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ABSTRACT

How in-home disability support workers adapt what they learn in manual handling
classroom training sessions to the circumstances of their work (i.e., their clients’ homes), is
central to their own safety and that of their clients. In the in-home work setting there is no
“expert” for newly trained workers to closely observe or on whom to model their work
practice. A particular concern, therefore, is the degree of transfer or adaptability from
classroom training sessions that may assist these workers to enact safe practices, as their
musculoskeletal injuries continue to occur at unacceptably high rates. Consequently,
understanding how best to support these workers initially learn their occupational practice
may offer considerable procedural benefits across the entire arena of working well and
safely. Contemporary accounts of learning emphasise the importance of immediate social
partners such as teachers and co-workers. Yet, much of our learning for work occurs
without such experts. So, we need better understandings of how individuals learn from
different educational experiences and adapt what they learn to their practice, and also how
this learning occurs in the absence of expert guidance. A case study approach, comprising
two separate practical studies, was adopted for this inquiry, which aimed to explore the
personal, situational and instructional bases for realising effective learning in the absence of
expert guidance. Study A comprised an exploratory investigation in which a community
service organisation’s existing manual handling training situation was appraised by way of
semi-structured interviews and direct observation of support workers, and a trajectory for
learning in situations of relative social isolation was proposed. Study B comprised an
intervention, where the proposed trajectory was implemented for a group of new support
workers learning manual handling. The effectiveness of this program was appraised, again
through semi-structured interviews and direct observation. A reconciliation of both studies
led to conclusions about the best ways that learning in relative social isolation may
progress. Findings from the overall inquiry advance three conceptual contributions:

(@) learning is person-dependent, (b) skills development for these learners follows a
personally unique trajectory, and (c) these learners demonstrate changing and progressive
patterns of interdependence with what is afforded in their socially-isolated workplaces.
Four procedural contributions from this inquiry are also proposed: (a) the format and

content of classroom training sessions for these workers should support the development of
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a positive disposition for this socially-isolated occupational role; (b) this format and content
may be successfully delivered in a brief (i.e., 1 — 2 hours duration) classroom training
session; (c) classroom refresher sessions for these workers are important for further
development of skills, knowledge and worker dispositions; and (d) a uniform set of
learning supports in the workplace with which the learners can engage on an “as needed”
basis, may facilitate the adaptability of knowledge and skills in socially-isolated
workplaces. While this inquiry advances a contemporary account of learning, some
suggestions for future research are proposed: (a) more research should be conducted with
community-based support workers as informants, (b) further research on the diverse and
changing nature of work in the disability services sector is required, and (c) additional
research is needed on how workers transfer and adapt their classroom training to the

relatively isolated circumstances of their work.
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Chapter 1

Learning and working in home-based disability support

This inquiry aims to explore the personal, situational and instructional bases for realising
effective learning in the absence of expert guidance. The particular focus in examining this
form of learning is directed towards assisting in-home disability support workers (a) to
adopt safe manual handling practices in the circumstances of relative social isolation in
which they work, and (b) to apply them effectively to new circumstances they encounter
beyond initial classroom training. These workers do not have the close support and
guidance of more experienced workers as they conduct their practice in the privacy of their
clients” homes. Instead, they are expected to complete the tasks that comprise this role
without the close support of more experienced co-workers, albeit that their work tasks are
often indeterminate, novel and challenging. Understanding how in-home disability support
workers effectively and expediently adapt what they initially learn in their short manual
handling classroom training sessions to the circumstances of their work (i.e., their clients’
homes), is critical for their own safety and also for the quality of support these workers
provide to their clients. There are both practical and conceptual concerns: on the one hand
to improve practices that support learning and, on the other, to further understand bases for
learning socially-derived knowledge (i.e., occupational competence) in circumstances of
relative social isolation.

The motivations for undertaking this inquiry arise from my experience as a manual
handling trainer in the health and community services sector. This experience suggests that
techniques taught in a classroom setting are often not taken up or sustained in practice.
Therefore, they are ineffective in reducing workers” musculoskeletal pain and injury.
Manual handling tasks, specifically people handling tasks such as assisting clients in and
out of bed, pushing wheelchairs, and using hoists, comprise a key aspect of in-home
support work; therefore, safe techniques are essential for the safety of both workers and
their clients. Yet, musculoskeletal injuries (predominantly back injuries) associated with
manual handling remain a leading cause of work-related injury in the health and

community services sector (Clemes, Haslam, & Haslam, 2010; Kay & Glass, 2011), and,



more specifically, concerns about the efficacy of manual handling training for care workers
have been raised (Bernoth, 2009; Faucett, Kang, & Newcomer, 2013; Markannen et al.,
2014; Ore, 2003; Town, 2005). Brief, classroom competency-based training sessions, that
are a common method of conveying manual handling information to novice workers, have
been largely unsuccessful in reducing the unacceptably high rates of musculoskeletal
injuries amongst support workers (Clemes et al., 2010; Martimo et al., 2008; Resnick &
Sanchez, 2009). Therefore, a motivation in undertaking this study was to consider a new
approach to manual handling training for in-home disability support workers. Through
understanding how individuals learn from educational experiences of different kinds, and
adapt what they learn in a workplace which is socially isolated (i.e., in the absence of
expert guidance), it is anticipated that considerable procedural benefits can be advanced for
working well and safely, while at the same time advancing a contemporary account of
learning such procedures.

This chapter introduces and overviews the dissertation. Firstly, a profile of in-home
disability support workers is provided, and ways in which these workers typically learn the
manual handling requirements for their role are outlined. These two sections comprise the
basis for discussion in Chapter 2. In the following three sections, and as elaborated in
Chapter 3, the conceptual significance of the inquiry is advanced, a developmental
framework for support workers learning manual handling is proposed, and the research
questions guiding the inquiry are stated. An outline of the research methods and procedures
adopted for this inquiry is provided in the next section, which is further detailed in Chapter
4. In the next section, a brief outline of findings from the first of two practical studies
which comprised the inquiry (i.e., Study A, an exploration of the manual handling training
situation) is provided. These findings are elaborated in Chapter 5. Findings from the second
study (i.e., Study B, manual handling training intervention) comprising the presentation and
discussion in Chapter 6, are briefly introduced in successive sections. Findings from both
practical studies are discussed and reconciled in Chapter 7, and, finally, this introductory
chapter concludes with a brief outline of the conceptual and procedural contributions from

this overall inquiry, that are subsequently elaborated in Chapter 8.



Engaging in socially isolated in-home disability support
As discussed in Chapter 2, direct or paid care workers, defined by Hugo (2007) as nurses,
allied health and personal care attendants (or support workers), form the core of in-home
support for the frail aged, and people with disabilities, referred to henceforth as clients.
After volunteer carers, these frontline workers provide the majority of hands-on care to
clients with disabilities living in their own homes. That care includes, but is not limited to,
assistance with personal hygiene and mobility, general household duties, support to access
the general community, supervision, and, at times, emotional support. A chronic shortage
of qualified nurses in Australia to perform this direct care work, along with the
comparatively lower costs of employing unlicensed workers in the in-home setting, has led
to the increased use of unqualified and unregulated workers in place of registered and
enrolled nurses (Australian Nursing Federation [ANF], 2009; Jorgensen et al., 2009).
Unlike the community support work provided in day respite centres or community groups,
where staff work collectively and with easy access to supervisory support, disability
workers in the in-home setting work in relative social isolation with negligible on-the-job
supervisor or peer support and, therefore, have no “experts” on whom to model their
practice, or from whom they can easily seek advice, as often occurs in other work settings.
The majority of in-home disability support is performed by female, middle-aged,
low-paid, entry-level workers (Hugo, 2007, 2009; Martin & Healy, 2010). Furthermore,
these workers are also characterised by their low socio-economic status and low levels of
English literacy and may be subject to gender stereotyping (Markannen et al., 2014;
Somerville, 2006a). This work, consequently, is often perceived simply as a mere extension
of the nurturing skills of a mother (Nay & Garratt, 2002), or based on the moral ideals of
family and love (Markannen et al., 2014; Meagher, 2006). Indeed, this sentiment is
supported by Somerville’s (2006b) findings, suggesting people often engage in paid care
work as a result of previous experience as an unpaid carer at home with a child, an elderly
parent, or family member with a disability, and with limited occupational preparation. This
kind of engagement and entrance to the occupation lends itself to blurring the boundaries
between unpaid work in the private domain and paid in-home support work which,
although in the public sphere, is performed in the relative isolation and privacy of clients’
homes. The challenge in education and training provisions for these workers is how best to

offer an approach to skills and knowledge development, and provide ongoing support in the
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workplace as their capacities develop (Stolee et al., 2005; Viau-Guay et al., 2013). This
provision needs to include encouraging support workers to develop their sense of self and
reframe themselves as skilled workers who do not need to rely on moral bonds and feelings
of love (i.e., societal sentiments) to provide good and safe support to clients in their own
homes. A good example of the ways in which these capacities can develop can be found in

the approach to manual handling training.

Learning manual handling practice

In the Australian health and community services sector, manual handling techniques are
typically taught in classroom sessions of around one to three hours duration as part of a new
home care workers’ induction program. It is proposed that these techniques are often not
taken up (i.e., initially learnt) or sustained in practice (i.e., further developed) by current in-
home disability support workers, for three reasons: (a) organisational constraints, (b) the
aforementioned societal sentiments of the support role as an extension of family love and
nurture, and (c) the types of education experiences being offered in classrooms. These
reasons are elaborated in Chapter 2.

An additional concern here is the lack of time for in-home disability support
workers to become embodied in their support role. Learning manual handling techniques
taught as a series of concepts and procedures in a classroom means that these workers have
an understanding of anatomy and physiology of the human body, and can carry out the very
personal aspects of disability support. However, they lack the time necessary to develop an
awareness of their own bodies (Bernoth, 2009; Somerville & Bernoth, 2001) in their short
training episodes. The potential futility of these initial training sessions creates a unique set
of challenges for in-home disability workers as they seek to adapt and transfer what they
are learning in the classroom to the privacy and intimacy of a client’s home, in the absence
of expert guidance.

Therefore, understanding how best to assist these workers to initially learn their
occupational practice represents an important and worthwhile task, and may offer
considerable procedural benefits across the entire area of working well and safely. A
premise here is that until the status of these workers is considerably elevated, the extent,
duration and sponsorship of their initial occupational preparation will remain unchanged.

Hence, the theorising and practical responses presented here are premised upon the existing
4



kinds of orientation and duration of training provisions that exist for these workers.
Moreover, the study addresses the question of how to maximise the efficacy of short-

duration initial occupational training.

Conceptual significance of the inquiry

As asserted in Chapter 3, the significance of the issue of learning in the absence of expert
guidance extends beyond the procedural (i.e., how to perform tasks), however, as there are
conceptual (i.e., understanding) and dispositional (i.e., attitudinal) considerations here.
Contemporary accounts of learning socially-derived knowledge, such as that required for
occupations, often emphasise the importance of immediate, more informed and experienced
social partners such as teachers and co-workers (Brown & Palincsar, 1989; Collins, Brown,
& Newman, 1989; Gherardi, 2009; Hughes, Jewson, & Unwin, 2013; Lave & Wenger,
1991; Resnick, 1987; Rogoff, 1990). However, much of our learning for work necessarily
occurs in the absence of such experts (Billett, 2010a; Billett, Ehrich, & Hernon-Tinning,
2003), which is particularly true for in-home disability support workers. Learning and
implementing safe manual handling practices are central to, and also illustrative of, the
conceptual, procedural and dispositional dimensions of the in-home disability support role,
and stand as a core component of skilled home care work.

A constructivist approach to describing, explaining and predicting how in-home
support workers learn the requirements for their role, is adopted for this inquiry. The
essential premise of this approach is that learners actively construct their own knowledge
and meaning from their previous personal experiences and interactions with others (Dangel,
2011; Fosnot, 2013). Consequently, in this case, given the brevity of their preparation and
independent requirement for their work performance and learning, it is important to
understand this further. Chapter 3 outlines the epistemological tenets of constructivism, and
discusses two distinctions in the constructivist literature: cognitive constructivism and
socio-cultural constructivism. While these represent separate constructivist perspectives,
there has been some attempt to recognise the relationship between the internal cognitive
processes of the individual and the socio-cultural circumstances in which they act (Billett,
2001a; Valsiner, 1994). Indeed, discussion of both viewpoints in relation to learning in-
home disability support work may afford better understanding of the interaction between

cognition and social sources of knowledge. Each worker-learner interprets experiences and
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information on the basis of their existing knowledge, the particular point they are at in their
ontogenetic development (i.e., development across the life span), their cultural background,
and so forth. Valsiner (1998) refers to this as individuals’ cognitive experience. Learners
may use some or all of these ontogenetic factors to organise their experience, and select and
transform new information. Their knowledge is, therefore, actively constructed rather than
passively absorbed as behaviouralists might suggest; it is essentially dependent on the
standpoint from which the learners engage with what they experience.

So, considerations of both the social and physical world (i.e., external factors) and
individual agency (i.e., internal factors) and the particular relations between them may
provide some clues to better understand how learning proceeds in the absence of expert
guidance. Learning the conceptual, procedural and dispositional knowledge and skills
required for safe manual handling is helpfully illustrative here of what both these
perspectives can contribute, and of the complex relations between them. What is presented
in classroom manual handling training sessions, although quite specific, is intended to be
elementary and straightforward, that is, requiring simple deployment of schemata and
minimal engagement of cognitive structures (Billett, 2008; Greiff et al., 2014). Simple
manual handling techniques practised in a simulated, spacious and well-equipped
classroom setting on cooperative, able-bodied fellow students may constitute well-defined
or routine problems which are easily solved, depending on the previous experience of the
learner. Yet, these workers will potentially face non-routine and complex manual handling
problems in the solitary circumstances of their practice, such as space limitations in clients’
homes, lack of or inappropriate equipment, and clients with reduced motor and postural
control. Negotiating these kinds of problems may necessitate more complex searches of an
individual’s general knowledge, and extensive, conscious effort (Billett, 2008; Greiff et al.,
2014). In these complex situations, it is proposed that beyond a mechanistic process of
solution search (i.e., recalling previously learned conceptual and procedural knowledge) are
personal factors associated with the range of scenarios to which individuals have access,
and also their interest (i.e., dispositions) in engaging in a limited or extensive solution
search to address the problem. However, despite the situation of relative social isolation in
clients’ homes it may be possible for support workers to learn and enact safe manual
handling practices, premised on their personal agency and what is afforded by their social
world (Billett et al., 2003; Collin, 2002, 2004, Etelapelto, V&hasantanen, HOkka, &



Paloniemi, 2013). So, the lack of more experienced partners does not mean that the
required level of development cannot be achieved. Central to such considerations is the
significance of the relationship between the social and personal practices of the individual.

Proposed developmental framework for support workers learning manual handling
While seeking to investigate the personal, situational and instructional bases for realising
effective learning in the absence of expert guidance, an overall framework was considered
that may best assist these workers to progress their learning, that is, the “ideal” way in
which in-home disability support workers can learn manual handling. In Chapter 3, four
phases of learning development are proposed on the basis of initial considerations of how
such a process might progress, arising from extensive engagement with both the programs
of preparation and those who are being prepared. These four phases comprise (a) an initial
classroom training session, where dispositions for support work are confronted and
developed, and important manual handling concepts and routine manual tasks are also
learnt; (b) consolidation and extension of this learning with close guidance in the
workplace; (c) a return to the classroom to provide discussion opportunities for novice
workers to build on concepts, procedures and dispositions; and (d) working independently
with clients, but with easy access to an experienced other.

It is acknowledged that individuals engaging in being prepared for and participating
in in-home disability support work will be at different points in their development and have
person-particular orientations and capacities when learning how to work effectively and
safely in this role. Therefore, the progression of learning through each of these proposed
phases is likely to be person dependent by degree, and adapting conceptual and procedural
knowledge learned in a classroom to various work situations may well be similarly so: what
may be considered routine for one individual may be non-routine for another. This
progression may be influenced by existing levels of domain-specific knowledge (i.e., what
novice workers already know about manual handling), situational factors (e.g., the
circumstances of work under which the knowledge is to be adapted or applied), and
personal factors such as the dispositions, agency and intentionality of the individuals who
are expected to adapt what is learned from the classroom to clients” homes (Billett, 2011a;
Shanks, Robson, & Gray, 2012). So, the analysis of these experiences is premised not only

on what is afforded individuals (e.g., the training experiences, their duration, clients and



their homes), but also on the learners themselves and how they engage with and make sense
of those experiences. Therefore, methodologically, it is necessary to consider both personal
and situational factors and the relations between them.

Research questions
It follows from the above that one broad, conceptual question forms the basis of this
inquiry:
What are the personal, situational and instructional bases for realising
effective learning in the absence of expert guidance?
The focus and direction for answering this conceptual question, however, is guided by five
procedural sub-questions:
1. What are in-home disability support workers learning in classroom manual
handling training sessions?
2. To what extent do they intend to apply or adapt what is learnt in a
classroom session to their workplace?
3. To what extent is this application or adaptability actually taking place?
4. What are the factors that inhibit or support this application?
5. How are in-home disability support workers best supported to learn skills
and knowledge in classroom training sessions and adapt these to various
work situations?
These questions are discussed and used to guide the selection and detailing of the method

adopted and procedures proposed for gathering and analysing data in Chapter 4.

Research methods and procedures

Chapter 4 advances the rationale for the qualitative, case study approach adopted for this
inquiry. The investigation is advanced across eight key phases and the practical inquiry is
found in two separate but related studies. Study A comprises an exploratory orientation
where the existing manual handling training situation of a community service organisation
(known as “Service Care”) is appraised by way of curriculum review, semi-structured
interviews and direct observation of support workers. Study B comprises an intervention. In
this study, based on the findings from Study A, the proposed framework is reviewed and

implemented for a group of recently recruited support workers who are learning manual



handling. The effectiveness of this program is appraised and explained against a set of
propositions derived or refined from Study A, again through semi-structured interviews and
direct observation of support workers.

Informant selection for both practical studies was non-random and purposive. Seven
informants were recruited for Study A, and a further seven for Study B. Both samples
comprised males and females varying in age, cultural background and previous life
(including education and work) experience, thereby reflecting the composition of this
workforce. All informants were, however, new to the in-home disability support worker
role. So, different genders, diversity of age and experience may contribute to the richness of
data obtained during the practical inquiry. Further details of how the case (i.e., Service
Care) and its informants were selected, and their data treated, are outlined in Chapter 4.

Primary data were collected by the candidate during this inquiry, from the natural
settings of the classroom and workplaces (i.e., Service Care office and clients’ homes).
Information about the existing training provisions at the site was gathered through
interviews with Service Care’s manager and manual handling trainer, and perusal of
training materials. Qualitative data were obtained from in-home disability support workers
in the form of semi-structured interviews and direct observations that aimed to capture their
experiences of learning and adapting their classroom manual handling training. In both
practical studies (i.e., Studies A and B), interviews and direct observations were conducted
at two points over a period of 12 weeks: firstly, 4 weeks after commencing unsupervised
work in the client’s home, and then 12 weeks after commencement of their unsupervised
work at Service Care. Interview questions and observation of manual handling practices at
both points gathered some retrospective data around informants’ attitudes and reactions to
this training and their intentions to apply what they had learnt to the circumstances of their
work and their new work experiences, and also aimed to identify ways in which informants
were transferring and adapting their newly learned manual handling skills. So, it was
anticipated that analysis of the multiple data sources and data collection at two different
points may provide richness and depth to the study. Further information regarding the
specific procedures and items employed for data gathering in this inquiry is elaborated in
Chapter 4.

Moreover, Chapter 4 outlines the procedure for analysis of the data, which began

after each collection point (i.e., 4 and 12 weeks post initial classroom training). The data



obtained from both the exploratory study (Study A) and the intervention (Study B) were
analysed using inductive reasoning principles, with segments of information identified in
relation to three pre-determined categories of (a) personal, (b) situational, and (c)
instructional bases for learning manual handling in the absence of expert guidance. In the
exploratory study, all interview text was read, and segments of information identified in
relation to the three coding categories. In Study A, these three categories, along with any
other emerging and relevant categories, were grouped to further develop and refine the
training framework that comprised the intervention in Study B. In this second practical
study, segments of information related to the same three pre-determined categories were
located first. An additional aim of data analysis in Study B was to then group the remaining
and relevant categories to develop a framework for comparison and reconciliation with
Study A, and to draw conclusions from both practical studies in the final phase of the
project. Principally here, the focus was on identifying ways in which the proposed training

trajectory was achieving the kinds of outcomes that it was designed to achieve.

Research issues and limitations

Chapter 4 concludes with an outline of the measures taken to strengthen the study design
and mitigate its potential limitations, including ethical considerations, validity, reliability,
and trustworthiness. One limitation of the qualitative approach may be the small number of
informants recruited for both practical studies. To mitigate this limitation, research was
conducted by one researcher only, with approaches to make it systematic and valid. These
included the preparation of an observation checklist, and trialing and honing of semi-
structured interviews with the same pre-determined questions for all informants. So, data
collected at all points during the study were rich, comprehensive, reliable, and analysed
with certainty.

Moreover, there are limitations to the case study approach taken for this inquiry, in
that the selection of only one aspect of disability support to represent all support workers
may not be particularly useful in generalising to other home-based support situations
(Blaikie, 2009). To mitigate this risk, Service Care was selected as a case because its
features were representative of many community service providers in Australia. In Chapter
4, the boundaries of Service Care as a case are made explicit (i.e., organisational size,

number of workers employed, types of training programs offered, types of learning support
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and guidance provided in the workplace). Furthermore, making explicit the boundaries of
the case, along with providing clear guides (i.e., observation checklists, interview guides)
for data collection, may permit easy replication of the study.

Consequently, with the establishment of a robust study design, candidature
confirmed, and ethical approval for the study granted, data collection for the first of the two

practical studies could commence.

Manual handling training exploration

Chapter 5 presents and discusses the findings of Study A. This first practical study
comprised an exploratory inquiry into the existing manual handling training process of a
community service provider (Service Care), through curriculum review, semi-structured
interviews and direct observation of support workers. From the analyses of these data, the
developmental trajectory for support workers learning manual handling, first proposed in
Chapter 3, was further refined for trial in the second practical study (Study B).

Findings in Study A foreshadowed a primary objective of the existing, brief, largely
didactic classroom manual handling classroom training sessions at Service Care as meeting
government requirements for workplace health and safety. Indeed, these sessions may have
resulted in negative consequences for in-home disability support workers in that there was
little or no time allocated to developing or encouraging the dispositions for safe manual
handling through such processes. Moreover, it was suggested that these one-off classroom
training sessions, combined with a lack of organisational and peer support or follow up in
the workplace (i.e., clients’ homes), led to demotivating these workers as they failed to
become “embodied” in their work role.

Yet, findings from this study also suggested that it was still possible for these
workers to successfully learn the requirements for their role while working in relative social
isolation. Accordingly, Chapter 5 concludes with six interventions to be trialled and
evaluated in the second practical study. These interventions were: (a) curriculum changes to
the existing manual handling training session at Service Care; (b) the introduction of
preceptors to support novice workers as they enact manual handling techniques in clients’
homes; (C) a range of written material to be provided both in the classroom and in clients’
homes in the form of Service Care policies, procedures and step-by-step instructions for

enacting safe manual handling techniques; (d) increased coordinator support for manual
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handling training, both in the classroom and the workplace; (e) increased client and/or
family member involvement in manual handling training; and (f) the introduction of manual
handling refresher classroom training sessions. These interventions comprised the focus for

research efforts in the second practical study.

Manual handling training intervention
Three principal findings from this intervention study (i.e., Study B) are substantiated in
Chapter 6. Firstly, learning the requirements for in-home disability support work in
circumstances of relative social isolation appears to be a highly person-dependent process.
Transfer of manual handling knowledge and skills learnt in the classroom to the workplace
(i.e., clients” homes) appears to be premised upon the individual’s mental representation of
the problem and the goals they are seeking to achieve (i.e., their “problem space”),
including the range of solutions they select to enact (Billett, 2008). For example, informant
Nat (a pseudonym) in Study B recounts how she managed to prevent a client from falling to
the floor midway through transferring them to their chair, by recalling the basic concepts
taught in her initial classroom training. Moreover, what constitutes “near” transfer (i.e.,
between similar contexts) for one individual, may be “far” transfer (i.e., between different
contexts) for another (Perkins & Salomon, 2012). In Study A, for example, informant Kate
expressed continuing difficulty in performing a hoist transfer, despite her previous
experience using this type of equipment with her disabled sister. This transfer distance is
very much person dependent, and may be influenced by a number of variables, including
past life and work experience (Blume, Ford, Baldwin, & Huang, 2010; Collin, 2002, 2004;
Perkins & Salomon, 2012; Sitzmann & Weinhardt, 2015). However, the degree by which
personal experiences and knowledge come to dominate how individuals enact safe manual
handling techniques may well be, in part, mediated by the quality of training provisions.
That is, an effective training program may help to overcome what could ultimately become
bad habits, when people are working without direct access to experts (Clemes et al., 2010;
Stolee et al., 2005).

Secondly, while developing their manual handling skilfulness, the informants of
Study B demonstrated patterns of changing interdependence with what was afforded in
their workplaces. Over the 12 weeks of this study, these workers moved from initially

relying on instructors and peers in learning manual handling requirements for the support
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role, to other resources such as written materials provided in clients’ homes. At other times
informants used the clients and/or their family members themselves as learning resources,
and progressed to placing more value on sociality as a way of monitoring manual handling
performance. So, there appears to be progression in terms of the types of interdependencies
that are enacted, with whom or what they occur, and for what purposes.

Third and finally, the in-home disability support workers in this study appear to
have developed their skilfulness in manual handling in personally unique ways. Rather than
moving from propositional to procedural capacities in skills development (Anderson,
1982), these workers first rendered specific procedures (i.e., tasks) into effective manual
handling performances, and then developed what could be described as principled
understandings of manual handling based upon their procedural capacities. These
principled understandings, derived from the successful performances of key manual
handling tasks, appear to have then assisted workers to adapt and become skilful in a
number of other, sometimes more complex, manual handling tasks with their clients.

Findings from the data collected around the training trajectory implemented in
Study B assisted in further clarifying the personal, situational and instructional bases for
realising effective workplace learning in the absence of direct guidance from others,
identified in Study A. Together, findings from both practical studies offer an account of
how best to assist in-home disability support workers (and other workers) to adapt
classroom learned knowledge and skills to situations of relative social isolation, introduced

in the next section.

Reconciling the two practical studies
A reconciliation of findings from both practical studies, discussion of the deductions from
this inquiry in relation to adult and workplace learning, and recommendations for how
learning in relative social isolation may be facilitated form the basis for discussion in
Chapter 7. Three deductions in the areas of learning, development, and curriculum are
proposed.

Firstly, the learning of in-home disability support workers who conduct their
practice in relative social isolation is highly person dependent. Personal capacities, previous
experiences (e.g., work, life, educational), life histories, and ongoing negotiations with the

social world shape how individuals respond to and engage with their work and learning,
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and in this study were shown to influence how these workers learn and enact the skills
required for care work. These workers also exercise a high degree of personal agency, in
that they conduct their working lives and workplace learning in view of their own personal
interests and goals (Billett & Pavlova, 2005; Etel&pelto et al., 2013). Moreover, informants
of this inquiry “personalised” their own scaffolding or learning supports (e.g., engagement
with experts such as preceptor, instructor, supervisor, written materials). That is, they
constructed, engaged with, and subsequently dismantled their scaffolding as personally
required, rather than relying on their teacher to decide how and when these forms of
learning support should be used and withdrawn (Brown & Palincsar, 1989; Bruner, 1975;
Collins et al., 1989; Wertsch, 1985; Wood, Bruner, & Ross, 1976). So, in the absence of
expert guidance, these workers personally mediated their own learning.

Secondly, the further development of these workers is also highly person dependent.
Once these workers respond to what is experienced (i.e., initially learn knowledge or
skills), accumulation of these experiences over time shapes how each worker engages with
what is afforded in their workplace (i.e., further develops knowledge or skills), and may
also shape the extent of transfer (i.e., near or far) and adaptability from brief training
sessions to the circumstances of their work (Billett 2010b; Collin, 2004; Salas,
Tannenbaum, Kraiger, & Smith-Jentsch, 2012; Sitzmann & Weinhardt, 2015). So, this
development is a consequence and extension of learning, in that it assists workers to
identify what they know, do and value.

Thirdly, while the processes of learning and development for relatively socially-
isolated workers are highly person dependent, there are a number of training provisions,
both in the form of curriculum (i.e., the organisation and ordering of experiences) and
pedagogies (i.e., how these learning experiences can be enriched and developed), which
may support these workers’ learning and development. These three deductions, proposed in
Chapter 7, assisted in further shaping a number of conceptual and procedural contributions

from the overall inquiry, introduced in the next and final section.
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Contributions to knowledge

Chapter 8, the final chapter of this dissertation, draws the inquiry to a close. In this chapter,
personal and professional motivations for the inquiry are revisited, key findings and
contributions reiterated, and suggestions made for future research about how best to assist
workers to learn and enact safe work practices in the absence of expert guidance.

Three conceptual and four procedural contributions from this inquiry that may
advance accounts of how to facilitate learning in relative social isolation are proposed in
Chapter 8. Conceptually, and firstly, learning the requirements for work in circumstances of
relative social isolation is a highly person-dependent process, and very much premised on
an individual’s past personal histories and experiences (e.g., work, life, education, culture).
Secondly, skills formation and development for these kinds of workers appears to arise in
personally unique ways. Thirdly, there appears to be change and progression in the types of
interdependencies that are enacted when learning in the absence of direct supervision and
support.

While the person-dependence of learning in the absence of expert guidance is a
prevailing contribution from this inquiry, Chapter 8 advances four procedural contributions
in the form of curriculum and training provisions that can mediate learning and
development of isolated workers. Firstly, it is concluded that classroom sessions should
encourage the development of positive worker subjectivities and dispositions for the in-
home disability support role. Secondly, brief training sessions are appropriate for workers
who conduct their practice without direct supervision and support. However, careful
consideration of the content and format of classroom training sessions is required. Initial
sessions should convey basic concepts and procedures only, with opportunities for trainees
to practise key manual handling tasks in a classroom environment which promotes group
work and peer interaction. Thirdly, classroom-based refresher training after a period of time
in their new work role (e.g., about eight weeks), where authentic manual handling problems
are explored, opportunities to practise are provided and peer interaction encouraged, may
also facilitate far transfer of knowledge and skills in the workplace, and further develop
positive worker subjectivities. In the workplace, a uniform set of supports should be
provided to facilitate effective learning; however, in view of the personal learning
capacities of individuals, learners themselves should be encouraged to decide on the type,

depth and frequency of their engagement with these forms of support.
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Finally, while this inquiry advances a contemporary account of learning, Chapter 8
concludes with an elaboration of three areas in which more research is required, namely:
(a) additional research in view of the rapid growth of community-based support, (b) further
research on the diverse and changing nature of disability support provision, and (c) further
research on workers who conduct their practice in relative social isolation.

Briefly, the changing nature of work participation, including more work being
conducted in relative social and/or geographical isolation (e.g., working from home, shift
work) means that much of our learning for work today occurs in the absence of experts
(Billett, 2006; Billett et al., 2003), including the focus for the inquiry here: learning of safe
manual handling techniques for in-home disability support workers. More specifically,
community-based support is one of Australia’s fastest growing sectors (Health and
Community Services Workforce Council, 2012) as more people with disabilities and frail
older Australians are increasingly expressing a preference to be supported in their own
homes rather than in acute or residential care facilities. While this type of care work has
traditionally been performed by qualified nurses, a chronic shortage of credentialed
personnel, combined with comparatively lower costs of employing relatively unqualified
care workers (ANF, 2009; Jorgensen et al., 2009; Senate Community Affairs Committee,
2002, in Keleher, 2003), has resulted in the emergence of the professional in-home caring
role. As in-home disability support work differs from nursing in terms of the type of tasks
performed and the level of educational experience, there is a need to understand these
differences as they relate to the transfer and adaptability of learning. Accordingly, a
comprehensive profile of the community support sector and characteristics of these workers
now follows in Chapter 2.
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Chapter 2

The in-home disability support sector

How in-home disability support workers adapt what they learn in a manual handling
classroom training session to their workplace, the in-home setting, is central to the quality
of support they provide to people with disabilities (i.e., their clients). This workplace (the
client’s home) is a highly politicised, poorly regulated, resource-constrained environment
where disability support workers are often held in low esteem, competing and negotiating
with and amongst the needs of various stakeholders such as the client, their families,
qualified nurses and allied health professionals, managers, co-workers and the wider
community (Cortis, Meagher, Chan, Davidson, & Fattore; 2013; Markannen et al., 2014;
Stone, Sutton, Bryant, Adams & Squillace, 2013). Moreover, there is negligible peer or
supervisor support in the in-home setting, and there is no “expert” for newly trained
workers to closely observe or on whom to model their practice (Emilsson, 2006;
Markannen et al., 2014). In light of these challenges, this chapter profiles and elaborates the
working circumstances of the in-home disability support industry. These are important
details, because the industry currently upholds an impoverished learning environment that
needs to be fully understood to be enriched in ways that make for safe in-home support
workers and quality support for their clients.

It is proposed that in-home disability support workers, such as those who were the
subjects in this investigation, do not always practise the manual handling techniques they
are taught in the classroom, often feeling morally or socially bound to place their own
health and safety at risk to support the lifestyle choices of their clients (Town, 2005). The
support role is undervalued by many stakeholders in the industry, commonly viewed as an
extension of the mothering role where risking one’s own health and safety for the benefit of
other “family members” is almost an expectation (Bernoth, 2009; Markannen et al., 2014;
Meagher, 2006). Inconsistent and uncoordinated regulation and funding of the disability
support industry, compounded by the high turnover rate of support staff within the first
three months of recruitment, has provided little direction for the types of education and

training experiences that may assist these workers enact safer support techniques in clients’
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homes and better develop their capacities and sense of self as a skilled and professional
support worker. It is also proposed that while correct manual handling techniques are a key
aspect of providing safe support to clients in their own homes, the current competency-
based classroom training programs are largely ineffective in reducing the alarming rates of
musculoskeletal injuries amongst support workers. This creates a unique set of challenges
for in-home disability workers as they seek to adapt and transform what they are learning in
the classroom to the privacy and intimacy of a client’s home, where there is negligible
supervisor or peer support. With these proposals in mind, the discussion within this chapter
includes consideration of the history of disability support, in-home disability support as it is
provided today, the workforce for in-home disability support, manual handling as a major
part of in-home disability support and its implications for the support worker, how in-home
disability support workers currently “learn” their work, and a conclusion that outlines the

focus questions for the present inquiry.

In-home disability support: A brief history

Support for individuals who have disabilities has long existed, albeit taking a range of
forms and being enacted for quite different purposes. Consideration of these antecedents is
important because they may inform perceptions and practices in current times. Indeed, the
history of disability support in the western world has been characterised by three major
models or constructions of disability: (a) the religious model, (b) the medical or
institutional model, and (c) the consumer or rights-based model of disability. Each model
arises from a particular societal view which also influences the type of support provided to
people with disabilities. These three models are now briefly discussed.

The religious model of disability support

Pre-industrial western Judea-Christian societies, such as those in Europe, historically
sought to understand disability in biblical references, with bodily differences viewed as
either the result of displeasing God (e.g., manifested through evil spirits, the devil or
witchcraft), or alternatively reflecting the suffering Christ and, therefore, worthy of angelic
or beyond-human status and a blessing for others (Clapton & Fitzgerald, 1997; Schuelka,
2013). While there is some evidence to support the claim that people with disabilities,

particularly mental illnesses, were persecuted as witches during the Middle Ages (Braddock
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& Parish, 2001; Schuelka, 2013), religious communities, at a local or parish level, usually
responded to these people in two main ways: (a) either attempting to cure people of their
disability through acts such as exorcism, purging or religious rituals and locally-funded
pilgrimages to distant religious sites; or (b) viewing these people as “needy strangers” and
in need of care, hospitality and mercy (Clapton & Fitzgerald, 1997, p. 1).

Other evidence from this period suggests a strong association between people with
disabilities and poverty. In addition to provisions by charitable groups, support for people
with disabilities was provided by family, friends and neighbours who, after offering
whatever material assistance they were able, would encourage people with disabilities to
beg in the streets (Braddock & Parish, 2001; Shakespeare, 2013). Begging during the early
Middle Ages was accepted as part of the natural order, and beggars (including people with
disabilities) represented a means for wealthier citizens to provide support and please God
(Braddock & Parish, 2001). However, the changing perception of poverty, from an
accepted state to a community failing, made way for laws such as England’s Poor Law of
1601, which specifically designated responsibility for people unable to provide for
themselves. Barring the possibility of family support, local communities were charged with
the responsibility of setting aside substantial amounts of money for the relief of people in
need (Braddock & Parish, 2001; Schuelka, 2013; Shakespeare, 2013).

So, views towards people with disabilities were shaped by religious model of
support, including not only demonological beliefs, but also elements of compassion and
humanity. In any case, support and care for people with disabilities during this period was
premised on the capacity of the family and local community. However, as the modern era
evolved and became heavily influenced by industrialisation, religious values and methods
were increasingly challenged by science and reason. Doctors and scientists replaced the
cleric as custodians of societal values, making way for the medical or institutional model of

disability support.

The medical or institutional model of disability support

The medical model of disability support arose from the growing belief in the merits of
natural science and medicine during an era known as the Enlightenment, a philosophical,
cultural and intellectual movement in 17" and 18" century western civilisation which

disregarded blind faith and superstition, and advocated reason and logic as the primary
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source of authority (Couser, 2011; Shakespeare, 2013). Two important themes emerge from
Enlightenment thinking that are related to the medical model for care and treatment of
people with disabilities. Firstly, this era strongly supported the manipulation of society and
environment as a means of improving conditions for people with disabilities. This resulted
in the establishment of institutions and charitable hospitals where people could either be
treated and cured of their disability, or at the very least segregated and sheltered from able-
bodied society (Braddock & Parish, 2001; Schuelka, 2013; Shakespeare, 2013). Secondly,
people with disabilities came to be viewed as unproductive, and subsequently disability
came to be strongly associated with the inability to work. So, these institutions and
hospitals served the additional purposes of teaching people with disabilities the necessary
work skills to become productive members of society, at the same time providing
placement while other family members could meet their workers’ obligations (Clapton &
Fitzgerald, 1997). In any case, the acceptance of the medical or institutional model of
disability support reflected the rationality that emerged from modern societies after the end
of feudalism and the development of modern nation states, whose core mode of
organisation and governance became bureaucratic control (Schuelka, 2013).

Towards the end of the 18" century, the United Kingdom (UK) medical model for
disability support was adopted in Australia, resulting in large institutions or “asylums”
being built on the outskirts of major cities with the aim of providing care for people who
were considered to be unable to care for themselves and/or a threat to the community
(Goffman, 1961). Goffman (1961) identified the main aspects of care in these asylums as
being: (a) all activities of daily living (e.g., sleep, play and work) conducted in the same
place and under the same authority; (b) all activities of daily living carried out in the
immediate company of others who were treated alike; and (c) all care provided within a
strict routine. Again, these provisions can be seen to reflect the kind of bureaucratic and
organisational control which featured segregation, regulation, medical dependence and
financial assistance as key elements of disability support. Even as late as the 1970s,
disability support in Australia was provided within a medical model —asylums were titled
“mental hospitals”, people with disabilities were called “patients”, doctors were
“psychiatrists” and support staff “psychiatric nurses” regardless of the nature of the
person’s disability; medical records were kept, and various attempts at rehabilitation were

made (Patterson, 2007; Wolfensberger, 1991). Overcrowding, poor hygiene and
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housekeeping standards, and deplorable food preparation and sleeping conditions were
prevalent, and wards were described as dilapidated, impersonal and grossly understaffed
(Hoult & Burchmore, 1994). Nonetheless, within this model of support, the disadvantage
associated with disability was viewed as being inherent in the individual’s impairment, and
the solutions to this problem were aimed at rehabilitation and income support (Couser,
2011; Schriner & Scotch, 2001).

Some disability theorists argue that even in today’s post-industrial and post-
Enlightenment era and in a culture still strongly supported by Western medicine, disability
support remains cast within a medical model. People with disabilities are viewed as
afflicted or wounded, and where medicine seeks to objectify and control the body, those
who find it difficult to do so are considered defective (Clapton & Fitzgerald, 1997; Couser,
2011). Since the 1970s and 1980s, however, and building on the principles of normalisation
and social role valorisation (Wolfensberger, 1972), some progress has been made in
Australia towards inclusion of people with disabilities in the wider community. This is
evident in a shift from a segregated, institutionalised support to community-based facilities
and care, giving rise to a consumer or rights-based model of disability support. Within this
model, the governance of support provision is still positioned within state and federal
bureaucratic systems, yet is enacted in a way that encourages the independence of the
person with a disability, or “consumer”, and seeks to give people with disabilities a political

voice (Carey, 2011; Shriner & Scotch, 2001).

The consumer or rights-based model of disability support

For over three decades, disability rights activists and organisations have adopted civil and
human rights strategies to challenge the segregated and institutionalised social processes
that have constrained people with disabilities, giving rise to the consumer or rights-based
model of support (Carey, 2011; Schriner & Scotch, 2001; Shakespeare, 2013). This model
is characterised by a rejection of the assumption that having a disability means that
someone is “...unable to live independently or participate in everyday economic, political,
or social life, an assumption that has become a self-fulfilling prophecy embedded in
employment practices, the design and operation of public accommodations, and incentives
in public benefit systems” (Schriner & Scotch, 2001, p. 100). Within this model, disability

is viewed in socio-political terms, that is, the barriers faced by people with disabilities are
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imposed and subject to change, rather than inherently linked to the individual’s impairment
(Hahn, 1985, in Schriner & Scotch, 2001). Often termed “inclusion”, a major goal for
people with disabilities is “to fully interact with people with, and people without disabilities
in the full range of experiences, activities, settings, and social structures without conditions,
limitations, or prejudice” (Patterson, 2007, p. 109), and extends to activities such as
employment, education and recreation. This inclusion is a very encompassing and
ambitious goal, requiring a multi-disciplinary approach from families, the general
community, employers, and a range of services such as those providing housing, education,
shopping, health care, community engagement and so on.

This ideology provided the impetus for the enactment of Australian government
legislation from the 1980s (e.g., Disability Services Act 1986; Disability Discrimination
Act, 1992; NSW Disability Services Act, 1993; NSW Disability Inclusion Act 2014) and
social justice policies to “develop a fairer Australia where all people had the opportunity to
participate in community life” (Howe, 1992, in Patterson, 2007, p. 112). In the early stages
of the consumer or rights-based model, people with disabilities who had been “patients” or
“residents” of institutions were deinstitutionalised and reconceptualised as “clients” or
“consumers” to “group homes”, with government-funded “carers” providing the support
necessary for them to take an active role in all aspects of their daily lives. However, as
Patterson (2007) points out, for people with disabilities to be fully included in the
community, it is not enough for them to be simply located there. Moreover, UK studies of
group homes found that the level of staff support did not necessarily ensure improved client
outcomes — clients had long periods with little staff interaction and no engagement in
activities (Emerson et al., 2001). All of this makes achieving the ambitious goal of
inclusion very difficult (Carey, 2011; Clapton & Fitzgerald, 1997; Patterson, 2007;
Schriner & Scotch, 2001; Shakespeare, 2013).

While deinstitutionalisation appears to have been largely driven by social justice
principles, some consider the movement to have been motivated by economic rationalism
(DiRita, Parmenter, & Stancliffe, 2008; Wolfensberger, 1985). Lapsley et al. (2000) cite
studies from Germany, the United States of America (USA) and Australia which found the
cost of care in the community to be around 40% of the cost of hospital care for people with
long-term mental illness. In addition, this care could be achieved using financial resources

already available and currently being spent in hospitals. The current financial arrangements
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for in-home disability support in Australia will be discussed later in this chapter. At the
very least, however, the debate over whether economic rationalism has unduly influenced
service outcomes for people with disabilities challenges community-based support
providers to consider: (a) if they really are providing an optimal model of support for
clients, (b) the extent to which they are genuinely minimising segregation, and (c) the
possible benefits of alternative models of support (Clark & Lewis, 2012; Cortis et al., 2013;
Mott, Chau, & Chan, 2007).

Nevertheless, today, there is a growing trend towards organising provision of
support for people with disabilities in their own homes in the lifestyle of their choice, with
access and equity as guiding principles. The introduction of the National Disability
Insurance Scheme (NDIS) provides the most recent example of this trend. A major
objective of this scheme, which has been gradually rolled out in Australia since 2013, is to
offer disability support packages which are even more flexible and tailored to their
individual needs, and to provide people with disabilities with increased control over what
and how support services are delivered (National Disability Service, 2013). Central to
provision of this support are carers, working in either an unpaid or paid capacity.

The role of the paid disability support worker will be detailed later in this chapter.
However, there is an important point emerging from the history of disability support to
make here that impacts on manual handling training of in-home disability support workers
today. In contrast to historical institutional settings that were more likely to result in
impersonal care, the contemporary focus on the home environment empowers clients to
determine the rules when it comes to their support (Coogle, Jablonski, Rachel, & Parham,
2008). Unlike acute settings, paid support workers are relative strangers entering the
clients’ homes to provide intimate care. As such, clients often attempt to create a more
secure atmosphere and reduce professional distance by consciously or unconsciously
characterising the support worker as someone who is like a family member. The risk here is
that a model of support based on familial ideals of love can place unrealistic expectations
on these workers (Markannen et al., 2014; Meagher, 2006). Disability support techniques
taught in a classroom setting may not be enacted in the in-home support setting, because
support workers may know what they should be doing in theory, but in practice may feel
morally bound to place their own health and safety at risk to support the lifestyle choices of

their clients.
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So, the consumer or rights-based model of disability support is premised on the view

that physical and cultural barriers within the social environment have enforced the social

isolation and dependency of people with disabilities (rather than the disability itself), and

have substantially limited full participation in community life. Key elements of this model

include provision of support for clients with disabilities in their own homes, in the lifestyle of

their choice, with government legislation, schemes and policies to provide funding, promote

full inclusion in the wider community and protect against disability-based discrimination.

To conclude the history of disability support, Table 2.1 summarises the three

progressive models of disability discussed. The left-hand column lists the key elements of

the models discussed, that is, their locus of control, values for enactment, expectations,

mode of enactment, assumed roles of the person with the disability and their support

provider, and political position. The second-left column describes these key elements in

relation to the religious model of disability support. The next column summarises the

medical or institutional model of disability support, and the right-hand column summarises

key elements of the consumer or rights-based model of support.

Table 2.1. Summary of Three Models of Disability

Religious model

Medical or institutional
model

Consumer or
rights-based model

Locus of control

Values for
enactment
Expectations

Mode of enactment

Positioning of
individual with
disability

Role of care

Political position

Local religious and
charitable institutions

Spiritual and community
imperatives
Support and cure

Family and community-
based

Dependent and
impoverished

Community-based
ministrations and support

Local

Nation state and medical
profession

Medical and scientific
imperatives
Segregation, treatment
and cure

Institutionally-based
Dependent patient
Healthcare and welfare

support

National

Nation state and
community services
sector

Access, equity and
service imperatives
Securing inclusion and
full participation

Family and community-
based

Autonomous consumer
Responding to
individual needs

Personal
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Each of these models discussed has progressively set the parameters for societal
responses to people with disabilities, and their qualities, characteristics, expectations and
prospects have shaped how in-home disability support is provided in Australia in the

present day.

In-home disability support as it is provided today

To understand the kind of roles and responsibilities that need to be assumed by those
providing in-home support for individuals with a disability, it is helpful to understand how
this provision is conceptualised and also funded and regulated in contemporary times.
Importantly, besides the social motivation for a shift to in-home support, there is also a
political dimension. Keleher (2003) identifies the overemphasis on nursing homes and
associated costs of institutionalised care in Australia in the 1980s, the attempts by the
Commonwealth Government since the 1990s to reduce costs of institutional care and
provide a wider range of community options for people, changing hospital systems towards
shorter lengths of stay, and the pressure to reduce inpatient costs, all as providing impetus
for increased investment in community-based support. So, there are particular financial
imperatives that arise from the care of people with disabilities becoming a state
responsibility. These imperatives intermingle and are entwined with both state and local
community-based concerns about care and support for these individuals.

Today, a complex web of financial arrangements provides health and community
services in Australia. Most recently, for example, funding for the staged rollout of the new
NDIS has been reported by the media as a point of contention between Commonwealth,
State and Territory Governments (Griffiths, 2014). Some states consider that the scheme
should be fully funded by the Commonwealth Government in view of high state debt, while
others have agreed to divide the costs. From July 2014, the Medicare levy rose from 1.5%
to 2% to help fund the scheme, with contributions from State and Territory Governments
still being negotiated (Griffiths, 2014). However, for now, the Home and Community Care
Program (HACC) remains the mainstay of care for people with disabilities living in the
community (Australian Institute of Health and Welfare [AIHW], 2014). The
Commonwealth, State and Territory Governments jointly fund this program, and, like the
NDIS, HACC services may be provided by a number of different service organisations such

as local councils and community health services or by small, less known private sector or
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not-for-profit agencies. The ideal of independent living is emphasised here, as it is indeed
for frail elderly citizens. So, the concepts here are not restricted to the provision of
disability support, but represent a far broader model of governance and ordering of state
resources.

However, regulation of these services has become problematic. A number of
different services are provided by the HACC program, including day care, domestic
assistance, personal care, home maintenance and modification, transport, food shopping
and preparation, community nursing, allied health, advocacy services and social support.
This range of procedures poses a major challenge: market-driven tendering out of services
by HACC means that in smaller cities and regional and rural areas, there are many
providers who are not coordinated because they operate independently (Clark & Lewis,
2012; Howden, 2010; Keleher, 2003). Many smaller service providers within the HACC
program may have responsibility for only one particular type of HACC service, resulting in
a number of organisations being involved in the client’s support. One organisation may win
the funding to provide disability services, another may be responsible for care for people
with a mental illness, and yet another engaged to provide nursing care. So, in cases where a
person has incurred a spinal cord injury and has a mental illness and has a wound that
requires treatment, individuals and their families may struggle to find the service that meets
their needs. For in-home support workers, the dilemma here is that they may be entering
clients’ homes with knowledge and skill sets that enable them to provide support to people
with one type of condition only. Job preparation and continuing education and training
frequently fail to prepare workers for provision of support to clients with complex needs
(Mott et al., 2007; Stone et al., 2013). The work is physically and emotionally challenging,
and these pressures potentially impact on recruitment, training and retention of staff (Stone
et al., 2013). While an abundance of legislation and regulations for disability support exists
(e.g., Disability Services Act of 1986 (Commonwealth); Disability Inclusion Act of 2014
(NSW); Disability Discrimination Act of 1992 (Commonwealth); Community Care
Common Standards (Australian Government, Department of Health and Ageing, 2011);
National Standards for Disability Services (Australian Government, Department of Social
Services, 2013)), for the most part, service providers are encouraged to participate in their

own quality assurance processes to ensure uniformity of service provision.
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For instance, in a survey of community services offices or outlets in 2009, Martin
and Healy (2010) found that 64% of disability services received their government funding
unconditionally, that is, without being subject to meeting standards such as required
staffing levels and service quantity targets. This inconsistent and inappropriate regulation is
highlighted in the Senate Inquiry into Disclosure Regimes for Charities and Not-for-Profit
Organisations (The Senate Standing Committee on Economics, 2008). This inquiry also
concluded that there is a pressing need for a single, national body to regulate agencies and
replace the varying standards, regulations and state/territory and commonwealth legislation
with which they must currently comply. In doing so, the inquiry emphasised the model of
state bureaucratic control which has come to characterise this provision. While some
accountability (36% according to Martin and Healy, 2010) to government is important for
service providers that receive public funds, the downside is that costs associated with
compliance and “red tape” have diverted funds from the stakeholders that they aim to
support (e.g., clients, families, support staff). This diversion of funds extends to a marked
reduction in funding for recruitment, training and retention of disability support workers.
Therefore, and importantly, it is necessary to understand how these provisions of support
can be improved and sustained, and by what means can disability support workers realise

this goal.

The workforce for in-home disability support

The mode and means by which disability support workers enact their practice is central to
the provision of in-home support for individuals with disabilities. Consequently, it is
important to understand the demographics of the in-home support workforce and their
motivation for undertaking the paid support role. Direct or paid care workers, defined by
Hugo (2007) as nurses, allied health and personal care attendants (or support workers),
form the core of in-home support. After volunteer carers, these frontline workers provide
the majority of hands-on care to people with disabilities living in their own homes, which
includes (but is not limited to) assistance with personal hygiene and mobility, general
household duties, support to access the general community, supervision, and emotional
support. It should be noted here that in-home support work is usually provided by one
worker per support shift only. Unlike community support work provided in day respite

centres or community groups where staff work collectively and with easy access to
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supervisory support, disability workers in the in-home setting work in relative social
isolation with negligible on-the-job supervisor or peer support, and no expert on whom to
model their practice. In view of their ongoing, daily contact with the client and their
families in the privacy of an in-home setting, support workers are expected to be the “eyes
and ears” of the support system (Stone, 2004, p. 340). Moreover, this kind of feedback from
the support worker is likely to be central to the success of community-based service
provision.

A chronic shortage of qualified nurses in Australia to perform this direct care work,
along with the comparatively lower costs of employing unlicensed workers in the in-home
setting, has resulted in the increased use of unqualified and unregulated workers being
substituted for registered and enrolled nurses (ANF, 2009; Jorgensen et al., 2009). The
ANF describe the range of tasks that these workers perform as belonging to what is
traditionally known as “nursing”, a “discipline” characterised by distinctive traditions,
skills, knowledge, values and qualities (Heath, 2002, cited by ANF, 2009, p. 17). The ANF
identifies key problems associated with a group of unlicensed and unregulated workers
performing nursing tasks as inadequate workplace supervision, challenges associated with
managing people with complex needs, a task-oriented approach as opposed to a more
holistic nursing framework, and an uncoordinated approach to training, as all contributing
to compromised patient safety in the community. Although their employment is a
contentious issue, nonetheless this worker, known by various titles such as assistant-in-
nursing (AIN), personal care assistant (PCA), direct service worker (DSW), most with only
an entry level of education (Somerville, 2006a), is now firmly entrenched in the health and
community services sector. They comprise a large and steadily increasing component of a
workforce which has been identified by the Health and Community Services Workforce
Council (2012) as one of Australia’s largest employing industries.

The health and community services sector (with its sub-categories in the literature
of community services, child care services, aged and/or disabled care, disability services,
nursing, to name a few) is Australia’s fastest growing workforce sector (Health and
Community Services Workforce Council, 2012). A comprehensive analysis of the health
and community services labour force by the AIHW (2013), using Australian Bureau of
Statistics (ABS) census data from 2011, revealed that there were 86,300 people employed

in the aged and/or disabled care sector in 2011. This represents an increase of
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approximately 49% from 2001 and more than doubling of their numbers since 1996
(AIHW, 2009). According to the AIHW (2013), this strong growth is likely to continue,
with a projected employment growth of 20% between 2012 and 2017. So, demand for
workers in this sector is progressively increasing. The Productivity Commission (2011)
reports that a shortage of disability support workers existed in 2011, and predicted that this
would worsen with the introduction of the NDIS. This emphasises the significant effort that
will need to be invested into providing appropriate job preparation, continuing education
and training that will prepare workers to meet the challenges associated with supporting
frail older Australians and people with disabilities who increasingly express a preference to
remain in their own homes.

According to the AIHW (2013), 87% of workers in community service occupations
(including aged and disability services) in 2011 were female, with an average age of 45
years. With regard to working conditions, aged and/or disability care workers tended to
work on average 29 hours per week in 2006 (AIHW, 2009), and are more likely to be
employed as casual or part-time (AIHW, 2013). Disability services workers in Australia are
paid according to the Social, Community, Homecare and Disability Services Industry
Award (2010) and earn somewhere between $18.46 and $30.33 per hour (at Levels One —
Three of the award) depending on experience, years of service, and educational
qualifications. In comparison, the average wage for all Australian employees is $31.12 per
hour (ABS, 2014). Consequently, below-average pay and insecure employment may deter
workers from entering the disability services sector (Martin & Healy, 2010; Rimfire
Resources & National Disability Service Victoria, 2010). Moreover, these conditions are
likely to contribute to the feminisation of the workforce for disability support, because men
are less likely to accept these conditions (Cortis et al., 2013). Disability service providers
often recruit casual workers because of a shortage of workers in the sector, or because it
suits the providers’ financial arrangements; however, this casualisation of the workforce for
disability support raises two concerns. Firstly contingent workers may not have the
opportunity to build long-term relationships with their clients. Secondly, they may not be
afforded the opportunity to learn or develop capabilities for the provision of direct and
often challenging care to people in their own homes. So, there are challenges here in
relation to developing education and training programs that meet the needs of casual
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workers whose availability for training may be limited, while at the same are within the
budget constraints of the service provider.

While Hugo (2007) identifies the increased demand for workers in the aged and/or
disabled care sector over the next two decades, he also estimates that the growth rate of this
workforce is likely to slow. Hugo attributes this to an increasingly credentialed and skilled
native workforce in Australia which may pose challenges in recruiting younger workers and
new entrants to the workforce to the unskilled and semiskilled areas, suggesting that it may
be the issues of image, manual work, conditions and salary that are barriers to younger
workers being attracted to the sector. Immigration has been suggested as a means of
recruiting workers into the community services sector (Hugo, 2007; Productivity
Commission, 2011), although concerns have been raised about recruiting workers on 457
(immigration) visas, because of their dependency on their sponsoring employer for their
residency visa (Cortis & Chan, 2013). According to Cortis et al. (2013), workers in
precarious employment are less likely to raise concerns about their working conditions,
including health and safety. In 2006, 30.1% of all workers in aged and/or disabled care were
born outside Australia (AIHW, 2009). Moreover, in their report, Martin and Healy (2010)
found that almost all disability support workers were non-indigenous Australians. Rimfire
Resources and NDS Victoria (2010) stated that 8% of workers had an Aboriginal or Torres
Strait Islander background, and their interviews with a number of community service
providers reported that they had difficulties recruiting and retaining Aboriginal workers.
Therefore, education and training programs for support workers need to incorporate strategies
that engage learners with language, literacy, numeracy and cultural issues, and foster the
ongoing development of skills and self-confidence as a valued professional.

In addition to an identified labour market shortage, Stone et al. (2013) acknowledge
the high turnover rates of support staff, particularly in the first three months post-hire, and
high vacancy rates as being problematic for clients, service providers and workers. High
turnover of staff may result in poorer quality and/or unsafe support, disruptions to
continuity of support, and reduced access to services (Stone, 2004; Stone et al., 2013). This
reduced access to services can, in turn, impact on the physical and emotional well-being of
clients. For service providers, the costs associated with recruiting, orientating, training and
also terminating workers is high. Support workers too are affected by understaffing and high

turnover, as those who remain on the job are faced with time constraints which can limit
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interactions with clients, result in physical or emotional burnout, and potentially increase the
risk of injury or accident (Stone, 2004). This problem goes beyond the supply of support
workers, and “[s]imply filling positions with warm bodies is not an adequate solution”
(Stone, 2004, p. 342). The onus is on developing and sustaining a quality workforce with the
right set of skills for in-home support. Hence, it is essential for policy makers, service
providers and clients to have a better understanding of the screening, training, and ongoing
support required to achieve this objective (Cortis et al., 2013; Stone, 2004).

So, the majority of in-home disability support is performed by female, middle-aged,
low-paid, entry-level workers, which is quite distinct from the approach used in the
institutional model. In addition, these workers may have low socio-economic status, low
levels of English literacy and may be subject to gender stereotyping (Markannen et al.,
2014; Somerville, 2006a). These characteristics lend themselves to the perception that care
work is simply an extension of the nurturing skills of a mother (Nay & Garratt, 2002), or
based on the moral ideals of family and love (Markannen et al., 2014; Meagher, 2006). This
sentiment is supported by Somerville’s (2006b) findings that suggest people often engage
in paid care work as a result of previous experience as an unpaid carer at home with a child,
an elderly parent, or family member with a disability. This engagement could lead to a
blurring of the boundaries between unpaid work in the private domain and paid in-home
support work which, although in the public sphere, is performed in relative isolation and
privacy. So, the challenge in education and training for these workers then, is how best to
provide experiences for them that acknowledge their prior, informal learning, yet at the
same time offer a coordinated approach to skills and knowledge development. Moreover,
an approach that provides ongoing support in the workplace as their capacities develop, and
that encourages support workers to develop their sense of self and reframe themselves as
paid professionals who do not need to rely on moral bonds and feelings of love (i.e.,
societal sentiments) to provide good and safe support to clients in their own homes, is much
needed. A good example of the ways in which these capacities can develop can be found in

the approach to manual handling training.

Manual handling as a major component of in-home disability support work
Manual handling tasks comprise a major part of the work of in-home support workers. As

such, manual handling stands as an activity which these workers need to understand and be
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able to enact in ways which are safe both for themselves and their clients. In the National
Standard for Manual Tasks (Australian Government, Australian Safety and Compensation
Council, 2007), manual handling is defined as any physical work activity that requires a
worker to use any part of the musculoskeletal system. This activity may extend to lifting,
lowering, pushing, pulling, holding, carrying, moving or restraining an object, load or body
part. For in-home care workers, manual handling activities include people-handling
activities such as assisting people to stand, walk, transfer from their bed to a wheelchair,
shower, toilet, pushing wheelchairs; and non-people handling activities such as cleaning,
general housekeeping, carrying and stowage of equipment. This represents a diverse set of
activities that require the application of manual handling skills in different ways, purposes
and circumstances.

According to Safe Work Australia (SWA) (2014), work-related back pain and other
musculoskeletal injuries arising from manual handling in all its forms are among the most
prevalent, costly and disruptive in the developed world. In 2011 — 2012, 59% of serious
claims (i.e., those requiring more than four weeks absence from work) were for work-
related musculoskeletal injuries (SWA, 2014). More specifically, in the health and
community services sector, these serious claims were made at a rate of 14.1 per 1000
employees in 2011 — 2012 (SWA, 2014). Ore (2003) notes that most manual handling
studies in the Australian health and community services sector have been conducted with
nurses as participants, citing comparatively fewer studies that have analysed manual
handling injury patterns amongst workers in disability services settings. Yet, “(w)ith the
exception of assault, manual handling is the leading cause of work injury among disability
services workers” (Ore, 2003, p. 89). In his 3-year analysis of manual handling injuries
among disability service workers in an Australian state government agency, Ore found that
these workers were incurring musculoskeletal injuries (predominantly back injuries) at a
rate of around three per day. American studies also suggest a high rate of musculoskeletal
injuries amongst home care workers (e.g., Faucett et al., 2013; Markannen et al., 2014).
These injuries represent significant financial and human costs, both to the community
services sector in terms of staff turnover and personal injury claims, and to the injured
individual in terms of pain, suffering and potential impact on quality of life. Unsafe manual
handling techniques can have serious implications for the support recipients also, with

injuries such as bruising, skin tears, pressure sores and emotional trauma frequently
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reported as a consequence of poor manual handling ( “Nursing home found in breach of act
over accident with a hoist”, 2008; Tuohy-Main, 1997).

