0971 0.0 -1.7-1.8  0.967 0.1 -2.1-2.3 0925
All causes 309.3 101.1-517.5 0.008  337.2 154.5-519.9 0.003  365.1 170.4-559.7 0.003 393.0 154.6-631.3 0.005
Claim causes

The majority of claim causes for MHP-related injuries
were due to activities related to lifting/carrying/strain,
loss of balance/personal control, twisting movement,
struck by person/animal, and pushed or pulled. This
finding is consistent with previous studies that have
shown that lifting and carrying, pushing and pulling,
and twisting are the main causes of MHP-related injuries
(33-35). Of the five causes identified to be the main
contributors to MHP-related injuries, lifting/carrying/
strain was the only cause that had a significant, gradual
increase in claims numbers in the four years following
the introduction of the MHPG. Together, these findings
suggest that prevention of MHP claims should have a
dedicated focus on these types of activities, especially
activities related to lifting and carrying.

Strengths and limitations

The employee counts from Statistics New Zealand
included all people in the specific industries and were
not specific to people engaged in MHP. This might have
influenced the claims rates so that an industry with a
higher proportion of employees engaged in MHP might
have a higher MHP-related injury claims rate, simply
because more people are engaged in MHP. However, the
proportion of people engaged in MHP within each of the
industries would most likely be similar over time, so the
temporal changes were not likely to be affected by that.

We estimated the total numbers of MHP-related
claims based on the proportion of the non-accredited
employers who fill in the accident description field on

the forms submitted to ACC because most accredited
employers did not complete this field. This introduced
an uncertainty about the total number of injuries related
to MHP. However, we consider this the best estimation
possible. There has been no independent validation of
claims data. To do so would be very difficult and require
a separate study. The data in the present study are the
best available, and there is no reason a priori to doubt
them. Since the analysis examined the same dataset over
time and only concludes on trends, it is valid to use the
present data for this analysis.

The use of injury claim data may, as previously
shown, underestimate the actual number of claims (36).
One of the reasons for this is related to the criteria for
deciding if a claim is included or not, eg, length of time
away from work. As a consequence, injuries resulting in
only short or no time away from work are not included
(36). Further, vulnerable groups, such as unskilled,
casual, or foreign workers, are less likely to lodge a
claim due to the fear of losing their job (36). However,
in this study, we have used the same source of data for
the comparison before and after the introduction of the
MHPG. Consequently, any underreporting of claims is
unlikely to affect the before and after comparisons.

A particular strength of the present study was the
narrative analysis of the ‘accident description’ included
in the claims from non-ACC accredited employers.
This approach afforded a detailed assessment of the
individual claims in order to determine whether they
were related to MHP.

Scand J Work Environ Health - online first 9

203



204

Impact of guidelines for moving and handling people on injury rates

Concluding remarks

Before the introduction of the national MHPG in New
Zealand in 2012, MHP-related claim rates and costs
declined. In contrast, in the four years after the introduc-
tion of the national guidelines, there were statistically
significant increases in MHP-related claim rates and
costs, suggesting that the introduction of the guidelines
had not been effective in reducing MHP risks and inju-
ries. The healthcare sector should particularly focus on
addressing risk related to lifting/carrying/strain since the
MHP injury claims caused by these causes were the only
claims that increased after 2012.
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Table S1a Adjustment factors for included ANZSIC codes.

Industry 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 Total
Labour Supply Services 1.20 1.14 1.11 1.23 1.11 1.14 1.09 1.09 1.04 1.04 1.05 1.04 1.10
Hospitals (except psychiatric 8.73 8.34 9.94 7.51 7.81 7.28 7.36 8.71 8.89 9.19 7.33 7.20 8.09
hospitals)

General practice medical 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
services

Specialist medical services 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Pathology and diagnostic 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
imaging services

Physiotherapy services 1.00 1.00 1.00 1.04 1.02 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.01
Chiropractic and osteopathic 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
services

Other allied health services 1.00 1.00 1.00 1.00 1.00 1.00 1.01 1.00 1.00 1.00 1.00 1.00 1.00
Ambulance services 1.17 1.05 1.00 1.00 1.02 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.02
Other healthcare services 1.16 1.14 1.11 1.11 1.17 1.14 1.13 1.05 1.02 1.02 1.01 1.01 1.07
Aged care residential services 1.17 1.17 1.19 1.10 111 1.11 1.09 1.23 1.28 1.28 1.30 1.29 1.19
Other residential care services 2.80 3.44 3.15 3.30 3.10 2.96 2.60 2.50 2.42 2.52 2.94 2.47 2.79
Child Care Services 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Other Social Assistance Services 1.08 1.05 1.01 1.02 1.17 134 1.28 133 131 137 1.54 1.48 1.26
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Table S2a Claims numbers, claims rate (per 1000 employees), and average claims cost (NZ$) stratified by industries from 2005 to 2012.

Subsector 2005 2006 2007 2008 2009 2010 2011 2012
Claim numbers (Claims rate)
Claims costs

Labour Supply Services 128 (4.9) 109 (3.9) 107 (3.3) 120 (3.5) 102 (3.5) 101 (3.6) 89 (2.8) 87 (2.6)
3753 5182 6073 4200 2914 4799 5098 995
Hospitals (except psychiatric ~ 1083 (16.7) 1034 (15.6) 1113 (16.7) 1209 (17.5) 1187(16.5) 1034 (14.1) 1060 (14.3) 1028 (13.7)
hospitals) 2306 4119 1735 1898 3397 4026 1152 3620
General practice medical 25(2.5) 22(2.1) 25(2.4) 33(3.1) 34(3.1) 24 (2.2) 22 (2.0) 16 (1.4)
services 176 827 776 12 839 368 854 286 450
Specialist medical services 7 (2.98) 12 (5.0) 10(3.9) 8(2.9) 7(2.3) 6 (2.0) 7(2.2) 10(3.1)
100 225 850 1525 9857 383 914 220
Pathology and diagnostic 4(0.9) 9(2.2) 15 (3.6) 11 (2.7) 13 (3.3) 9(2.0) 14 (3.3) 23 (5.4)
imaging services 30375 19878 413 2782 777 5100 429 948
Physiotherapy services 13 (9.6) 7 (4.8) 9 (5.6) 18 (9.8) 8(4.2) 13 (7.0) 6(3.6) 10 (5.9)
500 329 578 1929 375 385 2983 340
Chiropractic and 4(7.1) 3(5.5) 2(3.3) 5(7.9) 9(14.1) 7 (10.8) 2(3.2) 3(4.6)
osteopathic services 1025 133 2650 280 856 543 300 133
Other allied health services 35(1.8) 32(1.6) 30(1.5) 23(1.1) 39(1.7) 37(1.4) 40 (1.9) 46 (2.2)
1174 603 520 3444 974 1476 1240 1400
Ambulance services 123 (61.5) 108 (50.0) 89 (40.5) 91 (40.4) 106 (44.9) 119 (50.6) 130 (52.0) 153 (62.5)
3670 1178 3747 4340 1937 1798 3339 2724
Other healthcare services 15 (5.2) 13 (4.1) 8(2.2) 6 (1.4) 35(8.3) 18 (4.4) 37(9.2) 51(11.0)
592 227 300 240 2180 313 3,064 1690
Aged care residential 1279 (41.0) 1329 (43.2) 1351 (42.6) 1293 (40.9) 1095 (33.8) 1119 (36.9) 1190 (35.2) 1152 (32.9)
services 2948 2591 3068 3734 1804 1539 971 1401
Other residential care 308 (25.5) 309 (25.8) 217 (17.6) 344 (27.3) 282 (21.1) 293 (20.9) 335 (24.6) 316 (22.1)
services 3145 3618 9655 1256 1880 3707 1400 1608
Child Care Services 2(0.3) 4(0.5) 2(0.2) 8(1.0) 3(0.3) 2(0.2) 8(0.8) 5(0.5)
7,950 125 250 1125 100 150 1288 160
Other Social Assistance 196 (11.3) 193 (9.8) 186 (10.8) 176 (9.7) 265 (13.7) 296 (14.8) 277 (13.9) 284 (14.4)
Services 2987 7935 2476 5407 3564 2535 1499 2317
All industries 3223 (15.9) 3184 (15.2) 3164 (14.7) 3344 (15.1) 3186 (14.1) 3078 (13.4) 3218 (13.8) 3183 (13.4)
2780 3539 3058 2990 2575 2780 1355 2259
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Table S3 Claims numbers stratified by claims causes from 2005 to 2016.

Cause category 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 Total

Number of MHP related injury claims

Lifting/ Carrying/ Strain 2006 1961 1866 1985 1769 1713 1731 1870 2130 2158 2120 2239 23662

Loss Balance/ Personal 281 248 173 126 148 184 151 196 190 237 261 208 2448
Control

Loss of Hold 2 3 3 3 5 1 3 0 1 0 1 1 23

Misjudgement of Support 31 31 32 33 49 66 76 58 36 64 49 44 576

Other or Unclear Cause 290 531 425 513 454 458 375 429 396 170 375 187 4799

Pushed or Pulled 30 53 43 101 99 105 108 90 131 144 143 150 1197

Slipping, Skidding on Foot 43 25 31 47 27 28 44 47 37 42 35 31 437

Something Giving way 0 0 0 0 0 0 0 0 0 2 5 2 8
Underfoot

Struck by Person/Animal 129 119 97 104 104 92 154 124 95 90 76 102 1286

Tripping or Stumbling 15 7 11 6 14 7 21 12 15 11 13 10 142
Twisting Movement 21 104 145 130 148 168 158 142 142 139 178 168 1643
Undefined Cause 1 0 2 1 2 1 0 2 1 1 2 1 14

All causes 2850 3082 2828 3049 2820 2822 2821 2969 3174 3058 3259 3142 36234
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Figure S1 MHP related claims rates per subsector before and after
the introduction of the MHPG. ¢ indicates yearly rates before
(2005-2012) and = after (2013-2016) the introduction of the MHGP.
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the introduction of the MHPG. ¢ indicates yearly costs before
(2005-2012) and = after (2013-2016) the introduction of the MHGP.
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Abstract (316)

Background A moving and handling of people
guideline (MHPG) was introduced in New Zealand
in 2012 to reduce musculoskeletal disorders in the
healthcare sector. This study assessed: i) to what
extent intended users were aware of the MHPG; ii)
how they became aware of it; iii) whether those who
were aware of it had read and used them; and iv)

whether organisational size affected awareness.

Methods In 2016 an email questionnaire was sent to
3,025 people in the healthcare sector of whom 689
(22.8%) responded. Questionnaire responses were
compared, using logistic regression, across subsectors
(public hospitals, private hospitals, residential aged
care, training and education, and multiple subsectors;
n=495) and work role (H&S managers, MHP
coordinators, H&S representatives, managers,

therapists, and carers; n=463).

Results Ninety-three percent of MHP coordinators
and 100% of therapists were aware of the MHPG,
significantly more than for other work roles (p<0.01).

Fewer carers and hospital workers (39.5% and
43.7%, respectively) were aware of the MHPG
(p<0.01) whilst those working in multiple subsectors
were more aware of the MHPG (79.8 %; p<0.001).
Of the respondents aware of the MHPG, 96 % of
therapists and 91.1 % of MHP coordinators had used
it; fewer carers had read (56.3 %) or used (56.3 %)
sections of the MHPG (p=0.049). Also, fewer
respondents from public hospitals had read (56.7 %)
or used (50.5 %) sections of it, whilst more
residential aged care workers (94.2 %; p<0.001) and
within multiple subsectors (90.1 %; p<0.001) had
read sections of the MHPG. Respondents from
larger organisations were less aware of the MHPG
than those from smaller organisation (73.9% vs 87.0
%; p=0.040).

Conclusion Four years after introduction, awareness
and use of the MHPG was very high for most of the
work roles that were important for its
implementation (MHP coordinators, therapists, H&S
managers) However, awareness was low for those
working in public hospitals, which were expected to

lead implementation.
Keywords

¢ Chronicle workshop
*  Healthcare

¢ Patient handling

¢ Evaluation

* Intervention
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Introduction

Although several countries have developed moving
and handling of people (MHP) guidelines (Hignett,
2003; Humrickhouse and Knibbe, 2016; Koppelaar et
al., 2009; Lidegaard et al., 2019b), musculoskeletal
disorders and injuries caused by MHP remain
common in the healthcare sector (Alnaser, 2007;
Coman et al., 2018; Davis and Kotowski, 2015;
Lidegaard et al., 2019a; Smedley et al., 1995). A
possible reason for this could be that the intended
users are not aware of the guidelines, and/or do not

read or use them.

No previous studies have assessed awareness and/or
use of MHP guidelines by the healthcare sector.
However, studies examining awareness and use of
clinical guidelines (Brennan et al., 2018; Cabana et al,,
1999; Kovacs et al., 2018) have shown that these
often not reach the intended users (Cabana et al.,
1999; Joosen et al., 2015; Kastner et al., 2011)
possibly due to over-reliance on passive
dissemination (Closs and Cheater, 1997; Graham et
al., 2003; Sandstrom et al., 2015) such as mass
mailings, publication of written information, and
untargeted presentations to heterogeneous groups
(Rabin et al., 2000), resulting in poor awareness and
use of these guidelines (Thomson et al. 1995). In
contrast to clinical guidelines, MHP guidelines
generally have a more diverse target group and
factors influencing awareness and use of these

guidelines may therefore be different.

In New Zealand, the Accident Compensation
Corporation (ACC) developed and introduced a
national MHP guideline in 2012, ‘Mowving and Handling
People: The New Zealand Guidelines’ MHPG) (Accident
Compensation Corporation, 2012). The MHPG was
developed to reduce MHP-related injuries and
contains information on developing and
implementing a multifaceted MHP programme. The
MHPG was made available on the web, and as hard
copy and CDROM. It was launched at a national
conference and at subsequent regional seminars
targeting MHP coordinators, ergonomists,
occupational therapists/physiotherapists (thetrapists)
and others involved in prevention of injuries related
to MHP. It was made freely available on the ACC
webpage and sent upon request (Lidegaard et al.,
2019b). In addition, healthcare organisations and
health and safety (H&S) managers, MHP
coordinators, and managers on the ACC’s mailing list

were informed via mail or email. The dissemination
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strategy for the MHPG therefore mainly relied on
passive dissemination (Lidegaard et al., 2019b).

The MHPG targeted subsectors where MHP was
prevalent include: i) public and private hospitals; ii)
residential and aged care facilities; iii) clinics and
surgeries; iv) schools with disabled children; and v)
community care services (Accident Compensation
Corporation, 2012). The intended users who were
expected to be aware of the guidelines were identified
in the MHPG as: i) managers; ii) carers; iii) senior
management; iv) people involved in facility design,
and; v) education and training institutions (Accident

Compensation Corporation, 2012).

A previous analysis of the MHPG (the programme
theory) (Lidegaard et al., 2019b) indicated that public
hospitals were expected to lead and drive
implementation. Those working in public hospitals
would therefore be more likely to be aware and to
have read and used the MHPG (Lidegaard et al.,
2019b). Similarly, H&S managers, MHP
coordinators, and to some extent managers
responsible for MHP were expected to be more likely
to use the MHPG and lead implementation in their
organisations (Lidegaard et al., 2019b). In addition,
trainers and educators were expected to spread the
information contained in the MHPG throughout the

healthcare sector.

A recent evaluation of MHP-related accepted injury
claims in New Zealand showed no reduction
following the introduction of the MHPG (Lidegaard
et al.,, 2019a). The reasons for this are unknown, but
could be related to poor awareness of the MHPG.
The present study aimed to identify: i) to what extent
intended users were aware of the MHPG:; ii) how
they became aware of it; iii) whether those who were
aware of it had read and used them; and iv) whether

organisational size affected awareness.

Methods

The study described in this paper is based on a
questionnaire survey that was conducted from April
to October 2016 among healthcare professionals in
New Zealand. Ethics approval was obtained from the
Massey University Human Ethics Committee (SOB
15/78).

Data collection and participants

The questionnaire was administered using an
internet-based platform and distributed by email as
an open survey (Eysenbach, 2005) through



professional associations (Moving and Handling
Association of New Zealand; Human Factors and
Ergonomics Society of New Zealand), networks
(Public hospital MHP coordinators network;
Network of OHS managers in residential care), MHP
equipment suppliers, a trade union (New Zealand
Nurses Organisation), employers’ associations
(Home & Community Health Association; Care
Association New Zealand), an industry training
organisation (Careerforce), and ACC mailing lists (a
list of H&S managers and recipients of the MHPG).
These were selected in order to reach the target
organisations and intended users, which were
identified as users by the MHPG programme theory
(Lidegaard et al., 2019b).

The questionnaire was distributed to 3,025 people, of
which 689 (22.6%) replied. Questionnaire responses
were compared across subsectors (public hospitals,
private hospitals, residential aged care, training and
education, and multiple subsectors; n=495) and work
roles (H&S managers, MHP coordinators, H&S
representatives, managers, therapists, and carers;
n=463) with 407 respondents included in both
(sector and job title/role) comparisons. Respondents
who did not wotk in the selected subsectors and
work roles were excluded, so the final study

population included 552 respondents.
Questionnaire

The development of the questionnaire was guided by
the programme theory for the MHPG (Lidegaard et
al., 2019b) and an earlier survey of the New Zealand
healthcare sector (Thomas and Thomas, 2010). An
initial draft of the questionnaire was trialled by an
industry advisory group and a H&S management
group at a New Zealand District Health Board and
revised based on their feedback.

The questionnaire contained open-ended and closed
questions with answer categories: Yes; No’yand ‘Do
not kenow/ mnsure’. The specific questions analysed in
this study asked about awareness of the MHPG, and
whether sections of the MHPG had been read and
used: Are you aware of the "Moving and Handling People:
The New Zealand Guidelines (2012)2°. If the answer was
‘yes’, the next question was: ‘Have you, at any time read
any sections of the "Moving and Handling People: The New
Zealand Guidelines (2012)?” and they were also asked:
‘Have you, at any time used any sections of the "Moving and
Handling People: The New Zealand Guidelines (2012)'?
This was followed by: How did you become aware of the
"Moving and Handling People: The New Zealand Guidelines

(2012)2°. The answer category for this last question

was an open-ended narrative description.
Statistical analysis

Statistical analyses were performed using SPSS (SPSS
version 25.0, IBM, Armonk, NY, USA) and the SAS
statistical software for Windows (version 9.3) (Caty,
NC, USA).

As noted above, all analyses wete carried out
separately for subsector and work role. For analyses
comparing responses across subsectors, respondents
working in more than one subsector were allocated
to a new category, “multiple sectors”. For
comparisons comparing work roles, a hierarchy was
created as follows: H&S manager; MHP coordinator;
H&S representative; manager; therapists; carer. This
meant that if a respondent had identified as being
both a therapist and MHP coordinator, then they
were analysed as MHP coordinator. The hierarchy
was based on the MHPG programme theory that
identified these roles as critical for the
implementation of a MHP programme (Lidegaard et
al., 2019b).

The propottions of ‘Do not know/ Unsure’
responses for questions on awareness, having read
the guideline, and having used it were consistently
small (6.3-15.1%). We therefore merged the ‘No and
Do not know/ Unsure’ categoties into a single “No”
category. Binomial logistics regression estimating
odds ratio and 95% confidence intervals (95%CI)
was applied to assess differences between different
subsectors and work roles, respectively. Public
hospitals and H&S managers acted as the reference
category, respectively. Statistical significance was
defined as p<0.05. Bonferroni adjustment was
applied for multiple comparisons.

The responses to the question about how the
respondents became aware of the MHPG were
analysed thematically (Braun and Clatke, 2006). In
addition, an analysis assessing the influence of
organisational size (<50; 50 to 99; >99) on awareness
of the MHPG was conducted using binomial logistics
regression. Organisation with more than 99

employees acted as the reference group.

Since carers were not the main target group of the
MHPG (Lidegaard et al., 2019b) and a low
proportion of carers were aware of the MHPG (see
below) and the distribution of respondents working
as carers across the different subsectors was uneven

(the majority of carers worked in public hospitals), a
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sensitivity analysis was undertaken excluding all

carers.

Results

The largest group of respondents from the sector
cohort worked within public hospitals (44.8%; Table
1). Carers made up the majority of respondents from
public and private hospitals i.e. 76.1% and 50.0%,
respectively. MHP coordinators made up 25.8 % of
the respondents working in multiple sectors. Of
those working in public hospitals, 95% were in
organisations with >100 employees. In contrast, this
was the case for only 32.3% of those working in
residential aged care. The majority of respondents
from the work role cohort were carers (58.5%) and
80.4% employed as carers were in organisations with
>100 employees (Table 1).

[Insert table 1]
Analysis by subsector

Respondents working in residential aged care,
training/education, and multiple subsectors wete
3.13 (95%CI 1.89, 5.26), 6.21 (95%CI 2.50, 16.67),
and 5.08 (95%CI 2.86, 9.09) times more likely to be
aware of the MHPG than those working in public
hospitals, respectively. Sensitivity analyses excluding
carers showed similar results (Table 3). Respondents
working in residential aged care, home care,
training/education, and multiple subsectors wete
12.35 (95%CI 4.17, 33.33), 9.90 (95%CI 1.27,
100.00), 7.41 (95%CI 2.13, 25.00), and 6.99 (95%CI
2.94, 16.67) times more likely to read any section of
the MHPG than respondents working in public
hospitals, respectively (Table 2). Although sensitivity
analyses resulted in increased ORs for residential
aged care and multiple subsectors, the overall pattern
was very similar (Table 3). Finally, those working in
residential aged care, training/education, and multiple
subsectors were 5.81 (95%CI 2.70, 12.50), 2.95
(95%CI 1.23, 7.14), and 4.39 (95%CI 2.17, 9.09)
times more likely to use any section of the MHPG
(Table 2), with only small changes observed for
analyses excluding carers (Table 3).

The majority of respondents became aware of the
MHPG through ‘Multiple distribution channels’ (35.2
%), ‘Training’ (15.1 %), and ‘At work’ (13.2 %)
(Table 4). The largest contributions to ‘Multiple
distribution channels’ came from ‘Search/ research’
(21.2 %), ‘Other’ (17.9 %), ‘At work’ (13.7 %) and
“Training’ (13.7 %). More respondents from public
hospitals (25.4 %) and private hospitals (25.0 %)
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became aware of the MHPG through training
compared to the remaining subsector (0.0 to 13.5 %).

[Insert table 2 here]
[Insert table 3 here]
[Insert table 4 here]
Analysis by work role

Respondents working as carer were less likely to be
aware (OR 0.12, 95%CI 0.04, 0.30) of, or to have
read (OR 0.09, 95%CI 0.02, 0.40), the MHPG than
respondents working as H&S managers (table 5).
Respondents working as MHP coordinator, and
therapist wete 3.73 (95%CI 1.00, 1.37), and 8.70
(95%CI 1.01, 100.) times more likely to use any
section of the MHPG than respondents working as
H&S managers.

The majority became aware of the MHPG through
‘Multiple distribution channels’ (35.9%), “Training’
(16.7%), ‘At work’ (10.6%), and ‘ACC (8.6%) (Table
4). The largest contributions to ‘Multiple distribution
channels’ came from ‘Seatch/research’ (21.2%),
‘Other’ (17.9%), ‘At work’ (13.7%) and “Training’
(13.7%). More H&S managers (20.0%) and managers
(20.7%) became aware through ACC compared to
the other work roles (0.0-12.5%). Mote caters
(29.9%) became aware through training compared to
remaining work roles (7.3-16.7%). More H&S
representatives (66.7%) and fewer carers (28.4 %)
became aware through multiple channels compared
to the remaining work roles (32.0-41.5%). Carers
(17.9%) were more often reached through work than
the other work roles (0.0-8.3%). The launch of the
MHGP mostly reached MHP coordinators (12.2%)
compared to the other work roles (0.0-0.9%).

