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ABSTRACT 

Objective. Nursing workplace injuries related to staff-assisted patient/resident movement occur 
frequently, however, little is known about the programs that aim to prevent these injuries. The 
objectives of this study were to: (i) describe how Australian hospitals and residential aged care 
services provide manual handling training to staff and the impact of the coronavirus disease 2019 
(COVID-19) pandemic on training; (ii) report issues relating to manual handling; (iii) explore the 
inclusion of dynamic risk assessment; and (iv) describe the barriers and potential improvements. 
Method. Using a cross-sectional design, an online 20-min survey was distributed by email, social 
media, and snowballing to Australian hospitals and residential aged care services. Results. 
Respondents were from 75 services across Australia, with a combined 73 000 staff who assist 
patients/residents to mobilise. Most services provide staff manual handling training on commence
ment (85%; n = 63/74), then annually (88% n = 65/74). Since the COVID-19 pandemic, training 
was less frequent, shorter in duration, and with greater online content. Respondents reported 
issues with staff injuries (63% n = 41), patient/resident falls (52% n = 34), and patient/resident 
inactivity (69% n = 45). Dynamic risk assessment was missing in part or in whole from most 
programs (92% n = 67/73), despite a belief that this may reduce staff injuries (93% n = 68/73), 
patient/resident falls (81% n = 59/73) and inactivity (92% n = 67/73). Barriers included insufficient 
staff and time, and improvements included giving residents a say in how they move and greater 
access to allied health. Conclusion. Most Australian health and aged care services provide 
clinical staff with regular manual handling training for staff‐assisted patient/resident movement, 
however, issues with staff injuries, as well as patient/resident falls and inactivity, remain. While 
there was a belief that dynamic in‐the‐moment risk assessment during staff‐assisted patient/ 
resident movement may improve staff and resident/patient safety, it was missing from most 
manual handling programs.  

Keywords: allied health, hospital, manual handling, nursing, occupational health and safety, 
patient, resident, residential aged care. 

Introduction 

Of the 1.8 million Australians working in health care and social assistance in 2019/20, 
22 000 experienced a severe workplace injury that resulted in a serious workers’ com
pensation claim (12.3 per 1000 employees),1 representing a 31% increase in annual 
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claims compared to 2000/01.1 Compared to other workers, 
nurses experience an extremely high rate of workers’ com
pensation claims (28.7 per 1000 employees), with half attrib
uted to body-stressing injuries,2 which is not unexpected as 
nurses report that manual handling is in everything they do.3 

These work-based compensation claims contribute to the 
long-term nursing workforce shortage crisis in Australia,4 

which has intensified during and post the coronavirus dis
ease 2019 (COVID-19) pandemic.5,6 

There is a paucity of literature reporting on manual 
handling training interventions with demonstrated ability to 
reduce nurses’ musculoskeletal injuries in the workplace.7,8 

This may be explained by the plethora of literature that has 
consistently refuted a causal relationship between nurses 
lower back pain and the repeated daily task of assisting 
patients with movement.9,10 Nursing compensation claims 
data from Safe Work Australia indicates that the mechanism 
of injury is most often a traumatic event, such as a traumatic 
soft tissue injury or muscle strain during a single task 
(62%; n = 25 000 2003/04–2013/14), compared to cumula
tive non-traumatic back pain or strains (5%; n = 2000; 
2003/04–2013/14).2 

Despite the year-on-year increase in serious workplace 
injuries for nurses in Australia,1 little is known about the 
training schedules, content, characteristics, gaps and impact 
of manual handling programs for nursing and direct care staff 
in Australian hospitals and residential aged care services. For 
example, we do not know how many manual handling pro
grams upskill participants in dynamic risk assessment, defined 
as a continual in-the-moment assessment of factors that 
impact a healthcare process,11 or how many manual handling 
programs effectively change clinical practice at the bedside, 
such as the Risk Assessment for moving Individuals SafEly 
(RAISE)3 program. While the concept of risk assessment for 
manual handling is not new, many controlled studies examin
ing patient manual handling programs do not specifically 
refer to risk assessment in the program description.12–15 

The aims of this study were to: (i) describe how 
Australian hospitals and residential aged care services pro
vide manual handling training programs for nursing and 
direct care staff and the impact of the COVID-19 pandemic 
on the training programs; (ii) report issues relating to man
ual handling; (iii) explore the inclusion of dynamic risk 
assessment in current manual handling training programs; 
and (iv) describe the barriers and potential improvements to 
manual handling programs to better prevent staff injuries 
and patient/resident falls, while promoting patient/resident 
participation in movement. 