Therefore, preventing manual handling associated injuries has become a key
imperative of health and community care providers, including disability support workers,
because prevention can reduce costs incurred through compensation, insurance premiums,
lost time, recruitment and training, thereby improving efficiency and quality of care (Retsas
& Pinikahana, 2000). Development and application of good manual handling skills is
essential to effective and safe work. However, developing these capacities requires
appropriate training, monitoring and development as new and improved approaches to
manual handling are identified.

The Work Health and Safety Act (Commonwealth) (2011) stipulates that employers
must ensure the health, safety and well-being of all employees. This extends to providing
safe work practices, a safe work environment, safe equipment, and information, education
and training. In response to this legislation and relevant advisory standards (e.g., National
Code of Practice for the Prevention of Musculoskeletal Disorders from Performing Manual
Tasks at Work, 2007), employers in the health and community services sector either
strongly encourage, or in some cases mandate staff attendance at annual manual handling
training. My experience as a manual handling trainer for in-home disability support
workers suggests that techniques taught in a classroom setting, often conducted in brief
classroom training sessions of two to four hours duration, are often not taken up or
sustained in practice. This observation is supported by a number of systematic reviews
(e.g., Clemes et al., 2010; Martimo et al., 2008; Verbeek et al., 2011) of manual handling
training for various occupation roles (including support work), indicating that principles
taught during training are not readily applied in the workplace, and are largely ineffective
in reducing back pain and injury. The historical progression of models for disability
support, recounted earlier in this chapter, describes a shift from the religious model to a
consumer or client-centred approach. Yet, in some ways, support for clients within this
contemporary consumer-centred model is being borne by the bodies of support workers.
Musculoskeletal injuries are almost an expectation of support work, both from the clients
(Markannen et al., 2014), and the workers themselves (Green, 1996). Indeed, Bernoth
(2009) contends that care workers dedicate so much time to taking care of the bodies of

others (e.g., care recipients, loved ones) that they neglect their own bodies. Therefore, this
33



issue stands as a key impediment to the health and safety of the workers and their ability to
provide the kind of care which the community-based model of disability support demands.
So, manual handling knowledge and skills are an integral part of safe disability
support work for both the worker and their clients, and the provision of manual handling
training is either mandated by some service providers or strongly recommended by others.
Yet this training has done little to mitigate the injury risks to workers and their clients.
Consequently, the constituents of effective manual handling training, and how best to
support disability workers to adapt, enact and transform what they learn in a classroom to
the in-home setting, which is highly autonomous and socially isolated, are the concerns that
have motivated the current investigation. In the following sections it is proposed that
disability support workers currently learn manual handling techniques through a range of
structured, classroom experiences which vary greatly in duration, delivery and assessment.
While training may be embraced by some trainees (i.e., novice workers) as a way of
increasing professionalism and confidence to perform the disability support role, there is
negligible supervisor support for training or ongoing peer or supervisor support for workers

to apply the techniques taught to their workplace in the in-home support setting.

Learning in in-home disability support work

Assisting these workers learn their occupational practice represents a significant
educational challenge. Disability support workers come to their roles with an array of work
experiences and qualifications. Many have worked in unpaid or paid roles as volunteer
carers for a family member with an illness or disability, as welfare workers, in clerical and
administration roles, as transport and hospitality workers, and some have degrees or
vocational qualifications in nursing, education, social or community work (Baldock &
Mulligan, 2000; Martin & Healy, 2010). For almost two-thirds of all support workers in the
disability services sector, however, the most commonly held highest post-school
qualification is a Certificate Il or IV in Community Services (AIHW, 2009; Martin &
Healy, 2010). Moreover, Rimfire Resources and National Disability Service Australia
(2010) reports that around 8% of full-time and part-time workers, and approximately 23%
of casual disability support workers, received no formal induction training for their roles at

specific community service organisations. Hence, support workers have an encompassing
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role in providing direct and often challenging care to people in their own homes, often with
little or no formal training qualifications.

Described as an entry-level qualification for disability support workers (National
Disability Services, 2013), the Certificate 111 or IV in Community Services is a
competency-based program, where students are required to demonstrate competency in
approximately 14 — 15 modules. Competence may be defined as the ability to perform the
activities within an occupation to a genuine working environment standard that ideally
includes a person’s ability to integrate cognitive knowledge, skills, values and attitudes in a
range of situations (Eraut, 1994; Franklin & Melville, 2015). Competency assessment in
clinical settings is considered to be a complex issue, because associated assessment tools
could be considered a “quick-fix” or “tick-box’’ assessment method in the clinical
environment (Franklin & Melville, 2015, p. 26). The notion of competency and
competency-based training and assessment in disability support work has at least two
limitations worthy of discussion here. Firstly, with a large number of both government and
non-government registered training organisations (RTOs) offering these programs, there is
considerable variation between the standard, quality and outcomes of the training and
assessment. As Bernoth (2009) points out, there are vast differences in how and when the
training occurs, the duration of the programs, how competency is assessed, the
qualifications and experiences of the educators, and the amount of ongoing support in the
workplace for students to adapt what they learn in competency-based programs. Bernoth
cites a study by Waters (2002), where students were found to be gaining their community
services qualifications in as little as 6 weeks, some without ever having actual contact with
a service client. The Certificate 111 or IV in Community Services qualification is transcribed
onto a document as a series of nationally recognised codes that represent each module of
competency. However, a prospective employer has no way of knowing the timeframes,
modes of delivery, or assessment within which the student was trained and assessed. So
potentially, a disability worker deemed “competent” may be entering an in-home support
situation of isolation and privacy without the necessary skills to perform their role safely.

Secondly, assessment in the Certificate 111 or IV in Community Services requires
students’ performance to be measured against a highly prescriptive checklist. This raises
problems of validity, as superficial aspects of the support role are assessed only, and what

is involved in quality performance may be ignored (Hager, 1995; Pijl-Zieber, Barton,
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Konkin, Awosoga, & Caine, 2014). Students in these competency-based programs may
distort the structure of their learning by focusing on a series of manageable and measurable
skills, rather than taking a holistic approach to learning the requirements for their work
roles (Garside & Nhemachena, 2013; Pijl-Zieber et al., 2014). Moreover, the use of
competency standards in caring professions (such as nursing and community-based care
work) can lead to devaluation of higher order learning, with skills such as lateral and
critical thinking, decision making, creativity and caring not being quantifiable in
competency terms (Franklin & Melville, 2015; Pijl-Zieber et al., 2014). Yet, these skills are
among the most highly valued in in-home disability support. In competency-based
programs, support staff may be deemed competent in manual handling after a single
assessment of measurable steps in a spacious, unhurried, modern and fully equipped
classroom setting, and are then required to adapt and transform their learning to a client’s
home where the environment contains obstacles such as bulky furniture, the family pet,
thick carpets, a non-height adjustable bed and severe time constraints, upon clients with
varying levels and complexity of support requirements. This requirement for work
performance is a dilemma that has plagued me throughout my many years of working as a
health and community services educator in both acute and community settings (Town,
2005). Developing education and training programs and interventions that promote
adaptability and learning in a workplace which is changeable and unpredictable may well
be the key to a robust and committed disability support workforce.

Martin and Healy (2010) recognise the importance of an appropriately skilled
workforce for a comprehensive and effective health and community services sector. They
consider that in addition to formal training and qualifications, there are a range of other
learning experiences that enable workers to handle the complex issues and problems
encountered in support work. In disability support, most of these “other” learning
experiences are provided in the form of in-house training such as first aid, medication
management, infection control, continence management and skin care, with service
providers differing greatly in the amount and types of in-house training offered. In their
study of direct care service providers in Western Australia, Baldock and Mulligan (2000, p.
22) found that larger organisations offered more systematic training programs, while only
four of the smaller agencies provided more than 40 hours of training during the year, citing

financial constraints or workers “already skilled enough™ as reasons why this was the case.
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Yet, many support workers embrace training as a way of increasing their professionalism
and confidence at work, and reducing their risk of injury, as the following excerpts attest:
... it might make me feel a bit more comfortable with what I’'m

doing with [clients]; [the clients will] know that you’re comfortable and

they know that you know what you’re on about as well. It’s very much a

confidence thing; this kind of work, it’s not always easy on my back ...

| realise this training is important; if you injure yourself at work then

you’re no good to anybody ... then you can be injuring the [client] too.

(Town, 2005, pp. 37-38)

Therefore, in-home disability support workers learn their work through a range of
structured competency-based training programs and in-house training sessions, usually
provided in a classroom setting. It is important, then, to identify how they adapt and
transform this learning in the isolated workplace setting of a client’s home, without the
direct support of their supervisor or peers.

The supervisor is an important influence on whether or not a trainee will adopt new
techniques and skills taught. Where supervisors encourage and model the desired
behaviours, trainees are more likely to apply the new skills, and where they do not, the
supervisor’s attitude becomes an inhibiting factor (Blume et al., 2010; Emilsson, 2006;
Salas et al., 2012; Tracey, Hinkin, Tannenbaum, & Mathieu, 2001). My own study of a
group of community support workers attending manual handling training in a respite centre
found that the supervisor’s “good democratic management style ... [and] encourage[ment]
to use what [trainees] learnt” may have helped the support workers adapt and transfer the
manual handling skills they learned in the classroom to the circumstances of their support
work (Town, 2005, p. 72). Yet, my experience as a manual handling trainer for in-home
support workers suggests that supervisors rarely attend training sessions with their support
staff, and do little to create an environment where staff have ample opportunities to practise
their newly learned skills.

Somerville (2006a) describes learning in the workplace as a fundamental part of
occupational training for aged care workers, and considers learning alongside experienced
workers to be the dominant mode of learning in this setting. Again, my study of a group of
community support workers in a respite centre included the establishment and nurturing of

an ongoing “buddy” relationship from the classroom into the workplace as an intervention
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in manual handling training, and suggested that this may have been a factor in enhancing
far and general transfer of manual handling training (Town, 2005). Yet, in the in-home
support setting there is usually only a very brief (i.e., one or two shifts of several hours
duration) buddy relationship or experienced worker access on whom to model their
practice.

The lack of transfer or adaptability from instructional interludes remains one of the
most challenging problems in educational theorising and practice (e.g., Baldwin & Ford,
1988; Billett, 2013; Cox, 1997; Ford & Weissbein, 1997; Pea, 1987; Salas & Cannon-
Bowers, 2001; Salas et al., 2012; Salomon & Perkins, 1990). The failure of learnt
knowledge to adapt to other circumstances can have serious implications for workers and
work life, including the safe conduct of work (Clemes et al., 2010; Kane & Parahoo, 1994;
Martimo et al., 2008; Retsas & Pinikahana, 2000; Somerville; 2006b; Swain, Purfahl, &
Williamson, 2003; Verbeek et al., 2011). Consequently, understanding how classroom
training sessions can assist in-home disability support workers adopt safe manual handling
practices and apply them to new circumstances that they encounter offers considerable

procedural benefits across the entire area of working well and safely.

Key concerns and their implications for the current inquiry

This chapter has provided a profile of the in-home disability support sector, outlining key
demands of in-home service provision and identifying a number of challenges in educating
and training disability support workers who are often ill-prepared and under-supported to
perform their role safely. Firstly, while today’s home support setting empowers clients to
direct their own support, there is a risk that the privacy and intimacy of a client’s home may
morally bind support workers to disregard the techniques that they have learned in a
classroom setting, and place their own health and safety at risk to support the lifestyle
choices and requests of the client. Secondly, regulation and funding of disability support is
problematic, with the onus mainly on the service providers themselves to participate in their
own quality assurance processes. So, there is little guidance on what kinds of education and
training experiences should be best provided to disability support workers and funds for
recruitment, training and retention of staff are often markedly reduced. In addition, the high
turnover rates of support staff particularly in the first three months post hire results in

increased costs associated with recruiting, orientating and training support workers.
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Thirdly, nurses and other stakeholders hold disability support work in low esteem. The
majority of disability support is performed by female, middle-aged, low-paid, entry-level
workers with low socio-economic status and low levels of English literacy. While they
come to the role with a range of prior formal and informal learning experiences, many
stakeholders (including service providers) consider support work to be merely an extension
of the mothering role, and therefore may expect that new recruits already have the skills
necessary to perform in-home support work safely. So, these workers are often ill-prepared
for the role, are under-supported by peers and supervisors in the workplace, and have little
sense of their self-worth as a valued professional. Fourthly, work-related back pain and
other musculoskeletal injuries arising from the manual handling tasks being performed in
disability support are occurring at an alarming rate and are among the most costly and
disruptive in the developed world. Development and application of good manual handling
skills is essential for the safety of both workers and clients alike, yet a review of relevant
literature suggests that manual handling training is largely ineffective in reducing injury.
This evidence, in addition to my own experience as a manual handling trainer and
researcher, suggests that techniques taught in a classroom setting are not taken up or
sustained in practice. Finally, the majority of disability support workers learn their work
(including manual handling) through competency-based training programs and in-house
classroom training sessions which vary greatly in duration, delivery and assessment. This
poses challenges for the in-home disability support worker as they seek to adapt and
transform what they are learning in these settings to the relative social isolation of a client’s
home where there is negligible supervisor or peer support.

Now, in Chapter 3, the challenges associated with the learning requirements for in-
home disability support work are aligned with contemporary accounts of learning, and a

conceptual position is developed.
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Chapter 3

Conceptualising learning and requirements for in-home disability

support work

This chapter seeks to elaborate how the learning requirements for in-home disability
support work might best be understood and realised. As discussed in the previous chapter,
these workers perform socially important work, often in difficult circumstances and largely
on their own, yet have limited opportunities to adequately prepare for this role. In view of
the personal and confidential nature of their work with clients in their homes, combined
with a lack of direct supervision and support in this particular workplace, a key concern is
that the manual handling skills and knowledge conveyed in brief, classroom training
sessions intended to prepare these workers, may not be adapted or taken up in practice.

However, this concern is not restricted to these workers, as it remains one of the
most challenging problems in educational theorising and practice (e.g., Baldwin & Ford,
1988; Billett, 2013; Cox, 1997; Ford & Weissbein, 1997; Pea, 1987; Salas & Cannon-
Bowers, 2001; Salas et al., 2012; Salomon & Perkins, 1990). That is, the capacity of the
classroom training sessions to provide learning that is subsequently adaptable to practice, is
vital for workers whose actual practice is undertaken without additional expert guidance.
Voss (1987) suggests that while “everyone, in general, knows what learning and transfer is,
the understanding of the nature of these processes has proven to be elusive” (p. 607, italics
in original). Preceding decades have seen an increasing commitment to understanding the
complex processes of learning and transfer (e.g., Billett, 2013; Glaser, 1984; Lave &
Wenger, 1991; Salas & Cannon-Bowers, 2001), and have established a number of
explanatory accounts about how individuals synthesise and organise their knowledge, and
adapt this learning to circumstances beyond where the original learning occurred (e.g.,
Billett, 2013; Glaser, 1984; Lave & Wenger, 1991; Newell & Simon, 1972). However, the
concern here goes beyond issues of simple transfer of classroom-based training. Instead, it
is about understanding the kinds of capacities required to perform effectively in this in-

home disability support role, and then to understand the ways in which these capacities can
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be developed, albeit through classroom-based activities and then the adaptation of learning
to solitary practice, or some other set of circumstances.

Certainly, the failure of adapting classroom-learned knowledge and skills to other
circumstances can have serious implications for workers and work life, including but not
restricted to the safe conduct of work (e.g., Clemes et al., 2010; Kane & Parahoo, 1994;
Retsas & Pinikahana, 2000; Somerville, 2006b; Swain et al., 2003). These implications are
particularly severe for those workers engaged in circumstances of relative social isolation
because they work and learn alone, and do not have easy or regular access to expert or more
experienced co-workers who can act as models or provide direct supervision (Markannen et
al., 2014). As such, they do not have the close support and guidance of more experienced
workers, as they conduct their practice after initial training (which may well be the case for
many, if not most, occupations). Instead, they are expected to successfully complete the
tasks that comprise this role, albeit that they are often indeterminate, novel and challenging,
without close support from more experienced co-workers. Consequently, understanding
how best to support these workers initially learn their occupational practice is an important
and worthwhile task.

In particular, as the focus for examining this learning is directed towards how to
assist these in-home workers enact safe manual handling practices, in situations that lack
accessible models and guidance, and then effectively apply them to new circumstances that
they encounter, this issue potentially offers considerable procedural benefits across the
entire area of working well and safely. In many ways, these manual handling practices
exemplify the kind of work which these in-home disability support workers perform. It
follows, therefore, that the primary research objective of this study is to develop and trial a
training trajectory for adapting knowledge and skills learned in the classroom to working
safely in situations of relative social isolation.

The focus for this inquiry specifically relates to in-home disability support workers’
learning and effecting safe manual handling. The significance of the problem extends
beyond the procedural, however, as there are also conceptual and dispositional
considerations here. Contemporary accounts of learning emphasise the importance of
immediate, more informed and experienced social partners such as teachers and co-workers
(Brown & Palincsar, 1989; Collins et al., 1989; Gherardi, 2009; Hughes, Jewson, & Unwin,

2013; Lave & Wenger, 1991; Rogoff, 1990). However, much of our learning for work
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necessarily occurs in the absence of such experts (Billett, 2006; Billett et al., 2003), which
Is particularly true for workers such as these. In these circumstances, learning and
implementing safe manual handling practices are central to, and also illustrative of, the
conceptual, procedural and dispositional dimensions of the in-home disability support role,
and stand as a core component of skilled support work, not least because these workers
need to self-regulate their activities. This includes selecting approaches and monitoring
their own performance. Yet, beyond some brief classroom “orientation” training sessions,
these workers are often expected to learn, adapt and develop these practices in relative
social isolation. So, we need better understandings not only of how individuals learn from
these educational experiences of different kinds and adapt what they learn to their practice,
but also how this learning, its adaptability to practice and its further development occurs in

the absence of expert guidance.

Focus for the research

With this objective in mind, one broad conceptual question forms the core of this inquiry:
What are the personal, situational and instructional bases for realising
effective workplace learning in the absence of expert guidance?

In seeking to answer this question, it is anticipated that it will most likely be
informed by three subsidiary questions:

1. What kinds of conceptual, procedural and dispositional knowledge need to be
learned for safe manual handling in situations of relative social isolation?

2. Is the scope of learning to work safely in situations of relative social isolation
something that can be negotiated by the individual agentically?

3. Does this kind of learning require the assistance of others, and if so, what kinds of
assistance and support are required, and to what extent?

It is proposed that the majority of manual handling training for in-home disability
workers, while meeting legislative requirements, is constrained by the financial and staffing
issues of community service providers. As a result, this training is typically provided in
brief classroom training sessions that may do little except provide documentary evidence
for organisational and funding purposes. These same organisational constraints have also

resulted in little or no peer or supervisor support for the novice worker as they attempt to
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enact safe manual handling practices in their circumstances of practice (i.e., the private
homes of their service clients).

Manual handling problems are a useful illustration here, because what is presented
in the classroom is intended to be basic and straightforward, yet these workers will
potentially face non-routine and complex manual handling problems in the circumstances
of their practice. While effective problem solving is considered to be a major attribute of
expertise (Glaser, 1984; Greiff et al., 2014; Stevenson, 1994), many of these workers may
enter clients’ homes as novices, and as they work without professional supervision or
guidance, are expected to very quickly demonstrate the attributes of experts. Furthermore,
both person-dependent and socio-cultural factors shape the subjectivities of workers in the
health and community services sector, and either positively or adversely affect how they
enact safe manual handling practices in the workplace (Billett, 2011a; Collin, Paloniemi,
Virtanen, & Eteldpelto., 2008; Etelapelto et al., 2013; Rogoff, 1990; Shanks et al., 2012). It
is also proposed that despite the relative social isolation of these workers in clients’ homes,
the in-home disability support role is still influenced by a set of socially engendered roles
and expectations. The role requires participation in a particular kind of social world as these
workers interact and negotiate with clients and their families, support organisations, and
relevant members of the wider community such as employers and those in housing,
transport, education and consumer services.

With these proposals in mind, this chapter seeks to outline the existing goals for
manual handling training of in-home disability support workers. The discussion also
includes some consideration of the potential problems associated with learning, transferring
and adapting knowledge and skills from the classroom setting to the circumstances of work.
Strengths and weaknesses of existing educational provision are also summarised
throughout the chapter. Consequently, from these discussions, which include both a review
of the literature and consideration of my experience as an educator in this field, a
developmental trajectory that may help these workers progress their learning is suggested.
Finally, the chapter concludes with some procedural questions (i.e., about achieving work
goals) that will be examined in this study. However, firstly, it is necessary to establish a
perspective from which to identify the kinds of knowledge required for in-home disability
support work, as this may assist in establishing the goals toward which instructional efforts

need to be addressed, and appraisals and evaluations inevitably will be directed.
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Learning and transferring knowledge across settings: A constructivist perspective
This inquiry adopts a constructivist approach to describing, explaining and predicting how
in-home support workers learn the requirements for their role. The essential core of this
perspective is that learners actively construct their own knowledge and meaning from their
previous personal experiences and interactions with others (Dangel, 2011; Fosnot, 2013).
Von Glasersfeld (1984) proposes three essential epistemological tenets of constructivism:
(@) knowledge is accumulated as a result of active cognising by the individual, comprising
the processes of construing what is experienced and constructing response to it which is not
enacted as a passive process; (b) cognition is an adaptive process that may assist an
individual to behave more appropriately within their particular environment; and

(c) cognition organises and makes sense of one’s experience, however does not necessarily
render an accurate representation of reality. In their appraisal of constructivism from the
perspective of career and technical education, Doolittle and Camp (1999) cite groundwork
by Dewey (1938), Gergen (1994) and Vygotsky (1978) in acknowledging both the
biological and neurological contribution to construction of knowledge, and the belief that
knowledge is the result of social, cultural and language-based interactions. Therefore, a
constructivist view holds that learners play the central and highly active role in the
construction and enactment of their knowledge, that individual and socio-cultural
experiences are important in the knowledge construction process, and that this knowledge
created will be represented by the learner in diverse ways (Doolittle & Camp, 1999;
Roberts & Ball, 2009).

Constructivism, however, does not have a unified theoretical position. There are at
least two distinctions in the constructivist literature: cognitive constructivism and socio-
cultural constructivism. In overview, cognitive constructivists (e.g., Piaget, 1968) deem
knowledge to be held in memory as a series of symbolic mental representations and images
(or cognitive structures) consisting of both conceptual and procedural knowledge
(Anderson, 1982) and organised into sets of schemata (Yates & Chandler, 1991). Within
this framework, cognitive activities such as learning and transfer are dependent upon the
mechanisms by which individuals acquire, construct, arrange, utilise and modify their
cognitive structures (Glaser, 1984). Deep layers of conceptual knowledge and higher orders
of procedural knowledge are held to be more likely to promote “far” transfer (Billett, 1998).

Individuals who are able to more rapidly access and efficiently utilise an organised body of
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conceptual and procedural knowledge are more likely to display higher levels of expertise
(Glaser, 1984). In contrast to this predominantly internal conception of knowledge
construction, socio-cultural constructivists focus on the external, social and historical
origins of knowledge (Scribner, 1985; Vygotsky, 1978). In this view, the structure and
organisation of knowledge is determined by an individual’s participation in activities (e.g.,
paid work) which are socially and culturally mediated, constantly evolving over time
(Bourdieu, 1991, Scribner, 1985; Vygotsky, 1978), and located within a situation of
practice (Gherardi, 2009; Hughes et al., 2013; Lave & Wenger, 1991). Studies in language
acquisition (Bourdieu, 1991; Confrey, 1991), for example, suggest that learning to speak
with a certain accent, apply intonation and assign meanings and values to words is a largely
external, socio-cultural mediated process.

While these represent two separate constructivist perspectives, there has been some
attempt to recognise the relationship between the internal cognitive processes of the
individual and the socio-cultural circumstances in which they act (Billett, 1996; Valsiner,
1994). Indeed, discussion of both viewpoints in relation to learning in-home disability
support work may afford better understanding of the interaction between cognition and
social sources of knowledge. Each worker-learner interprets experiences and information
on the basis of their existing knowledge, their stage of cognitive development, their cultural
background, their personal history, and so forth. Valsiner (1998) refers to this as
individuals’ cognitive experience. Learners may use some or all of these factors to organise
their experience and to select and transform new information. Knowledge is, therefore,
actively constructed by the learner, rather than passively absorbed as behaviouralists might
suggest. Moreover, how knowledge is constructed is essentially dependent on the personal
position from where the learner approaches it.

The processes of “knowing” and obtaining “knowledge” may also be described by
education theorists as problem solving, learning, transfer, and adaptability (Billett, 2001b).
Consequently, throughout this dissertation these terms are used interchangeably. However,
some references are made specifically to near and far transfer. By way of brief explanation,
near transfer is essentially the transfer of knowledge or actions between similar contexts
(Salomon & Perkins, 1990). Near transfer differs not too much from the original learning,
with similar or identical cues to facilitate the application of previously learned knowledge

and skills. Far transfer refers to transfer between different contexts (Salomon & Perkins,
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1990). This type of transfer involves some adaptation of previous learning for the new
situation, and the cues that support or inhibit that transfer are considerably different from

those involved in the original learning.

The framework for learning in-home disability support work

In relation to in-home disability support workers, two factors have already been advanced
in Chapter 2 that may assist to locate their learning within both cognitive and socio-cultural
constructivist frameworks. Firstly, learning the various aspects of in-home disability
support work is problematic in so far as it is situationally shaped, and is often non-routine
in nature. Moreover, whether or not workers are deemed competent in various aspects of
their work, including manual handling, is largely determined by assessing workers against a
series of measurable steps or tasks. Significantly less consideration is given to how the
information is actually acquired, and the ways in which these workers adapt their learning
to the various situations they encounter during the course of their work (Garside &
Nhemachena, 2013; Hager, 1995; Pijl-Zieber et al., 2014). My experience in the health and
community services sector suggests that the majority of manual handling training for in-
home disability support workers is conducted in brief, competency-based classroom
sessions, where ability to replicate basic manual handling skills equates to “manual
handling competency”. Yet, workers are then expected to adapt and transform these skills
in the circumstance of its practice which contains a number of impinging factors. These
include resource and time constraints, clients with varying support needs, and
environmental constraints such as confined space, obstacles, lack of appropriate equipment
and temperature extremes.

Secondly, the majority of disability support is performed by female, middle-aged,
low-paid, entry-level workers with low socio-economic status and diverse cultural
backgrounds (AIHW, 2013; Markannen et al., 2014; Somerville, 2006a), and these workers
come to the role with a range of understandings and experiences in health and community
care. This form of work is often viewed as an extension of the mothering role, where
disregarding safe manual handling techniques taught may be expected for the benefit of the
client or “family member” (Markannen et al., 2014; Meagher, 2006; Nay & Garratt, 2002;
Somerville 2006b). As the work is performed within the privacy of clients’ homes, there is

negligible supervisor or peer support, and no expert on whom to model their practice. So, in
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the case of in-home disability support workers, it may be useful to consider their learning
within both the cognitive and socio-cultural constructivist frameworks, and identify the
kinds of conceptual, procedural and, later on in this chapter, dispositional knowledge

required for the role.

The conceptual and procedural knowledge required for in-home disability support
work: Manual handling

The term knowledge is used here in reference to the conceptual and procedural cognitive
structures, or “representations”, that are organised, interlinked and held in memory. These
cognitive structures are deployed by individuals to achieve their learning goals, and are
further extended and developed through this deployment (Yates & Chandler, 1991). While
the usual distinction is between conceptual and procedural knowledge (Anderson, 1982;
Glaser, 1984) or knowledge “that” and knowledge “how” respectively (Ryle, 1949), it is
proposed that these kinds of knowledge are inherently dispositional and may underpin how
cognitive structures are deployed (Billett, 1997; Perkins, Jay, & Tishman, 1993). So, there
is interdependence between individual and social processes in learning and development
(Wertsch, 1991), which are proposed as bases for knowing (Billett, 2001b). Here, knowing
iIs held to be an active and reciprocal process which brings together knowledge sets (i.e.,
conceptual, procedural) in engaging with the world beyond the physical self and internal
processes of the mind (Billett, 2001b).

Conceptual knowledge

Conceptual, propositional or “declarative” knowledge (Anderson, 1982), or knowledge
“that” (Ryle, 1949), comprises concepts, facts, assertions and propositions. This type of
knowledge is differentiated by levels of increasing complexity, ranging from simple facts
through to deeper levels of conceptualisation and understanding. As learners secure
concepts and can identify relationships and interconnectedness amongst them, depth of
understanding increases (Billett, 2013; Prawat, 1989). According to Pea (1987) and Royer
(1979), a deep level of conceptual knowledge enables the abstraction of principles and
concepts, which may lead to effective complex problem solving and transfer of knowledge

to novel situations.
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A profusion of key manual handling concepts, facts or propositions have comprised
the content of training sessions for staff of the health and community services sector over
the years (e.g., Dotte, 2003; Tuohy-Main, 1994; Varcin-Coad, 2003; and Varcin, Claus,
Van den Hoorn, & Hodges, 2014). However, only four manual handling training concepts
have been selected for the purpose of this inquiry, simply on the basis of their having been
observed most frequently in my experience as a trainer and observer of numerous manual
handling training sessions for in-home disability support workers over a 20-year period.
Closely aligned with Varcin-Coad’s “Freestyle Strategy” for manual handling (2003), these
concepts are: (a) planning and preparing for manual tasks, (b) body positioning and balance
for safe manual handling performance, (c) utilising the pelvis to power movement and
handling of a load, and (d) recruitment of core muscle strength (Varcin-Coad, 2003). These
four concepts are now briefly elaborated.

Firstly, before attempting to move or handle people safely, these workers need to
plan and prepare, and modify if necessary, themselves, their client, and their environments
to undertake the manual task safely. This planning, modification and preparation is
underpinned by an understanding of their own bodies, including anatomy and physiology,
particularly of their spinal column; personal risk factors such as fatigue, temperature
extremes, restrictive clothing, and previous or existing conditions; and the subsequent
importance of optimally positioning their bodies for each unique handling task. Moreover,
this planning and preparation may also include (but is not limited to) ensuring that
individual workers are confident in their ability to perform the task, setting up and using
manual handling equipment effectively, modifying the environment to allow for easier
handling, and appropriate communication with their client to ensure maximum cooperation
and assistance during the task. Secondly, and following on from this, it is important for
these workers to comprehend the concept of establishing a position of strength with their
feet and bodies prior to undertaking a manual handling task, and from this position be able
to hold and move the load (i.e., a person or object) close to their bodies, as a means of
placing the least amount of strain or pressure on the discs within their spinal column and
again reducing their risk of injury. Thirdly, workers are required to understand the
proposition of flexing at their hip and knee joints and using their pelvis to power the
movement and handling of a load, as another means of placing the least amount of strain on

their bodies. And fourthly, an important concept for safe manual handling is recruitment of
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the core muscles of the worker, that is, conscious contraction of deep layers of their
abdominal and back muscles throughout manual handling tasks which can provide a
constant girder of strength and stability for their bodies and subsequently protect them from
injury. Together, these sets of concepts are widely accepted as being central to the
performance of safe and effective manual handling (Varcin-Coad, 2003).

So, conceptual manual handling knowledge for in-home support workers is largely
centred around awareness and principled understanding of their own bodies. In the
classroom, this knowledge is usually conveyed through discussion, visual aids such as
diagrams and anatomical models, and practical demonstrations of the required movements,
and is supported by written materials distributed to all classroom trainees. The aim here, is
that when first undertaking their in-home support roles, novice workers will consciously
retrieve their domain-specific conceptual knowledge in an effort to perform the required
manual handling tasks, but as they automate some of these skills and move towards more
autonomous stages of skill acquisition, they will rely less on this type of knowledge and
more on the advancement of their procedural knowledge to become skilful workers
(Anderson, 1982). In addition, as these workers establish links and associations amongst
concepts, their depth of understanding about their support role increases and they are more
likely to be able to solve complex problems. For example, in-home disability support
workers may use an understanding of their own body mechanics to safely hoist a client in a
non-routine situation, such as from the floor of an extremely confined space of a bathroom.
In this way, deep conceptual knowledge enables the worker to understand the nature of the
problem (e.g., client on floor, confined space, use of mechanical hoist) and relate it to other
considerations (e.g., positioning of equipment while maintaining neutral spine, recruitment
of core strength to protect their body in confined or awkward spaces).

For in-home disability support workers learning manual handling, however, there
are two potential limitations here: (a) perceived regulatory and organisational constraints,
and (b) some essential concepts for safe work performance that may be “hidden” and are
often difficult for these workers to access and learn before manual handling injuries occur.
These potential limitations are now elaborated.

The National Code of Practice for the Prevention of Musculoskeletal Disorders
from Performing Tasks at Work (2007) suggests provision of information, instruction,

training and supervision as a means of controlling manual handling associated risks, if
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(a) exposure to the risk cannot be minimised by other means, or (b) as a means of
augmenting other control measures. Beyond this brief government recommendation,
however, there is little suggested about how, when and where this conceptual knowledge of
manual handling should be learnt, the duration of programs, how this kind of knowledge is
assessed, the qualifications and experience of the educators, or the degree of ongoing
support to be provided to workers as they seek to adapt this knowledge to the various
people-handling situations they may encounter. That is, little guidance is provided about
learning the knowledge required for effective performance. Instead, measurements and
bases for performance are discussed, yet few guidelines are offered for how these capacities
can be developed.

Predictably then, community service providers with their perceived financial and
staffing constraints, will use the recommendations in this Code of Practice to deliver
classroom- (or office-) based training sessions in as brief a time as possible in an effort to
meet minimum requirements, yet still provide satisfactory documentary evidence for
auditing and funding purposes. The risk here is that these brief training sessions may
provide little time or opportunity for novice workers to develop anything other than surface
or simple factual knowledge. As a result, much of the conceptual knowledge required for
safe in-home disability support work is often hidden from these workers, and they are
required to work it out for themselves in the relative social isolation of clients’ homes.

Perhaps this potentially hidden knowledge required for enacting safe support in the
absence of expert guidance is a result of the history and development of the in-home
support role over time. The preceding chapter established that the role encompasses a wide
variety of tasks that historically were carried out for people with disabilities by “good
Samaritans”, that is, unpaid carers such as friends, neighbours and relatives. Yet, the
development of an occupation comprising a generic disability support worker role, that
lacks the rigour of a well-defined structure (such as that of a nurse or occupational therapist
providing some overlapping support, for example), may lead to ambiguity about who does
what, particularly when the concept of the support worker as a professional with a clear role
and boundaries for support provision is often hidden, and not made explicit in manual
handling training sessions. The risk here is that hidden concepts, along with lack of time to
learn them, may lead to poor job satisfaction, high staff turnover (Baldwin et al., 2003, in

Manthorpe & Martineau, 2008), and an increased incidence of work-related injuries, as
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workers feel obliged to risk the health and safety of their own bodies for those of their
clients. In response to roles and role boundaries, one support worker suggests: “You’ve got
to be confident to say, I’m sorry, I know that Joe Bloggs could do such and such, but I
can’t” (Nancarrow, 2004, in Manthorpe & Martineau, 2008, p.18). So, in making explicit
some of the hidden concepts that encourage workers to develop a strong sense of
themselves as valued professionals, and increase their understanding of the expectations
and limitations of the support role, expertise and confidence in their work (including
manual handling techniques) may be enhanced.

However, the constantly evolving nature of work practices, and the complex
interplay of factors that influence work performance, mean that there may be no limits to a
person’s depth of understanding (Billett, 2001a). So, despite the brevity of the current
classroom training sessions, it may still be possible for these workers to develop the kinds
and depth of conceptual knowledge that is most likely required in clients’ homes. This
includes the range of complex and non-routine situations that they may encounter on a
regular basis. It follows then that, on its own terms, the lack of more experienced partners
does not mean that the required level of development cannot be realised. However, on the
other hand, there is no guarantee that this development will occur in practice settings unless
individuals have the capacities and interest to learn this knowledge. The same is likely to be
true of procedural development.

Procedural knowledge
Procedural knowledge, or knowledge “how” (Ryle, 1949), comprises techniques, skills and
procedures used to enable skilful action (Stevenson, 1994). It is the knowledge that we need
and apply to “do” things. This procedural type of learning was also identified in the 1970s
by Scandura (1973, 1984) who suggested that knowledge consists of a set of rules (or
components) to be determined, and then applied as a sequence of procedures (or operations)
to a problem domain in order to achieve a solution. Scandura (1973, 1984) proposes that
the use of lower-order rules, which represent the most basic components that a learner
needs to know for solving a well-defined problem, leads to the development of higher-order
rules, which can then be used to solve more complex problems.

In echoes of structural learning theory, Stevenson (1991) classifies procedural

knowledge into three levels or orders. First order or specific procedures are employed to
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achieve specific goals or tasks. For example, changing gears in a car, hammering a nail
(Billett, 2001a), or pushing a client in their wheelchair from one part of their house to
another, are all tasks that may be performed by workers without the need for conscious
thought. However, these procedures are specific to routine tasks only, and are not effective
when non-routine or ill-defined tasks are encountered (Stevenson, 1991). An in-home
disability support worker who can push a wheelchair across a level surface within a client’s
home may not be able to safely manoeuvre the chair in other circumstances, such as up the
steep incline of a driveway, or across an uneven footpath to a bus stop. In these instances,
the second-order procedures of monitoring, evaluation and strategy selection are employed.
Noteworthy here, however, is that these capacities are largely person dependent. That is,
individuals will most likely be at different points in their development, and have different
orientations and capacities when commencing their development of these procedures. Work
activity is broken down into a series of sub-tasks (Greeno & Simon, 1988) or a “means-
end” approach is considered (Newell & Simon, 1972), where the worker plans what is
required to successfully undertake the task. An in-home disability support worker may
suggest that the client uses a motorised wheelchair to access the community, enlist
assistance ahead of time to push the client up the driveway, or plan the most ergonomic
route to the bus stop. In this case, that decision is based on higher orders of procedure. That
is, first- and second-order procedures are managed by a third or higher-order procedural
knowledge (Stevenson, 1991), which monitors and organises activities, and switches
between orders as required. While first- and second-order procedures are most likely
embedded in a particular social practice, third-order procedures are less likely to be context
specific as they facilitate the abstraction of meaning from one particular social context for
transfer to another (Garner, 1990). These procedures are particularly important when
engaging in non-routine activities such as complex problem solving and adapting
knowledge to new situations (Gott, 1989), and successful performance in these kinds of
situations is considered to be the “hallmark of human cognition” (Anderson, 1982, p. 391).
For example, an in-home disability support worker may have the first- and second-order
procedural knowledge required to move a client with a physical and/or intellectual
disability from the floor of their home (i.e., enlist the cooperation of the client and do not
move them unless absolutely necessary, plan a route, clear any surrounding obstacles,

obtain the help of another person or use a mechanical hoist, etc.). Yet, when required to
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perform the same task outside the home (e.g., client deliberately sits down on a pedestrian
crossing on a busy road and refuses to cooperate), they may need to abstract knowledge
obtained from other situations (e.g., first aid emergencies, dealing with clients with
behavioural issues) to secure an outcome. That outcome may be to protect themselves, their
client and others from the danger of oncoming traffic, utilise behaviour management
techniques learned in the management of other clients to encourage the client to stand, and/or
enlist the help of professional emergency services such as ambulance or police officers.

In the brief classroom-based training sessions, the emphasis of procedural manual
handling knowledge and skills training appears to be largely on first-order procedures. For
example, using their peers as “clients”, novice workers learn how to push wheelchairs,
move clients up, down and from side to side in bed, and use handling equipment such as
slide sheets and mechanical hoists, all activities which can be categorised as first-order
procedures. As these procedural techniques become well practised, the aim is for workers
to compile this knowledge and skill through processes of composition and
proceduralisation (Anderson, 1982), that is, for workers to compose or group a series of
movements or tasks into one single production, and create a more efficient procedure which
no longer requires the conscious retrieval of conceptual knowledge (Anderson, 1982). For
example, learning to operate a mechanical hoist to move a client from bed to their
wheelchair may at first require a series of conscious, practiced movements (e.g., place sling
under client, move hoist into position, attach sling to hoist, raise bar of hoist slightly to
check sling under tension, etc.). As these movements become automated, workers may rely
less on their conscious effort and be able to perform other tasks concurrently, such as
converse with the client on an unrelated topic. However, when conscious decision making
is required, for example, when a client experiences a seizure during a hoist transfer, higher-
order procedural knowledge is employed to solve non-routine problems (Evans, 1991; Gott,
1989; Stevenson, 1991). This kind of capability is necessary to respond to new situations as
they arise in workplaces (Billett, 2001b; Collin, 2002, 2004), and is especially relevant to
in-home disability support workers as they potentially face non-routine tasks and problems
in clients’ homes without the close support and guidance of more experienced workers.

As with the limitations in developing a deep level of conceptual knowledge in brief
classroom training sessions, there are also potential challenges in developing the higher

orders of procedural knowledge required in clients’ homes for safe manual handling. The
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National Code of Practice for the Prevention of Musculoskeletal Disorders from
Performing Manual Tasks at Work (2007) stipulates that training for new workers should
include opportunities to practise manual handling tasks, including the use of new
mechanical aids and devices. Yet, as Billett (2011a) points out, learning to perform work
tasks effectively is underpinned by opportunities to observe, model and repeatedly rehearse
them. So, a brief classroom training session, followed by negligible direct peer, expert or
supervisor guidance as they attempt to adapt what they have learned to new circumstances
in clients’ homes, may support the development of first-order procedures only.

An additional concern here is the lack of time for these workers to become
embodied in their support role. Learning manual handling techniques in classrooms as a
series of concepts and procedures, means that while workers have an understanding of
anatomy and physiology of the human body, and can carry out the very personal aspects of
disability support, they lack the time necessary to develop an awareness of their own bodies
(Somerville & Bernoth, 2001). The merit of embodied learning is also evidenced by
Somerville’s (2006b) study of how a group of miners learned to work safely. These
workers described “pit sense”, where their senses such as sound, smell, touch, and kinetics
within the physical and social environment of an underground mine work together in a
complex way to determine whether or not their body is safe, as the most important aspect of
learning safety at work. Believing that this embodied knowledge resides in the body and
cannot be taught as a series of concepts or procedures, the mine workers in Somerville’s
study resisted learning in this way and suggested that safe work practices can only be
learned over a long period of time. So for in-home disability support workers, the
limitations are twofold. Firstly, attendance at brief classroom manual handling training
sessions consisting only of concepts and procedures means that embodied knowledge is not
actively encouraged. Secondly, due to the lack of organisational follow up and support in
the workplace (i.e., clients’ homes), it may not be known whether these workers come to
embody their manual handling knowledge over time.

Billett (2011a) also acknowledges the contributions and enactment of both the mind
and body in securing learning outcomes in work settings. In addition to the conceptual and
procedural knowledge required for effective work performance, he identifies the haptic
qualities of learning (i.e., learning through the sense of touch) as important for many work

roles such as doctors, physiotherapists and midwives. Gowlland (2012) and Singleton
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(1989) both note that in learning skills such as pottery and porcelain manufacture, a more
experienced worker will closely guide the hands of a novice as a means of assisting
learning the kinds of knowledge which cannot be taught through books alone. For in-home
support workers learning manual handling in a classroom, the development of haptic
capacity may be central to learning safe techniques to move people. In my experience as a
manual handling trainer, workers in classroom practical situations who attempt to apply the
conceptual knowledge of manual handling (i.e., correct posture, pelvic power, core muscle
recruitment) to a number of procedures (e.g., rolling a client in bed, pushing a wheelchair)
have reported “that just didn’t feel right” when using only their upper body to perform the
task. With my close guidance, however, including working alongside the trainee or by
placing my own hands over those of the worker and asking them to mirror my movement,
they have reported feeling “much better” when correctly powering the movement through
their pelvis and core muscles. Moreover, peers who act as clients for the classroom
practical activities may also benefit from the haptic qualities of this learning. When moved
incorrectly, they have reported experiencing the jerking movement through their bodies, in
contrast to the smoother movements when handled utilising correct techniques.

Consequently, support workers may learn valuable manual handling knowledge and
skills by way of bodily sense and feel, including the benefits of correct techniques for the
safety of both the worker and the client. Again, a limitation in developing the haptic
capacity of in-home disability support workers is the brevity of the classroom training
session, and the lack of ongoing support and guidance by more expert others as these
workers continue to learn and develop their manual handling knowledge and skills in the
workplace.

In summary, manual handling training for in-home disability support workers, as it
often seems to be provided today, focuses largely on explicating conceptual knowledge of
the human body and movement — anatomy and physiology, posturing, utilising pelvic
power and recruiting core muscles for all moving and handling tasks. Procedurally, workers
consciously retrieve these concepts to compile a series of movements or steps into simple,
first-order procedures such as rolling a client in bed or pushing a wheelchair. There are
limitations here. These include regulatory constraints that, beyond providing a list of
competencies for safe manual handling, offer little guidance about exactly how this

knowledge should be learned. Perceived organisational constraints such as funding and
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human resources have resulted in training sessions being conducted in as brief a time as
possible. There is also little or no support from more experienced others in clients’ homes
as novice workers attempt to adapt their conceptual and procedural knowledge to their
work situations. The brevity of the classroom training sessions and lack of close guidance
in the workplace also provides limited opportunities to observe, model, rehearse and “get
the feel for” manual tasks, or to become embodied in their support role and gain a sense of
themselves as a caring professional. Despite these limitations, the procedural knowledge
and skills taught in a classroom may affect how workers participate and engage in goal-
directed activities in clients’ homes, and may still positively influence learning (Billett,
1998). It is also held that problem-solving activity may transform knowledge, a discussion

of which now follows.

Organising and deploying knowledge in problem-solving activities
The groundbreaking work of Newell and Simon (1972) and subsequent cognitivist theorists
(e.g., Anderson, 1982; Glaser, 1984; Scandura, 1973; VVoss, 1987) on the knowledge
required for expert performance, sought to reconceptualise the concepts of learning and
transfer in terms of the general information model of human problem solving. Defined by
Newell and Simon as activity undertaken by “a person confronted by a problem when he
[sic] wants to do something and does not know immediately what series of actions he can
perform to get it” (p. 612), problem solving involves utilisation of cognitive structures to
manipulate a problem in order to achieve a solution. Importantly, the human process of
problem solving also has a legacy: change in the individual, which is referred to as learning
(Anderson, 1993).

Voss (1987) cites Newell and Simon (1972) and Voss, Greene, Post and Penner
(1983) in developing an argument that transfer “... basically consists of problem-solving
activity in which input information is interpreted, stored, and subsequently utilised”
(p. 612), and suggests that in transferring learning, the individual constructs a pattern of the
information based upon their prior knowledge. The information is then processed using a
pattern-matching procedure, where new information is aligned with what is already known.
Voss states very strongly that transfer involves not only knowledge acquisition, but
knowledge utilisation, and indeed that the two are co-determinant.
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Explained in this sense, when learners are transferring knowledge, they not only use
the knowledge of that particular domain, but other domains, “... relating one’s existing
knowledge to the incoming information and integrating the old and new knowledge” (Voss,
1987, p. 611). For example, in my experience as a manual handling trainer, many training
participants appear to more readily adopt the techniques for moving and handling people
(i.e., moving their own body fluidly and without jerk force) when they associate the
movements with a previously learned martial arts discipline. In this way, more effective
transfer may take place when learners are able to process new information (e.g., manual
handling of people) and firmly integrate it with their prior knowledge (e.g., Tai Chi). By
engaging in manual handling activities in both classroom and in-home settings, disability
support workers may not only learn and transfer new knowledge, but use existing
knowledge representations in memory to reframe manual handling problems as ones which
are solvable, and consolidate what they already know (Prawat, 1989). Van Lehn (1988)
views this type of learning and transfer of knowledge from one situation to another as
negotiating and resolving an “impasse” (p. 38) and suggests that learning will only occur in
these instances.

Billett (1998) considers transfer and problem solving in terms of routine and non-
routine cognitive activity, with situational factors and social circumstances affecting
problem-solving approaches and responses. Routine problems are those in which resolution
requires simple deployment of schemata and minimal engagement of cognitive structures,
whereas resolution of non-routine problems necessitates more complex searches of
schemata and extensive, conscious effort (Billett, 2008). In relation to manual handling,
simple techniques taught in a classroom and practised in a simulated, spacious and well-
equipped setting on cooperative, able-bodied fellow students, may constitute well-defined
or routine problems which are easily solved, may build upon and reinforce existing
knowledge, and may facilitate near transfer. In the home support setting, however, with a
greater number of lesser known variables such as space limitations, lack of or inappropriate
equipment and clients with reduced motor and postural control, non-routine problem-
solving strategies may be required. These strategies require learners to recall previous
similar situations, existing conceptual knowledge and higher orders of procedures in a
conscious effort to effect a solution. This type of activity is usually associated with new

learning (Anderson, 1993; Shuell, 1990) and is more likely to promote far transfer (Royer,
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1979). Beyond a mechanistic process of solution search are also personal factors associated
with the range of scenarios to which the individual has access, and also their interest in
engaging in a limited or extensive solution search.

Whether or not a problem is identified as routine or non-routine is person dependent
in that what is considered a routine problem for one individual may be more complex for
another. These distinctions are made on the basis of an individual’s internal mental
processes and the social circumstances in which they may be required to achieve a solution
(Billett, 2008). In the case of community-based disability support workers, a person with
previous experience with a frail, elderly parent or family member with a disability may
consider the task of taking a client shopping (e.g., finding an accessible car parking space,
assisting the person out of the car and into their wheelchair, finding an easy way for the
person to access the shopping centre in their wheelchair) as a routine problem. However,
this may be a non-routine problem for a worker whose previous experience is in supporting
residents or clients in a nursing home or respite centre who rarely access the wider
community. In any case, when attempting to solve these problems, the worker will
construct a problem space (Newell & Simon, 1972) or initial representation of the problem,
the nature (i.e., quality, completeness and coherence) of which will determine the efficiency
of further thinking (Glaser, 1984). Again, how people construct and interpret the problem
space is dependent not only on cognition, but the social situations in which they are
encountered (Billett, 2008). This is because a particular set of social circumstances, along
with the roles, expectations and influences that accompany them, will organise and shape
learning activities in so far as they likely offer solutions as well as pose the problems
(Rogoff, 1990; Scribner, 1985).

So, problem solving is increasingly seen as a matter of transfer (Stevenson, 1994).
Manual handling problems presented in brief classroom-based training sessions are
intended to be routine, yet in-home disability support workers will potentially face non-
routine manual handling problems in the workplace. A risk, then, is that too much is
demanded from these learners in brief training interludes, and they may be pushed into
transfer and problem solving before rudimentary understanding and learning has taken
place (Cornford, 2005). Effective problem solving is considered to be a major attribute of
expertise (Glaser, 1984; Stevenson, 1994), and in-home disability workers are often

expected to display this expertise by solving complex problems in the workplace. However,
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they may well only be novice learners, required to apply manual handling principles to a

range of in-home support tasks without having grasped the basics. In view of this range of
variables, and in an effort to understand how best to develop expertise in manual handling,
some discussion of the differences between novices and experts, and the characteristics of

expert performance for in-home disability support work, is warranted.

Expertise in manual handling: A major goal for safe and healthy in-home disability
support workers
Improving the manual handling knowledge and expertise of in-home disability support
workers is essential, because this can potentially reduce musculoskeletal injury rates, staff
turnover, and costs to organisations in recruiting, orientating and training new staff, which
may ultimately lead to safer and better quality support for clients. Benner (2004) adapts a
model proposed by Dreyfus and Dreyfus (1986) to describe how nurses acquire skills and
knowledge by ascending through five levels of proficiency. These levels are novice (i.e., no
experience), advanced beginner (marginally acceptable performance), competent
(moderate, specific experience), proficient (moderate, broad experience), and expert
(extensive experience, intuitive). Only two sets of workers are distinguished by Cornford
(1996): more experienced workers (i.e., competent, proficient and expert), and
inexperienced (i.e., novices and advanced beginners). He defines novices or advanced
beginners as “those who have not yet developed the full range of skills to perform a job
consistently to a satisfactory standard and are generally new to a particular work area or
knowledge” (p. 33), and experts as those who display “consistently superior knowledge,
skill and problem-solving” (p. 33) and are more likely to be “autonomous learners who can
control their own learning” (p. 33).

However, others (e.g., Billett, 2001b; Ericsson, 2004; Kirkman, 2013; Wilkesmann
& Wilkesmann, 2011) argue that there is no particular sequence of proficiency and, in fact,
expertise is not only domain specific, but an expert worker in one situation may be
considered quite inept in another, because they may lack the kinds of knowledge required
to be effective in that setting. This effectiveness may depend largely on the circumstances
of work which, beyond generic principles required for practice, are unlikely to be identical
in all situations. For example, an in-home disability support worker may be an expert in

manually handling people with intellectual disabilities and associated behavioural issues
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(such as assisting the person to walk, using calming grasps and verbal cues to handle an
uncooperative or resistive client, etc.). Yet, the same person may be a novice in using a
mechanical hoist to move a person with a physical disability from the floor. The
distinctions between novices and experts here are found in the way individuals organise
their domain-specific knowledge in solving problems. Novices may respond to the
superficial features of problems, where experts are able to retrieve deeply structured and
indexed knowledge to successfully solve complex issues (Billett, 2001b). Nevertheless,
whether skills develop in sequence or otherwise, this type of learning is likely to be person
dependent. Learning the knowledge and skills required for in-home disability work may
require some kind of negotiation by the individual between their cognitive and social
experiences (Cobb, 1998; Salomon, 1997) and, therefore, is likely to be personally and
culturally unigue (Valsiner, 2000). Moreover, it may be the individual learner who decides
what knowledge and skills are worth learning, and the level of engagement in their
development (Goodnow, 1990). So, there may be personal, cultural and social contributions
to learning.

In view of this person-dependent nature of expertise development, distinguishing
the different levels of experience of learners is an important step in teaching and learning in
an effort to identify existing knowledge and propensity for more advanced learning
(Cornford & Beven, 1999; Smith, 2002). However, determining the level of experience of
an in-home disability support worker poses difficulty in that they only present to brief
classroom training sessions, and ongoing observation and assessment of their skills and
knowledge in the workplace is extremely limited. Many of these workers may enter a
client’s home as one of Cornford’s (1996) novices or advanced beginners, yet as they work
with minimal professional supervision or guidance they are expected to very quickly
become experts. This is a very ambitious expectation, although according to Cornford not
altogether unattainable. His examples of skills such as tattooing in Japan, which survived
and developed despite widespread social disapproval, and Hargrave’s box kite, developed
in a socially neutral environment as a means of understanding flight, suggest that it is
possible for individuals to increase their levels of experience or expertise even in situations
of relative social isolation and without positive support or feedback. On the other hand,
Cornford and Beven (1999) suggest that leaving novice learners to “piece together a picture

of the complex workplace environment without guidance is more likely to result in
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incorrect and fragmented understandings” (p. 28). The challenge here for in-home disability
support workers then, is how best to facilitate their development from novice to expert in a
relatively short timeframe, that is, assist them to develop principled understandings of
manual handling concepts, robust manual handling procedures and, thereby, encourage
effective transfer and adaptability of manual handling skills and knowledge from brief
classroom-based training sessions to the relative social isolation of their clients’ homes.

Stevenson (1994) states that to simply make knowledge available (e.g., in classroom
training sessions) to learners is insufficient. Instead, relevance needs to be clearly
identifiable by accessing what is already known and linking this to new knowledge. This
claim is supported by my study of community support workers in a respite centre over 6
weeks following a brief manual handling training session (Town, 2005). On occasions
where informants were able to identify situations in the workplace for using their newly
learned manual handling skills and knowledge, they were more willing to try the
techniques, and most informants demonstrated positive and far transfer at the end of the
study period. Moreover, workplace autonomy may be a predictor of longer-term transfer
(Clarke, 2013; Salas et al., 2012). This sense of professional autonomy is supported by
Axtell, Maitlis, and Yearta (1997), whose study of the transfer of workplace interpersonal
skills training reported that one year after training, employees who had more control over
their work were able to find more opportunities to apply their newly learned skills and
enhance transfer. So, it may be possible then, for novice in-home disability support workers
who perceive the relevance of their manual handling training and have an enormous degree
of autonomy in their roles, to develop expertise in a relatively short time frame, despite a
complex working environment and low social guidance.

The idea that an individual’s pathway to expertise involves a deepening process of
participation in a community associated with practice has gained significant ground in the
past two decades (Brown, Collins, & Duguid, 1989; Gherardi, 2009; Hughes et al., 2013;
Lave & Wenger, 1991; Rogoff & Lave, 1984). Communities of practice are groups of
people who engage in a process of collected learning in a shared domain of human
endeavour (e.g., a tribe learning to survive, an online discussion forum, workers on a
factory floor, scientists in a laboratory (Lave & Wenger, 1991)), each with a particular set
of norms and practices known as the culture of practice (Brown et al., 1989). It is through

the process of sharing information and experiences with the group that the members learn
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from each other and have an opportunity to develop and continually evolve, both personally
and professionally (Lave & Wenger, 1991). In addition, expertise is associated with identity
formation and transformation, as “learners move from the outer peripheries of a community
of practice to full acceptance within the community” (Stevenson, 1994, p. 25). So, expertise
within this framework is conceptualised as the socio-cultural construction and organisation of
knowledge, is transformed by the particular practices of a community (Billett, 2001a), and is
characterised by full participation in a community of practice (Lave & Wenger, 1991).

Stevenson (1994) and others (e.g., Hislop, Inglis, Cope, Stoddart, & Mclntosh,
1996; Onda, 2012; Woolley & Jarvis, 2007) suggest that by facilitating access to, or
reproducing relevant aspects of a community of practice, conceptual and procedural
development of learners is more meaningful and expertise more likely to be developed,
because this provides opportunities for effective development and deployment of schemata
(Brown et al., 1989). This poses a significant challenge for vocational educators, because
even when an activity (e.g., the manual handling task of repositioning a client in bed) is
conceptually similar at the socio-cultural level, there are a number of situational factors
(e.g., a demanding client, time constraints, access to equipment) that will influence how the
associated skills are enacted. There are many cases where disability workers providing
support across a number of residences and with different clients might be considered
experts in one setting, yet struggle to learn and enact the support techniques for a client in
another. So, expertise needs to be considered on a situational basis, and is related to the
unique characteristics of each workplace (Billett, 2001b). To be concise, expertise is held to
be “situated, dynamic, founded in and relational to practice” (Billett, 2001b, p. 444).

The previous sections have discussed categories of knowledge, their organisation
and deployment in problem solving, and ways in which workers may move towards expert
performance. Cognitive structures associated with learning the requirements for work are
usually considered in terms of concepts and procedures, with expertise in a particular
practice associated with deepening layers of conceptual knowledge and orders of
procedural knowledge. However, as Perkins et al. (1993) point out, the behaviours
underpinning the organisation and representation of this knowledge do not fit into either of
these categories. For example, the kind of knowledge that constitutes being pleasant to
customers in a retail setting, or self-monitoring of a motor mechanic, cannot be fully

explained by conceptual or procedural categories of knowledge (Billett, 2001a). These
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behaviours are best conceptualised as dispositions (Perkins et al., 1993), or as the
inclination to deploy one’s capacities (Billett, 1997), and are discussed in the following

section.

Subjectivities: How dispositions, intentionality and personal agency shape learning for
work
From a socio-cultural perspective, Pea (1987) claims that learning and transfer are
selective, in that individuals will only transfer what they consider to be appropriate and in
line with their individual and cultural practices and values. In this way, their values, beliefs
and interests come to the fore. According to Pea, part of this selective transfer includes
learners deciding for themselves whether or not the knowledge transfer is worthwhile.
While the cognitive constructivist perspective considers workplace learning in terms of
securing conceptual and procedural goals for competent performance, less attention has
been paid to individual learner subjectivities such as dispositions (Billett, 1997; Evans,
Hodkinson, Rainbird, & Unwin, 2006; Perkins et al., 1993; Shanks et al., 2012). Yet,
dispositions are likely to influence a learner’s understanding and construction of concepts
and procedures and the ways these are utilised in activities such as workplace practices
(Billett, 1997; Collin et al., 2008; Evans et al., 2006; Hodkinson, Biesta, & James, 2008).

Dispositions, comprising personal attitudes, values, affect, interests and identities
(Prawat, 1989), may influence the differences between what learners are capable of doing
and what tasks they actually undertake (Collin, 2009; Collin et al., 2008; Hodkinson et al.,
2008; Perkins et al., 1993). They are central to how individuals elect to take care of their
bodies, monitor the situation, and take time to work safely and in ways which permit them
to avoid hurting themselves through inappropriate manual handling. These dispositions are
considered to have both person-dependent and situational dimensions: they are inherent in
an individual’s representation and organisation of knowledge structures (Hoffman, 1986;
Perkins et al., 1993), arise from personal histories (Rogoff, 1990), and are shaped by
situational and cultural practices (Billett, 1997).

In my small scale study of the transfer of manual handling training (Town, 2005),
prevention of back injury and maintenance of good health was reported by five out of six
informants as a factor supporting the transfer of their classroom manual handling training

session to their workplace, a respite centre for the frail aged and people with disabilities.
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This particular motivation to transfer was evidenced by comments from support workers
such as “I want to keep my body fit and healthy, so that motivates me to ... use the skills”
(p. 38). However, a positive attitude to manual handling training is not always the case, and
a prevailing attitude in the health care sector is that back injuries are an inevitable part of
the work (Green, 1996; Markannen et al., 2014). This attitude is supported by McGuire and
Dewar’s (1993) study of nurses’ manual handling practices, in which more than 50% of the
informants had experienced back pain as a result of their work, yet did not take time off
work and failed to see the importance of reporting such incidents. In echoes of the work
Somerville (2006b) did with coalminers and aged care workers, Retsas and Pinikahana
(2000) too, cite Collins (1990) in stating that health care personnel “... have been socialised
and conditioned to accept injury as part of their job and/or because of stigma that has been
attached to work-related injury ... under-reporting ... of work-related injuries has been
estimated to be as high as 80%” (p. 877). In these instances, both person-dependent (e.g.,
maintaining good health) and socio-cultural factors (e.g., manual handling injuries are an
accepted part of work in health care) have shaped the dispositions of workers in the health
and community services sector and have either positively or adversely affected the transfer
of their manual handling training.

It follows, therefore, that learning the practice requirements for work appears to
depend as much on the trainees’ intentionality or inclination to apply their learning as it
does on post-training capability (Salas et al., 2012). My study of six community support
workers, learning and enacting manual handling in a respite centre, found that all
informants were observed to be utilising safe manual handling techniques immediately after
completing a classroom training session, and all except one informant were enacting safe
manual handling techniques in the workplace when observed 6 weeks post-training. The
one informant’s inability to adapt classroom learned knowledge appeared to be linked to
their pre-training comments:

... it takes me a while to get things ... it’ll probably be hard for
me, [’m really self-conscious (Town, 2005, p. 38); and

I’ve been doing it my way for years and have never had any
problem, lower back pain. So I don’t see why I should change something

that’s working (Town, 2005, p. 48).
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Moreover, this informant’s failure to enact safe manual handling techniques 6
weeks post-classroom training may be considered as an example of mastery over
appropriation, as described by Wertsch (1998). In-home disability workers learning manual
handling in a classroom setting may be compliant learners and simply master or replicate
the skills without real commitment and as a product of social suggestion (i.e., the peer
pressure of colleagues in a classroom, organisationally mandated training). However,
because of their individual values and beliefs (i.e., fear of looking stupid in the workplace,
no perceived need to change current practices), they may fail to make the knowledge their
own, or appropriate the manual handling skills in the workplace. So, there appears to be a
clear and negotiable relationship between an individual’s thinking and acting and the
sociocultural setting. Furthermore, despite the external or social press of the workplace, an
individual may still exercise their independence in order to maintain their sense of self and
identity (Billett, Barker, & Hernon-Tinning, 2004; Collin, 2009; Collin et al., 2008;
Hodkinson & Hodkinson, 2004).