[Insert table 5 here]

Organisational size and awareness of the
MHPG

Table 6 shows the distribution of respondents’ awareness
of the MHPG stratified by organisational sige for the
sector and work role cohorts. In this table carers have
been excluded becanse the distribution of respondents
working as carers was uneven across the different
subsectors. Respondents working in organisations with
49 or less employees were 2.36 (95%CI 1.06, 5.26)
times more likely to be aware of the MHPG than



respondents working in organisations with 100 or more
employees.

[Insert figure 6 here]
Discussion

Opverall awareness of the MHPG for the work role
cohort was 56.8 %. High proportions of MHP
coordinators (93.6 %) and therapists (100 %) were
aware of the MHPG. The main intended user groups
(Lidegaard et al., 2019b) were H&S managers, MHP
coordinators, therapists, and managers with
responsibility for MHP. Thus it would be expected
that more respondents in these roles were aware of
the MHPG. The overall level of awareness amongst
the main intended user groups was similar to findings
of a literature review on clinical guidelines by Cabana
et al, 1999, where awareness was at least 80 % in 23
of the 46 included studies. It is also similar to that
reported by Hendrick et al, 2013, in which 82 % of
physiotherapists were aware of a low back pain
guideline (Hendrick et al., 2013). The respondents in
the present study had a diverse pattern of becoming
aware, including via ACC and the launch of the
MHPG. This may explain why such a high
percentage of the MHP coordinators and therapists
were awatre of the MHPG.

In contrast, few carers (39.5%) were awate of the
MHPG. Carers conduct MHP and would be
expected to follow the organisation’s MHP
programme and procedures and attend MHP training
but they might not know or be aware of the MHPG
whether or not the programmes and training were
based on the MHPG. The results showed that carers
mostly became aware of the guidelines through
training. Hence, lower awareness of the MHPG
seems a logical consequence of how the content of
the MHPG was expected to be implemented.
However, more carers in our study were aware of the
MHPG than findings of awareness reported in a
study of nurses. Rose and colleagues reported that
29% of intensive care unit nurses were aware of
guidelines for pain assessment and management
developed by a professional society (Rose et al,,
2012). On the other hand, Rodgers reported a
substantially higher awareness as, on average, 77.3 %
of nurses in medical and surgical wards at hospitals
were aware of 14 specific evidence-based practices
(Rodgers, 2000). The level of awareness reported in
the present study might be affected by the way carers
were approached. The main distribution channel of

the questionnaire to carers (the New Zealand Nurses

Organisation) specifically targeted workplace
representatives and nurse managers, who were
expected to have higher awareness than the rest of
the carers. As a result, workplace representatives
might be overrepresented and thereby skewing the
level of awareness amongst carers, hence the
awareness amongst carers in general might be lower
than reported.

Guidelines in the healthcare sector are often targeted
at specialist work roles, most often the physician
(Gagliardi et al., 2011). Although the MHPG was
thought to be relevant to all work roles in the
healthcare sector, H&S managers, MHP coordinators
and managers (with responsibility for MHP) were
identified as the main people who would implement
the MHPG (Lidegaard et al., 2019b). This distinction
in targeted work role could explain why more MHP
coordinators and H&S managers (borderline
significant, p =0.060) were aware of the MHPG.
However, the higher proportion of respondents
being aware could also be explained by ACC having
distribution channels that directly targeted these work
roles. ACC used a suite of passive distribution
channels and many of the respondents were reached
by more than one as well as a higher proportion of
different target user groups were reached by different
channels. A higher proportion of MHP coordinators
were reached by the Launch of the MHPG, more
H&S managers and managers were reached through
contact with ACC, and more carers were reached
through training and at work. This emphasises the
importance of having multiple distribution channels

when aiming at reaching multiple user groups.

Overall awareness of the MHPG for the sector
cohort was 59.5 %. It was 79.7% when the carers
were removed from this cohort in the sensitivity
analysis. Fewer respondents within public hospitals
than the other subsectors were aware of the MHPG
before (43.7 %) and after removal of carers (61.7 %)).
Similarly, fewer respondents (including carers) from
private hospitals than the rest of the subsectors were
aware of the MHPG (50.0 %). In contrast, more
respondents (including carers) working within
multiple subsectors were aware of the MHPG (79.8
%). However, the results from the sensitivity analysis
showed that there were no differences between
respondents from subsectors. This indicates that the
pattern seen for the public and private hospitals to
some extent can be explained by fewer carers being
aware of the MHPG. Based on the programme
theory underlying the MHPG, more respondents
from public hospitals were expected to be aware of
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the MHPG because the sector was seen as a leader in
implementing the MHPG. A possible explanation for
the difference between respondents employed in
public and private hospitals, and respondents
working in multiple subsectors may be that people
that work in multiple subsectors are commonly
consultants, who provide specialised knowledge and
advice about MHP to organisations. They might
more actively search information on MHP and
participate in meetings and conferences. This is
supported by the fact that a higher proportion of
respondents from multiple subsectors were MHP
coordinators, and therapists compared to other
subsectors. In addition, working within multiple
subsectors might increase the likelihood of being
introduced to the MHPG.

Fewer respondents from larger organisations were
aware of the MHPG, whereas more respondents
from smaller organisations were aware. We have not
found any studies that looked at awareness of
guidelines in relation to subsectors in the healthcare
sector of in relation to organisational size. However,
Rogers (2000) reported that there was no difference
in the awareness of research-based practices among
nurses employed in different size of hospitals.
Because of the more hierarchical structure of large
organisations, their employees may be less likely to
know staff in specialist functions, such as MHP
coordinators and H&S managers. This could result in
poorer dissemination across the organisation due to
impaired communication. However, data from the
present study do not fully support this argument, as
there were no major differences with respect to how
respondents became aware of the MHGP between
respondents working in public hospitals (large
organisations) and residential aged care (smaller

organisations).

Overall, 75.7 % of respondents in the work role
cohort, who indicated that they were awate of the
MHPG, had read sections of the MHPG and 69.6 %
had used them. A higher proportion of respondents
working as therapists (96.0 %), as MHP coordinators
(91.1 %) and as H&S managers (73.3 %) had used the
MHPG, whilst fewer carers had read (56.3 %) and
used (56.3 %) them, compared to other work roles.
These findings are consistent with the programme
theory (Lidegaard et al., 2019b), in which, H&S
managers, MHP coordinators, and therapists were
expected to use the MHPG to develop and design
the organisation’s MHP programme, whereas carers
were expected to follow the organisations
programmes and maybe not use the MHPG directly.
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In comparison, Kotzeva and colleagues reported that
90.2 % of hospital physicians used a suite of clinical
guidelines within a national database of healthcare
guidelines (Kotzeva et al., 2014). A direct comparison
is difficult as the physicians report on use of clinical
guidelines in general, whereas the present study
assessed use of one specific guideline. Nevertheless,
the overall use reported by Kotzeva et al, are higher
than the present study. However, when looking at the
main users of the MHPG, the numbers are quite

similar.

The percentage of carers that had used the MHPG
when they were aware of them was lower than
reported in previous studies that looked at nurses.
Rodgers (2000) found that 66.8 % of nurses in
medical and surgical wards at hospitals used research-
based evidence. Another study reported that 65 % of
nurses in an intensive care unit used clinical
guidelines, especially guidelines endorsed by nurses’
professional organizations (Sinuff et al., 2007). One
reason for the lower use in our study could be due to
our selection criteria. We aimed for a ‘clean’ carers
category where respondents would not have any
other work roles or responsibilities, e.g. H&S
representatives. Thus, these respondents were moved
to other categories. By doing so, we removed the
respondents most likely to use the MHPG from the
carers’ category, hence lowering use among the
carers. Further, it could be argued that it is unrealistic
to expect carers to use a MHP guideline as much as
nurses are expected to use clinical guidelines,
especially since clinical guidelines are directly linked
to core business. In that light, having a slightly lower

use among the carers seems predictable.

In previous studies, barriers for use of clinical
guidelines by occupational therapists were primarily
associated with the expectation of the patient, lack of
knowledge from colleagues’ as well as their attitudes
and behaviours towards the clinical guidelines, and
how work was organised (Poitras et al., 2011). For
physiotherapists, barriers mostly related to how
clinicians’ understood the guidelines, the level of
compatibility between own practice and the
guidelines, how relevant the clinicians perceived the
guidelines to be, and how much they agreed with the
guidelines (Coté et al., 2009). The proportion of
therapists using the MHPG in the present study
suggests that the barriers identified by Poitras et al.
and Coté et al. did not impact therapists’ use of the
MHPG. Alternatively, the barriers identified for
clinical guidelines do not apply to MHPG maybe

because they do not relate to core business or are



legally required, so may receive different attention, or
it could be that the MHPG were designed to fit the
environment that the therapists worked in. Whilst the
barriers for the use of clinical guidelines has
previously been studied (Francke et al., 2008;
Grimshaw et al., 2004), barriers for the use of MHP
guidelines is still rather unknown and should
therefore be explored in future studies.

Within the sector cohort, 77.0 % of the respondents
who were aware of the MHPG had read sections of
them and 68.0 % had used them. Fewer respondents
within public hospitals had read (56.7 %) and had
used (50.4 %) them. Similarly, fewer respondents
from private hospital than other subsectors had read
(66.7 %) and used (50.0 %) the MHPG. In contrast,
more respondents (94.2 %) working in residential
aged care had read sections of the MHPG. The
differences between public hospitals and residential
aged care could be explained by more respondents
working in hospitals being carers. When carers were
excluded from the analysis still fewer respondents
from the public hospitals had read sections of the
MHPG. In contrast, exclusion of carers resulted in
no differences between sectors with respect to use of
the MHPG. This suggests that fewer from public
hospitals read the MHPG despite being aware of it.
This finding suggests that public hospitals might not
be the subsector that drives the implementation of
the MHPG as it was expected to be (Lidegaard et al,,
2019b).

The overall findings suggest that a high proportion of
the main intended user groups were aware of the
MHPG and a lower proportion of carers were aware.
More respondents from public hospitals were
expected to be aware of the MHPG as this sector
was seen as the leader in this area, but the findings of
the present study did not support this. The
respondents became aware of the MHPG through
several dissemination channels included in ACC’s
dissemination strategy. A very high proportion of the
respondents had read and used the MHPG when
they were aware of them, particularly respondents
from the main intended user groups. However, a
lower proportion of respondents from public
hospitals had read the MHPG. Based on the above, it
is difficult to explain why we have seen an increase in
MHP related injury claims since the introduction of
the MHPG (Lidegaard et al., 2019a). Therefore,
future studies should explore how the MHPG have
been used, whether use may have resulted in changes,

and the influence of different circumstances.

To the best of the authors’ knowledge, this is the first
study to report on both awareness and use of a
national MHP guideline within the healthcare sector.
A strength of the study was how the questionnaire
was developed; using the knowledge of the industry
advisory group to secure wording of questions suited
the target respondents and pilot testing the
questionnaire in the industry. This decreased the
likelihood of the respondents misinterpreting the

questions.

The approach chosen to distribute the questionnaire
served as both a strength and a weakness. On one
hand, by using healthcare specific third-parties the
probability of reaching the intended users of the
MHPG was increased, hereby maximising the
number of relevant respondents. On the other hand,
this approach could potentially be too non-specific,
which would increase the risk of approaching a large
group of respondents unrelated to MHP, thus most
likely lowering the response rate. In order to address
this issue, we specifically targeted specific groups of
respondents within the third-parties” member
group, e.g. only distributing the survey to nurse
managers and workplace representatives in the
Nurses’” union. By doing so, we increased the
likelihood of reaching the largest number of
respondents relevant to MHP. The distribution
strategy introduced a risk of reaching individuals
twice due to the possibility of being included on
multiple lists. In the invitation and the questionnaire
introduction respondents were instructed to only
answer the questionnaire once, no matter the number
of invitations, hence reducing the response rate for
some distribution channels. This approach was
chosen as it allowed us to interact with a suite of
third-parties that had various entry-points towards
MHP, thereby not excluding a large number of
potential respondents from a particular third-party
due to the relatively small risk of an overlap with

another third-party.

The overall response rate in the study was 22.5 %.
This is similar to other questionnaire surveys in the
healthcare sector (Rose et al., 2012), but — as for all
such studies - begs the question about it being
representative of the entire New Zealand healthcare
sector. The distribution strategy was tailored so that
it would capture a large proportion of relevant work
roles responsible for implementing the MHPG.
However, this approach may overestimate the
awareness and use of the MHPG due to participation
bias - where an increased proportion of people

passionate about MHP chose to answers the
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questionnaire. If this were true for our study then the
real situation in the healthcare sector may be worse
than we have reported. This should not be an issue
for MHP coordinators or therapists, who have very
high awareness and use. However, an overestimation
of awareness and use of the MHPG by managers,
who only reported moderate awareness and use, yet
have high levels of organisational authority, is of
specific concern - especially for ACC and the
Ministry of Health, as they are the main stakeholders
for the healthcare sector.

Conclusion

Whilst overall awareness and use of the MHPG by
intended users was modest, it was very high for most
of the work roles that were important for the
implementation of the MHPG (MHP coordinators,
therapists, and H&S managers). Very few carers were
aware of or used the MHPG. Whilst more
respondents working in multiple sectors, probably
advisors and consultants, were aware of the MHPG,
fewer employees in large public hospitals were aware
of or used the MHPG, despite public hospitals being
identified as the main target subsector. Thus,
organisational size seems to influence the awareness
of the MHPG. Intended users became aware of the
MHPG in different ways: H&S managers via ACC:
MHP coordinators via guideline launch: carers via
their work. These findings indicate that dissemination
of a MHP guideline needs to build on a variety of
channels in order to reach all intended users. These
findings fail to explain why there was no reduction in
MHP-related injury claims and claims costs following
the introduction of the MHPG. Further research
should aim to identify how the MHPG have been
used and barriers and facilitators for implementing

their content.

Acknowledgements

The authors would like to thank the participant who
took time to complete the questionnaire and the
members of the industry advisory group for their
contribution to both the development and pilot
testing of the questionnaire. We thank MidCentral
District Health Board for pilot testing of the
questionnaire and the contact persons in the ten
third-parties for its distribution. Thanks also to Hans
Bay and Dr Mikkel Brandt for statistical advice.

234



References

Accident Compensation Corporation, 2012.
Moving and Handling People: The New
Zealand Guidelines. Wellington, Accident
Compensation Corporation.

Baungard Rasmussen, L., 2011. Facilitating
change: using interactive methods in
organizations, communities and networks.
Polyteknisk Forlag, Kgs. Lyngby.

Boaz, A., Baeza, J., Fraser, A., the European
Implementation Score Collaborative Group
(EIS), 2011. Effective implementation of
research into practice: an overview of

systematic reviews of the health literature.
BMC Res. Notes 4, 212.
https://doi.otg/10.1186/1756-0500-4-212

Bos, E.H., Krol, B., Van Der Star, A,
Groothoff, J.W., 2006. The effects of
occupational interventions on reduction of
musculoskeletal symptoms in the nursing
profession. Ergonomics 49, 706-723.
https://doi.org/10.1080,/001401306005780
05

Closs, S.J., Cheater, F.M., 1997. The
effectiveness of methods of dissemination
and implementation of clinical guidelines for
nursing practice: a selective review. Clin.
Eff. Nurs. 1, 4-14.
https://doi.org/10.1016/51361-
9004(97)80022-2

Cox, R, Lippel, K., 2008. Falling through
the Legal Cracks: The Pitfalls of Using
Workers Compensation Data as Indicators
of Work-Related Injuries and Illnesses.
Policy Pract. Health Saf. 6, 9-30.
https://doi.org/10.1080/14774003.2008.11
667721

Dawson, A.P., McLennan, S.N., Schiller,
S.D., Jull, G.A., Hodges, P.W., Stewart, S.,
2007. Interventions to prevent back pain
and back injury in nurses: a systematic
review. Occup. Environ. Med. 64, 642—650.
https://doi.org/10.1136/0em.2006.030643

Denzin, N.K., 1973. The research act: A
theoretical introduction to sociological
methods. Transaction publishers.

Dogherty, E.J., Harrison, M.B., Graham,
1.D., Vandyk, A.D., Keeping-Burke, L.,
2013. Turning Knowledge Into Action at
the Point-of-Care: The Collective
Experience of Nurses Facilitating the
Implementation of Evidence-Based
Practice: Facilitating Implementation of
EBP. Wotldviews Evid. Based Nurs. 10,
129-139.
https://doi.otg/10.1111/wvn.12009

Eccles, M., Grimshaw, J., Walker, A,
Johnston, M., Pitts, N., 2005. Changing the
behavior of healthcare professionals: the use
of theory in promoting the uptake of
research findings. J. Clin. Epidemiol. 58,
107-112.
https://doi.org/10.1016/j.jclinepi.2004.09.0
02

Engkvist, I.-L., 2008. Back injuries among
nurses — A comparison of the accident
processes after a 10-year follow-up. Saf. Sci.
46, 291-301.
https://doi.org/10.1016/j.55¢1.2007.06.001

Fray, M., Hignett, S., 2013. TROPHI:
development of a tool to measure complex,
multi-factorial patient handling
interventions. Ergonomics 56, 1280-1294.
https://doi.org/10.1080/00140139.2013.80
7360

Gagliardi, A.R., Brouwers, M.C., Palda,
V.A., Lemieux-Chatles, L., Grimshaw, ].M.,
2011. How can we improve guideline use? A
conceptual framework of implementability.

Implement. Sci. 6.
https://doi.org/10.1186/1748-5908-6-26

Gensby, U., 2014. Assessing the present in
perspective of the past: experiences from a
chronicle workshop on company-level work
disability management. Nord. J. Work. Life
Stud. 4, 85.

235



236

Hagedorn-Rasmussen, P., Mac, A., 2007.
Historievarkstedets metode, in: Teknikker i
Samfundsvidenskaberne. Roskilde
Universitetsforlag.

Hansen, A.M., Pedersen, M.H., 2014.
Vidensproduktion, Positionering og magt 1
historieverksteder. Tidsskr. Arb. 16, 23-37.

Hignett, S., 2003. Intervention strategies to
reduce musculoskeletal injuries associated
with handling patients: a systematic review.
Occup. Environ. Med. 60, E6.

Institute of Medicine (U.S.), Graham, R.
(Eds.), 2011. Clinical practice guidelines we

can trust. National Academies Press,
Washington, DC.

Kanaskie, M.L., Snyder, C., 2018. Nurses
and nursing assistants decision-making
regarding use of safe patient handling and
mobility technology: A qualitative study.
Appl. Nurs. Res. 39, 141-147.
https://doi.otg/10.1016/j.apnt.2017.11.006

Koppelaar, E., Knibbe, J.J., Miedema, H.S.,
Burdorf, A., 2009. Determinants of
implementation of primary preventive
interventions on patient handling in
healthcare: a systematic review. Occup.
Environ. Med. 66, 353-360.
https://doi.org/10.1136/0em.2008.042481

Krill, C., Staffileno, B.A., Raven, C., 2012.
Empowering staff nurses to use research to
change practice for safe patient handling.
Nurs. Outlook 60, 157-162.e1.
https://doi.org/10.1016/j.outlook.2011.06.
005

Lahti, H., Olsen, K., Lidegaard, M., Legg, S.,
2019. Barriers and Facilitators in
Implementing a Moving and Handling
People Programme — An Exploratory Study,
in: Bagnara, S., Tartaglia, R., Albolino, S.,
Alexander, T., Fujita, Y. (Eds.), Proceedings
of the 20th Congress of the International
Ergonomics Association (IEA 2018).
Springer International Publishing, Cham,

pp. 609—618. https://doi.org/10.1007/978-
3-319-96098-2_75

Lee, S.-]., Lee, J.H., Harrison, R., 2018.
Impact of California’s safe patient handling
legislation on musculoskeletal injury

prevention among nurses. Am. J. Ind. Med.
https://doi.otg/10.1002/2jim.22923

Lidegaard, M., Olsen, K.B., Legg, S.J.,
Douwes, J., 2019a. The impact of national
guidelines covering moving and handling of
people on injury rates and related costs.
Scand. J. Work. Environ. Health. E-pub
ahead of print.
https://doi:10.5271/sjweh.3818

Lidegaard, M., Olsen, K.B., Legg, S.J.,
2019b. How was a national moving and
handling people guideline intended to work?

The underlying programme theory. . Eval.
Program Plann. 73, 163-175.

Masso, M., McCarthy, G., 2009. Literature
review to identify factors that support
implementation of evidence-based practice
in residential aged care: Int. J. Evid. Based
Healthc. 7, 145-156.
https://doi.otg/10.1111/j.1744-
1609.2009.00132.x

Masso, M., McCarthy, G., Kitson, A., 2014.
Mechanisms which help explain
implementation of evidence-based practice
in residential aged care facilities: A grounded
theory study. Int. J. Nurs. Stud. 51, 1014—
1026.
https://doi.org/10.1016/j.ijjnurstu.2013.11.
010

Nelson, A., Matz, M., Chen, F.,
Siddharthan, K., Lloyd, J., Fragala, G., 2006.
Development and evaluation of a
multifaceted ergonomics program to
prevent injuries associated with patient
handling tasks. Int. J. Nurs. Stud. 43, 717—
733.
https://doi.org/10.1016/j.ijnurstu.2005.09.
004



Olkowski, B.F., Stolfi, A.M., 2014. Safe
Patient Handling Perceptions and Practices:
A Survey of Acute Care Physical Therapists.
Phys. Ther. 94, 682—-695.
https://doi.org/10.2522/ptj.20120539

Olsen, K.B., Lidegaard, M., Legg, S.J., 2017.
Assessment of the uptake and impact of the
ACC New Zealand moving and handling
people guidelines (2012). Stage 4 factors
facilitating and hindering implementation
and impact of the MHPG and MHP
programme elements: case study report.
Centre for Ergonomics, Occupational Safety
and Health, School of Health Science,
Massey University.

Parliament of New Zealand, 2001. Health
and Disability Services (Safety) act 2001.

Patton, M.Q., 2002. Qualitative research and
evaluation methods, 3 ed. ed. Sage
Publications, Thousand Oaks, Calif.

Richens, Y., Rycroft-Malone, J., Morrell, C.,
2004. Getting guidelines into practice: a
literature review. Nurs. Stand. 18, 33—40.
https://doi.org/10.7748/1ns2004.08.18.50.3
3.c3677

Royal Commission on the Pike River Coal
Mine Tragedy, 2012. Royal Commission on
the Pike River Coal Mine Tragedy = Te
Komihana a te Karauna mo te Parekura Ana
Waro o te Awa o Pike. Royal Commission
on the Pike River Coal Mine Tragedy,
Wellington, N.Z.

Rycroft-Malone, J., 2007. Theoty and
Knowledge Translation: Setting Some
Coordinates. Nurs. Res. 56, S78-S85.
https://doi.org/10.1097/01.NNR.00002806
31.48407.9b

Silverstein, B., Howard, N., Adams, D.,
2012. Washington State Department of
Labor and Industries” SHARP Program -
Implementation of Safe Patient Handling in
Washington State Hospitals, Final report.
Washington State Department of Labor and
Industires.

Stenger, K., Montgomery, L.A.,
Briesemeister, E., 2007. Creating a Culture
of Change Through Implementation of a
Safe Patient Handling Program. Crit. Care
Nurs. Clin. North Am. 19, 213-222,
https://doi.otg/10.1016/j.ccell.2007.02.007

Theberge, N., Neumann, W.P., 2010. Doing
‘organizational work’ Expanding the
conception of professional practice in
ergonomics. Appl. Ergon. 42, 76—84.
https://doi.otg/10.1016/j.apergo.2010.05.0
02

Thompson, D.S., Estabrooks, C.A., Scott-
Findlay, S., Moore, K., Wallin, L., 2007.
Interventions aimed at increasing research
use in nursing: a systematic review.

Implement. Sci. 2.
https://doi.org/10.1186/1748-5908-2-15

Thorsen, T., Mikeld, M., 1999. Changing
professional practice: theory and practice of
clinical guidelines implementation.

Treece, E.W., Treece Jr, . W., 1977.
Elements of research in nursing. Nurs. Res.
26, 239.