Methods 

This project was approved by the Monash University Human 
Research Ethics Committee (Project ID: 31866) and has been 
reported in accordance with the Checklist for Reporting 

Results of Internet E-Surveys (CHERRIES).16 Participants 
were staff at hospitals and residential aged care facilitates 
across Australia who had knowledge of the organisation’s 
manual handling program for nursing and direct care staff. 
There were no exclusion criteria. 

Using social media (twitter), emails and snowballing, an 
open online survey was distributed to hospitals and aged 
care services across Australia, aiming to recruit a minimum 
of 50 respondents for a nationally representative sample. The 
survey was developed and tested by researchers (NB, CE, TH 
and KH) prior to fielding the survey. The 20-min survey 
asked respondents to describe their current manual handling 
programs for nursing and direct care staff, particularly as it 
relates to staff-assisted patient/resident movement. Consent 
for participation was sought at the start of the survey. 

The survey was administered on the research electronic 
data capture (REDCap) platform17,18 with survey responses 
being entered directly into the database. No data fields were 
mandatory, and no incentives were offered to participate in 
the survey. Data were collected between July 2022 and 
September 2022. There were 51 items across eight pages 
for the survey (Supplementary Appendix S1). Participants 
could go back and review/change responses, and at the end 
of the survey participants were sent a copy of their com
pleted survey via email. IP addresses were reviewed to 
ensure that there was only one response per hospital or 
aged care service; where IP addresses doubled up, only the 
first submitted response would be included. 

Hospital and aged care service characteristics were col
lected, and this included public versus private funding 
model, the size of the service and geographic location. The 
survey was then divided into five sections. The first asked 
respondents to report if staff injuries, patient/resident falls, 
and patient/resident inactivity were a problem for their 
organisation. The second asked respondents to detail their 
current manual handling program and if the COVID-19 
pandemic impacted training associated with the program. 
The third section asked staff about their perception of how 
well the current program reduced the risk to staff and 
patients/residents, as well as how the program could be 
improved. The fourth section focused on dynamic in-the- 
moment risk assessment and asked staff about the inclusion 
of this in their current program, and if they believed that the 
inclusion of dynamic in-the-moment risk assessment during 
staff-assisted patient/resident movement, does or could 
reduce staff injuries as well as patient/resident falls and 
inactivity. The final section focused on identifying the 
need for support with their manual handling program. 

Results were presented for the whole cohort, as well as 
separately for hospitals and aged care services where possible. 
Survey results are presented as a number and percentage for 
categorical data. To understand the staff perspective of 
their manual handling program, respondents were asked to 
rate their program on a Likert scale (0 = never; 10 = always), 
and these results were reported as a median with an 
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interquartile range. As responses to questions were not 
compulsory, it was expected that the denominator for some 
questions may be less than the total number of respondents. 
Open-ended questions regarding suggestions for improvement 
to current manual handling programs have been categorised 
and reported as a count. 

Ethics 

This project was approved by the Monash University Human 
Research Ethics Committee (Project ID: 31866). 

Participant consent 

All participants provided consent prior to commencing the 
survey. 

Results 

Respondents from 75 different hospitals (n = 18/72) and 
aged care services (n = 63/72) across Australia participated 
in the survey (noting nine identified as both a hospital and 
an aged care service, and three did not respond to this 
question). Across the services, 81% (n = 58/72) provided 
residential aged care and 13% (n = 9/72) provided special
ist residential aged care (for example for First Nations peo
ple or for people with a mental health condition). In 
addition, 22% (n = 16/72) provided acute hospital care, 
17% (n = 12/72) provided rehabilitation hospital care, 
and 11% (n = 8/72) provided hospital care for people 
with a mental health condition. Due to the majority of the 
included hospitals also providing an aged care service, we 
were not able to report the results for hospitals and aged 
care separately. 

Funding for the services included a combination of public 
(78% n = 58/74) and private (39% n = 29/74), noting 
some reported receiving both public and private funding. 
The most common size of the services 31–90 beds (Fig. 1), 
with service location spread across Australia (Fig. 2). 