Self-efficacy may be considered as another variable that influences intentionality
(Colquitt, LePine & Noe, 2000). Bandura’s (1977) seminal work defines self-efficacy as an
individual’s belief that they can perform a specific task. Moreover, if individuals believe
they possess the capacity for learning, it is likely they will make the effort to acquire the
relevant knowledge and skills (Bandura, 1977). This aspect of subjectivity is supported by
Salas et al. (2012), and Noe (1986), who also conclude that learners’ intentions to transfer
their learning from the classroom to the workplace are influenced by their confidence in
their ability to use the skills taught. Salas et al. (2012) cite Ford, Quinones, Sego, and Sorra
(1992), and Quinones, Ford, Sego, and Smith (1995) in noting additional influences such as
learners’ perception of the relevance of the training to their work, their ability to identify
work situations where they would use the new skills, and their belief in the new skills as a
way of improving job performance.

The study of community support workers referred to above found the perceived
relevance of manual handling training to be a strong supporting factor over the 6-week
study period, evidenced by comments from informants such as “... it’s useful ... of course
it is, so you want to use [the skills]” and “I found that I could incorporate this stuff into
everyday work ... that really motivated me to keep going” (Town, 2005, p. 53). This study

concluded that manual handling training should be designed in consultation with support
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workers themselves, taking into account specific tasks and associated problems being
experienced, and teaching — in classrooms — manual handling skills that are likely to be of
benefit in each unique workplace. Similarly, in their study of student nurses’ views of the
relationship between their college course and clinical placement, Hislop et al. (1996)
reported that while students viewed some of their classroom training as decontextualised,
those skills taught in the classroom that were perceived as practical and relevant were more
readily integrated in clinical settings. Consequently, classroom manual handling training for
in-home support workers should consider the “real” work situations in clients’ homes (e.g.,
working in the confined spaces of people’s bedrooms and bathrooms; people who may be
frail, heavy or difficult to move). In this way, novice workers may be motivated to transfer
and adapt their classroom-learned knowledge and skills to the relatively socially isolated
circumstances of their occupational practice.

When considering learning outcomes and processes used to adapt knowledge from
classroom to workplace settings, an individual’s agency is a key determinant. Emirbayer
and Mische (1998) describe agency as the process by which individuals critically evaluate
and choose their course of action. This agentic action, premised on learner dispositions and
intentionality, arises from past personal experiences, is influenced by social practices, and
consequently shapes how people participate and, consequently, learn in the workplace
(Collin, 2004, Etel&pelto et al., 2013; Smith, 2005).

It is suggested that an individual’s agentic action is strongly linked to their identity
or sense of self, and that workers may conduct their working lives and workplace learning
in view of their own personal interests and goals (Billett & Pavlova, 2005; Collin, 2009;
Collin et al., 2008). This claim is supported by Somerville (2006b), who found that few
aged care workers had any previous desire to enter this sector as a vocation, yet their
engagement in the role very quickly led to the formation of subjectivities which identified
with and valued the work. In the case of these workers, Somerville concluded that
mandated manual handling training did little to contribute to their learning to work safely.
Instead, it was the practice of their daily work and the formation of worker subjectivities
which was crucial to their learning — they became “embodied” in the role. In the same way,
in-home disability support workers learning manual handling in the classroom, and then
adapting these practices to the workplace, may exercise their agency and become embodied

in their roles, with either positive or negative consequences for their learning. On one hand,
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the privacy of the in-home setting, with the associated autonomy that this workplace
affords, may require effortful engagement on the part of support workers which may lead to
highly proactive and engaged learners with rich learning outcomes (Billett, 2002; Billett,
2010a). Alternatively, this workplace is highly politicised, poorly regulated and resource
constrained, the support role is commonly viewed as an extension of the mothering role,
and many workers in this sector have been socialised to accept musculoskeletal injury as
part of the job. So, this self-sacrificing belief of many workers may lead to poor learning
outcomes (Clarke, 2013).

In summary, individual subjectivities such as dispositions, intentionality and agency
shape how and what individuals participate in and learn in the workplace, and may affect
learning outcomes in productive (e.g., prevention of workplace injury, real relevance to the
work situation, high degree of autonomy in the support worker role) or destructive (e.g.,
injury as an accepted part of support work, no confidence to use skills, decontextualised
training, highly contested work environment, support worker role held in low esteem)
ways. It is also held that these subjectivities “mediate how individuals construe, construct
and engage with what is afforded by workplace settings” (Billett, 2010b, p. 12) and
influence how individuals negotiate with the social world. So, there is interdependence in
the workplace learning process. It is influenced by both personal and situational factors,
and the interplay between each will occur in different and distinct ways for workers
dependent on workplace circumstances (Billett, 2010b; Collin, 2004). One unique set of
circumstances is the relatively socially isolated workplace (such as the in-home disability
support setting), where workers are required to learn concepts and procedures (such as
manual handling techniques) that are derived from the social world, with negligible peer or

supervisor support.

Learning in relative social isolation

Much of the enquiry into learning over the past few decades has occurred in settings that
afford access to rich and close social guidance such as teachers and co-workers (Billett,
1994; Gherardi, 2009; Hughes et al., 2013; Lave, 1990; Resnick, 1987). Yet, the changing
nature of work participation, including more work being conducted in relative social and/or
geographical isolation (e.g., working from home, shift work) means that much of our

learning for work today occurs in the absence of such experts (Billett, 2006; Billett et al.,
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2003), including the learning of safe manual handling techniques for in-home disability
support workers. Consequently, understanding how individuals learn from educational
experiences of different kinds, and adapt what they learn to the workplace in the absence of
expert guidance, may significantly advance contemporary accounts of learning.

An important contribution of Vygotsky’s (1978) socio-cultural account of learning
is the relationship proposed between interpsychological processes (i.e., those occurring
between the individual and the social world) and intrapsychological outcomes (i.e., human
development and learning. A central VVygotskyian concept is the Zone of Proximal
Development, which is defined as “the distance between the actual developmental level as
determined by independent problem solving and the level of potential development as
determined through problem solving under adult guidance, or in collaboration with more
capable peers” (p. 86). In this view, an individual’s learning is enhanced through the close
guidance of a more skilful other who provides the “instructional scaffolding” or appropriate
assistance to achieve the task (Bruner, 1975; Wood et al., 1976). Once the individual, with
the benefit of scaffolding, masters the task, the scaffolding can then be removed and the
individual will then be able to complete the task again on their own (Brown & Palincsar,
1989; Wertsch, 1985). This view reiterates the model of apprenticeship-style learning in
social and situated contexts (Brown & Palincsar, 1989).

When disability support workers learn to work safely in the in-home setting, they
are usually guided by more experienced others — a “buddy” and their service client, for a
period of several days, before working independently with the client. This is a “practice of
community” (Gherardi, 2009), and aims to create, expand and exchange knowledge in the
in-home support setting, and develop individual capabilities, particularly that of the new
employee. However, there are four limitations here. Firstly, there are often organisational
staffing and financial constraints which result in limited time for the learner to effectively
engage with expert others in the workplace (Kerno, 2008). Secondly, learners may have to
negotiate a pre-existing organisational hierarchy, and expert others may withhold
information to maintain status in the organisation (Goodnow, 1990), or to secure their
position and reduce the risk of their being replaced as an expert (Lave & Wenger, 1991).
Thirdly, support workers’ roles are influenced by a set of socially engendered roles and

expectations — still a predominantly female, middle-aged, low-paid, entry-level occupation.
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Finally, learners may be working alongside more experienced others who may have quite
different, conflicting, and unsafe manual handling practices (Somerville, 2006b).

Yet, despite these limitations, when the buddy period is complete, in-home disability
support workers may still be able to (and some actually do) learn safe manual handling
practices in the absence of a more experienced other. Noteworthy here, is another
interpretation of Vygotsky’s (1978) Zone of Proximal Development which suggests that the
scope of a learner’s potential development is influenced as much by their individual agency
as the guidance of expert others (Valsiner & van de Veer, 2000). Valsiner (2000) makes this
point in his translation of Vygotsky (1966) by suggesting that in play, children act “above”
themselves. That is, children in play are always older than their average age, and capable of
more than their usual everyday behaviour. So, besides providing opportunities for novice
workers to engage with more experienced workers as part of their learning process, person-
dependent factors, such as interest, intentionality and motivation, may also influence how
individuals learn through these engagements. Consequently, there must be ways of learning
the knowledge and skills required for the role without close and expert guidance. Indeed,
perhaps most of the learning we do across our working lives is of this kind.

Valsiner (1998) suggests that within the socio-cultural framework of learning, the
interpsychological processes of the individual have a central role, and much of a person’s
everyday learning occurs through interpreting, negotiating and buffering constant social
suggestion. In the social experience of workplaces, how individuals engage and learn is
underpinned by their cognitive experience, which includes their subjectivities and
influences their conceptual and procedural learning (Billett, 2010b). This may have positive
or negative consequences, particularly for learning safety at work. For example,
Somerville’s (2006b) coal miners opposed the rules and procedures of their mandated
safety training, preferring to rely instead on their commonsense and safety knowledge
learned from experienced workers and reinforced over time, whereas one of Somerville’s
(2006b) aged care workers resisted being socialised into unsafe manual handling practices
and exercised her individual agency by leaving the job. So, there is a relational
interdependence between these forms of social suggestion and what is enacted by the
individual in the workplace (Billett, 2010b; Collin, 2004).

In the absence of expert and direct social guidance, Billett (2010a) proposes that

workers may exercise a higher level of personal agency and intentionality in their
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construction of knowledge. He provides as an example the investigation of how small
business operators learnt to implement the goods and service tax shortly after its
introduction in Australia (Billett et al., 2003). Despite different motivations for learning,
most informants in this study were actively engaged and personally agentic in directing
their learning. This includes accessing knowledge in the social world where appropriate.
The study concluded that much of our learning for work does indeed occur without the
need for direct guidance from more experienced or expert partners, with personal agency
and the local contributions of the social world being of critical importance for people
working and learning in situations of relative social isolation (Billett et al., 2003). So, for
in-home disability support workers learning manual handling concepts and procedures in a
classroom then adapting this learning to clients’ homes, positive outcomes may be
dependent on whether the learner has the disposition, intentionality and personal agency for
the learning, and their engagement with the kinds of assistance and support afforded in the

social world (i.e., clients’ homes).

Strengths and weaknesses of existing educational provision: A summary

There is growing recognition in workplaces that learning for work, along with the prospects
of effectiveness, is problematic, and that a great deal of training today fails to be applied in
the work setting (Baldwin & Ford, 1988; Blume et al., 2010; Ford & Wessbein, 1997;
Grossman & Salas, 2011; Salas et al., 2012). Hence, although transfer of learning is what
vocational educators hope to achieve, the estimates are that less than 50% of training is
effectively transferred to the workplace (Baldwin & Ford, 1988; Broad & Newstrom, 1992;
Clarke, 2013). In a recent study, the American Society for Training and Development
estimated annual expenditure on workplace training and development initiatives to be more
than $125 billion annually (Blume et al., 2010). In Australia, too, employer-provided
training represents a significant cost (albeit more difficult to determine the precise dollar
figure due to a lack of empirical studies in this area) to organisations (Freyens, 2006;
Lindorff, 2011). Yet, despite the large investments in and potential benefits of workplace
training, organisational decision makers continue to question the extent to which employees
perform differently or more effectively upon their return to the workplace (Blume et al.,
2010; Grossman & Salas, 2011; Salas et al., 2012). This finding clearly highlights the need

to understand the bases on which these investments should be directed in providing
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educational and training experiences that will assist workers to more effectively learn,
transfer and adapt the knowledge and skills required for the range of circumstances they
may encounter at work.

Over the last three decades, concerns about the efficacy of manual handling training
have also been raised (e.g., Bernoth, 2009; Clemes et al., 2010; Green, 1996; Kane &
Parahoo, 1994; Kay & Glass, 2011; Retsas & Pinikahana, 2000; Swain et al., 2003; Town,
2005). Clemes et al. (2010) reviewed the effectiveness of manual handling training
programs implemented across a number of industry sectors. They concluded that while
training has a role to play in reducing the risk of workplace injury, principles taught during
the training are not applied in the work environment, as evidenced by reported high injury
rates occurring in workers who have undergone training. In a study of nurses’ manual
handling practices on two medical wards, Green (1996) gathered data around manual
handling tasks, loads, environments and individual capabilities. This study found that
despite recent classroom training, individual levels of manual handling skills and
experience varied greatly. A survey of manual handling practice amongst student nurses by
Swain et al. (2003) found that while students’ manual handling knowledge was satisfactory,
they were frequently unable to apply their knowledge to the reality of their clinical practice.
A study of a group of community support workers and their transfer of manual handling
training in a respite centre (Town, 2005) found that in the 6 weeks post-instructional
interlude, varying degrees of transfer were demonstrated. The findings of these studies
suggest that learning is often measured through seeking evidence in the workplace that
learners are replicating knowledge and skills taught in the classroom, that is, training is
observed as having either been transferred or not. Yet, relatively little attention has been
paid to “how” in-home disability support workers acquire the knowledge and skills to
perform their manual handling tasks, which typically are ill defined, novel and challenging.

Manual handling training provision for in-home disability support workers currently
exists as brief, competency-based classroom training sessions, often followed by negligible
peer or supervisor support in the workplace as they attempt to transfer and adapt their
classroom learnt knowledge and skills to the various situations encountered in clients’
homes. A perceived strength here may be that this meets the financial and human resource
requirements of the community service organisation, however, the brevity of the session

may also have limitations. The content of these sessions, while meeting legislative
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requirements, usually comprises general manual handling concepts and routine manual
handling procedures only, with little for the educator to address the range of variables and
scenarios that workers may encounter in various work situations, nor to acknowledge the
existing skills, knowledge and wide-ranging life experience of the trainees. While these
novice workers learn and rehearse simple manual handling techniques on healthy, able-
bodied peers in spacious and well equipped classrooms, the reality of the workplace
requires workers to implement more complex problem-solving strategies to effect safe
manual handling strategies and solutions. So, these workers are expected to move from
classroom novice to workplace expert in a short period of time.

Learning, transfer and adaptability of manual handling training from the classroom
to clients’ homes may still occur in these circumstances, however. For example, where
trainees perceive the relevance of their classroom training, they may be able to integrate
new manual handling skills and knowledge with previous situations or what they already
know. They can also be encouraged to identify situations in the workplace where they can
use their newly learned skills, and embrace the autonomy afforded by their in-home support
role. In addition, despite the situation of relative social isolation in clients’ homes it may be
possible for support workers to learn and enact safe manual handling practices, premised on
their personal agency and what is afforded by their social world (Billett et al., 2003).
Central to all of these debates is the significance of the relationship between the social and
personal practices of the individual.

Learners’ subjectivities, such as dispositions, intentionality and personal agency, are
likely to influence how in-home disability support workers learn and implement safe
manual handling techniques in their clients’ homes (Billett, 2010b; Collin et al., 2008;
Etelépelto et al., 2013; Shanks et al., 2012). While the maintenance of personal health and
fitness is a strong motivation for some workers to work safely, many have been socialised
to accept or even expect musculoskeletal injury as part of their role in the health and
community services sector (Bernoth, 2009; Green, 1996; McGuire & Dewar, 1993;
Markannen et al., 2014; Retsas & Pinikahana, 2000). Some workers lack confidence and
belief in their ability to apply newly learnt manual handling skills and knowledge to their
work before they even leave the classroom, for a variety of reasons. For example, they may
have a fear of individual failure or looking stupid in the workplace, may not perceive any

need to change their current practices, may lack confidence in their ability as a learner, or
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may perceive an unbridgeable gap between the manual handling techniques trained in the
classroom and the authentic work context. However, those who can see the benefits of the
manual handling techniques taught in the classroom and can identify situations in the
workplace where they would use the skills and immediately attempt to use them on return
to work are more likely to have positive learning outcomes. Strongly linked to these
subjectivities are the learner’s personal agency and sense of self, which may have positive
or negative consequences for the worker. In-home disability support workers may become
embodied in their role, either embracing their daily work and the autonomy it affords and
becoming highly proactive and engaged learners, or alternatively fostering the self-sacrifice
belief that has been historically associated with the role, becoming enmeshed in a
potentially highly politicised, poorly regulated and resource-constrained workplace and
consequently risking their own health and safety. This may also be dependent on the kinds
of assistance and degree of social support that the learner may access, and how learners

choose to engage with these supports.

Proposed developmental trajectory for support workers learning manual handling
Consequently, after engagement with the literature, and considering my experience as a
manual handling trainer in the health and community services sector, it is worthwhile
considering an overall trajectory that may best assist these workers to progress their
learning, that is, the “ideal” way for in-home disability support workers to learn manual
handling. While it is acknowledged that individuals will be at different points in their
development and have different orientations and capacities when learning how to work
safely, four phases of learning development are proposed here: (a) developing a disposition
for support work, learning important concepts and routine manual tasks in the initial
classroom training session; (b) consolidation and extension of this learning with close
guidance in the workplace; (c) a return to the classroom to provide discussion opportunities
for novice workers to build on concepts, procedures and dispositions; and (d) working
independently with a client but with easy access to an experienced other. These four phases
are now discussed.

Firstly, in the initial classroom training session it may be useful for a highly
experienced educator or expert to communicate the precise nature of in-home disability

support work, that is, that the work consists largely of working alone and without direct
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support. Alongside the body concepts that are taught in existing classroom sessions, it may
be important to encourage novice workers to develop a positive concept and awareness of
their own bodies, and to discuss and enact these dispositions through interaction and
engagement with their peers in the classroom. In this way, workers may begin to appreciate
the significance of their role, gain a sense of themselves as a valued member of the support
team, and understand the importance of keeping their own bodies safe before attempting to
take care of the body of another. Procedurally, the initial classroom session may facilitate
application of these concepts through practice of several routine tasks, during which novice
workers may begin to develop their haptic capacity for learning manual handling, or
“getting the feel for things”. Although the learning will likely be person dependent, it is
anticipated that in this phase many workers will rely on conscious retrieval of their
conceptual knowledge in an effort to group a series of steps into a single production, and
through repeated rehearsal perhaps be able to automate some of these tasks before leaving
the classroom. The relevance of learning the conceptual and procedural requirements for
these tasks could be made explicit as a means of assisting workers to negotiate the types of
non-routine manual handling problems they may encounter in clients’ homes. It is also
suggested here that in encouraging novice workers to employ second- or even higher-order
procedures that may be required in manual handling situations outside the classroom, these
applications should be underpinned by the importance of planning and preparation for all
manual tasks. In addition, workers should be encouraged to link their new learning to what
is already known through their personal histories, cultural and life experiences.

The second phase of learning development may encompass a period of working
with a client in their home, initially alongside an experienced worker and then alone, but
with direct access (by phone or on-call) to an experienced other, or preceptor. Ideally, this
preceptor will be an experienced in-home disability support worker, with a positive concept
of their own role, who will value the importance of keeping their own bodies safe and be
proficient in the safe manual handling of people. It is proposed that this phase is central to
learning, and through observing, modelling and opportunities to engage in performing a
range of manual tasks in clients’ homes, novice workers will further develop foundational
concepts and specific skills required for safe and effective work. As some tasks become
automated, other, less routine tasks may be performed concurrently, and some far transfer

may become evident. In addition, it is anticipated that through the practice of their daily
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work, along with access to a preceptor with the attributes described above, novice workers
may become embodied in their support role and appreciate the autonomy the in-home
disability support workplace affords. This may, in turn, have positive consequences for
their learning.

In the third phase of learning development, in-home disability support workers
could return to a classroom session, again facilitated by an expert educator with the
objective of providing opportunities for questions, discussion, and practical applications of
relevant routine and non-routine manual tasks. Through the presentation of various
scenarios encountered by novice workers in the field, conscious decision making may be
encouraged and learners may further extend the concepts, and develop second- and higher-
order procedures for safe manual handling. In addition, as novice workers engage with their
peers and hear how others negotiate the relatively isolated circumstances of their work, this,
along with the facilitation of the classroom expert, may further contribute to the
development of positive worker subjectivities (e.g., dispositions, intentionality, agency)
which in turn may affect learning outcomes in productive ways.

In the final phase of this proposed developmental trajectory, workers may work
independently in clients’ homes, yet still be afforded access (albeit indirectly) to an
experienced worker if required. It is anticipated that during and beyond this phase, both
conceptual and procedural knowledge will continue to deepen as workers rely less on
conscious retrieval of knowledge, become more efficient at a range of manual handling
tasks, and the development of second- and third-order procedures remains ongoing. So, far
transfer may be quite evident in this phase. In addition, a worker who has successfully
negotiated previous phases of this course may well hold their support role in high esteem,
prioritise the health of their own bodies and the importance of remaining injury free in
providing disability support, embrace the autonomy of the clients” homes, yet utilise a
range of learning supports if required as a means of contributing to rich learning outcomes
and ongoing professional development.

A summary of this trajectory, with each phase, its key points and intended
outcomes, is provided in Table 3.1. The left-hand column establishes the phase of the
training trajectory. The middle column outlines some key purposes which will guide
enactment of each phase, and the right-hand column suggests some intended learning

outcomes for the worker as part of each trajectory phase.
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Table 3.1. Summary of Proposed Developmental Trajectory for Support Workers Learning Manual Handling

Phase Key purposes Intended outcomes for worker
1: Classroom Initial session Increased understanding of importance of support worker role and the degree of
Facilitated by highly experienced and skilled professionalism required to undertake it
educator Heightened awareness of own body and understanding of the importance of keeping the
Outline and clarification of support worker role  body safe
Introduction of concepts, including body Development of first-order procedures with conscious retrieval of conceptual knowledge
awareness Some automation of routine manual tasks, i.e., near transfer
Practise one or two routine manual handling Development of haptic capacity
tasks Linking of new manual handling knowledge and skills to what is already known through
personal histories, cultural and situational experiences
2: Workplace Working initially alongside and then with direct  Further development of foundational concepts
access to experienced support worker Increased automation of some tasks
(preceptor) Some tasks performed concurrently
Opportunities provided to observe, model and Development of second- and possibly higher-order procedures
engage in a range of manual tasks in clients’ Some far transfer evident
homes Continued development of haptic capacity
Beginning of embodiment in support role
3: Classroom Facilitated by highly experienced and skilled Further development of foundational concepts
educator Evidence of conscious decision making
Presentation of authentic manual handling Development of second- and possibly higher-order procedures
scenarios Some far transfer evident
Opportunities for questions and discussion Development and reinforcement of positive worker subjectivities — dispositions,
Practical applications to a range of tasks as intentionality and agency
suggested by workers
4: Workplace Working independently in clients’ homes Deepening development of conceptual knowledge

Access to experienced worker (preceptor) if
required

Increased efficiency in performing procedures with reduced need to consciously retrieve
conceptual knowledge

Ongoing development of second- and possibly higher-order procedures

Far transfer well established

Support role held in high esteem by individual worker and peers

Body health and safety prioritised

Autonomy of the workplace embraced

Range of learning supports accessed as required

Rich learning outcomes
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As stated previously, the progression of learning through each of these proposed
phases is likely to be person dependent, and adapting conceptual and procedural knowledge
learned in a classroom to various work situations may be considered routine for one
individual, yet non-routine for another. This progression may be influenced by existing
levels of domain-specific knowledge (i.e., what novice workers already know about manual
handling), situational factors (e.g., the circumstances of work under which the knowledge is
to be adapted or applied), and personal factors such as the dispositions, agency and
intentionality of the individuals who are expected to adapt what is learned from the

classroom to clients’ homes (Billett, 2011a).

Conceptual and procedural questions guiding the current study
To recap, the primary conceptual question guiding the current study is:
What are the personal, situational and instructional bases for realising
effective workplace learning in the absence of expert guidance?
This question will most likely be informed by three subsidiary questions:
1. What kinds of conceptual, procedural and dispositional knowledge need to be
learned for safe manual handling in situations of relative social isolation?
2. Is the scope of learning to work safely in situations of relative social isolation
something that can be negotiated by the individual agentically?
3. Does this kind of learning require the assistance of others, and if so, what kinds of
assistance and support are required, and to what extent?

In developing a framework for adapting classroom learnt knowledge and skills to
working safely in situations of relative social isolation, the focus specifically relates to in-
home disability support workers learning manual handling. With the proposed
developmental trajectory for these workers in mind, research efforts will be directed at an
appraisal of the current situation, further refinement of the proposed trajectory (in Study A),
and implementation and evaluation of a training framework (Study B). In considering how
best to proceed with these appraisals, a number of procedural questions are guiding this
study:

1. What are in-home disability support workers learning in classroom manual handling

training sessions?
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2. To what extent do they intend to apply or adapt what is learnt in a classroom session
to their workplace?

3. To what extent is this application or adaptability actually taking place?

4. What are the factors that inhibit or support this application?

5. How are in-home disability support workers best supported to learn skills and
knowledge in classroom training sessions and adapt these to various work
situations?

A discussion and justification of the methodology for answering these procedural questions

is the focus of Chapter 4.
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Chapter 4

Methodology and procedures

The purpose of this inquiry is to understand the personal, situational and instructional bases
for realising effective learning in the absence of expert guidance. This purpose extends to
understanding how to: (a) maximise the adaptation of what has been learnt in the initial
training session, (b) promote safe working practices in the absence of expert others, and

(c) organise effective learning experiences in both training and work situations. Chapters 2
and 3 have set out the personal, situational and instructional factors that may influence how
in-home disability support workers currently enact safe manual handling techniques in the
relative social isolation of clients’ homes. It is suggested that while some in-home disability
support workers do not always practise the manual handling techniques taught in
classrooms, others become proactive and engaged learners.

These personal, situational and instructional factors have been carefully considered
in proposing a developmental trajectory for in-home disability support workers learning
and enacting safe manual handling techniques. With the proposed developmental trajectory
for these workers in mind, research efforts are directed at an appraisal of the current
situation, further refinement of the proposed trajectory, and implementation and evaluation
of a training framework. In considering how best to progress, five procedural sub-questions
are guiding this study:

1. What are in-home disability support workers learning in classroom manual handling
training sessions?

2. To what extent do they intend to apply or adapt what is learnt in a classroom session
to their workplace?

3. To what extent is this application or adaptability actually taking place?

4. What are the factors that inhibit or support this application?

5. How are in-home disability support workers best supported to learn skills and
knowledge in classroom training sessions and adapt these to various work

situations?
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Marshall and Rossman (2010) state the choice of methodology should be supported
by a sound rationale. A qualitative, case study approach is adopted in this inquiry,
comprising two separate studies. Study A explores the personal, situational and
instructional bases for realising effective learning in the absence of expert guidance. This
exploration assists in developing or refining a set of propositions into a training framework
to achieve effective learning in circumstances of relative social isolation. Study B
comprises an intervention, with implementation of the proposed training framework, and
appraisal of this framework’s success (or otherwise) in realising more effective learning.
Data were gathered by the candidate through direct observation and semi-structured
interviews in the specific situation of in-home disability support workers learning and
enacting safe manual handling techniques. Inductive reasoning was used to identify codes
and patterns from the data, offering a general conclusion about how best this learning and
enactment can be realised. A justification for the methodology and procedures used in
answering the study’s research questions is provided below, including the research strategy
used, informant selection and access, data forms, data reduction and analysis, the strengths

and limitations of the design and ethical considerations for the study.

Research strategy

The conceptual premises investigated here are those identified in Chapter 3 and are
manifested in the procedural sub-questions that inform this inquiry. In Table 4.1, these
premises are set out and used to demonstrate how these concepts arise within these
discussions and how they are aligned with each of these sub-questions. In this table, the
left-hand column presents the question, the middle column articulates the concepts aligned
with that particular question, and the right-hand column identifies the sources of those
concepts and their alignments with earlier discussions. In this way, the table demonstrates
how these premises are advanced within the focuses for the practical investigations.

In addressing these questions and elaborating these conceptual premises, this
investigation adopts a qualitative approach to understand, explain or explore the meaning of a
social phenomenon in a natural setting (i.e., in-home disability support workers learning and
enacting manual handling practices in the relative social isolation of clients” homes). The
epistemological bases of qualitative research propose that theories, concepts and meanings

are generated from data collected from real life using inductive analysis, reasoning, building
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concepts, hypotheses or theories using a grounded approach rather than deductively testing
existing theory (Merriam, 2014). In using a qualitative, inductive research strategy, data for
this study were collected in relation to certain concepts, some generalisations were produced
and patterns sought (Blaikie, 2009). Wiersma (2009) describes this type of inductive strategy

as reasoning from a specific situation to a general conclusion.

Table 4.1. Conceptual Premises for Exploring Procedural Research Sub-questions

Sub-question Key conceptual premises Source
What are in-home disability Conceptual knowledge Anderson (1982); Pea (1987); Prawat
support workers learning in (1989); Royer (1979)
classroom manual handling
training sessions? Procedural knowledge Anderson (1982); Billett (2001b);
Evans (1991); Gott (1989); Stevenson
(1991)
To what extent do they intend Dispositions Billett (2011a, 2013); Collin et al.
to apply or adapt what is learnt (2008); Evans et al. (2006; Hoffman
in a classroom session to their (1986); Perkins et al. (1993); Prawat
workplace? (1989); Rogoff (1990)
Intentionality Bandura (1977); Etelépelto et al.

(2013); Noe (1986); Salas et al.
(2012); Wertsch (1998)

To what extent is this Problem solving Anderson (1982); Billett (1998, 2008);
application or adaptability Glaser (1984); Greiff et al. (2014);
actually taking place? Newell & Simon (1972); Stevenson
(1994); Voss (1987)
Development of expertise Billett (2001b, 2011a); Brown et al.

(1989); Glaser (1984); Lave &
Wenger (1991); Stevenson (1994);
Scandura (1973, 1984)

Embodiment of knowledge Somerville (2006b); Somerville &
Bernoth (2001); Billett (2011a)

What are the factors that inhibit  Individual agency Billett & Pavlova (2005); Collin
or support this application? (2004); Emirbayer & Mische (1998);
Eteldpelto et al. (2013)

How are in-home disability Learning in relative social Billett et al. (2003); Billett (2010a);
support workers best supported  isolation Valsiner (2000); Valsiner & van de
to learn skills and knowledge in Veer (2000); Vygotsky (1978)

classroom training sessions and
adapt these to various work
situations?
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Consequently, this study uses inductive analysis reasoning to obtain data in relation
to certain concepts in the specific situation of in-home disability support workers (i.e.,
personal, situational, instructional factors affecting learning and adaptability), and offers a
general conclusion about how best learning in circumstances of relative social isolation
might be realised.

This investigation is advanced across eight key phases and the practical inquiry is
found in two separate but related studies. Study A comprises an exploratory orientation
where Service Care’s existing manual handling training program was appraised by way of
curriculum review, unstructured interviews with the Service Care manager and manual
handling trainer, and semi-structured interviews and direct observation of support workers.
Study B comprises an intervention. In this study, based on the findings from Study A, the
proposed trajectory was reviewed, modified as required and then implemented for a group
of new support workers learning manual handling. The level of success (or otherwise) of
this program is appraised and explained against a set of propositions derived or refined
from Study A, again through unstructured interviews with the Service Care manager,
manual handling trainer, and newly appointed preceptor, and semi-structured interviews
and direct observation of support workers.

The inquiry is well suited to a case study approach, described by Blaikie (2009) as a
single entity explored in detail using a variety of data collection methods over an extended
period of time, which results in the collection of in-depth, comprehensive and systematic
information about the case. Bouma and Ling’s (2004) description of a case study as a
research strategy that allows researchers to find out “what is going on” also supports the
case study approach for this particular study. Yin (2009) considers that because a case
study examines a case within its real context and in depth, it is particularly suitable for
addressing “descriptive or explanatory questions and aims to produce a first-hand
understanding of people and events” (p. 5). Moreover, case studies may facilitate
understanding and solutions of actual, complex and current problems in the real world
(Scholz & Tietje, 2002). This inquiry aimed to intimately understand how in-home support
workers learn and enact their work practices without close guidance and support, and
suggest ways in which this learning and enactment might be better realised. Therefore, the
case study may be considered as an appropriate method. In addition, many case studies aim

to improve practices and support or influence better decision making (Merriam, 2014), and
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since understanding the personal, situational and instructional factors for realising effective
learning in the absence of expert guidance was a major aim of this study, again a case study
approach is appropriate.

To further understand the orientation of case studies, it is important to first identify
the case (Yin, 2009) and then decide on the methods and procedures for participant
selection. The case and its informants are described in the next section. However, firstly, an
overview of the investigation is provided in Table 4.2. The left-hand column establishes the
phase of the inquiry. The middle column locates each specific phase within one of the two
practical studies (Study A or B). The right-hand column provides a brief outline of the

procedures that were adopted for each phase.

Table 4.2. Phases of Investigation

Phase  Study  Brief outline

One A Selection of site, informant selection and access

Two A Data gathering through curriculum appraisal, interviews and direct
observation of informants

Three A Reduction and analysis of interview and observational data

Four A Development of training framework based on findings

Five B Informant selection and access

Six B Implementation of proposed training framework. Data gathering
through interviews and direct observation of informants

Seven B Reduction and analysis of interview and observational data

Eight A & B  Reconciliation, synthesis and conclusions from practical inquiries

In the two practical studies the specific focus articulated through each of the sub-
questions is addressed in Table 4.1. In Table 4.3, the specific procedures and items adopted
to address each of these research sub-questions are outlined. In this table, the left-hand
column states the research questions. In the middle column are the procedures used to
gather data to address each particular question. The right-hand column provides examples
of specific items presented to indicate the kind of questions used in interviews and focuses
for observation. Following this overview, the sections then describe and justify the

procedures adopted for each of the phases.
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Table 4.3. Procedures and Items for Investigating Research Sub-questions

Sub-question

Procedures for data gathering

Examples of items (*N.B may be pertaining to one or both studies)

What are in-home
disability support workers
learning in classroom
manual handling training
sessions?

To what extent do they
intend to apply or adapt
what is learnt in a
classroom session to their
workplace?

To what extent is this
application or adaptability
actually taking place?

What are the factors that
inhibit or support this
application?

How are in-home
disability support workers
best supported to learn
skills and knowledge in
classroom training
sessions and adapt these
to various work
situations?

Appraisal of existing and revised
curriculum through document
review, interviews with training
manager or equivalent

Semi-structured interviews with
informants

Direct observation of informants

Semi-structured interviews

Direct observation of informants

Semi-structured interviews

Direct observation of informants
Semi-structured interviews

Direct observation of informants
Semi-structured interviews

Direct observation of informants

What kinds of conceptual and procedural knowledge are in-home disability support workers required to learn
in manual handling classroom sessions?

How are these concepts and procedures being taught and assessed in the classroom?

What do you think these workers need to know to enact safe manual handling techniques in clients’ homes?
How effective do you consider the existing/revised training program to be (as reflected in injury statistics,
worker turnover, client complaints, cost etc.)?

What do you think about the manual handling training today?

What have you learned?

Did you achieve what you expected from the session?

Are there any gaps in your manual handling knowledge/skills?

What else do you think you need to learn to be safe?

How are your manual handling knowledge and skills improving?

For each task observed: is the participant planning and preparing for the activity?

Are they in a balanced and optimal body position?

Avre they initiating the movement from their pelvis?

Avre they recruiting core stabilisers throughout the task? (verbal question)

How do you think this [classroom training, on-the-job support etc.] will help you in your work?

Can you see yourself using the skills and knowledge learned today?

How do you think you will use them?

As described previously

How are you using the (classroom learned) skills and knowledge?

Can you describe a situation where you have/haven’t used the skills/knowledge learned? What happened?
How often are you using the skills/knowledge now?

I notice that [positive or negative observation]. What makes you do it that way?

As described previously

What do you think helps you to use (or not use) the classroom learnt manual handling knowledge/skills?
What stops you?

Think about a manual handling problem you’ve encountered recently. How did you solve it? What helped or
hindered you?

I notice that [positive or negative observation]. What has helped you remember [the correct technique]? What
made you forget [the correct technique]?

As described previously

What do you think about the way the session was delivered? Strong points? Weak points?

What aspects of delivery helped transfer? What hindered it?

How much contact have you had or required from your supervisor (or expert other)?

Has this contact helped you? Hindered you? In what ways?

How is your use of manual handling knowledge/skills affecting your work?

What could be done to better support you?

As described previously
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Phase One: Study A: Selection of site, informant selection and access

In this section, the selection of the case for study, informant selection and access are
discussed and justified.

Setting

According to Stake (1995), a case is an integrated system, each with its own context,
special experience and boundaries. Stake identifies three types of case studies: (a) intrinsic,
(b) instrumental, and (c) collective. An intrinsic case does not necessarily highlight
phenomena or generate theory; it simply aims to enhance understanding of a particularly
interesting case. Instrumental cases, however, are studied to provide insight into issues, and
to refine or generate theory. While the instrumental case is studied in considerable depth, it
also aims to facilitate understanding of something else. Collective cases involve studying
multiple instrumental cases, where understanding the phenomena within a large number of
different cases may lead to better understanding and theorising (Stake, 1995).

The case for this research is a community service organisation which, for the
purposes of this inquiry, is known by the pseudonym Service Care. This organisation
provides a high level of support to people with physical disabilities (e.g., spinal cord injury,
multiple sclerosis, muscular dystrophy, cerebral palsy) living in their own homes. In-home
disability support workers are employed by Service Care to provide a range of physical
supports to their clients, comprising manual handling activities such as people handling
(e.g., assisting people to move around in bed, shower, toilet, using a mechanical hoist to
transfer someone from a bed to their wheelchair or vice versa, pushing wheelchairs), and
non-people handling (e.g., cleaning, general housekeeping, carrying and stowage of
equipment). Typically, these workers carry out their work without close supervision or
support. That is, they work alone in clients” homes. Prior to or soon after commencing their
employment, however, new workers to the organisation attend some type of classroom
training program conducted in-house by Service Care, where they are orientated to the
work they will be required to perform, including manual handling activities. Therefore,
Service Care has been selected as appropriate for an instrumental case because it has a clear
framework and guidelines for providing support (e.g., role descriptions, training program)
to people with disabilities in the community. This site has been studied in substantial depth,
yet the organisation as a case itself has played a secondary role, in that it has facilitated
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understanding of something else, that is, how workers learn the safe practices for their work
without expert guidance.

Case selection is extremely important when generalising findings to similar
situations (Yin, 2009), although Stenhouse (1988) considers that “generalization and
application are matters for judgment rather than for calculation” (p. 49). Besides meeting
the criteria described in the previous paragraph (i.e., providing in-home disability support
comprising people and non-people manual handling activities, working alone in clients’
homes, attending a manual handling classroom session prior to commencement of work),
Service Care has been specifically selected as the case for study for several reasons: its
location, size, and having representative features of other community service providers.
These are now briefly elaborated.

Firstly, the case is located in Sydney, Australia, an area convenient for the
researcher. As interviews and observations of research informants were conducted at two
points over an extended period of time (12 weeks), a convenient location provided ease of
access and greater flexibility for both researcher and informants around data-gathering
dates and times. Secondly, Service Care employs a sizeable pool of in-home disability
support workers from which to recruit research informants. Service Care regularly employs
and trains new staff, therefore data gathering could begin at a time convenient for the
organisation and in ways that were accessible to the researcher. Finally, Service Care as the
case for the study was carefully selected to ensure that it had features that are similar to
other organisations providing in-home disability support. For example, support workers in
the selected case have role descriptions comparable to those of other organisations, and
attend a manual handling training and orientation program typical of those offered across
the sector. In this way, the case study may provide exemplary evidence for understanding
complex phenomena in a range of general cases.

The appropriate contact person from Service Care was approached in the “cold”
contact method, firstly by email and then with a follow-up phone call. An information
package was supplied outlining the aims and intended procedures for both practical studies
(i.e., Studies A and B), and the potential risks and benefits for the organisation. The contact
person was then invited to contact the researcher for further information or to consent to
participation in the study. This approach provided time and space for the organisation to

discuss and consider their participation in the project. Once the case had been successfully
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engaged for both practical studies, potential informants were selected for Study A, a

discussion of which now follows.

Informants

Blaikie (2009) suggests that in view of the resource-intensive nature of qualitative research
methods, smaller samples should be used. Informant selection for the study was non-
random and purposive. Once consent was obtained from Service Care’s contact person,
information packages regarding the study were distributed to all newly recruited in-home
disability support workers, who were enrolled for several upcoming manual handling
training sessions. In the same way that the organisational consent was obtained, potential
study informants were not asked to consent “on the spot”. Instead, they were invited to
contact the researcher to indicate their willingness to participate in the study. Table 4.4
provides an overview of the informants recruited for Study A. The left-hand column assigns
each informant a pseudonym and identifies their gender. In the next column, each
informant in located within a specific age group. The third left column describes the
ethnicity of the informant. The column third from the right outlines the previous
educational experience of the informant. In the column second from the right, previous
work experience of each informant is described, and the right-hand column describes each

informant’s motivations for taking up the in-home disability support role.
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Table 4.4. Overview of Informants in Study A

Pseudonym  Age Ethnicity Completed/current Previous work experience Motivations for taking up the in-home support role
and gender education
Joe - M 60-69 Portuguese; Year 12 Mechanical engineer (in Portugal);  States “life is a journey”
settled in Bachelor of Mechanical ~ food importer (in Australia) Wanted to try something new in semi-retirement
Australia Engineering No previous experience with people with disabilities
32 years Certificate IV in
ago Disability Services
Di-F 60-69  Australian  Year 10 Hairdresser for many years, left to Introduced by a friend already in the role, who
Certificate in raise her daughter; managed a considered that Di’s mothering/nurturing skills would be
Hairdressing function and sports centre part time  appropriate
after return to work Cared for elderly parents prior to their deaths several
years ago
Jen-F 40-49  Australian  Year 10 Factory jobs since leaving school —  Jen’s partner of three years has a spinal cord injury
boning chickens, production lines; While Jen is not directly involved in his support, she has
10-year hiatus while raising observed others in this role and thought that she would
daughter as a single mother — only be capable of performing all required tasks competently
just returning to paid work
Meg - F 40-49  Australian Year 12 Various community and aged care Answered a newspaper advertisement for the role
Certificate in Enrolled nursing positions since leaving Considered that her nursing experience would be useful
Nursing school; 15-year hiatus while raising ~ Work hours suited school-age children
children — only just returning to
paid work
Bree - F 20-29  Australian Year 12 Part-time or casual jobs to support Answered an advertisement on university notice board
Currently in second year  studies e.g., in fast food chains, Considered that the role would be a good way to
of nursing at university  juice bars financially support study, with flexible hours, and work
which may assist with her nursing role
Rick - M 30-39 Australian Year 9 Tile factory, cardboard packaging Found this role through an agency, thought that he
factory, building materials store would try it as he had “nothing to lose” and needed the
warehouse manager money
Most recently employed as a casual ~ Working with a male client of similar age, combined
delivery driver for food courier with the physical aspects of the role appealed
company, however not enough
hours to provide sufficient financial
support
Kate - F 20-29  Australian Year 10 Retail positions - dress shop, Has a sister with high level of disability, has observed

mobile phone shop; food service -
coffee shop, fast food chain

how support has been provided for many years. Was
referred to current client (another young woman with
high level disability) by employment agency who
considered experience a good match.

M = Male F =Female
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Table 4.4 indicates that the seven informants recruited for Study A comprised two
males and five females varying in age from the 20-29 years to 60—69 years age group. Six
informants identified as Australian, while informant Joe identified as Portuguese, having
immigrated to Australia as a younger man in his thirties. These seven informants reported a
range of previous life experiences including education and work. For example, Bree was
completing a tertiary qualification in a health and community services related discipline
(nursing), while two informants already held tertiary qualifications, one related to health
and community service work (Meg, former Enrolled Nurse), and the other in a completely
unrelated field (Joe, former mechanical engineer). Of the remaining informants, one had
completed their secondary school studies, while the other had left school at age 15. Work
experience for all seven informants comprised a range of casual, part-time and full-time
jobs in retail, hospitality, factory work, health and community services work, mechanical
and transport work. All informants were, however, new to the in-home disability support
worker role, having been motivated to take up the work either through the encouragement
of friends already in the role, the perceived convenience of the part-time hours to fit in with
other aspects of life such as study or parenting, or referrals from an employment agency.
Three informants considered that their previous experience caring for ageing family
members, or family members with disabilities, provided a good knowledge and skill base
for the in-home support worker role. So, diverse gender, age and experience may have
contributed to the richness of data obtained during the study. At the same time, these
informants are typical of the community support workforce (AIHW, 2009, 2013;
Markannen et al., 2014).

With the site secured for the investigation, informants for Study A recruited, and
access to these informants through interviews and direct observation arranged, Phase Two

of the inquiry could be commenced. A discussion of this phase now follows.

Phase Two: Study A: Data collection

This phase of the study comprised gathering data through appraisal of the existing
curriculum, along with semi-structured interviews and direct observation of the
participants. While many studies utilise one method of data collection, triangulation, an
approach where methods are combined, can be a useful research option (Denzin, 2006).

According to Mason (2006), the aim of triangulation is to substantiate one source and
91



method with another and therefore improve the quality of the data. Easterby-Smith, Thorpe,
and Jackson (2012) identify four different types of triangulation: (a) data triangulation,
where data are collected from different sources or at different times; (b) methodological
triangulation, where different research methods are combined; (c) theoretical triangulation,
where a theory from a different discipline is applied or tested; and (d) investigator
triangulation, where multiple independent researchers are used to collect the data. In this
study, data triangulation was employed as a strategy where multiple perspectives of the
same phenomena were analysed through different data sources (Denzin, 2006). Using the
data triangulation approach, primary data were collected by one researcher (i.e., the
candidate) in this study, from the natural settings of the classroom and workplace (i.e.,
clients’ homes, Service Care Office). Information about the existing curriculum was
gathered from the site through interviews with the Service Care manager and manual
handling trainer, perusal of training material, and observation of existing classroom manual
handling training sessions. Qualitative data were obtained from in-home disability support
workers in the form of semi-structured interviews and direct observations that aimed to
capture their experiences of learning and adapting their classroom manual handling
training. In both practical studies (Studies A and B), data were collected at two points over
a period of 12 weeks: 4 weeks after commencing unsupervised work in the client’s home
and 12 weeks after commencement of their unsupervised work. In this way, analysis of the
multiple data sources may provide richness and depth to the study.

Data were collected in a de-identified form to assist with anonymity. Real names,
dates, times and places do not appear in any of the data. During the actual data collection,
each informant was assigned a number by the researcher. For example, when conducting an
interview 4 weeks post-training, the interview is described as “interview number two,
informant number six”. Informants were not directly observed or interviewed in sequential
order, and were unaware of the number they had been assigned. As outlined in Table 4.4,
and in the data reporting chapters, however, each informant has been assigned a
pseudonym, to give a more human feel to the informants’ stories, and provide the reader

with continuity.
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The observation checklists
According to Merriam and Simpson (2000), the focus of an observation should be the
study’s conceptual framework and research questions. With this in mind, the purpose of the
observation checklists was to determine the extent to which novice workers were
transferring and adapting their classroom manual handling training to the circumstances of
their work, and to help guide questioning during the semi-structured interviews around the
personal, situational and instructional bases which may affect this transfer and adaptability.
Moreover, when planning field observations, the researcher should consider what
should be observed, how the observations will be recorded, how the researcher will
guarantee accuracy of the observations, and what role the researcher will play in the
observation (Merriam & Simpson, 2000). These checklists were developed after
observation of two classroom manual handling training sessions at Service Care, and
careful examination of Service Care’s existing manual handling curriculum, where
classroom session plans, session objectives, trainee handouts and assessment materials were
gathered and studied to confirm the types of conceptual, procedural and dispositional
knowledge required to be learnt by new workers. Based on these observations and in
combination with my previous experience in classroom manual handling training, for the
purpose of this inquiry four criteria are deemed to underpin successful performance of all
manual handling tasks in clients’ homes. As discussed in Chapter 3, these criteria are:
(@) planning and preparation for manual handling tasks; (b) ensuring that a wide base of
support is maintained and that the load is carried close to the body when performing
manual handling tasks; (c) initiating the movement from the pelvis, including flexion of the
hip and knee joints when performing manual handling tasks; and (d) conscious recruitment
of the core stabiliser muscles (including the transverse and rectus abdominus muscles)
when performing manual handling tasks. Two core manual handling procedures — pushing
a client in their wheelchair using a mechanical hoist to transfer a client from their bed to a
wheelchair — were broken down into a series of steps where each of the four criteria could
be observed in both practical studies. These steps formed the basis of the “tick and flick”
checklists used by the researcher for directly observing and recording the manual handling
practices of informants in the study, with additional field notes being made as required. To
guarantee accuracy of observations by the researcher, the same checklist has been used to
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observe informants in both studies. A copy of this observation checklist can be found at
Appendix A.

The observations in both the classroom and clients’ homes took place with the
researcher as a participant-observer, a particular mode of observation in which the
researcher is “not merely a passive observer” (Yin, 2009, p. 111), instead assuming any
number of roles within the case study situation. Stenhouse (1988) distinguishes between
two types of participant observers: (a) fully participant, where an available role in a social
setting is filled; and (b) aspirant participant, where the observer is “seeing to achieve
acceptance in an unusual participant role such as researcher” (p. 51). For the purposes of
this inquiry, the researcher was an aspirant participant, assuming the role of researcher, yet
playing an active part in working alongside the in-home disability support staff. While this
form of data collection has been used successfully in everyday settings such as large
organisations (Yin, 2009), there are some major problems here, such as researcher bias and
time constraints. These will be addressed in a later section. What follows now, however, is
a discussion of the semi-structured interview guides, cues for which were informed by the

aforementioned observation checklists.

The interviews

Yin (2009) considers the interview to be an essential source of information for a case study,
and that it should most likely pursue a fluid, guided type of conversation rather than a rigid
and structured line of inquiry. The purpose of the interviews was to explore novice
workers’ perceptions of their classroom manual handling training, and to make explicit
some of the factors that inhibit or support their enacting safe manual handling practices in
the relative social isolation of clients’ homes. To achieve this purpose, two semi-structured,
brief interview guides were developed, one for the interviews conducted in both studies at 4
weeks, and a second guide for the interviews conducted at 12 weeks post-initial classroom
training (see Appendices B and C). These interviews, described by Yin as focused, were
conducted over a short period of time, and followed a pre-determined set of questions while
still remaining open ended and conversational. Questions on the interview guides varied
slightly at each point of data collection (i.e., 4 and 12 weeks) in both practical studies. For
example, in the interview 4 weeks post-initial classroom training, questions focused largely

on capturing the informants’ attitudes and reactions to classroom-based training, their
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previous learning experiences, their intentions to apply what they had learnt in the
classroom to the circumstances of their work, and gathering some retrospective data around
their new work experiences. At 12 weeks post-initial classroom training, however, the
interview questions aimed to gather additional data around the informants” work
experiences, and aimed to find out ways in which informants were transferring and
adapting their newly learned manual handling knowledge and skills.

Another purpose of the interviews was to substantiate already established facts or
observations. For example, Gillespie and Peterson (2009) suggest that health professionals
learn better in an uncomplicated physical setting. Therefore, for Service Care in-home
disability support workers, a line of inquiry about aspects of the physical environment
noted during the direct observations (e.g., space, flooring, obstacles, ventilation, equipment,
pace of work), and their potential impact on manual handling practice, was directed at the
informants. Moreover, questions around some of the more specific observations about the
nature of the physical environment were formulated, to determine whether this helped or
hindered new support workers’ learning. Although not listed on the interview guide, these
questions were penned in the comments section at the end of the direct observation
checklists. For example, in Study A, after direct observation of Di, the question was asked
by the researcher:

I notice that [the client’s] home is very cramped and there are a lot of

obstacles to move around, yet you seem very skilled at moving the client

in the hoist. How are you managing to do this?
After observation of Rick, the researcher made reference to the physical environment in
which his work was conducted:

There is plenty of space in [the client’s] bedroom, and lots of room to

move and turn your feet, yet | notice that you twist and use your upper

body a lot of the time. What makes you do that?
Specific questions such as these aimed to generate more rich data on the personal,
situational and instructional factors affecting support workers’ learning and enacting safe
manual handling techniques in the privacy of clients’ homes.

So, while each interview differed slightly, questions in all interviews remained
based around three categories: personal, situational, and instructional factors that inhibit or

support learning in relative social isolation. Additionally, although semi-structured, the
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interviews were conducted as informally as practicable, and in conjunction with direct
observation (i.e., throughout the course of their classroom learning or circumstances of
their work).

According to Stenhouse (1988), it is debatable how best to record an interview.
While Yin (2009) suggests that audio recording provides the most accurate version of an
interview, others opt to make notes of their interview findings from memory at the earliest
opportunity (Stenhouse, 1988). For this inquiry, a combination of both audio recording and
note-taking was used. Some informants provided consent for a recording device to be used
and felt comfortable in its presence, while others requested that the researcher take notes
only during the interview.

As with the observation checklists, there are limitations in using semi-structured
interviews as a means of data collection in a case study, such as bias, poor recall or
inadequate articulation of an informant, and time constraints in interviewing and recording

data, which will be addressed in a later section.

Phase Three: Study A: Data reduction and analysis

While Yin (2009) considers reduction and analysis of case study evidence as “one of the
least developed and most difficult aspects of doing case studies” (p. 127), this phase of the
study is best assisted if an analytical strategy is decided upon prior to collecting the data.
This section describes the process of data reduction and analysis in Study A.

The data obtained from Study A were reduced and analysed using inductive
reasoning principles, which begin with a set of specific data from which categories, themes
or theories are generalised (Thomas, 2006). Thomas suggests that inductive reasoning
should follow five steps: (a) reading of the text data, (b) identifying specific segments of
information related to answering research questions, (c) summarising these segments and
arranging them in general categories, (d) editing the categories to reduce overlap and
redundancy, and (e) creating a model or framework incorporating these categories. These
steps were used to assist analysing data gathered in this study, that is, all text were read,
segments of information were identified in relation to personal, situational and instructional
bases for learning manual handling in the absence of expert guidance, general categories
developed from these segments, and categories with no close connections with the research

questions put aside. The remaining and relevant categories were grouped to develop a
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training framework. Some coding categories were pre-determined prior to conducting the
observations and interviews. Analysis of the data began after each collection point (i.e., 4
and 12 weeks post-initial classroom training session). Observation checklists were coded
according to the four criteria, collated and presented in table form. Interviews were
recorded (after verbal consent from the informant) or written notes taken, and later
transcribed by the researcher. These transcriptions were read and re-read on many
occasions, with additional notes being made by the researcher. Three main coding
categories for the interview data were established: personal, situational, and instructional
bases for transferring and adapting classroom manual handling training in the absence of
expert guidance. Within these three categories, further coding categories were developed as
suggested by Bogdan and Biklen (2007), by searching through the data for certain words,
phrases, patterns of behaviour, informants’ ways of thinking, and accounts that are repeated
or stand out. The aim here, was to derive a set of propositions from the data about the ways
in which in-home disability support workers enact manual handling practices following
their initial classroom training session, which would assist in modifying the training

framework to be implemented in Study B, a discussion of which now follows.

Phase Four: Study A: Development and modification of the training framework

This section describes how the training framework proposed at the end of Chapter 3 was
refined prior to full implementation in the second practical study (Study B). Within this
framework, four progressive stages were suggested: (a) developing a disposition for support
work, learning important concepts and routine manual handling tasks in the initial
classroom training session; (b) consolidation and extension of this learning with close
guidance in the workplace; (c) a return to the classroom to provide discussion opportunities
for novice workers to build on concepts, procedures and dispositions; and (d) working
independently with a client but with easy access to an experienced other.

Consequently, in this fourth phase of the research, a number of training
interventions were considered for implementation within each stage of the proposed
framework. These interventions, based on the set of propositions derived from the data
obtained and analysed in the previous phase, were trialled and appraised in separate
evaluations of each stage, to determine their effectiveness in securing learning goals for

each stage of the framework. For example, the first stage of the proposed new framework
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suggested an initial classroom session that facilitates novice workers in developing a
disposition for support work. Accordingly, the existing training session plan and objectives
were revised to incorporate content such “boundaries and scope of practice for in-home
disability support”. After piloting one of these newly revised sessions, all classroom
trainees were then asked to report on their experiences of the training, which assisted in
making further modifications as required. Another stage of the new framework proposed a
return to the classroom after a period of time on-the-job. This “refresher” classroom manual
handling training session aimed to provide opportunities for workers to discuss their
experiences of in-home support provision and build on manual handling dispositions,
concepts and procedures. Subsequently, to evaluate the effectiveness of this intervention,
and to further refine its content, a group of support workers were invited back to participate
in a “stand-alone” classroom session, and upon conclusion were asked to report on its value
and effectiveness in further developing the skills required for safe support work. In
addition, a major aim of each separate stage appraisal was to determine an approximate
timeframe within which each stage should be implemented. That is, informants in the pilot
classroom training sessions were asked to comment on the appropriateness of timing
between their classroom manual handling training and commencing work in clients’ homes.
An outline of how the interventions within each stage are evaluated is now provided.
Bailey (2007) endorses a formative approach to collecting information in key areas
of a curriculum when evaluating health care training programs. These key areas for focus
and analysis include learners’ reactions to training, modification of attitudes and
perceptions, acquisition of knowledge and skills, behaviour change, change in
organisational practice, and benefits to patients or clients (Bailey, 2007). With these areas
in mind, a qualitative evaluation questionnaire was designed for administration after the
two newly revised classroom manual handling training sessions (i.e., initial and refresher).
Table 4.5 sets out the outcome areas evaluated in the questionnaire, based on those areas
explored by Bailey as part of the formative assessment of a skills training program for
graduate mental health workers. The left-hand column describes the specific focus area
investigated within the revised classroom training sessions, and the right-hand column

details the types of responses evaluated in relation to these focus areas.
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Table 4.5. Outcome Areas Evaluated in Qualitative Questionnaire

Focus area for evaluation

Responses evaluated

Key concepts and procedures learned

Whether knowledge and skills have increased
compared with before the session

How soon after commencing work should this
intervention take place

Impact of the session on professional identity

Impact of the session on future manual handling
practice

Strengths and weaknesses of interventions
implemented in the session

Comparison of behaviour on the course or in the
workplace

Any suggestions for future improvements

Acquisition of knowledge and skills

Acquisition of knowledge and skills; benefits to
patients and clients

Change in organisational practice; benefits to
patients and clients

Change in behaviour

Change in behaviour; benefits to patients and clients
Reactions to training
Change in behaviour

Organisational practice

A copy of the questionnaire administered after the initial and refresher manual
handling classroom training sessions can be found at Appendix D. As with the data
obtained during Phase Three, the responses to each of these areas were analysed using
thematic analysis as suggested by Thomas (2006) and Bogdan and Biklen (2007), and
grouped according to emergent key themes. These themes were then used to appraise the
potential effectiveness of the classroom training interventions within the proposed
framework, and modifications made as required.

In conclusion, separate trialing and appraisal of the classroom training interventions
within the training framework proposed for implementation in Study B assisted in its
strengthening and consolidation. The aim of these trials and evaluations was to ensure an
optimum intervention for assisting novice workers to learn in situations of relative social

isolation. This intervention is the focus for Study B, a discussion of which now follows.

Phase Five: Study B: Informant selection and access

In keeping with the features of an instrumental case study, which aims to facilitate
understanding and provide deep insight into issues, the same organisation (Service Care)
was used for this second practical study (Study B). In doing so, it was anticipated that a
case with clear boundaries and guidelines for in-home disability support provision (as
outlined previously) would increase internal validity of the research and assist in drawing

some stronger conclusions about ways that learning in situations of relative social isolation
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might best be realised. The organisation’s consent to participation in both practical studies
was obtained in the first phase of the project. Informants for this second study, however,
were recruited separately and specifically during this fifth phase.

A further seven new disability support workers were recruited for participation in
Study B. Informants were approached and they consented to participation in exactly the same
way as for Study A. Table 4.6 provides an overview of the informants recruited for Study B.
The left-hand column assigns a pseudonym to each informant and identifies their gender. In
the second column from the left, each informant in located within a specific age group. The
next column describes the informants’ ethnicities. The column third from the right outlines
the previous educational experience of the informant. In the column second from the right,
previous work experience of each informant is described, and the right-hand column
describes each informant’s motivations for taking up the in-home disability support role.

Table 4.6 indicates that the seven informants recruited for Study B comprised three
males and four females varying in age from the 20—29 years to 60—69 years age group. All
seven informants identified as Australian, although Anne had moved to Australia from
England while in her teens. Nat, too, identified as Australian-born Vietnamese, and stated
that her parents had moved to Australia with her older siblings several years before she was
born. These seven informants reported a range of previous life (including education and
work) experiences. For example, four of the informants had completed their secondary
school studies to the level of Year 12, and two of these were currently undertaking tertiary
studies at university. Mike had completed school in Year 10 and commenced work in the
mental health sector, where he remained for many years before initiating a move to a
different aspect of disability support. Pete, who completed schooling to the level of Year 9,
had spent most of his working life on the family farm. While six of the informants
described previous work experience in a range of casual, part-time and full-time jobs, Jess
had never held a paid occupational role. All informants were, however, new to the in-home
disability support worker role, having been motivated to take up the work either through
related experience (e.g., family member with mental illness, work in another type of health
care sector), the perceived convenience of the part-time hours to fit in with other aspects of
life such as study or parenting, or referrals from an employment agency. So, diverse gender,
age and experience may have contributed to the richness of data obtained during the study.

100



Table 4.6. Overview of Informants in Study B

Pseudonym Age Ethnicity Completed/current  Previous work experience Motivations for taking up the in-home support role

and gender education

Anne - F 40-49  British; Year 12 Various administration positions (e.g., Answered a newspaper advertisement for the role.

moved to office assistant, receptionist for Initially perceived the role as entailing general

Australia accountancy and conveyancing firms) since  housekeeping duties for elderly clients, however later

with her leaving school; 12-year hiatus while raising  discovered that the role also involved personal care and

parents as a two children respite.

teenager No previous experience or exposure to the elderly
(parents are fit and well) or people with disabilities.
Likes the role because it fits in well with her school-aged
children.

Barb - F 50-59  Australian Year 9 Various positions since leaving school aged ~ Answered a newspaper advertisement for the role. Like
15 years; hairdresser, retail/supermarkets, Anne, thought that the role would entail mainly
shift supervisor in supermarket for 15 housekeeping duties, however was soon exposed to
years; night fill position, front office for a personal care duties such as continence management,
small stationery/office supplies shop wound care etc.