Tullar, J.M., Brewer, S., Amick, B.C,, Irvin, E.,
Mahood, Q., Pompeii, L.A., Wang, A., Van
Eerd, D., Gimeno, D., Evanoff, B., 2010.
Occupational Safety and Health Interventions to
Reduce Musculoskeletal Symptoms in the
Health Care Sector. J. Occup. Rehabil. 20, 199—
219. https://doi.org/10.1007/s10926-010-9231-

y

237



Tables

Table 1 Distribution of respondents stratified by subsector, work role, and organisation size. MHP = moving and handling people; HS>S = health and safety

H&S MHP H&S Manager Therapist Carer Employees in organisation
manager coordinator representative (%)
Subsector
Number of respondents (% of subsector/% of Work role) <49 50-99 >100
Public 222
7 7 7 9 1 169 22 (40.2) 4 7 211
hospital (3.2/21.2) (3.2/14.9) (3.2/25.0) (4.1/15.3) (0.5/4.0) (76.1/62.4) (9.9/24.7) (1.8) (3.2)  (95.0)
Private hospital 3 5 1 4 2 17 2 34 4 9 21
(8.8/9.1) (14.7/10.6) (2.9/3.6) (11.8/6.8) (5.9/8.0) (50.0/6.3) (5.9/2.2) (6.2) (11.8)  (26.5) (61.8)
Residential 6 4 13 26 3 31 13 96 37 28 31
aged care (6.3/18.2) (4.2/8.5) (13.5/46.4) (27.1/44.1) (3.1/12.0) (32.3/11.4)  (13.5/14.6) (17.4) (38.5)  (29.2) (32.3)
Home 20
3 3 0 4 1 7 2 (3.6) 4 2 14
care (15.0/9.1) (15.0/6.4) (0.0/0.0) (20.0/6.8) (5.0/4.0) (35.0/2.6) (10.0/2.2) (20.0)  (10.0)  (70.0)
Training/ 1 2 1 2 5 2 22 35 5 4 26
Education (2.9/3.0) (5.7/4.3) (2.9/3.6) (5.7/3.4) (14.3/20.0) (5.7/0.7) (62.9/24.7) (6.3) (14.3)  (11.4) (74.3)
Multiple 7 23 2 6 8 15 28 89 33 13 43
subsectors (7.9/21.2) (25.8/48.9) (2.2/7.1) (6.7/10.2) (9.0/32.0) (16.9/5.5) (31.5/31.5) (16.1) (37.1)  (14.6) (48.3)
Other 6 3 4 8 5 30 0 56 20 9 27
(10.7/ 18.2) (5.4/6.4) (7.1/14.3) (14.3/13.6) (8.9/20.0) (53.6/11.1) (0.0/0.0) (10.1) (35.7)  (16.1)  (48.2)
Total 33 47 28 59 25 271 89 522 107 72 373
(5.4) (8.9) (4.8) (10.3) (4.0) (48.6) (17.9) (100) (19.4)  (13.0) (67.6)
11 13 10 21 9 25 18 107
<49 (33.3) (27.7) (35.7) (35.6) (36.0) (9.2) (20.2) (19.4) - - -
50-99 2 9 4 14 4 28 11 72 (13.0)
(6.1) (19.1) (14.3) (23.7) (16.0) (10.3) (12.4) - - -
20 25 14 24 12 218 60 373
>100 (60.6) (53.2) (50.0) (40.7) (48.0) (80.4) (67.4) (67.6) - - -
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Table 3 Sensitivity analysis of the sector cohort without including carers. Frequency of respondents being aware of the MHPG, having read, and used any section of the MHPG stratified on
subsector. OR = Odds ration for Yes’ vs. No/ Unsure’ for being aware of the MHPG, having read, and used any section of the MHDPG, respectively, compared to Public hospitals; 95%CI
= 95% confidence intervals; P=Bonferroni adjusted p-values.

Subsector Awareness Read any section Used any section

Unsure B es Unsure es Unsure

Public 4 1

hospital (11.8)

ﬂ“%_ﬁ_ (125)  (0.52,6667) 3| (75.0) (25.0) (0.0) (0.36,6.67) 03| (s83) a.wpv (0.31, MW% 0.808
MMM%HMN_ ao.omw (1.27, w.%%v 0.013 Gm.% s.o“v a.% (3.03, me.%vﬁw 0.003 am.w ﬁo.Nw. B.oﬁw (2.38, NM@% 0.001
rome care G.HHV (0.56, %.%% 0.251 AMK.% ﬁm.\m a.% (0.55, KN..NMN 0.213 am.w ao.% B.oﬁw (0.49, m..mw 0.354
MH__HMWD B.oﬁw (1.14, :w.wm 0.025 Gow 2 (6.5) a.NHv (1.22, Noﬁ% 0.025 Ew BN.%V a.NHV (0.85, %.% 0.097
H“Mﬂ_ﬂa E_Hv (1.72, :ﬁﬂ 0.002 Gm.mw 2(3.3) :.%v (2.63, w%.w% 0.001 awM ﬁw.w a.wwv (1.67, Sﬁw 0.003
Total a.w 0.033 awwﬂ G.w AN.M <0001 GMM :m% s.omw .
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Table 5 Freguency of respondents in the work role cohort being aware of the MHPG, having read, and used any section of the MHPG stratified on work role. MHP = moving and handling
peaple; OR = Odds ration for Yes’ vs. No/ Unsure’ for being aware of the MHPG, having read, and used any section of the MHPG, respectively, compared to HS>S manager; 95%CI =
95% confidence intervalsy P=Bonferroni adjusted p-values.

Work role Awareness Read any section Used any section

No Uns ure C Yes No Unsure OR

3 - 2 1 2 - 0 ‘ 1 , 22 8 0 1

H&S manager . (9.1) (6.1) . (6.7) (0.0) (73.3) (26.7) (0.0)
”M_uu__““__sm.ﬁoﬂ . E.wmv AN.“_.HW (0.58, Emw.m_.m“_..uw 0.211 . E.bmv AN.NHW (0.16, m“_.Nomﬁw 1.000 GHMHW Am.wmw AN.NHW (1.00, wawwwv 0.049
_ﬂ._mm_wwmmmsﬁm:% . ANH.\M AHPM” (0.09, Ho“_..u.omv 0.070 Amm.”_ww AHo.va Ao.oﬁw (0.08, bowmm“w 0.633 Amm.w.uw AN“_..HNW So.mwv (0.22, Nowwmov 0.711
Manager . 3@.% AHw.me (0.14, HON&NHW 0.109 Amm.wwmv ﬁ:.mmv Am.b”w (0.08, Nowu—w.uw 0.321 Quwm ANw.H% i.mwv (0.32, Nommm“w 0.859
Therapist (100.0) Ao.oﬁw Ao.oﬁw ) 0.063 E.oo.womv Ao.oﬁw Ao.oﬁw ) 0.495 Gm.mouw E.ouw Ao.oﬁw (1.01, Hoom%onw 0.049
carer 99 02 @03 (008030 OO | o3 poy (33 0o0m) | gey) pso pey i 0%
ot GMM swwﬁw Smwﬁw <0.001 QM.NMW E.N a.N% <0.001 aw.% ANN.% aww <0.001

Table 6 Sensitivity analysis (i.e. excluding carers) of the sector cohort. Frequency of respondents from the sector cohort and the work role cohort being aware of the MHPG stratified by
organisation size. OR = odds ratio for Yes’ vs. No/ Unsure’ for being aware of the MHPG,; P=Bonferroni adjusted p-values

Organisations Work role
size ’ 1 s sure
100 or more 99 28 7 1 75 13 7 1
employees (73.9) (20.9) (5.2) (78.9) (13.7) (7.4)
50-99 33 3 2 2.33 28 3 2 1.49
employees (86.8)  (7.9) (5.3)  (0.85,6.25) 0.102 (84.8)  (9.1) (6.1) (0.51, 4.35) 0.463
49 or less 60 5 4 2.36 0.036 53 5 6 1.29 0.547
employees (87.0)  (7.2) (5.8)  (1.06,5.26) (822) (7.8 (9.4) (0.57, 2.94)
Total 192 36 13 21 15

(79.7) (14.9) (5.4) 0.040 156 (10.9) (7.8) 0.772

(81.3)
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Abstract (278)

Background The introduction of a moving and
handling of people guideline (MHPG) in New
Zealand in 2012 did not reduce injuries related to
moving and handling of people (MHP) in the
healthcare sector. This study identified: i) differences
in familiarity with the different sections of the
MHPG amongst the intended users, ii) if familiar,
differences in use of the different sections of the
MHPG amongst the intended users, and iii) if used,
differences in change after use of the different
sections of the MHPG amongst the intended users.

Methods An online questionnaire was distributed to
3,025 people in the healthcare sector of whom 689
(22.8%) responded. Questionnaire responses were
compared across work roles identified as intended
users of the MHPG (H&S managers, MHP
coordinators, H&S representatives, managers,
therapists, and carers; n=281). Chi-Square tests were

used to assess statistical significance.

Results No differences were seen in familiarity with
the different components of the MHPG amongst

intended user. Still, there was a pattern as more were
familiar with the skills and resources related
components (FCC), with the exception of facility
design, and less being familiar with the organisational
system components (OSC). Within all work roles,
more used the FCC, with the exception of facility
design. Fewer carers were familiar with and used the
OSC. More MHP coordinators (85%) experienced
change after use of the techniques component.
Amongst the remaining work roles, a low proportion

experienced change after use.

Conclusion Among the intended user, familiarity
was high with all sections of the MHPG. However, a
higher proportion used the FCC rather than the
OSC. Still, regardless of the widespread use, a
relatively low proportion experienced change after

use of a section.

Keywords

*  Healthcare sector

¢ Patient handling

¢  Evaluation of intervention
*  Uptake
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Introduction

In order to reduce the occurrence of moving and
handling of people (MHP) related injuries, the New
Zealand Accident Compensation Corporation (ACC)
launched the ‘Moving and Handling People: The New
Zealand Guidelines’ MHPG) in 2012 (Accident
Compensation Corporation, 2012). Nevertheless, in
the four years following the introduction of the
MHPG, injury claims rates and associated costs
increased throughout the healthcare sector
(Lidegaard et al., 2019a). In order to assess this
apparent lack of impact of the MHPG, we have
previously looked at the overall awareness amongst
the intended user (Lidegaard et al., 2019b). However,
this showed that awareness and use of the MHPG
was high amongst the intended users, e.g. MHP
coordinators, occupational therapists and Health and
Safety (H&S) manager, hence a lack of awareness or
low use does not seem to explain the lack of effect of
the MHPG (Lidegaard et al., 2019b).

To establish an effective MHP programme, four
systematic reviews have argued that multi-component
compared to single-component interventions more
effectively reduce MHP related injuries (Bos et al.,
2006; Dawson et al., 2007; Hignett, 2003; Tullar et al,,
2010). Hence, an effective MHP programme should
therefore consist of multiple components that each

target specific topics, e.g. risk assessment or training.

The MHPG advocates for the implementation of a
MHP programme that consists of multiple
components (Lidegaard et al., 2019¢). According to
the programme theory of the MHPG, i.e. how it was
intended to work and be implemented, an effective
MHP programme should contain four components
related to the organisational systems (OSC) - policy
development, workplace culture, monitoring and
evaluation, and audit, as well as five core components
related to skills and resources - (FCC) - risk
assessment, techniques, training, equipment, and
facility design (Lidegaard et al., 2019¢). The
programme theory builds on the assumption that the
implementation of the OSC should underpin the
implementation of the FCC. Further, the MHPG
programme theory states that implementation of a
MHP programme should be driven by the H&S
managers and MHP coordinators (Lidegaard et al.,
2019c¢).

If this assumption is correct, the intended user of the
MHPG, and especially the key roles responsible for

the implementation process, would be required to be
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familiar with and use each of the individual
components of the MHPG. However, evaluations
have often focused on the familiarity or awareness
with an entire guideline rather than the individual
components of the guideline (Kotzeva et al., 2014;
Rodgers, 2000; Rose et al., 2012; Sinuff et al., 2007).
Therefore the present study aimed to i) identify
differences in familiarity with the different sections
of the MHPG amongst the intended users, ii) if
familiar, identify differences in use of the different
sections of the MHPG amongst the intended users,
and iii) if used, identify differences in change after
use of the different sections of the MHPG amongst
the intended users.

Methods

The study described in this paper is based on a
questionnaire survey that was conducted from April
to October 2016 among healthcare professionals in
New Zealand. The study was approved by Massey
University Human Ethics Committee (SOB 15/78).

Data collection and Participants

The data collection and the participants included
have previously been described (Lidegaard et al.,
2019b). In short, the questionnaire used an internet-
based platform (Qualtrics, Prove, UT, USA). Ten
third parties related to the healthcare sector or with
an interest in MHP distributed the questionnaire. The
third parties and how they distributed the
questionnaire have previously been described
(Lidegaard et al., 2019b). In total, the questionnaire
was distributed to 3,025 potential respondents, of
which 689 replied, corresponding to a response rate
of 22.6 %. Due to the distribution strategy,
respondents may have been reached by more than
one third-party. Thus, 3,025 was the maximum
number of potential respondents. In this study the
work roles cohort was included. Hence the study
only includes respondents who had the following
work roles: H&S manager; MHP coordinator; H&S
representative; manager; therapists; and carer were
included. In this study, the work role cohort
consisted on 281 respondents.

Questionnaire

The development of the questionnaire and the
questionnaire itself have previously been described
(Lidegaard et al., 2019b). In brief, the development
was guided by the programme theory for the MHPG
(Lidegaard et al., 2019¢) and an earlier survey of the



New Zealand healthcare sector (Thomas and
Thomas, 2010). The questionnaire was trialled by an
industry advisory group and a H&S management
group at a New Zealand District Health Board, both
independent of the development of the
questionnaire. The questionnaire consisted of open-
ended and closed questions. Further, it applied
adaptive questioning, hence the inclusion of specific
questions was dependent on answers to preceding

questions.

The specific questions analysed in this study asked
about familiarity with the different sections in
MHPG, use of the different sections in MHPG, and
whether change had occurred following the use of
the sections in MHPG. The question about
familiarity of the MHPG was: How familiar you are
with each of the different sections of the 'Moving and Handling
People: The New Zealand Guidelines (2012)' (Please give an
answer for each section)?’ with answer categories: 17ery
Samiliar’; Familiar’;, ‘Somewhat familiar’; and ‘Not
Samiliar’. If the answer was ‘Not familiar’, the question
about use of the different section was skipped. If the
answer was ‘Very familiar’; ‘Familiar’; or ‘Somewhat
familiar’, the next question was: Which of the following
sections of the "Moving and Handling People: The New
Zealand Guidelines (2012)" have you used (Please give an
answer for each section)?’ with answer categories Yes’;
‘No’y and Do not know unsure’. If the answer was ‘no
’ot ‘do not know/unsure’, the question about change
after use was skipped. If the answer was ‘yes’, the
next question was: Has the use of this/ these section(s) led
to any change(s) in_your organisation? (Please give an answer
Jor each section)?’ with answer categories Yesy No’; and

Do not know unsure’.
Statistical analysis

All responses were de-personalised and analysed
anonymously. Statistical analyses were performed
using SPSS (SPSS version 25.0, IBM, Armonk, NY,
USA) and the SAS statistical software for Windows
(version 9.3) (Cary, NC, USA).

As described in a previous study (Lidegaard et al.,
2019b), people employed in the healthcare sector
often have more than one work role in relation to
MHP. Hence, the questionnaire allowed for multiple
entries when respondents were asked about their
work role. However, for statistical reasons,
respondents were allocated to one work role only.
This allocation was conducted using a hierarchy
developed on basis of the MHPG programme theory,
which identified the work roles that were most

important for the implementation of a MHP
programme (Lidegaard et al., 2019c¢). The hierarchy
was as follows: H&S manager; MHP coordinator;
H&S representative; manager; therapists; carer. As a
result, a respondent who reported work as both
therapist and MHP coordinator would be analysed as
a MHP cootrdinator.

To perform the statistical comparisons for the
response categories were dichotomised. For the
familiarity question the answer categories Very
familiat’; ‘Familiar’; and ‘Somewhat familiar’ were
merged into a single category: ‘Familiar’ that was
statistically compared against ‘Not familiar’. For the
questions regarding of use and change after use, the
answer categoties ‘No” and ‘Do not know/ Unsure’
were merged into a single category: ‘No’ that was
statistically compared against ‘Use” and ‘Change after
use’. Pearson Chi-square test was applied to identify
statistically significant differences between the
dichotomised categories (within-group difference).
Chi-square splitting based on Chi-square contribution
analysis was used to identify differences between
different work roles (between-group difference),
respectively.

Results

Tables 1-3 show the familiarity with, use of, and
change after use for the different work roles stratified
on sections (sections 3-13) of the MHPG.

[Insert table 1]
[Insert table 2]
[Insert table 3]
H&S manager

For H&S manager, there was no relationship for
familiarity with (X7 (10, n= 319) = 11.95, p = 0.288)),
use of (X7 (10, n= 268) = 12.83, p = 0.233), and
change after use of (X” (10, n=123) = 5.49,p =
0.856) the sections of the MHPG.

Manager

For managers, there was no relationship between
familiarity with the sections of the MHPG (X (10,
n=451) = 11.77, p = 0.301). However, there was a
significant relationship for use of the sections (X2
(10, n= 379) = 39.28, p < 0.001). Facility design
constituted the largest contribution to the X-score.

Removing facility design from the analysis resulted in
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a X°(9, n= 349) = 25.20, p = 0.003. The sequential
additional removal of techniques (X’ (8, n= 313) =
16.82, p = 0.032), and risk assessment resulted in a
X7 (7, n= 275) = 8.23, p = 0.313. This indicates that
fewer managers used the facility design, while more
used the techniques and risk assessment sections

compared to the remaining sections.

Further, there was no relationship for change after
use the sections (X” (10, n= 195) = 3.94, p = 0.950.)

MHP coordinator

For MHP coordinators, there was no relationship
between familiarity with the sections of the MHPG
(X7 (10, n= 495) = 16.20, p = 0.094). However, there
was a significant relationship for use of the sections
(X7 (10, n= 430) = 67.82, p < 0.001). Facility design
constituted the largest contribution to the X’-score.
Removing facility design from the analysis resulted in
a X° (9, n=393) = 52.67, p < 0.001. The sequential
additional removal of risk assessment (X (8, n= 351)
=39.32, p < 0.001), training (X (7, n= 351) = 25.57,
p = 0.001), techniques (X° (6, n= 267) = 12.90, p =
0.045), and equipment resulted in a X’ (5, n= 226) =
3.76, p = 0.59. This indicates that fewer MHP
coordinators used the facility design, while more used
the risk assessment, training, techniques, and
equipment sections compared to the remaining

sections.

Further, there was a significant relationship for
change after use of the sections (X” (10, n= 303) =
18.97, p = 0.041). Techniques constituted the largest
contribution to the X?-score. Removing techniques
from the analysis resulted in a X? (9, n= 264) = 12.04,
p = 0.211, indicating that more MHP coordinators
experienced change after the use of the techniques
section compared to the remaining sections.

Therapist

For therapist there was a significant relationship for
familiarity with the sections (X” (10, n= 275) = 44.28,
p < 0.001). Facility design constituted the largest
contribution to the X’-score. Removing facility
design from the analysis resulted in a X (9, n= 250)
= 34.68, p < 0.001. The sequential additional
removal of audit (X” (8, n= 225) = 17.02, p = 0.030),
and policy development resulted in a X (7, n= 200)
=10.45, p = 0.165. This indicates that fewer
therapists were familiar with the facility design, audit,
and policy development sections compared to the

remaining sections.
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Also, there was a significant relationship for use of
the sections (X” (10, n= 236) = 76.72, p < 0.001).
Techniques constituted the largest contribution to
the X*-score. Removing techniques from the analysis
resulted in a X” (9, n= 211) = 57.59, p < 0.001. The
sequential additional removal of risk assessment (X~
(8, n=186) = 43.11, p < 0.001), equipment (X° (7,
n=168) = 24.11, p = 0.001), and training resulted in
a X7 (6, n=139) = 9.09, p = 0.169. This indicates that
more therapists used the techniques, risk assessment,
equipment, and training sections more compared to

the remaining sections.

There was no relationship for change after use of the
sections (X” (10, n= 147) = 10.88, p = 0.367).

H&S representative

For H&S representatives, there was no relationship
for familiarity with the sections (X? (10, n= 187) =
2.03, p = 0.094). However, there was a significant
relationship for use of the sections (X” (10, n= 172)
= 33.20, p < 0.001). Facility design constituted the
largest contribution to the X?-score. Removing
facility design from the analysis resulted in a X (9,
n=157) = 22.05, p = 0.009. The additional removal
of techniques resulted in a X? (8, n=141) = 1295, p
= 0.114. This indicates that fewer H&S
representatives used the facility design, while more
used the techniques section compared to the

remaining sections.

Further, there was no relationship for change after
use of the sections (X° (10, n= 86) = 4.84,p =
0.901).

Carer

For carers, there was a significant relationship for
familiarity with the sections (X? (10, n= 1364) =
85.28, p < 0.001). Policy development constituted the
largest contribution to the X’-score. Removing policy
development from the analysis resulted in a X (9, n=
1240) = 68.16, p < 0.001. The sequential additional
removal of facility design (X2 (8, n=1116) = 51.45,p
< 0.001), audit (X* (7, n= 992) = 34.58, p < 0.001),
monitoring and evaluation (X (6, n= 868) = 24.05, p
= 0.001), and organising training resulted in a X’ (5,
n= 744) = 7.85, p = 0.165. This indicates that fewer
carers were familiar with the policy development,
facility design, audit, monitoring and evaluation, and
organising training sections compared to the

remaining sections.



Further, there was a significant relationship for use of
the sections (X (10, n= 991) = 126.48, p < 0.001).
Techniques constituted the largest contribution to
the X”-score. Removing techniques from the analysis
resulted in a X” (9, n= 883) = 95.78, p < 0.001. The
sequential additional removal of equipment (X” (8,
n=776) = 58.96, p < 0.001), risk assessment (X (7,
n= 672) = 34.03, p < 0.001), training (X’ (6, n= 584)
=13.57, p = 0.035), and facility design resulted in a
X (5, n=503) = 3.22, p = 0.666. This indicates that
more carers used the techniques, equipment, risk
assessment, and training sections, while fewer used
the facility design compared to the remaining

sections.

In contrast, there was no relationship for change
after use of the sections (X° (10, n= 475) = 1.54,p =
0.999).

Discussion

The findings from the present study showed that
there were limited differences in familiarity between
the different sections of the MHPG amongst the key
actors. In contrast, more key actors used the FCC,
especially the techniques section, with the exception
of the section on facility design, which fewer used,
compared to the OSC. However, despite the
extensive use of the FCC, there wete hardly any

differences in change after use of the sections.

Looking at the familiarity with the different sections
of the MHPG revealed that there in general where no
difference in the mean proportion of respondents
being familiar with the different sections of the
MHPG between the key actors (83.1-91.8%), despite
carers having a tendency to a lower proportion being
familiar (72.6%). This is to some extent to be
expected as we previously have reported that less
carers were aware of the MHPG in general
(Lidegaard et al., 2019b), hence fewer carers would
likely be familiar with the detailed content of the
MHGP. Looking in detail disclosed that both fewer
therapists and carers were familiar with the facility
design section and parts of the OSC, in particular
policy development and audit. This is in
disagreement with the programme theory that
expects an equal familiarity with the different
sections in the MHPG (Lidegaard et al., 2019c).
However, it can be argued whether carers can be
expected to be just as familiar as the other key actors
due to the differences in responsibilities in related to
the implementation of a MHP programme.