Respondents indicated that across the services (n = 74) 
there was a combined 73 000 staff who assist patients/resi
dents to mobilise. Staff who assist the patient/resident to 

0–30 beds

31–90 beds

91–150 beds

151–300 beds

300+ beds

0 10 20 30 40

Fig. 1. Number of respondents reporting the size of the participat
ing services.   

Location of the
participating services

5 or less services

6–15 services

16 or more services Fig. 2. Location of the participating services.    
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mobilise include registered nurses (100% n = 74/74), per
sonal care attendants (92% n = 68/74), enrolled nurses 
(84% n = 62/74), physiotherapists (82% n = 61/74), allied 
health assistants (41% n = 30/74), occupational therapists 
(38% n = 28/74), volunteers (23% n = 17/74) and doctors 
(20% n = 15/74). The staff who were reported to most fre
quently document the patient/resident mobility status were 
registered nurse (95% n = 70/74), physiotherapist (91% 
n = 67/74), enrolled nurse (55% n = 41/74), occupational 
therapist (41% n = 30/74), personal care attendant (26% 
n = 19/74), and allied health assistant (19% n = 14/74). It 
was reported that patient/resident mobility was reviewed as 
required (80% n = 58/73), monthly (38% n = 28/73), each 
shift (19% n = 14/74), daily (11% n = 8/73), weekly 
(6% n = 4/74), or not routinely reviewed (1% n = 1). 

Most respondents reported staff attended manual handling 
training at commencement of employment (85% n = 63/74), 
as well as annual refresher courses (88% n = 65/74); how
ever, one service did not provide any manual handling train
ing (1%). Components of manual handling training programs, 
as well as communication methods to guide how much 
support to provide the patient/resident when assisting move
ment, are presented in Fig. 3. All services (100% n = 74/74) 
had a monitoring system to track how many staff completed 
their manual handling training, and most training was 

facilitated by a combination of nurses, physiotherapists, 
and occupational health and safety officers. 

Compared to 2019, there was a perception by respondents 
that during the 2020–2022 COVID-19 pandemic, manual 
handling training was shorter in duration (27% n = 20/74), 
that refresher training was offered less frequently to staff 
(43% n = 32/74), and that the training was provided more 
online (50% n = 37/74). Respondents reported that during 
the COVID-19 pandemic, some programs had the competency 
assessment removed (17% n = 11) and that other programs 
had a competency assessment added (21% n = 14). A third of 
services reported no change to the manual handling training 
during the COVID-19 pandemic (32% n = 21). 

With respect to current issues, respondents reported that 
during staff-assisted patient/resident movement, there was a 
problem with staff injuries (66% n = 48/73); as well 
as patient/resident falls (52% n = 38/73) and inactivity 
(73% n = 53/73) (Fig. 4). 

Most respondents indicated that dynamic risk assessment 
was missing in part, or in whole, from their current staff 
manual handling program (92%; n = 67/73). Most respon
dents also believed that upskilling staff in dynamic risk 
assessment can prevent staff musculoskeletal injuries (93%; 
n = 68/73), prevent patient/resident falls (81%; n = 59/73) 
and enable the patient/resident to participate in movement 

Determining assistance required – staff complete a dynamic
risk assessment while assisting the patient/resident38%

47%

64%

78%

90%

45%

69%

77%

87%

Determining assistance required – patient/resident
communicated their mobility with the member of staff

Determining assistance required – documentation in the room

Determining assistance required – verbal handover from one
staff member to the next

Determining assistance required – documentation in the
medical history

Program delivery – clinical champions on the ward (staff who
have received additional training and mentor the ward staff)

Program delivery – competency assessment

Program delivery – online component

Program delivery – face to face component

Determining the assistance required for the movement and the
program delivery format

Fig. 3. Determining the assistance required for the movement and the program delivery format.    
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to the best of their ability (92%, n = 67/73). Regarding 
patient/resident inactivity, most respondents agreed with 
the following statement ‘maintaining a good level of patient 
mobility and independence is an essential part of care deliv
ery and can reduce the risk of long-term physical and psy
chological effects’19 (99%; n = 72/73). Most participants 
also reported they were likely to review (88%; n = 64/73) 

and/or implement (73%; n = 53/73) a training package on 
dynamic risk assessment during staff-assisted movement, if 
made freely available. 