Besides elderly mother in hostel, no previous experience
with frail aged or people with disabilities.

Dan-M 20-29  Australian Year 12 “Drifted” since leaving school. Started Close family member developed mental illness several
university studies, did not complete. Has years ago. This exposure motivated Dan to return to
held odd jobs — factories, bar work. Prior to  university to complete human services degree, and begin
undertaking paid work as support worker, voluntary work with a community service provider to
did voluntary work with community service increase exposure to people with disabilities, before being
provider offered a paid role.

Mike - M 40-49  Australian Year 10 Worked mainly in mental health since Wanted to move out of the mental health sector and work
leaving school. Initially worked in the with people with different kinds of disabilities.
kitchen of a psychiatric facility, then began ~ Approached Service Care personally and asked to be
to assist patients with diversional therapy, considered for a role as disability support worker.
then began worked as care attendant

Nat - F 20-29  Australian-  Year 12 Worked in part-time jobs, mainly retail Answered an advertisement on university notice board,;

born Currently in third (e.g., clothing boutique, department store) considered that the money would be better than in retail
Vietnamese  year of political since leaving school and commencing sector. No previous exposure to people with disabilities or
science at university  university studies the frail aged.

Pete - M 30-39  Australian Year 9 Worked mainly on family farm in regional Offered role through an employment agency, thought that
Auwustralia before relocating due to financial ~ he would try it as he had wanted a break from manual
and family reasons. All previous experience  labour and to try something different. No previous
involved machinery operation and manual exposure to the role.
labour

Jess - F 20-29  Australian Year 12 No previous paid work experience Answered an advertisement on university notice board,;

Currently human
services student at
university

considered that the role may provide additional
experience to support her studies, while at the same time
providing financial assistance. No previous exposure to
people with disabilities or the frail aged.
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With the informants for Study B recruited, access to these informants through
interviews and direct observation arranged, Phase Six of the inquiry could be commenced.

A discussion of this phase now follows.

Phase Six: Study B: Implementation of proposed framework

In this phase of the study, the four stages of the training framework established in Phase
Four were implemented over a period of 12 weeks. Qualitative, de-identifying data were
collected from in-home disability support workers by the primary researcher (i.e., the
candidate), again in the form of semi-structured interviews and direct observations of
manual handling practices in both the classroom and workplace settings. As in Study A,
these interviews and observations aimed to capture workers’ experiences of learning and
adapting their classroom manual handling training. Data were collected at the same two
points over a period of 12 week following the initial classroom training session: 4 weeks
after commencing unsupervised work in the clients’ home and 12 weeks after
commencement of their unsupervised work. By using the same data collection tools, and
obtaining data at the same points on a continuum, it is anticipated that stronger conclusions
may be drawn about the effectiveness of the training framework as a means of improving
the ways workers learn in the absence of expert guidance.

The same two core manual handling procedures observed in Study A (pushing a
client in their wheelchair and using a mechanical hoist to transfer a client from their bed to
wheelchair) were observed in Study B by the aspirant-participant researcher (see Appendix
A). As with Study A, these direct observations were recorded on a pre-determined
checklist, and along with additional field notes, were used as a means of observing the
types of conceptual, procedural and dispositional knowledge and skills being learned and
adapted by workers from classroom training sessions to the various circumstances of their
work. Moreover, direct observation of informants in Study B also assisted lines of
interview questioning, including how these novice workers approached routine and non-
routine tasks. For example, following direct observation of Mike, | asked:

| notice that you are able to very skilfully hoist [your client] from the bed
to their wheelchair. Can you please explain to me what you would do in
the event of [the client] falling out of their bed or chair onto the floor?

How would you use the hoist in this situation?
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In this way, data were gathered about the type of procedures that novice workers
were employing (Scandura, 1973; Stevenson, 1991) when learning and enacting their
manual handling tasks in the workplace, after initial classroom training.

As with Study A, the purpose of the interviews in Study B was to explore novice
workers’ experiences of their classroom manual handling training, and to identify some of
the personal, situational and instructional factors that may inhibit or support their enacting
safe work practices in the absence of expert guidance. Interviews in this second practical
study were conducted in a similar way to the interviews in Study A. That is, they were
semi-structured, relatively brief, followed the same set of pre-determined questions used in
Study A, and followed a fluid, conversational format (see Appendices B and C).

While the aim of these interviews was to gather data about the effectiveness of the
training interventions, it is important to note that to reduce the effect of researcher bias, the
interview questions posed in Study B were exactly the same as those posed in Study A.
Once more, questions varied slightly according to the timing of each interview. Initially,
they focused on capturing novice workers’ reactions to training, and their intentions to
apply what they had learnt to the circumstances of their practice. At further points in the
study, questions aimed to gather retrospective data about workers’ manual handling
experiences, substantiate already established facts or observations, and find out ways in
which informants were transferring and adapting their newly learned manual handling
knowledge and skills. In any case, these interview questions were based around the three
pre-determined categories — personal, situational, and instructional factors that inhibit or
support learning in relative social isolation. It is in the reduction and analysis of these data,
not in the structuring of the interview questions, that the effectiveness of the training
framework as an intervention for improving effective learning in the absence of expert

guidance was determined, which is discussed in the next section.

Phase Seven: Study B: Data reduction and analysis

The data obtained from Study B were reduced and analysed using inductive reasoning
principles and pre-determined coding categories. For reduction and analysis of the
interview data, categories were aligned with the specific training interventions. These

categories/interventions were:
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@ changes to the format and content of the existing classroom manual handling
training session at Service Care;

(b) the introduction of preceptors to support novice workers as they enact manual
handling techniques in clients’ homes;

(©) a range of written material to be provided both in the classroom and in clients’
homes in the form of Service Care policies, procedures and step-by-step instructions
for enacting safe manual handling techniques;

(d) increased coordinator support for manual handling training, both in the classroom
and the workplace;

e increased client and/or family member involvement in manual handling training; and

)] the introduction of manual handling “refresher” classroom training sessions.
Observation checklists were coded according to the same pre-determined criteria

used to reduce and analyse data in Study A: (a) preparation for the manual handling task,

(b) balanced body position, (c) use of pelvis to power the manual handling movement, and

(d) recruitment of core strength throughout the task.

Analysis of the data began after the two collection points (i.e., 4 and 12 weeks post-
initial classroom training session). Observation checklists were coded according to the four
criteria, collated and presented in table form. Transcriptions of each interview were read
and re-read on many occasions, and additional notes were made by the researcher.
Segments of information related to the pre-determined categories were identified and
categorised, and responses with no close connections with the research questions put aside.
The aims of data reduction and analysis in Study B were to group the remaining and
relevant categories, develop a framework for comparison and reconciliation with Study A,

and draw some conclusions from both practical studies in the final phase of the project.

Phase Eight: Studies A and B: Comparison, reconciliation and conclusions from
practical inquiries

The final phase of the research aimed to compare and reconcile Studies A and B. With the
research question and sub-questions firmly in focus, a comparative and reconciliatory
analysis was undertaken of the personal, situational and instructional bases for realising
effective learning in the absence of expert guidance. This frame of reference is used to

compare the previously existing training approach of the case (i.e., Study A) with the training
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interventions (i.e., Study B), and it identifies strengths and weaknesses of both approaches.
The phase concludes with some observations about the best ways that this learning in relative
social isolation may progress, and offers some direction for future research.

Strengths and limitations of the design

This section sets out the strengths and address limitations of the study, including choice of
the qualitative approach, validity, reliability and trustworthiness of the research design.
There are several criticisms of the qualitative research approach, including that it is purely
descriptive and therefore not rigorous, and that it is too subjective and impressionistic
(Goulding, 2002). In addition, Bell and Bryman (2007) consider that there is a lack of
transparency in qualitative research, and that it is often difficult to see why and how a
researcher might reach their conclusions. This chapter has sought to address this issue by
providing a rationale for selecting the qualitative case study as the research method, and
direct observation and interviews as procedures for data gathering in this study.
Specifically, this inquiry aims to provide first-hand insight into people and events (i.e., in-
home disability support workers learning safe manual handling practices), to understand an
actual problem (i.e., how these practices are effectively learned and enacted in the absence
of expert guidance), and to improve practices and support or influence better decision
making (i.e., offer a conclusion about how classroom training should be provided and how
effective learning can be realised).

Validity and reliability

Validity, both internal and external, and reliability are important considerations for the
trustworthiness and believability of qualitative research (Merriam & Simpson, 2000).
Wiersma (2009) defines internal validity as the extent to which the results of a research
study can be accurately and confidently interpreted. One strength of this study may be that
the research was conducted by one researcher only, with a simple observation checklist and
semi-structured interviews with the same pre-determined questions for all informants. The
use of data triangulation as a strategy, where two different perspectives of the same
phenomena were studied, may also be considered as a strength. So, data collected at all
points during the investigation may be considered as rich, comprehensive, reliable, and able

to be analysed with certainty. An additional strength here is the use of the same
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organisation as the case for both practical studies. An unchanged organisational structure
(in terms of recruitment and training of staff, type of support provided) may have increased
the internal validity of the investigation when implementing the training framework in
Study B. There was a risk, however, that Service Care would undergo structural changes
between Studies A and B. To minimise this risk, both practical studies were conducted
within as short a timeframe as possible.

The effects of bias may pose a threat to the internal validity of a study if the primary
researcher exclusively interprets data. To offset this, two strategies were employed. Firstly,
as suggested by Marshall and Rossman (2010), all data were stored in a well-organised,
retrievable form, so that others can easily access them if the findings are challenged, or if
another researcher wants to reanalyse the data. Secondly, an inter-rater reliability process
was implemented, a recognised process in qualitative research where data from both
practical studies were independently coded by one additional researcher, and codings
compared for agreement (Armstrong, Gosling, Weinman, & Marteau, 1997).

Wiersma (2009) defines external validity as the extent to which research results are
generalisable to a range of circumstances. As discussed earlier in this chapter, the
instrumental case study was chosen as a method for this study, as a means of providing
insight into the issue of learning effectively in the absence of expert guidance, and to refine
or generate a training framework for this purpose. While it is hoped that findings from the
case will be generalisable to other situations — and the case has been specifically chosen to
maximise this — as each case has many unique aspects a limitation of this study may be its
usefulness in generalising. To paraphrase Stenhouse (1988), readers will have to judge for
themselves how typical this case is, and how applicable it is to their own situation. This
may be assisted, however, by clearly defining the boundaries of the case upfront (e.g., size
of organisation, number of workers employed, types of training programs offered, types of
learning support and guidance provided in the workplace).

In addition, clear definition of the case may increase the study’s reliability, a
concept related to validity in research. Wiersma (2009) associates reliability in research
with consistency of data collection tools and methods, and also the extent to which studies
can be replicated. In making explicit the boundaries of the case, along with providing clear
guides (observation checklists and interview guides) for data collection, the study may

easily be replicated.
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Trustworthiness

Trustworthiness of a research study is important to evaluating its worth, and includes
establishing credibility or confidence in the “truth” of the findings (Lincoln & Guba, 1985).
Moreover, Lincoln and Guba consider the degree of neutrality, or the extent to which the
findings of a study are shaped by the informants and not by researcher bias, motivation, or
interest, to be important in establishing the trustworthiness of qualitative research.
Researcher bias has already been mentioned as a limitation of the study, particularly as it
relates to interpretation of the study’s findings. However, there are additional
considerations here.

As the researcher is a trainer in manual handling, experience suggested that transfer
of classroom learning was not occurring. Moreover, the researcher, as a member of the
health and community services sector, could be perceived as having an affinity with the
research participants. In this regard, the researcher was not naive. Consequently, a process
of reflexivity was practised, whereby throughout the inquiry, an awareness of the
researcher’s role in the practice, process and outcomes of research was maintained (Haynes,
2012). Hibbert, Coupland, and MaclIntosh (2010) consider reflexivity as being more
complex than simple reflection. Reflexivity involves thinking about our experiences and
questioning our ways of doing. Strategies employed in the reflexivity process throughout
this inquiry have included: (a) writing down assumptions about in-home disability support
workers and learning manual handling, and revisiting these throughout the enquiry, noting
how and if they may have shifted; (b) considering whether these assumptions had
influenced the research questions, focus or findings; (c) listening to replays of recorded
interviews and noting how the researcher’s presence or interaction affected the data-
gathering process; and (d) discussing (broadly and in de-identifying ways) these responses
and reactions with colleagues (Haynes, 2012). Moreover, throughout the inquiry, the
researcher consistently engaged with the literature to support (or dispute) their findings.
These strategies were intended to enhance the trustworthiness of the study.

Monette, Sullivan, and DeJong (2011) describe a major problem faced by
observational researchers as reactivity, that is, the extent to which the observer’s presence
influences what is observed. In view of the circumstances under which direct observation
occurred (in the privacy of clients” homes, with few people present), it was impossible for

the researcher to conceal their status as an observer. This may reduce the trustworthiness of
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the data, in that informants may have been on their “best” behaviour with the researcher in
attendance. Yin (2009) suggests that to offset this behaviour, when interviewing case study
participants, it is useful for the researcher to appear “genuinely naive about the topic ... to
provide a fresh commentary about it” (p. 107). Given the intimacy of the setting for the
observations in this inquiry and the challenges of gaining access to such settings, the
researcher did not present herself as completely naive in the area of in-home disability
support. At the same time, however, she did not purport to be an authority in the field. That
is, she did not offer advice or assistance to clients and/or their support workers at any time
before, during or after the observations, and was careful not to provide any cues that might
suggest extensive experience in the area.

Similarly, when conducting interviews, particular attention was paid to the areas
suggested by Hitchcock and Hughes (1995) to ensure that the research results were
trustworthy. These include researcher effects, characteristics of the interviewer and
interviewee and nature of the interviewer-interviewee relationship. In an effort to reduce
bias, interview questions for the new in-home disability support workers were formulated
and piloted with two subjects before the study interviews took place. Questions were posed
in a way that would not “lead on” or influence the interviewees’ responses, and no probes
were suggested in the interview guide.

To further minimise the potentially biasing effect of the researcher-informant
relationship in both observation and the interview, and to increase trustworthiness of the
data, several other strategies were employed. These included establishing a rapport with the
informants prior to and throughout the study; the researcher dressing in a similar style to
the informants so as not to draw attention to themselves as a “professional”’; using a
language style similar to that of the informants; and taking any notes in relation to data
collection out of sight of the informants.

In summary, to maximise the validity and trustworthiness in data collection and
reporting from both practical studies (Studies A and B) of this inquiry, several strategies
were employed. Data-collection tools (i.e., observation checklists and semi-structured
interview guides) were pre-determined, and were piloted prior to implementation. Data
triangulation was utlised in an effort to provide rich, comprehensive and reliable data which
may be analysed with certainty. Clear boundaries and features of the case (Service Care)

were established prior to undertaking this inquiry, so that the study may be easily
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replicated. For consistency in data collection and reporting, Service Care was used for both
practical studies, and data were collected in as short a timeframe as practicable. Data have
been stored in a well-organised and retrievable form, for access by other researchers if
required. An additional researcher was engaged to independently analyse all data as an
inter-rater reliability strategy. The researcher was mindful of how they presented during all
phases of data collection, using approaches such as dress, language, and rapport in ways to
minimise their influence on informants. The process of reflexivity was practised, and the
researcher consistently engaged with relevant literature throughout the inquiry. Therefore, it

is proposed that this inquiry embodies truthfulness, both in data collection and reporting.

Ethical considerations

There are several considerations when conducting research with humans as participants,
including recruitment of the case for study, identifying potential informants, the
consequences of inclusion in or exclusion from the study, informed consent and
confidentiality. The measures adopted in this study to address such issues and to ensure that
the research was conducted in an ethical manner are described below. It should be noted
here, that at all times the research was conducted within the ethical guidelines of Griffith
University, and the approval from the Human Research Ethics Committee (HREC) was
granted prior to conducting the research.

The case for the study was recruited via the cold-calling method, that is, it was
previously unknown to the researcher. A script was provided to the HREC for consideration
during the ethics approval process. As previously discussed, an information package was
supplied outlining the study’s aims, intended procedures, potential risks and benefits for the
organisation, and the contact person was invited to contact the researcher for further
information or to consent to participate in the study. Protection of privacy was crucial here,
as community service providers may be appropriately concerned about being portrayed in a
way that subjects them to recognition. While the ways in which organisational anonymity
would be maintained was addressed in the consent package, it was also important that
access to data was not conceded to authorities within the organisational hierarchy, as this
may expose the informants and influence their responses (Stenhouse, 1988).

Identification of potential informants included an information package being provided

to all trainees registered for several upcoming manual handling training sessions.
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Consideration was given to how participation or non-participation in the study would impact
on the new workers, and the dynamics in their classroom and workplace. An information
package provided the researcher’s contact details and details for the University’s HREC in
the event of any problems or issues concerning the research. The information package clearly
outlined the potential risks and benefits in participation in the study. While there was no
expected direct benefit to informants by taking part in the study, it was suggested that they
would, however, be making a contribution to knowledge in the area of classroom manual
handling training, that may benefit community support (and other) workers in the future. The
potential risks in taking part in the study were considered to be minimal, although the stress
and psychological impact of speaking about employment, particularly if a number of factors
were held to impinge on workers’ learning and safety, was considered as a potential risk. To
minimise this risk, several contact phone numbers were provided through the HREC should
any research informant experience emotional distress or require career counselling as a result
of their participation in the study.

It was also important to consider the potential impact of the study on the clients
with disabilities, who, although not direct informants of the research, were required to
afford access to their home for the study to take place. Furthermore, as part of the direct
observation of the in-home disability support workers, these clients were also observed
(albeit indirectly), at a time when they were potentially receiving the most personal aspects
of their support, such as being hoisted from their beds. So, in view of the potentially
unequal balance of power in the relationship between the worker and the client (i.e., client
dependent on worker for personal support), these clients were considered to be vulnerable
subjects. Standard practices and protocols were employed to ensure that these clients were
protected and did not feel coerced into allowing the researcher into their homes. These
strategies included strict adherence to the guidelines set out in the NSW Disability Services
Act (1993). Noteworthy here, is that the researcher is fully conversant with the issues
outlined in this legislation, particularly as they relate to receiving support in a safe
environment, respecting confidentiality of personal information, and receiving equitable
treatment. In addition, informed consent was sought (as outlined below). While it was
anticipated that most clients of Service Care would have physical disabilities and not have

compromised decision-making capacity, clients were not excluded from the study if they
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were cognitively impaired. So, for all clients, the capacity to consent was assessed using the
independent monitors and guidelines of Service Care.

Informed consent was obtained from all relevant parties (support workers, Service
Care manager, manual handling trainer, newly appointed preceptor, service clients and/or
their primary caregivers) prior to collecting data for the inquiry. For the Service Care
manager, manual handling trainer, preceptor, and service clients/primary care givers, an
information package was provided and verbal consent obtained. For the in-home disability
support workers, however, informed consent packages were provided, based on a template
developed by the University, and written consent was obtained. Key ethical issues outlined
in the package included protecting informant privacy and ensuring informant anonymity in
reporting; ensuring that participation in the research was voluntary and without coercion;
advising informants that they were able to withdraw from the study at any time without
comment or penalty; and reporting of results of the study to the informants. In conclusion,
this inquiry was undertaken only after a careful consideration of potential ethical issues and
a study of the relevant guidelines.

Conclusion

In conclusion, this chapter has described the methodology used to study how in-home
disability support workers adapt what they learn in a classroom setting, to the relatively
socially isolated circumstances of their work. A justification for the qualitative, case study
approach adopted for the investigation has been provided. Each of the eight phases that
advance the inquiry has been outlined and discussed. A rationale for the selection of
Service Care as a site for the investigation has been proposed, and the procedures for
recruiting and accessing both the site and the informants have been outlined. Moreover, an
overview of the informants, including personal and work histories has been provided. Data
forms (i.e., semi-structured interviews and direct observations) and procedures for data
reduction and analysis have been discussed. Finally, this chapter has concluded with
suggested strengths and limitations of the study design, and ethical considerations in
conducting the study. Now, in Chapter 5, findings from the first practical study (Study A)
are discussed, followed by those from the second practical study (Study B) in Chapter 6. A
reconciliation of both practical studies is provided in Chapter 7.
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Chapter 5

Manual handling exploration

Chapter 4 described and justified the methodology used to investigate how in-home
disability support workers adapt what they learn in a classroom setting to the relatively
socially isolated circumstances of their work in clients’ homes. As advanced in that chapter,
a qualitative, inductive research strategy was adopted, with five procedural sub-questions
guiding data collection in relation to the personal, situational and instructional bases for
realising effective learning in the absence of expert guidance.

This chapter presents and discusses the findings of Study A. That study comprises
an exploratory inquiry into the existing manual handling training process of a community
service provider, through curriculum review, semi-structured interviews and direct
observation of support workers. To reiterate, the site or case for the study is a community
service organisation known as Service Care, employing in-home disability support workers
who attend to a variety of personal care tasks for people with disabilities living in their own
homes. While the site has been considered in substantial depth, Service Care as an
organisation itself plays a secondary role, in that it has facilitated understanding of
something occurring elsewhere, that is, how workers learn the safe practices for their work
which is enacted without expert guidance in clients’ homes.

Information about the informants and their selection has been detailed in the
preceding chapter. To recap very briefly, informant selection was non-random and
purposive. Seven informants were recruited for Study A, comprising two males and five
females ranging in age from the 20-29 years to the 60-69 years age group. One informant
was born outside Australia (in Portugal). While informants had a range of previous life
(including education and work) experience, all were new to the in-home disability support
role, and offered various motivations for taking up this role. For example, 63-year-old Joe,
a former engineer, had taken up the support role as a means of financially supplementing
his semi-retirement; Bree, a 21-year-old nursing student, hoped that in-home disability

support work would assist her in developing her basic nursing skills; and Rick, 37, who had
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held previous positions in transport and delivery, was offered the role through an
employment agency.

Primary data were collected by the researcher in this study through observations and
interaction in the classroom and workplace (i.e., the office of Service Care and the homes
of clients with disabilities where support is provided). Firstly, information about the
existing training program was gathered from the site through direct observation of the
classroom training sessions, interviews with the Service Care manager and manual handling
trainer, and perusal of training material. Secondly, qualitative data were obtained from in-
home disability support workers in the form of semi-structured interviews and direct
observations, which aimed to capture their experiences of learning and adapting their
classroom manual handling training. In Study A, reported here, the qualitative data were
collected at two points over a period of 12 weeks: at 4 weeks after the informants had
completed their initial classroom training session and commenced unsupervised work in the
clients’ homes, and 12 weeks after commencement of their unsupervised work.

The qualitative data obtained from Study A have been analysed using inductive
reasoning principles, beginning with a set of specific data from which categories, themes or
theories are identified (Thomas, 2006). The interview data were read iteratively, with
specific segments of information related to addressing the five sub-questions for the study
identified. These segments, after editing to reduce overlap and redundancy, were then
arranged into three pre-determined coding categories: (a) personal, (b) situational, and
(c) instructional factors for transferring and adapting classroom manual handling training to

practical work performance, in the absence of expert guidance.

Substantive findings: Study A

It is foreshadowed here that a primary objective of the existing brief and largely didactic
classroom manual handling training sessions at Service Care is to meet government
recommendations for workplace health and safety. However, these sessions may indeed
have negative consequences for in-home disability support workers in that there is little or
no time allocated to developing or encouraging the dispositions for safe manual handling
through such processes. Moreover, these one-off classroom training sessions, combined
with a lack of organisational and peer support or follow up in the workplace (clients’

homes), lead to demotivation of these workers as they fail to become embodied in their
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work role. Yet, it is still possible for these workers to successfully learn the requirements
for their role while working in relative social isolation. Firstly, it is suggested that a
revision of the existing classroom training session to include more peer and trainer
interaction, small group work and practical activities, may assist these workers to develop
dispositions for in-home disability support work and, therefore, work more safely in
clients’ homes. The peer interaction within this new training format should also emphasise
the importance of resilience, and drawing on one’s own personal history when working in
relative social isolation. Secondly, ongoing organisational support in the form of written
materials provided in clients’ homes may also offer indirect guidance as these workers
enact their newly learned classroom manual handling skills and knowledge. Thirdly, peer
support in the form of a preceptor in the workplace, and support from the clients and/or
family members themselves, along with a continuation of this support when returning to the
classroom after 8 weeks on the job, may also assist these workers to remain committed to
their support role, and develop a sense of themselves as a professional, in-home disability
support worker.

Accordingly, what follows now is a presentation of the findings from Study A.
Firstly, an appraisal of the existing classroom manual handling training program at Service
Care is presented and discussed. Secondly, data gathered through direct observation of the
informants as they went about their in-home disability support work are presented and
discussed. Although potentially stand alone, these data were used to support and guide
questioning in the semi-structured interviews, the findings from which are also presented
here. Finally, the chapter concludes with a set of propositions derived from the data about
the ways in which in-home disability support workers enact manual handling practices
following their initial classroom training. The training framework with four progressive
stages proposed in Chapter 3 is further refined: (a) developing a disposition for support
work, learning important concepts and routine manual handling tasks in the initial
classroom training session; (b) consolidation and extension of this learning with close
guidance in the workplace; (c) a return to the classroom to provide discussion opportunities
for novice workers to build on concepts, procedures and dispositions; and (d) working
independently with a client but with easy access to an experienced other. This framework
forms the basis for data gathering and analysis in Study B and the discussion in subsequent

chapters of findings associated with conceptual advances and procedural practices.
115



The existing manual handling training program

Appraisal of the manual handling training program for in-home disability support workers
at Service Care was directed at gathering information about the conceptual, procedural and
dispositional learning objectives for the classroom training sessions, and the training
approaches used to convey and support the development of this knowledge. This
information was gathered in three ways: (a) through non-participant observation of two
manual handling classroom training sessions; (b) through four unstructured interviews of
approximately one hour duration, two with the manager of the organisation (before and
after observation of the classroom training session), and an additional two with the manual
handling trainer (again, before and after observation of the classroom training); and

(c) through perusal of relevant training documentation.

The classroom training session is presented as part of a general orientation to
Service Care for new support workers. This orientation is held on an as-needed basis
depending upon intakes of new workers; however, it usually extends to three or four times
annually. Therefore, some of these workers will have already been working in their new in-
home disability support worker roles for up to several months prior to attending the
classroom training session. Conducted on site in a large conference room, the classroom
training session is one hour in duration, and comprises one of six sessions in a very tight
orientation timetable. While no prescribed session plans for manual handling training are in
use at Service Care, Table 5.1 provides an overview of what, and how, manual handling
information is currently imparted in the classroom. The left-hand column identifies the key
points which are taught as part of the manual handling program. The second-left column
locates these key points within a specific knowledge base. The third-left column outlines
the time frames allocated to communicating each of the key points. The third-right column
describes the content covered in relation to the key points. The second-right column
identifies the training strategies used to impart each section of the manual handling session,

and the right-hand column outlines the training resources used in delivery.
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Table 5.1. Service Care Classroom Manual Handling Training Session Plan

Key point Type of Time Content Training Resources
knowledge frame strategy
Introduction 3 mins Name, background, introduced self as working in a different area of Didactic Whiteboard
organisation
Definition of Conceptual 5 mins Definition provided from manual handling legislation; some of the more
manual handling commonly undertaken manual handling tasks described (assisting client to walk, pjgactic Whiteboard
carrying shopping, pushing wheelchair)
How injuries Conceptual 5 mins Anatomical (muscle & ligament strain, disc problems etc.); postural (poor Didactic Spine model
occur posture, repetitive work, not maintaining neutral spine); other (poor fitness or
health, lack of training, falls, etc.)
Organisational Conceptual 5 mins Need to be familiar with organisation’s policies and procedures, and follow
policy Procedural same at all times emphasised; need to report hazards and incidents through Didactic Handout
formal reporting process emphasised
Preparing for Procedural 5 mins Importance of setting up and checking equipment and ensuring that it is
manual handling appropriate for the task emphasised; need for good communication with client Didactic Whiteboard
tasks emphasised; process for reporting manual handling challenges to organisation
explained
Maintaining a Conceptual 5 mins Importance of establishing and maintaining a wide base of support explained Didactic Whiteboard
balanced position  Procedural and demonstrated (e.g., foot position, hip and knee movement) Practical Handout
Use of pelvis to Conceptual 5 mins Importance of flexing both hips and knees and using pelvis to power manual Didactic Wheelchair
power movement  Procedural handling tasks explained and demonstrated Practical Handout
Recruitment of Conceptual 5 mins Importance of recruiting core muscles to protect lower back throughout manual ~ Didactic Handout
core strength Procedural handling tasks explained and demonstrated Practical
Pushing Procedural 5 mins Planning for task reiterated (e.g., environmental considerations, nature of Didactic
wheelchair equipment, nature of client etc.); actual task then demonstrated by trainer Practical Wheelchair
Use of hoist Procedural 10 mins Planning for task (e.g., preoperational safety checks); use of hoist with emphasis  Didactic
on maintaining client safety; large group practical Practical Hoist
Conclusion 2 mins Reiteration of main conceptual and procedural points; attendees thanked for Didactic

their time

117



In scrutinising the elements of training design and delivery for the existing manual
handling classroom training session as outlined in Table 5.1, four factors are evident. These
are: (a) the brevity of the classroom training session in relation to the many conceptual and
procedural aspects of manual handling covered, (b) the predominantly didactic instructional
approach to manual handling training, (c) the lack of attention paid to developing
dispositions for safe manual handling in disability support work, and (d) a lack of
organisational support for classroom training and follow up from this session. These factors
are discussed using the data gathered from interviews with the service manager and trainer

at Service Care.

Brief classroom training sessions: The limitations in classroom manual handling
Observation of the classroom training session revealed that the training was brief in
duration and appeared to be rushed, in that each concept or procedure was allocated
between 5 and 10 minutes for instruction. The trainer, Sue (a pseudonym), who also works
as a Registered Nurse for Service Care, was well prepared for the session, and had arrived
15 minutes prior to training commencement to arrange the classroom seating, check the
manual handling equipment for demonstration and distribute her training handouts.
Although well organised, Sue expressed frustration from the outset at the brevity of the
session, suggesting that the expectation of Service Care in relation to length of time
allocated to the classroom manual handling training was unrealistic. Upon showing the
researcher a list prescribed by the manager of training components to be covered, Sue
stated:

This isn’t real learning ... [this is] what suits the organisation ... these

[informants] come in, tick all the topics off the list, go out there and go

back to doing exactly what suits them, and the organisation rubber stamps

them as “trained”, so they’ve covered themselves.
When questioned about what she might consider as a more suitable training session
duration, Sue responded:

... [Service Care are] stretched and often can’t afford to get people to

training, but I think they should consider running even shorter sessions

more frequently. Take the hoist for example, how on earth can you show
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somebody everything there is to know to use one of these things safely in

ten minutes? Impossible!
In essence, Sue was suggesting that the existing session could be broken down into a series
of shorter, more frequent, and more comprehensive segments of manual handling
information. For example, rather than include 10 minutes of hoist training in the orientation
session, a more comprehensive session could be run on the hoist alone. Further questioning
about the short time frame for the session resulted in Sue’s admission:

... [ am absolutely spent at the end of this ... the content’s ... nowhere

near comprehensive or detailed enough, but we’re required to get through

itall ... I doubt they learn a thing you know, but I’'m supposed to be OK

with it because at the end of the day or hour as it were I’ve helped Service

Care meet their auditing requirements. But it’s exhausting ... Too much

information for them, too little time. | need, we need, more time.
These comments suggest that the brief manual handling training sessions, while meeting
government requirements for Service Care, had negative implications for workplace safety
of both the support workers (e.g., hoist safety, lack of adequate exposure to safe manual
handling techniques) and the trainer (e.g., physical and emotional stress arising as a result
of the pace and intensity of the session). Moreover, excessive demands may be placed upon
the learners, who in all instances need to work harder than their instructor in making sense
of the material that is being presented, and preparing themselves to work independently
with their clients.

Brief classroom training sessions for direct care workers appear to be routine,
according to Braun, Cheang, and Shigeta (2005). They cite a study of 48 training programs
for workers in long-term care settings conducted by Aylward, Stolee, Keat and Johncox
(2003), who found that new knowledge for support workers was usually imparted in a
training program format ranging from 10 minutes to 2 hours. Also highlighted in this study
is the lack of evaluation of these brief training sessions in relation to the sustained
effectiveness of classroom training sessions, with organisations relying primarily upon
anecdotal information to determine whether the content presented in such sessions is taken
up and/or sustained in practice. This proposition is supported by Sue, who stated:

I don’t know if [the training participants] are learning anything ... [ don’t

get to follow up on any of their work. I find that hard. I don’t have the
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time to do it, or the inclination ... I’ve got other stuff to do. But you’d

think the service would follow up.
This comment, along with studies of the effectiveness of care worker training (e.g., Braun
et al., 2005; Clarke, 2013), suggests that lack of follow up from brief classroom training
sessions is a longstanding concern, because there are no understandings about whether
these outcomes can be achieved effectively.

Aylward et al. (2003) agree that long-term care organisations place less emphasis
and value on training as a means of effecting staff change or motivation, pointing out that
these facilities tend to be very concerned with labour costs. This finding is supported by
interview data gathered from the manager at Service Care, Mark (a pseudonym), who
claimed that short classroom training sessions are necessary in view of the challenges in
funding training for in-home disability workers:

It all comes down to funding...We simply can’t afford to give our people

more time for training. Sometimes we’re hard pressed to release the staff

to actually get them there, our numbers are so thin on the ground. So, at

least they can get to a training session which means we’re meeting the

national standards ... we’ve got all our [documentation] in order.
Therefore, it seems that one of the primary goals for Service Care in training their support
workers is to transmit as much conceptual and procedural information in as short a time as
possible, in an effort to meet all prescribed regulatory and auditing requirements, yet at the
same time keeping training costs to a minimum. These goals of administration and
accountability then form the basis of the intended curriculum. The question is whether such
intents are realistic.

Mark did, however, show some additional interest in the presentation style and
content of the classroom training session:

I have sat in on one of the sessions and | thought it was very good. [Sue]
knows her stuff and she’s very engaging. There is a lot to cover in the
hour that’s for sure, but she seems to get through it all. I don’t think
anything could be left out — [trainees] need all the basics and then some
ideas about applying it to their work.
When queried about the extent to which in-home support workers were actually applying

the classroom training content to their work, Mark responded with “Well our injury rate is
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low, so we must be doing something right.” Yet, Mark also expressed some apprehension
about the lecture-style format of the classroom presentation, suggesting:

I’d like to promote more consultation and communication in these

training sessions, but given all the financial and timing restrictions it

needs to be more of a lecture style.
So it seems that Service Care management, while focusing largely on meeting regulatory
requirements in the most cost-effective way, were perhaps also concerned at this point with
how well the information was conveyed and then taken up in practice, particularly in terms
of maintaining worker safety. However, management focus appeared to remain upon
Service Care as an organisation — the constraints of classroom instruction and the demands
upon the learners. Little or no focus appeared to be placed on the manual handling tasks
ahead for these novice workers, that is, on how to actually enact the techniques taught in
the classroom, upon “real” clients. In any case, while considering a set of organisational
concerns, the Service Care manager had reflected upon methods of classroom training
delivery other than the didactic approach, a discussion of which now follows.

The didactic approach to manual handling training

As presented in Table 5.1, the method of delivery for classroom manual handling training
was largely didactic. This approach to teaching primarily involves using a teacher-centred,
lecture-style format to convey information (Banning, 2005). Despite all the criticisms that
have been directed at didacticism and lecture-style delivery in adult education, the lecture
remains probably one the most frequently employed techniques for training delivery
(Banning, 2005). Walkin (2000) supports didacticism as a means of transmitting large
amounts of factual information to an audience, and suggests that it may also have additional
benefits when the content is new to the majority of class informants, or if the learners are
teacher dependent, anxious or disorganised as learners. This may be true of new home care
employees, who have cited fear of failure, limited understanding of theoretical
requirements, feelings of being overwhelmed by work, and conflict with family
commitments as impediments to learning (Zemlin, 2014). However, these new workers
may not have the experience or readiness to engage with didactic presentations, and the
learning activities (e.g., note-taking, summarising key points) that accompany them. Sue,
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the manual handling trainer at Service Care, also identified a high level of anxiety in the
classroom amongst trainees:

They come in and you can see they’re absolutely terrified you know, they

think it’s all going to be essays and exams. Some have even told me up

front that they haven’t written an essay in 20 years and they’re worried

about having to do it in training. But once we get started, get into the

training, and they realise that they don’t have to do too much, just sit

there, you can almost see their shoulders relax into normal position again.
So, in the case of in-home disability support workers at Service Care, the lecture-style
presentation may be an appropriate means of conveying some of the basic principles of safe
manual handling in the classroom. Fry, Ketteridge, and Marshall (2003), however, consider
that the lecture, while a useful teaching tool for providing a framework of ideas and
theories, needs to complemented by interaction and adult-oriented strategies due to
attention span and lack of participation. Indeed, while many training programs for care
workers are lecture based, informants often report the format as boring, repetitious, or
irrelevant (Braun et al., 2005). This conclusion is also supported by Sue, who reported:

I sometimes see people glazing over and I just know that there’s too much

information just being poured into them in a very short time.
When questioned about the perceived limitations of information being delivered in the
didactic style, Sue did, however, acknowledge that this style of training could be useful in
conveying some of the basic conceptual principles of manual handling in the classroom:

[Didactic style training] has its place for sure, with me just delivering

information like that, but we need more time ... to see the practical

applications.
From these data, it is concluded that Sue was advocating a combination of both didactic and
active learning approaches for manual handling training.

Although concerned with the organisational constraints of budget, staffing and time
management, the manager at Service Care also agreed that basic concepts of manual
handling might better be delivered in a lecture-style, classroom setting, with other training
approaches for procedural learning:

Probably the most high risk tasks for these workers are the car transfers,

getting people in and out of cars for shopping and appointments and the
122



like. I guess it would be good for them to cover more of this on the job.

(Mark, manager)
So, Sue and Mark both supported a combination of teaching approaches to classroom-based
manual handling training for new in-home disability support workers. Noteworthy here, is
that information would later be collected from the informants themselves in the semi-
structured interviews, about their own preferred learning styles. Indeed, much of learning
for work in brief training sessions comes down to the perennial problem of what is actually
taught, and what needs to be prioritised in a classroom training session.

Moreover, during the same interview Mark also conceded that besides on-the-job
learning, forums where in-home disability support workers could share stories of their
overall work circumstances may be helpful for learning manual handling:

We probably do need more informal meetings where [staff] can share

some of their experiences and challenges.
Mark’s position is reflected in research conducted by Orr (1990). In his observations of
Xerox photocopier technicians, Orr found that the exchange of “war stories” — by
discussing work-related issues as they gathered around water coolers, during lunch breaks
or at social meetings — led easily to a shared understanding and creation of new knowledge.
In a similar way, Mark’s comments above acknowledge that in addition to conveying
conceptual and procedural knowledge, the sharing of support workers’ personal accounts
may constitute a valuable learning experience in which informants could make meaning of

their work experiences, and perhaps develop a disposition for safe in-home support work.

“Teaching” dispositions for in-home disability support work

In Chapter 3, it was proposed that dispositions — the personal attitudes, values, affect,
interest and identities that may influence the differences between what learners are capable
of doing and what tasks they actually undertake (Billett, 2013; Collin, 2009; Collin et al.,
2008; Etelapelto et al., 2013; Hodkinson et al., 2008; Perkins et al., 1993; Prawat, 1989) —
may be central to how an in-home disability support worker decides to conduct safe manual
handling techniques in a client’s home. This is supported by Braun et al. (2005), whose
study of essential curriculum features for care workers in aged care found that some of the
most meaningful learning for these workers occurred when informants were encouraged to

share personal accounts and challenges in care work and, in this way, construct meaning
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from their work experiences. In the classroom, the stories of these workers provided
“teachable moments” through which the key concepts could be explored (p. 120).

In relation to manual handling training at Service Care, however, the brief
classroom session, with its lecture-style format and wholly conceptual and procedural
knowledge focus, left little or no time to explore or encourage the development of
dispositions for safe in-home support work. Sue, too, noted that support workers’ sharing of
experiences might augment learning in the existing manual handling training session,
stating:

Sometimes it’d be better if you just let them go you know, just let them sit

there and talk ... they’d probably get a lot more out of it.
Moreover, Sue observed that during the conceptual aspect of the training, where informants
are divided into groups for several brief practical activities, the conversations and actions of
workers that ensued were equally valuable as a learning experience as learning the concepts
themselves:

These are serious, focused conversations ... talking about their clients and

what they find challenging, trying to get ideas from each other, trying to

support each other ... really, they’re just trying to get a feel for the work —

surely that’s something [Service Care] should be encouraging.
These comments suggest that again, Sue was strongly advocating for the incorporation of a
more active approach to learning manual handling, with a combination of didactic,
classroom conversations and in-home practical activities. In this way, workers may explore
their individual beliefs about support work, gain a better sense of themselves or become
embodied in their role, and develop a disposition for in-home disability support work. This
approach to training is supported by Aylward et al. (2003), who suggest that training
programs should aim not only at developing the skills of individuals, but also at changing
individuals’ beliefs.

When questioned further, Sue volunteered that, although contrary to the existing
manual handling curriculum, she often allowed the practical aspect of the session to run
over time so that trainees could spend more time in conversation, drawing on her
experiences of learning hospital-based nursing:

This is how I learned to be a nurse you know, through talking to people

and gaining support that way, working out what was OK and what wasn’t
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OK to do. I could easily perform a clinical skill to pass a test, but it

wasn’t until I had a quiet, honest chat to a few fellow students about it,

that I decided whether I’d adopt that particular practice or do it a different

way.
Moreover, in her discussion of the perceived failings of the existing classroom training, Sue
admitted that she “turn[ed] a blind eye” to workers in the classroom swapping mobile
telephone numbers at the end of the session, with a view to seeing each other outside of
work and providing continued support.

They need to [get together outside of work] because they’re so isolated

you know, this [classroom training] is the only opportunity to talk to their

fellow workers, and they hardly come in [to the office], so how else can

they work out what they’re supposed to be doing, or even get recognised

for the important work they’re doing? (Sue, trainer)
Thereby, the manual handling trainer at Service Care probably rehearses what teachers
across the world do in responding to their students’ needs in ways that their practice
dictates as necessary, and often against the mandates of others. This seems to be especially
the case when the teachers are aware of what is actually required for practice (Bernoth,
2009; Town, 2005).

These comments by Sue also highlight a critical issue for both the classroom
manual handling training at Service Care, and training programs that are conducted across
the entire health and community services sector. Training studies conducted in care work
indicate that to effect safe work practices, programs should not only focus on skills
acquisition, but should also emphasise the value of the support worker role and assist
training participants to develop a disposition for support work (Aylward et al., 2003; Braun
et al., 2005; Liveng, 2010; Viau-Guay et al., 2013). These studies recommend increased
organisational support to assist trainees to facilitate the transfer of new knowledge and
behaviour to the circumstances of their work (Aylward et al., 2003; Braun et al., 2005;
Liveng, 2010; Viau-Guay et al., 2013). However, it might be that these organisations
actually impede learning through fostering a routine, custodial approach to support work
(Aylward et al., 2003; Braun et al., 2005; Viau-Guay et al., 2013). So, in expressing
frustration at the lack of organisational support for manual handling training at Service

Care, Sue identifies a longstanding challenge for trainers across the sector: that is,
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organisations and individual trainers may have conflicting beliefs about the goals of safety-
related training. In the case of Service Care, a primary aim of the brief training session is to
meet government recommendations — beyond this, any learning and support for workers
seemed secondary. Sue, however, as an experienced worker in the sector herself, seemed
less concerned with meeting national standards, and advocated for more organisational
support in assisting workers to “apply the information for real” to the various circumstances
of their work, “not just tick a box”. Data collected in relation to organisational support, this
fourth and final factor identified as a key facet of the manual handling classroom training

curriculum at Service Care, will now be presented and discussed.

Organisational support for classroom training
Two factors emerged from the data collected about the manual handling training curriculum
at Service Care in relation to organisational support: a perceived lack of supervisor support
for classroom training, and a lack of follow up in the workplace post-classroom training.
According to Emilsson (2006), good quality supervision carried out by immediate
supervisors has an important influence on transfer of skills and knowledge from the
classroom to the workplace. Where supervisors encourage and model the desired
behaviours, trainees are more likely to apply the new skills. Yet, in the classroom training
session at Service Care, management personnel at any level (i.e., immediate supervisor,
senior manager) were notably absent. This absence was drawn to the attention of the
researcher by both the trainer and participants throughout the classroom session. Before
commencement of the session, as training participants were arriving, one was overheard to
ask “is [my coordinator] coming?”’, and on perusing the attendance list, rolled her eyes as
she noted that her coordinator was absent. In actuality, no management personnel of any
level attended either of the training sessions observed. This was later confirmed by Sue:

They never come, too busy they reckon. It’s almost as if this is beyond

them — they’ve forgotten that they used to do this job and as soon as

they’ve made it into the office they don’t want a bar of any carer.
On one occasion, a question was asked of Sue in relation to the support of a specific client
that she was unable to answer, which again incited a series of sniggers and muffled
comments from several training participants about the absence of immediate supervisors.

These comments and reactions suggest that both the trainer and participants would have
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benefitted from the presence of direct care coordinator(s) at the classroom training, but had
low expectations with regards to their attendance. All of this adds to the perception that the
workers are “on their own”. However, with a stronger organisational presence, it may be
that client-specific manual handling situations would have been better addressed, therefore
contributing to a more authentic learning experience.

Mark, the manager at Service Care, explained the absence of coordinators at the
classroom manual handling training as a result of funding and resources constraints, again
stating “our numbers are thin on the ground”, and

[the coordinators] know what’s taught in there, it’s their responsibility to

read the training manual and find out, so they don’t need to go.
So, immediate supervisors, whose role it is to provide workplace support and supervision
for these in-home disability workers, had potentially never been to the classroom session
unless, as a previous comment from Sue suggests, they had prior experience as care
workers themselves.

Other evidence, too, suggests the lack of support for training from more senior
levels of management. When interviewed about the length of time that the existing
classroom curriculum had been in use, Mark was unable to accurately respond.

... long before I was here. I think they had a training department back in

the day, and they might’ve developed it.
On closer scrutiny, the existing curriculum had indeed been in use for at least 12 years, and
there was no evidence of review or follow up regarding its effectiveness. According to
Mark:

It works for now, I mean, as I said, the injury rate’s OK, it’s low, and we

only have two common law cases [for musculoskeletal injuries sustained

in home care work] going at the moment, which is pretty good for us.
Again, these comments suggest that management support for training was less of a priority
for Service Care than other (non-disclosed) budget items. This suggestion is consistent with
the findings of Aylward et al. (2003), whose study of 48 training programs for care workers
found that 35 of these programs provided new information to staff without any
organisational or system support to facilitate application of new knowledge or skills to the
workplace. Moreover, many of these programs did not follow up on whether the new

knowledge or skills acquired in training sessions had actually been applied to the direct care
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facilities (e.g., nursing homes) in which the training participants worked. In cases where
this application was evaluated, no meaningful results in terms of learning and transfer to
practice were shown (Aylward et al., 2003).

Consequently, the issue of organisational support in relation to classroom training
for novice workers is central to quality learning experiences (Viau-Guay et al., 2013). In
the context of Service Care, Mark’s comments during the interviews consistently referred
to organisational, financial and time constraints as reasons for leaving the existing manual
handling training program unchanged. Yet, it appeared that he may also have been
considering alternative methods of delivery, with comments such as “I’m certain there’s a
better way”, and “I’d like to promote more consultation and communication”. However,
Mark shed little light on how this might be achieved at Service Care, except for his concern
about ensuring any changes were within budget constraints: “so long as it doesn’t cost me
anything”. At the very least, in discussing the existing curriculum, Mark was amenable to
change. The proposed changes, and mechanisms by which these might be implemented,
could then be explored after further data collection (direct observation and interviews with
informants).

In summary, the existing curriculum at Service Care was appraised through
interviews with the trainer and manager, perusal of the curriculum and other training
materials, and direct observation of the classroom training sessions. Brief, lecture-style
classroom presentations which invite little input from trainees and attract negligible
organisational support are features of the existing curriculum, from which it is concluded
that the primary goal of Service Care in training their support workers is to meet all
prescribed regulatory and auditing requirements with minimal financial outlay. So, it is
about organisational imperatives, rather than effective educational provisions, and even
further removed from relatively independent work in the physical settings of clients’
homes. What follows now is an exploration of whether this goal is realistic. It seems
reasonable at this point to consider whether the new conceptual and procedural manual
handling knowledge conveyed in the 1-hour classroom training session were taken up or
applied in the circumstances of work. Consequently, data collected through direct
observation of the informants as they went about their daily tasks of supporting clients with

disabilities in their own homes are now presented and discussed.
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Direct observation of in-home disability support workers: Post-classroom training
Direct observation of informants in their workplaces was undertaken at 4 and 12 weeks
after the classroom session. These observations were conducted with the research
framework firmly in focus, that is, to determine the extent to which novice workers are
transferring and adapting their classroom manual handling training to the circumstances of
their work, and to help guide further data collection (i.e., interviews) around the personal,
situational and instructional bases which may affect this transfer and adaptability. For the
observations, the manual tasks of pushing a client in a wheelchair and using a hoist to
transfer a client from their bed to wheelchair were observed. These tasks were broken down
into a series of observable steps: (a) planning and preparation for manual handling tasks;
(b) ensuring that a wide base of support is maintained and that the load is carried close to
the body when performing manual handling tasks; (c) initiating the movement from the
pelvis, including flexion of the hip and knee joints when performing manual handling tasks;
and (d) conscious recruitment of the core stabiliser muscles (including the transverse and
rectus abdominus muscles) when performing manual handling tasks. These steps formed
the basis of the observation checklists used by the researcher for directly observing and
recording the manual handling practices of informants in the study.

Besides these steps that constitute safe manual handling, additional criteria were
observed, and field notes made in the categories of physical environment, social
environment and the nature of interpersonal interaction between the client, support worker
and any others present in the client’s home at the time of observation. Informants were
observed as they went about their tasks with exactly the same client, and in the same
physical environment both at 4 and 12 weeks.

A presentation of the findings from these observation checklists at 4 and 12 weeks
now follows in Tables 5.2, 5.3 and 5.4. First, in Table 5.2, a summary of findings from
direct observations at 4 weeks is presented. In the left-hand column, the physical
environment is assessed in terms of space in the client’s home, the type of manual handling
equipment available for use, availability of written manual handling resources in the home,
other artefacts (e.g., obstacles) that may impact on the performance of manual handling
tasks, the positioning of the worker when engaging with the client, and the pace at which
the work proceeds. The second-left column describes the social environment in terms of the

people in the client’s home at the time of observation, and their personal histories of
129



engagement with the client. In the middle column, the nature of the interpersonal
interactions and conversations that took place during the observation are noted, in relation
to who initiated the conversations, how the interactions progressed, and how the manual
handling tasks were incorporated into these interactions. The second-right column indicates
the skills competency of each informant, with the pre-determined criteria for successful
manual handling performance marked with either a tick or a cross to indicate whether or
not they were observed. In the right-hand column, any additional comments deemed
pertinent at the time of observation are made.

Findings presented in Table 5.2 demonstrate that four of the seven workers directly
observed performing manual handling tasks with their clients at 4 weeks post-classroom
training, did not meet the pre-determined criteria for successful manual handling
performance. At times, these workers were disorganised and did not plan for their manual
tasks (e.g., apply brakes to the equipment, modify their working environments to create
more space for maneuvering, adjust working heights of beds). Other workers were observed
to be using their upper bodies for tasks, despite a strong focus in the classroom training on
initiating movements from the pelvis as a way of preventing musculoskeletal injury. Poor
posture (i.e., curved spines) and locked hip and knees joints were also observed in workers,
despite the importance of good posture and remaining “soft” and flexible in major joints

being discussed in the classroom training.
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Table 5.2. Summary of Findings from Direct Observation Checklists at 4 Weeks Post-training

Physical Social Interpersonal Skills Additional notes
competency
Spacious, Young client + Non-verbal client; X Worker approaches manual tasks confidently, despite
g maintained; “hovering” father work-related constant input from father.
by worker
Confined, obstacles,  Elderly client, no Work-related v Worker appears quite wooden and emotionless in approach;
A  poor ventilation; others present interaction initiated however, performs all tasks very well in a challenging
slow measured pace by client physical environment.
Spacious, custom- Client + others Professional, step- v Professional client who is very safety conscious and ensures
= built; efficient, present in other by-step, work- worker follows rules for safe manual handling. Worker
=  measured pace areas of home related interaction, appears highly skilled and competent.
initiated by client
Spacious, Client with physical ~ Work-related, single v Manual tasks proceed in a very clinical manner. Client and
= accessible, disability, no others  word prompts worker appear to work very well together and enjoy their
§ maintained; very present professional relationship.
measured, step-by-
step pace
Confined, obstacles;  Young client + Non-verbal client, X Poor preparation, very disorganised. Curved spine, locked
frantic, rushed pace  “overbearing” interaction initiated knees and hips throughout task.
3 characterised by mother by worker or client’s Worker seems more concerned with performing tasks to
o excesswe,_ mother. ) mother’s standards and not concerned for her own safety.
uneconomical Conversation
movements personal, not work-
related at all
« Adequate space and  Client with physical ~ Work-related, X Worker uses upper body for tasks, doesn’t hold loads close to
-é’ equipment; medium  disability, lives initiated by body; posture appears confident, however. Seems to
pace alone dictatorial client genuinely enjoy the work.
Same workplace and  Same workplace and  Same workplace and X Very disorganised. Relaxed body position, however hips are
o Clientas Bree client as Bree client as Bree locked throughout task and posture appears weak. Worker
Ers doesn’t seem to be thinking about own safety, more

concerned with handling the very fragile client safely and
following the mother’s instructions.
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A number of variables in the workplace (clients’ homes) may have impacted on the
manual handling skill level of the seven workers observed. The physical environments
ranged from cramped, studio apartments with poor ventilation and numerous obstacles, to
spacious homes, custom-designed for wheelchair use, with modern equipment. The pace at
which workers carried out their manual tasks with clients also appeared to vary. A leisurely,
casual pace was observed in one setting, while efficient, ordered pace was observed in two
others, and in three homes the workers’ movements were chaotic and disorganised. There
does not appear to be any correlation between the state of the physical setting for manual
tasks and the pace at which they were conducted. For example, in the three physical
settings where space was confined, pace of work in one setting was slow and measured,
while in the other two, movement and positioning of the workers were uneconomical and
disordered.

Differences were similarly observed in the social environments of these workplaces
and in the interpersonal interactions that occurred while the work was in progress. The level
of social and/or professional engagement with any other household members varied across
the homes. If family members were present in the house at the time of observation, some
engaged with the client and worker during the manual handling tasks, while others
remained unseen in other parts of the house. In five of the seven workplaces observed,
interpersonal interactions were only work related, initiated by either the worker or client.
For example, three support workers, Jen, Meg and Rick, were observed to be receiving very
clear and precise directions from their clients about how the manual tasks should proceed,
sometimes with single word prompts such as “up”, “forward”, “stop” and so forth. In
another workplace, support worker Joe initiated all interaction with his non-verbal client.
However, this communication took a similar format, with Joe explaining each step of the
manual task to his client as they progressed. In two workplaces, the personal and social
conversations which took place were unrelated to the tasks at hand. In both of these
instances, the interactions were initiated by the client’s mother, who constantly interrupted
the flow of support tasks to discuss incidental matters. For the most part, these
conversations appeared distracting to workers Bree and Kate, evidenced by their body
language and facial expressions, which appeared as though they wanted to focus on the (at
times, complicated) tasks being performed (e.g., mechanical hoist transfer) without

interruption.
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So, at 4 weeks post-initial classroom training, manual handling tasks were enacted
with varying degrees of skill by the seven in-home disability support workers. These tasks
were enacted across a range of physical and social settings, with varying degrees of
interpersonal interaction. What follows now, in Table 5.3, is a presentation of findings from
direct observations of these same workers, in the same workplaces, at 12 weeks post-
classroom training. Table 5.3 is presented in the same format as Table 5.2. That is, in the
left-hand column, the physical environment is assessed, the second-left column describes
the social environment, and the middle column provides an indication of the nature of the
interpersonal interactions and conversations that took place during the observation. The
second-right column indicates the skills competency of each informant, that is, whether
they met the pre-determined criteria for successful manual handling, and in the right-hand
column, any additional comments deemed pertinent at the time of observation are made.

Findings presented in Table 5.3 indicate that the physical environments where each
worker enacted their manual handling tasks remained largely unchanged at 12 weeks post-
initial classroom training. There was one exception however: Di had removed the client’s
two dogs from the bedroom before attending to a hoist transfer. This modification of the
physical setting in the interests of workplace health and safety may have been a reflection
of the developing rapport between Di and her client, who seemed more relaxed at this
observation while support tasks were being performed.
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Table 5.3. Summary of Findings from Direct Observation Checklists at 12 Weeks Post-training

Physical Social Interpersonal Skills Additional notes
competency
Spacious, Young client; Father  Non-verbal client; a X Still uses upper body instead of pelvis, locked knees.

° maintained; “hovers” less this mix of work and Worker appears more relaxed this observation, less step-by-step

S leisurely pace time personal interaction explanation of tasks, work is flowing.
initiated by worker; Enlists help of client with tasks, who responds well i.e., work is
good rapport less physical for the worker.

Confined, obstacles, Elderly client, no Mostly work-related 4 Worker has modified environment for manual handling — removed
poor ventilation; others present interaction initiated dogs from room.

a slow measured pace by client, although Relationship between client and worker still very professional;
some social/personal however, client appears more relaxed and trusting of worker.
discussion

Spacious, custom- Client + others Professional, step- v Highly competent worker, almost “text book” manual handling
= built; efficient, present in other by-step, work- observed. Still task focused on request of client.

o measured pace areas of home related interaction,
initiated by client

Spacious, Client with physical ~ Work-related, single v An extremely clinical style of support, seems in some ways like
accessible, almost disability, no others  word prompts the modern (i.e., patient centred) nurse-patient relationship.

2  hospital like present

= environment; very

measured, step-by-

step pace

Confined, obstacles;  Young client, Non-verbal client; X Uses lower back, strain heard in worker’s voice throughout tasks.

frantic, rushed pace  mother “hovering” interaction initiated Relaxed, “home-like” environment, although high risk in terms of
§ characterised by less this time, by worker who workplace health and safety — obstacles etc.

m excessive, although still engages with client

uneconomical providing direction in almost “sisterly”
movements for all support fashion
Adequate space and  Client with physical ~ Work-related; client X Worker much more stable this time, wearing sturdy footwear.

3 equipment; medium  disability, lives appears tense, Flexes knees but not hips. Overworks shoulders, arms and upper

r pace alone controlling, body. Still manages to present a relaxed demeanour in an
inflexible otherwise very tense environment.

Same workplace and  Same workplace and  Same workplace and X No progression or improvement noted. Still launching into tasks

@ client as Bree client as Bree client as Bree without considering own health and safety. Poor posture, spine

g curved, moving upper body over a still pelvis. Seems happy and

relaxed in role, however.
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Indeed, in four of the workplaces observed at 12 weeks, a progression in the types
of social and interpersonal interactions between the workers, their clients and family
members was noted. Joe, for example, whose interaction with his non-verbal client at 4
weeks was an entirely work-related breakdown of tasks, was observed to be engaging in a
three-way social conversation with his client and the client’s father. Although non-verbal,
the client responded positively to Joe through facial expressions and body language.
Moreover, this client was observed to be more cooperative with Joe during manual tasks at
12 weeks, raising himself from a lying to a sitting position, and supporting his own weight
during standing transfers. These changing patterns of engagement in Di’s and Joe’s
workplaces suggest that the client-worker rapport that develops with the passage of time
may benefit the enactment of safe manual handling techniques, in that clients become more
trusting of their workers, and workers feel more confident in performing the requirements
for their support role.

However, this may not always be the case. In Bree’s and Kate’s workplaces,
interpersonal interactions were also noted to be much more relaxed at 12 weeks. These
interactions appeared to be almost “sisterly” in nature, with conversations about fashion
and hair, yet the manual handling skills of these two workers had not progressed over the
12-week period. It may be that Bree and Kate were prepared to compromise their own
health and safety for that of their “family member” or client.

In brief, at 12 weeks the physical settings for the in-home disability support workers
remained largely unchanged. In four settings, the nature of the social and interpersonal
interactions within these workplaces appeared more relaxed and flowing, while the
remaining three workplaces remained unchanged over the 12-week period. The question is
whether these changes had any impact on the manual handling skills development of these
workers. What follows now is Table 5.4, which compares the manual handling skill
competency at both points of observation (i.e., 4 and 12 weeks), and provides some
comments about the overall progression of the abilities of these workers. The left-hand
column indicates, with a tick or a cross, whether each informant met the pre-determined
observable manual handling criteria at 4 weeks post-initial classroom training. The middle
column indicates whether the informants met the same criteria at 12 weeks, and the right-
hand column provides a description of how the learning of each informant progressed over

the 12-week period.
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Table 5.4. Comparison of Findings from Direct Observation Checklists at 4 and 12 Weeks Post-training

Skills
competency
4 weeks

Skills
competency
12 weeks

Overall progression

Joe

Bree Meg Jen Di

Rick

Kate

X

X

No marked change in observable manual handling criteria over 12 weeks, however increased confidence noted in
worker and this was reflected by client’s father’s behaviour, who interrupted the support routine far less at 12 weeks.
Easier rapport with client observed, and in view of this, was happier, more willing to assist with his support, resulting in
fewer physical manual handling tasks for the worker. Worker did not appear to be focusing on the tasks at hand, but
rather incorporating them into a very relaxed support routine.

Excellent manual handling skills noted at both points over 12 weeks, carried out in a challenging physical environment
(e.g., obstacles, poor ventilation, etc.). Client very directive of support at 4 weeks, however at 12 weeks seemed more
trusting of the worker and allowed the support to flow. At 12 weeks worker had identified a potential hazard (i.e., two
small dogs) and confined them during manual tasks which may indicate a concern for workplace health and safety, and
a more even distribution of power in the client-worker relationship.

Highly competent worker noted at both points over 12 weeks. At both points very focused in breaking the manual tasks
down in to steps, however this was at the insistence of client. Client very safety conscious and mindful of worker
following rules for manual handling.

Highly competent worker noted at both points over 12 weeks. Very clinical style, task-oriented type of support, directed
by client and willingly carried out by worker. Almost hospital-style environment and nurse-patient relationship
observed.

No improvement observed at all over 12 weeks. Disorganised worker, used lower back to power manual tasks.
Appeared confident and relaxed however, despite working with a very challenging client (verbally aggressive,
dictatorial).

Poor manual handling techniques observed at both points, although appeared more stable and balanced at 12 weeks, and
observed to be wearing appropriate footwear. Disorganised, uneconomical with movement, more concerned with
handling the client safely and following client’s mother’s instructions than own health and safety.