Several previous studies have reported that familiarity
with components of medical guidelines affect
adherence (Marcy et al., 2005; Perez et al., 2012;
Wisnivesky et al., 2008). Wisnievsky et al (2008)
reported that familiarity with components of an
asthma guideline, in combination with training,
predicted adherence among primary care providers.
Perez et al (2012) found that low familiarity with
components of a medical guideline among clinicians
in general medical practices led to low adherence.
Finally, Marcy et al (2005) showed that lack of
familiarity with specific components of a tobacco use
treatment guideline among physicians resulted in low
adherence (Marcy et al., 2005). Further, Cabana and
colleagues have multiple times stated that a barrier
for physicians adhering to guidelines relates to their
knowledge of the guideline and the familiarity with its
elements (Cabana et al., 1999, 2002). If these finding
are transferable to a MHP guideline, then this would
predict a lower use of the facility design, policy

development, and audit sections.

The level of use of the different components of the
MHGP varied between the different key actors. The
average use was highest amongst H&S
representatives (72.1%) and MHP coordinators
(70.2%), while it was lowest amongst H&S managers
(46.0%) and carers (53.6%). Some of these findings
can be explained through the programme theory of
the MHPG (Lidegaard et al., 2019¢). Carers are not
likely to involved in the implementation of a MHP
programme, hence their low level of use is expected.
On the other hand, MHP coordinators and H&S
managers are expected to be the prime drives when
implementing a MHP programme (Lidegaard et al.,
2019¢). Thus, the high use seen among MHP
coordinators is in accordance with the programme
theory, whereas the low use for H&S managers
seems to discord. This finding could perhaps indicate
that the H&S managers are delegating the work
associated with implementing a MHP programme to
other work roles, in this case the MPH cootrdinator in

collaboration with the H&S representatives.

When looking at the specific components used, there
is clear pattern that more of the key actors used the
technique, and to some extent, the risk assessment
sections. In contrast, the facility design component
was used by fewer of the key actors. This is
reinforced by a tendency across all key actors of a
higher proportion of use of the FCC compared to
the OSC. This contradicts with the programme
theory, which highlights the importance of
implementing the OSC as foundation before
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implementing the FCC (Lidegaard et al., 2019¢).
Further, as fewer key actors using the facility design
section this implies that this particular section
probably is harder to use than the reaming FCC. This
could be related to difficulties in influencing the
process associated with changing facilities in the
healthcare sectors.

Previous studies of clinical guidelines have shown
various levels of use of guideline components among
intended users (Jiang et al., 2001; Rushton et al.,
2004). Rushton et al (2004) reported on use of
components of an ADHD guideline among
physicians and found that 25.8 % used the
components regularly (Rushton et al., 2004). This is
substantially lower the findings from the present
study, however, a direct comparison is difficult as the
physicians reported on regular use, whereas the
present study assessed if the section was ever used.
Jiang et al (2001) showed that less than 50% of
CEO:s in hospitals had implemented programmes
containing all components of a pain management
practice guideline. If the lack of implementation is
considered to be equivalent to lack of use, the
proportion of managers using components of the
MHPG (64.9%) is relatively higher in the present
study. This can probably be explained by that
manager are more likely to be involved in the process
of implementing a MHP programme compared to
CEOs.

The overall level of change after use of a section in
the MHPG was fairly similar across the key actor
(62.7-72.4), with the exception of a lower proportion
of therapists (50.7) experiencing any change after use.
As the only key actor, more MHP coordinators
experienced change after the use of a single section,
the techniques section. To some extent, this seems
logical as more MHP coordinator used the
techniques section compared to the remaining
sections of the MHPG, with the exception of the

sections on training and equipment.

Solely looking at the proportion of respondents
reporting change after use would indicate that
relatively high proportion of key actors in the
healthcare sector experience change after use of the
sections in the MHGP. However, due to design of
the questionnaire, which filtered out respondent not
familiar or using sections of the MHPG, there was a
low proportion of the respondents in the survey, who
actually answered the question related to change after
use. Therefore it is reasonable to consider whether
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the proportion of respondents experiencing change is

representative to the entire healthcare sector.

No previous studies have reported on the changes
following the use of specific components of a MHP
or clinical guideline, however, studies have shown
changes after use clinical guidelines in general (Dean
et al.,, 2006; Halm et al., 1999). Halm et al (1999)
reported that 71% of physicians in a hospital setting
changed practice follow the use of a Pneumonia
guideline (Not specific to the individual components)
(Halm et al., 1999). Further, Dean et al (2000) found
improved clinical outcomes in a hospital following

the use of a pneumonia guideline.

A potential limitation of the study relates to whether
the findings were representable when the overall
response rate of the survey was 22.5%. However, the
response rate of the present study is comparable to a
previous study in the healthcare sector (Rose et al,,
2012). Further, as previously described (Lidegaard et
al., 2019b), the distribution strategy aimed at reaching
a large proportion of relevant work roles responsible
for implementing the MHPG. Thus, potentially
reaching a substantial group of people not involved
in MHP.

In addition, the small number of people reporting on
change after use is another limitation. Due to the use
of adaptive questioning, the number of respondents
gradually decreases as the questions become more
specific. This introduces a risk of a low reliability

with respect to the answers to this specific question.

As previously mentioned (Lidegaard et al., 2019b),
the involvement of an industry advisory group in the
development of the questionnaire was a strength.
Another strength of the study relates to the use of
third-parties as distributers of the questionnaire. This
allowed for a target distribution of the questionnaire,
thus ensuring that the questionnaire reached a large
number of respondents relevant to MHP.

Conclusion

Familiarity with the sections of the MHPG was high
for the key actors expected to drive the
implementation of a MHP programme and no
differences seem to exist in the familiarity between
the sections. Amongst the respondents being familiar
with the individual sections, a higher proportion used
the FCC compared to the OSC, in particular more
key actors used the techniques and risk assessment
sections, while fewer used the facility design section.
A relatively high proportion of change after use were



seen for key actors using the specific sections,
however, compared to the overall number of key
actors familiar with the sections, rather few

experienced change after use of a section.
Acknowledgements

The authors thank all participants who took time to
complete the questionnaire. Also thanks to the
members of the industry advisory group for assisting
in both the development and pilot testing of the
questionnaire. We thank MidCentral District Health
Board for pilot testing of the questionnaire and the
contact persons in the ten third-parties for its
distribution. Thanks also to Hans Bay and Dr Mikkel
Brandt for statistical advice.

249



References

Accident Compensation Corporation (2012). Moving
and Handling People: The New Zealand Guidelines
(Wellington, Accident Compensation Corporation).

Bos, E.H., Krol, B., Van Der Star, A., and Groothoff,
J-W. (20006). The effects of occupational interventions
on reduction of musculoskeletal symptoms in the
nursing profession. Ergonomics 49, 706—723.

Cabana, M.D., Rand, C.S., Powe, N.R., Wu, A.W.,
Wilson, M.H., Abboud, P.-A.C., and Rubin, H.R.
(1999). Why Don’t Physicians Follow Clinical
Practice Guidelines?: A Framework for
Improvement. JAMA 282, 1458.

Cabana, M.D., Rushton, J.L., and Rush, A.J. (2002).
Implementing practice guidelines for depression:
Applying a new framework to an old problem. Gen.
Hosp. Psychiatry 24, 35—42.

Dawson, A.P., McLennan, S.N., Schiller, S.D., Jull,
G.A., Hodges, P.W., and Stewart, S. (2007).
Interventions to prevent back pain and back injury in
nurses: a systematic review. Occup. Environ. Med.
64, 642—650.

Dean, N.C., Bateman, K.A., Donnelly, S.M., Silver,
M.P., Snow, G.L., and Hale, D. (2006). Improved
Clinical Outcomes With Utilization of a Community-
Acquired Pneumonia Guideline. Chest 730, 794-799.

Halm, E.A., Atlas, S.J., Borowsky, L.H., Benzer, T.I.,
and Singer, D.E. (1999). Change in physician
knowledge and attitudes after implementation of a
pneumonia practice guideline. J. Gen. Intern. Med.
14, 688—-694.

Hignett, S. (2003). Intervention strategies to reduce
musculoskeletal injuries associated with handling
patients: a systematic review. Occup. Environ. Med.
60, E6.

Jiang, H.J., Lagasse, R.S., Ciccone, K., Jakubowski,
M.S., and Kitain, E.M. (2001). Factors influencing
hospital implementation of acute pain management
practice guidelines. J. Clin. Anesth. 73, 268-276.

Kotzeva, A., Guillamén, 1., Gracia, J., Diaz del
Campo, P., Gich, I, Calderén, E., Gaminde, 1.,
Louro-Gonzilez, A., Martinez, F., Orrego, C., et al.
(2014). Use of clinical practice guidelines and factors
related to their uptake: a survey of health
professionals in Spain: Use and uptake of clinical
guidelines. J. Eval. Clin. Pract. 20, 216-224.

Lidegaard, M., Olsen, K.B., Legg, S.J., Douwes, J.,
(2019a). The impact of national guidelines covering
moving and handling of people on injury rates and
related costs. Scand. J. Work. Environ. Health. E-pub
ahead of print. https://doi:10.5271/sjweh.3818

250

Lidegaard, M., Olsen, K.B., Legg, S.J., and Douwes,
J. (2019b). Awareness and use of a national moving
and handling people guideline.

Lidegaard, M., Olsen, K.B., Legg, S.J. (2019¢). How
was a national moving and handling people guideline
intended to work? The underlying programme
theory. Eval. Program Plann. 73, 163-175.

Marcy, T.W., Skelly, J., Shiffman, R.N., and Flynn,
B.S. (2005). Facilitating adherence to the tobacco use
treatment guideline with computer-mediated decision
support systems: physician and clinic office manager
perspectives. Prev. Med. 47, 479—-487.

Perez, X., Wisnivesky, J.P., Lurslurchachai, L.,
Kleinman, L..C., and Kronish, I.M. (2012). Batrriers to
adherence to COPD guidelines among primary care
providers. Respir. Med. 706, 374-381.

Rodgers, S.E. (2000). The extent of nursing research
utilization in general medical and surgical wards. J.
Adv. Nurs. 32, 182-193.

Rose, L., Smith, O., Gelinas, C., Haslam, L., Dale, C.,
Luk, E., Burry, L., McGillion, M., Mehta, S., and
Watt-Watson, J. (2012). Critical Care Nurses’ Pain
Assessment and Management Practices: A Survey in
Canada. Am. J. Crit. Care 27, 251-259.

Rushton, J.L., Fant, K.E., and Clark, S.J. (2004). Use
of Practice Guidelines in the Primary Care of
Children With Attention-Deficit/Hyperactivity
Disorder. PEDIATRICS 774, e23—¢28.

Sinuff, T., Eva, K.W., Meade, M., Dodek, P.,
Heyland, D., and Cook, D. (2007). Clinical practice
guidelines in the intensive care unit: a survey of
Canadian clinicians’ attitudes. Can. J. Anesth. Can.
Anesth. 54, 728-730.

Thomas, D.R., and Thomas, Y.L. (2010). Survey of
User of the New Zealand Patient Handling
Guidelines (Wellington: Accident Compensation
Corporation).

Tullar, .M., Brewer, S., Amick, B.C,, Itvin, E.,
Mahood, Q., Pompeii, L.A., Wang, A., Van Eerd, D.,
Gimeno, D., and Evanoff, B. (2010). Occupational
Safety and Health Interventions to Reduce
Musculoskeletal Symptoms in the Health Care
Sector. J. Occup. Rehabil. 20, 199-219.

Wisnivesky, J.P., Lorenzo, J., Lyn-Cook, R.,
Newman, T., Aponte, A., Kiefer, E., and Halm, E.A.
(2008). Barriers to adherence to asthma management
guidelines among inner-city primary care providers.
Ann. Allergy. Asthma. Immunol. 707, 264-270.



16¢

76'€ 87°6€ LLTT leloL
[53 879 T'G€E 679 19T 6'€8 % UedN
(50°0/20°0) L0'0 91 (z1€) S (889) TT (sz°0/€1°0) 8€°0 1€ (062) 6 (01L) 22 (28'T /vE0) LTT 134 (v've) 0T (9vL) 1€ supny
(tv'0/z20) €9°0 91 (Lvv) L (€95) 6 (€€'0/LT°0) 050 S€ (0ov) vT (009) 1T (S0'0/10°0) 90°0 134 (9v1) 9 (v'58) s€ uonenjeas
13 Sulonuo
(€0'0/20°0) S0°0 6T (69€) L (zeg) Tt (€0'0/20°0) S0°0 9€ (zog) T (6°€9) €2 (9€'0/£0°0) €¥V'0 184 (zer)s (8°£8) 9¢ ainynd
aoe|dyJoM
(9T°0/80°0) ¥Z'0 1T (eL2) € (VEAK] (t€°€ /€L'T) ¥O'S 43 T'€S) LT (69v) ST (z6'0/L£1°0) 60T 127 (0ze) 6 (082) z€ 1uawdojanap 2
fiod
(901 /55°0) 19°T L (1L9) v (62v) € (9T'6 /8L'V) ¥6'ET  0OF (£99) 0T (€°€€) 0T (€0°€ /85°0) T9'€ 144 (8'92) 1T (z€L) o€ usisap Ayjioed ,m
(s0'0/20°0) LOO 91 (€18) S (889) TT I3 (6°55) 6T v (T21) L juswageuew
(96'0 /05°0) 9¥'T (Tv¥) ST (€0°0 /10°0) ¥0°0 (6'28) vE Juawdinb3
(01°0/50°0) ST'0 134 (v'0€) L (9°69) 9T (£5°0 /0€°0) £8°0 LE (0°£2) 0T (0€s) L2 (66°0 /6T°0) 8T'T 134 (8'6) ¥ (z'06) L€ awdinb3
(9z°0 /¥T°0) O¥0 ST (e€L) 11T I3 (8'19) T v (T21) L Sujuresy
(£92) v (5T°0/80°0) €2°0 (z'g8¢e) €T (€0°0 /10°0) ¥0'0 (6'28) vE 3uisiuesio
(TT°0/90°0) LT°0 0t (00€) 9 (002) v1T (S¥°0 /€2°0) 89°0 9¢ (8°£2) 0T (L) 9t (9€°0/£0°0) €V°0 134 (zen)s (8°£8) 9¢ Sujules|
(¥0°0 /20°0) 90°0 14 (0ze) 8 (089) LT (¥9'S /56'C) 658 9€ (11 v (6'88) 7€ (9€°0/£0°0) €£V°0 134 (zer)s (8°£8) 9€ sanbiluyoa
(ze'0/LT°0) 670 LT (Lov) Tt (€65) 9T (S6'v /68'C) ¥S'L 8€ (Ten)s (898) €€ (26'T /9€°0) 8Z'C 144 (€L) € (£'26) 8¢ 1USWSSISSE JSIY
6t'S €8°CT S6'TT leloL
€L L79 0'vS 0'9% 69T T°€8 % UEdN
(01°0/50°0) ST'0 L (62€) € (T29) v (ET'T /0E'T) €V'C €7 (9'69) 9T (v'0€) L (0v°0 /80°0) 8%°0 6C (£02) 9 (€'6L) €T sypny
(zr'0/90°0) 8T°0 49 (L1v) S (€85) £ (€T°'0/51°0) 820 €2 (8'vv) TT (tardkas (ov'0 /80°0) 8%°0 6C (£02)9 (€'6L) €2 uonenjens
13 Sulonuo
(50°0/€0°0) 80°0 01 (0ov) v (009) 9 (tT0/€T°0) ¥T0 1Z4 (€°85) vT (1v) Ot (€0'0 /T0°0) YOO 6C (zL1) S (828) vz aunyynd
aoe|dyJoM
(09'T /68°0) 6¥°'C 8 (5z9) s (528) € ("0 /05°0) ¥6°0 [44 (9€9) vT (r'9g) 8 (tzT/€C0) vv'T 6C (Tve) L (6°52) T2 WowdoPrep
Adijod M
(6T°0/1T°0) 0€°0 6 (r'vv) v (9°s5) S (90°0/90°0) 2T°0 114 (T28) T (6'zv) 6 (v¥'2 /9%°0) 06'C 6C (922) 8 (res) te udisap Ayjioeq m
(zr'0/90°0) 8T°0 [43 (€785) L [z (009) 2T 6C (zL1) s juswageuew @
(L1v) S (50°0/90°0) TT°0 (005) 2T (€0°0 /10°0) ¥0'0 (828) vz wawdinby
(60°0 /50°0) ¥T°0 91 (z1€) S (889) TT (18'0/26'0) €L'T LT (Lov) 1T (€65) 9T (0S'T/62°0)6L'T 67 (69) ¢ (1°€8) L2 awdinb3
(0ot'0/90°0) 9T°0 L (r'1L) s T (z62) L 6C (zL1) s
(982) T (LET/LST) V6T (8'0L) LT (€0'0/10°0) ¥0'0 (8'28) vz 3uisiuesio
(65°0 /€€°0) 26'0 €T (T€e) € (6'92) 0T (52°0/62°0) ¥5°0 9 (zov) eT (8€5) v1T (850 /T1°0) 69°0 67 (€'01) € (£'68) 9T Sujules|
(6T°0/1T°0) 0€°0 LT (r'62) & (90L) Tt (€91 /L8'T)05°€E 8¢ (£°s€) OT (€'v9) 8T (S8'2 /¥S'0) 6E'€ 6C (et (9°96) 82 sanbiluyoa
(6€°0/22°0) 150 (052) € (0's) 6 (00°0 /00°0) 00°0 (8°€S) ¥T (zov) Tt (85°0 /1T°0) 69°0 (eo1) € (£'68) 9t JUBWISSISSE XSIY

(9ueyd —
ON;, sA d8uey)),) ( (asn ON], sA 9s(),) A JUIIE,L,)

X 0], uigﬁu ON 93uey 0], (%) ( 0],

asn ya15e 23uey) Krerrure 10329sqng

DTN 29110 (€ |-¢ 51011235) 504020935 10 Pasfigvags s4oTvuvau pup sissvuvi §.co [ 40f o5n 4ogfv asupqs pup o ssn ‘qua Guvyru,J 1 S[qe L

SI[qE,L,



Table 2 Familiarity with, use of, and change after use for MHP coordinators and therapists stratified on sections (sections 3-13) of the MHPG.

Subsector Familiarity Change after use

Familiar (° Not familiar Total S > No change Total

familiar’)

Risk assessment 43 (95.6) 2(4.4) 45 2.03 (0.23/ 1.80) 40 (95.2) 2(4.8) 42 11.86 (3.42/ 8.44) 24 (61.5) 15 (38.5) 39 0.46 (0.15/ 0.31)
Techniques 45 (100.0) 0(0.0) 45 5.63 (0.63/ 5.00) 40 (90.9) 4(9.1) a4 8.36 (2.41/ 5.95) 33 (84.6) 6 (15.4) 39 4.65 (1.88/ 3.77)
Training 41(91.1) 4(8.9) 45 0.23 (0.03/0.20) 38 (95.0) 2(5.0) 40  11.07 (3.19/7.88) 30 (81.1) 7(17.9) 37 3.46 (1.15/ 2.31)
Organising 41(91.1) 0.23 (0.03/0.20) 12 (30.0) 0.03 (0.01/ 0.02) 7 (25.0)
training 4(8.9) 45 28 (70.0) 40 21 (75.0) 28 0.87 (0.29/ 0.58)
Equipment 42 (83.3) 3(6.7) 45 0.90 (0.10/ 0.80) 35 (85.4) 6 (14.6) 41 4.03 (1.16/ 2.87) 24 (68.6) 11 (31.4) 35 0.06 (0.02/ 0.04)
. Equipment 40 (88.9) 0.00 (0.00/ 0.00) 17 (43.6) 4.13 (1.19/ 2.94) 12 (56.5)
£ _management 5(11.1) 45 22 (56.4) 39 10 (45.5) 22 4.45 (1.48/ 2.97)
£ Facility design 16.91 (4.88/
s 37(82.2) 8(17.8) 45 2.03 (0.23/ 1.80) 15 (40.5) 22 (59.5) 37 12.03) 8 (53.3) 7 (46.6) 15 1.20 (0.40/ 0.80)
o Policy
I _development 37(82.2) 8(17.8) 45 2.03 (0.23/ 1.80) 21(58.3) 15 (41.7) 36 2.88(0.83/ 2.05) 13 (61.9) 8(38.1) 21 0.21(0.07/ 0.14)
Workplace
culture 38 (84.4) 7 (15.6) 45 0.90 (0.10/ 0.80) 22 (59.5) 15 (40.5) 37 2.47 (0.71/ 1.76) 13 (59.1) 9 (40.9) 22 0.57 (0.19/ 0.38)
Monitoring &
evaluation 39 (86.7) 6(13.3) 45 0.23 (0.03/0.20) 26 (68.4) 12 (31.6) 38 0.14 (0.04/ 0.10) 14 (53.8) 12 (46.2) 26 1.92 (0.64/ 1.28)
Audits 37(82.2) 8(17.8) 45 2.03 (0.23/ 1.80) 19 (52.8) 17 (47.2) 36 5.93 (1.71/ 4.22) 12 (63.2) 7 (36.8) 19 0.11 (0.04/ 0.07)
Mean % 88.0 12.0 70.2 29.8 64.3 35.7
Total 16.20 67.82 18.97
Risk assessment 25 (100.0) 0(0.0) 25 4.13 (0.59/ 3.55) 23 (92.0) 2(8.0) 25 9.39 (3.54/ 5.85) 12 (52.2) 11 (47.8) 23 0.05 (0.02/ 0.03)
Techniques 25 (100.0) 0(0.0) 25 4.13(0.59/3.55) | 25 (100.0) 0(0.0) 25  15.14(5.71/9.43) 15 (60.0) 10 (40.0) 25 0.31(0.14/0.17)
Training 23 (92.0) 2(8.0) 25 0.78 (0.11/ 0.67) 20 (87.0) 3(13.0) 23 5.96 (2.25/ 3.71) 13 (65.0) 7 (35.0) 20 0.90 (0.41/ 0.49)
Organising 23(92.0) 0.78 (0.11/ 0.67) 8 (34.8) 0.08 (0.03/ 0.05) 5(33.3)
training 2(8.0) 25 15 (65.2) 23 10 (66.7) 15 0.90 (0.41/ 0.49)
Equipment 25 (100.0) 0(0.0) 25 4.13 (0.59/ 3.55) 23 (92.0) 2(8.0) 25 9.39 (3.54/ 5.85) 10 (43.5) 13 (56.5) 23 1.11 (0.51/ 0.60)
Equipment 22 (88.0) 0.09 (0.01/ 0.08) 14 (63.6) 6.29 (2.37/3.92) 2(25.0)
management 3(12.0) 25 8 (36.4) 22 6 (75.0) 8 1.36 (.062/ 0.74)
B Facility design 13.69 (1.94/
g 15 (60.0) 10 (40.0) 25 11.75) 4(26.7) 11(73.3) 15 8.11 (3.06/ 5.05) 0(0.0) 4 (100.0) 4 4.88 (2.18/ 2.60)
2 Policy
F  development 19 (76.0) 6(24.0) 25 1.98 (0.28/ 1.70) 8 (42.1) 11 (57.9) 19 3.29 (1.24/ 2.05) 5 (62.5) 3(37.5) 8 0.21(0.10/ 0.11)
Workplace
culture 23(92.0) 2(8.0) 25 0.78 (0.11/ 0.67) 10 (43.5) 13 (56.5) 23 3.47 (1.31/ 2.16) 4 (40.0) 6 (60.0) 10 0.84 (0.38/ 0.46)
Monitoring &
evaluation 21(84.0) 4(16.0) 25 0.07 (0.01/ 0.06) 7(33.3) 14 (66.7) 21 7.50 (2.83/ 4.67) 3 (42.9) 4(57.1) 7 0.38(0.17/0.21)
Audits 13.69 (1.94/
15 (60.0) 10 (40.0) 25 11.75) 4(26.7) 11 (73.3) 15 8.11 (3.06/ 5.05) 2 (50.0) 2 (50.0) 4 0.03 (0.01/ 0.02)
Mean % 85.8 14.2 58.6 41.4 50.7 49.3
Total 44.28 76.72 10.88
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Abstract (285)

Introduction Musculoskeletal injuries following
moving and handling of people (MHP) is a problem
in the healthcare sector. To reduce the effects of
MHP, the development and introduction of
multifaceted MHP programmes has been proposed
as a solution. One example is the New Zealand
Accident Compensation Corporation - the ‘Moving
and Handling People: The New Zealand Guidelines’
(MHPG). However, it is unknown how the MHPG is
being implemented within healthcare organisations.
The present study aimed to identify i) for whom the
MHPG worked (or to what extent), if) under which

circumstances, and iii) why.