Respondents were then asked a series of question on a 
Likert scale (0 = never; 10 = always) regarding aspects of 
their manual handling program. The answers had a full 
range of responses from 0 to 10, with the median value 

0
Not a problem A bit of a problem A lot of a problem A significant problem

5

10

15

20

25

30

35

40

Staff injuries Patient/resident falls Patient/resident inactivity

Fig. 4. Number of respondents reporting 
problems relating to staff injuries, and patient/ 
resident falls and inactivity during staff-assisted 
patient/resident movement.    

Table 1. Survey responses on the Likert scale (0 = never; 10 = always).       

Median IQR (25th, 75th 
percentile) 

Range (minimum, 
maximum)   

How well does the manual handling program teach staff how to prevent staff musculoskeletal 
injuries? 

7 5–8 2–10 

When staff help patients/residents move, do they move to the best of their ability (i.e. the 
patient/resident does as much of the movement as possible)? 

7 5–8 2–10 

Does the patient/resident get a say in how they move (i.e. report how they are feeling and how 
much of the movement they can do by themselves)? 

7 6–8 2–10 

How well does the manual handling program teach staff how to prevent patient/resident falls? 7 5–8 0–10 

How well does the current patient/resident manual handling program teach staff to complete a 
dynamic risk assessment of: The manual handling task (e.g. assisting the patient to move in bed, 
or to walk)? 

5 5–8 0–10 

How well does the current patient/resident manual handling program teach staff to complete a 
dynamic risk assessment of: The capability and limitations of the patient/resident (e.g. how well 
the patient can follow instructions and how strong are the patients leg muscles)? 

5 3–7 0–10 

How well does the current patient/resident manual handling program teach staff to complete a 
dynamic risk assessment of: The capability and limitations of themselves and other staff 
involved (e.g. pre-existing staff injuries, time constraints)? 

6 4–7 0–10 

How well does the current patient/resident manual handling program teach staff to complete a 
dynamic risk assessment of: The load of the patient/resident and any equipment being used? 

6 5–8 0–10 

How well does the current patient/resident manual handling program teach staff to complete a 
dynamic risk assessment of: The environment (e.g. clutter)? 

6 5–8 0–10   
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ranging from 5 to 7 (Table 1). Lower ratings (median 5–6) 
were observed for the questions that asked about the inclu
sion of dynamic risk assessment in the current manual hand
ling training program. 

Respondents identified multiple barriers impacting the 
effectiveness of their current manual handling program 
(Fig. 5). Respondents believed that improvements could be 
made to the current manual handling programs to better 
prevent staff injuries (‘yes’ 49% n = 36/73 and ‘maybe’ 47% 
n = 34/73), patient/resident falls (‘yes’ 66% n = 48/73) 
and giving patients a greater say in how they move (‘yes’ 
60% n = 44/74). There were 125 suggestions for improve
ment to the current staff manual handling programs 
(Table 2). Most common responses were ensuring residents 
in aged care services have a say in how they move, having 
greater access to allied health, embedding case scenarios 
into manual handling training as well as ensuring staff 
have access to regular manual handling refresher training. 

Finally, at the conclusion of the survey, 81% of respon
dents (n = 61/75) expressed interest in their hospital and/ 
or residential aged care service joining a staff manual hand
ling community of practice, to keep informed regarding 
research in this area and to provide an opportunity to 
share experiences and learnings over time. 

Discussion 

Across Australia, most nursing and direct care staff in hos
pitals and residential aged care services participate in man
ual handling training for staff-assisted patient/resident 
movement. The training is generally provided on the com
mencement of employment and then annually as a refresher. 
Respondents reported that during staff-assisted patient/resi
dent movement, there is a risk of staff injuries, as well as risk 
of patient/resident falls and inactivity, and that dynamic 

Lack of adequate lifting equipment

Poor organisational/unit culture

0 5 10 15 20 25 30 35 40

Physical barriers (e.g. ward layout)

Lack of manual handling training each year (annual refresher;
knowledge and skills)

Lack of manual handling training on job commencement
(knowledge and skills)

Lack of manual handling training in the clinical setting
(knowledge and skills)

Reduced staff skills: risk assessment of the patient/residents
ability to participate in the movement

Reduced staff confidence: risk assessment of the
patient/residents ability to participate in the movement

Inadequate space in the patients/residents room

Lack of staff engagement

Not enough staff highly trained in manual handling

Not enough time

Not enough staff

Fig. 5. Respondents (n = 65) reported the frequency of barriers that impact the effectiveness of their current 
manual handling program.    
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risk-assessment may reduce these risks. However, dynamic 
risk assessment was missing in most manual handling pro
grams. Most staff reported that they would likely review and 
implement a training package on manual handling dynamic 
risk assessment, if made freely available. 