Remained very disorganised and used poor working postures for manual tasks at both points of observation. However,
at 12 weeks was noted to have slightly more relaxed knees and to be powering movements through the pelvis rather
than over-working the upper body.
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Findings presented in Tables 5.2, 5.3 and 5.4 demonstrate a mix of manual handling
skills among the in-home disability support workers observed at 4 and 12 weeks post-
classroom training, and suggest that besides some minor improvements, the manual
handling skills of the workers showed no significant improvement over the 12-week period.
Data presented in these tables suggest three preliminary factors that may influence how in-
home disability support workers enact safe manual handling in relative social isolation:

(a) good manual handling techniques may depend largely on the state of the physical
environment in which they are conducted, (b) a client and/or family members who
themselves have an understanding of the manual handling requirements for workers may be
better able to support their workers to enact safe manual handling techniques on them, and
(c) in the early stages of learning manual handling tasks for in-home disability support
work, it may be advantageous for workers to ensure that interpersonal interactions are
largely related to the tasks being undertaken at the time. These propositions will now be
briefly discussed and aligned with questions formulated for the semi-structured interviews
to assist with further inquiry.

The physical setting for manual handling
The provision of high quality home-based support cannot be limited to the mere acquisition
of skills by support workers: it also requires adapting the context of care to suit the needs
and preferences of both clients and caregivers (Cohen-Mansfield & Bester, 2006). Lack of
space and equipment and time constraints have long been acknowledged as risks to
working safely in health and community services (Clemes et al., 2010; Engkvist, 2004;
Retsas & Pinikahana, 2000; Swain et al., 2003), and similarly, many studies have made
specific recommendations for modifications to the physical environment such as installing
appropriate equipment, room redesign, and heating and ventilation adjustments (Alexander,
2008; Viau-Guay et al., 2013).

Gillespie and Peterson (2009) suggest that novice health professionals “... often do
not recognise or appreciate the relevance of deviations from the textbook picture of a
clinical situation” (p. 164), and so in creating an uncomplicated physical work setting, these
novice workers may learn better by focusing on doing, rather than thinking and reflecting
(Gillespie & Petersen, 2009). Yet, studies show that even in health and community services

settings that have been ergonomically designed for safe manual handling, and where
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modern, appropriate equipment is provided, workers may still enact poor manual handling
practice (Green, 1996; Kane & Parahoo, 1994; Swain et al., 2003). Therefore, one line of
inquiry in the first study was directed at gathering data about how aspects of the physical
environment (e.g., space, flooring, obstacles, ventilation, equipment, pace of work), had
any impact on how new in-home disability workers at Service Care enacted their manual

handling practice.

Safe manual handling: The influence of clients and their family members
Cohen-Mansfield and Bester (2006) suggest that a workplace that is client-centred may, in
addition to adapting the physical environment, also facilitate transfer of care worker skills
from the classroom to the care situation. The health and community services sector is an
established advocate of the patient or client-centred approach to care (Kinsella, 2000;
Mansell & Beadle-Brown, 2005; Markwick, 2013). This model of care encourages client
autonomy, where both the client and professional collaborate in developing and enacting a
plan for care that meets the client wishes and expectations and at the same time meets
professional standards (Schoot, Proot, Legius, ter Meulen, & de Witte, 2006). For novice
workers learning manual handling techniques in the privacy of clients’ homes, however, the
question is whether a balance can be struck between competing responsibilities, that is,
between the provision of home-based support which encourages clients to lead the lifestyle
of their choice, and meeting organisational requirements such as observing a “no lift”
policy for manual handling. Schoot et al. (2006) cite as an example two elderly sisters
living on a farm, who had slept in the same bed since childhood. Because of their
disabilities, the sisters would have been better supported in single, height adjustable,
hospital-style beds, yet the sisters resisted this and the nurse was required to deal with the
competing responsibilities of the clients’ personal histories and wishes versus the risk of
injury while performing manual tasks.

An example of such competing responsibilities can be seen in the observations of
Bree and Kate. These informants met none of the four prescribed criteria for safe manual
handling (i.e., they did not adequately prepare for the manual tasks, their bodies were in
unstable positions, they did not power movements with their pelvises, and did not appear to
recruit core strength).It is possible that these workers may have been influenced by the

client’s overbearing family member, compounded by a lack of direction from their non-
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verbal client. On the other hand, examples where client-directed support may have a
positive influence on learning can be seen in the observations of Di, Jen and Meg. They
were observed to be meeting all four criteria (i.e., good preparation for task, balanced
position, use of pelvis to power movements, stabilisation of core muscles) for safe manual
handling and, at the same time, were being directed by clients who were noted to be very
assertive and/or accustomed to receiving this type of support. So, there is a negotiable
element to these work practices that some workers have managed far better than others. In
light of this potential negotiation, another line of inquiry in the semi-structured interviews,
to be reported in the next section, was directed at finding out how the nature and type of
direction from clients and their family members affected the workers’ enactment of safe

manual handling techniques.

Focusing on the manual handling tasks at hand

While the nature and type of direction from clients may have impacted on support workers’
learning of manual handling, similarly the step-by-step approach to performing manual
tasks, with interpersonal communication between the worker and client limited to the tasks
being performed, may also have affected how these workers learned and enacted safe
manual handling practice. For example, Joe was observed to be reasonably skilled in
transferring the client from the bed to the wheelchair, and was noted at the same time to be
verbalising each of the steps to the client as this task was performed. Jen and Meg, who
were prompted by their clients at regular intervals throughout the tasks, were also observed
to be highly competent in manual handling.

This type of skills enactment may represent instances of the first-order or specific
procedures discussed in Chapter 3 (Anderson, 1982; Billett, 2001b; Stevenson, 1991). Jen
and Meg could easily perform the routine tasks of transferring clients using the hoist and
pushing clients in their wheelchairs while in the familiar environment of their home.
However, at 4 weeks post-classroom training, the researcher was unsure about whether
these same informants could employ second-order procedures such as monitoring,
evaluation and strategy selection (Billett, 2001b; Stevenson, 1991) to perform the same
tasks in a non-routine situation (e.g., pushing the client in their wheelchair up a ramp into a
wheelchair accessible vehicle). So, more specific interview data were gathered around how

informants approached these tasks.
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In Chapter 3 it was suggested that the capacities to develop first-, second- or third-
order procedures are largely person dependent in that individuals are at different points in
their development, and may have different orientations and abilities when developing these
procedures. This seemed to be the case in relation to the informants of Study A. In contrast
to Jen and Meg, Rick, who received a similar type of step-by-step direction from the client,
met only one of the four criteria for safe manual handling practice. Despite very specific,
work-related instruction from the client regarding the manual tasks being performed, Rick
seemed to completely ignore these directions and go about the client’s in-home support in a
very unperturbed, relaxed manner. So, additional questioning was undertaken by the
researcher that aimed to determine what order of procedures this informant was employing
when learning manual tasks in the client’s home. Moreover, this type of questioning aimed
to determine the extent to which the largely work-related interpersonal interaction between
a worker and their service client influenced how workers learned manual tasks in clients’

homes.

Summary of findings: Direct observation

In summary, direct observation of workers at Service Care as they went about the tasks of
providing in-home support to their clients yielded some interesting stand-alone data and
findings. Aspects of the physical environment, such as space, obstacles, equipment, and the
pace at which the work proceeded, appeared to affect how these workers safely enacted the
manual handling tasks of hoisting clients and pushing wheelchairs. These same tasks were,
for the most part, performed more competently on clients who understood the various
requirements of the tasks and who provided direction to their workers, and who kept their
interpersonal interactions with these workers strictly limited to tasks being undertaken at
the time. Besides the stand-alone data obtained, these observations assisted in providing
additional cues for the interview guides, and aimed to gather even more specific data
around the personal, instructional and situational factors that influence how workers learn
tasks without expert guidance. These interview data, also gathered at 4 and 12 weeks post-

classroom training, are discussed in the next section.
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Interviews with in-home disability support workers: Post-classroom training
Each of the seven informants for Study A was interviewed at approximately 4 and 12
weeks post-classroom training, and within several days of being directly observed in their
workplaces. As discussed, these interviews were semi-structured, with questions grouped
under the five sub-questions guiding the inquiry (see Appendices C & D). Findings from
the interviews are summarised in Tables 5.5 and 5.6. In both tables, the left-hand column
establishes the category according to the study’s main conceptual question, that is, the
personal, instructional or situational factors that may affect how in-home disability support
workers adapt what they learn in a classroom to the relatively isolated circumstances of
their work. The middle column classifies each theme that emerged from the interview data,
alongside the pre-determined categories. The right-hand column identifies the number of
informants who reported each particular theme, listed from the highest to the lowest
number of informants reporting. For ease of comparison between emerging themes at 4 and
12 weeks, a summary table can be found later in Table 5.7. A discussion of these findings is
now provided.

At 4 weeks post-initial classroom training, the themes that emerged most strongly
(by six of the seven informants) were largely related to the personal bases for realising
effective learning in the relative social isolation of clients’ homes. Informants reported how
they considered the perceived benefits to themselves before applying the classroom learned
manual handling knowledge and skills. For example, if the newly learned technique of
using a mechanical hoist to transfer a client from the bed to their wheelchair appeared
easier, faster or safer than lifting the client manually, then the workers would consider
adopting this technique. Moreover, at 4 weeks, informants stated that their own personal
circumstances influenced their application of the techniques. For example, workers reported
how successful performance of manual tasks in previous jobs (e.g., use of a pallet jack) had
a positive effect on how they enacted new manual handling tasks with their clients. These
themes remained consistent at 12 weeks, with five informants reporting how they continued
to draw on their personal experiences and resilience when enacting manual handling
techniques in clients’ homes.

At 12 weeks, however, informants reported less about the personal bases for
realising effective learning in circumstances of relative social isolation, and more about

their dissatisfaction with enacting safe manual handling techniques in the absence of an
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expert. All seven informants expressed frustration at lack of supervisor and/or
organisational support afforded in their workplaces (i.e., client’s homes), and all seven
informants suggested that the input of an expert (e.g., trainer or experienced peer) to
provide feedback about manual handling performance in clients’ homes would assist them

to enact safer techniques.
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Table 5.5. Summary of Findings from Interviews at 4 Weeks Post-training

Factors Emerging themes Informants
reporting (n)
Personal Workers will apply or adapt classroom training to client’s home only if perceived personal benefit to self 6
Workers consider resilience and extensive life experience as essential character traits when learning in the isolated 5
circumstances of in-home support work
Personal concern for the well-being of the client affects whether a worker will apply classroom training 3
Workers apply classroom training because of a sense of professionalism and/or high value they place on the support 2
worker role
A positive attitude to learning is important in the classroom 2
Personal and/or  Workers consider their own personal circumstances/experiences/situations when learning the requirements for in- 6
situational home disability support work
Situational Workers would benefit from increased supervisor support in the workplace when applying and adapting classroom 5
training to their clients’ homes
The nature of the client affects whether the worker will apply or adapt classroom training to the in-home situation 4
Workers would benefit from the input of an expert (e.g., peer) in the workplace when applying and adapting 3
classroom training to their clients’ homes
The knowledge and experience of the trainer is important when learning manual handling in the classroom 3
The physical environment of the client’s home is an important factor in learning manual handling 1
Instructional Making the organisation’s policies and procedures explicit comprises an important component of classroom manual 5
handling training, and affects how workers enact manual handling techniques in the workplace
The practical activities were the most helpful component of the classroom training 5
Gaining an appreciation of basic theoretical principles in classroom training prior to workplace practice is important 3
In addition to the initial classroom training, refreshing manual handling knowledge regularly in the classroom would 3
be helpful in extending and consolidating manual handling skills
Written classroom handout is helpful 2
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Table 5.6. Summary of Findings from Interviews at 12 Weeks Post-training

Factors Emerging themes Informants
reporting (n)
Personal Workers continue to draw extensively on resilience and life experience when learning in the isolated circumstances 5
of in-home support work
Frustration expressed at lack of progression in personal learning 3
Sustained application of manual handling skills because of perceived benefits in other aspects of personal life 1
Personal concern for the well-being of the client affects whether a worker will apply classroom training 1
Personal and/or  Workers feel as though their role is not valuable within the organisation 2
situational Increased confidence in the support worker role over time 2
Situational Frustration expressed at lack of supervisor and/or organisational support when applying and adapting classroom 7
training to their clients’ homes
The nature of the client affects whether the worker will apply or adapt classroom training to the in-home situation 4
The knowledge and experience of the trainer is important when learning manual handling in the classroom 1
Workers feel as though they would benefit from the input of an expert (e.g., trainer or experienced peer) to provide 7
feedback in clients’ homes
Instructional Workers would like to attend regular meetings at the office with peers and coordinators to discuss issues and receive 5
further guidance/instruction
Workers would like to attend regular classroom training “refresher” sessions to consolidate and extend manual 4
handling skills
Making the organisation’s policies and procedures explicit, and providing other written material in clients’ homes, 4
comprises an important component of classroom manual handling training, and affects how workers enact manual
handling techniques in the workplace
Gaining an appreciation of basic theoretical principles in classroom training prior to workplace practice is important 1
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These workers’ initial concern for self (i.e., at 4 weeks), which appears to become less
important at 12 weeks, is similar to other occupations that emphasise performance. This
includes, for example, student and beginning school teachers who also work in “isolated”
circumstances in their classrooms. New teachers, who have initially reported high levels of
self-belief about their perceived capability, have described a type of “reality shock™ in their
first year of teaching as their supports are removed. Moreover, these new teachers recount
having to “recalibrate” the meaning of quality teaching, and focus their efforts on their
practical experiences (Hand, 2014; Pendergast, Garvis, & Keogh, 2011).

This shift in theme reporting is now presented in Table 5.7, which compares the
findings from the semi-structured interviews conducted at 4 and 12 weeks post-classroom
manual handling training. The left-hand column establishes the category according to the
study’s main conceptual question (i.e., personal, instructional or situational factors). The
second-left column classifies each theme alongside the pre-determined categories. The next
column lists, from highest to lowest, the number of informants who have reported each
particular theme at 4 weeks, and the right-hand column lists the number of informants,
again from highest to lowest, reporting these same themes at 12 weeks post-classroom

manual handling training.
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Table 5.7. Comparison of Findings from Semi-structured Interviews at 4 and 12 Weeks Post-training

Factors Themes Informants  Informants
4 weeks (n) 12 weeks (n)
Personal Workers consider their own personal circumstances/experiences/situations when learning the 6 0
requirements for in-home disability support work
Workers will apply or adapt classroom training to client’s home only if perceived personal benefit to self 6 1
(e.g., easier, faster, safer)
Workers consider resilience and extensive life experience as essential character traits when learning in the 5 5
isolated circumstances of in-home support work
Personal concern for the well-being of the client affects whether a worker will apply classroom training 3 1
Workers apply classroom training because of a sense of professionalism and/or high value they place on 2 0
the support worker role
A positive attitude to learning is important in the classroom 2 0
Workers feel as though their role is not valuable within the organisation 0 2
Increased confidence in the support worker role over time 0 2
Workers expressed frustration at lack of progression in personal learning 0 3
Situational Workers would benefit from increased supervisor support in the workplace when applying and adapting 5 7
classroom training to their clients’ homes
The nature of the client affects whether the worker will apply or adapt classroom training to the in-home 4 4
situation
Workers would benefit from increased peer support in the workplace when applying and adapting 3 7
classroom training to their clients’ homes
The knowledge and experience of the trainer is important when learning manual handling in the 3 1
classroom
Workers feel as though they would benefit from the input of an expert (e.g., trainer or experienced peer) 3 7
to provide feedback in clients’ homes
Instructional Making the organisation’s policies and procedures explicit and providing other written material in clients’ 5 4
homes comprises an important component of classroom manual handling training, and affects how
workers enact manual handling techniques in the workplace
The practical activities were the most helpful component of the classroom training 5 0
Gaining an appreciation of basic theoretical principles in classroom training prior to workplace practice is 3 1
important
In addition to the initial classroom training, refreshing manual handling knowledge regularly in the 3 4
classroom would help consolidate and extend manual handling skills
Written classroom handout is helpful 2 0
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Personal factors affecting learning requirements for in-home disability work

Table 5.7 summarises the nine themes that emerged from the interview data at 4 and 12
weeks post-training, in relation to personal factors that may have affected how in-home
disability support workers adapt and apply classroom manual handling training to the
circumstances of their work. As foreshadowed, two personal themes that were strongly
reported at 4 weeks became less significant for workers at 12 weeks, and one theme
remained consistent over the 12-week period. These themes are: (a) workers consider their
own personal circumstances, experiences or situations when learning the requirements for
in-home disability support work; (b) workers will apply or adapt classroom training to the
client’s home only if there is a perceived personal benefit to themselves such as
convenience or health; and (c) workers consider resilience and extensive life experience as
essential character traits when learning in the isolated circumstances of in-home support

work. Supporting evidence for these themes is provided in the following sub-sections.

The value of personal experience when learning and enacting safe manual handling
techniques
At 4 weeks post-classroom training, six out of the seven informants interviewed stated that
they drew strongly on their personal experiences while learning manual handling in the
classroom, relating what they had learned in previous situations to the new circumstances
of their work. For example, Rick, with his previous experience in the transport industry,
reported:

| was relating [the classroom learning] to what I already knew about

cranes and pallet jacks to people hoists. | was thinking how it was

hydraulic, looking at the safety features and all that.
Similarly, Di felt comfortable with showering a client in their own home, with only the
brief classroom training session as a guide:

I just thought “well there’s the bathroom, it’s like mine. There’s this,

there’s that, it’s like mine”. Plus I cared for my elderly parents right up

until they passed on ... I just made simple comparisons.
These comments may be consistent with Voss’s (1987) pattern-matching procedures
discussed in Chapter 3, where the learner firmly integrates their previous knowledge (e.g.,

use of hydraulic cranes, pallet jacks, previous home care situation) to the new information
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provided. Collin (2004) and Gergen (1994) also suggest that individuals draw upon their
own personal histories and circumstances in reconciling what they experience. Similarly, in
the case of these in-home disability workers, their learning to enact safe manual handling
techniques in circumstances of relative social isolation is largely person dependent. That is,
in the absence of adequate training and guidance, they draw upon what they already know
to work safely with their clients.

Moreover, straightforward transfer of knowledge from one setting to another (e.g.,
from factory floor to client’s home) in routine situations may constitute near transfer, with
simple deployment of schemata and minimal engagement of cognitive structures (Billett,
2013; Salomon & Perkins, 1990). The question is, whether or not these informants are able
to utilise non-routine problem-solving strategies, involving complex searches of schemata
and extensive, conscious effort, to facilitate far transfer of knowledge (Billett, 2013; Royer,
1979; Salomon & Perkins, 1990). For example, while Joe, a former engineer, may be able
to operate a hoist to lift inanimate, uniform objects and weights, it would be helpful to find
how workers would use the hoist to lift a client whose body has been misshapen by
contractures, or who complains constantly of chronic pain. This issue warranted further
investigation at 12 weeks, and again in Study B.

When questioned about potential non-routine manual handling problems at 12
weeks post-training, one informant reported a manual handling scenario that may have
provided evidence of far transfer. In relation to dealing with a client who had fallen out of
their wheelchair onto the floor, Di reported:

In the classroom it was easy. Step One do this. Step Two do that. But

when it came to the real thing, a million things came to mind. Good

reflexes, |1 was glad that I was fit and could handle [the client]. First aid.

Commonsense. All the things I’d done when I was working at the

recreation centre and dealing with all kinds of people and their problems.

And all that mothering came in handy. It was only afterwards that |

actually thought about the training and then thought “oh yeah, I did

actually manage to complete all the steps”.
Di’s account of how the problem was solved suggests that getting the client off the floor
and ensuring their well-being was much more than a straightforward transfer of knowledge

from the classroom to the workplace. This scenario suggests again, that the learning and
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problem solving identified in this study appeared as being largely person dependent. When
Di addressed the problem of the client fall, she appeared to utilise a range of personal
understandings, procedures and values which guided her selection of solutions. So, what
constitutes near or far transfer is very much premised upon the individual’s problem space
(i.e., their initial representation of the problem).

Moreover, Di (and one other worker) reported an increase in confidence in enacting

manual handling techniques in clients’ homes at 12 weeks:
I feel much more confident these days. I’'m a better communicator. | can
read the clients better you know, I can work out whether they’re going to
cooperate or not. This helps me plan how I’'m going to do my work that
day, knowing whether or not they’re up to certain things or whether I
think we should both just take it easy. (Di, trainee)
This increased confidence at 12 weeks suggests that in considering variables within a
situation such as client fatigue and behavioural issues, the worker may have been capable
of enacting manual handling skills beyond simple replication.

In considering personal experience in light of the classroom manual handling
training, other informants compared the tasks performed in previous work roles with those
required for their in-home support worker role, and considered the training “gaps” when
learning the requirements for the two roles. For example, Di felt that her chronic wrist
injuries, incurred in a previous role as a hairdresser, may have been prevented by the
classroom manual handling training she had just received for her new role. She reported
paying particular attention to techniques which reduced the use of her upper body and arms.
For Di, “a light bulb just went on” in the manual handling classroom training session, as
she discovered the exact body mechanics and movements, and possible lack of training
which had caused her earlier injury (i.e., repetitive strain, sustained posture with arms
above shoulder height when cutting and styling hair). This response may be typical of the
kinds of scenarios that individuals access when engaging in problem-solving activity in the
workplace (Billett, 2008; Collin, 2002). In view of her previous injury and the recent
manual handling training she had received, Di reported making a concerted effort in the
client’s home to work out ways to reduce the strain on her upper body when performing all

manual tasks:
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| really paid attention when [the trainer] talked about the pelvic power
stuff, how to power everything from [the pelvis]. I’'ve been doing it ever
since. I reckon it’s helped me learn every task properly. I've applied
[pelvic power] to every task I do in [the client’s] place, from getting her
up out of the chair to carrying all her shopping in.
Perhaps for this individual, beyond the mechanistic process of learning and transferring
knowledge are the personal factors of health and prevention of further injury, which
increased her interest in learning the manual handling techniques taught in the classroom.
Indeed, the majority of informants reported at 12 weeks enacting manual handling
techniques in light of their previous personal experiences at 4 weeks post-classroom
training. According to Meg:
Thank God I have a nursing background ... It’s saved me, helped me
work a few things out on the job. I have no idea how the others [support
workers] manage without anyone to refer to ...
So, both Di and Meg drew upon what they already knew from previous occupations when
learning manual handling with their clients. Their accounts illustrate the person-
dependency of learning in circumstances of relative social isolation.
However, three workers made a point of expressing their frustration at a lack of
personal progression in their learning. Kate stated:
I’m just not getting anything out of this [support worker role]. I feel like a
trained monkey ... I’'m not progressing at all. Pity, | could make this my
career if only someone would help me learn what I’m supposed to be
doing.
These comments suggest that a brief classroom training session, followed by negligible
“expert” guidance in clients’ homes, may only support the development of first-order
procedures. In this “trained monkey” enactment of manual handling as a series of concepts
and procedures, workers may be prevented from becoming embodied in their support role.
That is, without an expert to work alongside these novice workers and provide support and
supervision, workers are unable to gain an awareness of their own bodies and a sense of
themselves in the role (Somerville, 2006b; Somerville & Bernoth, 2001).
Moreover, Kate’s “trained monkey” comment suggests a discrepancy between the

desired and intended outcomes of a classroom manual handling training program. While
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Service Care’s intended outcomes for the program appear to stem largely from meeting
regulatory requirements, the desired outcomes are those where the worker learns and
understands what is required to become effective in their role. Both Kate and Meg
considered the importance of access to an expert in achieving these desired outcomes. This
perceived need for the input of an expert in the isolated circumstances of in-home disability

support work is discussed later, in the situational factors section.

Safe manual handling: What'’s in it for me?
Table 5.7 identifies six out of the seven informants interviewed at 4 weeks as reporting
application or adaptation of the classroom manual handling training to their workplaces
only if they could perceive a benefit for themselves. Rick, for example, reported
unwillingness to change techniques that had worked for him previously:

[the trainer] said to use our upper bodies because we’d set ourselves up

for shoulder injuries, but I’ve been doing manual jobs for over 20 years

and it hasn’t hurt me ... bend your knees, that’s what I’ve always been

taught, then you can do what you like. And blokes are always stronger in

the upper body aren’t they?
The same informant also raised the gender issue when comparing the core strengthening
exercises taught in the classroom with the pelvic floor exercises taught to post-natal
women:

[These are] exactly the same exercises my wife did when she had the

kids. So I didn’t feel as though it applied to me. (Rick, trainee)
For Rick, there may have been a pattern mismatch. That is, Rick was unable to reconcile
his personal history (many years of manual work, supporting a partner through childbirth)
with the classroom manual handling training.

Kate, whose personal history included many years of providing support to her
younger sister with a high level of physical disability, also rejected the manual handling
concepts and procedures, because she already felt comfortable with manual handling
techniques:

I’'m just doing what feels OK ... I’'m not worried about having a bad back
... ’'mused to doing it differently [to the classroom training] and I didn’t

think I could reprogram myself to do it [the trainer’s] way.
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In view of her personal history and life experience, Kate may already have had access to an
extensive range of scenarios from which to search for manual handling solutions in the
workplace, and, hence, the series of manual handling tasks and problems encountered with
her client may have been considered to be routine (Billett, 2013).

Kate was observed to be using poor manual handling techniques in the workplace,
with a stooped posture and jerky movements noted throughout both tasks. Paradoxically,
however, Kate reported enough confidence in her own manual handling ability to over-ride
some of the classroom training, and even admitted to breaching Service Care’s manual
handling policy:

| lifted [the client] from the wheelchair to the bed ... I know I’'m not

supposed to ... but I just find it easier to lift her ... I knew I could do it

faster and easier without the hoist.
For this worker, a long personal history of supporting her younger sister was strong enough
to actively and openly reject classroom training in favour of her existing knowledge about
manual handling. This is supported by an additional comment when questioned about this:

I’'m young, fit, and I’m totally backing [my manual handling skills] here.

(Kate, trainee)
So, despite having manual handling skills and knowledge that did not meet any of the
observable criteria for safe practice, Kate still projected a confidence and assertiveness as
she went about the tasks of in-home disability support work. She considered that this
confidence, arising from her personal circumstances, helped her to learn other aspects of
the job, in that she was able to take:

... the path of least resistance ... [and] not make it too hard for [my]self

... I can concentrate on learning other things.
Therefore, while the personal experience of this particular worker may not have assisted
safe manual handling techniques at 4 weeks post-training, it may still have facilitated
learning other requirements for in-home disability work.

At 12 weeks post-classroom training, only one informant reported a conscious effort
to learn safe manual handling techniques in the client’s home because of a perceived
benefit to themselves. When questioned about this, Meg reported family and age as a
factor:
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Thinking about the girls makes me [enact the techniques]. Plus I’m not

getting any younger. I’'m no good to [the client] if I don’t do things the

right way. I don’t think that’s being selfish at all, just assertive maybe? Or

sensible.
The fact that only one informant identified the personal benefits of applying classroom
training at 12 weeks, compared to the six informants who reported this as a factor in the
earlier post-training period, may suggest that workers were depersonalising the manual
handling tasks they were performing with their clients. Rather than considering the
individual benefits of enacting safe techniques, such as health or happy family life, most
workers persisted with enacting manual handling as a series of concepts and procedures,
and without expert guidance or other supports appeared unable to become embodied in
their support role. Moreover, at 12 weeks, two informants made a point of expressing how
devalued they felt in the support worker role:

| really felt [valued in the beginning]. But | totally lost it. No one to

remind me how useful and valuable this role really is. It’s Service Care’s

job to tell us we’re part of a professional team and that we’re highly

valued and all that. You’ve really got to be tough out here on your own.

(Jen, trainee)
These (and other) comments encompass both personal and situational bases that may
provide insight into how learning progresses in situations of relative social isolation. While
informants’ motivation to learn was initially high post-classroom training, workers may
easily become demotivated without some kind of ongoing support and encouragement to
develop a disposition for support work. Additionally, being emotionally “tough” is cited as
an essential character trait for in-home disability support work, as discussed in the next

section.

Learning in relative social isolation: “You 've got to be tough”

Indeed, at both 4 and 12 weeks post-classroom training, assertiveness and hardiness were
consistently reported by five informants as personal factors that supported the application
of classroom manual handling skills and knowledge to the workplace. Strongly linked to
these attributes were the both the personal lives and past work experiences of the workers,

where they reported having lived or worked alone as a factor which assisted their learning
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in the isolated circumstances of clients’ homes. Jen related her experience as a single
parent:

I’m pretty tough. I’ve raised a daughter on my own, I’ve worked in some

pretty shit jobs and have learned not to take crap from anyone. So

subconsciously I’'m still looking out for myself.
Jen considered that this kind of experience helped her in learning the requirements for in-
home disability work:

That’s the key to ... learning how to do this job. You’re on your own so

much you have to be practical and a bit tough.... It’s not like you can go

running to the leading hand every five minutes if you don’t know how to

do something. You have to kind of work it out for yourself.
Similarly, Joe cited his assertiveness as an enabler in the isolated in-home support role:

I can cope on my own, | have a lot of life experience and | have worked

in a lot of different jobs, so I am assertive ... I can always work out the

right thing to do for me ... I am relaxed .... I am not nervous.
Both Jen and Joe may be considered as having a high level of personal agency, in that they
conduct their working lives and workplace learning in view of their own personal interests
and goals (Billett & Pavlova, 2005; Collin, 2009; Collin et al., 2008; Somerville, 2006b).
With past personal triumphs in working or raising families alone, these informants
appeared to embrace the autonomy afforded by the privacy of the client’s home.

Other informants, too, used terms such as “hard” and “strong” in addition to
“tough” and “assertive” to describe their personalities in light of positive workplace
learning. Moreover, these informants emphasised a personal need to follow a set of pre-
determined rules when learning without direct supervision or support. Di stated:

| made sure | stuck to the rules from day one ... the policies we’d been

given ... rules are rules and I am a stickler for the rules, always have been

... that’s me personally in every walk of my life.
Noteworthy here, is that those workers who described themselves as assertive or hardy, and
who also placed high importance on following company policy, were all observed to be
utilising safe manual handling techniques in the workplace. These personality traits may be
compared to those identified by Billett et al. (2003) in their study of small business

operators, which concluded that personal agency and local contributions of the social world
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were important for people working and learning in situations of relative social isolation. In-
home disability support workers who choose their course of action based on their past
personal experiences, and who utilise a degree of support from the social world (i.e.,
Service Care policies and procedures) may be able to successfully apply and adapt
classroom training to situations of relative social isolation. Indeed, the contribution of
policies and procedures emerged as a strong personal and instructional factor in learning for
in-home disability support workers, and discussion of this will continue in the next section.

Instructional factors: Classroom manual handling training

As discussed previously, Table 5.7 presents five themes that emerged from the interview
data at 4 and 12 weeks post-training in relation to instructional factors that may have
affected how in-home disability support workers adapt and apply classroom manual
handling training to the circumstances of their work. Noteworthy here are two themes that
remained consistent over the 12-week period. Firstly, making the organisation’s policies
and procedures explicit, and providing other written material in clients’ homes, comprises
an important component of classroom manual handling training, and affects how workers
enact manual handling techniques in the workplace. Secondly, in addition to initial
classroom manual handling training, refreshing manual handling knowledge regularly in
the classroom would help consolidate and extend manual handling skills. Supporting

evidence for these themes is provided here.

Manual handling: “We need to follow the rules”
More than half of the cohort (i.e., five informants at 4 weeks and four informants at 12
weeks post-classroom training) reported that the classroom discussion of Service Care’s
policies and procedures with subsequent access to hard copies of these in the workplace,
was a factor which assisted their adapting and applying manual handling training. Referred
to by many informants as a “set of rules”, these policies and procedures comprised a major
workplace source of information for guiding support workers’ practice:

[The trainer] gave us the basic rules in training, the rules and policies, the

reasons why we should follow them and all the terrible things that could

happen to us and the client if we don’t. That’s why I [enact safe manual

handling techniques] all the time now. (Di, trainee)
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Despite the importance of these rules being reported by five informants, the classroom
training session plan presented in Table 5.1 indicates that only 5 minutes of the entire hour
of training was allocated to discussing the importance of following organisational policies
and procedure. Yet, this factor was a strong motivator for workers to immediately apply
what they had learned in the classroom to their client’s situation, particularly in relation to
use of the hoist:

| went straight to the care plan and checked to see if all the manual

handling info was up to date for starters. Then | went and had a quick

look at the hoist and tried to remember what [the trainer] was saying you

had to check before you used it. (Rick, trainee)
These comments suggest that in workplace situations that afford little by way of direct
supervision and support, agentic learners may benefit from written material of this kind.

Reliance on policies and procedures as a major source of practice knowledge is

supported in studies of nurses (Estabrooks, Floyd, Scott-Findlay, O’Leary, & Gushta, 2003;
Gerrish & Clayton, 2004; Palfreyman, Tod, & Doyle, 2003). These same studies cite
isolation (e.g., of nurses in rural settings), limited access to computers, and time constraints
as factors which contribute to this trust in policies and procedures as the main source of
information. The same may be true for in-home disability support workers. In clients’
homes, where shifts are often only of 2-3 hours duration and consist largely of physical
support provision, there is little time to access other sources of information such as
newspapers and journal articles. Moreover, the nature of these workers (as discussed in
Chapter 2) suggests that they may not have the skills required to access, read and critically
appraise other sources of information, and may believe they lack the authority to implement
any findings into practice (Gerrish & Clayton, 2004). In response to these time and other
resource constraints, four workers when interviewed 12 weeks post-classroom training
made requests for there to be more written material in the workplace. Besides a Service
Care policy and procedure manual being placed in each client’s home, workers requested
material such as:

Safe working procedures, like the operating instructions they have on

factory floors. Pictures of everything, like step-by-step on how to put

someone in a hoist with photos of their actual house. Anything that’ll

spell it out for us, that’ll help cement the training. (Rick, trainee)
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In addition, Rick and others reported the value in referring to their written classroom
handout as a manual handling aid, especially as more time elapsed post-classroom training:
I’ve had [the handout] out a few times you know, going over stuff, the
basics. I didn’t need to in the beginning but as time goes by I’ve lost a lot
of it, so it’s good to go back over things.
These comments reinforce the value of written material as a form of social support (or
scaffolding) by these agentic, but socially isolated learners, in a workplace situation which

affords negligible supervision or guidance.

Returning to the classroom
Further to “going over” the written material provided as part of the manual handling
training at Service Care, four informants at 12 weeks post-training made categorical
requests to return to the classroom for refresher training:

| really liked being in the classroom [12 weeks previously] and learning

all the new stuff, but it’d be great to go over it again you know? The more

you do things, the more times you go over them with an expert, the more

likely you are to retain it. (Meg, trainee)
The benefits of this type of training revision are supported by a study of new community
support workers learning manual handling over a period of 6 weeks in a respite centre
(Town, 2005). This study concluded that within the instructional design and delivery of
manual handling training programs, providing opportunities to repeatedly rehearse manual
tasks was likely to support the transfer of manual handling training from the classroom to
the workplace. A limitation here, however, is that this may only constitute transfer along
the “low road”, where well-practised classroom training principles are applied by
automated means to workplace situations with apparent perceptual similarities (Salomon &
Perkins, 1990). While the informants in the current study and other studies (e.g., Town,
2005) report the value of practising basic manual handling skills, it may be difficult to
“automate” manual handling tasks when dealing with challenging clients or situations (e.g.,
client with behavioural issues, immobile, very heavy or in pain).

Therefore, in addition to refresher classroom sessions which provide opportunities

to practise and consolidate core manual handling concepts and procedures, it may be

worthwhile to use these sessions also as a forum for discussion of specific manual handling
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issues encountered in clients’ homes. In this way, “high-road” transfer may be assisted,
where workers may be able to consciously abstract already acquired knowledge and skills
from one context to another (Salomon & Perkins, 1990). The potential value of these
forums is reflected in the comments of a number of informants, including Di:

... [new in-home disability support workers] need someone to bounce

ideas off if [they] re struggling, a formal contact ... in forums ... group

phone calls ... regular meetings. That would help cement the information

for sure. We need to be able to discuss things after we’ve been out there

for a while.
This kind of training for “high-road” transfer in manual handling is supported by findings
from past manual handling studies which emphasise the value of providing general
theoretical principles in light of real work scenarios (e.g., McGuire & Dewar, 1993; Town,
2005). So, besides the initial classroom training session, instructional support in the form of
classroom refreshers which incorporate situational guidance and input from other novice
workers and experts (more experienced workers, trainer, supervisor) was strongly
advocated by the current study informants, as a means of facilitating application and
adaptation of initial classroom manual handling training to the workplace. A discussion of

the need for this kind of guidance now follows.

Improving the manual handling “situation” for in-home disability support workers

In summary, Table 5.7 presents five themes that emerged from the interview data at 4 and
12 weeks in relation to the current manual handling “situation” for in-home disability
support workers, and suggestions for its improvement. Interview data found that the nature
of clients had a direct influence on how these support workers carried out manual handling
tasks in their homes. Challenging clients and/or family members who were unconcerned
about worker health and safety, overbearing family members, professional clients who were
themselves knowledgeable in manual handling and supportive of their workers, were all
factors identified and discussed in the preceding “direct observation” section. One standout
point in the interview data, however, is that at 12 weeks post-training, there was a
unanimous call for increased supervisor, peer and trainer support in the workplace when

attempting to enact the techniques taught in the classroom, with all informants either
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expressing extreme frustration at the lack of this type of support, or suggesting that this

type of support may be helpful. This support from an expert other is now discussed.

Learning in relative social isolation: The need for organisational support
Earlier discussion in this chapter about the manual handling training curriculum identified a
lack of organisational support for training, both during and after the classroom training
session. In the classroom, the trainer and at least one trainee expressed their dissatisfaction
at the lack of supervisor presence. At 4 weeks post-classroom training, however, more
workers were becoming disgruntled about the perceived lack of support in the workplace
from Service Care supervisors, and at 12 weeks every worker provided comments about
this issue. The verbal and non-verbal cues that accompanied worker comments led the
researcher to believe that all workers were emphatically resentful about the lack of
supervisor support in the workplace, with responses such as this from Joe:

Service Care don’t seem to care what you do when you’re on your own,

so long as you are not making noises ... it’s as though [the coordinators’]

heads are in the sand and they don’t want to hear about the problems, just

want you to fill the shift and not complain.
It appeared that at 4 weeks post-classroom, support workers, including Kate, wanted an
organisational presence in clients’ homes to provide direct supervision and support as they
enacted their support techniques:

[The coordinators] need to be out here ... to check up on what we’re

doing and actually help us to apply what we’ve learned in the classroom,

rather than sending us out to work and forgetting about us.
When questioned about whether these workers had considered phoning the Service Care
office to speak to a coordinator for support, Di responded:

We can phone the office ... but I’d rather phone a friend for advice ... [

suspect that [some supervisors] might tell you the wrong thing or not be

familiar with the policies and procedures of the company.
So, besides the perceived lack of organisational presence in clients’ homes, some workers

did not feel confident that their supervisors could provide the necessary support anyway.
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At 12 weeks post-classroom training, all workers were frustrated at the lack of
supervisor support, with workers including Bree and Kate attributing this lack of support to
their failure to progress professionally or as a learner in the workplace:

Having [no supervisor] here has been very demotivating. I know I’ve

reverted to old habits because there’s no one here to check up on me. I’ve

lost incentive to do the right thing.... I was here on my own, no one to

look at how I do things and provide feedback. So | just went back to my

old ways. (Kate, trainee)
This comment suggests that these workers had attempted to enact the classroom manual
handling techniques, but without supervision and feedback from an expert had lost confidence;
as Kate described, she had “taken the path of least resistance” and reverted to what was easier
(and observed as being less safe) for her to conduct her occupational practice.

Referring again to the findings of Aylward et al. (2003), it is apparent that Kate’s
comments are consistent with workers across the entire health and community services
sector. Training programs for care workers that provide new information to staff, without any
organisational or system support to facilitate application of new knowledge or skills to the
workplace, will, in many cases, return no meaningful results in terms of learning and transfer
to practice (Aylward et al., 2003). Consequently, the issue of organisational support in
relation to manual handling training in the classroom and workplace must be addressed. The
question is, how best to do this for the in-home disability support workers at Service Care.

In addressing the issue of organisational support for manual handling training, the
support workers provided countless comments which all funneled into two main
suggestions: (a) ensure that the Service Care coordinators themselves attend every
classroom manual handling training session so that they fully understand the general
concepts and procedures, and can provide immediate responses or feedback in relation to
specific client manual handling issues; and (b) ensure that these coordinators visit workers
regularly in their workplaces to provide manual handling instruction and feedback specific
to the client and their home environment. Time frames for providing this type of support
were even suggested by workers, both in the classroom:

One hour, once a month, to skill themselves up and actually understand
what we’re faced with. I don’t think that’s asking too much, and I’m sure

it would make a big difference to all of us (Di, trainee);
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and in the workplace:

... once a week in the beginning maybe? Or even fortnightly if they’ve

got [several clients] to see? They can incorporate a visit into other stuff

they do here with the client. And then they could just make phone calls. |

don’t know ... give us something! (Jen, trainee)
In summary, at 4 weeks post-classroom training, around half of the informants reported
concern about the lack of organisational support for safe manual handling, and at 12 weeks,
all informants were troubled about this lack of support. Concerns included the absence of
coordinators in the classroom, negligible follow-up in clients’ homes, and lack of peer
support as these novice workers attempted to enact safe manual handling. However, most
informants had considered ways to address these issues, a discussion of which now follows.

Learning in the absence of expert guidance: “A little help from my friends”
In addition to encouraging a supervisor presence in the classroom and the client’s home, at
12 weeks post-classroom training all informants stated that they would benefit from
increased peer support when enacting safe manual handling techniques with clients. Three
informants reported the value of the “buddy system” when learning manual handling:

Going with a buddy was a big help ... someone who was more

experienced ... getting to see different clients, different circumstances, to

try and expose you to anything that might happen when you’re on your

own has been good. (Di, trainee)
However, the length of time that new workers could be assigned a buddy to work alongside
was unclear. The manager at Service Care reported “until they feel comfortable, up to two
weeks usually”, yet workers hinted that they had only been buddied up for one or two short
shifts before working with their client alone. The length of time working alongside an
experienced peer did not seem to be a concern for novice workers, however. What appeared
to be more of an issue was providing opportunities for these workers to meet with and
discuss support issues with their peers in an environment away from the client’s home.
Terms such as “forums” and “meetings” were used frequently in the interview responses

from novice workers such as Di:
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What I’d really like to see are [support worker] meetings, where we can

sit around and say “listen, I’ve got this situation, what do you think I

should do?”... if we could have that kind of back-up ... that’d really help.
Bree had considered contacting an experienced worker for advice, however expressed
concern about a reprimand from Service Care for a possible breach of client confidentiality:

| thought about it you know, about asking them to meet me for coffee, so

| could actually talk to them about what was going on and get some

practical ideas. | think more of the training would have sunk in then. But |

reckon that’d be [termination of] my job if I did.
Di suggested regular meetings as a means of debriefing, following challenging situations:

... when my client almost face planted [fell face down] onto the floor, I

almost died! | managed though, I think | did everything OK to get her up

and checked out but it was terrifying.... If I could have discussed it in a

meeting well maybe someone would have told me that I did the right

thing, or not, and maybe it would help others if they’re in the same

situation, that they’re not alone.
Di also admitted to providing peer support to others outside of Service Care guidelines:

I’ve given [new workers] my mobile number before, told them to phone

or text any time with any issues. I know I’m not supposed to ... I’ll

probably get in trouble for it. But who else will help them? ... And I try

to be the best buddy I can, show them everything | would want to know,

the instructions for the hoist, the policies that I think we need to know,

because no-one else does.
These comments indicate a strong need for peer support amongst in-home disability
workers as a means of sharing information and ideas, providing instruction and debriefing.

This type of engagement as a means of assisting learning is supported by Billett

(2011b). In his study of mature-aged Singaporean workers, it was reported that older
workers did not want to be treated as students who needed instruction from others, but
preferred instead to engage in “dialogue forums”. The study suggested that these forums,
held in or around the workplace (e.g., on-the-job, meal breaks), would provide rich learning
opportunities whereby workers could share their knowledge and learn from others at the

same time, without positioning themselves in a teacher-student relationship (Billett, 2011b).
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Liveng (2010) also considers that in the health and community services sector,
supervision groups, network groups and interdisciplinary conferences constitute valuable
learning settings in which individuals and groups of workers are able to develop their
competencies. In these settings, professional knowledge is shared and exchanged while at
the same time promoting a sense of teamwork and acknowledging the contributions of each
individual. Liveng relates the story of a dementia counsellor who was “paralyzed by guilt”
when their home-based patient walked into the countryside and was found dead several
days later (p. 47). Through sharing this story with a group of workers in the same (dementia
care) sector, the counsellor was able to objectify the experience and transform it from an
emotional burden into an incident from where the counsellor and others could learn and
prepare for similar situations.

Similarly, in their study of the constraints on workplace learning, development, and
formation of worker identities, Collin et al. (2008) found that nurses, whose role includes a
degree of autonomy and personal commitment, and may also be conducted in relative social
isolation (e.g., nurse educators), reported interaction and collaboration with colleagues, that
is, fostering a “feeling of weness” (p. 191), as a means of separating their professional and
personal lives. So, peer support in these contexts may be as much about facilitating
workers’ development of dispositions for their role, and dealing with emotionally stressing
experiences, as it is about learning concepts and procedures.

In addition to peer interaction, Liveng (2010) suggests an interdisciplinary approach
to these group learning spaces, where meetings consist of team members from a number of
disciplines (e.g., care worker, nurse, occupational therapist, physiotherapist), and each
recognises the contribution of others in providing support to community-based clients.
Constructing this type of interdisciplinary learning at Service Care (and other similar
organisations in the sector) is seemingly impossible, however, as the organisation is
engaged to provide home care services only — services such as nursing and physiotherapy
are procured externally and privately by the client. Service Care could, nevertheless,
encourage the manual handling trainer, coordinators and other members of the management
team to attend these kinds of meetings in addition to the support workers. In this way,
learning the requirements for in-home disability support work may be assisted by shared

experience and expert guidance.
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Learning manual handling: Increased access to trainer
The suggestion of further or extended access to experts, especially the manual handling
trainer, was strongly reported by informants, with responses such as:
[the trainer] was ... realistic, she talked about the issues ... and she was
relevant. That definitely helped with applying the [classroom] training. It
was like she knew exactly every issue you were likely to come across ...
she talked about how to apply the basics in those situations. It would be
great to see more of her, not just at the orientation (Bree, trainee);
and:
... if the trainer was around, if she dropped in to watch us or talk to us, or
if we could call her, that’d be good. Someone that you know can give you
proper support. (Di, trainee)
These, and other positive comments about the manual handling trainer at Service Care,
such as “I felt as though she was on my side”, “knew exactly what she was doing”, “I’d
love to be able to chat to her again”, indicate that some kind of ongoing access to this kind
of expert would help facilitate learning manual handling techniques in the workplace.

So, potential experts for providing guidance to in-home disability support workers
as they work in relative social isolation have so far been suggested by informants as
coordinators, experienced peers, and the manual handling trainer. Given that the clients
and/or their family members were observed to have direct influence over how new workers
enacted manual handling techniques in clients’ homes, and also that often these are the only
people in the homes while the support is being conducted, it may be worthwhile
considering their role as an “expert” in providing guidance to novice workers on manual
handling techniques. This input was supported by four out of the seven informants, both at
4 and 12 weeks post-classroom training, evidenced by comments such as this from Meg:

... when I went back and told [the client] what I’d learnt he was really

interested ... he was seeing if there was anything else he needed to do when

he was training up workers himself, any rules that he wasn’t following.
Indeed, clients and their family members are often responsible for “training up” their new
workers before they attend formal classroom sessions. Moreover, four informants directly
attributed the manual handling attitudes, skills and knowledge of clients and/or their family

members as a factor which either supported:
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... [the client] was interested in what was covered in the training ...
seems open to new ways to doing things even though he’s been in this
situation for years (Jen, trainee);
or inhibited the workers’ application of safe manual handling techniques:
... when I got back from the training all enthusiastic with a few new ideas
about using the hoist [the client’s family member] pretty much stopped
me right there and said “well now you’ve been [to training] you can
forget everything you did there”. (Bree, trainee)
Both Jen and Bree advocated for inclusion of clients and their family members in the
classroom training session, with suggestions such as:
... if [the client] was allowed to go to the training as well ... [they] would
be good resources to help people apply manual handling training in the
workplace (Jen, trainee);
and
[the clients and their family members] should all go through the training
themselves ... so they know exactly what they should and shouldn’t be
doing with their workers. Everyone on the same page. (Bree, trainee)
In view of the relative social isolation of clients’ homes and the challenges in providing
direct support to novice workers in these situations, efforts to develop the manual handling
expertise of clients and/or their family members warrants consideration; in particular, how

they can provide learning to new staff in their homes.

Summary of findings: Interview data

In summary, semi-structured interviews conducted with the seven informants at 4 and 12
weeks yielded some rich data in relation to the personal, instructional and situational bases
affecting how in-home disability support workers learn in situations of relative social
isolation. From a personal base, these data first established that workers consider their own
circumstances, experiences or situations (e.g., single mother, former hairdresser,
engineering background, caring for elderly parents) when learning the requirements for in-
home disability support work. For these informants, this straightforward transfer of
knowledge from one setting to another was more likely to lead to near transfer (Billett,

2013; Salomon & Perkins, 1990), with only one worker providing evidence of ability to
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adapt and apply knowledge gained through personal experience to a non-routine situation.
Secondly, it is concluded from the interview data that workers will apply or adapt
classroom training to the client’s home only if there is a perceived personal benefit to
themselves (e.g., faster, easier, safer), and in fact admitted to blatant disregard for the
training if they were unable to reconcile their personal histories with the new techniques.
Finally, in relation to personal factors, the interview data suggest that new support workers
consider resilience and extensive life experience as essential character traits for learning in
situations of relative social isolation. As more time elapsed post-classroom training, and
without the assistance of experts, it appeared that workers became demotivated, lost a sense
of themselves as a valued professional, and were unable to become embodied in their
support roles. While all informants called for direct support of some kind, they considered
being tough and assertive as traits which assisted them to remain in the role without direct
support or supervision. From the interview data collected around these personal factors, it is
suggested that learning in circumstances of relative social isolation is largely person
dependent. For learning to progress in the privacy of clients” homes, workers may benefit
from having a high degree of personal agency, which many of them did. These workers
were considered to be working and learning according to their own personal plan.

From an instructional viewpoint, the interview data suggest that while the existing
classroom session at Service Care was useful for novice workers in that it provided basic
theoretical and practical applications of manual handling, this may only have resulted in
near or low-road transfer to the workplace. Ongoing sessions or forums, where workers
could refresh these basic principles and consider them in light of authentic work scenarios,
may be useful in facilitating far or high-road transfer. It is also suggested that novice
workers rely heavily on an organisation’s policies and procedures to provide learning
material when attempting to apply or adapt classroom training to clients’ homes. Indeed,
the data concluded that these policies and procedures, along with other written material
such as care plans and photographic depictions of how to perform certain tasks, are a
valuable learning tool in workplace situations that afford little by way of direct supervision
and support.

Finally, in considering the situational factors that affect how these workers learn
manual handling in relative social isolation, the interview data established an overwhelming

call for increased supervisor, peer and trainer support in the workplace. Suggestions from
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informants about how this type of support may be provided included the mandatory
attendance of coordinators at classroom training sessions, coordinator visits to the
workplace, continued use of the buddy system as a means of orientating new workers to in-
home situations, and forums for interdisciplinary (experienced peer, coordinator, manual
handling trainer) networking, discussion, and instruction around specific manual handling
issues. Moreover, it was suggested that learning may be enhanced if clients and/or their
family members were provided with the necessary manual handling skills and knowledge to
guide and support their workers in their homes.

What follows now, is further refinement of the developmental trajectory for support
workers learning manual handling proposed in Chapter 3, in light of the curriculum, semi-
structured interview and direct observation data collected for Study A.

Refined developmental trajectory for support workers learning manual handling

To recap, Chapter 3 proposed an overall trajectory that may best assist in-home disability
support workers to learn manual handling. Four phases of learning development were
suggested: (a) developing a disposition for support work, learning important concepts and
routine manual tasks in the initial classroom training session; (b) consolidation and
extension of this learning with close guidance in the workplace; (c) a return to the
classroom to provide discussion opportunities for novice workers to build on concepts,
procedures and dispositions; and (d) working independently with a client but with easy
access to an experienced other. Table 3.1 summarised this proposed developmental
trajectory, with key points for learning and intended outcomes for the worker suggested for
each of the four phases.

Now, in Table 5.8, this trajectory is refined in view of the curriculum appraisal,
semi-structured interview and direct observation data collected in Study A. The left-hand
column lists the three methods of inquiry used to gather data in Study A. The middle
column summarises the findings from each area of inquiry. Based on these findings,
specific interventions to be trialled in Study B are suggested in the right-hand column.
Essentially, this table aims to encapsulate the findings in Study A and link these findings to

a set of strategies to be implemented and appraised in the next practical study.
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Table 5.8. Refined Trajectory for Support Workers Learning Manual Handling

Inquiry  Summary of findings from Study A Based on findings from Study A, interventions to be trialled in Study B
Classroom training session brief Increase duration of classroom session, from 1 to 2 hours
Predominantly didactic instructional approach Instructional approach to be interactive, include sharing of personal histories and
Focuses largely on concepts and procedures required for manual experiences related to support work, increased practical component, small group
handling work; brief didactic only

'S Little or no time for developing dispositions for support work Service Care policies and procedures distributed as part of training materials

S Lack of supervisor support for classroom training Service Care coordinators, clients and/or family members invited to attend and

2 Lack of follow up in workplace after classroom training participate in classroom

© More support for “expert others” — SUPervisors, peers, trainer Preceptors selected to attend classroom training and provide on-the-job

% required orientation and support; secondary support provided by coordinators and trainer

§ Introduce the preceptor into clients’ homes

= Preceptors to work alongside novice workers and provide opportunities to

8 observe, model and engage in a range of manual tasks in clients’ homes +

provide phone support as required
Preceptors supported by Service Care manual handling trainer and coordinators
on an “as needed” basis for client-specific manual handling issues

Workers consider their own personal circumstances, experiences See curriculum interventions

or situations when learning the requirements for in-home Preceptors to encourage novice workers to relate their classroom knowledge to
disability support work their own personal circumstances while learning “on-the-job”
Workers will apply or adapt classroom training to the client’s Preceptors to share their own stories of learning manual handling with novice
g home only if there is a perceived benefit to themselves workers
E Workers consider resilience and life experience as essential Policies and procedures provided in classroom, + manual and instructions to be
S character traits when learning in the isolated circumstances of in-  kept at each workplace
£ home support work Classroom refresher session after 8 weeks “on-the-job”
Making the organisation’s policies and procedures explicit, and Refresher session to include workshop, discussion, practical application of
providing other material in clients’ homes, comprises an important relevant manual handling scenarios
component of classroom manual handling training
Manual handling refreshers would be helpful
Good manual handling techniques may depend largely on the state  Importance of planning and preparation for manual tasks to be included in
of the physical environment in which they are conducted classroom session
- Clients and family members who understand manual handling Preceptors to encourage and assist novice workers to modify their physical
2 requirements may be better able to support their workers to enact ~ environments where practicable
g safe manual handling techniques on them Clients and/or family members invited to classroom session
§ In the early stages of learning manual handling tasks for in-home  Policy and procedure manual + work instructions to be kept at each client’s
-8 disability support work, it may be advantageous to ensure that home
interpersonal interactions are largely related to the tasks being Clients and/or family members to be orientated to the written material provided
undertaken at the time in-home regarding manual handling, and the expectations of Service Care in

relation to safe manual handling clearly outlined.
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In summary, as outlined in Table 5.8, interventions to be trialled and evaluated in
the next practical study fall in to six main areas: (a) curriculum changes to the existing
manual handling training session at Service Care; (b) the introduction of preceptors to
support novice workers as they enact manual handling techniques in clients’ homes; (c) a
range of written material to be provided both in the classroom and in clients’ homes in the
form of Service Care policies, procedures and step-by-step instructions for enacting safe
manual handling techniques; (d) increased coordinator support for manual handling
training, both in the classroom and the workplace; (e) increased client and/or family
member involvement in manual handling training; and (f) the introduction of manual
handling refresher classroom training sessions. Research efforts in the following practical
study (i.e., Study B) are directed at evaluating this refined trajectory and associated
interventions for in-home disability support workers learning manual handling. Findings

from Study B are presented and discussed in the next chapter.
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Chapter 6

Manual handling intervention

Chapter 5 presented and discussed the findings of Study A. In this practical study, the
existing manual handling training program of a community service provider (Service Care),
was appraised through curriculum review, semi-structured interviews and direct
observation of in-home disability support workers. Qualitative data were collected in
relation to the personal, situational and instructional bases for realising effective learning in
the absence of expert guidance.

Analysis of these data identified six focuses for training interventions that may be
beneficial in assisting novice workers to adapt and apply their classroom manual handling
training to the relatively socially isolated circumstances of their work in clients’ homes. As
described in Chapter 5, these training interventions are:

@) changes to the format and content of the existing classroom manual handling
training session at Service Care;

(b) the introduction of preceptors to support novice workers as they enact manual
handling techniques in clients’ homes;

(© a range of written material to be provided both in the classroom and in clients’
homes in the form of Service Care policies, procedures and step-by-step instructions
for enacting safe manual handling techniques;

(d) increased coordinator support for manual handling training, both in the classroom
and the workplace;

e) increased client and/or family member involvement in manual handling training; and

) the introduction of manual handling refresher classroom training sessions.

These interventions form the basis for data gathering and analysis in Study B, a practical

study in which these training interventions were implemented, their consequences

observed, and their efficacy evaluated.

Details of informants and their selection have been presented in Chapter 4. As with
the first practical study, informant selection for Study B was also purposive. A new cohort

of seven informants was recruited for this study, comprising three males and four females
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ranging in age from the 20-29 years to the 50-59 years age group. All informants were
born in Australia. While they had diverse backgrounds and life/work experiences, all were
new to in-home disability support, and proposed a range of rationales for taking up this
role. For example, 33-year-old Pete, a former sugar cane farmer, had moved from a
regional area and taken up the support role after his family was forced to sell the farm due
to financial hardship. Dan, 26, who had taken various courses of study and had “drifted”
since leaving school 8 years prior, began working for Service Care as a volunteer to see if
he might be suited to working with people with disabilities, and found that he “really loved
[the job]”. Nat, also 26, took up the support role after answering an advertisement posted on
a notice board at the university where she was studying for a political science degree.

As with Study A, primary data for Study B were collected by the researcher through
observations and interaction in the classroom and workplace (i.e., the office of Service Care
and the homes of clients with disabilities where support is provided). Firstly, information
about the revised curriculum was gathered from the site through direct observation of the
efficacy of the classroom training sessions, as well as interviews with the Service Care
manager, manual handling trainer and newly appointed preceptor. Secondly, qualitative
data were obtained from in-home disability support workers through semi-structured
interviews and direct observations, which aimed to capture their experiences of learning
and adapting their classroom manual handling training subsequent to the six specific
training interventions for the study. As with Study A, the qualitative data for Study B were
collected from informants at two points over a period of 12 weeks: 4 weeks after
completing the initial classroom training session and commencing unsupervised work in the
client’s home, and 12 weeks after commencement of their unsupervised work.

The qualitative data obtained from Study B have been analysed using inductive
reasoning principles, beginning with a set of specific data from which patterns of responses
and themes were determined (Thomas, 2006). With the three sub-questions guiding the
overall inquiry firmly in focus, the data were integrated iteratively to identify the range of
responses, patterns of responses and emerging themes. Specific segments of data related to
answering the five sub-questions for the study were identified, edited to reduce overlap and
redundancy, and then categorised based on the training interventions for this particular
practical study. Briefly, these categories are: (a) curriculum changes, (b) the introduction of

preceptors, (c) the provision and use of written resources, (d) increased coordinator support,
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(e) increased client and/or family member involvement in manual handling training, and

(f) the introduction of manual handling refresher classroom training sessions.

Substantive findings: Study B

Three substantive findings from Study B are foreshadowed here. Firstly, learning the
requirements for in-home disability support work in the absence of expert guidance
presents as being a highly person-dependent process. Transfer of manual handling
knowledge and skills learnt in the classroom, to the workplace (i.e., clients’ homes) appears
to be premised upon the individual’s problem space, including the range of solutions they
select to enact. Moreover, what constitutes near transfer for one individual, may be far
transfer for another (Perkins & Salomon, 2012). This transfer distance is very much person
dependent, and may be influenced by a number of variables, including past life and work
experience. However, the degree by which personal experiences and knowledge come to
dominate how individuals enact safe manual handling techniques may well be, in part,
mediated by the quality of training provisions. That is, an effective training program may
help to overcome what could ultimately become bad habits, when people are working
without direct access to experts.

Secondly, while developing their manual handling skilfulness, the informants
demonstrated patterns of changing interdependence with what was afforded in their
workplaces. That is, neither the personal (e.g., past work/life experiences) nor social (e.g.,
instructors, peers, written materials) contributions to learning manual handling alone were
sufficient. Over the 12 weeks of Study B, these workers moved from initially relying on
instructors and peers in learning manual handling requirements for the support role, to other
resources such as written materials provided in clients’ homes and sometimes the clients
themselves and/or their family members, and progressed to placing more value on sociality
as a way of monitoring manual handling performance. So, there appears to be progression
in terms of the types of interdependencies that are enacted, with whom or what they occur,
and for what purposes.

Third and finally, the in-home disability support workers in this study appear to
have developed their skilfulness in manual handling in personally unique ways. Rather than
moving from propositional to procedural capacities in skills development (Anderson,

1982), these workers first rendered specific procedures (i.e., tasks) into effective manual
173



handling performances, and then developed what could be described as principled
understandings of manual handling based upon their procedural capacities. These
principled understandings, derived from the successful performances of key manual
handling tasks, appear to have then assisted workers to adapt and become skilful in a
number of other, sometimes more complex, manual handling tasks with their clients.

What follows is a presentation and discussion of these three substantive findings, in
the sequential order in which they were collected. Therefore, as a starting point, the revised
initial classroom manual handling training program at Service Care is presented and
discussed, using interview and direct observation data obtained from the Service Care
manual handling trainer, manager, and newly appointed workplace preceptor. This
discussion is followed by presentation and analysis of data gathered through direct
observation of the seven new in-home disability support workers as they went about their
work 4 weeks after the classroom training session. As with Study A, these direct
observation data were used to support and guide the questioning which followed in the
semi-structured interviews conducted with these same informants at 4 weeks post-initial
classroom training, which is then presented as a third section of this chapter.

Then, and fourthly, the newly developed training program for the classroom manual
handling refresher training session is presented and discussed. This account is followed by
presentation and discussion of the direct observation and semi-structured interview data
collected at 12 weeks post-initial classroom training. Discussions of the findings in this
chapter are also used as a basis for reconciling both practical studies (i.e., A and B) in the

following chapter (Chapter 7).