Methods The study used a case study design and a
mix-methods approach with interviews, document
review, and chronicle workshops among three
hospitals (One private and two public) in New
Zealand. Within each case organisation, four to five
semi-structured interviews wetre conducted with key
stakeholders in relation to MHP. Further, a
workshop was conducted with up to eight people
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either directly involved with MHP, or with planning
and implementation of MHP initiatives.

Findings The study showed that the healthcare
sector had patient safety the main priority. As a
result, the implementation of the MHPG was
initiated by staff injuries following MHP. The MHP
programme was implemented in a continuous
process that resulted in numerous organisational
changes. The implementation of a MHP programme
needed the involved of key actor to drive the process.
In order to do so, the key actor had to gain
management support and establish supportive
coalitions across the organisation. Implementation of
a MHP programme was affected by internal (lack of
management supportt, resistance toward change
among staff, low availability of equipment, and
inadequate facilities for safe MHP) and external
contextual factors (Lack of government involvement,
H&S legislation, and budget constraints).

Keywords

¢ Chronicle workshop
*  Healthcare

¢ Patient handling

¢ Evaluation

* Intervention



Introduction

In 2012, a national moving and handling people
(MHP) guideline was published in New Zealand by
the Accident Compensation Corporation (ACC) - the
‘Moving and Handling People: The New Zealand Guidelines’
(MHPG) (Accident Compensation Corporation,
2012). The purpose of the MHPG was to help reduce
MHP related injuries, injury claims and costs.
However, in 2016 — four years after the introduction
of the MHPG - MHP related claims rates and claims
costs had increased (Lidegaard et al., 2019a). Lack of
awareness or use of the MHPG by intended users
does not seem to be a plausible explanation for these
increases because we have recently shown that
awareness and use was high for the work roles that
were expected to lead MHPG implementation i.e.
MHP coordinators, occupational therapists and
Health and Safety (H&S) managers (ILidegaard et al.,
2019b). It is difficult to get a complete picture of why
the MHPG was unsuccessful in reducing the injury
claims rate by solely looking at injury claims data
because many factors can affect injury claims data,
e.g. low acceptance rate, certain work roles fail to
claim (Cox and Lippel, 2008). The present paper
therefore examined MHPG implementation barriers
and facilitators in three case organisations in order to
help us better understand how MHP programmes are
implemented.

Implementation of an evidence based national
healthcare guideline can be described as providing a
new resource into the context of an organisation with
the intention of changing the behaviour of
individuals in the organisation. The guideline thereby
intends to encourage the individuals and
organisations to apply the recommendations of the
guideline (Closs and Cheater, 1997; Masso and
MecCarthy, 2009). The implementation process of a
guideline is the phase where strategies are developed
within the organisation in order to operationalise the
recommendations of the guideline (Thorsen and
Mikeld, 1999). The implementation of most
guidelines is a complex process that needs to
consider the contextual factors of the industry in
which the guideline is introduced (Boaz et al., 2011).
Further, to increase the implementation of a
guideline, the mechanisms related to the
implementation process need to be identified on a
theoretical basis (Thompson et al., 2007). However, it
is essential to recognise that no universal all-purpose
solutions exist and that implementation of any
guideline should be tailored to fit both the specific
guideline and the context where the guideline is

intended to be introduced (Masso et al., 2014;
Richens et al., 2004).

A range of theories attempt to explain the dynamics
of how evidence based guidelines are implemented
through describing the factors responsible for
creating the change in behaviour of individuals and
hence changing the organisational behaviour (Eccles
et al,, 2005). However, few of these theories have
ever been proven to work in a practical healthcare
setting (Gagliardi et al., 2011; Rycroft-Malone, 2007).
As a result, the implementation of guidelines in the
healthcare sector constitutes a challenge, among
others because the implementation from a political
perspective receives less attention compared to the
actual development of healthcare guidelines (Richens
et al,, 2004). Further, guideline developers often
consider the organisations as being responsible for
implementing a guideline as well as believing that the
bare existence of a guideline automatically leads to
implementation (Gagliardi et al., 2011; Richens et al.,
2004).

A systematic review by Koppelaar et al, (2009), based
on an assessment of study design, population and
intervention type, identified factors either facilitating
or hindering the implementation of MHP
interventions (Koppelaar et al., 2009). The review
found that the environmental factors e.g.
management support or employee participation,
rather than the individual factors, e.g. motivation or
capability, accounted for the majority of the barriers
and facilitators, with a ratio of 3:1. The most
frequently reported environmental factors were the
availability of resources, e.g. time to transfer,
equipment and trained staff, and a supporting
management climate, while the most frequently
reported individual factor was motivation, e.g.
willingness to change (Koppelaar et al., 2009). Several
other studies echo and add to these findings as
management support or interest (Dogherty et al.,
2013; Lahti et al., 2019), availability of equipment
(Dogherty et al., 2013; Engkvist, 2008; Krill et al.,
2012; Olkowski and Stolfi, 2014), budget constraints
(Dogherty et al., 2013; Silverstein et al., 2012),
insufficient time (Dogherty et al., 2013; Kanaskie and
Snyder, 2018; Krill et al., 2012), lack of staff
(Dogherty et al., 2013; Engkvist, 2008; Kanaskie and
Snyder, 2018; Olkowski and Stolfi, 2014; Silverstein
et al,, 2012), inadequate training (Kanaskie and
Snyder, 2018; Olkowski and Stolfi, 2014), and
workplace culture (Kanaskie and Snyder, 2018) have
been identified as contextual factors facilitating or

hindering the implementation of MHP interventions.
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However, it is important to note that no single
barrier or facilitator acted alone in any of the studies
and that the implementation therefore is dependent

on several facilitating or hindering factors.

A MHP programme can consists of a multiple
components targeting different topics, e.g. risk
assessment or training. This follows the believe that
multifaceted interventions are more effective when
being compared to single-component interventions
(Institute of Medicine (U.S.), 2011). Looking at MHP
interventions, this is being supported by four
systematic reviews (Bos et al., 2006; Dawson et al.,
2007; Hignett, 2003; Tullar et al., 2010). These four
systematic reviews indicate that single-component
interventions, focusing solely on MHP training, are
ineffective, compared to multi-component
interventions. Thus for an MHP intervention to
effectively reduce MHP related injuries the
intervention need to contain the components of an
MHP programme which are not implemented in the
organisation and they all need to be implemented.

The New Zealand MHPG recommends
implementation of a multifaceted MHP programme
containing three components related to the
organisational systems (OSC) - policy development,
workplace culture, monitoring, evaluation, and audit,
and five core components related to skills and
resources - (FCC) - risk assessment, techniques,
training, equipment, and facility design. Inadequate
implementation of one component would decrease
the effectiveness of the entire MHP programme. The
programme theory for the MHPG, i.e. how it was
intended to work and be implemented, identified that
the implementation of the OSC would create an
organisational foundation/ culture that would
support implementation of the FCC (Lidegaard et al,,
2019¢c). The MHPG particularly saw H&S managers
and MHP coordinators as actors responsible for the
implementation of the MHPG. The MPHG
recommend obtaining management support and
involving knowledgeable, powerful, and passionate
people in the development and implementation of
the MHP programme. However, it is not known how
MHP components are implemented and to what

extent they are implemented and why.

The aims of the three case studies presented in this
paper were to identify i) for whom the MHPG
worked (or to what extent), i) under which
circumstances, and iii) why. More specifically for
each case, we explored the process of
implementation of the eight MHPG components.
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Methods

Three case studies of healthcare organisations (a
private hospital, and two public hospitals the
frontrunner and the public hospital) in New Zealand
were conducted between March 2017 and March
2018. All case studies were hospitals because the
MHPG developers saw hospitals, particularly public
hospitals, as drivers of change in the healthcare
sector, and therefore had them as a main target sector
(Lidegaard et al., 2019¢). Further, the frontrunner
was involved in the development of the MHPG, had
received funding to develop MHP training and was
considered to be the leading national hospital with
respect to MHP.

The study was approved by the Massey University
Human Ethics Committee (SOB 15/78) and was
performed in accordance with the Helsinki

Declaration.
Data collection

Data was collected in each case study organisation
through semi-structured interviews, document

review, and a chronicle workshop.
Interviews

Within each case organisation, three initial semi-
structured interviews (Denzin, 1973; Treece and
Treece Jr, 1977) wetre conducted with key
stakeholders: the MHP coordinator, the H&S
manager, and a representative from senior
management. These work roles were identified in the
MHPG as key actors that should lead
implementation of a MHP programme (Lidegaard et
al., 2019c). The purpose of these interviews was to
obtain an overview of the organisation, its use of the
MHPG, implementation of MHP programmes, and
identification of people that could be appropriate to
involve in the chronicle workshops or additional
interviews. Additional people were interviewed on
the basis of the initial interviews or the Chronicle
workshop to get a more complete understanding of
the implementation process. Table 1 gives an
overview of the people selected for interviews in each
organisation. Interview schedules were specific to

each work role.
[Insert table 1]

Document review



Internal organisational diagrams and MHP related
procedures were used to help identify participants for
the chronicle workshops, and supplemented the
information collected through the interviews about

the MHP programme.
Chronicle workshops

Doing an evaluation of an implementation
retrospectively, without having the opportunity to
follow the implementation over time makes it
difficult to assess what effect the particular
implementation had and what other changes in the
organisation affected the outcome. Thus, a chronicle
workshop was conducted in each case organisation to
identify MHP events and other events influencing
MHP, key stakeholders involved and driving
implementation of MHP programme elements, the
initiatives and debates that had arisen during
development and implementation, and factors that
had supported or hindered the implementation of
MHP initiatives.

Chronicle Workshop is a methodology that uses a
group-based approach to gain knowledge about
important events related to a specific topic (Gensby,
2014). It creates a shared history of the group’s
understanding or perception of the topic and what
has influenced the topic over a predefined, specific
time period (Hansen and Pedersen, 2014). The
outcome is a historical description of the
development of the topic, events that influenced the
topic, people or organisations that were instrumental
in the development, issues or discussions that
emerged, and barriers and ways to overcome the
barriers identified during the time period (Baungard
Rasmussen, 2011; Gensby, 2014; Hagedorn-
Rasmussen and Mac, 2007).

Participants

The participants in the workshops are presented in
table 1. They were purposive selected to create
maximum variation (Patton, 2002) covering
differences in knowledge and expertise about MHP,
length of service and position in the organisation.
They should have been involved with MHP, or
directly with planning and implementation of MHP
initiatives. Including participants with a range of
experience would enhance diversity of views and
perspectives on implementation of MHP initiatives
(Baungird Rasmussen, 2011).

The workshop

The workshops were held in a room with a wall big
enough to display a timeline covering ten years. The
participants sad in a half-moon facing the wall. Three
researchers facilitated the workshops: leading the
process, operating voice recorder, writing notes,
photographing the timeline, and assisting by
identifying themes as they emerged from discussions.
Each workshop lasted four hours, covered the period
between 2007 and 2017, and were divided into an

exploration, and an interpretation phase.

The exploration phase had three sessions with the
following three topics:

) What significant events have marked MHP
as a priority at the hospital, and when?
ii) Which stakebolders, entities or institutions

have characterised and driven the development

and implementation of MHP

efforts/ programmes at the hospital, and when?
i) What kind of initiatives and debate have

arisen during the development and

implementation of the MHP programme at

the hospital, and when?

The interpretation phase consisted of a plenum
and a group work session.

iv) Participants interpreted key trends in the
history of MHP at the hospital and divided it
into chapters (Plenum session).

v) Participants identified factors that had
supported or hindered the process of
implementing MHP initiatives (Group work

session)

The participants were provided sticky notes in
particular colours for each session in order to link the
notes to the specific session. Each exploration
session was structured as follows: presentation of the
topic; clarifying questions; participants wrote
personal inputs on the notes (one issue per note) for
five to ten minutes; one participant at a time placed
notes on the wall and explained what it was about;
clarifying questions, brief comment on the notes
from other participants; and additional notes were

placed on the wall if necessary.

In the first interpretation session, participants
identified distinct periods on the timeline and created
headings reflecting the events and placed them on
the wall. These were discussed in plenum and
mutually agreed headings were developed for each
period. In the second interpretation session,

participants were divided into groups of people with

257



similar background and experience. These groups
analysed and interpreted the timeline and identified
factors that had supported or hindered
implementation MHP initiatives. The notes generated
by each group were placed on the wall and explained.
At the end of the workshop, participants were invited
to share reflections on the workshop and contribute

with additional comments.
Data analysis

All interviews were voice recorded, transcribed by the
interviewer, and subsequently sent to the interviewee

for approval.

The photographs of the chronicle workshop timeline
were converted to a digital timeline in Prezi
(www.prezi.com). The written notes were transcribed
to a Microsoft Word document. The first author
wrote the story chapter by chapter by listening to
voice recordings of the chronicle workshop and
consulting the notes and digital timeline. The story
was discussed between the researchers and revised.
Subsequently, it was sent to the participants with
further clarifying questions. The first author
conducted telephone conversation with those who
wanted to answer the clarifying questions. These
answers were incorporated into the story. See Olsen
et al. (2017) for an example of a story (Olsen et al,,
2017).

The stories and the interviews were analysed
thematically in order to identify how each of the
eight components (OSC and FCC) of a MHP
programme were implemented, specifically looking
for facilitating and hindering contextual factors,
resources introduced, reasoning used, and the
outcomes implementation of each component

contributed to.
Results

This section presents the three case studies. Each
case includes a description of the organisation,
followed by descriptions of how each of the eight
MHP components (OSC and FCC) were
implemented and a table summarising facilitating and
hindering contextual factors, resources introduced,
reasoning used, and the outcomes. As the case
studies cover a ten-year period, outcomes from the
implementation of a component can subsequently act
as either a context or a resource. Hence, certain
outcomes may be mentioned as context, resource,
and outcome within the implementation of the same

Component.
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Case study 1 — “The Private Hospital’
Description

The private hospital was a small hospital within a
national hospital chain owned by a charity trust.
Profit was reinvested in development of facilities,
workforce, technology, and patient safety. A national
office developed and was responsible for strategies,
policies, and procedures, to which each hospital had
to adhere. However, each hospital worked
independently and was responsible for its operations
and implementation of the strategies and policies.
The national office distributed money between the
hospitals, hence the more profitable hospitals
supported the less profitable ones from which the
private hospital benefitted. A national H&S manager,
worked at the national office. She was contracted to
work 0.4 full time equivalent (FTE) and was
responsible for the H&S department, which included
MHP. She coordinated H&S in the chain and
received H&S information from each hospital
through communication with the local H&S
managers and MHP coordinators. The national H&S
manager reported to the senior leadership team of
the chain.

The private hospital, established in 1987, was merged
with another local private hospital in 2007. The
hospital provided short stay surgical care for around
6,000 patients a year, with freedom to select its own
patients. It was audited to MoH’s Health and
Disability Service Standard to comply with the
Health and Disability Services (Safety) Act 2001
(Patliament of New Zealand, 2001), which focused
on patient safety. The hospital was led by a general
manager and a senior management team consisting of
five area managers in a relatively flat hierarchy
structure, with easy access from all levels of the
organisation to the general manager. The hospital
employed around 50 FTE permanent staff, including
nurses, administrators, facilities service, and a small
number of casual and part-time staff. Medical doctors
were self-employed and the private hospital provided
its facilities and care to them and their patients. Due
to the small size of the hospital, most managers and
employees had more than one job role. Staff turnover
was very low, only three staff had left in nine years.
The average age of nurses was substantially higher
compared to the average in the entire hospital chain.
The hospital had a 0.5 FTE H&S manager who also
managed facilities, and a part time MHP coordinator
(0.8 FTE) responsible for implementing and running
the hospital’s MHP programme, based on the MHP



programme developed by the National office. H&S
and MHP issues were considered in the executive
H&S committee, which consisted of the quality and
development manager, the H&S manager, and the
MHP coordinator. The hospital’s H&S committee
consisted of the executive H&S committee and four
H&S representatives. The work around the MHP
programme was supposed to be supported by MHP
assistants. However, no other staff were interested in
acting as MHP assistants as most staff work at the
hospital because it allowed them to prioritised family
(there was limited requirements to work night shifts).

Implementation of the MHP programme

Factors influencing implementation of the MHP
components at the private hospital are summarised in
table 2.

The interviews and chronicle workshop identified
implementation of aspects of all three of the MHPG
OSC components: policy development, workplace
culture, and monitoring, evaluation, and audit.
However, they only uncovered information on the
four of the FCCs: techniques, training, equipment,
and facility design. There was no information on

implementation of risk assessment.

The national H&S manager initiated implementation
of MHP policies in the hospital chain, which
facilitated implementation at the private hospital. The
National H&S Manager conducted a cost benefit
analysis identifying MHP associated costs and that a
MHP programme would reduce these. This
persuaded the national board to prioritise MHP and
provide resources to a MHP programme including
purchase of equipment. The national H&S manager
gained information on MHP policies from the old
ACC MHP guidelines and an expert in MHP
programme development. When the MHPG was
launched the national H&S manager assessed the
existing MHP programme against it and found it
followed its guidance. The private hospital received a
report identifying gaps related to MHP and was
required to develop an action plan and implement it.
The private hospital perceived the national policies as
wordy and unmanageable. Therefore, the local H&S
manager who led the implementation adjusted them
to local needs hoping this would increase compliance
with the policies. The H&S representatives were
involved in the process, which was also influenced by
the merger of two hospitals’ policies. The process
resulted in more applicable H&S and MHP polices,
creation of a MHP coordinator role, and a spread of

H&S and MHP responsibilities. The local H&S
manager and the quality development manager
introduced a policy for pushing beds after re-
occurrence of injuries. However, the local policies
were difficult to audit, or it might have been difficult
to show they were followed, which contributed to a
poor audit result when audited to the MoH’s Health
and Disability Service Standard. This resulted in a
revision so that policies became easier to audit. It also
increased management focus on H&S and MHP.
Following this the H&S committee discussed how a
focus on safe MHP practice as opposed to merely a

good audit result could be maintained.

Workplace culture was influenced by different
perspectives on the priority of staff safety and MHP
seen in relation to patient safety. The National H&S
manager perceived the National senior manages as
supportive of safe MHP whereas the private
hospital’s managers working with staff perceived
them to prioritise patient safety over staff safety.
Staff at the private hospital lacked interest in MHP
and had resistance to change in relation to MHP. The
MHP coordinator felt that staff prioritised their
private life, hence not willing to take extra MHP
responsibilities. The MHP coordinator first worked
on gaining support from selected local managers,
who showed an interest in MHP, in order to form a
coalition that could help change staff attitude. In
order to change staff’s resistance the MHP
coordinator established trust by working with staff
on the floor and having a team approach to
implementing MHP. The MHP coordinator and the
quality development manager perceived this to have
made staff feel respected, having influence, and being
part of a team resulting in application of safe MHP
practice. The MHP coordinator felt supported by the
training the National H&S manager organised for the
local MHP coordinators and H&S managers. This
training aimed to create leaders in implementation of
MHP programmes by preparing participants to meet
resistance to change and provide opportunities for
experience exchange. Preparation and introduction of
the new H&S at Work act during 2014 to 2016
increased focus on senior management liability in
relation to H&S, which was discussed at a local
workshops arranged by the national H&S manager.
This increased management support for and
involvement in H&S and MHP resulting in more
H&S and MHP information, higher recognition and
involvement of H&S representatives, consolidation
of H&S policies and procedures and an increased
focus on incident reporting. This combined with

communication of the organisations core values:
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Responsibility, Respect, Teamwork and Aspiration
and employment of a new local CEO were perceived
to help staff take responsibility for H&S and MHP.

The private hospital used formal and informal ways
to monitor and evaluate part of the MHP
programme. The MHP coordinator, H&S
representatives and managers observed staff
behaviour through working closely with staff. Formal
monitoring was particularly related to injury reporting
and audit. Reoccurrence of injuries at the private
hospital led to implementation of policies and
equipment early in the period, however not all
injuries were reported, recorded and analysed. The
MHP coordinator and H&S representatives used the
poor audit result, increased communication between
the national H&S manager and ACC and the new
H&S at Work Act to argue for a more systematic
incident reporting and monitoring. Furthermore, the
H&S manager and MHP coordinator used analysis of
injuries to identify areas for improvement. They felt
this increased staff’s readiness for change and
recognition of MHP as a risk.

The hospital was regularly externally audited to the
Health and Disability Service Standard and as part of
ACC’s Accredited Employer Programme (focused on
H&S and injury management). The national H&S
manager oversaw the audits and in order to identify
improvements and spread learnings amongst the
hospitals. The management team supported the H&S
manager to initiate implementation of H&S and
MHP audit tools, which resulted in identification of
the need for and implementation of MHP
equipment. Following the poor audit result the
private hospital developed policies, procedures, and
practices that complied with the standard, in order to
stay in business. The MHP coordinator and the H&S
committee communicated audit results through staff
meetings and the internal newsletter increasing
awareness of MHP and needs for improvements.
This assisted the process of created a more robust
and less vulnerable organisation that was driven by
the decentralisation of H&S responsibility as a result
of the new H&S at work Act.

New (safer) MHP techniques were introduced at the
private hospital through development of MHP
training initiated by the MHP coordinator. However,
there was resistance towards change (new techniques)
among staff. The national H&S manager explained
this with staff feeling they were corrected and told
they had performed MHP incorrectly despite not

experiencing any problems. To overcome this
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resistance, the MHP coordinator engaged and
worked with staff on the floor demonstrating safe
MHP and she used material developed by the
national office and the MHPG technique section to
show the evidence for the appropriateness of the
techniques. This became the new approach to MHP
training. The MHP coordinator felt this created buy-
in from staff. However, the MHP coordinator
recognised that the same few staff did not follow the

new techniques.

The MHP coordinator conducted and developed
MHP training. The MHP coordinator mainly used
the material developed by the national office,
supplemented with the MHPG when specific
supplementary knowledge was needed. Management
felt that providing MHP training supported staff in
meeting their best potential and enhance knowledge
of MHP. MHP training was first made compulsory
for all ward staff and later included in induction for
all staff including administrators to spread knowledge
about safe MHP. Yearly MHP refresher training were
integrated in in-ward training, which all staff
attended. This training promoted experience and
knowledge exchange. The MHP coordinator further
used every opportunity equipment suppliers offered
to provide training in use of MHP equipment. There
was not a particularly high workload at the hospital,
which might have facilitated high attendance to
training. Training was perceived to have facilitated
communication and reduced resistance towards new
equipment.

The national senior management team assigned
resources for equipment purchase following the
cost benefit analysis conducted by the National H&S
manager. The availability of MHP equipment was
restricted but gradually increased during the period.
The local H&S manager and the MHP coordination
used analysis of injuries to argue that use of MHP
equipment would improve patient safety as well as
staff safety, if staff were provided sufficient
equipment and training. This resulted in the purchase
of hover mattresses and electrical beds. However, the
chronicle workshop identified resistance from
surgeons towards the use of hover mattresses in
theatre. To overcome this, the national H&S manager
encouraged staff at training days to be so proficient
in the use that they could use it before the surgeons
could object. The hover mattress was mainly used in
theatre, not in the wards because they did not
available there.



The private hospital had out-dated facilities and
needed to rebuild. This opportunity was used by the
H&S manager and the MHP coordinator to influence
the new design resulting in wider corridors and doors
and bigger rooms facilitating use of equipment and
reduction of MHP related injury risks. The hospital’s
economic situation did not support a rebuild without
funding from national office. The national H&S
manager worked closely with the national facilities
team to make sure she was involved in new facilities
design. However, she was not always involved from
the beginning. She described that they still made
mistakes, which hindered safe MHP and that
architects, engineers and builders were reluctant to
involve workers like nurses. She saw this as a barrier
to achieving design that facilitated safe MHP. She
used the MHPGs facility design section to convince
the designers that the MoH facilities standard did not
facilitate use of MHP equipment. She also described
that most local MHP cootdinators and H&S
managers did not have the skills and power to

influence facility designers.