As with all open recruitment surveys, there is potential 
for recruitment bias relating to those who choose to partici
pate in a survey. For example, hospitals and aged care 
services with the greatest concerns for their manual hand
ling training program may have been more inclined to 
complete a survey on the issue. A strength of the study is 
the recruitment of participants across all Australian states 
and territories (excluding ACT), as well as a sample size 
(n = 75) that exceeded the target. 

At present, high-level evidence on how to provide man
ual handling training to effectively reduce staff injuries, 
and/or reduce patient/resident falls and inactivity, does 

not exist.7,8,20 While the current study does not provide 
this evidence, it does provide a snapshot of the variation 
that exists across Australia regarding manual handling train
ing programs provided to nursing and direct care staff. It 
also provides insight in the barriers into the provision of 
manual handling training, as well as suggestions to improve 
how the training is provided. This feedback from the respon
dents, combined with the evidence available, can be used in 
the design and evaluation of future manual handling train
ing programs. 

Based on the literature that has consistently refuted a 
causal relationship between nurses lower back pain and 
the repeated daily task of assisting patients with move
ment,9,10 it is hypothesised that the mechanism of injury is 
often attributed to a single traumatic event, such as a trau
matic soft tissue injury or muscle strain. An example of this 
is seen in the nursing compensation claims data from Safe 
Work Australia indicates the mechanism of injury is most 
often attributed to a traumatic event (62%), compared to 
cumulative non-traumatic back pain or strains (5%).2 As 
such, any new approach to preventing nursing staff injuries 
during patient/resident assisted movement, should base 
itself upon this mechanism of injury, and focus on avoiding 
traumatic events through skilled and dynamic risk assess
ment, before, during and after patient/resident assisted 
movement. 

With most respondents from the hospitals and aged care 
services identifying that dynamic risk assessment was miss
ing from their current staff manual handling programs, 
future research is required to determine if the introduction 
of dynamic risk assessment into staff manual handling 
training will reduce staff injuries, patient/resident falls, 
and increase the opportunity for patients/residents to par
ticipate in movement, as was the belief of the respondents. 
Due to the majority of the included hospitals also providing 
an aged care service, we were not able to report the results 
for hospitals and aged care separately, which is a limitation 
of the study. While the findings of this study are only 
applicable in the Australian public and private hospital 
and aged care context, the international generalisability 
of these findings is going to be explored through a planned 
future study that will replicate this survey through distri
bution to health and aged care services in the United 
Kingdom. 

Conclusion 

The time has come to critically review staff manual handling 
training programs in hospitals and residential aged care 
services across Australia. Many of the current programs do 
not include dynamic risk assessment, despite the widespread 
belief that this skill may reduce staff injuries and patient/ 
resident falls and improve patient/resident participation in 
movement. 

Table 2. Respondents suggestions for improvement to their 
current staff manual handling programs.     

Count   

Ensure residents have a say in how they move in aged care 
services  

15 

Greater access to allied health in residential aged care 
(assessment and training)  

14 

Embed case scenarios into manual handling training  12 

Access to regular manual handling refresher training  12 

Manual handling training – more face to face content and 
more detail  

12 

Upskilling staff in general assessment and dynamic risk 
assessment skills  

10 

Designing training where safe transfers and falls prevention 
have their own separate focus during training  

9 

Transfer of manual handling training into clinical practice at 
the bedside  

7 

Focus on patient ‘ability’ to promote their independence  6 

Higher staffing ratios to support patient/resident mobility  6 

Allow ‘dignity of risk’ for residents to have a say regarding 
their mobility  

5 

Manual handling training – more training on body mechanics  4 

Address staff concerns about resident insight into their own 
mobility abilities  

4 

Improve the staff culture around injury prevention  3 

Provide information on evidenced based falls prevention  3 

Co-design the staff manual handling program with the patient  1 

Ensure there is consistent manual handling training across 
industry, universities and other registered training 
organisations  

1 

Ensure a coordinated approach to injury prevention research 
via a national injury prevention data base  

1   
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Supplementary material 

Supplementary material is available online. 
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