The revised curriculum for the initial classroom manual handling training

The appraisal of the original classroom manual handling training curriculum in Study A
established that the session was too brief (i.e., 1 hour in duration), and adopted a
predominantly didactic instructional approach to training, with less time allocated to
practical manual handling activities. Moreover, a major objective of this classroom training
was to convey a number of key concepts and procedures required for manual handling,
leaving little or no time for in-home disability support workers to understand the nature of
their role or develop a disposition (i.e., work-related values) for support work. Therefore, it

was suggested that for this second study, the initial classroom training session could be
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extended from 1 to 2 hours in duration. The aims of this extension were twofold. Firstly,
the goal was to allow more time for novice workers to introduce themselves, share their
personal histories, cultural and situational experiences related to support work, and begin to
develop an appreciation of the value of the in-home support role. This extension
acknowledges the diverse backgrounds and readiness of participants to engage in support
work. Secondly, after a brief didactic session presenting key concepts and procedures for
manual handling, the aim was to continue this interaction throughout a range of practical
manual handling scenarios conducted in small groups. By extending the session with these
aims in mind, it was anticipated that the classroom training experience would focus more
on these workers as learners, rather than simply delivering set content within a prescribed
time frame.

The informants in Study A also reported a lack of supervisor and organisational
support for initial classroom training, and in the absence of this expert guidance, drew
support from other resources such as their clients and/or family members, and written
material. Therefore, in Study B, Service Care coordinators and more experienced in-home
disability support workers were prevailed upon to attend the classroom training session,
with a view to providing better supervisory support during the training and the subsequent
preceptorship in the workplace (i.e., clients” homes). Clients and their family members
were also invited to attend the classroom training session to augment this workplace
support. Furthermore, hard copies of the relevant workplace health and safety policies and
procedures at Service Care were provided to trainees, and they were encouraged to refer to
these both in the classroom and in their workplaces as an ongoing reference for safe manual
handling techniques.

The revision of this classroom manual handling training curriculum for in-home
disability support workers at Service Care was prepared and enacted in close consultation
with Mark, the Service Care Manager, and Sue, the manual handling trainer. Having
acknowledged the limitations of the lecture-style format of the manual handling classroom
curriculum in Study A, Mark was “certain there [was] a better way”, yet remained
concerned about the potential financial implications of extending the classroom training
session by 1 hour. He was, however, very supportive of the trial, and allowed the 1-day
orientation timetable for new workers to be adjusted so that less time was spent on sessions

such as “History of Service Care” and “Quality Improvement” to accommodate the
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extended manual handling session. In a further demonstration of support, Mark released
two Service Care coordinators from their usual duties and actively rostered them to attend
the classroom training, and also insisted that any experienced in-home disability support
workers who attended the session on a voluntary basis signed an attendance sheet and were
paid for their time. When questioned about these active and positive approaches to the
classroom changes, Mark responded:

Our turnover of workers is quite high at the moment, and | have a feeling

that in at least one house it’s because of the manual handling tasks.

There’s an opportunity here to maybe do something about it, so why not?

In the big scheme of things it won’t hurt the budget, it may even save us

money in recruitment costs and lost time injuries.
These comments suggest that, in addition to revising the classroom training session, Mark
may have also been considering how these novice workers might enact safe manual
handling techniques beyond initial training, that is, on their actual clients. Moreover, he
may have considered that by being better prepared in the classroom for the requirements of
their in-home support role, these workers may gain greater job satisfaction in working with
their clients, which could, in turn, reduce staff turnover.

Sue, the manual handling trainer at Service Care, was very enthusiastic about the
changes to the classroom curriculum, and provided a lot of input into the revised content
and format.

This [new curriculum] is going to be fantastic ... Less structured, more
flow ... more time for [the trainees] to relax into the training and interact
... get the feel for things ... Having the older ones [more experienced
workers] there will be great, too, everyone will feel more supported.
Sue re-emphasised that this newly revised training program was more congruent with how
she had learned, and continues to learn, to be a nurse.
It’s important to be able to watch and work alongside others. I still do it.
That way you learn what to do, and also what not to do which I think is
just as valuable. These [workers] need to be able to move around and talk
to each other, talk about what it means to be a care worker, and they need
opportunities to continue that conversation. It’s more than just doing

skills like a robot. (Sue, trainer)
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So for Sue, who remains very aware of what is actually required for safe manual handling
practice, this revised classroom training session represented a means of not only acquiring
manual handling skills, but also providing a way for new workers to embrace their support
role. This approach is supported by Aylward et al. (2003), who suggest that in addition to
skills acquisition, the development of care worker dispositions and increased organisational
support and follow up are key factors in effecting safe work practices.

After consultation with Mark and Sue, a session plan was developed for delivery of
the revised classroom manual handling training. This plan can be found at Table 6.1. The
left-hand column identifies the key points which are taught as part of the manual handling
program. The second-left column locates these key points within a specific knowledge
base. The third-left column outlines the time frames allocated to communicating each of the
key points. The third-right column describes the content covered in relation to the key
points. The second-right column identifies the training strategies used to deliver each
section of the manual handling session, and the right-hand column outlines the training

resources used in this delivery.
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Table 6.1. Revised Service Care Classroom Manual Handling Training Session Plan

Key point Type of Time Content Training Resources
knowledge frame strategy
Introduction(s) Dispositional 10 mins  All participants (trainer, preceptor, coordinator, trainees) introduce themselves to group -  Discussion/ Whiteboard
names, backgrounds, motivation for taking up the specific role interaction
The support Dispositional 20 mins  Participants asked to write down 3 attributes of a “good” support worker and share with Discussion/ Whiteboard
worker role group; each attribute acknowledged on whiteboard, discussed with reference where interaction
applicable to boundaries and scope of practice e.g., friendly vs. friendship, physical
support vs. emotional counselling
Definition of Conceptual 5 mins Definition provided from manual handling legislation; some of the more commonly Didactic Whiteboard
manual handling undertaken manual handling tasks described (pushing wheelchair, hoisting)
How injuries Conceptual 5 mins Explanation of anatomical, postural, other causes (e.g., poor fitness or health, lack of Didactic Spine model
occur training, falls)
Organisational Conceptual 5 mins Familiarisation with policies and procedures, importance of following same, hazard and Didactic Handout
policy Procedural incident reporting; reporting manual handling challenges to organisation
Preparing for Procedural 5 mins Setting up/checking equipment and ensuring that it is appropriate for the task Didactic Whiteboard
manual tasks emphasised; need for good communication with client emphasised
Maintaining a Conceptual 5 mins Importance of establishing and maintaining a wide base of support explained and Didactic Whiteboard
balanced position  Procedural demonstrated (e.g., foot position, hip and knee movement) Practical Handout
Use of pelvis to Conceptual 5 mins Importance of flexing both hips and knees and using pelvis to power manual handling Didactic Wheelchair
power movement  Procedural tasks explained and demonstrated Practical Handout
Recruitment of Conceptual 5 mins Importance of recruiting core muscles to protect lower back throughout manual handling  Didactic Handout
core strength Procedural tasks explained and demonstrated Practical
Pushing Procedural 10 mins  Planning for task reiterated; actual task then demonstrated in pairs; coordinators and Didactic
wheelchair experienced workers to actively participate as well Practical Wheelchairs
Rolling a clientin  Procedural 20 mins  Planning for task; actual task then performed in small groups (allocate one experienced Didactic Adjustable
bed worker or coordinator to each group — reiterate their need to actively participate) Practical beds
Use of hoist Procedural 20 mins  Safety checks; actual task then performed in small groups (allocate one experienced Didactic Hoists
worker or coordinator to each group — reiterate their need to actively participate) Practical Beds
Conclusion Conceptual 5 mins Reiteration of main conceptual and procedural points; encourage attendees to continue Didactic
Procedural their manual handling conversations with their clients, coordinators and preceptors;
Dispositional remind attendees of refresher session in 8 weeks; attendees thanked for their time
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Twelve (12) training participants attended the revised classroom manual handling
training. These attendees comprised Lyn, the preceptor appointed as part of the research
project, two Service Care coordinators, Rod and Sam, and nine new in-home disability
support workers. Six clients and their family members were extended personal invitations
by Rod and Sam to attend the training; however, these invitations were not taken up. Each
client cited prior engagements as the reason for their non-attendance.

Immediately after the classroom training session, an unstructured interview was
conducted with Sue, the trainer, and Lyn, the in-home preceptor, to gain their views on the
new training format. For both Sue and Lyn, the extended duration of the session which
allowed for discussion of the support worker role and dispositions, along with additional
time for practical activities and the prospect of coordinated organisational follow up,

appeared to be the standout positives. A brief discussion of these views now follows.

Developing support worker dispositions for safe manual handling

As outlined in the classroom training session plan in Table 6.1, immediately following the
introductions, training participants were asked to write down three attributes of a “good”
support worker to share with their fellow classmates. These attributes then formed the basis
of a 20-minute discussion of the in-home disability support role, including boundaries of
practice for the worker and the type of disposition that may be beneficial for in-home
support work. The responses of the training participants in this activity were varied, ranging
from Service Care expectations such as “punctual”, “follow job description” and
“professional”, to personality traits such as “caring”, “flexible” and “do[ing] whatever it
takes to keep the client happy”. What ensued was a very lively discussion on the nature and
value of home-based care work. This discussion also included aspects of manual handling,
and continued throughout the practical activities. For example, during the practical activity
with the hoist, workers were overheard debating whether it was acceptable to manually lift
clients in emergency situations, such as after they had sustained a fall to the floor, or if
manual lifting was acceptable should the client complain of pain when being hoisted in the
mechanical lifter. Moreover, Sue emphasised the value in maintaining a cheerful
disposition in relation to manual handling, and suggested that workers who approached
clients in an open, friendly manner were more likely to perform people-handling tasks with
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ease than those people who “confronted” their clients with loud verbal directions and
invasions of their personal space.

In the interview after the training, both Sue and Lyn responded positively when
questioned about the value of this discussion. For Sue, outlining and discussing the
attributes of “good” support workers was “a neat segue” into the manual handling
activities:

It flowed really well ... to discuss ... the nature of support work in

general, and then continue that discussion during the practical ... getting

people to think about how their personality and their approach might

affect the clients and the way they’re handled ... I think [the trainees]

relaxed when they knew that it is OK to just be themselves out there.
So for Sue, satisfaction in presenting the newly revised training program was derived from
the flow of the session, and the active participation of the trainees. Lyn, the newly
appointed preceptor and experienced support worker, agreed:

... it was good ... for ... new people to know ... that they don’t have to be

robots. You could see everyone relaxing when they worked out that while

some things are non-negotiable, a lot of our role can be very flexible and

tailored to the client’s individual needs, that you can freestyle it a bit.
For Lyn, it seemed important to establish that while there are boundaries for home-based
support work, many aspects of the role can be negotiated depending on the various
circumstances encountered in clients’ homes. These, and other comments from Sue and
Lyn, also suggest that new workers attending manual handling training previously, may
have aimed largely to please the organisation, reproducing skills in the classroom for the
purpose of passing an assessment and then disregarding their training in clients” homes.
According to Sue:

I know I’ve just rubber stamped people in the past. But I had a better

feeling about training today. I’'m sure people are still going to follow the

basic rules and regulations, but they’ve also been given a license to be

individuals and really get into the role.
Sue, like Lyn, considered that while it was important to establish parameters for practice,
encouraging workers to develop their own approach to support work could also improve the

effectiveness of their manual handling techniques. Perhaps Sue and Lyn were drawing upon
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their own experiences of how they had learnt the requirements for their roles, and, in doing
so, were advocating for a training program which acknowledges and encourages the
individual’s own personal pathway for learning in circumstances of relative social isolation.

It may also be that through discussing the dispositions required for care work with
their peers and with expert others, new in-home disability support workers are encouraged
to “become” the worker, thereby strengthening the important relationship between
occupational learning and identity (Colley, James, Tedder, & Diment, 2003; Collin et al.,
2008; Fejes & Nicoll, 2010; Somerville, 2006a). For new workers at Service Care,
interacting with their peers and more experienced practitioners in the classroom affords a
type of social interaction, which includes not only practical skills but discussion of the
emotional aspects of in-home support work. This interaction may be central to learning and
enacting safe manual handling techniques in clients’ homes. Moreover, this kind of
interaction may lead to longevity in the support role. In a study of interactions and
relationships in direct care work, Shenk (2012) suggested that caregivers who view their
role in terms of the meaning and reward they can secure through their work, and their
relationships with their care recipients, are more likely to remain in the support role. So, a
classroom training session that encourages the development of worker dispositions for the
in-home disability support role may assist with greater job satisfaction and attachment to
the role.

Organisational follow-up: Sustained practices

A positive aspect of the new classroom training format as reported by both Sue and Lyn
were the opportunities to meet their learners again, both in the workplace and in the
classroom manual handling refresher session. Study A suggested that organisational
support after classroom training of new community support workers is central to quality
learning experiences (in agreement with Aylward et al., 2003; Braun et al., 2005; Liveng,
2010; Viau-Guay et al., 2013). Sue, conversely, had cited a lack of follow up at Service
Care, and expressed frustration at being unable to follow up on whether the manual
handling techniques taught in the classroom were taken up and/or sustained in practice.
However, in view of the new classroom format, along with preceptor support in the

workplace and a return to the classroom for refresher training, Sue appeared much more
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confident about the novice workers’ capacities to enact safe manual handling techniques in
clients’ homes:

| have a good feeling about this. | mean, everyone was right into it today.

And [Lyn’s] keen ... we’re on the same page ... she’ll be great out in the

homes as someone they can relate to.... I can’t wait to see everyone again

in a couple of months.
Lyn, too, conveyed similar enthusiasm:

I can’t wait to see [the novice workers] out there and start working with

them, help them put it all into practice. This is important, what we’re

doing here, real learning.
These comments suggest developing intersubjectivity between both the manual handling
trainer and preceptor, that is, a shared understanding about how best to assist new in-home
disability support workers to learn and enact safe manual handling techniques.

Indeed, after the training the manual handling trainer and the preceptor, an
experienced worker herself, both conveyed a strong sense of satisfaction with the revised
format and the ongoing contact they would have with their new worker trainees. This is
consistent with the findings of Gui, Barriball, and While (2009), whose comprehensive
literature review (1976 — 2007) of nurse educator job satisfaction identified effective
communication, the amount of student contact, and student feedback as key elements of
increased educator satisfaction.

In another study of nurse educators and student nurses, Mathevula and Khoza
(2013) also found that positive interaction and effective communication in the classroom
led not only to increased educator satisfaction, but significantly enhanced students’ learning
experiences. So, immediately post-classroom training, Sue and Lyn’s optimism about the
revised format and ongoing organisational support (i.e., the upcoming return to the
classroom in 8 weeks for refresher training; preceptor support in the workplace) may also
have been a means of assisting new in-home disability support workers to enact and sustain
safe manual handling techniques in clients’ homes.

To further gauge their views on the level of organisational support for manual
handling training, Sue and Lyn were asked questions about the Service Care coordinator
attendance in the classroom, and the perceived level of support from Mark, the Service

Care manager. According to Sue, the manager seemed:
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... quite happy about it ... I think he’s got a bit on his plate at the moment

with a couple of common law cases. He’s asked my opinion on [the

revised training] a couple of times, | get the impression he’s all for it.
Sue’s comment suggests that Mark’s support for the revised training format may have been
motivated by the potential legal implications for an organisation, which may arise through
poor performance of individual workers.

Lyn, too, considered that Mark was supportive of the new manual handling training
format, including her role as a workplace preceptor:

[The manager] has met with me a few times in passing and made a point
of insisting that | get paid for all the hours that | do, and told me to work
out with [the coordinator] how to put it on my timesheet. He’s paying a
couple of [coordinators] to attend too. There’s not many [managers] that
would go to those lengths ... I think he’s very supportive.
For Lyn, organisational support by way of financial recompense appears to be important.

Further, Sue and Lyn’s comments about organisational support suggest that Mark,
the Service Care manager, who in Study A alluded to wanting to “do something about [the
manual handling training situation]” but felt that he was unable to enact any changes due to
the organisational constraints (including financial), may have adopted a new, more
proactive approach in rostering coordinators to attend and ensuring that all “expert others”
were appropriately remunerated for their time. Unfortunately, however, Mark was
unavailable for comment about his views of the new training. At the time of the revised
classroom training session, and for the remainder of Study B, he reported via email that he
was dealing with some “more serious issues”. It could be perceived from Mark’s
unavailability that training of in-home disability support workers may have taken low
priority over other organisational matters.

Interviewing the Service Care coordinators, Rod and Sam, post-classroom training
also proved difficult. While they attended the session, they were observed to be sitting
together at the back of the room away from the training participants. When the practical
activities commenced, both were observed to participate in varying degrees, however exited
the classroom immediately upon the session’s conclusion, before the majority of the
trainees. Sue, however, found coordinator attendance to be of benefit because they could

respond to specific questions about the operational issues in support work:
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I really liked having them in [the classroom] ... at least one very service-

specific query came up this afternoon that [novice workers] were able to

get instant clarification on.
Moreover, Sue emphasised the importance of coordinator attendance as “good PR” for
Service Care, that is, a means of strengthening the links between management and support
workers.

On the other hand, Lyn wasn’t certain that the presence of both coordinators in the
classroom added any value to the session:

It really depends on how involved they get. [Rod] was great, he got right

into it after a while and let them hoist him ... he interacted very well with

everyone. [Sam] didn’t want to be there, she spent most of the time

playing on her mobile phone and [Sue] had to nudge her quite a bit. |

don’t think they knew what they were supposed to be doing.
Sue’s and Lyn’s remarks suggest that while the attendance of immediate supervisors did
enhance the manual handling skills and knowledge of novice workers in that they were able
to discuss client-specific issues, perhaps the role of these supervisors in classroom training
sessions needs to be made more explicit. Service Care coordinators should have been
briefed prior to training, and their role explained as active participant, rather than
participant-observer. Where these immediate supervisors encourage, support and
demonstrate safe manual handling techniques in the classroom, new workers may be more
likely to apply their newly learned skills and knowledge (Blume et al., 2010; Clarke, 2002;
Emilsson, 2006; Govaerts & Dochy, 2014).

In summary, the revised classroom manual handling curriculum at Service Care was
appraised through interviews with the trainer and preceptor, and direct observation of the
classroom training sessions. Additional time in the classroom dedicated to developing the
dispositions required for in-home disability work through discussion and practical activities
may contribute to enhanced learning in the classroom and increase the confidence of novice
workers to try out their new manual handling skills in the workplace. Moreover, increased
organisational support for classroom training, evidenced by the presence of a workplace
preceptor and Service Care coordinators, may also augment this learning. So, rather than

being about organisational imperatives, the new focus for Service Care in manual handling
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training may be more effective educational provisions in both the classroom and the
relative privacy of clients’ homes.

What follows now, is an exploration of whether these provisions were effective, that
is, whether this new classroom training format and increased organisational support assisted
workers to take up the manual handling knowledge and skills conveyed in the classroom
and apply them to the circumstances of their work. Consequently, data collected through
direct observation of the informants as they went about their daily tasks of supporting

clients with disabilities in their own homes are now presented and discussed.

Direct observation of in-home disability support workers: 4 weeks post-classroom
training
Direct observation of informants in their workplaces (i.e., clients’ homes) at 4 weeks after
the classroom session was undertaken specifically to appraise the extent to which novice
workers were transferring and adapting their classroom manual handling training to the
circumstances of their work, and to help guide further data collection (i.e., interviews)
around the specific training interventions implemented in an attempt to enhance this
transfer and adaptability. As with Study A, the same manual tasks of pushing a client in a
wheelchair and using a hoist to transfer a client from their bed to a wheelchair were
observed. Again, these tasks were broken down into a series of observable steps:
(@) planning and preparation for manual handling tasks; (b) ensuring that a wide base of
support is maintained and that the load is carried close to the body when performing
manual handling tasks; (c) initiating the movement from the pelvis, including flexion of the
hip and knee joints when performing manual handling tasks; and (d) conscious recruitment
of the core stabiliser muscles (including the transverse and rectus abdominis muscles) when
performing manual handling tasks. While these observable steps formed the basis of the
checklists used by the researcher for directly observing and recording the manual handling
practices of informants in the study (see Appendix A), field notes were also made in the
categories of physical environment, social environment and the nature of interpersonal
interaction between the client, support worker and any others present in the client’s home at
the time of observation.

A summary of the findings from these observation checklists at 4 weeks is

presented in Tables 6.2 and 6.3. First, in Table 6.2, information relevant to the environment
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within which each informant was observed is presented in columns under the categories of
physical environment, social environment and interpersonal interaction. In the left-hand
column, the physical environment is assessed in terms of space in the client’s home, the
type of manual handling equipment available for use, availability of written manual
handling resources in the home, other artefacts (e.g., obstacles) that may impact on the
performance of manual handling tasks, the positioning of the worker when engaging with
the client, and the pace at which the work proceeds. The middle column describes the social
environment in terms of the people in the client’s home at the time of observation, and their
personal histories of engagement with the client. In the right-hand column, the nature of the
interpersonal interactions and conversations that took place during the observation are
noted, in relation to who initiated the conversations, how the interactions progressed, and

how the manual handling tasks were incorporated into these interactions.
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Table 6.2. Summary of Environmental Findings from Direct Observation Checklists at 4 Weeks Post-training

Physical environment

Social environment

Interpersonal interaction

Anne

Barb

Dan

Pete Nat Mike

Jess

Small room; thick carpet; obstacles
Worker modifies environment prior to tasks
Appropriate, measured pace for tasks

Spacious home with even, tiled floors

All equipment appears brand new and in excellent
working order

Appropriate pace for manual handling tasks
Adequate space

All equipment in good working order

Bed appears to be too low and not height adjustable

Spacious, custom-built home, even tiled floor, good
access to all work areas (bathroom, bedroom etc.)
Relaxed, easy pace for tasks

Very cluttered, noisy home, access to work areas
difficult - winding, narrow corridor, uneven flooring

Equipment appropriate and in good working order
Work moving at a very fast pace

Same home visited for observation of Informant No.
4 (Mike)

Relaxed, easy pace in the house, probably even more
relaxed during this observation

Spacious environment, tiled, even floors

Two dogs are locked outside by the worker prior to
manual tasks (i.e., potential obstacles - evidence of
workplace modification)

Equipment in good working order

Elderly client with dementia and deterioration in

physical function. Client’s wife present at beginning of

shift before leaving for respite — seems confident and
trusting of worker’s ability to care for her husband

Client with 2-year history of high level physical
disability, from non-English speaking background

Client’s sisters living in another part of the house

Young adult client with congenital disability
Father “hovers” in background however does not
appear to impose and is happy for the worker to
provide all the required support

Client acquired high level physical disability
approximately six years ago. Articulate, able to
explain and direct all aspects of support, very friendly
and relaxed

Client acquired high level physical disability
approximately 10 years ago. Articulate, able to explain
all aspects of support

Mother in attendance, seems overbearing — “hovers”,
provides input when not asked, but tries to be helpful
and demonstrates safe techniques

See details for Mike

Client incurred brain injury approximate one year ago
Mother and preceptor in attendance. Mother talks to
client and others present during support however
allows the worker and preceptor to proceed

Worker initiates all interaction. Very professional in
approach, coordinated, explains every step of support
Client responds well non-verbally — makes approving
clicking noises etc.

Worker initiates all interaction

Client’s facial expressions appear tense

All interaction is entirely work-related, client occasionally
nods head

Relaxed worker, excellent communicator

All interactions initiated by the worker; non-verbal client
responds positively, evidenced by his complete cooperation,
body language and facial expressions

Interactions a combination of work-related and personal
Support mostly directed by the client, however client appears
open to suggestions and input from worker

Interactions switch between social and work-related

Client directs most of the support with input from mother.
Interactions are largely work-related but some discussion of
politics and current affairs — both client and worker are
students at different tertiary institutions

Interpersonal interaction proceeds exactly as for scenario 4
(Mike) between client and worker

Non-verbal client; all interactions initiated by worker,
preceptor and client’s mother, although it is still a four-way
conversation about work-related and social issues

Client appears comfortable and responds well to voice —
facial expression, other non-verbal cues are relaxed
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The environment for manual handling

Findings presented in Table 6.2 identify a number of variables in the workplace (i.e.,
clients’ homes) that may have impacted upon the manual handling ability of the seven
workers observed. The physical environments, for example, ranged from spacious,
disability accessible homes with modern equipment, to small cramped rooms within which
large pieces of equipment (e.g., hoist) required maneuvering. In two separate workplaces,
workers Anne and Nat were observed to modify their physical environments (e.g., move
piles of newspapers and ornaments, reposition furniture, confine small pets) prior to
undertaking their tasks. Yet, in all clients’ homes, despite the variety of physical settings in
which workers were enacting their manual handling tasks, the support work appeared to
proceed at an appropriate pace. Essentially, all seven workers were observed to be working
safely in each unique physical setting.

Similar differences were observed in the social environments of the workplaces
(i.e., clients’ homes) and the interpersonal interactions that took place during the workers’
support shifts. The level of social and/or professional engagement with any other household
members varied across the homes. If family members were present in the house at the time
of observation, some engaged with the client and worker during the support tasks, while
others remained unseen in other parts of the house. Some workplaces appeared ordered and
calm, with articulate and conversant directions provided by the client about how the support
tasks should proceed, while others were noisy and distracting, with frequent interruptions
from other household members about manual handling (and other, non-support related)
matters.

In most workplaces (i.e., clients’ homes) where clients had physical disabilities only
and were able to articulate the requirements for their support, all interpersonal interactions
were initiated by clients. However, in one home, cultural issues and language barriers, in
addition to the client’s high level of physical disability, may have influenced the minimal,
work-related only interaction initiated by the worker (Barb). In this particular workplace,
the client hailed from a male-dominated culture and had previously expressed a level of
unease to Service Care at being supported by female support workers. When questioned
about the client’s concern, Rod, the Service Care coordinator, reported the difficulty in
recruiting male support workers for this client and for clients in general, a comment which

is consistent with the discussion in Chapter 2 regarding the gender imbalance in the
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disability services sector. In other workplaces, where the clients were non-verbal due to
acquired brain injury or advanced dementia, interpersonal interactions were initiated by the
workers (e.g., Anne and Jess). The clients in these cases appeared to respond positively to
these interactions, evidenced by facial expressions or noises of approval.

So, manual handling tasks were enacted by the seven in-home disability support
workers across a range of social environments, with varying degrees of interpersonal
interaction. These aspects suggest kinds of interdependence between the worker and what
was afforded in their workplaces when observed 4 weeks post-classroom manual handling
training. In all seven workplaces observed at 4 weeks, primary interactions were almost all
work related, and whether interactions were initiated by clients or workers, manual
handling tasks appeared to progress based on feedback (either verbal or non-verbal) from
the other party. For example, Anne verbalised the steps of each manual task as she
performed them with her client, and progressed based on his non-verbal cues. Mike and
Pete allowed the work to flow, responding to directions from their client as required.
Similarly, Nat and Jess allowed their work to flow, yet adjusted their manual tasks
according to the input from their client’s family members. So, at 4 weeks post-classroom
manual handling training, the patterns of engagement between the seven workers observed,
and their clients and family members, appeared to be consistent and largely work-related.

Table 6.3 aims to assist identification of whether these patterns of engagement
assisted workers to enact safe manual handling principles. Four columns can be found in
the table. The left-hand column, skills competency, demonstrates whether or not each
informant met the pre-determined manual handling criteria — that is, preparation for the
task, balanced position, use of pelvis and core stabilisation. The middle-left and middle-
right columns evaluate the use of resources provided in clients’ homes as part of the
training interventions for Study B, namely the use of the workplace preceptor and written
materials. In the right-hand column, any additional comments deemed pertinent to the

observation at the time are made.
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Table 6.3. Summary of Skill Competency, Preceptor, and Written Materials Findings from Direct Observation Checklists at 4 Weeks Post-training

Skills
competency

Preceptor

Written materials

Additional notes

Anne

Barb

Mike Dan

Pete Nat

Jess

v

Not present, however had visited on the day
previously, evidenced by “friendly” entry in
communication book

Not present, however there a recent entry in the
client’s communication book indicated she had
visited on the day previously

Not present at time of observation, however worker
states that she visits regularly

Not present at time of observation, however client
states that she visits regularly

Not present at time of observation, however client
states that she had visited once previously

Not present at time of observation, however client
states that she had visited that morning

In attendance at time of observation. Works
alongside/assists the worker as she provides the
support. Preceptor is non-intrusive yet provides
excellent assistance (i.e., “an extra pair of hands”
and guidance as she engages with the entire family)

Folder located in house with step-by-step
instructions for hoist transfer, manual handling
and infection control policies, hoist
manufacturer’s instructions

Anne does not appear to refer to these during the
observation period

Care workers have office which contains a folder
with step-by-step instructions for hoist and slide
sheet transfers, manual handling and infection
control policies, hoist manufacturer’s
instructions

Barb does not enter this office at all during the
period of observation

Folder located in house with step-by-step
instructions (including photos) for hoist transfer,
manual handling and infection control policies,
and hoist manufacturer’s instructions

Dan shows these to the researcher and states that
he and other workers refer to these “all the time”
Folder with policies, procedures, work
instructions located on the kitchen table —
accessible, visible, although not referred to
during the period of observation

Folder in house with work instructions etc.,
however it takes a while to locate it and is found
under a pile of laundry

As for Mike, worker no. 4

Folder with instructions, policies and procedures
in designated storage area, along with other
work-related supplies

Anne has a very professional, yet kind and open
approach to the client and their manual tasks.
Would make a good preceptor.

Barb appears very relaxed and performs all
manual tasks competently, in an environment
which may be challenged by cultural and
language barriers.

There is a certain “cool factor” and mutual
respect between these two young men (i.e., Dan
and his client). It may be interesting to observe
the same client with a different worker e.g., older,
female.

There is a nice “banter” and mutual respect
between Mike and his client. Work seems to flow
well.

The workplace is noisy, full of people and
cluttered, which makes for a challenging manual
handling environment. Nat, however, appears
comfortable, and performs all tasks to a
satisfactory standard.

Pete appears quite casual in his approach yet the
work is flowing and his manual handling
techniques appear competent and safe.

A relaxed, yet professional environment.

190



Engagement with forms of learning support

Table 6.3 indicates that all seven workers were observed to meet the proposed performance
criteria for skilful manual handling. As described in Table 6.2, this skilfulness was
consistently demonstrated over a range of physical and social working environments, that
is, from cluttered, noisy environments with input from various sources, to calm, ordered
and well-designed environments with work-specific input from the client. Table 6.3
provides additional information regarding this work-specific input by way of engagement
with the preceptor and written materials. For example, during the observation period, the
preceptor Lyn was in attendance at only one observation. Although all but one workplace
provided written (i.e., entries in communication book) or verbal evidence of her regular
attendance in their workplaces, one client stated that Lyn had visited only once in the 4
weeks preceding the observation. Written materials in the form of a folder with manual
handling instructions, photos, policies and hoist operator manuals were located in each
house, although in some houses this folder was more readily accessible than in others.
Some of these written materials had been allocated to a designated work area (e.g., office,
storage cupboard) while in one house the materials took a considerable period of time to
locate. Although no worker was observed to be referring to these written materials during
the observations, their accessibility may have been an indicator of their importance, and
degree of interdependency, in the home as a manual handling learning support.

Tables 6.2 and 6.3 also indicate that in all seven observations undertaken, each
worker appeared relaxed and comfortable with (a) their own bodies as they went about their
manual handling tasks, and (b) the working environments in which they enacted these
tasks. Further, by the key measures for skilful performance, all seven workers appeared
competent in manual handling at 4 weeks post-initial classroom training. It seems
reasonable, therefore, to identify why this was the case. Although the explanations did not
emerge from the observation data alone, these observations were used to guide the
interview questioning which immediately followed. These interview findings are now

presented.

Interviews: 4 weeks post-classroom training
Each of the seven informants for Study B were interviewed immediately after being

directly observed in their workplaces. As with Study A, these interviews were semi-
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structured, with questions grouped under the five sub-questions guiding the inquiry.
Moreover, as this second practical study aimed to determine the effectiveness of six
training interventions, questions for the interview at 4 weeks were also directed at gathering
information regarding these interventions. To reiterate, these interventions were: (a) the
classroom training, (b) the perceived effectiveness of the preceptor in the workplace, (c) the
written materials provided in the classroom and in clients” homes, (d) the perceived level of
organisational/coordinator support for manual handling training, (e) the perceived
effectiveness of client and/or family member involvement in manual handling training, and
(f) a classroom manual handling training refresher session. A copy of the relevant interview
guide can be found at Appendix B.

Findings from these interviews are summarised in Table 6.4. The left-hand column
lists the particular training intervention about which interview data were gathered. In the
middle column, themes that emerged from the interview data related to each training
intervention are grouped, and finally, the right-hand column identifies the number of
informants who reported each particular theme, listed from the highest to the lowest
number of informants reporting.

Table 6.4 identifies 28 themes that emerged from the interview data at 4 weeks
related to the training interventions implemented in Study B. It seems reasonable here to
refer to those most frequently reported factors that assisted with planning and delivery of
the imminent classroom manual handling refresher training. These were: (a) interacting
with peers through group work in the classroom assists is an effective way to learn manual
handling techniques; (b) organisational policies, procedures and work instructions have
been referred to in the workplace to assist with safe manual handling; and (c) clients and
family members should not attend classroom training as it may impede trainee interaction.
These three themes will now be discussed in light of the development and delivery of the

manual handling refresher.
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Table 6.4. Summary of Findings from Interviews at 4 Weeks Post-training

Intervention

Emerging themes

Informants
reporting (n)

Initial
classroom
training

The manual handling tasks taught in the classroom have been applied in the workplace

Interacting with peers in the classroom assists with learning

The group work is an effective way to learn manual handling techniques

Training sessions that comprise a large practical component are important for learning manual handling

A knowledgeable trainer is important for learning correct manual handling techniques

The manual handling skills and knowledge taught in the classroom session have been applied to tasks outside the workplace
Learning the “boundaries” of in-home support work is an important part of classroom training

Manual handling skills and knowledge taught in the classroom would not be used in an emergency situation e.g., client fall
It is important for the trainer to acknowledge the life experience of the training participants

Attending a “formal” classroom training session adds to the professionalism of the in-home disability support worker role
The classroom training improves confidence with manual handling in the workplace

~

Workplace
preceptor

The preceptor has not been contacted for support or assistance outside of their scheduled visits

The preceptor would be contacted in the first instance if there was a manual handling (or other) issue in the client’s home
The preceptor’s presence in the workplace has assisted in learning and enacting safe manual handling techniques

A preceptor who is a “peer” (i.e., is a support worker themselves) better helps novice workers relate and apply the techniques
Interacting with the preceptor has inspired the worker to become a preceptor themselves

The preceptor’s visits to the workplace should be more structured and scheduled more regularly

Written
materials

Policies, procedures and work instructions have been referred to in the workplace to assist with safe manual handling
A written handout is a good reference before and after classroom training
The written materials provided in the workplace reinforce the professionalism of the support role

Organisational

It is important that coordinators attend and actively participate in the classroom training

NOINDNNBERPWOOIPNWOOON I PNMNNOWOWWWSEPMOOOO

support Coordinators who actively participate in classroom training improve the relationship between the worker and the organisation
Coordinators who attend manual handling training may provide better support and guidance in the workplace

Client/family Clients and family members should not attend classroom training, as it may impede trainee interaction

member The organisation should inform the clients and/or their family members of their expectations in the home regarding manual

involvement handling
Clients and family members should be encouraged to attend training as part of a culture of inclusiveness 1
Clients and family members should not attend classroom training as they need respite from the demands of in-home support 1

Classroom The refresher in 8 weeks will be a good way to consolidate and extend manual handling skills and knowledge 3

refresher
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Developing the curriculum: Classroom manual handling “refresher” training

In Study A, interview data were collected around the instructional factors that assisted or
impeded how in-home disability support workers learned and enacted safe manual handling
techniques in the relative social isolation of clients’ homes. These data strongly suggest that
a return to the classroom after a period of time for refresher training would be of great
benefit to novice workers in facilitating this learning. The study concluded with a training
trajectory which advocated a 1-hour classroom session to be held for new workers after
approximately eight weeks on-the-job. What follows now is an account of how this session
was developed, based on the data obtained from the observations and interviews conducted

with informants of Study B, at 4 weeks post-initial classroom training.

The effectiveness of classroom group tasks: “Work together ... work things out”
Peer interaction in the classroom was reported as being helpful for securing productive
work practices. At 4 weeks post-initial classroom training, all seven informants were
observed to be utilising safe manual handling techniques in clients’ homes. In the
interviews that followed these observations, six out of seven informants reported how
interaction with peers in the classroom had greatly assisted their learning and enacting these
techniques in clients’ homes, and five informants promoted group work in the classroom as
also assisting this learning. For Anne, who had not attended a classroom since leaving
secondary school 27 years previously, group work and interaction had a positive effect on
her learning:

It allowed us to work together ... really work things out. We went

through each activity at a reasonable pace, but at the same time receive

input from others. It was great to talk to other people and get their ideas

about how they go about things. Everyone does things a little differently,

so this freestyle approach made me feel good about learning the tasks,

and doing them in clients’ homes.
So for Anne, being afforded the opportunity to listen to her peers in the group, and to gain
some appreciation of the differences in support styles, was an important part of her
learning. The rich learning that may arise from shared experiences in or near the workplace
is supported by Billett (2011b). His study of mature-aged Singaporean workers reported

that workers preferred to learn through participation in “dialogue forums”, where they
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could share their knowledge and learn from others at the same time, as opposed to the
traditional teacher-student relationship. In this way, older workers were more likely to
maintain their sense of self and confidence in their worker capabilities (Billett, 2011b).

Nat, whose previous experience of education consisted mainly of didactic-style
university lectures and tutorials, agreed that this format for learning practical tasks was
effective:

It was interactive, we got to get up and move around, practise some

things, talk, have fun basically.
This was also supported by Dan, who related his experiences of various inductions for
factory jobs, where:

... you sit in a small room with some other guy and watch a DVD about

how to lift, and it’s usually not even related to the work you’re doing ...

[the Service Care manual handling training session] was interactive ...

that helped you learn.
Dan’s comment here, along with those from Anne and Nat, suggests that positive group
experiences in the classroom may contribute to learning and successful performance in the
workplace.

Properly structured group projects may help students to develop a range of skills
that are relevant to both group and individual work (Caruso & Woolley, 2008). This is
particularly true for staff of the health and community services sector, (e.g., nurses, care
workers), who are often required to apply facts and ideas learned in a classroom to the real-
life situations of caring for their patients in circumstances of relative social isolation.
According to Billings and Halstead (2009), this transition requires a risk-free environment
conducive to active student participation. Group tasks in the classroom, combined with the
necessary peer interaction, may assist in developing skills such as critical thinking (e.g.,
negotiating challenging physical environments when manual handling in clients’ homes),
task breakdown (e.g., systematically applying body principles to set manual handling
tasks), effective time management (e.g., prioritising various aspects of disability support to
ensure that the clients’ most important needs are met), refinement of understanding through
discussion and explanation, giving and receiving performance feedback, challenging of
assumptions, and development of stronger communication skills (Billings & Halstead,

2009; Caruso & Woolley, 2008; Mannix & Neale, 2005). Moreover, group work may also
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assist students in developing skills specific to collaborative efforts, allowing them to share
diverse perspectives, pool knowledge and skills, develop new approaches to learning, find
appropriate peers to emulate, and establish a shared identity with other group members
(Caruso & Woolley, 2008; Mannix & Neale, 2005).

While the potential learning benefits of group work and peer interaction are
significant, simply assigning group work in the classroom is no guarantee that these goals
will be achieved. According to Loftin, Davis, and Hartin (2010), not all students enjoy active
participation in the classroom, preferring to be passive learners instead. These authors suggest
a number of reasons for this, including negative participators (e.g., people who monopolise
the discussion, disagreeable participants), fear of peer disapproval, students speaking English
as a second language, large class sizes, and lack of class preparation.

Therefore, for the manual handling refresher, it was decided that group work and
peer interaction would comprise a major component of the training approach; however,
strategies would be implemented to gain maximum group participation of all trainees in this
session. Pre-attendance strategies comprised limiting class numbers to a maximum of 10
participants, and asking trainees to choose a manual handling scenario relevant to their
work and be prepared to discuss this with their peers. Strategies implemented in the
classroom included re-engaging Sue, the “expert” manual handling trainer, to facilitate the
session. Sue’s training style, observed in previous sessions, incorporated delivery strategies
such as moving around the classroom, learning all participants’ names prior to
commencement of the session, and acknowledging and praising input from all participants
during the session. Furthermore, removal of desks from the classroom, and configuring of
the chairs to allow for visual interaction, were planned to maximise trainee participation.

The preceptor Lyn, whose positive contribution to novice workers’ learning and
enacting manual handling techniques in clients’ homes was acknowledged by five out of
seven informants in the interviews, was invited to attend the training. This invitation was
supported by Mike, who described Lyn as:

... aborn trainer ... and one of us.... It’s great to have someone like that
[in the classroom] to bounce ideas off.... A couple of times [in the
classroom] I’ve run things past Lyn and she’s either said “well, I know
this client who did that and it didn’t work™, or “yeah, I might have a chat

to [the coordinator] about that one”.
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So for Mike, and others, Lyn’s contribution to learning effective manual handling was
highly valuable, and her presence at the imminent manual handling refresher would serve
dual purposes — firstly, as an educator with first-hand manual handling skills and
knowledge, and secondly, as “an ally”, an experienced in-home disability support worker
with intimate knowledge of the manual handling (and other) issues faced by novice
workers.

Based on interview responses from four out of the seven informants, it was decided
that Service Care coordinators would also be strongly encouraged to attend and actively
participate in the manual handling refresher. For Barb, the coordinator’s attendance, with
his active participation and feedback, helped her to relax in the training session, and also
learn valuable manual handling techniques:

[The coordinator] laid down and made us roll him as a client. Telling us

whether we were doing a good job or not, how it felt to be a client....

When I talk to him on the phone from now on I’ve got a different idea of

him you see? He’s fun, very approachable. I wouldn’t have known that

much about him had he not come to training.
Barb’s comments suggest that the coordinators’ attendance and active participation in
classroom training not only assists with learning, but may help to strengthen the links
between the administrative and operational aspects of in-home support work. By making
themselves “approachable”, the coordinator may also encourage support workers to voice
other operational concerns about their role, which may lead to better outcomes for Service
Care clients, improved health and safety of the worker, and longevity in the support role. In
this way, in-home disability workers may perceive appreciation and support as they go
about their daily work activities in the absence of expert guidance.

To summarise, group work and peer interaction, combined with a number of pre-
training (i.e., limiting participant numbers, encouraging trainees to consider manual
handling scenarios for discussion, classroom configuration) and actual training strategies
(expert trainer with content and delivery experience, attendance of Service Care preceptor
and coordinators) were to be implemented based on direct observation data and interview
responses from informants. These delivery strategies are consistent with a number of those
aforementioned and cited by Loftin et al. (2010). In keeping with these recommendations,

and to further enhance group participation and peer interaction, it was decided that refresher
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trainees be encouraged to prepare for the session by reviewing written materials such as
organisational policies, procedures and work instructions. A discussion of the use and

effectiveness of these written materials as learning supports now follows.

Written materials: Manual handling “the Service Care way”

The provision of written materials in the classroom and in clients’ homes was found to
assist novice workers learn and enact safe manual handling techniques in the workplace. In
Study A, the contribution of policies and procedures, described as “a set of rules” (Di,
informant Study A), emerged as strong instructional and personal factors that influenced
how in-home disability support workers learned and enacted safe manual handling
techniques in clients’ homes. This study established that both classroom discussion of
Service Care’s policies and procedures, and subsequent access to hard copies of these in the
workplace, were factors which assisted novice workers in adapting and applying manual
handling training. Moreover, several informants in Study A suggested that a set of step-by-
step procedures, accompanied by photographs, would assist them to work safely in clients’
homes. Support worker Rick, for example, in Study A, described a set of step-by-step
instructions, “like [those] they have on factory floors”, as a means of support and referral,
and considered them to be particularly useful as more time elapsed post-classroom training,
when workers were performing their tasks without the support of their trainer or peers.

In Study B, hard copies of Service Care policies and procedures were provided to
all training participants as part of their initial classroom training handout. These policies
and procedures were also placed in folders in clients’ homes where informants were
working, with a set of step-by-step instructions for high-risk manual handling tasks such as
hoist transfers or use of a slide sheet to reposition clients in bed. As indicated in Table 6.4,
six out of seven informants reported that they had referred to this in-home written material
while carrying out manual handling tasks in the 4 weeks post-initial classroom training.
Dan, for example, found that these were an invaluable part of his learning:

I like having [the written material] in the house. Especially the photos and
all the steps for some of the transfers, the harder ones. It really helps ...

with training other people, too. So they can see that you’re not just trying
to show them how to do things your way, that Service Care have it sorted

and this is their way.
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Dan’s comments suggest that, in addition to assisting his learning in the clients’ home,
these written materials increased the professionalism of the organisation and, similarly to
having coordinators attend the classroom training sessions, strengthened the links between
administrative and operational aspects of in-home disability support.

In addition, three informants in Study B described the written materials used in the
initial classroom training as a “handy reference” both during and after the training session.
According to Anne, the classroom training handout, which comprised specific manual
handling information and relevant Service Care policies and procedures, was “good”:

I made notes on it and ... read over it a few times, just to check that I’'m

doing the right thing. It’s good to have a reference. It feels more

professional, and supportive.
Anne’s (and others’) comments suggest that these written materials are important both for
support of classroom learning and in the workplace situation which affords negligible
supervision or guidance. That is, for these relatively socially-isolated workers, these
materials are a form of support and mediation that was welcomed.

Consequently, based on the direct observations and interview responses from
informants in Study B, it was decided that the classroom manual handling refresher training
would be supported by references to written materials such as Service Care policies and
procedures. Moreover, written materials such as the step-by-step instructions in clients’
homes would be further developed or refined while trainees discussed and acted out
specific manual handling scenarios with expert others. Gerrish and Clayton (2004) suggest
that workers may feel as though they lack the authority to implement any organisational
policies and procedures in practice. However, by encouraging worker referral to, and input
into, these documents during classroom training, organisational support may be reinforced.
This active involvement in the development of written materials may, in turn, support
learning and enacting manual handling techniques in the workplace.

So far, group work and peer interaction, written materials, and expert others have
been proposed as important components of the classroom manual handling refresher
training. In this chapter, expert others have been suggested as being the manual handling
trainer, appointed preceptor, and the Service Care coordinator. However, data gathered in
Study A also considered Service Care clients themselves and/or their family members as

potential experts: they were observed to have direct influence over how new manual
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handling techniques were enacted in clients’ homes, and also, often these are the only
people in the homes while the support is being conducted. As a result, six clients and/or
family members were invited to attend the initial classroom training session conducted as
part of Study B. Data gathered from informants around client and family member
attendance or non-attendance at classroom training, and its impact on developing the

classroom refresher, is now discussed.

6 >

Clients in the classroom: “... they [have] enough on their plate ...’
Despite earlier suggestions from informants that it would be helpful, it was not possible to
engage clients in classroom-based training. As stated earlier in this chapter, the invitations
extended to clients and/or their family members to attend classroom manual handling
training were not taken up, with each invitee citing prior appointments as the reason for
their non-attendance. When questioned about the non-attendance of their clients, five out of
the seven informants replied that they were pleased that clients did not attend the training,
as this may have impeded their learning in the classroom. Several reasons were cited for
this. Dan, for example, claimed that while he would have been “cool” with his client and
the client’s father attending the training, the client’s father (and primary caregiver):

... has enough on [his] plate, with [the client’s mother] being [terminally

ill] and all. Aren’t we there to provide respite for these [primary

caregivers]? Next thing we’re dragging them along to training and they

don’t get a break, they have to come in and sit through it and still look

after their [loved ones]. [The client] could come on his own, but one of us

has to look after him, so we can’t properly participate.
So, Dan’s concerns were more associated with the time and effort that his client and the
client’s father would need to invest in attending the classroom training, and whether this
investment was worthwhile.

Anne’s reason for being “glad” that her clients didn’t attend the classroom training

arose more from clients in the classroom as being an extension of her support role:

I might have felt as though I had to look after them as well as do the

training ... I wouldn’t have been as active in the group. I probably would

have been on edge ... and what if we want to talk about a client or an

issue ... what about confidentiality?
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Anne’s comment was supported by Barb, who also worried that she would have been
compelled to be on her “best behaviour” if clients were present in the classroom. So, in the
cases of Anne and Barb, client attendance at training would have detracted from their
learning, as they may have neglected their own learning needs in favour of providing direct
client support.

The potential distraction caused by clients in the classroom was emphatically
reinforced by Nat, who claimed that family member presence would have had a negative
impact on her learning manual handling:

... if [the client’s mother] turned up, she would have put me right off ...

mouthing off ... talking over the top of everyone ... we wouldn’t have

learned a thing ... I wouldn’t have been able to wait to blow the joint [leave]!
Nat expressed concern here about the inappropriate and unhelpful interruptions from clients
and/or family members in the classroom training, that may have caused her to disengage
during the training session and not maximise the time spent in classroom training.

Hence, for various reasons, such as novice workers’ concern about the lack of
respite for primary caregivers, feeling obliged to be attentive to the needs of clients and,
therefore, being distracted from learning the manual tasks being demonstrated, personality
clashes with clients and/or family members, and fear of breaching client confidentiality, it
was decided that clients and/or family members would not be invited to the classroom
manual handling refresher.

This exclusion from the classroom is in contrast to the findings in Study A, where
clients and their family members were reported by informants to be “training up” new
workers before they attend formal classroom sessions. Several informants in this first
practical study directly attributed the manual handling attitudes, skills and knowledge of
clients and/or their family members as a factor which supported their learning. Two
informants in Study B, however, suggested that while it is important for clients to
understand what is expected of their workers with regard to manual handling in their home,
conveying this understanding is the responsibility of Service Care management. Barb, for
example, stated that establishing manual handling expectations was:

... the coordinator’s job really, to inform clients and their families about
what Service Care expects of them ... as far as coming to training, that’s

a bit much.
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Nat augmented Barb’s statement by also suggesting a stronger organisational presence in
clients’ homes, to be achieved by:

... [policies and procedures] with the big Service Care logo all over them,

[to] remind everyone in that house who’s providing the support and

paying the bills ... remind everyone that we’re professionals. (Nat,

trainee)
So, the concerns of these two informants relate to the experts who provide guidance and
who support the enactment of safe manual handling techniques in clients’ homes. If
conveying manual handling principles and procedures in these settings becomes the sole
responsibility of the client and/or their family members, the risk may be that this training is
somehow less professional and therefore not as effective.

In summary, training delivery strategies for the classroom manual handling
refresher session conducted at 8 weeks post-initial classroom training were based on direct
observation and interview data gathered at 4 weeks post-initial classroom training. These
strategies included an approach aimed to maximise trainee participation in the class through
group work and peer interaction, with in-class assistance from experts such as the trainer,
preceptor and Service Care coordinator(s), and organisational support in the form of, again,
attendance and active participation of the Service Care coordinator(s) in the classroom, and
a clear set of Service Care policies, procedures and work instructions. What follows now, is
an account of the implementation of this refresher session, supported by data collected from
the trainer and preceptor. Firstly, though, the session plan for the manual handling refresher
is presented in Table 6.5. The left-hand column identifies the key points conveyed as part
of the classroom refresher program. The second-left column locates these key points within
a specific knowledge base. The next column suggests the time frames allocated to
communicating each of these key points. The third-right column describes the content
covered in relation to the key points. The second right-hand column outlines the training
strategies used to deliver each section of the classroom refresher, and the far right-hand

column lists the resources used for this delivery.
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Table 6.5. Classroom Manual Handling Refresher Training Session Plan

Key point Type of Time Content Training Resources
knowledge strategy
Introduction(s) Dispositional 5 mins Trainer/facilitator, coordinators and preceptor re-introduce themselves - Discussion/ Whiteboard
name, background, current roles within Service Care interaction
Remaining participants then asked to re-introduce themselves to the group
— name, length of time in the support role, brief overview/update of their
progress in the role
Reorientation to Conceptual 10 mins Participants (including coordinators and preceptor) asked to complete a Didactic, Questionnaire
general manual brief multiple choice and short answer questionnaire revising content from  discussion and  \whiteboard
handling general back care, manual handling and risk management principles; interaction Spine model
principles review of answers with trainer P
Manual handling ~ Dispositional 5 mins Input sought from participants regarding any specific manual handling Discussion Whiteboard
scenarios/issues:  procedural challenges encountered in previous 8 weeks; these issues then transcribed Pre-prepared
risk identification to whiteboard into “risk management” format — actual tasks identified, manual
and assessment contributing factors suggested, risk of injury assessed handling
If no specific challenges suggested then these may be suggested by scenario(s)
preceptor or coordinators, or prepared scenario(s) used
Manual handling  Conceptual 5 mins Suggestions for controlling risks associated with scenarios then invited and  Didactic, Whiteboard
scenarios/issues:  procedural categorised according to the “hierarchy of control” e.g., eliminating, discussion and  gervice Care
risk control substituting less hazardous processes such as equipment or task redesign; interaction policies and
organisational policies and procedures referred to for clarification if procedures
required
Manual handling  Conceptual 30 mins Participants form groups of 3-4 for “body positioning” component of Discussion Height-
scenarios/issues: scenario management — facilitator and preceptor provide support and and adjustable bed,
practical feedback as participants work through their scenario, reiterating interaction; hoist,
importance of planning and preparation, balanced body position, use of didactic wheelchair,
pelvic power and recruitment of core strength slide sheet
Participants rotate through 2 — 3 scenarios, time permitting
Conclusion Conceptual 5 mins Reiteration of main conceptual and procedural points; encourage attendees  Didactic,
Procedural to continue their manual handling conversations with their clients, discussion and
Dispositional coordinators and preceptor(s); remind attendees of refresher session in 12 interaction

months; attendees thanked for their time
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Delivery of the classroom manual handling refresher
The classroom manual handling refresher training was delivered as planned. There were
eleven (11) training participants in the session, facilitated by Sue, the Service Care manual
handling trainer. These attendees comprised preceptor Lyn, the same two Service Care
coordinators who had attended the initial classroom training, Rod and Sam, and eight
returning in-home disability support workers. Although nine new workers had attended the
initial training 8 weeks previously, one of these workers (not an informant) had “left with
no notice” according to Rod, after approximately one week in the role. Service Care
management had not pursued the worker for an exit interview, as according to Rod, “this
happens all the time, there’s no point chasing after them”. Both Rod and Sam asserted that
it was best to focus on the workers they currently had in active employment, with Rod
especially citing the new manual handling training format as possibly “a way of keeping
people here”. While the high turnover of in-home support workers, particularly in the first 3
months of employment, has been discussed in Chapter 2, the comments from Rod and Sam
suggest that they had first-hand experience of the frustration at the high turnover of in-
home disability support workers, and considered a revised training format as a potential
means of addressing the issue.

In summary, the 11 participants in the classroom refresher comprised two Service
Care coordinators, one experienced in-home disability support worker/recently appointed
preceptor (Lyn), and eight support workers who had been in their in-home disability
support roles for approximately eight weeks. What follows now are the accounts of Sue,
manual handling trainer, and Lyn, manual handling workplace preceptor, about the value of
this return to the classroom.

Refresher training: “There’s a spring in my step”

The refresher training was reported by all informants as being very helpful. Immediately
after the classroom training session, an unstructured interview was conducted with Sue, the
trainer, and Lyn, the in-home preceptor, to gain their views on the refresher. For Sue, the
refresher session demonstrated an increase in organisational support for manual handling

training:
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It feels great ... as though something’s really happening now and I have a

degree of control over [how the training is conducted] ... we might be

finally getting through to Service Care about how important training is.
Moreover, Sue reported a renewed enthusiasm for her trainer role, describing this as “a
spring in [her] step”. Sue cited the increased input into the training format and content, and
being able to follow up on new workers’ manual handling progress, as reasons for this.

For Lyn, too, being able to meet the workers again in a classroom situation and
assess their manual handling progress figured prominently in her responses to questions
about the session:

It’s good to get some feedback you know ... talk to people, watch people

and see how they’re doing. And [the trainees] are right into it too. That’s

very satisfying, not only for them but for me as well, I have a bit more

confidence and know that I’'m showing them the right things and they’re

learning from what | do.
These responses from both Sue and Lyn may suggest that for them, the refresher training
was as much about the workers’ learning, as it was about their own job satisfaction. The
increased autonomy in their roles, improved organisational support for manual handling
training, and the positive verbal and visual feedback from their trainees suggest that they
are more likely to remain in their training/facilitation roles. This job satisfaction is
supported by Kukla-Acevado (2009), whose study of teacher attrition rates similarly found
that administrator support, behavioural climate of the classroom, and classroom autonomy
were three main determinants of teacher attrition in schools. The study conducted by Gui et
al. (2009) of nurse educators’ job satisfaction over time, also supports that classroom
autonomy, supervisor and administrative support, and increased contact with students
improved job satisfaction for those in training roles.

In sum, it appears that the classroom manual handling refresher had been considered
by senior staff of Service Care (i.e., coordinators, trainer and preceptor) as a means of
increasing job satisfaction and staff retention of both support workers and manual handling
teaching staff. Less was revealed in these informal interviews with Sue and Lyn, however,
about the manual handling progress of the new workers. When questioned about the manual
handling knowledge and skills of the workers after the refresher session, Sue responded
positively:
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I think they’re doing OK, for sure, maybe even starting to think critically

about manual handling. You know, rather than going through the motions

| could see when we did the scenarios that they were moving beyond the

basics, and were applying their knowledge more creatively. Let’s just see

how they go.
Indeed, the next sections include an exploration of “how they [went]”, that is, whether the
educational provisions in the manual handling classroom refresher and subsequent on-the-
job support were effective in assisting workers to consolidate, apply and further develop
their classroom knowledge to the circumstances of their work. Consequently, data collected
through direct observation of informants in their workplaces at 12 weeks post-initial
classroom training (and 4 weeks post-refresher training), followed by semi-structured

interview data, are now presented.

Direct observation of in-home disability support workers: 12 weeks post-initial
classroom training
Direct observation of informants in their workplaces was undertaken to determine the
extent to which workers, now 12 weeks into their in-home disability support role, were
transferring and adapting their two classroom manual handling training sessions (i.e., initial
classroom training and refresher at 8 weeks) to the circumstances of their work. This
observation was also undertaken to help guide further data collection (i.e., interviews)
around the specific training interventions implemented in an attempt to enhance this
transfer and adaptability. As with all previous observations, the same manual tasks, broken
down into the same observable steps, formed the basis of the direct observation checklist
(see Appendix A). In addition to observation and recording of these steps, field notes were
also made about the categories of physical and social environments in which the informants
worked, and the nature of interpersonal interaction between the client, support worker and
any others present in the client’s home at the time of observation. Informants were
observed as they went about their tasks with the same clients, and in the same physical
environments, as they had been at 4 weeks post-initial training.

A summary of the findings from these observation checklists at 12 weeks is
presented in Tables 6.6 and 6.7. These tables are analogous to the observation data

presented at 4 weeks in Tables 6.2 and 6.3. That is, the left-hand column describes the
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physical environment within which each informant was observed, the middle column
explains the social environment, and the right-hand column provides an account of the
interpersonal interactions which were occurring within these environments. Later, in Table
6.7, information is presented about the manual handling skill competency of each
informant, the use of written materials and workplace preceptor as resources in the
workplace (i.e., clients’ homes), and any additional comments deemed relevant at the time

of observation.

Changing interdependence in the manual handling environment

Findings presented in Table 6.6 suggest some changes in the physical and social
environments of three workplaces (i.e., clients’ homes), and the interpersonal interactions
which took place within these environments that may have impacted on the manual
handling ability of the seven workers observed. Anne’s workplace, for example, had been
physically modified to facilitate better access for manual handling tasks. The client’s
bedroom had been de-cluttered, and shelving installed for storage of newspapers and
ornaments, allowing for easier maneuvering of the client in his hoist. When questioned
about this modification, Anne responded that the shelving had been erected by Service Care
at her request, after consultation with the client’s wife. Anne stated that she was “more
comfortable and confident” in her own manual handling ability at 12 weeks to be able to
make such requests of Service Care for the benefit of both herself and the client, and
attributed this manual handling confidence to “settling in with [the client] and [his wife]”.
Indeed, the more relaxed rapport amongst Anne, the client and his wife was observed in the
almost familial, affectionate interpersonal interactions that took place in the home. In this
workplace, therefore, the increasing sociality between the in-home disability support
worker, the client, and his wife, may have assisted Anne to enact safe manual handling
skills. This deeper rapport between Anne and her client demonstrates a changing pattern of
interdependence in this particular workplace. Anne expressed enough confidence in her
own skills to make suggestions for improved safety measures. Therefore, as a worker
becomes more competent over time, patterns of engagement appear to change, which in

turn influences how work practices are enacted.
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Table 6.6. Summary of Environmental Findings from Direct Observation Checklists at 12 Weeks Post-training

Physical environment

Social environment

Interpersonal interaction

Dan Rarh Anne

Mike

Nat

Pete

Jess

Small room; thick carpet

Fewer obstacles than observed at 4 weeks and evidence of
workplace modification since last visit e.g., shelving
Appropriate, measured pace for tasks

Spacious home with even, tiled floors

A “hospital-like”, clinical environment in the home

All equipment appears brand new and in excellent working
order. Similar pace for tasks as last visit — although
somehow seems more relaxed and flowing

Adequate space
All equipment in good working order, however bed appears
to be too low and not height adjustable

Spacious, custom-built home, even tiled floor, good access
to all work areas (bathroom, bedroom etc.)
Relaxed, easy pace for tasks

Home remains very cluttered, noisy, poor access
Equipment appropriate and in good working order
Work still moving at a fast pace, but flowing smoothly

Same home visited for observation of Informant No. 4
(Mike)
Relaxed, easy pace in the house

Spacious environment, tiled, even floors

Two dogs are locked outside by the worker prior to manual
tasks (i.e., potential obstacles - evidence of workplace
modification)

Equipment in good working order

Elderly client with dementia and deterioration in physical
function. An easy rapport between client’s wife and worker,
almost like family members or friends

Client with 2-year history of high level physical disability,
from non-English speaking background

Client’s sisters living in another part of the house — heard but
not seen during observation period

Young adult client with congenital disability who is usually
supported by his father. Dad does not appear to be
“watching”, merely wants to provide help if needed. Worker
behaving less like a “paid” worker and more like a family
member — evidenced by verbal and non-verbal interactions
with client and his father

Client acquired high level physical disability approximately
six years ago. Articulate, able to explain and direct all
aspects of support, very friendly and relaxed

Client acquired high level physical disability approximately
10 years ago. Articulate, able to explain all aspects of
support

Mother in attendance, seems overbearing, still trying to
direct the support and hurry the workers along

See entry for Mike

Client incurred brain injury approximate one year ago
Mother in attendance, talks to client and worker yet allows
the work to proceed

Worker initiates all interaction. Still explains every step of
support, although there is a certain softness or tenderness in
the interactions now. Anne appears to have genuine
respect/affection for client, who responds positively to Anne.

Worker initiates all interaction.

Client’s facial expression neutral (may be due to injury or
cultural) although body seems more relaxed this observation.
Appears to have established trust in Barb.

All interaction is entirely work-related, client occasionally
nods head.

Relaxed worker, excellent communicator.

All interactions initiated by the worker however this non-
verbal client responds positively, evidenced by his complete
cooperation, body language and facial expressions.
Interactions remain a combination of work-related and
personal.