[Insert table 2 here]

Case study 2 — “The Public hospital’
Description

Case study 2 was a public hospital within one of 20
district health boards (DHB) in New Zealand. The
DHB structure was introduced in the 1970s. The
DHBs manage public hospitals and other healthcare
services. They were funded by the New Zealand
Ministry of Health (MoH) that controlled the
healthcare section. MoH determined rules and
regulations establishing requirements all public
healthcare providers should adhere to. MoH had
power to impose budget constraint on individual
hospitals and decide which services they should

prioritise.

The public hospital was founded in 1847, but had
several major rebuilds, the latest completed in 2008.
The public hospital provided secondary healthcare
service to a population of approximately 300,000 and
tertiary healthcare services to a population of around
900,000 in New Zealand. The public hospital
provided all types of services available in New
Zealand, e.g. allied health, emergency services, mental
health services, and palliative care. It was led by a
chief executive officer and an executive leadership
team consisting of 13 managers and directors. The
DHB employed around 5,300 fulltime equivalent

permanent employees where the majority were

employed at the public hospital. The public hospital
also used a pool of casual staff to supplement if
needed. The hospital had a staff turnover of 12.6%.
It had a full-time H&S manager, who led the H&S
Services department, including a MHP coordinator
(0.6 FTE) and an occupational health physician. The
MHP coordinator was introduced as a fixed-term
position and turned into a permanent, part time
position in 2014. Three different people had served
as MHP coordinator from 2007 to 2017. A newly
established MHP steering committee, which
consisted of the general managers, the executive
directors, the professional heads, and the MHP
coordinator, coordinated and advised on MHP. The
MHP coordinator was in charge of implementing,
promoting, and maintaining the MHP programme
and for reviewing all MHP related incidents as well as
training safe handling representatives.

Implementation of the MIP programme

Table 3 shows an overview of the implementation of
the individual components of a MHP programme at
the public hospital.

The interviews and chronicle workshop identified
implementation of aspects of all three of the MHPG
OSCs: policy development, workplace culture, and
monitoring, evaluation, and audit. As well as all five
FCCs: risk assessment, techniques, training,
equipment, and facility design.

Implementation of a MHP policy began when a
part-time, fixed-term MHP coordinator was
employed to implement a MHP programme,
including developing a MHP policy. Before the
employment, MHP was part of H&S without a
specific policy or programme. The MHP coordinator
worked in isolation with good support from the H&S
manager, however, there was not much support from
management, which made it difficult to implement
the MHP programme. The MHP coordinator
identified and involved people that were passionate
about MHP to gain support for the programme. The
MHP coordinator felt that management had a narrow
approach to MHP focusing on MHP training. The
assistant director of nursing initiated an update of the
policy, which the MHP coordinator revised in
collaboration with the safe handling representatives.
The aim was to create a more organised approach to
MHP. However, there were still large differences in
MHP procedures between wards. This was explained
by the CW to be due to differences in the charge
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nurses’ priority of MHP, which influenced the
attitude of the safe handling representatives.

A mining disaster in 2010 (Royal Commission on the
Pike River Coal Mine Tragedy, 2012) and the new
H&S at Work Act from 2015, increased public
attention towards safety in the healthcare sector
putting pressure on the sector to improve injury
prevention. This raised the awareness in senior
management of their responsibilities. This led to an
organisational restructure and the employment of the
new manager for corporate services, who had a
strong focus on H&S, a new H&S manager, and a
permanent MHP coordinator. Especially the H&S
manager pushed for the introduction of a more
robust approach towards MHP, particularly training,
by working at a policy level trying to gain top
management support. This resulted in the
introduction of a policy for competency checks on
staff and the formation of a moving and handling
advisory board with the authority to raise problems
and issues related to MHP at top management level.
Establishing a moving and handling advisory board
was the joint effort of the H&S manager and the
MHP coordinator. Further, the new H&S at Work
Act helped highlight MHP at top management and
board level, resulting in more proactive engagement
with the H&S manager aimed at reducing risks.

The Workplace culture at the public hospital was
characterised by the value in the healthcare sector,
which prioritised patient rather than staff safety. Staff
would subordinate own safety to fulfil preference of
patients related to equipment use and MHP
techniques. Staff had low buy-in to safe MHP, which
they perceived to take more time and be unfeasible in
real-life setting and they were reluctant to attend
MHP training because it was not tailored to their
specific tasks at individual wards. Management
perceived MHP training to be too time consuming
and was reluctant to release staff, as this would
remove staff from their core tasks. This was
amplified by limited staff resources and high
workload. Further, some senior managers were
perceived to lack of vision in relation to staff safety.
This might have been influenced by the economic
situation for the hospital. Several factors helped to
raise awareness of MHP among staff. The MHP
coordinator attended H&S committee meetings and
became more aware of the specific needs of each
ward through the H&S representatives, hence
providing advice and support that were more
accessible to staff. In addition, introduction of H&S
representatives in every department together with a
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focus on H&S and MHP at the monthly ward
meetings raised the awareness staff safety and its

connection with patient safety.

The public hospital was audited to the standard of
the Accredited Employer programme. However, this
was not mentioned during the interviews or the
chronicle workshops. Monitoring and evaluation
of MHP and H&S seemed to focus on incident and
accident reporting. The MHP coordinator was in the
process of auditing all wards in relation to MHP for
the first time. This was encouraged by the new H&S
manager. The MHP coordinator developed her own
audit tool; a simplified version of the THROPI audit
(Fray and Hignett, 2013) she had learned while
studying for a certificate in moving and handling. She
gave positive feedback, focused on improvements
rather than faults to try to establish a more positive
attitude towards MHP and the MHP a coordinatot’s
work. As a reaction to the mine disaster and the new
H&S at Work Act the hospital focused more on
incident and injury reporting and implemented a new
incident management system in 2012. Staff had some
resistance to reporting injuries, which was perceived
to be caused by difficulties understanding the new
system, not having access to a computer, and not
having time to fill in the form. However, the system
and the pressure from outside were perceived to have
resulted in management taking responsibility and
acting on reported incidents and prioritise H&S and
MHP higher.

Staff were perceived not to see the need for risk
assessment of MHP. The MHP coordinator found
that staff lost interest during training session when
they came to risk assessment, in part due to the lack
of formal MHP regulations. The permanent MHP
coordinator and the safe handling representatives
tried to overcome this resistance by taking a more
coordinated approach to training staff in risk
assessment by making the training more area specific.
In addition, the H&S manager attempted to use the
new HSW Act 2015 to improve risk assessment of
MHP but found that managers did not see the need
for it and found it too labour intensive. In order to
ease to workload associated with risk assessment, the
H&S manager created templates the managers just
needed to adjust to their wards.

Many staff were not aware of correct MHP
techniques. Further, some staff perceived safe MHP
to take too much time and increase their workload.
To change this attitude, the MHP coordinator

introduced correct, evidence based techniques



through training. The MHP coordinator used the
MHPG and other resources made available by ACC,
e.g. the former MHP guidelines, along with
knowledge gained from the postgraduate certificate
in MHP to modify the information to staff.

The public hospital implemented and developed
MHP training during the 10-year period. Initially it
was initiated by two serious MHP related injuries to
staff, which resulted in the public hospital being
fined. Firstly MHP training was based on general
MHP techniques, equipment, and risk management
conducted by the MHP coordinator. Subsequently,
the MHP coordinator managed to persuade
management to establish ward trainers and “T'rain the
trainers’, who were responsible for conducting on-
ward training. The former MHP coordinator used a
draft version of the MHPG to change the training
from generic MHP training to more ward specific
training. In addition, the MHP coordinator arranged
meetings for the ward trainers, which facilitated
discussion and experience exchange and she
supported the trainers by recognising them and
helping them as much as possible. The later change
of training to focus on the need of the profession
and the ward were perceived to have increased staff
attendance at training sessions. Still, the training at
the wards varied both because resources were not
specifically allocated to MHP training and it was
difficult to persuade staff to become ward trainers.

Later, study days for safe handling representatives

were introduced by the nurse educators on the wards.

They aimed at keeping safe handling representatives
up to date with procedures and equipment related to
MHP. This improved dissemination of safe MHP
knowledge during ward training. Dissemination of
MHP knowledge was further assisted through
availability of online educational material and face-to-
face sessions with low staff-to-trainer ratio on the
wards developed by the H&S manager, MHP
coordinator, and ACC. Attendance at refresher
training was initially low, which was perceived to be
due to high workload, unsupportive management,
and that refresher training was not tailored to the
needs of staff. However, due to the online module
and focus on practical face-to-face sessions, the time
required for refresher training was reduce. This
increased attendance to refresher training. Still, the
awareness of safe MHP varied across the hospital,
mainly because doctors and non-clinical staff did not
received MHP training. Hence, doctors had a lower
awareness of MHP. The chronicle workshop

described that some doctors and ward managers had

a negative attitude toward MHP, which were
perceived to influence staff attitude towards MHP
trainers and training. The new H&S manager
conducted a gap analysis of the MHP programme to
improve senior and middle management attitude and
MHP training. The H&S manager used the MHPG
to argue for more time for MHP training. However,
this was not yet approved. The MHP coordinator
attempted to create frontline management support by
involving them in implementation of MHP training,

through supporting and talking to them.

Implementation of MHP equipment happened
throughout the period. MHP equipment was first
purchased as a result of the two serious injuries. Later
equipment maintenance was improved after a serious
injury at another hospital caused by poorly
maintained equipment. This increased availability of
MHP equipment, introduced new procedures related
to MHP, and new MHP training focusing on
equipment use. Implementation of equipment was
restricted by the focus on patient safety rather than
staff safety, lack of buy-in amongst staff, and lack of
safety visions from senior management. People
involved in implementing the MHP programme
perceived the availability of MHP equipment to be
low, however senior management and many
managers perceived it to be sufficient. Media
attention to the cost associated with broken MHP
equipment and the MHP coordinator’s support of
MHP equipment purchase improved the
understanding of the importance of availability and

use of equipment.

The hospital experienced an increased number of
bariatric patients. There were not enough resources
to purchase enough bariatric equipment to make sure
it was available when needed. The assistant director
of nursing and the MHP coordinator implemented a
bariatric-bundle where they rented bariatric
equipment from a supplier who maintained it. This
resulted in a reduction in incidents related to MHP.
The equipment advisory board introduced a
computer-based system aiming at optimising the
equipment purchase process. At the same time, they
restricted equipment purchase to be able to follow
the budget, and implemented a new procurement
policy transferring the authority for procurement
from the charge nurse to the equipment advisory
board. Further, staff found the procurement process
difficult to understand, hence making it harder to
purchase new equipment. The challenges associated
with acquiring new equipment resulted in a formal

letter - initiated by the occupational therapist in the
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medical assessment unit - arguing for the need of
additional equipment. Further, the MHP coordinator
tried to overcome this challenge as well as a being
involved in procurement by involving the H&S
manager. Both contributed in making management

aware of the problem.

The facilities at the public hospital were old and did
not facilitate safe MHP. However, the public hospital
had limited funding available to facility updates due
to the tight regulation from MoH. As a result, MHP
was often not prioritised in facility updates and new
builds. To some extent this was amplified by that the
MHP coordinator was not automatically included in
the processes around facility updates and new builds.
In order to be involved and influence the facility
design process, the MHP coordinator used the
information in the MHPG to argue for a
prioritisation of MHP. This often happened by the
MHP coordinator showing up at building meetings
with a tape measure and the MHPG facility section in
order to physically illustrate what it would require to
incorporate MHP into the design. Overall, this
resulted in the creation of facilities that, to the extent
possible, accommodated safer MHP, hence became
more MHP friendly.

[Insert table 3 here]
Case study 3 — “The frontrunner’
Description

Case study 3 “The frontrunner’ was a large public
hospital within one the 20 DHB. It adhered to the
same regulations as the public hospital, i.e. MoH’s

financial restrictions and regulations.

The frontrunner was founded in 1958 and was
responsible for the delivery of secondary and tertiary
healthcare. Like the public hospital, the frontrunner
provided all types of services available in the New
Zealand healthcare system, as well as responsibility
for forensic care. The frontrunner provided
secondary service to a population of 630,000 and
tertiary services to a population of 1,700,000 the
hospital with the largest client group, which was the
fastest growing as well. Due to it geographical
locations, this DHB had close collaboration with two
other DHB. The three DHB shared the same
chairman of their boards. The frontrunner was led by
a chief executive and an executive leadership team
consisting of nine directors and chief advisors. In
addition to the frontrunner the DHB had two larger

and two smaller facilities, as well as community
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facilities and employed approximately 6,500 fulltime
equivalent permanent plus up to 1,500 casual staff.
The frontrunner had a staff turnover for all staff of
12.5%. The H&S department, which was led by a
full-time H&S manager and consisted of 20 people,
mainly occupational H&S nurses, was responsible for
H&S. MHP was the responsibility of the MHP team
led by a full-time employed MHP coordinator, two
part-time administrators and 14 educators, who
worked as educators at least 0.1 FTE. The current
MHP coordinator had been employed for more than
10 years and led the development of the MHP team.
The MHP team and H&S department collaborated
closely. The MHP coordinator had developed a
strong collaboration and relationship with ACC and
was involved in the development of the MHPG and
secured funding from ACC to trail their MHP
programme, which would form the basis for the
MHPG.

Implementation of the MHP programme

Table 4 shows an overview of the implementation of
the individual components of a MHP programme at

the frontrunner.

The interviews and chronicle workshop identified
implementation of aspects of all three of the MHPG
OSC components: policy development, workplace
culture, and monitoring, evaluation, and audit. As
well as all five FCCs: risk assessment, techniques,
training, equipment, and facility design.

The process of implementing a MHP policy and
programme was initiated as a reaction from senior
management following a series of serious shoulder
injuries caused by MHP. The MHP programme was
implemented through several smaller steps led by a
newly appointed MHP coordinator in collaboration
with the H&S manager, and a consultant from ACC.
They used information from international MHP
guidance material to develop a ‘No-lift’ and a ‘Do not
catch a falling patient’ policies. In order to implement
these policies, the MHP coordinator needed to
challenge doctors and people in high positions in the
wards to persuade them of the benefits of the MHP
programme. This was done via engaging people, who
opposed the MHP programme, and openly arguing
that the use of correct techniques and equipment
would lower the number of injures to staff. Through
this process, the lack of possibility to consult external
MHP experts, who had experience in implementing
MHP programmes was a barrier, however, the H&S
manager actively supported the work of the MHP



coordinator. The implementation of the new MHP

policies contributed to a decrease in incidents.

Senior management focused on patient safety, partly
due to limited funding. When the new H&S at work
act was introduced, management provided funding to
H&S in general, which was perceived to draw
funding away from MHP. As a result, the MHP
coordinator used a bottom-up approach to
implement MHP policies, as this did not require
senior management support. This was done through
engaging the individual ward managers, who believed
in the benefits of safe MHP, rather than attempting
to change the entire organisation in one go. Further,
the MHP coordinator approached the H&S manager
in an attempt to influence senior management. The
H&S manager implemented a targeted
communication strategy for communicating new
policies and procedures to the people that need to
know, which contributed to an increased awareness
of these.

A change in workplace culture began after a
number of significant shoulder and back injuries
caused by MHP, and the introduction of the first
ACC MHP guideline. This raised the awareness and
profile of MHP and the H&S manager managed to
persuade the CEO that employing a MHP
coordinator would improve staff safety. Thus, a full-
time MHP coordinator was appointed. This helped
MHP becoming a prioritised H&S area.

The frontrunner had economic constraints
throughout the period due to low budgets and
budget cuts. Further, the organisational vision, ‘Bess
care for everyone’, was engrained in the workplace
culture, which prioritised patient safety above staff
safety. It was difficult to implement new initiatives
because of resistance towards change among staff
and because the healthcare sector was highly
regulated by rules and procedures. At the same time,
there was no involvement from MoH or support
from national level to MHP. This could be
interpreted as a lack of priority and contributed to
MHP not being prioritised. To overcome the
resistance, the MHP coordinator recruited MHP
champions by persuading one person at the time.
Especially having managers in the specific areas that
saw the importance of MHP supported the
implementation. In order to assist the supportive
managers, the MHP coordinator directly approached

them.

The frontrunner had a process of integrating MHP
and H&S, despite the MHP team being a part of the
H&S department. Allocating staff from the H&S
department to specific areas lowered resistance
towards MHP, as the H&S staff gained direct access
to both management and staff. In addition, the H&S
department had the mandate to ‘force’ areas to
improve MHP practices if need, however this was
rarely necessary. The H&S department introduced a
rehabilitation programme for staff returning from
injury related to MHP. Together with the
establishment of WorkSafe, and the preparation and
enactment of the new H&S at Work Act, this
increased staff awareness of H&S and MHP and
increased number of staff attending MHP training.

Monitoring and evaluation of the MHP
programme focused on Audits and monitoring of
MHP related injuries. The frontrunner was audited
to the standard of ACC’s Accredited Employers
Programme, which included a yeatly internal H&S
audit. The H&S manager included MHP in the
electronic audit system, which alerted managers
automatically when an audit was due. This resulted in
more MHP audits and compliance with audits. The
H&S department introduced two digital support
systems. One system calculated staffing needs based
on patient acuity. The other provided a care plan for
patients, including MHP needs. Together they
highlighted the workload at the frontrunner, hereby
increasing an acceptance among staff and middle
management that a high workload can led to an
increased injury reporting. As a consequence of the
MHP team not being a part of the H&S department,
the monitoring of MHP related injuries were difficult
as differences between the H&S department and the
MHP team made it hard to see relationships. This
was reinforced by the frontrunner focusing more on
information on patient safety and patient experience

rather than staff experiences.

The two digital systems calculating staffing needs and
the care plan including MHP requirements became
part of the risk assessment process related to
patients and MHP. Before this the hazard register
was where the MHP risks were mentioned. However,
the register was not visible and the awareness of it
was low. When the HR manager integrated the
hazard register with the organisational risk register it
increased access to and visibility of hazards related to
MHP and resulted in higher awareness of MHP
related hazards. In addition, this ensured that staff
conducted MHP related risk assessments of new

patients.
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The Frontrunner implemented many of the
techniques described in the MHPG before the
MPHG was launched because the MHP coordinator
was involved in the development of the MHPG.
Nevertheless, staff at the frontrunner were perceived
to have a poor attitude towards MHP, which affected
the appliance of the new techniques. Further, the
frontrunner had a high turnover of staff, partly due
to its geographical location, which imposed high
living expenses on staff. As a result, the frontrunner
struggled to maintain a critical mass of staff using
safe MHP techniques. The frontrunner was perceived
as an exemplar in relation to implementing safe MHP
techniques, which senior management found
motivating as it promoted the general perception of
the frontrunner. This resulted in an increased
attention towards MHP from management, in part
because senior management expected the improved
MHP techniques, through fewer injuries would led to
a reduced levy.

MHP training was initiated after the MHP
coordinator established collaboration with ACC that
provided funding for piloting mandatory MHP
training for all clinical staff. Alongside the
employment of the MHP coordinator, this helped to
highlight MHP as an important H&S area. The MHP
coordinator and the H&S manager established a
MHP team by advertising for staff interested in
MHP. This identified potential trainers, who were
passionate about MHP after the MHP coordinator
had convinced management to appoint MHP trainers
on the wards, by arguing that this would increase the
quality and consistency of MHP. These trainers
became responsible for in-service training on the
wards, e.g. in equipment use. The trainers received
training on special MHP training days. This
supported subsequent introduction and use of new
equipment by the MHP trainers serving as
ambassadors for and easy accessible expert in safe
MHP. Further, the MHP coordinator was able to get
MHP included in the general staff orientation by
arguing that this would increase attendance of the
MHP training, because the individual wards would
not have to pay salary to the staff being trained, as
salary when being on orientation were covered
centrally.

Mainly because of high workloads and understaffing,
the MHP training was not prioritised on all wards
and staff was not released for training because it was
perceived to increase risk for the remaining staff.
This hindered implementation of safe MHP. Lack of

training facilities and the need for a low trainer to
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staff ratio reduced the number of MHP training
sessions offered so that it could not keep up with the
demand for sessions. In order to accommodate the
increased need for training, the MHP coordinator
was able to push for an upgrade of the training
facilities for MHP. This was done trough arguing to
senior management that better training facilities
would increase attendance, hereby increase number
of staff being trained, which would reduce the

number of injuries occurring.

The frontrunner gradually implemented more and
more advanced MHP equipment. Overall, this was
assisted by the frontrunner having a more organised
approach the introduction of new equipment. The
MHP coordinator established a close relationship
with MHP equipment suppliers, which included open
discussions about benefits of different equipment
and suppliers providing free training in equipment
use when purchasing equipment. However,
government purchasing rules made this difficult. In
order to encourage staff to use the equipment, the
MHP coordinator emphasised that staff safety also is
patient safety, hence by using the equipment staff
would ensure patient care. Furthermore, the
increasing number of bariatric patients served as an

argument for introducing and using MHP equipment.

The selection of MHP equipment was led by the
director of nursing supported by the H&S manager
and the MHP coordinator. They used a participatory
process encouraging nurses, physiotherapists, and
other staff to participate in finding the best
equipment for the whole hospital. Decisions about
purchase were often based on a cost-benefit
discussion. The budget committee, of which the
MHP coordinator was not a member, made the final
decision about purchase of equipment including
MHP equipment. The decision was mainly made
based on how the equipment benefitted patient care
and not staff safety, hence creating a barrier for
implementation of new MHP equipment.
Maintenance of MHP equipment improved after a
clinical engineering department was established and

introduction of an asset management system.

In addition, the enactment of the new H&S at Work
Act assisted to highlight the need for more MHP
equipment. This was the case, as the H&S at Work
Act emphasised senior management responsibilities
with respect to staff safety as well as starting the staff
should have appropriate and sufficient equipment.
Hereby senior management were obligated to ensure
sufficient MHP equipment was being introduced.



Design of facilities was influenced by limited
budgets and the frontrunner having out-dated
facilities. It often did not include consideration of
design that facilitated MHP. The H&S manager
wrote to the board of the hospital describing that it
would be a cheaper to include safe MHP measures,
e.g. ceiling hoists, when building rather than adding
these later. This led to the MHP coordinator being
involved as a consult when a new unit was build.
However, through arguing for the benefits of MHP
safe facilities to staff safety and patient care, the
MHP coordinator still had to push to be able to
consult on facility design, resulting in the MHP team
gradually became more involved in the facility design
process. When involved, the MHP team often used
the MHPG facility section to argue for larger rooms
and design for, at least partial, ceiling hoists. As a
result, facilities at the frontrunner became more
MHP friendly with a reduced workload for staff as

patients were easier to handle.

[Insert figure 4 here]
Discussion

This section will start by summarising the similarities
and differences between the three case study
organisations followed by a discussion of what
motivated each of the case study organisations to
implement a MHP programme. Finally, the process
of implementing the MHP programme components
and contextual factors hindering and facilitating the
implementation will be discussed.

The case study organisations

The three hospitals included in this study had a
number of similarities. All of them had work within
the regulations and legislation outlined by the MoH.
Further, the services provided by the hospital were
comparable, especially between the public hospital
and the frontrunner as they both were public
hospitals with tertiary responsibilities. In addition,
both the public hospital and the frontrunner were
located in larger urban areas, hence both having a
large catchment area. Still, the three hospitals were
quite different and had unique contextual factors that
strongly affected the implementation of the MHP
programme and provided them with special
opportunities. The private hospital benefited from
the merge between two hospitals, which initiated a
discussion about how to develop joint practices,
policies, and procedures that provided an
opportunity to improve the MHP practices as well as

highlight the importance of MHP. The public
hospital employed a H&S manager, who had a large
focus on MHP and pushed for the introduction of a
more robust approach towards MHP training, and a
new chief operating officer, who had a strong focus
on H&S, especially staff safety. Together these two
employments raised the importance of MHP at the
public hospital. The frontrunner employed a full-time
MHP consultant, who was extremely dedicated.
Through the initiatives of the MHP coordinator, the
frontrunner was able to establish a partnership with
ACC within the area of MHP. This resulted in ACC
providing financial support to the frontrunner in
order to develop and trial a MHP programme. This
positioned the frontrunner in a favourable position

with respect to implementing a MHP programme.