Much of the support is still directed by the client, although it
is clear that the worker knows what he is doing and there is
mutual respect for both the roles of client and worker.
Interactions are brief, professional and manual handling
related (check feet, tension on sling etc.) yet relaxed.

Client still directs most of the support, although mother
provides a lot of input and advice. Sometimes this is directed
at the client, other times the worker.

In contrast to interaction with Informant 4, the client
“watches” this worker more closely. Pete has a very casual
approach and the client likes to keep all interactions brief,
professional and task related. May be due to the nature of the
client and not necessarily his mistrust of Pete’s skills — the
client simply likes to control his support.

Non-verbal client; all interactions initiated by client’s mother
and Jess, although the client is still included in the
conversation about work-related and social issues. Client
responds well to voice — facial expression, other non-verbal
cues are relaxed.
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The depth of sociality may have also improved the manual handling situation for
Barb. While support in this workplace proceeded in a manner unchanged from that
observed at 4 weeks, the client, from a non-English speaking background, appeared less
rigid in his body. Barb’s response to this observation was:

I’m more relaxed these days. We can’t really communicate that well but

he must be able to feel it. | think he trusts me now.
So in this case, sharing the social and physical space with the client over 12 weeks appears
to have helped both Barb and the client to surrender to the manual tasks being performed.
As with Anne, this changing pattern of interdependence has positively influenced how
these tasks are enacted in the client’s home.

Dan, too, although relaxed in his manual tasks at 4 weeks post-classroom training,
appeared even more so at 12 weeks, evidenced by the way he occupied the physical and
social space. For example, the manner in which Dan was observed helping himself to a
drink from the client’s refrigerator, and continued his conversations with the client even
while they were in different parts of the house, made Dan seemed more like a family
member than a paid worker. So for Dan, being “part of the furniture”, and surrendering to
the environment afforded in the client’s home, appeared to positively influence how he
enacted his manual handling tasks with the client.

In the same way that manual handling tasks were enacted by the seven in-home
disability support workers across a range of physical and social environments, with varying
degrees of interpersonal interaction at 4 weeks post-initial classroom manual handling
training, wide-ranging environments were observed at 12 weeks. Observed in three
workplaces at 12 weeks, however, was a changing interdependence between the worker and
what was afforded by their clients’ physical and social environments. In the cases of Anne,
Barb and Dan, “relaxing into the job” and increasing the depth of their interpersonal
interactions with their clients, either through verbal interactions, touch, or simply
occupying the physical space, appears to have progressed their learning and enactment of
safe manual handling techniques.

Now, in Table 6.7, further information is presented that may help to identify
changing interdependencies, and the manual handling skill level of the seven in-home
disability support workers observed. Four columns can be found in the following table. The

left-hand column, skills competency, demonstrates whether or not each informant met the
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pre-determined manual handling criteria — that is, preparation for the task, balanced
position, use of pelvis and core stabilisation. The middle-left and middle-right columns
evaluate the use of resources provided in clients” homes as part of the training interventions
for Study B, namely the workplace preceptor and the use of written materials. In the right-
hand column, any additional comments deemed pertinent to the observation at the time are

made.
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Table 6.7. Summary of Skill Competency, Preceptor, and Written Materials Findings from Direct Observation Checklists at 12 Weeks Post-training

Skills Preceptor Written materials Additional notes
competency
v No evidence of preceptor visit to Folder located in house with step-by-step instructions ~ Anne remains very professional, yet kind and
o workplace for past 3 weeks. for hoist transfer, manual handling and infection open approach to the client and their manual
= control policies, hoist manufacturer’s instructions. tasks. Seems like more of a family member.
< Worker does not refer to these during the observation
period.
v Preceptor not present at time of Care workers have office which contains a folder Barb remains very relaxed and performs all
observation; however, worker says that ~ with step-by-step instructions for hoist and slide sheet manual tasks competently, in an environment
= she visited that morning and visits transfers, manual handling and infection control which may be challenged by cultural and
& regularly, almost daily, to provide policies, hoist manufacturer’s instructions. language barriers.
assistance and support. Barb does not enter this office at all during the period
of observation.
4 Preceptor not present at time of Folder located in house with step-by-step instructions  The “cool factor” and mutual respect between
c observation; worker states that he has (including photos) for hoist transfer, manual handling  these two young men (i.e., Dan and his client)
8 not seen (nor has required preceptor and infection control policies, and hoist still exists. They appear almost like family
assistance) for several weeks. manufacturer’s instructions. members. The work is relaxed and easy to
Not referred to during observation period. observe.
v Not present at time of observation. Folder with policies, procedures, work instructions A professional distance and mutual respect
@ Client states that she has not visited for  located on the kitchen table — accessible, visible, between worker and client. Work seems to
g a while as support is going well and no  although not referred to during the period of flow well. Both parties know the support
new workers recruited lately. observation. requirements and just seem to get on with it.
4 Not present at time of observation; has ~ No-one can locate the work instructions folder, Worker is completing all tasks to a
- not visited recently. See “additional “haven’t seen it for a while”. satisfactory standard, despite a challenging
3 notes” for this entry — this workplace manual handling environment (e.g., clutter,
may benefit from more visits from the noise, overbearing mother).
preceptor.
® v As for informant No. 4, Mike As for informant No. 4, Mike The worker is still very casual in his approach
E yet is completing all manual handling tasks in
a competent manner.
v Preceptor has not visited (or been Folder with instructions, policies and procedures in Remains a relaxed, yet professional
2 required) for several weeks. designated storage area, along with other work- environment. All tasks being performed to a
3 related supplies — not referred to. satisfactory standard.

211



Changing interdependence with the forms of learning support

Findings presented in Table 6.7 suggest progression in terms of the types of independencies
that occurred in the workplaces observed, particularly in terms of: (a) preceptor input,

(b) client and/or family member interactions with the worker, and (c) the use of written
work instructions as a means of learning how to manually handle people with disabilities.
Firstly, in each workplace observed, varying degrees of preceptor attendance was noted. In
six of the seven direct observations conducted at 12 weeks, there had been a gradual
reduction in preceptor attendance in the workplace, although it is not known whether or not
the preceptor had made alternate forms of contact with the new worker (e.g., telephone,
email). On the other hand, in one home, the preceptor had been physically present in the
workplace on a daily basis. Yet, all workers were performing their manual handling
techniques to a satisfactory standard. Therefore, the effect of the preceptor as workers
progressed in their role would become a specific line of questioning for the semi-structured
interviews with informants, which immediately followed the direct observations.

Secondly, in situations where the clients and/or their family members displayed
confidence in the workers’ abilities to perform the manual handling tasks competently, the
overall impression was that these workers were more likely to sustain their skills.
Conversely, in at least one home, where the client/family member was more overbearing or
watchful of workers, the overall impression was that the continued support of an expert
such as the preceptor was needed. So, it was considered that inquiry into how the
informants viewed the influence of clients and their family members at this stage of their
skills and knowledge development, may yield additional data about how in-home disability
support workers learn in relatively socially isolated circumstances.

Thirdly, at Week 12, workers did not appear to be referring to the written work
instructions provided in clients’ homes at all. In fact, in one workplace these written materials
could not be located, indicating that perhaps these materials had not been utilised for a
considerable period of time. Consequently, how workers engaged with these materials at this
stage of their learning would become another line of questioning for the Week 12 interviews.

Table 6.8 presents a brief summary of the information presented and discussed in
the previous sections, and compares observations at 4 and 12 weeks. The left-hand column,
skills competency, provides an overall impression of the manual handling skill

development of the worker. The middle-left and middle-right columns summarise the level
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of engagement with the preceptor and written materials observed at 4 and 12 weeks. The
right-hand column briefly outlines the progression of the interpersonal communication
between the worker, client and their family members over the 12-week period.
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Table 6.8. Summary of Direct Observation Checklists at 4 and 12 Weeks Post-training

Skills competency

Preceptor

Written materials

Interpersonal

Nat Mike Dan Barb Anne

Pete

Jess

Consistently high standard of
manual handling skill

Highly competent at both points,
despite a work environment which
presented a number of challenges
e.g., cultural and language barriers,
client with high level of support
needs

Consistently high standard of
manual handling skill

Consistently high standard of
manual handling skill

Worker met all observable manual
handling criteria at 4 and 12 weeks,
despite a challenging work
environment e.g., noise, clutter,
overbearing mother, client with
high level of physical support needs

Consistently high standard of
manual handling skill

Consistently high standard of
manual handling skill

Visited regularly in first 4 weeks
Less frequently between 4 and 9
weeks

No visits after 9 weeks

Regular, usually daily, support
provided over entire 12-week period

Visited regularly in first 4 weeks, no
visits after approximately 8 weeks

Visited regularly in first 4 weeks, no
visits after approximately 8 weeks

Visited only once during 12-week
period. In view of challenging work
environment, overall impression is
that more frequent and regular

preceptor support and/or high level of
organisational involvement is required

to maintain an acceptable level of
worker and client safety

See comments for Mike (No. 4)

Visited regularly in first 4 weeks, no
visits after approximately 8 weeks

Accessible, but not referred to at 4
or 12 weeks

Accessible, but not referred to at 4
or 12 weeks

Accessible at both points: referred
to frequently in first 4 weeks

Not referred to at 12 weeks

Accessible, but not referred to at 4
or 12 weeks

Not referred to at 4 or 12 weeks

Difficult to locate/access at both
observation points

See comments for Mike (No. 4)

Accessible, but not referred to at 4
or 12 weeks

More familial at 12 weeks

Client’s body more relaxed during
handling procedures at 12 weeks

More familial at 12 weeks

Client viewed as the “expert”

Assumed the preceptor role and
preferred to be the
supervisor/director of all manual
tasks

A lot of advice/input from
mother, which at times appeared
to be in conflict with client’s
support requirements and
personal wishes

See comments for Mike (No. 4)

Relaxed, yet professional rapport
between client, client’s mother,
and worker
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Summary of direct observations: 4 and 12 weeks post-classroom training

In summary, as Table 6.8 indicates, all seven in-home disability support workers
demonstrated a consistently high standard of manual handling skills at Weeks 4 and 12 post-
initial classroom training. These skills were enacted across a range of physical and social
working environments — from cluttered, confined, noisy spaces with input from various
sources, to well-ordered, professional, almost clinical environments. In six of the seven
workplaces observed, preceptor input in clients’ homes gradually diminished over 12 weeks,
and while this reduced presence in the workplace seemed appropriate in most cases, at least
one workplace situation was observed where preceptor input could have been more frequent
and consistent. Only one worker, Dan, made reference to using the written instructions
provided in his client’s home as a manual handling resource during the first 4 weeks, while in
all other workplaces and observation points, these resources did not appeared to be utilised at
all. At least two workers, Anne and Dan, appeared almost familial in their interpersonal
interactions with their clients and/or family members. Other workers, while not as familiar,
appeared to become more relaxed over the 12 weeks as they enacted their manual handling
tasks. In view of these findings, preceptor, written materials, and client and/or family member
input would become specific lines of questioning for the semi-structured interviews
conducted at 12 weeks. So, as these workers became more competent and confident in their
support roles, the interdependence between what was afforded in their work environments,
and how they engaged with these workplace affordances, appeared to change.

Moreover, as all seven disability support workers safely and competently performed
manual handling tasks in their workplaces over 12 weeks, it may also seem reasonable to
consider whether the manual handling refresher training conducted at 8 weeks post-initial
training (i.e., mid-way between the two observation points) may have been a supporting
factor in these circumstances. While the contributions of the refresher could not be
established from the observations alone, questions about this training intervention would
comprise part of the semi-structured interviews which would follow these observations.

These interview findings are now presented.

Interviews: 12 weeks post-initial classroom training
All seven informants at 12 weeks post-initial classroom training were interviewed

immediately after being observed in their workplaces. Questions for this set of semi-
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structured interviews aimed to determine the effectiveness of the training interventions
implemented in Study B, with specific lines of inquiry including preceptor influence, and
informant responses to the classroom manual handling refresher training. A copy of the
relevant interview guide can be found at Appendix C. Findings from these interviews are
summarised in Table 6.9. In this table, the left-hand column lists the particular training
intervention about which interview data were gathered. The middle column groups themes
that emerged from the interview data related to each training intervention, and finally, the
right-hand column identifies the number of informants who reported each particular theme,
listed from the highest to the lowest number of informants reporting.

Table 6.9 identifies 30 themes that emerged from the Week 12 interview data about the
training interventions implemented in Study B. A clear emergent theme is the undisputed
support for the training trajectory, and this theme will be discussed in a later section of this
chapter. However, for now, three strong areas appear worthy of discussion in the next sections,
based on their having been reported by five or more informants. These areas relate to: (a)
classroom-taught concepts (i.e., body principles), (b) scaffolding (e.g., preceptors, written
materials) in the workplace, and (c) refresher classroom training. Firstly, in contrast to the
interviews conducted at 4 weeks where all seven informants reported attempts to apply the
manual handling tasks taught in the classroom to their support work in clients” homes, at 12
weeks, none of the informants reported attempts to apply the tasks. Instead, they made specific
reference to applying the manual handling principles to the varying circumstances of their
work. So, some qualitative change had occurred here. Secondly, while a number of the
informants recounted utilising their preceptor and written materials in the 4-week period post-
initial classroom training, at 12 weeks these resources were reported as being accessed less
frequently, if at all. However, informants reported emphatically that both preceptors and written
materials in clients’ homes remained strong supporting factors for applying and adapting their
manual handling training, and indeed, while they were not being utilised frequently, it was
enough to know that “they [were] there”. Thirdly, there was solid support for the content and
delivery of the classroom refresher training session as a means of consolidating and extending

support workers’ learning safe manual handling techniques. These three areas are now discussed.
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Table 6.9. Summary of Findings from Interviews at 12 weeks Post-training

Intervention

Emerging themes

Informants
reporting (n)

Initial The body principles taught in the initial classroom session are an important foundation for learning manual handling
classroom The body principles have been applied to a number of manual handling tasks
training Classroom training enhances the professionalism of the support worker role

Group work/interaction in the initial classroom session is important for learning and enacting safe manual handling

A relaxed atmosphere in the classroom is important for learning manual handling
Workplace The preceptor is an important contact for in-home disability support workers, even if they are not called upon for assistance
preceptor The preceptor has not been called upon since the initial 4-week training period

The preceptor should plan regular visits to clients’ homes, rather than waiting to be called upon
Written Policies, procedures and work instructions have not been referred to in the workplace since the initial 4-week training period
materials It is important that written materials are provided in the workplace, even if they are not referred to

Informants have encouraged new workers to refer to the written materials in the workplace
Written materials in clients” homes enhance the professionalism of the support worker role

Organisational

The current training format is very effective in assisting workers to learn and enact safe manual handling techniques

support The coordinator has not been called upon since the initial 4-week training period
The coordinator is an important contact for in-home disability support workers, even if they are not called upon for support
The coordinator has not added any value to learning and enacting safe manual handling techniques in clients” homes
The coordinator should visit clients’ homes regularly, rather than waiting to be called upon
The organisation should arrange for more meetings of support workers outside the classroom, as a means of enhancing learning
Client/family Clients and/or their family members are not an integral part of manual handling training for in-home disability workers
member Supportive clients and family are important in encouraging workers to enact safe manual handling in the home
involvement Clients/family members attending classroom training sessions would assist in reinforcing the safety aspects of manual handling
Family members hinder learning and enacting safe manual handling techniques in clients’ homes
Classroom Interacting with others in the refresher is one of the most enjoyable aspects of the session, and assists learning
refresher The “real life” scenarios presented in the refresher assist in extending manual handling skills and knowledge

Practical work in the refresher is an effective way to learn and build on safe manual handling techniques

Group work in the refresher is an effective way to learn and build on safe manual handling techniques

The refresher training reinforces how much has been learned in regards to manual handling over the preceding 8 weeks
Refresher training should be held at least annually

A knowledgeable trainer is equally important in the refresher as it is in the initial classroom session, for learning correct manual
handling techniques

The “real life” scenarios presented in the refresher may be easily related to other manual handling tasks and clients
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Initial classroom training: Learning key concepts and procedures
At 12 weeks post-initial classroom training, five informants made specific reference to the
key concepts and procedures (i.e., body principles) which had been taught in the initial
classroom session and reiterated in the manual handling refresher. For Dan, and others,
these body principles were a factor which actively supported his application of safe manual
handling techniques to his work with his client:

... doing the basics ... [in the initial classroom training] and then building

on them helped ... by the time we all came back to the classroom there

was a level of knowledge there, so we could pick up where we left off....

But we had the basic BPS first which can only help to build on when we

are out there doing the job or are back in training. (Dan, trainee)
Barb, too, reported how effective learning the basic principles of manual handling had been
in assisting her to stay safe in the workplace:

The body stuff, I still think about it ... not long after [the initial classroom

training] I remember having to do this whole house ... vacuum and

mop.... So I immediately thought about BPS, and I felt great afterwards,

it definitely worked.
To reiterate, the BPS that these informants refer to, comprise the major concepts for worker
body safety taught in the initial and refresher classroom training sessions, and observed
directly in the workplace. These are B — establishing a balanced position, P — initiating
movements from the pelvis, and S — recruiting and stabilising the core muscles throughout
performance of a manual handling task. So, perhaps these informants’ responses are
examples of learners increasing their depth of conceptual understanding, through securing
concepts and identifying relationships and interconnectedness amongst them (Prawat,
1989). Moreover, through rehearsal of these concepts in two key manual handling tasks in
their clients’ homes (i.e., pushing a wheelchair and using a hoist), a deeper level of
conceptual knowledge may have enabled these workers to abstract the general body
principles of manual handling, and transfer them to more complex or novel situations (Pea,
1987; Royer, 1979). That is, principled understandings appeared to arise not during, but
after initial classroom manual handling training, and after a period of time working with
clients in their homes. As foreshadowed, this personally unique pathway for skills

development is in contrast to Anderson (1982), who suggests that skills development
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follows a more structured pathway, usually moving from the development of propositional
(i.e., concepts) to procedural (i.e., tasks) knowledge when learning the requirements for
work.

These direct references to BPS, or the concepts in manual handling, differ from
those collated at 4 weeks post-initial classroom training. At this previous stage, all
informants made reference to applying the actual tasks taught in the training session, that is,
using a mechanical hoist and pushing a client in a wheelchair, rather than BPS. Pete, for
example, reported how his learning had progressed over the 12-week period:

... in the classroom ... we can [rehearse manual handling tasks] there ...

until the cows come home [at length] ... it’s the body stuff that stays with

you.... [ think it all comes down to how you position yourself ... your

body. Once you get that then you can do anything.
Pete’s response suggests that once a degree of conceptual knowledge has been secured in
the initial stages of an in-home disability support worker’s learning, procedural knowledge
may then be deployed. This type of learning is reminiscent of Scandura’s (1973, 1984)
structural learning theory, cited in Chapter 3. In the structural analysis that is undertaken
prior to solving a problem, first the problem is defined, and a set of rules are developed in
order to achieve a solution. Lower-order rules represent the most basic concepts that a
learner needs to know for solving a well-defined problem, from which are derived higher-
order rules which can then be used to solve more complex problems (Scandura, 1973). Pete
suggests above that lower-order rules (e.g., manual handling body principles), first applied
to routine manual handling tasks in the classroom, can then be used to form higher-order
rules and solve non-routine manual handling problems. Stevenson (1991), too, describes
first-, second- and third-order procedures to achieve goals or tasks. While first- and second-
order procedures are most likely embedded in a particular social practice, third-order
procedures are less likely to be context specific as they facilitate the abstraction of meaning
from one particular social context for transfer to another (Garner, 1990). Examples of
deployment of the different levels of procedures can be found in the responses and
observations of the informants at 12 weeks. Jess, for instance, reported being “less robotic”

when performing standing transfers with her client:
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... I don’t even have to think about it ... I never thought I’d be able to do

[a standing transfer] properly you know, but everything just happens

automatically these days.
In this case, a specific procedure (i.e., assisting a client with a disability to stand up out of
their wheelchair and transfer to the bed) is developed through practice and rehearsal. Jess’s
progress is consistent with Anderson’s (1982) suggestion of movement from propositional
to procedural capacities, that is, rendering a specific procedure (i.e., a standing transfer)
into an effective performance which requires little in the way of conscious thought.

Jess also, however, related a situation that required her to adapt her manual handling

knowledge from one context to another:

Well I almost dropped [the client] one day. We got half-way through the

transfer and she had a seizure, a big one. | never thought I could do it, but

everything just clicked into place. I did a three point block ... kept her up

until 1 could get myself into a strong position, then used my body to lower

her back into the chair.
Jess’s recounting of this non-routine incident highlights two points. Firstly, her “three point
block”, executed during (what began as) a routine standing transfer while the client was
experiencing a seizure, suggests that her principled understandings of safe manual handling
may have arisen in a different way than that suggested by Anderson (1982). That is, they
may have arisen from rendering specific procedures into effective performances (e.g.,
standing transfer), developing understandings which are premised upon those procedural
capacities, and then adapting these understandings to new contexts (e.g., client fall).
Secondly, this particular incident is indicative of far transfer (i.e., adaptation of previous
learning for a new situation). This type of transfer appears to have occurred in a relatively
short period of time (i.e., 12 weeks into a new and previously unfamiliar role). This far
transfer appears to be highly person dependent (i.e., determined by individual orientations
and capacities), too, as not all informants provided evidence of application of basic
techniques to more complicated tasks, nor would novice workers be realistically expected
to demonstrate this level of manual handling skill. In the case of in-home disability support
workers who learn and work in relative social isolation, these principled understandings,

derived from the successful performance of key manual handling tasks, assisted workers to
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adapt and become skilful in a number of other, more complex, manual handling tasks with
their client.
Indeed, a number of the informants linked their perceived success in performing
non-routine manual handling tasks (i.e., far transfer), to the basic concepts that they learned
in the classroom and rehearsed in routine tasks. When questioned about what assisted her to
safely manage the client’s seizure midway through a routine manual handling task, Jess
responded:
Learning the basics, the body positioning, learning the importance of it ...
practicing ... really helpful.
At 12 weeks, Dan, too, attributed his safe management of a client fall, a non-routine manual
handling task, to:
... locking in the basics, for sure. Get them down, then you can build on
them ...It’s what saved me that time, saved the pair of us.
These responses are examples of how informants interviewed at 12 weeks, credited the
conceptual knowledge that they had learned in the initial classroom session to their
successful performance of both routine and non-routine manual handling tasks in clients’
homes.
Further questioning about what motivated these workers to apply the basic body
principles to their manual handling tasks revealed that for the most part, the concepts taught
and demonstrated in the classroom were “interesting”, and there was perceived relevance to
a number of tasks both in and outside of work. Mike, for example, reported “watching
everyone now, even in the supermarket”, to see if they apply the basic body concepts of
balance, pelvic power and core stabilisation to the tasks of pushing a shopping trolley,
selecting groceries, unloading the groceries at the checkout and repacking them again for
transport. After learning these same body principles in the classroom session, Jess said that
she:
use[s] [her] abs all the time now, for absolutely everything, including
everything I do with [the client].

Nat, too, could see:
... how it would work for us in the rest of our lives ... on my bike ... I'm
thinking about keeping my shoulders back and down, not scrunching over

the handlebars ... I think the more you actually think about how this stuff
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applies to other aspects of your life, the more you practise and then it’s

definitely going to sink in.
Even when in the initial classroom training session, Nat reported:

... feeling guilty about how I sit on the couch with my iPad doing

assignments. | was already thinking about changing to BPS that night,

flattening out that nasty curve in my lower back.
These comments from Jess and Nat are suggestive of the development of embodied
knowledge. After 12 weeks in their support roles, having learned a number of manual
handling principles and procedures and enacted these through a range of very personal
tasks for their clients, their reference to the positioning of their own bodies in tasks
unrelated to disability support (e.g., riding a bicycle, using a computer) suggests that these
workers had begun to develop both a heightened awareness of specific body principles for
safe manual handling, and more of a sense of their own bodies. As discussed in Chapter 3,
Somerville’s (2006b) study of how a group of underground miners used their “pit sense” to
work safely is an example of how deploying the knowledge that resides in the body is
important for effective workplace performance. Somerville’s mine workers described this
type of embodied knowledge as something that can only be learned over a long period of
time. So, for in-home disability support workers, perhaps the 12-week point is significant.
That is, it may be the point at which these workers are able to use their mind and body in
securing manual handling learning outcomes in situations of relative social isolation.

Comments from Mike, Jess and Nat about the applications of their manual handling

concepts to situations other than the support tasks with the clients (e.g., pushing a
supermarket trolley, riding a bicycle) also suggest that the inter-psychological processes of
the individual, such as disposition, intentionality and personal agency, are central to
learning in the relatively socially isolated circumstances of in-home disability support
work. These processes are supported by Valsiner (1998), who suggests that within the
socio-cultural framework of learning, individuals’ inter-psychological processes have a
central role, and much of a person’s everyday learning occurs through interpreting,
negotiating and screening constant social suggestion. At 12 weeks post-initial classroom
training, direct observations and semi-structured interviews with informants reported
positive outcomes in relation to learning and enacting safe manual handling techniques in

clients” homes. So, for in-home disability support workers’ learning manual handling
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concepts and procedures in a classroom, and then adapting these to clients” homes, positive
outcomes may be dependent on whether the learner has the disposition, intentionality and
personal agency for the learning. This, again, emphasises each individual’s unique,
personal pathway for learning the requirements for work in the absence of expert guidance.
Moreover, these positive learning outcomes may also be dependent on the kinds of
assistance and degree of support that the learner may access in the social world if required,

a discussion of which now follows.

Organisational support as a form of instructional scaffolding
Various forms of organisational support (i.e., preceptor, written materials, coordinator)
were reported by informants as being helpful when learning in the absence of direct
supervision and support. At 12 weeks post-initial classroom training, six out of the seven
informants commented on the importance of the preceptor remaining “available” for
consultation if required, although five informants stated that they had not seen their
preceptor in their client’s home in the 8 weeks preceding the interview. Similar statements
were made in relation to the written materials provided for reference in clients’ homes — the
photographs of various manual handling tasks being performed with the client, and the
Service Care manual handling policies and procedures. Anne described these resources —
the preceptor and the written reference material, as her “safety net”, claiming:

... just knowing that those supports are there, even if you don’t need them

or use them, well that’s going to help you do a good job, and do good

manual handling.

Mike also echoed Anne’s comments about these resources, stating “just knowing
that [they are] there is a big help”, although he reported having seen Lyn, the preceptor,
only twice in the 12 weeks post-initial classroom training, and had not referred to the
written resources at all in the 8 weeks preceding the interview. Mike labelled these
resources the “phone-a-friend” strategy, and stated that both the preceptor and the presence
of a worker “instruction manual” in clients’ homes were important for workers to learn and
enact safe manual handling techniques in relative social isolation.

Comments from Mike and Anne about “knowing that [the resources] are there”, and
“phone-a-friend” are suggestive of the work done by Bruner (1975) and Wood et al. (1976),

who introduced the theory of instructional scaffolding. As discussed in Chapter 3, an
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individual’s learning may be enhanced by close guidance of a more capable other, who
provides the “scaffolding” or appropriate assistance to achieve the task. This scaffolding is
removed once individuals master the task, and they can complete the task again on their
own (Brown & Palincsar, 1989; Wertsch, 1985). In the case of the in-home disability
support workers interviewed and observed, some required less scaffolding than others,
indicating that the use of these learning supports was person dependent. Dan, for example,
reported that he did not need his preceptor or written materials at all after the first few days
on the job:

[Lyn] is great, she helped a lot in the beginning. She really knows her

stuff ... but 'm fine now ... I think I’'m doing a good job ... the photos

and things were good in the beginning too, but I don’t look at them

anymore. | definitely get new carers to read them though.
Nat, however, wanted to see more of her preceptor, even though she had not actively
requested her support or assistance in the client’s home:

| thought that in the beginning that maybe I wouldn’t need [the preceptor]

so much, and in a lot of ways I don’t need her, but just someone in the

house every now and then, an “official” so to speak, might help keep

things under control ... help the workers continue to do the right thing ...

by themselves and by [the client].
Noteworthy too, in relation to organisational support, was that at 4 weeks post-initial
classroom training, four informants reported that coordinator attendance and participation
in the classroom added value to the manual handling training, and it was suggested that
perhaps this presence served to strengthen the links between the administrative and
operational aspects of support work. However, 12 weeks into the role, two informants
expressly referred to their coordinators as “useless” and “ma[king] no difference
whatsoever” to how workers learned and enacted manual tasks in clients’ homes. Dan, for
example, described his coordinator as:

... completely switched off as far as manual handling goes ... wouldn’t

know the first thing about it ... good for rosters, but that’s about it.

Anyway, [ don’t need her, I’d rather talk to Lyn if there was a problem,

she’d give you more of a hand.
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These comments suggest informants, at this stage, placed more value on the preceptor as an
expert in manual handling, and were selective about the type of scaffolding chosen to
provide support on the job. In any case, despite the differing responses of informants
regarding the scaffolding required, all informants were observed to be enacting safe and
competent manual handling techniques. This set of responses suggests that while individual
workers may be at different stages in their learning development, all workers in Study B
had the capacities and interest to learn and enact safe manual handling techniques in
relatively socially isolated circumstances.

In accounts of cognitive apprenticeship (Collins et al., 1989), the stage where
learning supports are gradually removed is known as “fading”. However, while Collins et
al.’s description of how school students learn reading, writing and mathematics suggests
that this “fading” is initiated by the teacher, in the case of the in-home disability support
workers, the decision to remove the supports (e.g., more expert partner) was taken by the
learners themselves. This decision taken by the informants again suggests the changing
patterns of interdependence between the novice workers and their learning supports. That
is, not only do the “experts” (e.g., Service Care, manual handling trainer, preceptor) decide
on the nature of the interaction, but also the “novices” (i.e., new support workers).

So, the informants provided differing accounts of the value of organisational
support in assisting them to enact safe manual handling techniques in clients’ homes. They
also offered varying personal explanations for their capacities and interest in enacting these
techniques, such as “want[ing] to do the right thing by the client”, and “want[ing] to stay fit
and healthy for [my children]”. The most consistent explanation offered by four of the
informants, however, was the perceived relevance of the skills taught. This explanation is
supported by Noe (1986), and Noe and Schmitt (1986), who suggest that transfer of skills
taught in a classroom to the workplace is more likely to occur where workers are able to
identify work situations in which these skills are relevant. This proposition may also be true
for the manual handling classroom refresher training, which will be discussed in the next

section.

Classroom refresher training: Providing an authentic learning experience
The authentic manual handling scenarios and group interaction in the refresher training

were enthusiastically received by informants. At 4 weeks post-initial classroom training, six
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out of seven informants reported how interaction with peers in the classroom had greatly
assisted their manual handling learning. Five informants also promoted group work in the
classroom as assisting this learning. Peer interaction and group work in the classroom
refresher training was again viewed favourably by informants in the interviews conducted
at 12 weeks. Five informants described the peer interaction as “enjoyable”, and “a good get
together”, and four informants used phrases such as “good opportunity to run things past
other workers” in reference to the group work in the refresher.

Positive group experiences and peer interaction in the classroom as potential
contributors to learning and successful performance in the workplace, providing novice in-
home disability support workers to “work together ... work things out”, have been
discussed in a previous section of this chapter. Noteworthy at this point, is how five of the
seven informants interviewed at 12 weeks (i.e., 4 weeks after the classroom refresher
training) made specific reference to the value of the real-life manual handling scenarios
presented in the refresher for discussion and practical problem solving. Mike, for example,
described the refresher as:

... the real thing. It’s not textbook stuff. They were real situations,

Service Care situations that our fellow [in-home disability support

workers] had experienced ... so workshopping the specifics was good.

Anne, too, claimed that:

... it was good to talk about real life situations, and how they were

handled. With everyone offering their opinion about how they would

have handled things, well that’s what helped me learn more.
So, through the process of sharing information and experiences, group members reported
the value of sociality and peer engagement as a way of learning effective manual handling,
and appreciated the opportunity afforded in the classroom refresher to develop themselves
personally and professionally. This organised, shared, practical understanding may
constitute “knowing-in-practice” (Gherardi, 2006). In their study of how small business
networks learn sustainable business practices, Ipiranga and Aguiar (2014) cite Gherardi’s
(2006) “practice of community”, in considering that knowing and knowledge processes for
work and life may be ill-defined. According to Ipiranga and Aguiar, the practice of
community is “... not related to knowledge as an autonomous body of propositions, but

permeated with new identities and action modes, which are continuously formed,
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promoting learning opportunities” (2014, p. 146). In the case of in-home disability support
workers, discussing manual handling situations, reinforcing concepts, and enacting these
through a series of practical activities in the classroom refresher may have assisted them to
shift between “knowing” and “knowledge”. That is, “knowing” how to interact and
participate in the activities in the social world of the classroom, enabled these workers to
extend their manual handling “knowledge”.

When responding to interview questions about the refresher training, two
participants reported on the importance of a knowledgeable trainer, or expert, to guide their
learning in this classroom situation. Dan, for example, stated that Sue, the manual handling
trainer, “really made the training worthwhile”, because “she knows how to do the job”.
This is consistent with Lave and Wenger’s (1991) model of legitimate peripheral
participation, where the expert legitimates the knowledge and understanding to the novice
for it to be taken up (or rejected) in practice. In the case of these workers, the legitimation
by experts (e.g., Sue, Lyn), in the refresher training, combined with other clues (e.qg.,
discussion of different clients and their manual handling challenges, observation and
enactment of various manual handling tasks with experts and peers), meant the practice of
manual handling may have become more authenticated, and the learners assisted to move
from the peripheries of in-home disability support work to more full participation (Billett,
1994). Indeed, following the refresher training, informants reported increased confidence in
their manual handling abilities. When discussing her response to the manual handling
scenarios presented in the classroom refresher, Barb explained:

Even though the stories didn’t apply to me, I could picture how | would

respond in each situation ... I already had the answers in my head to these

manual handling problems, about how | would face them. And | thought

to myself, “wow, you’ve come a long way, you actually do know

something about this job.”
So for Barb, the sociality and engagement afforded in the classroom refresher assisted her
to visualise various manual handling scenarios, and make judgments about effective manual
handling performance.

Dan also reported a sense of satisfaction at being able to practically demonstrate to
others in the classroom how he had successfully performed a challenging manual handling

task with his particular client, and referred specifically to how this demonstration, where he
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“act[ed] like ... the expert”, enhanced his own learning. Jess felt the refresher was
important for “reinforcement” of her own learning, while Anne also reported enhanced
learning in the refresher, through:

... listening to one situation being discussed but relating it to another,

thinking “that could be my client right there that they’re talking about”.

(Anne, trainee)
These comments are consistent with discussion in Chapter 3 about the development of
expertise. Stevenson (1994) and others (e.g., Hislop et al., 1996; Onda, 2012; Woolley &
Jarvis, 2007) suggest that by facilitating access to, or reproducing relevant aspects of a
community of practice, conceptual and procedural development of learners is more
meaningful and expertise more likely to be developed, because this provides opportunities
for effective development and deployment of schemata (Brown et al., 1989). Furthermore,
it appeared that many informants were seeking continued participation in their support
worker community, evidenced by comments such as this from Pete:

[Service Care] should do more to get us together, | reckon, like a lunch or

something ... nothing formal, but we still get to have a chat about ...

what’s going on for us, share things.
Similarly, four out of the seven informants interviewed at 12 weeks suggested that manual
handling refreshers should be held at least annually, “to keep the learning going”. So the
classroom refresher training may have provided a number of external contextual factors
which encouraged these in-home disability support workers to test, modify and advance
their own learning. Moreover, informant responses about the refresher suggest a changing
interdependency with what was afforded in the classroom and clients’ homes as a means of
learning safe manual handling. In echoes of the “war stories” from Orr’s (1990)
photocopier technicians, and the “dialogue forums” of Billett’s (2011b) mature-aged
Singaporean workers, these in-home disability support workers emphasised the value of
sociality as a means of extending their manual handling skills and monitoring effective

performance.

Summary of findings: Interview data 12 weeks
In summary, semi-structured interviews conducted with the seven informants at 12 weeks

yielded some rich data in relation to the training trajectory that was implemented for Study
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B. At 12 weeks, informants credited the conceptual knowledge that they had learned in the
initial classroom session to their successful performance of both routine (i.e., near transfer)
and non-routine (i.e., far transfer) manual handling tasks in clients’ homes. Moreover, these
workers reported a high level of interest in their manual handling training, which may have
influenced their intention and capacity to apply what they had learned in the classroom, to
the relatively socially isolated circumstances of their clients’ homes. These positive
learning outcomes appear also be related to availability of the preceptor and written
materials as supports that learners may access in their social world of work if required.
Finally, a return to the classroom at 8 weeks post-initial manual handling training session,
for discussion and practical problem solving of authentic manual handling scenarios with
guidance from experts, may have afforded the opportunity for workers to become more
socially active in their “practice of community”. In this way, they were assisted to form
new worker identities, and were able to make informed judgments about the various forms
of support to which they had access. In short, the training interventions implemented in the
classroom and in clients’ homes were a helpful pedagogic forum through which in-home
disability support workers were able to respond to routine and non-routine situations, and

their manual handling expertise was enhanced.

Summary of semi-structured interviews: 4 and 12 weeks post-classroom training
Overall, in considering the interview responses at both 4 and 12 weeks, informants
appeared to maintain positive views about the effectiveness of the training interventions
implemented. Tables 6.10 and 6.11 compare the interview themes that emerged at the two
points, and provide a summary of how the informants reported progression of their learning
over the 12 weeks. In Table 6.10, the left-hand column specifies the training intervention
(i.e., initial classroom training and refresher training at 8 weeks). The left-middle column
lists the themes that emerged from interview data collected about these two classroom
sessions. The right-middle column identifies the number of informants reporting these
themes at 4 weeks, and the right-hand column identifies the number of informants reporting

these themes at 12 weeks.
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Table 6.10. Comparison of Findings from Semi-structured Interviews at 4 and 12 Weeks Post-training: Classroom Factors

Intervention Emerging themes 4wks (n) 12 wks (n)
Classroom Manual handling skills and knowledge taught in the classroom have been applied in workplaces 7 6
it;ziitligllnagn;i Interacting with peers in the classroom assists with learning 6 5
refresher Group work is an effective way to learn and build on safe manual handling techniques 5 4
Practical work in the classroom is an effective way to learn and build on safe manual handling techniques 4 5
A knowledgeable trainer is important for learning correct manual handling techniques 4 2
Classroom learned manual handling skills and knowledge have been applied to tasks outside the workplace 3 4
Learning the “boundaries” of in-home support work is an important part of classroom training 3 0
Manual handling principles taught in the classroom would not be used in an emergency situation e.g., fall 3 1
It is important for the trainer to acknowledge the life experience of the training participants 2 0
Attending a “formal” classroom session adds to the professionalism of the in-home disability support worker role 1 1
The classroom training improves confidence with manual handling in the workplace 1 4
The “real life” scenarios presented in the refresher assist in extending manual handling skills and knowledge 0 5
Refresher training should be held at least annually 0 4
The “real life” scenarios presented in the refresher may be easily related to other manual handling tasks and clients 0 2
A relaxed atmosphere in the classroom is important for learning manual handling 0 1
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Findings presented in Table 6.10 corroborate the discussion in the immediately
preceding sections. As discussed, there appears to be consistency across the 12 weeks in
workers applying the manual handling techniques taught in the classroom to their
workplaces (i.e., clients” homes), and also to tasks unrelated to in-home disability support
work. So, despite these workers enacting classroom learned manual handling knowledge
and skill in the relatively socially isolated circumstances of their clients’ homes, for
approximately half of the cohort, this knowledge had reportedly become embodied. That is,
not only were they enacting safe manual handling techniques in their disability support role,
these workers were watching others (e.g., their family members, supermarket shoppers,
cyclists) to see how they were keeping their bodies safe. While this learning and enactment
appears to be largely person dependent, some of the supports or scaffolding provided in the
workplace may have influenced the extent to which classroom learnt manual handling was
applied in the workplace. The reported effectiveness of these workplace supports is
summarised in Table 6.11.

Findings in Table 6.10 also indicate strong support for the sociality afforded in the
classroom, by way of group work and peer interaction, over the 12-week period. So, it may
be that the structured, shared, practical experiences afforded in the classroom sessions
enabled these in-home disability support workers to engage in the “practice of community”
(Gherardi, 2009). Through classroom interaction and participation, workers may have been
assisted to form their worker identities and extend their manual handling knowledge.

Table 6.10 also indicates positive support for these structured classroom experiences
(e.g., format and content of the manual handling refresher training). These classroom training
sessions appear to have assisted manual handling skills development to have occurred in a
person-dependent way. That is, in-home disability support workers were able to render
specific tasks (e.g., pushing a wheelchair, using a hoist) taught in the classroom into effective
manual handling performances in their clients’ homes. Following this successful enactment,
it appears that these workers have then revised and developed manual handling conceptual
knowledge based on these specific manual handling tasks, and then adapted these specific
procedural capacities to other, more complicated tasks (e.qg., client fall, negotiating
challenging physical environments). So, the initial preparation for in-home support work

provided in a relatively brief classroom session, followed by a return to the classroom at 8
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weeks for refresher training and underpinned by opportunities to practise, appears to be an
important part of manual handling skills development for these workers.

In summary, findings from Table 6.10 suggest that structured classroom manual
handling training sessions which are highly practical, encourage peer interaction and group
work, and are presented in at least two staggered sessions by a knowledgeable manual
handling trainer, may assist in-home disability support workers to learn in the relatively
socially isolated circumstances of their clients’ homes.

Now, in Table 6.11, themes that emerged from supports primarily provided in the
workplace (i.e., clients’ homes) are presented, alongside the number of informants
reporting these themes at 4 and 12 weeks. The left-hand column specifies the training
intervention. The left-middle column lists the themes that emerged from interview data
collected about each intervention. The right-middle column identifies the number of
informants reporting these themes at 4 weeks, and the right-hand column identifies the

number of informants reporting these themes at 12 weeks.
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Table 6.11. Comparison of Findings from Semi-structured Interviews at 4 and 12 Weeks Post-training: Workplace Factors

Intervention Emerging themes 4wks (n) 12 wks (n)
Workplace The preceptor has not been contacted for support or assistance outside their scheduled visits 7 3
preceptor The preceptor would be called in the first instance if there was a manual handling issue in the client’s home

The preceptor’s presence in the workplace has assisted in learning and enacting safe manual handling techniques

A preceptor who is a “peer” helps novice workers relate and apply the techniques

Interacting with the preceptor has inspired the worker to become a preceptor themselves

The preceptor’s visits to the workplace should be structured and scheduled more regularly

The preceptor is important for in-home disability support workers, even if they are not called upon for assistance
Written Organisational policies, procedures and work instructions have been referred to in the workplace
materials

Organisational
support

Client/family
member
support

A written handout is a good reference before and after the classroom training

The written materials in the workplace reinforce the professionalism of the support role

It is important that written materials are provided in the workplace, even if they are not referred to

Informants have encouraged new workers to refer to the written materials in the workplace

It is important that coordinators attend and actively participate in the classroom training

Coordinators in the classroom improved the working relationship between the worker and the organisation
Coordinators who attend manual handling training may provide better support and guidance in the workplace
The current training format is very effective in assisting workers to learn and enact safe manual handling

The coordinator has not been called upon since the initial 4-week training period

Coordinators are important for workers learning manual handling, even if they are not called upon for support
The coordinator has not added any value to enacting safe manual handling techniques in clients’ homes

The coordinator should visit clients’ homes regularly, rather than waiting to be called upon

The organisation should arrange more meetings of support workers outside the classroom, to enhance learning
Clients and family members should not attend classroom training, as it may impede trainee interaction

The organisation should inform clients/family members of their expectations in regard to manual handling
Clients/family members should be encouraged to attend training as part of a culture of inclusiveness
Clients/family members should not attend classroom training as they need respite from the demands of support
Clients/family members are not an integral part of manual handling training for in-home disability workers
Supportive clients and family are important in encouraging workers to enact safe manual handling in the home
Clients/family members in the classroom would assist in reinforcing the safety aspects of manual handling
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Findings presented in Table 6.11 uphold the discussion in preceding sections of
this chapter. In particular, information in Table 6.11 demonstrates the changing patterns
of interdependence between what was afforded in the workplace by way of learning
support or “instructional scaffolding” (Bruner, 1975; Wood et al., 1976). As
foreshadowed, in the first 4 weeks post-initial classroom training, these workers moved
from relying on instructors and peers (including the preceptor) in learning manual
handling requirements for the support role, to other resources such as written materials
in clients’ homes. However, at 12 weeks, less reliance on this scaffolding was reported,
and workers appeared more selective about the type of scaffolding they required for
learning the requirements of their in-home disability support role. For example,
informants placed negligible value on the support from Service Care coordinators, and
the clients and/or their family members, when learning in circumstances of relative
social isolation. Instead, they preferred the sociality arising from interactions with peers
and their preceptor as a way of monitoring their manual handling performance.
Moreover, while the written policies, procedures and instructions provided in clients’
homes were rarely utilised as a support at 12 weeks, a number of workers considered
them an important scaffold for new and existing staff. So, the use of instructional
scaffolding in the form of workplace preceptor, written materials, organisational support
and client/family member support appears to be person dependent when learning in
circumstances of relative social isolation. That is, what is utilised by one worker is
considered less important for another. In any case, all seven informants were observed
to be enacting safe manual handling techniques in their clients’ homes at 12 weeks.

Despite these changing patterns of interdependence between the worker and
what was afforded in their workplaces by way of manual handling support, there was
unanimous support for the implemented training trajectory as a means of developing
manual handling skilfulness, as Table 6.11 indicates. A comment by Nat sums up the
informants’ perceived effectiveness of this trajectory:

... doing [the manual handling training program] any other way just
defeats the purpose of community-based care, doesn’t it? ... we devote
ourselves to caring for others, so it’s important the [Service Care]
looks after us too. As far as teaching us safe manual handling, I think
they are looking after us ... they’re doing a good job.
Nat’s comment suggests that community service providers such as Service Care may

better support their in-home disability support staff to work safely in clients’ homes, by
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implementing a similar training program. That is, two structured classroom experiences
8 weeks apart, in combination with a number of workplace supports such as a
workplace preceptor and written materials, may assist the new worker to feel valued and
supported by their organisation. This may, in turn, assist these workers to learn and

work safely in the absence of expert guidance.

Summary

In summary, this chapter has presented the findings from the direct observations and
semi-structured interviews conducted at 4 and 12 weeks, and discussed how data
collected were used to inform further development and refinement of the training
trajectory implemented for Study B. Three findings have been substantiated. Firstly,
transferring and adapting classroom learned manual handling knowledge and skills to
the relatively socially isolated circumstances of clients’ homes is highly individual and
is premised upon personal experiences (e.g., past work, family life) and prior
knowledge. However, training interventions (e.g., modification of classroom format)
that acknowledge and can accommodate the unique characteristics of the individual, and
encourage learners to develop their own approach to support work, may lead to better
learning outcomes in the absence of direct supervision. Secondly, informants in Study B
demonstrated changing patterns of interdependence between what was afforded in their
workplaces. There appears to be progression in their learning and enacting safe manual
handling techniques, in that the learners themselves initiated removal of some of the
instructional scaffolding provided. Thirdly, skills development appears to have followed
a personally unique trajectory. That is, learners appeared to have successfully developed
a conceptual understanding of safe manual handling only after a period of time in the
workplace spent enacting two key procedural tasks. This procedural knowledge has then
been adapted to assist the workers to become skilful in other, non-routine manual
handling tasks with their clients.

What follows in the next chapter, is a reconciliation of the findings from both
Studies A and B. The personal, situational and instructional bases for realising effective
workplace learning in the absence of direct guidance from others, identified in Study A,
will be discussed in light of the findings from the training trajectory implemented in
Study B. A justification will then be offered for how best to assist in-home disability
support workers (and other workers) to adapt classroom learned knowledge and skills to

workplace situations in the absence of expert guidance.
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Chapter 7

Reconciling the practical studies

Chapters 5 and 6 presented and discussed the findings from two separate, but related,
practical studies that together comprised an inquiry guided by the primary conceptual

question:

What are the personal, situational and instructional bases for realising

effective workplace learning in the absence of expert guidance?

The particular focus for examining this form of learning was directed towards how to
assist in-home disability support workers to effectively apply manual handling
knowledge and skills that had been taught in a brief classroom training session, to the
relatively socially-isolated circumstances in which they work (i.e., clients’ homes).
Study A comprised an exploratory orientation in which the existing manual handling
training program of an in-home disability service provider (Service Care) was appraised
through curriculum review, semi-structured interviews with key stakeholders (manager,
trainer, support workers), and direct observation of support workers. Study B comprised
an intervention. In this study based on the findings from Study A, a proposed
framework for learning in the circumstances of relative social isolation was reviewed,
modified, implemented and appraised for a group of support workers learning manual
handling. Study A findings, along with the recommendations implemented in Study B
in light of these findings, have been summarised in Chapter 5 — in Table 5.8 — and

discussed.

Reconciliation of findings

What follows here is a reconciliation of findings from both practical studies (Studies A
and B), a discussion of the deductions from this investigation in relation to adult and
workplace learning, and some recommendations for how learning in relative social
isolation may be facilitated. Three deductions in the areas of learning, development and
curriculum are proposed. Firstly, learning is highly person dependent for in-home
disability support workers, who conduct their practice in the absence of expert guidance.
Factors such as personal histories and experiences shape how individuals respond to and

engage with their work and learning, and were shown to influence how these workers
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learn and enact the skills required for care work. Secondly, the trajectories of skills
development of these workers are also highly person dependent. Once these workers
respond to what is experienced (i.e., when they initially learn knowledge or skills),
accumulation of these experiences over time shapes how each worker engages with
what is afforded in their workplace (i.e., by further developing knowledge or skills), and
may also shape the extent of transfer (near or far) from brief training sessions to the
circumstances of their work (Billett, 2010b; Blume et al., 2010; Collin, 2004; Perkins &
Salomon, 2012; Salas et al., 2012; Sitzmann & Weinhardt, 2015). So, this development
is a consequence and extension of their learning, in so far as it assists workers to
identify what they know, do and value in terms of conceptual, procedural and
dispositional learning and development. Thirdly, while learning and development for
relatively socially-isolated workers is highly person dependent, there are a number of
curriculum and training provisions, both in the classroom and in the workplace, which
may support this learning and development.

Table 7.1 revisits this investigation’s primary conceptual question, and reconciles
the findings from Study A with the interventions in Study B. The left-hand column
establishes the base as being (a) personal, (b) situational, or (c) instructional. The second-
left column provides an overview of the findings from Study A. The third-left column
outlines the specific interventions implemented in Study B as a response to these findings.
The next three columns to the right indicate whether these interventions were supportive,
inhibitive, or whether their effectiveness was uncertain. In the final, right-hand column,
these findings are aligned with one of the three proposed deductions.

Table 7.1 indicates that of the 12 interventions trialled in Study B in response to
findings from Study A, 9 were deemed supportive, one inhibitive, and it was uncertain
whether two interventions were effective in assisting in-home disability support workers
to enact safe manual handling techniques in relative social isolation. However, despite
the effectiveness (or otherwise) of these interventions, all made some contributions to
how workers may learn and work safely without direct access to experts. What is
presented in Table 7.1, which seeks to reconcile outcomes of the two studies, is now
discussed under sub-headings that comprise the three proposed deductions from the
overall inquiry: (a) the learning of in-home disability support workers, (b) skills
development of in-home disability support workers, and (c) curriculum and training
provisions. These deductions are aligned with procedural findings for supporting the

learning of these types of workers.
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Table 7.1. What are the Personal, Situational and Instructional Bases for Realising Effective Workplace Learning in the Absence of Expert

Personal

Guidance?

Findings from Study A Intervention in Study B Deduction
Workers consider their own personal circumstances, Classroom session included sharing of personal Learning;
experiences or situations when learning the histories and experiences related to support work curriculum
requirements for in-home disability support work
Classroom training will be applied or adapted to Preceptors to encourage new workers to relate their Learning;
workplace situations of relative social isolation only  classroom knowledge to their own personal curriculum
if the worker perceives a benefit to themselves circumstances while learning in the workplace

Preceptors to share their own stories of learning

manual handling with new workers
Resilience and life experience are essential See previous two interventions Learning;
character traits when learning in the absence of curriculum

Situational

Instructional

expert guidance

What constitutes “near” transfer or a routine
problem for one individual may be “far” transfer, or
non-routine for another

More support for “expert others” — supervisors,

Initial classroom session to convey basic concepts
only; increased practical component in initial
classroom training session; classroom refresher
session 8 weeks after initial session to include “real”
practical manual handling scenarios

Introduction of preceptor into the workplace

Development;
curriculum

Development;

peers, trainer required Coordinators to attend training curriculum
Clients and family members who understand Clients and/or family members invited to attend Curriculum
manual handling requirements may be better able to  classroom training

support their workers to enact safe manual handling  service Care to orientate clients/family members to

techniques on them manual handling information and expectations

Brief, predominantly didactic classroom manual Increase duration of classroom training session, Curriculum

handling training sessions that focus on imparting
multiple concepts and procedures in a short period
of time may only promote near transfer

A return to the classroom after a period of time in
the workplace for “refresher” training may be useful
in facilitating “far” transfer

Making the organisation’s policies and procedures
explicit, and providing other material in clients’
homes, comprise important components of classroom
manual handling training

however should still be brief
More practical and small group work

Classroom refresher session after 8 weeks in the
workplace

Written materials — policies, procedures, manual
handling instructions — to be provided in the
classroom and in clients’ homes

Development;
curriculum

Learning;
development;
curriculum
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Deduction (a): The learning of in-home disability support workers

Findings from the overall inquiry established the highly person-dependent nature of learning
the requirements for occupational practice in the absence of direct supervision. This
personally-mediated learning was foreshadowed in Chapter 3, where accounts from socio-
cultural theorists (e.g., Billett, 1997; Eteldpelto et al., 2013; Noe, 1986; Pea, 1987; Perkins et
al., 1993; Prawat, 1989; Rogoff, 1990) suggest that learner subjectivities such as dispositions,
intentionality and personal agency shape learning for work. These subjectivities are held to
affect learning outcomes in both productive (e.g., prevention of workplace injury, real
relevance to the work situation, high degree of autonomy in the support worker role) or
destructive (e.g., injury as an accepted part of support work, no confidence to use skills, de-
contextualised training, highly contested work environment, support worker role held in low
esteem) ways. Moreover, these person-dependent factors may mediate how learners engage
with what is afforded in both their workplaces and their social world (Billett, 2010b; Collin,
2004). This person-dependence appears to be the case for in-home disability support workers
who conduct their practice in the absence of expert guidance. More specifically, the concepts
of personal epistemologies and scaffolding offer credible ways of understanding how
individuals work and learn in relatively socially-isolated circumstances. These two concepts

are briefly elaborated here.

Personal epistemologies influence learning in circumstances of relative social isolation
Personal bases for learning in the absence of expert guidance, arising from data collected in
Study A, are summarised in Table 7.1. Informants from both studies cited various personal
reasons for taking up (or rejecting) the manual handling techniques taught in the classroom,
and applying them to their support tasks with clients in the privacy of an in-home support
setting. In most cases, they considered their own personal circumstances, experiences or
situations when learning the requirements for their role, relating what they already knew
about previous work (e.g., with warehouse pallet jacks) to tasks performed with their clients
(e.g., using people hoists). Also, if novice workers could perceive a benefit to themselves,
such as the health and wellbeing of their children, they were more likely to be engaged
learners (Billett & Pavlova, 2005; Pea, 1987; Somerville, 2006b). Moreover, informants
suggested that their resilience and life experience (e.g., sole parenting) were character traits

that assisted them to “work things out” when learning in the absence of expert guidance.
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Therefore, it may be that the learning and working processes of these individuals are
highly dependent upon their personal epistemologies, perhaps even more so than for those
who learn and work with the close guidance of others. That is, personal capacities, previous
experiences, life histories and ongoing negotiations with the social world, all influence how
socially-isolated workers engage in, and learn the requirements for, their occupational
practice (Rogoff, 1990; Scribner, 1985; Valsiner, 2000). Moreover, findings from the two
practical studies suggest that the personal epistemologies of workers who conduct their
occupational practice in the absence of expert guidance, are likely to be more personally
agentic (Billett et al., 2003; Smith, 2005). Before taking up (or rejecting) classroom-taught
manual handling knowledge and skills, informants of this inquiry considered their own
personal circumstances, the perceived personal relevance of training to their occupational
practice, their life histories and associated resilience. So, these workers exercise agentic
action, in that they conduct their working lives and workplace learning in view of their own
personal interests and goals (Billett & Pavlova, 2005; Collin, 2009; Collin et al., 2008;
Eteldpelto et al., 2013).

Consequently, learning safe work practices in the absence of direct guidance is person
dependent and may be successfully negotiated by individuals agentically. However, there are
curriculum and training provisions that support the exercise of individual agency. One such

support is scaffolding, which is discussed here.

The value of personal scaffolding
Besides the personal bases for learning in the absence of expert guidance, Table 7.1 identifies
an additional instructional factor as being supportive in assisting in-home disability support
workers to learn in these circumstances. That is, the provision of hard copies of relevant
organisational policies and procedures (e.g., Service Care manual handling policy), and
provision of other written materials, both in the classroom training sessions (e.g., training
handout with key manual handling concepts) and in clients’ homes (e.g., step-by-step
instructions for key manual handling procedures), enhanced learning for in-home disability
support workers. These materials acted as “instructional scaffolding” (Bruner, 1975; Wood et
al., 1976), namely, a form of support provided by others (e.g., teacher, expert) to assist these
workers to progress their learning (Sawyer, 2006).

A typical trajectory is for this scaffolding, or learning support, to be removed once

individuals master the task (Brown & Palincsar, 1989; Wertsch, 1985) and for a gradual
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removal, or “fading”, to be initiated by the teacher (Collins et al., 1989). However, in the case
of this inquiry’s informants, they took the decision to remove the learning support (e.g.,
written materials) themselves. That is, they managed the scaffolding. Furthermore, these
informants were selective about the type of scaffolding used to support their learning in the
absence of expert guidance, and some required less scaffolding than others. Even where the
scaffolds were not needed, their presence provided an implicit form of support, described by
Anne in Study B as a “safety net”. So, the ways in which these socially-isolated workers
utilised instructional scaffolding differs from traditional accounts, where the scaffolding is
constructed and incrementally removed by teachers or experts (Brown & Palincsar, 1989;
Bruner, 1975; Collins et al., 1989; Wertsch, 1985; Wood et al., 1976). In contrast, these in-
home disability support workers “personalised” their scaffolding: that is, they constructed it
based on their personal learning requirements, and took the decisions to dismantle the
scaffolding themselves. So, in some ways these workers assumed the roles of both instructor
and learner. This distinction emphasises again, how learning in the absence of expert
guidance is personally mediated. Recommendations from this instructional factor for learning
are discussed in more detail in the curriculum and training provisions section of this chapter.
What follows now, are those recommendations that may support learning in view of the

personal bases discussed in the preceding section.

Supporting personally-mediated learning in the absence of expert guidance

In view of the person-dependence of learning for workers who conduct their occupational
practice in the absence of expert guidance, Table 7.1 proposes two recommendations for
supporting personally-mediated learning. Firstly, classroom training sessions for these
individuals should consider a format that supports and encourages these workers to establish
a positive disposition for their work, through sharing of personal histories and experiences
related to the in-home support role. A specific period of time should be allocated in
classroom training for this type of learning, where trainees are invited to share their stories
and experience, including their motivations and expectations in taking up the role. Moreover,
in the classroom setting, isolated workers could be encouraged by experts (e.g., classroom
trainers) to embrace these unique experiences, and use them as reference points from which
to initially learn, and then extend their professional knowledge and skills. In this way, the

transfer of learning may be “nearer” (Salomon & Perkins, 1990).
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Secondly, the value of personal experience could be reinforced during any ongoing
contact with experts, both upon return to the classroom (e.g., for refresher training sessions)
and in the workplace. For example, trainers, preceptors, “buddies”, or other experienced
workers could continue to share their own stories, and also encourage new workers to relate
their classroom-learnt knowledge to their own personal circumstances. These interventions,
trialled in Study B of the inquiry, were all found to be supportive of learning in the absence
of expert guidance.

Two positive outcomes are suggested here that may result from the application of
these two findings. Firstly, a profile of the disability support sector, outlined in Chapter 2,
established that the majority of in-home disability support is performed by female, middle-
aged, low-paid, entry-level workers, who consider that the role may be an extension of their
family nurturing skills as a mother (AIHW, 2013; Hugo, 2007, 2009; Markannen et al., 2014;
Martin & Healy, 2010; Meagher, 2006; Nay & Garratt, 2002). So, the risk here is that these
individuals, who conduct work with clients in relative isolation and privacy, may rely on the
sentiments of family love and commitment when providing in-home support, and potentially
jeopardise their own health and safety for the sake of their “family members” (i.e., service
clients).

Instead, what is required is a coordinated approach to manual handling training in the
classroom, combined with ongoing support in the workplace, which acknowledges past
personal histories and experiences. Yet, at the same time, clear boundaries for this type of
work are likely to provide capacities to be successful in that work, thereby assisting these
isolated workers to form their unique occupational identity (Manthorpe & Martineau, 2008).
That is, these workers may be supported to reframe themselves as paid professionals who do
not need to rely on the moral bonds of love and commitment to enact safe and effective
manual handling techniques with their clients. It is considered that a positive disposition for
this role is central to how individuals elect to take care of their bodies, monitor situations, and
take time to work safely and in ways which permit them to avoid injury through inappropriate
manual handling. This disposition appears to arise reciprocally. On one hand, as a positive
disposition is being enacted in clients’ homes, its benefits for safe and effective practice
become apparent and, on the other hand, this type of disposition is then supported and
sustained through evidence of effective practice.

Secondly, Chapter 2 also highlighted the high turnover rates of community support
workers, particularly in the first 3 months of hire (Stone, 2004; Stone et al., 2013). So, by
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implementing strategies in the classroom and workplace which acknowledge the person-
dependent process of learning in the circumstances of relative social isolation, a quality
workforce for in-home support may be both developed and sustained (through higher
retention levels). These potentially lower turnover rates of staff that may arise as a result of
the outcomes of an improved training program, could impact on a number of stakeholders.
For example, community service providers such as Service Care may incur lower costs if
they are not required to recruit, orientate and train high volumes of workers (Stone, 2004).
The physical and emotional well-being of clients, too, may be improved, as they receive
higher quality support with fewer disruptions to the continuity of their care (Manthorpe &
Martineau, 2008; Stone, 2004; Stone et al., 2013). Perhaps most important, however, is the
lower risk of physical and emotional burnout of in-home disability support workers that may
result from an effective training program (Hatton & Lobban, 2007), which prepares these
workers more adequately, gives them greater confidence in performing their work, and also
may reduce the risk of injury or accident.

Indeed, the provisions for acknowledging the unique personal histories of new in-
home disability support workers in the revised initial classroom training session implemented
in Study B, along with continuation of these interactions in relation to specific manual
handling scenarios in the classroom refresher training, appeared to be effective. That is, all
informants of Study B were noted at both points of direct observation (at 4 and 12 weeks) to
be performing safe manual handling of two key tasks. Evidence, too, of how these workers
developed their knowledge and skills, including both near and far transfer (Billett, 2013;
Perkins & Salomon, 2012), and changing patterns of engagement with what was afforded in
their workplaces (Bruner, 1975; Collins et al., 1989; Wood et al., 1976), were identified in
both studies. This development appears also to be highly person dependent, and is presented

and discussed below as a second deduction from this inquiry.

Deduction (b): Skills development of in-home disability support workers

Chapter 6 proposed that the development of manual handling skilfulness for in-home
disability support workers in Study B appeared to follow a personally unique path. Rather
than moving from propositional to procedural capacities as suggested in some cognitive
accounts (e.g., Anderson, 1982), these workers developed procedural capacities first, by
rehearsing two key manual handling tasks. After a period of time working in clients’ homes,

these workers had then rendered this procedural knowledge into a principled understanding of
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manual handling, and then adapted this new knowledge to become skilful in a range of other
manual handling tasks.

Table 7.2 presents four phases of manual handling skills development that have
emerged from the data collected over 12 weeks in Study B. The left-hand column identifies
the phase of skill development, and the second-left column provides a description and
summary of what appears to have occurred by way of skills development during that phase.
The next column to the right identifies the forms of support which were reported by workers
as being utilised to assist in manual handling skills development during the phase, and the

right-hand column describes the actual skills development.

Procedural capacities assume precedence when learning in the absence of expert guidance
Table 7.2 presents findings about the type of knowledge and skills deemed most pertinent by
informants at each stage of their skills development. For example, in the initial preparation
phase, classroom trainees appeared to be more interested in the “hands on” component of the
training, that is, the successful performance of the two practical tasks demonstrated. These
trainees were focused on getting out of their seats and “doing”, that is, learning and
rehearsing the procedural skills of pushing a wheelchair and using a mechanical hoist.
Evident, too, in the period that followed the initial classroom training, was the
informants’ increased focus on learning the procedural requirements for their roles. Beyond
the two key tasks learned in the initial classroom session, however, the informants were also
observed to be applying this procedural knowledge to a range of other, sometimes more
complex, tasks. For example, when one informant was questioned about how she successfully
managed a client fall, she responded, “It was only afterwards that I actually thought about the
training” (D1, trainee, Study A). This response suggests that in the initial phases (in this
inquiry, the first 8 weeks) of learning the requirements for an occupational role which is to be
conducted in the absence of expert guidance, development of procedural knowledge and

skills is most important.
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Table 7.2. Phases of Skills Development for In-home Disability Support Workers over 12 Weeks

Skills phase

Phase description

Skills development

Support used

1. Initial preparation for manual tasks
in clients’ homes

2. 8-week period of performing
manual handling tasks in clients’
homes

3. Return to classroom at 8 weeks for
refresher training

4. 4-week period of performing
manual handling skills in clients’
homes

2-hour introductory manual handling
classroom training session

Presented by experienced manual
handling trainer

Includes basic concepts, combined
with opportunities to rehearse several
key procedural tasks — pushing
wheelchair, rolling a client in bed,
using a hoist

Largely working independently after a
“buddy” period of up to 1 week

Workers observed to be successfully
performing two key manual handling
procedures — pushing a wheelchair and
use of hoist

Basic manual handling principles
reiterated, applied to several non-
routine scenarios

Return to clients’ homes to continue
practice of a range of routine and non-
routine manual handling tasks

Workers observed in the classroom to be
replicating two key manual handling
procedures. Concern appears to be more
about performing the tasks (i.e., the
practical component of the training session)
than the concepts taught in the didactic
component of the classroom training

Enacting/practising a range of procedural
skills beyond those rehearsed in the
classroom — e.g., managing a client fall,
domestic duties

More references are made by workers to the
development of their procedural knowledge

Observed to be applying principled
understandings of manual handling
concepts to non-routine manual handling
tasks

Successfully performing manual tasks
independently

In this phase, strong references made by
workers to the development of their
conceptual knowledge, and application of
these principled understandings to a range
of manual tasks both in and outside the
workplace

Trainer, preceptor, service
coordinator, written classroom
handout, peers, clients and/or
family members

Preceptor, written policies and
procedures, service
coordinator, client and/or
family member

Trainer, preceptor, peers

Occasional, infrequent use of
available support
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Conceptual understandings are derived from successful task performance in the workplace
Table 7.2 also indicates that informants’ conceptual understanding of manual handling did
not become evident until the third phase of their skills development, that is, at 8 weeks after
commencement in their new in-home support roles. At this point, and indeed beyond this
phase, informants then began to develop their conceptual understanding of manual handling,
and credited this type of knowledge, which Dan in Study B referred to as “locking in the
basics”, to successful performance of a range of manual tasks both in and outside of their
workplaces. Moreover, Study B informants offered various explanations of how they were
able to enact safe manual handling techniques in clients’ homes, such as “everything just
clicked into place” (Jess, informant), and “the more you practise the more [it will] sink in”
(Nat, trainee). These explanations suggest that rehearsal of two key tasks (i.e., pushing a
wheelchair, using a hoist) enabled these socially-isolated workers to abstract the general
concepts of manual handling and transfer them to more complex situations, or effect far
transfer (Pea, 1987; Royer, 1979). Principled understandings appeared to arise not during, but
after classroom training, and after a period of practice in the workplace. Therefore, skills
development for these workers appears to have arisen in personally-distinct ways, and not as
previously described in cognitive accounts (e.g., by Anderson, 1982). Yet, all informants
were observed to be competent in carrying out manual handling tasks during the course of

their work with their clients.

Enhancing skills development in the absence of expert guidance

It follows then, that the principles supporting skills formation in these isolated workers’
situations are best initially learned through opportunities to practise and perform a range of
procedural tasks, and evaluate their enactment. As summarised in Table 7.1, an initial
classroom training session which conveys only the basic concepts required to keep isolated
workers safe, followed by a large practical component where trainees can enact these
concepts in a range of procedural tasks, may enhance skills development. So, too, may this
development be premised on the period of time following initial classroom training, where
individuals continue to practise these tasks without direct supervision, albeit with a range of
learning supports if required. Moreover, Table 7.1 also offers evidence for a return to the
classroom at 8 weeks for refresher training, as a means of facilitating skills formation for
these types of workers. In these classroom sessions, trainees could then be encouraged to

deploy their conceptual understanding of the requirements for their occupational practice, and
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apply these concepts to a range of authentic problems in an effort to further extend their
procedural knowledge. Given that these workers conduct their practice in the absence of
expert guidance, initial phases in the classroom and workplace that primarily support the
development of procedural knowledge and skills appear to be important in manual handling
skills development. In this way, competency may ensue, and a commitment to safe work
practices be secured.

So, while an individual may negotiate their learning and development agentically, it is
concluded that this type of development also requires the timely and targeted assistance and
support of others. Table 7.2 provides an overview of how these new workers were utilising
the available forms of support, such as experts and written materials. Informants in this
inquiry demonstrated changing patterns of engagement with what was afforded in their
workplaces by way of learning support, based on what they already knew (e.g., personal
histories and experiences), did (e.g., previous work experience), and valued (e.g., family life,
own health and safety).

However, Table 7.2 suggests that in the first two phases of their skills development,
in-home disability support workers relied more heavily on support such as their classroom
manual handling trainer, workplace preceptor, service coordinator, written materials, peers,
clients and/or family members to learn and develop their manual handling skills. At 8 weeks
post-initial classroom training, however, these workers used only their trainer, preceptor and
peers to support their skills development, and from Week 8 to Week 12, only occasional,
infrequent use of these forms of support was reported. In particular, the use of the Service
Care coordinators and service clients/family members appeared to be less important for skills
development, and Table 7.1 suggests that these two forms of support were either inhibitive,
or their effectiveness was uncertain in skills development of in-home disability support
workers. However, how the informants were observed to be engaging with the supports,
along with data collected about how best to assist their learning and development, suggest the
provision of a uniform set of learning supports in the workplace, with which individuals
could engage as required. A preliminary discussion of these supports, or scaffolding (Bruner,
1975; Wood et al., 1976), has been provided in a preceding section. Nevertheless, further
discussion is included as part of the curriculum and training provisions section, which now

follows.
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Deduction (c): Curriculum and training provisions

As summarised in Table 7.1, findings from Study A highlighted concerns about the largely
didactic classroom training sessions for workers whose practice is highly physical and task
oriented. That is, by imparting a series of concepts and procedures in a lecture-style format,
without opportunities to practise manual handling tasks in the classroom, there is a risk that
only a robotic, near transfer of skills may result (Billett, 2013; Royer, 1979; Salomon &
Perkins, 1990). Therefore, in the revised initial classroom training session implemented in
Study B, it was decided that a limited number of basic manual handling concepts would be
introduced, with increased time allocated for practical application of these concepts in two
routine manual handling tasks (i.e., pushing a wheelchair and using a mechanical hoist). An
intended outcome of this revised format was for new workers to automate routine tasks (i.e.,
effect near transfer) at the conclusion of the initial classroom training session, and progress
the degree of transfer and adaptability over their training trajectory (Royer, 1979). So, at 4
and 8 weeks post-initial classroom training, it was anticipated that some far transfer would be
evident, and at 12 weeks, far transfer or adaptability would be possible (Royer, 1979;
Salomon & Perkins, 1990).

In relation to the transfer and adaptability of classroom-learnt skills and knowledge to
the circumstances of relative social isolation, two points seem worthwhile noting here.
Firstly, and following on from the high degree of person-dependence of learning and
development in these circumstances, so, too, is the degree or distance of transfer dependent
upon the personal histories and situational experiences of these learners (Billett, 2010b;
Blume et al., 2010; Collin, 2002, 2004; Perkins & Salomon, 2012; Salas et al., 2012;
Sitzmann & Weinhardt, 2015). For example, for Rick, whose previous work experience
included working with pallet jacks and cranes, use of a mechanical hoist to transfer a client
from their bed to their wheelchair constituted a routine problem, or near transfer. Kate,
however, whose previous life and family experience included support for her sister with a
congenital disability, found using the unfamiliar hoist too complicated, and considered that
without expert guidance, she could do little beyond “trained monkey” enactment of a series
of procedures required to use a hoist effectively. That is, for Kate, the transfer distance, from
classroom training to the privacy of her client’s home, was “too far” (Perkins & Salomon,
2012). In this way, the process of adapting knowledge is not just about cognitive tasks, but is

based on what individuals have previously experienced.
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Secondly, and as summarised in Table 7.1, it appears that upon return to the
classroom for refresher training in Study B, that is, at 8 weeks after commencement in the
support role, many informants provided evidence of far transfer (Royer, 1979; Salomon &
Perkins, 1990). Two informants, for example, reported how they had applied basic manual
handling concepts and procedures learned in the classroom and rehearsed in the workplace
(i.e., near transfer), to the successful management of two separate non-routine incidents with
their clients: (a) a client who fell to the ground, and (b) a client who experienced a seizure
during a routine transfer (i.e., far transfer). While some informants attributed their rich
learning to the classroom refresher alone, it may also be that preceptor (and other expert)
input in the workplace in the 8 weeks preceding the return to the classroom was also helpful
in securing far transfer (Royer, 1979; Salomon & Perkins, 1990). That is, in the period of
workplace practice between classroom training sessions, the opportunities provided to
observe, model and engage in a range of manual tasks in clients’ homes may have also
facilitated transfer and adaptability in these circumstances (Billett, 2011a).

So, to facilitate the transfer and adaptability of classroom-learnt skills and knowledge
to the circumstances of relative social isolation, five curriculum or training provisions are
proposed. These provisions: (a) brief classroom training sessions, (b) classroom refresher
training, (c) a uniform set of supports, (d) access to experts in the workplace, and (e) the

provision of instructional scaffolding, are discussed in the following sub-sections.

Brief classroom training sessions are appropriate

As outlined in Table 7.1, it follows then, that a finding for workers who are required to learn
and conduct their practice in the absence of expert guidance, is to continue to present a brief,
initial classroom training session, of 1-2 hours duration. Although the brevity of classroom
orientation sessions may have perceived limitations (Aylward et al., 2003; Braun et al., 2005;
Clarke, 2013), there may also be advantages here, in that short initial classroom training
interludes are not overwhelming for new workers. These workers bring to the classroom a
range of previous educational (often entry level) experiences and potential apprehensions
about commencing in their new role. Hence, brief classroom training sessions that convey
basic concepts and procedures, provide opportunities to apply these in a highly practical
training session, and encourage interaction with peers, may also assist in the formation of
positive worker subjectivities. This experience, in turn, can facilitate far transfer or

adaptability, as workers who are encouraged to develop a disposition for their role in the
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classroom may also exercise their intentionality and agency when enacting manual handling
techniques in the privacy of their clients’ homes (Billett, 2010b; Collin et al., 2008;
Etelapelto et al., 2013; Shanks et al., 2012).

Refresher classroom training for facilitating transfer and adaptability

Refresher classroom training after a period of time in their occupational role may also further
facilitate adaptability for individuals who work without direct supervision and support. The
format of these refresher training sessions appears to be particularly significant here. The
presentation, discussion and solving of authentic (i.e., selected by the workers themselves)
manual handling problems through practice, was found to further develop foundational
concepts and also encourage workers to move beyond replication of routine tasks. The group
work, interaction, and sharing of “war stories” (Orr, 1990) in these sessions means that for
each manual handling scenario, the problem space may be constructed on a much wider scale
than that scoped by individuals alone, and a broader range of solutions may be offered. So,
when faced with non-routine problems when working alone, these workers may be able to
recall from their classroom refresher training how solutions were effected. This strategy may,

in turn, be helpful in facilitating far transfer in the workplace.

A uniform set of supports in socially-isolated workplaces

Besides the format and content of both initial and refresher classroom training sessions, other
forms of learning support, such as the input from experts, may also have influenced the
degree of transfer and adaptability to the isolated circumstances of work. As mentioned in
relation to the development of in-home disability support workers, informants in this inquiry
demonstrated a progression in the pattern of interdependence with the forms of learning
support which were afforded in their workplaces. As summarised in Table 7.1, findings from
Study A strongly supported the need for more appropriate and tailored support for new
workers who, after attending a brief classroom training session as part of orientation to their
occupational role, are then required to work competently and safely in relative social
isolation. It was suggested that this support take the form of written materials (e.g., policies
and procedures, classroom training handouts, step-by-step instructions for tasks) provided
both in the classroom and the workplace, and also input from experts such as service
coordinators and buddies, or preceptors. Moreover, informants in Study A also suggested that

clients and/or their family members who have a solid understanding of the requirements for
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safe manual handling practice could also be used as an expert resource. These findings
formed the basis for the interventions in Study B, which included written materials, preceptor
and coordinator input in the workplace, and inviting clients and their family members to
participate in classroom training.

All informants in Study B reported the most frequent or regular use of the written
materials and preceptor as learning support, or scaffolding (Bruner, 1975; Wood et al., 1976)
in the first 4 weeks of practice. Then, as these workers/learners became more confident in
their roles, they took the decision to remove the scaffolding for themselves. So, at 12 weeks,
all informants were working independently, and enacting safe manual handling techniques
without expert guidance. However, informants remained appreciative of the availability of
the preceptor and written materials for access if required, and also claimed that it was
important for these to remain in the workplace as continued supports for new workers.
Clients, family members and organisational supervisors as additional “experts”

Table 7.1 suggests that of less value to the informants in Study B, was the use of the clients
and/or family members as “experts” to provide guidance on various support tasks, and the use
of service coordinators as learning resources. Reasons cited for not taking up these latter two
forms of support included overbearing clients or family members, whose competing
responsibilities (i.e., between the moral bonds of “love” and professional practice) may have
encouraged incorrect techniques, along with the opinion that training was not part of clients’
scope. Competing responsibilities of service coordinators, too (i.e., between administration
duties such as rostering, conducted in the Service Care office, and being physically present
for guidance and support in clients’ homes), were cited as a reason for coordinators not being
utilised as learning resources. Therefore, there appeared to be progression in terms of the
types of interdependencies that were enacted, with whom or what they occurred, and for what
purposes.

Moreover, there appeared to be progression in the types of interactions that occurred
while new workers were learning the requirements for their roles in the relative privacy of
clients’ homes. In the first 4 weeks, interpersonal and social interactions between new
workers and their clients appeared to be focused largely on the occupational tasks at hand.
Whether initiated by the client (e.g., individuals with physical disabilities who were able to
clearly articulate their support requirements) or the worker (e.g., in situations where clients

had cognitive impairment), manual handling tasks appeared to progress based on verbal or
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non-verbal feedback from the other party. However, when observed 12 weeks into their roles,
these social and interpersonal interactions had progressed. Interactions were more relaxed,
almost familial in some instances, and not entirely work related. What was noted at this point,
in relation to the progression in these interactions, was the improved confidence projected by
informants as they went about their work. Moreover, all informants were observed to be
working safely and competently with their clients. So, it appears that this changing pattern of
interdependence, between what was afforded in the clients’ physical and social environment,
had a positive impact on how these isolated workers enact safe support.

Noteworthy here, is a consideration of how these socially-isolated learners managed
the interdependence between themselves and what was afforded in their workplaces.
Learning experiences arise from negotiations between the social and physical world, and
individuals’ understandings of these negotiations (Billett, 2009; Collin, 2004). Consequently,
the in-home disability support workers’ learning experiences may be influenced through
social interactions with clients, family members and supervisors in the first 4 weeks post-
initial classroom training. However, it may be that person-dependence (i.e., life histories, past
work experiences, epistemologies), and the personal agency of these workers shaped and
changed their engagements (i.e., from task focused to shared social interaction). This is how
individuals learn and change (Billett, 2009), and it may be particularly relevant in the absence
of expert guidance. Once more, person-dependence when learning in circumstances of

relative social isolation, is reiterated.

The provision of instructional scaffolding

The value of scaffolding has been discussed in a previous section of this chapter related to the
learning of in-home disability support workers. “Instructional scaffolding” (Bruner, 1975;
Wood et al., 1976) is defined as a form of support provided by others (e.g., teacher, expert) to
assist learners to progress their learning (Sawyer, 2006), and the usual course is for this
support to be removed or “faded” by the teacher once the task has been mastered (Brown &
Palincsar, 1989; Collins et al., 1989; Wertsch, 1985). However, informants of this inquiry
personalised their scaffolding. That is, they were selective about how they engaged with the
range of supports provided (i.e., preceptor, other experts, written materials), utilised the
scaffolding in varying degrees, and took the decision to dismantle the scaffolding for
themselves (Brown & Palincsar, 1989; Bruner, 1975; Collins et al., 1989; Wertsch, 1985;
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Wood et al., 1976). In either case, whether personal or instructional (or both), this scaffolding
provided a valuable form of support for these socially-isolated workers.

A finding then, is to continue to provide a range of learning supports or scaffolding in
the workplaces of individuals who work in the absence of expert guidance. In the case of in-
home disability support workers, written reference materials and access (either direct or
indirect) to a preceptor appear to have been the most useful supports. However, this may not
negate the need to afford access to other experts. Clients and family members, for example,
could be made aware of the requirements for professional and safe support by their
community service providers (e.g., Service Care), perhaps as part of their contractual
obligations. In this way, support and advice could be provided to new workers by clients and
family members, on an informal basis if required. Moreover, clients and family members
could be prepared by their service provider for the types of interactions that are likely to
occur when new workers are initially learning the requirements for their roles (Manthorpe &
Martineau, 2008). That is, given that most new workers initially learn best when they are
focusing on the specific tasks at hand (Billett, 2001b), minimal social interaction in the
beginning stages of working without direct supervision may be expected. Indeed, limited
communication at this point should be associated by the client with a worker who is
endeavouring to become skilful in their role, and clients should be advised that the depth of
interpersonal interactions may progress over time.

Managers and coordinators, considered by informants of this inquiry as less useful
than their preceptor, should still be considered as potential experts when learning in
circumstances of relative social isolation. While in larger organisations, training may not
comprise part of a supervisor’s scope of practice, at the very least they should be aware of the
requirements for safe practice in clients’ homes, by attending, actively participating in and
supporting the classroom training sessions. In this way, they may gain a deeper understanding
of the issues faced by workers who are conducting their practice without direct access to
experts, and may be better equipped to provide advice and support as required.

When providing a range of supports to isolated workers it may be important to
consider again the personal learning capacities of individuals. So, it may be helpful to provide
these supports (e.g., written materials, experts such as preceptor) without rigid stipulations
about how and when they are to be accessed. The finding here is to make available a uniform
set of supports, and provide a clear explanation and directions for their use and access.

However, beyond these instructions, rather than following a set organisational trajectory, the
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learners themselves should be encouraged to decide on the type and frequency of their
interaction with these supports, and to access or withdraw these supports as required. In this

way, each individual’s unique and personal pathway to expertise is acknowledged.

Summary of findings

Table 7.3 provides a summary of the deductions and findings offered in the preceding
sections. The left-hand column identifies and provides a brief description of the deduction,
the middle column identifies specific findings arising from each deduction, and the right-
hand column suggests potential outcomes of these findings for assisting the learning and

development of workers who conduct their practice in the absence of expert guidance.
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Table 7.3. Summary of Deductions and Findings from Overall Inquiry

Deductions

Findings

Potential outcomes

Learning of in-home disability support
workers — highly person dependent;
influenced by personal histories and
experiences

Format of initial classroom session to encourage workers to
establish a positive disposition for the role — allocate time for
sharing of personal experiences, histories, etc.

Ongoing contact with experts — trainer, preceptor, etc. to
continue personal “storytelling” associated with the role

Dispositional knowledge — workers encouraged to prioritise
care of their own bodies, work safely and avoid injury
Sustainable workforce — lower risk of physical and
emotional burnout; reduction in staff turnover rates
Improved wellbeing of client — fewer disruptions to
continuity of care

Skills development of in-home
disability support workers — arises in a
personally unique way; accumulation of
experiences over time shapes how
individuals engage with what is afforded
in their workplaces

Format of initial classroom session to convey basic concepts
only, and provide opportunities to practise a range of procedural
tasks

Return to the classroom for refresher training session including
range of authentic workplace scenarios

Initial skills formation and development supported

Procedural knowledge and skills further developed

Training provisions — despite the
person-dependence of learning in
circumstances of relative social isolation,
both curriculum and pedagogical
provisions for these learners/workers
may assist safe practice

Classroom training sessions to be brief in duration (1 — 2 hours
effective); convey basic concepts and procedures only; provide
opportunities to practise and interact with peers

Refresher classroom training session after 8 weeks in new role,
to include group work, interaction, sharing of work-related
stories, solving authentic manual handling problems

A uniform set of learning supports to be provided in the
workplace — written materials, direct and indirect access to
preceptor and other experts (e.g., service coordinator, more
experienced workers) as required

Clear explanation and directions for use of and access to these
supports, however no rigid stipulations about frequency of
access

Service provider to assume responsibility for informing
coordinators, service clients and/or family members of learning
and safety requirements for professional and safe support

Far transfer more likely
Disposition for support role developed

Far transfer more likely

Acknowledges each individual’s unique and personal
pathway to expertise

Additional experts in the workplace, for advice and support
as required
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In summary, this overall inquiry, consisting of two distinct but related practical
studies (Studies A and B), has offered three deductions about how individuals may learn in
circumstances of relative social isolation. A prevailing consideration here is the person-
dependence of learning and development, that is, how an individual’s personal history and
experiences (e.g., life, work, educational, cultural) shape how they initially learn, then how
they transfer and adapt classroom-learned knowledge and skills to remote workplaces
without direct supervision and support. In view of these person-dependent factors, what is
considered routine learning and enactment for one individual may be highly complex for
another. Moreover, this person-dependence influences the nature and frequency of
engagement with what is afforded in isolated workplaces by way of learning support. Skills
formation, too, appears to occur in a personally unique way. These factors may, however,
be mediated by effective curriculum and training provisions, both in the classroom and

workplace.

Conclusion
In overview, this chapter has reconciled findings from two practical studies which
comprised an inquiry into the personal, situational and instructional bases for realising
effective learning in relative social isolation. A training trajectory for in-home disability
support workers learning and enacting safe manual handling techniques, as proposed in
Table 3.1, refined as shown in Table 5.8 after analysis of data collected in Study A, and
then implemented and appraised in Study B, has advanced three deductions that focus on
the person-dependence of learning in isolated circumstances. From these deductions,
findings for effective training provisions, both in the form of curriculum (i.e., the
organisation and ordering of experiences) and pedagogies (i.e., how these learning
experiences can be enriched and developed) have been proposed.

Consequently, the next and final chapter of this dissertation draws the inquiry to a
close. Personal and professional motivations for the inquiry will be revisited, key findings
and contributions reiterated, and suggestions made for future research about how best to

assist workers to learn and enact safe work practices in the absence of expert guidance.
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Chapter 8

Conclusion

This dissertation concludes by first revisiting the personal and professional motivations for
undertaking the research. A brief summary of key findings is then provided, as are the
contributions to knowledge and recommendations for training of workers who are required
to learn their occupational practice in the absence of expert guidance. Three conceptual and
four procedural contributions from this inquiry that may advance accounts of learning
occupational practice in the absence of expert guidance are proposed. Conceptually, it is
contended that: (a) learning how to work safely in circumstances of relative social isolation
is a highly person-dependent process, (b) skills formation and development for these kinds
of workers appear to arise in personally unique ways, and (c) there appears to be
progression in the types of interdependencies that are enacted when learning in the absence
of direct supervision and support. Procedurally, it is proposed that: (a) classroom training
sessions should encourage the development of positive worker subjectivities and
dispositions for an occupational role which is conducted in relative social isolation; (b)
brief classroom training sessions are appropriate, however careful consideration of the
content and format of these sessions is required; (c) a return to the classroom for refresher
training after a period of time in the workplace may also facilitate transfer and adaptability
of classroom-learnt knowledge and skills; and (d) a uniform set of supports should be
provided with which the learners may engage as personally required. These conceptual and
procedural contributions are elaborated further in subsequent sections of this conclusive

chapter. Finally, some suggestions for future research in this area are proposed.

Personal and professional motivations for the inquiry

The personal and professional motivations for undertaking this inquiry arise from my many
years of experience as an educator in the health and community services sector. How in-
home disability support workers adapt what they learn in classroom manual handling
training sessions, to the circumstances of their work (i.e., their clients’ private homes)

became the specific focus for two main reasons: (a) the potential for these workers and their
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role to be undervalued in the health and community services sector, and (b) manual
handling as a specific workplace health and safety concern for in-home disability support
workers, who conduct their practice in relative social isolation. These two motivations will
now be briefly summarised.

Firstly, the majority of direct support to clients (e.g., people with disabilities or frail
elderly) living in their own homes is performed by female, middle-aged, low-paid, entry-
level workers often with low levels of English literacy, who typically take up paid care
work as a result of previous experience as an unpaid carer at home with a child, elderly
parent, or family member with a disability (AIHW, 2013; Hugo, 2007, 2009; Martin &
Healy, 2010; Somerville, 2006a). Further, this role may also be subject to gender
stereotyping (Markannen et al., 2014; Somerville, 2006a), is undervalued by many
stakeholders in the health and community services sector, and is commonly viewed as an
extension of the “mothering” role (Nay & Garratt, 2002, in Bernoth, 2009), where risking
one’s own health and safety for the benefit of other “family members” is almost an
expectation (Markannen et al., 2014; Meagher, 2006). This kind of engagement and entry
to the occupation lends itself to blurring of boundaries between unpaid work in a private
domain, and paid care work which, although located in the public sphere, is performed in
relative social isolation. Moreover, support workers comprise a large and steadily
increasing component of the health and community services sector (AIHW, 2013; Hugo,
2007, 2009; Health and Community Services Workforce Council, 2012), with people with
disabilities and frail older Australians increasingly expressing a preference to remain in
their own homes. Therefore, a risk here is that potentially, the least experienced workers are
providing very challenging and complex care, without themselves having direct supervision
or support. This situation emphasises a significant effort that needs to be invested into
appropriately preparing and training workers for this role.

In my experience, these workers, of all ages and both genders, bring interesting
stories to the classroom that are suggestive of diverse backgrounds and rich life experience,
yet they all have a common goal, that is, to care for others. However, these workers have
limited professional preparation, negligible on-the-job supervisor or peer support, and no
expert on whom to model their practice. An ongoing challenge, then, in education and
training provisions for these workers, is how best to offer an approach to skills and

knowledge development that values their diverse experiences, assists them to reframe
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themselves as paid, caring professionals, provides support in the workplace while their
capacities develop, and above all keeps them healthy and safe.

Secondly, manual (specifically people) handling tasks (e.g., assisting clients in and
out of bed, pushing wheelchairs, using hoists) comprise a key aspect of in-home support
work. Therefore, correct manual handling techniques are essential for the safety of both
workers and their clients when providing in-home support. Musculoskeletal injuries
(predominantly back injuries) associated with manual handling, however, remain a leading
cause of work-related injury in the health and community services sector in general (e.g.,
Clemes et al., 2010; Green, 1996; Kane & Parahoo, 1994; Kay & Glass, 2011; Retsas &
Pinikahana, 2000; Swain et al., 2003), with an alarmingly high rate of injury amongst
community based support workers (Faucett et al., 2013; Markannen et al., 2014; Ore,
2003). Predictably, then, concerns about the efficacy of manual handling training have been
raised (e.g., Bernoth, 2009; Swain et al., 2003; Town, 2005). Brief classroom competency-
based training sessions, which appear to be a common method of conveying manual
handling information to new workers, have been largely unsuccessful in reducing the
unacceptably high rates of musculoskeletal injuries amongst support workers (Clemes et
al., 2010; Martimo et al., 2008; Resnick & Sanchez, 2009; Verbeek et al., 2011). Therefore,
a second motivation in undertaking this study was to consider a new approach to manual
handling training for in-home disability support workers. Through understanding how
individuals learn from educational experiences of different kinds, and adapt what they learn
in the workplace in the absence of expert guidance, it was anticipated that considerable
procedural benefits would be offered across the entire area of working well and safely. At
the same time, this inquiry aims to propose means of progressing and promoting this
learning largely outside of educational settings, both drawing upon and contributing to a
contemporary account of learning.

Therefore, this inquiry aimed to address a number of exploratory questions,
facilitate an understanding of an actual, complex and current problem in the real world, and
improve practice, through a case study approach (Blaikie, 2009; Merriam, 2014; Scholz &
Tietje, 2002; Yin, 2009). Two separate, but related practical studies formed the basis for the
inquiry, which was conducted at one community service organisation (i.e., Service Care),

an organisation contracted to provide a high level of physical support to people with
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disabilities living in their own homes. Key conceptual and procedural findings and

contributions are summarised in the next section.

Key findings and contributions
Findings from the overall inquiry advance three conceptual and four procedural
contributions. These are now briefly summarised under the sub-headings of conceptual and

procedural contributions.

Conceptual contributions

Three conceptual contributions from this inquiry are proposed in relation to how learning
may progress in the absence of expert guidance. These contributions are: (a) this type of
learning is person dependent, (b) skills development for these learners follows a personally-
unique trajectory, and (c) learners demonstrate changing and progressive patterns of
interdependence with what is afforded in their socially-isolated workplaces. Whilst set out
in more detail in Chapter 7, these contributions are now briefly summarised.

Learning occupational practice without expert guidance is highly person dependent
First, the person-dependence of learning for individuals who conduct their practice in
relative social isolation is a prevailing conceptual contribution from this inquiry. Learning
the requirements for an occupation such as in-home disability support work, which is
practised without direct supervision or expert guidance, is highly dependent upon workers’
personal epistemologies. That is, personal capacities, previous experiences (e.g., work, life,
educational), life histories, and ongoing negotiations with the social world are considered
before deciding whether to apply or adapt classroom training. Indeed, the informants of this
inquiry considered personal resilience and life experience to be essential character traits for
learning of this kind. Before taking up (or rejecting) classroom-taught manual handling
knowledge and skills, these in-home disability support workers considered their own
personal circumstances, including the perceive relevance of training to their occupational
roles. So, in the absence of expert guidance, these workers exercise a high degree of
personal agency, in that they conduct their working lives and workplace learning in view of
their own personal interests and goals (Billett & Pavlova, 2005; Collin, 2009; Collin et al.,
2008; Etelapelto et al., 2013).
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Further to this person-dependence when learning in situations of relative social
isolation, informants of this inquiry “personalised” their own scaffolding, or learning
supports. That is, they constructed, engaged with, and subsequently dismantled their
scaffolding as personally required, rather than following the usual course of seeking
counsel from their “expert other” (Brown & Palincsar, 1989; Bruner, 1975; Collins et al.,
1989; Wertsch, 1985; Wood et al., 1976). So, in the absence of expert guidance, these
workers assumed the roles of both learner and instructor, and in doing so, personally

mediated their own learning.

Skills development in the absence of expert guidance follows a personally unique path

A second conceptual contribution from this inquiry is the personally unique way that skills
development arises for in-home disability support workers who practise in the relative
privacy of their clients’ homes without expert guidance. Transfer of manual handling
knowledge and skills learnt in the classroom, to the workplace (i.e., clients’ homes) appears
to be premised upon the individual’s problem space, including the range of solutions they
select to enact. Moreover, what constitutes near transfer for one individual, may be far
transfer for another (Pea, 1987; Royer, 1979; Salomon & Perkins, 1990). This transfer
distance is very much person dependent, and may be influenced by a number of variables,
including past life and work experience.

Findings from this inquiry have also established that rather than moving from
propositional to procedural capacities in skills development as suggested in cognitive
accounts of learning (e.g., Anderson, 1982), these in-home disability support workers first
rendered specific procedures (i.e., tasks) into effective manual handling performances, and
then developed what could be described as principled understandings of manual handling
based upon their procedural capacities. In the first 8 weeks after the initial classroom
training session, informants of this inquiry focused mainly on rehearsing the procedural
requirements for their roles, in the form of two key manual handling tasks (using a
mechanical hoist and pushing a wheelchair). Only after this initial classroom training,
followed by 8 weeks of working unsupervised in the relative privacy of their clients’
homes, did “everything ... click ... into place” (Jess, informant, Study B). That is, they
began to develop a conceptual understanding of manual handling. This conceptual

understanding, derived from the successful procedural performances of key manual
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handling tasks, appears to have then assisted workers to adapt and become skilful in a
number of other, sometimes more complex, manual handling tasks with their clients, such
as managing a client fall, or supporting a client during a seizure. Indeed, at 12 weeks after
the initial classroom training, all informants were observed to be competent in key manual
handling tasks, despite differing accounts of the pathways they had taken to proficiency.
Therefore, in situations of low social guidance, skills for occupational practice develop in a

personally unique way.

Patterns of interdependence change when working in the absence of expert guidance
While developing their manual handling skilfulness, in-home disability support workers
demonstrated patterns of changing interdependence with what was afforded in their
workplaces. Informants in this inquiry moved from initially relying on instructors and peers
in learning manual handling requirements for the support role, to other resources such as
written materials provided in clients’ homes, sometimes the clients and/or their family
members themselves, and progressed to placing more value on sociality as a way of
monitoring manual handling performance. So, there appears to be progression in terms of
the types of interdependencies that are enacted, with whom or what they occur, and for
what purposes.

This progression in engagement with workplace affordances is reminiscent of the
aforementioned scaffolding. Instructional scaffolding, or learning support (Bruner, 1975;
Wood et al., 1976), in the form of a manual handling trainer, preceptor, Service Care
coordinators, clients and/or family members, peers and written materials, were
implemented as part of the training trajectory for Study B of this inquiry, and were intended
to progress the learning of in-home disability support workers in the absence of direct
supervision (Sawyer, 2006). Although these supports are typically faded or incrementally
removed by the teacher (Brown & Palincsar, 1989; Collins et al., 1989; Wertsch, 1985),
informants of this inquiry personalised their scaffolding in three ways.

Firstly, in-home disability support workers interviewed in Study A decided upon the
type of supports that would be appropriate. Secondly, in Study B, these socially-isolated
workers were selective about how they engaged with the range of supports provided (i.e.,
preceptor, other experts, written materials). Thirdly, they utilised the scaffolding in varying

degrees, reporting more frequent and intense engagement in the first 4 weeks after initial
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classroom training. After this time, these workers took the decision to fade or dismantle the
scaffolding for themselves (Brown & Palincsar, 1989; Bruner, 1975; Collins et al., 1989;
Wertsch, 1985; Wood et al., 1976). However, whether engaging with this scaffolding or
otherwise, the informants found its presence significant, as a kind of “safety net” for
learning and working in the relative privacy of clients” homes. So, albeit personal or
instructional (or both), this scaffolding provided a valuable form of support for these
socially-isolated workers. This changing and progressing pattern of engagement with
workplace affordances represents a third conceptual contribution from the overall inquiry.
In these ways, the dissertation has advanced three premises for understanding and
enhancing learning of workers who experience only perfunctory preparation for the

important work they conduct in circumstances of relative social isolation.

Procedural contributions

It is concluded, however, that the degree by which personal experiences and knowledge
come to dominate how in-home disability support workers enact safe manual handling
techniques in relative social isolation may well be, in part, mediated by the quality of
training provisions. That is, an effective training program may help to overcome what could
ultimately become bad habits, when people are working without direct access to experts.
Four procedural contributions from this inquiry are proposed: (a) the format and content of
classroom training sessions for these workers should support the development of a positive
disposition for this socially-isolated occupational role; (b) this format and content may be
successfully delivered in a brief (i.e., 1 — 2 hours duration) classroom training session; (c)
classroom refresher sessions for these workers are important for further development of
skills, knowledge and worker dispositions; and (d) a uniform set of learning supports in the
workplace with which the learners can engage on an “as needed” basis, may facilitate the
adaptability of knowledge and skills in socially-isolated workplaces. These procedural

contributions are now briefly summarised.

Classroom training to promote positive worker subjectivities
Firstly, classroom training sessions that promote the formation of positive worker
subjectivities or sense of selves as workers seem particularly important for those

individuals who work without the direct supervision or support of an expert. This
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promotion of self may be achieved through initial classroom training that encourages new
workers to share their personal histories, their motivations for taking up their occupational
roles, and their role expectations. It is important for experienced trainers to acknowledge
the unique characteristics of each trainee, and encourage new workers to embrace these
personal histories and experiences as a reference point for extending their professional
knowledge and skills. Yet, it is also essential to set clear, professional boundaries for an
occupational role that is conducted in relative social isolation. In relation to in-home
disability support workers, a disposition for this role may be fostered by acknowledging
individual histories and experiences. However, at the same time, by locating the in-home
disability support role within a specialised domain, new workers may be supported to
reframe themselves as paid professionals whose work practice is grounded in keeping

themselves, and their clients, healthy and safe.

Format and content of brief classroom training sessions

Secondly, it is concluded that brief (i.e., of 1 — 2 hours duration), initial classroom training
sessions are appropriate for new in-home disability support workers. However, careful
consideration of the format and content of these sessions is essential. When developing
these classroom sessions it is important for organisations to consider what workers need to
know in their relatively socially-isolated workplaces to keep them (and their service clients)
safe, and to ensure that this information is prioritised in the initial orientation classroom
session. Training sessions that convey basic manual handling procedures and concepts, and
also provide opportunities to practise key manual handling tasks, may better support initial
skills formation and development than those premised only on information giving. This
preferred approach offers the prospect of developing adaptability of knowledge and skills.
Moreover, opportunities to rehearse tasks in an initial classroom training session in an
environment that supports and encourages peer interaction, may further help to develop a
positive disposition for the in-home disability support role.

Refresher training: “Keeping it real”
Thirdly, a return to the classroom for refresher training after a period of time (e.g., 8 weeks)
on-the-job may provide the opportunity for new workers to extend their basic conceptual
and procedural knowledge. It is concluded that classroom refresher sessions should be

266



based on the presentation, discussion and practical resolution of “real” occupational
problems encountered by workers, that is, the sharing of “war stories” (Orr, 1990). The
application of basic concepts to effect solutions for a range of routine and non-routine
procedural tasks may, in turn, support skills development in circumstances of relative social
isolation.

Learning safe work practices in situations of relative social isolation may be
negotiated by an individual agentically, premised by training provisions that support the
development of positive worker dispositions. Even so, it is concluded that this kind of
learning also requires the assistance and support of others. Informants in this inquiry
demonstrated changing patterns of engagement with what was afforded in their workplaces
by way of learning support. However, data collected from informants about how best to
assist their learning in circumstances of relative social isolation suggested the provision of a
uniform set of learning supports in the workplace, with which learners could engage as
individually required. The type and timing of learning support that should be provided for
these workers represents a fourth procedural contribution from this inquiry.

These forms of support should include written materials in the workplace that
provide guidelines and instructions for how work is to be conducted (e.g., organisational
policies, step-by-step safe work procedures) and also access to expert others (e.g.,
experienced trainer, preceptor, supervisor). Given that in this particular support situation
experts, too, are working without direct supervision and support, it is important that they
are competent to do so. For example, findings from this inquiry suggest that some experts
(e.g., clients and their family members, service coordinators) were a valuable resource for
new workers’ learning safe manual handling, while others protested competing
responsibilities between their usual roles and that of training new workers. Therefore,
experts who are required to provide support and assistance to workers in relatively socially
isolated circumstances should be carefully selected and monitored by the organisations who

second them to this specific role.

Flexible forms of learning support
Finally, in relation to learning support, it is concluded that for individuals learning and
working in circumstances of relative social isolation, the use of learning support such as

experts (e.g., preceptor, instructor, supervisor) or written reference materials in the workplace
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need not be regular, timed or structured. Rather, in view of the unique learning requirements
and capacities of individuals, it may be preferable to provide these forms of support without
rigid stipulations about how and when they are to be accessed. That is, the learners
themselves should be encouraged to decide on the type and frequency of their interaction

with these forms of support, and to access or withdraw these supports as required.

Suggestions for future research

This inquiry has advanced a number of conceptual and procedural contributions that may
enhance understanding of how individuals adapt what they learn in a brief classroom
training interlude to the workplace, in the absence of expert guidance. However, three
limitations to the approaches taken in this inquiry, and subsequent suggestions for further
research, are identified here: (a) the rapid growth of community-based support, (b) the
diverse and changing nature of disability support provision, and (c) the increasing number
of workers who work in relatively socially isolated circumstances. These limitations are

now elaborated.

Community-based support: One of Australia’s fastest growing sectors

Chapter 2 established that the health and community services sector (incorporating
disability services) is Australia’s fastest growing workforce sector (AIHW, 2013; Health
and Community Services Workforce Council, 2012), as more people with disabilities, and
frail older Australians, are increasingly expressing a preference to be supported in their own
homes rather than in acute or residential care facilities. A chronic shortage of qualified
nurses in Australia to perform direct care work, along with the comparatively lower costs of
employing unlicensed workers in the in-home setting, has resulted in the increased use of
unqualified and unregulated workers being substituted for registered and enrolled nurses
(ANF, 2009; Jorgensen et al., 2009; Senate Community Affairs Committee, 2002, in
Keleher, 2003). So, professional in-home caring is a relatively new and emerging role, and
consequently there appears to be a dearth of research on the learning requirements of this
particular cohort. Much of the research into how individuals learn and work in the health
and community services sector in Australia has been conducted with nurses as informants
(Ore, 2003). However, as community-based support workers differ greatly from nurses in

terms of the type of tasks performed and the level of educational experience, there is a need
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to understand these differences as they relate to the transfer and adaptability of learning.
More comprehensive profiling of in-home support workers as learners is needed. A
significant effort needs to be invested into providing appropriate job preparation,
continuing education and training that will prepare these workers to meet the challenges

associated with learning and working safely in the relative privacy of people’s homes.

The diverse and changing nature of disability support provision

The case study method selected for this inquiry may have limitations, in that the case, (i.e.,
Service Care) may have too many unique features to be useful in making generalisations
about working and learning in the disability services sector. Nonetheless, in preparation for
data gathering in this inquiry, Service Care was chosen as a site because it was anticipated
that the framework and guidelines for disability support from this particular organisation
were representative of other community service providers. This framework for support may
well change, however, with the rollout of Australia’s National Disability Insurance Scheme
(NDIS) due to be fully operative in 2018-109.

Chapter 2 has discussed key imperatives of the NDIS, under which people with
disabilities will have more control over what and how support services are delivered. In
view of the tailored nature of support for individuals with disabilities under the NDIS,
disability support could potentially be provided by a combination of non-government
organisations, disability service organisations, state and territory disability service
providers, individuals and mainstream businesses (Productivity Commission, 2011). For
example, a person with a disability may hire a support worker from a non-government
organisation to provide their personal care in the morning, and procure another worker
privately to provide cleaning services in the afternoon. Moreover, the Productivity
Commission suggests that the workforce for some support services will require extensive
training, while others will not, and makes no recommendations for the minimum training
requirements for disability support workers. At the same time, it is expected that formal and
on-the-job training will expand under the NDIS, as training may become one of the
competitive strategies used by service providers to attract clients to their service, and to
retain their disability support workforce.

So, in addition to the positive outcomes intended for clients, there are potential
rewards and challenges here for disability service providers and their workforce. On the one
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hand, the workplace practices of disability support workers may become even more diverse
and innovative as they undertake tasks which are more flexible and tailored to their
individual clients, and support may vary across the number of clients’ homes in which they
work. A significant amount of time and funding invested by organisations into training of
their workforce may lead to increased job satisfaction and longevity in the role. However,
on the other hand, there may be no standardisation of training to keep these workers safe.
Indeed, the learning challenges for these workers may become even more complex as they
are required to adapt to even more complex circumstances, sometimes with training and
support, and at other times without. Therefore, extensive research should be undertaken to
examine how training affects outcomes for all key stakeholders, that is, people with
disabilities, their service providers, and the disability support workers.

In summary, while this inquiry generated rich and detailed data, its small scale
suggests that the findings should be viewed as tentative and exploratory. The selection of
only one community service organisation, Service Care, to represent all disability service
providers, has limitations. Moreover, the high turnover of workers in this sector (Stone,
2004; 2013) may increase the challenge of data collection from small cohorts, hosting focus
groups, or conducting longitudinal studies. Therefore, future research should engage a
variety of methods and procedures to gather data from a much larger sample of disability
support workers and service providers. For example, quantitative surveys that gather
statistics (e.g. on musculoskeletal injuries) and qualitative self-report questionnaires may
facilitate data gathering from larger samples. In this way, accounts of learning in this new

and expanding sector may be advanced.

Relative social isolation: Learning to work safely

Much of the enquiry into learning over the past few decades has occurred in settings that
afford access to rich and close social guidance such as teachers and co-workers (Billett,
1994; Gherardi, 2009; Hughes et al., 2013; Lave, 1990; Resnick, 1987). Yet, the changing
nature of work participation, including more work being conducted in relative social and/or
geographical isolation (e.g., working from home, transport and freight work, cleaners, park
rangers, scientists undertaking field work, rural and agricultural work) means that much of
our learning for work today occurs in the absence of such experts (Billett, 2006; Billett et

al., 2003). A number of workplace health and safety publications have identified working
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alone as a potentially hazardous activity (e.g., Worksafe Victoria, 2011), and consider
training as a means of mitigating this risk. However beyond this consideration there is little
to suggest the kinds of training provisions that may be useful in ensuring the safety of
geographically and/or socially isolated workers, and indeed if they are effective at all in
assisting workers to learn how to respond appropriately to the various (sometimes
hazardous) situations they may face when working alone. Consequently, more research
effort should be directed at understanding how individuals learn from educational
experiences of different kinds and adapt what they learn to the workplace in the absence of

expert guidance, and at the safety outcomes for isolated workers.

Summary
This inquiry has sought to explore the personal, situational and instructional bases for
realising effective learning in the absence of expert guidance. The particular focus for
examining this form of learning has been directed at how to assist in-home disability
support workers adapt their classroom manual handling training to circumstances of
relative social isolation (i.e., their clients’ homes). My previous research and experience as
a manual handling trainer in the health and community services sector, supported by a
review of relevant literature (e.g., Bernoth, 2009; Clemes et al., 2010; Green, 1996; Kane &
Parahoo, 1994; Kay & Glass, 2011; Martimo et al., 2008; Retsas & Pinikahana, 2000;
Swain et al., 2003; Verbeek et al., 2011), suggests that techniques taught in a classroom
setting are often not taken up or sustained in practice, and therefore are largely ineffective
in reducing musculoskeletal pain and injury. Therefore, this stands as a key impediment to
the health and safety of in-home disability support workers and their ability to carry out a
diverse range of tasks for clients in the ever-expanding community-based model of support.
The significance of this issue extends beyond the procedural, however, as there are
conceptual considerations here. Contemporary accounts of learning emphasise the
importance of immediate social partners such as teachers and work colleagues when
learning the requirements for work (Brown & Palincsar, 1989; Collins et al., 1989;
Gherardi, 2009; Hughes et al., 2013; Lave & Wenger, 1991; Rogoff, 1990). However,
much of this learning occurs in the absence of direct supervision and support. So, this

inquiry aimed to enhance understanding of how individuals learn from education
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experiences of different kinds, and adapt what they learn to practice in relative social
isolation.

A qualitative, case study approach was adopted for this research, with the practical
inquiry found in two separate but related studies. Study A comprised an exploratory
investigation in which the existing manual handling training program of a community
service organisation, Service Care, was appraised by way of curriculum review and
interviews with office-based personnel (manager, trainer), and semi-structured interviews
and direct observations with seven informants, all new to their disability support roles.
Findings from this study facilitated the development of a trajectory for learning in
situations of relative social isolation. Study B comprised an intervention, whereby this
trajectory was implemented for a newly recruited group of in-home disability support
workers, and appraised by way of interviews with Service Care manager, trainer, newly
appointed preceptor, and semi-structured interviews and direct observation of seven
disability support worker informants.

Three conceptual and four procedural contributions from this inquiry may advance
accounts of how learning in relative social isolation may progress. Conceptually, and
firstly, learning the requirements for work without direct access to an expert is a highly
person-dependent process, and very much premised on an individual’s personal histories
and experiences. Secondly, skills formation and development for these kinds of workers
appears to arise in a personally unique way. Thirdly, there appears to be change and
progression in the types of interdependencies that are enacted when learning in the absence
of direct supervision and support.

Learning in the absence of expert guidance is an experience which may be
negotiated agentically by learners; however, this person-dependence may be mediated by
effective training provisions, both in the classroom and workplace. Procedural
recommendations from this inquiry include, firstly, that classroom sessions should
encourage the development of positive worker subjectivities and dispositions for the
support role. Secondly, brief training sessions are appropriate for isolated workers;
however, careful consideration of the content and format of classroom training sessions is
required. Initial sessions should convey basic concepts and procedures only, with ample
opportunities for trainees to rehearse key manual handling tasks in a training environment
which promotes group work and peer interaction. A return to the classroom after
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approximately eight weeks into the new role for refresher training, where authentic manual
handling problems are workshopped, opportunities to practise are provided and peer
interaction encouraged, may also facilitate far transfer of knowledge and skills in the
workplace, and further develop a positive worker subjectivity. In the workplace, a uniform
set of supports should be provided to facilitate effective learning. However, in view of the
personal learning capacities of individuals, learners themselves should be encouraged to
decide on the type, depth and frequency of their engagement with these supports.

Finally, while this inquiry has advanced a contemporary account of learning, it is
concluded that there is more work to do here. In view of the expansion of the disability
services sector in Australia, including implementation of the NDIS, more research should
be conducted with this diverse and remarkable group of workers as informants, considering
also a range of research methodologies and approaches to capture even more of the
education and training experiences and outcomes for community-based support workers.
Given that much of our work is indeed conducted in relative privacy (e.g., in private
homes) more research is needed on the kinds of education and training experiences that

may facilitate learning and working safely in the absence of expert guidance.
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Appendix A: Direct Observation Checklist: 4 and 12 weeks post training

‘Learning occupational practice in the absence of expert guidance:
A case study of in-home disability support workers’

Studies A and B

Direct Observation Checklist: 4 and 12 weeks post training

Manual Task:

Informant Number:

Date:

Observation criteria

Description of physical environment
e Pace
e Artefacts

Positioning

e Space

e Equipment

Description of social environment
e Who is involved?
e Personal histories of engagement

Interpersonal interaction
e Who initiates?
e How interactions progress
e How coordination of activities and
interactions progress

Nature of conversations
e Personal
e Social
e Work related
e Specifically manual handling related

Preparation for manual task
e Prepares environment — e.g. room to
move, position bedding, pillows,
furniture, locates all equipment,
accessories and attachments
e Communicates with client and enlists
assistance where appropriate

Achieved

Learning Need
Identified

Balanced position while performing task
e Appears stable
e Feet positioned at all times with wide
base of support (if applicable)
e Keeps the load close to body at all
times

Achieved

Learning Need
Identified
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Movements initiated from pelvis
e Kbnees and hips flexed
e Task performed without twisting of the
upper body
e Movement initiated from the pelvis —
arms or leg muscles not overworked

Achieved

Learning Need
Identified

Stabilisation of core muscles
e Appears strong and confident
throughout the task
e May confirm or deny verbally use of
core strength for stability throughout
manual task

Achieved

Learning Need
Identified

Comments:

Specific questions to ask during interview:
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Appendix B: Interview 1: 4 weeks post training
‘Learning occupational practice in the absence of expert guidance:
A case study of in-home disability support workers’
Studies A and B
Interview 1: 4 weeks post training
You recently attended a ‘Back Care and Manual Handling Session’ as part of your
orientation to Service Care. What 1'd like to do today is talk about your thoughts in relation
to that particular training session, and how you 're going about your manual handling tasks
with your client(s).
Feel free to say as much as you like — there are no wrong or right answers to the questions.
I'm interested in what the manual handling training was like for you.

Personal information

NOTE: Names and personal details will not be shown in the research report

P V' o =S

2. Gender: M/F

3. Age group (please tick one):

15- 20-29 30-39 40-49 50-59 60-69 70+
19yrs

4. Country of

birth/Mationality:. ... ...
S. Length of time in Australia (if born overseas):...... months/years

6. Current employment role at Service Care @...........c.cooeviiiiiiiiiiiininn..

7. Nature of employment: casual/part-time/full-time

8. No. of hours worked per week in this role: .......... hours
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9. Length of time in this role: .... .days/weeks/months

10. Previous employment role:

Previous jobs

Duration (months/years)

11. Educational qualifications (Please tick all that apply)

Final Year Level/Grade of
School Education

Vocational Certificate Certi
Certificate: Certificate /11 I11/Trade Certificate ficate IV
Diploma/Advanced Other:
Diploma
12. What factors encouraged you to take up your current role at Service Care?
13. Prior to your employment at Service Care, did you have any experience in

supporting someone with a disability or frail aged? (e.g. family member, friend, paid or

unpaid care)

Learning history

1. Could you briefly explain your work history to date? (e.g. what kinds of duties have
you been required to perform? What kinds of manual handling tasks?)

2. How would you describe the main ways you have learnt work tasks across your
working life (e.g. classroom? Reading materials? Observing others? *NB some
prompts only, some or none of these may be used)

3. Before you went to the manual handling training session, how did you decide how to go

about your work?

4. What were the strengths of doing things that way?
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5. What were some of the problems doing it that way?

Research sub-question 1:
What are workers learning in manual handling training sessions?

1. How effective do you believe the manual handling training has been in relation to
actually performing manual tasks in people’s homes?

Very effective | Effective | Some assistance | Not very helpful | Not at all helpful

2. Why do you believe that?

3. Before you attended the session, what were you expecting to learn?
4. Did the training achieve your expectations? YES/NO

5. What makes you say that?

6. What do you believe you actually learned from the session?

7. What else do you believe you need to learn to be safe in the area of manual handling of
your clients?

8. What makes you say that?

9. In what ways, if any, has it changed your work practice?

10. What makes training programs effective for you?

Research sub-question 2:

To what extent do they intend to apply or adapt what is learnt in a classroom session to
their workplace?

and
Research sub-question 3:

To what extent is this application or adaptability actually taking place?
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1. How did you feel about the training immediately upon completion? (e.g. motivated?
Relieved? Bored? *NB some prompts only, some or none of these may be used)

2. What makes you say that?

3. After the training, could you see yourself applying the manual handling information
presented in the classroom to your actual work?

4. In what ways will you or have you been able to use the information presented in the
classroom training session your actual work?

5. Can you provide an example in your work where you have or haven’t used the
skills/knowledge learnt in the classroom session? What happened?

6. How often are you using these skills now? (Please provide examples)

7. I notice that you [positive or negative observation in relation to manual handling
technique]. What makes you do it that way?

Research sub-question 4:

What are the factors that inhibit or support this application?

1. Since the training, what might prevent/is preventing you from using the information and
adopting the practices demonstrated in the classroom?

2. Since the training, what might assist/is assisting you in using the information and
adopting the practices demonstrated in the training session?

3. Please describe a manual handling problem you’ve encountered recently whilst working
in a client’s home.

4. How did you solve this problem?

5. What helped you resolve this problem?

6. What prevented you from resolving this problem?

7. 1 notice that you [positive or negative observation in relation to a manual handling

technique]. What has helped you remember [the correct technique]? What made you
forget [the correct technique]?

Research sub-question 5:
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How best to support in-home disability support workers to learn skills and knowledge in
classroom training sessions and adapt these to various work situations?

1. Thinking back to the classroom session now, what did you conclude about how the
training was delivered?

2. What were the strong points of that training? What, in your opinion, made these strong
points?

3. What were the weak points of the training? What, in your opinion, made these weak
points?

4. Can you describe three parts of the training delivery that are most likely to really help
you in your work with clients?

5. Can you explain how the information in the classroom session differed to how you
conduct your work in the client’s home?

8. Do you think the training session should be organised differently? YES/NO
9. If “YES’ answered in Q8, how should the training session be organised differently?
10. What makes you say that? (i.e. how would these changes help?)

11. How much contact have you had with your ‘expert other’ (prompts: buddy,
coordinator, preceptor as appropriate) since doing the manual handling training?

Daily Weekly Monthly Not at N/A
all

12. Why this frequency?

13. What for you would be the most helpful frequency?

Daily, Weekly Monthly Not at N/A
all

14. In what ways has this or would this contact help(ed) you?
15. In what ways has this contact hindered your development?

16. What could be done to better support you and keep your body safe and healthy in the
workplace?
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Appendix C: Interview 2: 12 weeks post training

‘Learning occupational practice in the absence of expert guidance:
A case study of in-home disability support workers’

Studies A and B
Interview 2: 12 weeks post training

Thanks for meeting with me again to discuss your progress in the workplace, specifically in
relation to your orientation classroom manual handling training session 12 weeks ago.
What I'd like to do today is further explore your thoughts in relation to that particular
training session, and how you re going about your manual handling tasks with your
client(s). Note that the questions I ask will be almost identical to those asked last time.

Feel free to say as much as you like — there are no wrong or right answers to the questions.
I’'m interested in what the manual handling training was like for you.

Research sub-question 1:
What are workers learning in manual handling training sessions?

Prompt: last time you said that you had learned ..... from the training session, that it
had/hadn’t met your expectations.

1. Thinking back to the training 12 weeks ago, and thinking about how you are conducting
manual handling tasks with your client(s) today, how effective do you believe the
classroom training has been in relation to actually performing manual tasks in people’s
homes?

Very effective | Effective | Some assistance | Not very helpful | Not at all helpful

2. Why do you believe that?
3. What do you believe you actually learned from the session?

4. What else do you believe you need to learn to be safe in the area of manual handling of
your clients?

5. What makes you say that?

6. Inwhat ways, if any, has it changed your work practice?
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Research sub-question 2:

To what extent do they intend to apply or adapt what is learnt in a classroom session to
their workplace?

and
Research sub-question 3:
To what extent is this application or adaptability actually taking place?

Prompt: last time you said that after the classroom training you could/couldn’t see yourself
applying the information learnt, because.....

1. Thinking back to the classroom training, and having worked with your client(s) for a
period of time now, how do you feel about the training today? What makes you say
that?

2. Thinking back to the classroom training, can you see yourself applying the manual
handling information presented in the classroom to your actual work today?

3. In what ways will you or have you been able to use the information presented in the
classroom training session your actual work?

4. Since our last interview, can you provide an example in your work where you have or
haven’t used the skills/knowledge learnt in the classroom session? What happened?

5. How often are you using these skills now? (Please provide examples)

6. | notice that you [positive or negative observation in relation to manual handling
technique]. What makes you do it that way?

Research sub-question 4:

What are the factors that inhibit or support this application?

Prompt: last time you said you were/weren’t using the techniques taught in the classroom,
because...

1. Since the orientation classroom training, what might prevent/is preventing you from
using the information and adopting the practices demonstrated in the classroom?

2. Since the initial training, what might assist/is assisting you in using the information and
adopting the practices demonstrated in the training session?
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3. Please describe a manual handling problem you’ve encountered recently whilst working
in a client’s home.

4. How did you solve this problem?

5. What helped you resolve this problem?

6. What prevented you from resolving this problem?

7. I notice that you [positive or negative observation in relation to a manual handling
technique]. What has helped you remember [the correct technique]? What made you
forget [the correct technique]?

Research sub-question 5:

How best to support in-home disability support workers to learn skills and knowledge in
classroom training sessions and adapt these to various work situations?

Prompt: last time you identified strong/weak points of classroom training as...., and that
you preferred training sessions to be ......

1. Thinking back to the orientation classroom session in relation to how you are working
with your client(s) today, what do you conclude about how the training was delivered?

2. What were the strong points of that training? What, in your opinion, made these strong
points?

3. What were the weak points of the training? What, in your opinion, made these weak
points?

4. Can you describe three parts of the training delivery that are most likely to really help
you in your work with clients?

5. Inrelation to how you carry out your work with your client(s) today, can you explain
how the information in the classroom session differs to how you conduct your work in
the client’s home?

6. Do you think the training session should be organised differently? YES/NO

7. If “YES’ answered in Q8, how should the training session be organised differently?

8. What makes you say that? (i.e. how would these changes help?)

9. How much contact have you had with your ‘expert other’ (prompts: buddy,
coordinator, preceptor as appropriate) since doing the manual handling training?
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Daily Weekly Monthly Not at all

N/A

10. Why this frequency?

11. What for you would be the most helpful frequency?

Daily Weekly Monthly Not at all

N/A

12. In what ways has this or would this contact help(ed) you?

13. In what ways has this contact hindered your development?

14. What could be done to better support you and keep your body safe and healthy in the

workplace?
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Appendix D: Pilot Evaluation: Manual Handling Classroom Training

Session

‘Learning occupational practice in the absence of expert guidance:
A case study of in-home disability support workers’

Pilot Evaluation: Manual Handling Classroom Training Session

Thank you for attending today’s education and/or training session. To gain some feedback
regarding content and format of the session, it would be appreciated if you could spend a

few minutes completing this evaluation. Please return at the end of the session.

Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

I learnt some manual handling
information today, that will be
helpful in my work with clients

| believe that the methods of
instruction used in the training today
were appropriate for my learning
needs

I now know more about safe manual
handling than I did before | came to
training

The time allocated for the training
was sufficient

| believe that the level of
information presented today was
appropriate for my level of
experience as a support worker

| believe that the timing between
commencing work with clients in
their homes, and attending today’s
training is appropriate

I believe today’s training has
assisted my development as a
professional support worker

| intend to use some of the
knowledge and skills learnt in
training today as soon as | return to
work with my client(s)
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What did you find most useful about today’s education/training session?

What did you find least useful about today’s education/training session?

Are there any changes that you would recommend being made to this session to meet
your needs?

THANK YOU FOR YOUR TIME
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