Motivation for implementing a MHP
programme

The initial motivation for initiating the
implementation of a MHP programmes were initiated
by staff experiencing serious injuries related to MHP.
The private hospital and the frontrunner started their
implementation after analysis of MHP injuries. The
public hospital’s implementation was initiated after
being fined because of two MHP related staff
accidents. Thus, for all hospitals, implementation was
driven by the burden of MHP related injuries and
desire to reduce these injuries and the associated
costs. In addition, all three hospitals acknowledged
that the increasing number of bariatric patients
increased the need for safer patient handling. This
finding echoes Stenger et al (2007), which found that
the main factor motivating the initiation of a move
towards safer MHP was a high number of MHP
related injuries to nurses (Stenger et al., 2007).

Later on all three hospitals were motivated to further
develop and support their MHP programmes by the
new Health and Safety at Work Act 2015, which
emphasised senior management responsibility,
worker engagement, and a risk management. The
new act was used by H&S managers and MHP
coordinators to make top management more aware
of their H&S and MHP responsibilities.

The process of implementing a MHP

programme

The implementation of the MHP programme in the
three hospitals was a gradual process with smaller
and larger changes, which continuously improved
MHP practices. All case studies had introduced
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components of a MHP programme, MHP training
and equipment before the launch of the MHPG. As a
result, the MHPG was primarily used to check and
optimise existing MHP programme components
rather than developing a programme from scratch.
The MHP coordinators and H&S managers
particularly used the MHPG as a support when
influencing management, staff, architects, and
builders.

The implementation process in all hospitals was
driven by a passionate individual who saw the need
for MHP. At the private hospital and the
frontrunner, the H&S managers initiated the
development of a MHP programme before passing it
on to a dedicated MHP coordinator. In the public
hospital, the MHP coordinator identified the need
for a MHP programme. These people worked
partially in isolation and was at times the sole person
prioritising MHP within the organisation. They had
to work on an organisational level to identify
supportive persons in the organisations as well as to
be accepted, and wanted, as a role and advisor. They
particularly found support in H&S managers, trainers
and some senior or middle managers that were
supportive of MHP. Theberge and Neumann (2010)
have previously described that ergonomists in the
same way need to establish organisational support
before initiating ergonomic interventions in
workplaces. They state that the person responsible
for the implementation needs to get people in the
organisation on board, make sure they understand
the need for the intervention and assign resources to
it (Theberge and Neumann, 2010). Thus, if a person
responsible for implementation experiences
organisational resistance, they should attempt to
created coalitions with committed senior and middle
managers in order to facilitate implementation of the

programme.

Within all case study organisations, the introduction
or change of policies relating to MHP, e.g.
techniques (e.g. ‘Do not catch a falling patient’) or
use of equipment before introducing training, seemed
to have highlighted the importance of MHP, hence
helping to create management support and lower
staff resistance. Lee et al (2018) reported that
following the introduction of a MHP policy, as a part
of a MHP programme enforced by safe MHP
legislation in California, there was improvement in
nurses perceiving the MHP programme to be very
good or excellent (Lee et al., 2018). This support the
findings from the current study that introduction of a

MHP policy helps improve staff attitude towards
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MHP. Hence, it can be speculated that the improved
staff attitude is related to the process of creating

policies, which require organisational work.

In all three hospitals, workplace culture, especially
management supportt, greatly influenced how well the
different components of the MHP programme were
being implemented. Especially ward and area
managers, and charge nurses had a large influence on
staff’s attitude towards MHP training and workplace
culture. At the private hospital staff’s resistance to
change was perceived to be the biggest challenge for
implementation. Staff resistance also affected the
public hospital and the frontrunner, however time
constraints and heavy workload seemed to be larger
barriers that created the negative attitude amongst
staff at the public hospital. These findings
corresponds with previous studies, as lack of
willingness to change has been identified as one the
most common barriers when implementing a MHP
programme components (Koppelaar et al., 2009).
Further, lack of management support or interest in a
given topic has been shown to be a barrier for the
implementation of both evidence based practice
(Dogherty et al., 2013) and MHP programmes
(Koppelaar et al., 2009; Lahti et al., 2019). In
addition, the presence of a poor workplace culture
has recently been reported as a barrier for
implementation (Kanaskie and Snyder, 2018).

During the process of implementing of initiatives
around monitoring, evaluation, and audits, all case
organisations experienced an increasing focus on
incident and injury reporting, which was influenced
by the new H&S Act and an increased media focus
on H&S in general and on injuries in the healthcare
sector in particular. This led to a more systematic
injury reporting, better identification of MHP risks, a
higher awareness amongst staff, management, and
top management, and greater acceptance of MHP
initiatives. Combined, this served as a facilitator for
the implementation of MHP practices. If the
increased focus on injury reporting resulting in more
incidents and injuries being reported in all three case
studies was a trend throughout the entire healthcare
sectoft, this could potential have acted as a
contributing factor to the increased injury claims
rates observed four years after the introduction of the
MHPG (Lidegaard et al., 2019a).

At both the public hospital and the frontrunner, staff
and management had a low interest and/ ot
awareness of risk assessment, which resulted in an

incomplete integration of risk assessment in relation



to MHP, which served as a barrier for implementing
the risk assessment. To change this, the H&S
manager at the public hospital attempted to increase
use by linking the new H&S legislation. Another
approach was applied by the frontrunner, which
integrated MHP related risk assessment into the
organisational risk register. This assisted in creating
an increased awareness and ensured the risk
assessment of new patients was performed. Previous
studies have highlighted the importance of risk
assessment in a MHP programme (Hignett, 2003;
Nelson et al., 2006). However, neither of these
studies provides guidance on how to perform the

implementation of risk assessment.

All organisations first introduced general MHP
training and techniques, which they over time
tailored to the local needs. However, all hospital
experienced resistance amongst staff towards new
techniques and use of equipment. The public hospital
and the frontrunner also had difficulties making staff
attend MHP training. This was perceived to be
caused by staff not having time to attend because of
understaffing in certain areas and some ward
managers not wanting to release staff for training.
Some ward managers even perceived that attending
training would increase risk of injuries from MHP to
the staff remaining at the ward. Previous studies also
found that lack of staff (Dogherty et al., 2013;
Engkvist, 2008; Kanaskie and Snyder, 2018;
Olkowski and Stolfi, 2014; Silverstein et al., 2012)
and insufficient time (Dogherty et al., 2013; Kanaskie
and Snyder, 2018; Kiill et al., 2012) hindered the
implementation of a MHP programme. However,
they did not identify the role the ward managers
played.

Limited funding for equipment purchases,
complicated procurement processes, and
management’s attitude that staff needed to go and get
equipment or wait for it to be available were factors
that resulted in low availability of MHP equipment in
some areas which were identified as barriers for
practicing safe MHP. Complicated procurement
processes particularly affected the two public
hospitals. They implemented processes to manage
the limited resources available for equipment
purchases in general, as they had the tightest budget
because they had to apply to MoH budgets. The
procurement committees at the two public hospitals
focused on following the MoH’s procurement rules,
cost benefit analysis and on equipment that increased
patient safety. They perceived MHP equipment to
only improve staff safety, which led to MHP

equipment being placed lower on the list of priority.
Previous studies have identified both the availability
of equipment (Dogherty et al., 2013; Engkvist, 2008;
Koppelaar et al., 2009; Krill et al., 2012; Olkowski
and Stolfi, 2014), and budget constraints (Dogherty
et al,, 2013; Silverstein et al., 2012) had been identify
as barriers for implementation of MHP programmes.
However, they have not identified how values in the
healthcare sector, management attitude towards
availability of MHP equipment, the perception of
procurement committees and procurement processes
can be barriers to purchase and use of MHP
equipment, thus promoting unsafe MHP.

The facilities at all hospitals were identified as a
barrier for safe MHP. All hospitals had facilities that
hindered the use of MHP equipment. However when
facilities were updated or renovated, it provided an
opportunity to make them more MHP friendly.
These opportunities were used by MHP coordinators
and H&S managers at all hospitals when they became
aware of them. Neither MHP coordinators nor H&S
managers were automatically involved at the early
stage of the renovation process and had to fight to be
involved. When they were involved, they (the MHP
coordinator at the public hospital and the
frontrunner, and the national H&S manager at the
private hospital) used the MHPG to argue for room
design that accommodated use of MHP equipment.
In some cases, it resulted in standards that exceeded
MoH’s standards. The MHPG identified that the
MoH standard was inadequate. However, architects
and engineers were reluctant to involve others and in
particular local staff working in the areas. This
resulted in other cases in facilities with insufficient
space and too narrow doors for use of MHP

equipment.

Despite the healthcare sector perceiving the MHP
programme at the frontrunner to be an exemplar, the
case studies showed that the frontrunner also
struggled to implement their MHP programme. In
particular, low middle management support, which
resulted in fewer staff than expected being released
for training, and the rigidity of the procurement
process, which resulted in a lack of MHP equipment
being available, were barriers for the implementation

of the MHP programme.

In order to facilitate organisational changes, all three
case studies highlighted the importance of the
opportunity for experience exchange between actors
seeing the need for a MHP programme. These
opportunities happen both inside, e.g. study days for
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MHP representatives, as well outside the
organisation, e.g. cross DHB networks for MHP
coordinators. Individually the actor predominantly
had no or low organisational power, however, when
creating coalitions, where they could synchronise
efforts or develop joint strategies, they had greater
impact.

Conclusion

The case studies showed that the healthcare sector
valued patient safety as the highest priority, and staff
safety as at least secondary. As a result, the
occurrence of serious injuries to staff following MHP
was the motivation for initiating the organisational
changes needed to implement a MHP programme
using components from the MHPG. Hence, senior
management attention towards the importance of
MHP was a precondition for the MHPG to work.
The introduction of a MHP programme in any of the
three case study organisations relied on a passionate
actor, the MHP coordinators, to drive (design and
implement) the programme. The actor responsible
for driving the programme needed to gain
organisational support from senior managers.
Further, the implementation of components from the
MHPG was influenced by the presence of parallel
programmes, resources, and external attention, e.g.
legislation prioritising H&S, and increased media

attention towards the healthcare sector.

In all organisation, implementation of a MHP
programme happened through an on-going process
that improved MHP practices via smaller and larger
changes in the organisations. These changes were
facilitated by the opportunities for experience
exchange, both internal and external to the
organisation, between actors supporting a MHP
programme. Further, the study showed the all three
hospitals, to a various degree, had components of a
MHP programme prior to the MHPG being
introduced. Hence, the organisations did not need to
create an entire MHP programme, thus they used the
MHPG to check and optimise their existing MHP

programmes.

Within all hospitals, internal contextual factors such
as lack of management support, resistance toward
change amongst staff, low availability of equipment,
and inadequate facilities for safe MHP served as
barriers for implementation of a MHP programme.
These factors were especially prominent in contexts
with limited budgets and staff shortage. In order to

overcome the barriers associated with the
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implementation of a MHP programme, the key
actors responsible for the implementation would
benefit from having the possibility of having training
the could have taught them how to overcome the

resistance in the organisation.
Strengths and limitations

The main limitation of this study relates to the
organisations taken part. As all participation was
voluntary, only organisations that prioritised MHP
and saw the benefits in having a MHP programme
were willing to participate. As a result, organisations
that did not consider MHP to be important were not
possible to include as a case study organisation.
Further, the feasibility of the chronicle workshop
approach is greater in organisations characterised as
being open and willing to investigate own practices
and procedures (Gensby, 2014). This results in a
selection bias towards organisations focused and
motivated towards change, increasing the likelihood
of successful outcome. In addition, only including
hospital in the case studies led to an unbalanced
focus on hospitals. However, as the MHPG
developers anticipated hospitals, especially public
hospitals, to be drivers of change within the
healthcare sector, looking at hospitals would be in
accordance with the expectations of programme
theory of the MHPG. Also, by only investigating one
subsector of the healthcare sector made it possible to
identify difference or commonalities that might else
could have been explained by differences in context
due to being in different subsectors. In addition, due
to limited resources within the study it was necessary
to limit the numbers of case studies. Thus, limiting
the influential contextual factors to one subsectort.

A second limitation is that the study did not include
observations or interviews with either staff only have
a carer role or management that opposed the MHP
programme. As a result, we only have opinions from
people that were clearly opposing the implementation
of a MHP programme.

As a methodology, chronicle workshop has
limitations that need to be considered. Some of the
limitations exist due to the selection criteria of the
participants in the workshop (Hansen and Pedersen,
2014). There is, a potential risk of a ‘knowledge
hierarchy’ that position facts above emotions, e.g.
statements based on feeling rather than facts are
being marginalised (Hansen and Pedersen, 2014).
This is primarily due to an explicit focus on events,

actors, and specific times throughout the workshop.



This potentially positions certain participants more
favourably with respect to definition power. As a
result, these individuals have a greater impact on the
shared history and have an increased possibility to
push through their personal beliefs. However, this
was not experienced during any of the workshops in
this study, hence the findings are unaffected by this.

A further limitation of the study was that we only
were capable of including top management in the
chronicle workshop in one of the case studies,
whereas the two other case studies had a larger focus
on ward than the organisation as a whole.
Nevertheless, the same contextual factors were
revealed across the three case studies indicating that
the lack of top management participation in the
chronicle workshop did not affect the outcomes of
the workshops.

A strength of the study was the mixed-methods
approach using both interviews, document review,
and chronicle workshops. This allowed for
triangulation as well as for the opportunity to collect
supplementary information on issued that was not
fully revealed following the either the interviews or
chronicle workshop.

Using chronicle workshop has distinct advantages as
it can i) identify a range of contextual factors
affecting how an organisation implements
interventions; ii) provide information about historical
events that might have influenced the outcome of a
specific intervention and help identify how much of
the outcome was a result of a particular intervention
and how much was influenced by other factors. In
some ways this may be considered an alternative for
pre and post assessments and case-control studies,
when it is impossible to do these; and iii) gathering
people with different perspectives on the
intervention affords opportunity for to identify and
discuss different factors that may have influenced the
intervention. This would only have been otherwise
possible through multiple interviews and re-
interviews when unexpected or alternative factors
were identified by some interviewees. Thus,
Chronicle workshops are more time efficient in
identifying outcomes and factors influencing

interventions.
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Tables and figures

Table 1 Overview of the work roles selected for interview and participation in the chronicle workshop. Years of being in the

role indicated in brackets.

Case study 1-

Case study 2-

Case study 3-
The frontrunner

The private hospital

The public hospital
Interviewees

Local MHP coordinator

Local H&S and facility manager
Theatre services manager
National H&S manager

Current MHP cootdinator
H&S manager

Executive director of nursing
and midwifery

Former MHP cootdinator

MHP coordinator

Current H&S manager
Organisational Development
manager

Human resources director
Former H&S manager

Chronicle workshop participants

Hospital general manager (2

_years)
Contracted radiographer (+70

_years)

H&S representative for the
theatre staff (+25 years)
Quality Development Manager
(+10 years)

Theatre manager (74 years)
H&S representative for
administrative staff (+70 years)

Physiotherapist in a ward (4
_years)

Physiotherapist in community
service (+70 years)

Clinical nurse educator (+75
_years)

Safe handling representative,
emergency department (7 years)
Safe handling representative in a
watd (7 years)

H&S and safe handling
representative, neonatal unit
(+10 years)

MHP cootdinator

(3 years)

Nurse, employee representative
(+20 years)

Charge Nurse in rehabilitation
watd (70 year)

Senior physiotherapist,
rehabilitation ward, MHP
Trainer (8 years)

Nutse, rehabilitation ward,
MHP Trainer (6 years)

Medical Engineer, Department
of Clinical Engineering, (3 years)
Senior manager, Facilities
services (7 years)

Inventory and Supply Chain
Manager (4 years)
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Table 2 How the private hospital implemented the different organisational system components and core components of a MHP programme.

(SM); Macro (Ma); Meso (Me); and Micro (Mi)

Component

Facilitating contextual
factor

Hindering contextual
factor

Mechanisms
(Resource & Reasoning)

Contexctual levels are indicated as: Supra-Macro

Outcomes

Organisational System Components (OSC)

« Hospital chain core values (Ma)

« National H&S and MHP policies (Ma)

* Merge of two hospitals with two different
sets of policies (Ma)

« A poor audit results (Ma)

* Reoccurrence of injuries from pushing
beds (Ma)

Policy development

« National policies perceived as wordy and
unmanageable (Ma)
* Loss of local knowledge (Ma)

Resource:

« National H&S manager conducted cost benefit analysis
* 0ld ACC guideline

* MHP programme expert developer

« Analysis of injuries

Reasoning:

National senior management

* Realising the cost of MHP injuries and benefit of MHP programme
Middle management

« Want to avoid injuries

« Focus on local needs/ issues will result in usage

« National office develop MHP policies and allocate resources

* Increased awareness and recognition of MHP risks

* More applicable H&S and MHP policies, however harder to audit
« Creation of specialist roles, MHP coordinator

« Spreading responsibilities for H&S and MHP

* Local ‘Pushing beds’ policy

Electrical bed movers

eIncreased management focus on MHP

* Preparation and enactment of H&S at
Work Act (SM)

« Organisational values are directed by
National Office (Ma)

* Merge of two hospitals with two different
cultures (Ma)

« National H&S manager organise training
and workshops for H&S managers, MHP
coordinators (Ma)

» Local theatre manager focus on staff safety
(Mi)

Workplace culture

* The healthcare sector’s core value: patient
care and safety first (SM)

* Lack of senior management support (Ma)

* Loss of organisational knowledge as a result
of the merger (Ma)

* Resistance towards change from staff (Mi)

* Lack of interest for MHP practices from staff
(Mi)

« Staff prioritising private life, not wanting to
take on extra MHP tasks (Mi)

Resource:
+ National Office values

* Local MHP coordinator with participatory approach
+ Workshops about the new H&S at work act

* Workshops for MHP coordinators and H&S managers

Reasoning:

National and local senior management

« Fulfilling legal requirements

* Preparing MHP coordinator will ease changes

Middle management
« Communicating values will increase awareness of H&S

For staff involved in MHP

* MHP coordinator: forming a coalition/ gaining management support will change staff attitude
+ Working with staff show recognition, will engage them and create buy-in

« Feeling respected, influential, and being part of a team

« Focus on senior management responsibilities
* More H&S and MHP information

« Higher recognition of H&S representatives

« Consolidation of H&S policies

* Less hierarchical structure

+ Greater awareness for MHP

* Greater responsibility towards own safety

Tymitor « New H&S at Work Act (SM)
H/%OHEHOHHENW * ACC Accredited Employer Programme
evaluation, and (sM)

. +Audited to MoH’s Health and Disability
audits Service Standard (SM)

« National office oversee audits (Ma)
« A poor audit results (Ma)

* Re-occurring injuries (Ma)

« Frequent staff meeting (Me)

» Local policies hard to audit (Ma)
 Staff reluctant to report injuries (Mi)

Resource:

+ Communication with ACC on risk assessment

+ Communicating importance of reporting incidents and injuries at staff meetings
* Audit standards (ACC and MoH)

+Audit report with poor results & requirements for improvements

+ Communication of audit results to staff

Reasoning:
National senior management
« Engaging the local MHP coordinators will facilitate spread of knowledge

Senior management and the board

* Needing to know how well the hospital performed

« Staying in business

« Complying with the national policies and procedures

Middle management

« Constantly identifying areas of improvement will assist continuous development;

For staff involved in MHP

« Decentralising of responsibilities would provide an opportunity to improve awareness of and support
for MHP

« Systematic reporting of injuries

* Local ‘Pushing beds’ policy

« Electrical bed movers

« Higher readiness for change

* Recognition of MHP as a risk factor

* Policies and procedures easier to audit

* Recognising need for more MHP equipment

« more robust and less vulnerable organisation
« Increased spread of knowledge across staff

« Decentralising of responsibilities
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Table 3 How the public hospital implemented the different organisational system components and core components of a MHP programme. Contexctual levels are indicated as: Supra-Macro

(SM); Macro (Ma); Meso (Me); and Micro (Mi).

Component

Facilitating contextual
factor

Hindering contextual
factor

Mechanisms

Outcomes

(Resource & Reasoning)

Organisational System Components (OSC)

Policy development

« Mining disaster and inquiry
(sM)

« H&S at Work Act (SM)

 Serious MHP injuries
investigated by Department of
Labour (Ma)

* New corporate services manager
focus on H&S (Ma)

« Differences in MHP procedures
between wards (Me)

« High workload (Ma)

 Low priority of MHP among certain
charge nurses (Mi)

« MHP coordinator worked in isolation
(Mi)

Resource:

« Draft version of the MHPG

« Previous H&S and MHP policies

« International MHP guidelines

« Discussion of the new H&S at work Act
« Gap analysis by H&S manager

« Employment of MHP coordinator

Reasoning:

For senior management and the board

« Complying with legislation (recognition of accountability, fear of prosecution)
« Being a good employer (policy statements shows we care)

For middle management
« Re-writing the MHP policies will re-emphasise the importance of MHP

« Policy for competency check for staff, - not implemented
because of conflicting views on who should conduct them
« MHP advisory board established

« H&S and MHP policies updated

« New manager for corporate services with focus on H&S
« New H&S manager with focus on MHP

« A permanent MHP coordinator

Workplace culture

« Mining disaster and inquiry
(sM)

« Press releases highlighted
importance of MHP (SM)

« Preparation and enactment of
the new H&S at Work Act (SM)

« The healthcare sector has patient care
and safety as first priority (SM)

« Younger generations emphasis a good
work-life balance (SM)

« High work load and restricted staff
resources (Ma)

« Management does not promote safe
MHP (Ma)

« Senior management lack vision of safe
MHP work culture (Ma)

« Low staff buy-in to the MHP
programme (Mi)

Resource:

« Discussion of the new H&S at work Act

« H&S representatives in all departments

« Training days for safe MHP representatives

« H&S on monthly ward meetings

« Tailoring training to the needs of the job and ward
« Reducing time needed for refresher training

Reasoning:

For senior management and the board

« Complying with legislation and being a good employer (recognition of
accountability, improved worker involvement)

« Fear of being liable for injuries

Management
« What make management change attitude

Staff
« What make staff change attitude?

« Introduction of H&S representatives in each area
« H&S at monthly staff meetings
« Increased awareness of staff and patient safety

Monitoring,
evaluation, and
audits

« H&S at Work Act (SM)

« Focus on reporting of incidents
(Ma)

¢ New H&S manager supports
auditing and focus on MHP (Mi)

« Appointment of permanent part-
time MHP coordinator (Ma)

« High workload (Ma)

« Incidents reporting system was
difficult to understand (Ma)

 The hospital had no MHP audit system
(Ma)

e Lack of evaluation of the MHP
programme (Ma)

Resource:

« Introduction of computer based incidents reporting
« MHP postgraduate certificate

e Audit tool (TROPHI)

Reasoning:

For senior management and the board

« The hospital is responsible for incidents and injuries
« Fulfil legal requirement to minimise injuries

For middle management
« The desire to minimise injuries should led to increase appliance with the audits

For staff involved in MHP
« Providing positive feedback to the wards will increase buy-in among charge
nurses and staff

« Management more responsible for injury prevention

« Better reporting and investigation of injuries including MHP
« Simplified informal MHP audit

« Suggested improvements of MHP in wards
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Table 4 How the frontrunner implemented the different organisational system components and core components of a MHP programme. Contexctual levels are indicated as: Supra-Macro (SM);

Macro (Ma); Meso (Me); and Micro (Mj).

Component

Facilitating contextual
factor

Hindering contextual
factor

Mechanisms Outcomes

Organisational System Components (OSC)

(Resource & Reasoning)

o Significant shoulder
injuries to staff following
MHP (Ma)

¢ Increasing population
(Ma)

¢ Full-time employed MHP
coordinator (Mi)

¢ Supportive H&S manager
(Mi)

Policy development

 MHP not a priority in
healthcare (SM)

¢ Preparation and
enactment of the new H&S
at Work Act (SM)

¢ Resource restriction (SM)
e Lack of access to MHP
experts (Ma)

¢ Low senior management
support (Ma)

Resource:
¢ International MHP programmes

« Fewer injuries and more equipment
« ‘No lift" policy introduced

¢ ‘Do not catch a falling patient’ policy
introduced

¢ Partnership with ACC

Reasoning:
For senior management and the board
¢ Reducing injuries will reduce levy

For staff involved in MHP

« Through being able to provide evidence for the effect of the MHP
programme is a way to be allocated more funds

» Involving H&S manager will ensure management support

¢ Establishment of
WorkSafe (SM)

o Significant shoulder
injuries caused by MHP
(Ma)

¢ H&S department can
enforce MHP
improvements (Ma)

« Supportive frontline
managers (Mi)

Workplace culture

¢ Lack of national
involvement and support
for safe MHP (SM)

« Rigid procedures and
rules in the healthcare
system (SM)

e MHP team not part of H&S
department (Ma)

* Focus on patient safety
rather than staff safety
(Ma)

» Resistance towards
change from staff (Mi)

Resource:

e Former ACC MHP guideline
e New H&S at Work Act

e Full-time MHP coordinator
« MHP champions

* Raised awareness of importance of
MHP

¢ Full-time employed MHP coordinator
¢ More staff attending MHP training

Reasoning:
For senior management and the board
e MHP coordinator will reduce MHP injuries and cost

Monitoring, ¢ Electronic audit system

evaluation, and (Ma)

audits e Internal audit related to
Accredited Employer

Programme (Ma)

* Focus on patient safety
rather than staff safety
(Ma)

e MHP team not part of H&S
department (Ma)

Resource:

« Electronic system calculation of staffing
« Electronic patient care plan

« Electronic audit system

¢ Increased acceptance of injury
reporting

¢ Increased adherence and compliance
with audits

Reasoning:
For senior management and the board
¢ Reducing injuries will reduce levy

For middle management
¢ Reduce injuries resulting from MHP
* Reminding managers of audits will increase compliance
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Appendix 6: Adjustment factors used in Study 1
Table 1 Adjustment factors for included ANZSIC codes.

Industry 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 Total

Labour Supply Services 1.20 1.14 1.11 1.23 1.11 1.14 1.09 1.09 1.04 1.04 1.05 1.04 1.10

Hospitals (except psychiatric

hospitals) 8.73 8.34 9.94 7.51 7.81 7.28 7.36 8.71 8.89 9.19 7.33 7.20 8.09
General practice medical
services 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Specialist medical services 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Pathology and diagnostic
imaging services 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Physiotherapy services

1.00 1.00 1.00 1.04 1.02 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.01

Chiropractic and osteopathic
services 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Other allied health services

1.00 1.00 1.00 1.00 1.00 1.00 1.01 1.00 1.00 1.00 1.00 1.00 1.00
Ambulance services 117 1.05 1.00 1.00 1.02 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.02
Other healthcare services 1.16 1.14 1.11 1.11 1.17 1.14 1.13 1.05 1.02 1.02 1.01 1.01 1.07
Aged care residential services 1.17 1.17 1.19 1.10 1.11 1.11 1.09 1.23 1.28 1.28 1.30 1.29 1.19

Other residential care services 2.80 3.44 315 3.30 3.10 2.96 2.60 2.50 2.42 2.52 2.94 2.47 2.79

Child Care Services 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Other Social Assistance
Services 1.08 1.05 1.01 1.02 1.17 1.34 1.28 1.33 1.31 1.37 1.54 1.48 1.26
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Appendix 7: Example of interview schedule for developer interview used in Study

2
Background

Please tell me about your involvement in the development of the ACC Manual Handling or People
Guidelines 2012?

Please describe the process you and the group that revised the Guidelines went through when you
developed the 2012 Guidelines?

How would you describe the aims for the Guidelines?

Have you also been involved in the development of the previous Guidelines, published in 2003?
If so, would you tell me about your involvement in the 2003 Guidelines?

What was the background for creating/developing the Guidelines 2003, and 2012 Guidelines?
Distribution/ Dissemination

Please desctibe who the intended recipients/ users of the 2012 Guidelines were, when you developed the
Guidelines? (e.g. type of people, job roles in the health care sector, sub-sectors)

How were the 2012 Guidelines intended to be distributed to the intended users, and what actually
happened?

What did you think would make the intended users choose to use the Guidelines?

What did you think would prevent the intended users from choosing to use the Guidelines?
Uptake of the Guidelines

In your opinion, how was the Guidelines ‘received’ by the intended users?

How do you feel that the Guidelines is being used by the different user groups?

Is use of the Guidelines different in different sub-sectors of the health care sector?

Are any specific parts of the Guidelines better/ mote successfully implemented? If so, in what way?
Finally

Is there anything else you would like to add/ share with respect to the Guidelines?

Do you have any questions you would like to ask me?

If necessary, may I contact you with additional questions?
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Appendix 8: Questionnaire used in Study 3 and Study 4

Introduction: Thank you for being willing to participate in this questionnaire survey. Your participation
is entirely voluntary and confidential. The questionnaire enquires about your awareness and use of the
"Moving and Handling People: The New Zealand Guidelines 2012". This questionnaire sutvey is part of a
research project that aims to identify the uptake, use and impact, of the Accident Compensation
Corporation’s 'Moving and Handling People: The New Zealand Guidelines 2012" and additionally identify
factors that facilitate or hinder use of the guidelines. It will take you about 12 — 18 minutes to complete
the questionnaire, depending on your answers. It can be filled in over more than one session. If you want
to return to the questionnaire at a later time, simply clink the link provide at the email again. Depending
on your answers this questionnaire has up to 29 questions within six sections. If you have any questions
about this questionnaire survey please contact: Mark Lidegaard by email m.lidegaard@massey.ac.nz

Start the questionnaire survey by clicking the 'Start Survey' button in the lower right corner

Section 1: You and your organisation: This section contains five questions about you and your
organisation

Q1: Which sector(s) do you work in? (Please tick all applicable)

Public hospitals
Private Hospitals

Age care

Residential care

Home care

Hospice

Training and Education
Facility design
Equipment supply
Nursing studies

Other (Please describe)

I Iy I Iy Ny Iy Iy Iy

o}
0

: How many people are employed in your organisation?

5 or less
6to9
10 to 19
20 to 49
50-99

100 or more

00000
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Q3: Does your organisation have multiple work sites?

QO Yes
QO No
O Do not know/ Unsure

Q4: What are your role(s) in relation to moving and handling people? (Please tick all applicable)

Carer, Health assistant, Support worker

Nurse

Nursing student

Physiotherapist

Occupational therapist

Paramedic

Senior manager

Middle manager

Director

Policy maker

Woard or unit manager

Planner

Occupational health and safety manager, coordinator or advisor
Moving and handling people coordinator or advisor
Assessor

Trainer

Educator

Facility designer or manager

Equipment supplier

Health and Safety representative

Other (Please describe)

I I Iy Ny Ay Ay I Iy Iy Ay Ay A

Q4a: How often do you perform actual moving and handling of people?

Most of the time
Half the time or more
Less than half the time

Sometimes

0000

Never
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Section 2: Awareness and use of the ACC Guidelines: This section contains up to seven questions about
different versions of ACC guidelines relating to moving and handling

Q5: Before participating in this survey were you aware of any ACC guidelines for moving and handling
people?

Q Yes
Q No
Q Do not know/ Unsure

Q06: Are you aware of the following versions of ACC guidelines? (Please give an answer for each version)

If all questions are answered No’ or ‘Do not know/ Unsure’, then skip to Q9.

Do not know/ Unsure

The New Zealand Patient
Handling Guidelines O Q @]
(2003)

Moving and Handling
People: The New Zealand
Guidelines (2012) - Hard
copy
Moving and Handling
People: The New Zealand
Guidelines (2012) - CD-
ROM
Moving and Handling
People: The New Zealand
Guidelines (2012) -
Internet version

Do only answer for version indicated as *Yes’ in Q6

Q6a: How did you become aware of this/ these guideline version(s)? (Please describe for each section by
writing your answer in the box)

The New Zealand Patient Handling Guidelines (2003)

Moving and Handling People: The New Zealand Guidelines (2012) - Hard copy
Moving and Handling People: The New Zealand Guidelines (2012) — CD-ROM
Moving and Handling People: The New Zealand Guidelines (2012) - Internet version
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Do only answer for version indicated as *Yes’ in Q6

QO6b: Do you have access to any of the following guideline versions? (Please give an answer for each
version)

Do not know/ Unsure

The New Zealand Patient
Handling Guidelines O Q @]
(2003)

Moving and Handling
People: The New Zealand
Guidelines (2012) - Hard

copy

Moving and Handling
People: The New Zealand
Guidelines (2012) — CD-
ROM

Moving and Handling
People: The New Zealand
Guidelines (2012) -
Internet version

Q7: Have you, at any time read any sections of the 'Moving and Handling People: The New Zealand
Guidelines (2012)'?

O Yes
QO No
O Do not know/ Unsure

Q8: Have you, at any time used any sections of the 'Moving and Handling People: The New Zealand
Guidelines (2012)'?

QO Yes
QO No
O Do not know/ Unsure

Do only answer if: Q8 is No’ or ‘Do not know/ Unsure’

*Q8a: What are the reasons why you have not used the 'Moving and Handling People: The New Zealand
Guidelines (2012)'?

Have not seen the guidelines
Do not have a copy
Guidelines do not suit my organisation

No-one has responsibility for implementing safe patient handling in my organisation
Management do not require use of the Guidelines

Other reason(s) (Please describe)

ocoo0ooood
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Section 3: Familiarity with and use of specific sections in the 'Moving and Handling People: The New
Zealand Guidelines (2012)": This section contains up to five questions about the different sections of the
"Moving and Handling People: The New Zealand Guidelines (2012)'

*Q9: How familiar you are with each of the different sections of the Moving and Handling People: The
New Zealand Guidelines (2012)'(Please give an answer for each section)

If all questions are answered No’ or ‘Do not know/ Unsure’, then skip to Q10.

Very familiar Familiar Somewhat familiar Not at all familiar
Introduction O Q @] @)
Why moving and
handling o) o) o) o)
programmes ate
needed
Risk assessment Q Q @] Q
Techniques for
moving and handling Q Q @] Q
people
Training for moving
and handling people Q Q Q Q
Organising training O Q @] Q
Equipment for
moving and handling Q Q @] Q
people
Equipment o) o) o) o)
management
Facility design and
upgrade Q Q Q Q
Policy and
programme planning o Q Q Q
Wotkplace culture Q Q @] Q
Monitoring &
evaluation O O Q Q
Audits Q Q @] Q
Bariatric clients Q Q @] Q
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Do not answer if: Q9 is ‘Not familiar at all’

*Q9a: Which of the following sections of the "Moving and Handling People: The New Zealand
Guidelines (2012)" have you used? (Please give an answer for each section)

Used Not used ‘ Do not know/ Unsure
Introduction O Q Q
Why moving and handling
programmes are needed
Risk assessment Q Q Q
Techniques for moving
and handling people Q Q Q
Training for moving and
handling people Q Q Q
Organising training Q Q Q
Equipment for moving
and handling people Q Q Q
Equipment management Q Q Q
Facility design and upgrade O o o
Policy and programme o o o
planning
Wotkplace culture Q Q Q
Monitoting & evaluation O Q Q
Audits Q Q Q
Bariatric clients Q Q Q

Do only answer for sections indicated as "Used’ in Q9a

*Q9b: Please describe for what purposes you have used this/ these section(s)? (Please describe for each
section by writing your answer in the box)

Introduction

Why moving and handling programmes are needed
Risk assessment

Techniques for moving and handling people
Training for moving and handling people
Organising training

Equipment for moving and handling people
Equipment management

Facility design and upgrade

Policy and programme planning

Workplace culture

Monitoring & evaluation

Audits

Bariatric clients
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Do only answer for sections indicated as "Used’ in Q9a

Q9c: Has the use of this/ these section(s) led to any change(s) in your organisation? (Please give an

answer for each section)

If all questions are answered No’ or ‘Do not know/ Unsure’, then skip to Q10.

Introduction

Why moving and handling
programmes are needed

Risk assessment

Techniques for moving
and handling people

Training for moving and

handling people
Organising training

Equipment for moving
and handling people

Equipment management
Facility design and upgrade

Policy and programme
planning

Workplace culture
Monitoring & evaluation
Audits

Bariatric clients

Yes

)

o O

Cco0Oo00 0O 00 0 0 ©

Z

© 0 O O

o000 O 00 0 O ©

Do not know/ Unsure

o

© O O

o000 0O 00 0O O ©
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Do only answer for sections indicated as Yes" in Q9¢

Q9d: Please describe the/ these change(s)? (Please desctibe for each section by writing your answer in the

box)

Introduction

Why moving and handling programme are needed
Risk assessment

Techniques for moving and handling people
Training for moving and handling people
Organising training

Equipment for moving and handling people
Equipment management

Facility design and upgrade

Policy and programme planning

Workplace culture

Monitoring & evaluation

Audits

Bariatric clients

Section 4: Other people’s use of the 'Moving and Handling People Guidelines (2012)": This section
contains up to four questions about how the 'Moving and Handling People: The New Zealand Guidelines
(2012)" is used by other people

Q10: Have you ever recommended the 'Moving and Handling People: The New Zealand Guidelines
(2012)' to anyone?

QO Yes
QO No
O Do not know/ Unsure

Do only answer if: Q10 is Yes’

Q10a: What is the role(s) of the person(s) to whom you recommended the 'Moving and Handling People:
The New Zealand Guidelines (2012)" in relation to moving and handling people? (Please tick all
applicable)

Carer, Health assistant, Support worker
Nurse

Nursing student
Physiotherapist
Occupational therapist
Paramedic

Senior manager
Middle manager
Director

Policy maker

Ward or unit manager

Planner

(I Iy I Iy Ny A Iy Ny Ny Ay Ny I

Occupational health and safety manager, coordinator or advisor
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ocoo0o0oo0ooo

*Q11: Do any of the following in your organisation use the 'Moving and Handling People: The New
Zealand Guidelines (2012)' in relation to moving and handling people? (Please tick all applicable)

Iy I Iy Ny Ay A Iy Iy Ay Ny Iy Iy

Moving and handling people coordinator or advisor
Assessor

Trainer

Educator

Facility designer or manager

Equipment supplier

Health and Safety representative

Do not know/ Cannot remember

Other (Please describe)

Nobody uses them
Do not know/ Unsure
Carer, Health assistant, Support worker

Nurse

Nursing student

Physiotherapist

Occupational therapist

Paramedic

Senior manager

Middle manager

Director

Policy maker

Ward or unit manager

Planner

Occupational health and safety manager, coordinator or advisor
Moving and handling people coordinator or advisor

Assessor

Trainer

Educator

Facility designer or manager

Equipment supplier

Health and Safety representative

Other (Please describe)
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Do only answer if: any other user in Q11 is Gndicated’

Q11a: Please describe for what purposes they have used the 'Moving and Handling People: The New
Zealand Guidelines (2012)? (Please EITHER tick OR write your answer in the box for each role)

Do not know/ Unsure Purpose

Carer, Health assistant, Support o
worker

Nurse
Physiotherapist
Occupational therapist
Paramedic
Senior manager
Middle manager
Director
Policy maker
Ward or unit manager
Planner

Occupational health and safety
manager, coordinator or advisor

©C 000 O0OO0OO0OO0OO0OO0OO

Moving and handling people
coordinator or advisor

Assessor
Trainer
Educator
Facility designer or manager
Equipment supplier
Health and Safety representative
Nursing student

Other

Co0O000O0O0OO0O O

Section 5: Other material and resources related to moving and handling of people: This section contains

up to five questions about other moving and handling materials and resources

Q12: Do you use any other material or resource to get guidance in relation to moving and handling
people?

QO Yes
QO No
O Do not know/ Unsure
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Do only answer if: Q12 is Yes’
* Q12a: What other materials or resources do you use? (Please list the material(s) used)

Q13: Do you think that your organisation needs any other materials or resources to improve moving and
handling of people?

QO Yes
QO No
O Do not know/ Unsure

Do only answer if: Q13 is Yes’
Q13a: What other materials or resources do you need? (Please describe)

*Q14: Does your organisation keep a record of incidents specifically caused by moving and handling of
people?

QO Yes
QO No
O Do not know/ Unsure

*Q15: Do you have any other comments, in general, about the 'Moving and Handling People: The New
Zealand Guidelines (2012)"?

*Q16: Do you have any other comments, in general, about moving and handling of people?

Section 6: Further participation: This section contains up to four questions about your, and your
organisation's, willingness to patticipate in further research

Q17 Are you willing to be contacted to find out if your organisation might be interested in participating
in further research related to the Moving and Handling People: The New Zealand Guidelines (2012)'? By
selecting “Yes’, you do not commit yourself or your organisation for any further participation. If “Yes’ is
selected, you indicate that you are willing to be contacted by the researchers from Massey University
about further participation. In order to establish contact, you will be asked to provide your name and
email address. This information will only be used to contact you if the researcher would like to explore
the opportunity to use your organisation as a case study organisation in the next phase of the research
project.

QO Yes
QO No
O Do not know/ Unsure

Do only answer if: Q17 is Yes’

Q17a: Please provide your name and email address (Your name and email address will only be used if we
wish to contact you about further research)
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Appendix 9: Example of interview schedule for stakeholder interview used in
Study 5

Interview schedule for case study interviews targeted H&S management
Personal role
Can you briefly describe your role in the organisation?
Probe: What is your title?
What is your background, experience and educational?
Probe: How many years have you worked within the hospital/ health care sector?
Probe: How many years have you been in this organisation?
Organisational background, including economy
Would you give me a quick overview of the organisation?
Probe: Can you tell me about the organisation’s vision(s)?
Probe: How does your role fit into the organisation’s vision(s)?
Probe: What is the level of staff turnover in the organisation?
Probe: What is the level of absenteeism in the organisation?
Probe: What is the level of incidents in the organisation?
Probe: To what extent is your organisation affected by budget constrains?
Probe: How do you do, compared to other equivalent organisations in the health care sector?
Probe: Time allocation for staff to do risk assessment?
Probe: Time allocation for staff to do MHP tasks?
External influence

Tell me about what external factors influence your organisation, e.g. change in demographic,
economic or legislative factors?

Probe: To what extent does legislation and government initiatives influence your organisation?
Probe: In particular to MHP?
Probe: How big an influence do parallel programmes have on your MHP procedures?
Prevention of musculoskeletal injuries
Compared to other injuries and OHS risks, how big is MSD in your organisation?
Probe: In particular to MHP

Probe: What does the organisation do to prevent MSD injuries resulting from MHP?
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Probe: When did the organisation realise the need to prevent MSD injuries resulting from MHP?
Probe: When did the organisation start a dedicated prevention of MSD resulting from MHP?
Probe: Who in the organisation are involved in prevention of MSD injuries resulting from MHP?
Probe: How are you involved with MHP and injuries?

The H&S in the organisation

Can you briefly explain how H&S is organised in your organisation?
Probe: How does MHP fit in the H&S-system?

MHP Programme

The MHP programme

Can you explain the organisation’s programme for MHP?
Probe: How and when was your MHP programme created?
Probe: What elements are included in your MHP programme?

Development of the MHP programme

Can you explain the process of developing the organisation’s programme for MHP?
Probe: Who was involved in developing your MHP programme?
Probe: What skills and expertise had the developers of your MHP programme?
Probe: From your perspective, were these the right skills and expertise?

Probe: When developing the MHP programme, did the organisation look at/ was it inspired by
other programmes on MHP?

Probe: What were the biggest challenges when developing your MHP programme?
Probe: What is your advice to others, who are about to develop a MHP programme?

Lmplementation of the MHP programme

Can tell me about the process of implementing the MHP programme?
Probe: Has your MHP programme been (fully) implemented?
Probe: In no, what hurdles remain to complete the implementation?
Probe: If yes, how was your MHP programme implemented?
Probe: What were the biggest challenges when implementing your MHP programme?
Probe: Who was involved in the implementation of your MHP programme?

Probe: When was your MHP programme implemented?
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Probe: What was your main concern about implementing your MHP programme?
Probe: What has been the general reception of the MHP programme?

Probe: Did the implementation of the MHP programme require the organisation to make any
changes to other procedures?

Probe: Do you think implementing a MHP programme was worthwhile? Why?

Use of the MHP programme

Tell me about how the MHP programme is being used?
Probe: Are the different elements of the MHP programme being used equally?
Probe: Why are some of elements used more than others?
Probe: Main reasons that your MHP programme is used/ not used?
Probe: What has been the most obvious advantage of using the MHP programme?
Probe: How do you and your colleagues use the MHP programme in your daily work?
Probe: Does management support the use of the programme?

Probe: Are there any persons/ groups in the organisation who you think might not be the
biggest fans of using the MHP programme?

Effects of the programme

How has the MHP programme affected the organisation?
Probe: What are the long-term impacts of the MHP programme?
Probe: Is there anything about the programme you would like to see changed?
Probe: How was MHP conducted 10 years ago?
Probe: Has the MHP programme affected the work/workflow in the organisation?
Probe: How do you introduce new staff to your MHP programme?

Probe: Is this/your approach different to other equivalent organisations in the health cate
sector?

Probe: Do different groups in the organisation have varying perception of the importance MHP?
Probe: Do you feel this perception influences the use of your MHP programme?

Probe: How do you evaluate if the programme works?

Probe: Do you record injuries specified on cause?

Probe: Do you record information on sickness absence and absenteeism?
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Probe: Has the implementation and use of the programme resulted in fewer incidents of MSD?
And associated costs?

Chronicle workshop participants and supplementary interviews

Is there anyone in the organisation you think we should include in the chronicle workshop?
Probe: Particular persons?
Probe: Particular roles?

Is there anyone else in the organisation you think we should talk to?
Probe: Particular persons?
Probe: Particular roles?

To finish

Is there anything else you would like to add/ share with respect to the topics we have discussed?
Probe: Do you have any questions you would like to ask me?

If necessary, may I contact you with additional questions?
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Appendix 10: Chronicle workshop agenda used in Study 5

Time schedule

Activity

8:00
(15 minutes)

Introduction of the workshop theme Moving and handling people safely -reviewing the MHP
¢ffort/ programmes from 2007-2017. Participants present themselves. The method is
presented

Stage 1- Exploration phase: Visualising the past

8:15
(40 minutes)

1st round: What significant events have marked NIHP as a priority at the hospital, and when?
— Individual inputs on sticky notes (Yellow)
— Placing sticky notes
— Commenting on individual inputs

8:55
(10 minutes)

Break

9:05
(40 minutes)

20d yound: Which stakeholder, entities or institutions have characterised and driven the development
and implementation of MHP efforts/ programmes at the hospital, and when?

— Individual inputs on sticky notes (Blue)
— Placing sticky notes
— Commenting on individual inputs

9:45
(40 minutes)

3 round: What kind of initiatives and debate have arisen during the development and
implementation of the MHP programme at the hospital, and when?

— Individual inputs on sticky notes (Orange)
— Placing sticky notes
— Commenting on individual inputs

10:25
(10 minutes)

Break

Stage 2- Interpretation phase: Making the history

10:35
(25 minutes)

Plenum work session: The participants interpret key trends in the collective history of MHP at
the hospital. They divide the bistory into separate chapters.

— Plenum discussion of chapters -Consensus seeking

11:00
(50 minutes)

Group work session: The participants reflect upon what factors that have supported or hindered
the process of implementing a MHP programme

—  Group input on sticky notes (Green and Red)
— Commenting from each group

11:50
(10 minutes)

Evaluation and closure of the workshop
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