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Foreword  
 
The Victorian Hospital Industry Association as the sponsor organisation for this project is 
encouraged by the results reported in this evaluation report. 
 
Safe Design is an important principle in occupational health and safety and this project has 
represented a tangible translation of principles into practice. 
 
The health industry is typified by high levels of demand for service, high expectations of the 
community about the quality of the service and limited resources to meet these demands. Poor 
occupational health and safety adds a human, social and economic burden that makes provision of 
the service even more demanding. 
 
The approach to better design of health and aged care facilities highlighted in this project illustrates 
that involvement in the design of workplaces by the eventual users is a critical element in achieving 
sustainable improvements in OHS. Some of the case studies in the report make it clear that staff 
are more satisfied, and work is safer and more efficient where design is an important part of the 
safety system. Reducing risks by better design allows health and safety issues to be addressed at 
the earliest point minimising the need for costly redesign of facilities at a later stage. 
 
On behalf of the VHIA I would like to thank everyone involved in this project for making safe design 
a much more prominent and accessible way of improving OHS outcomes  in the health and aged 
care sector. 
 
Alec Djoneff 
 
Chief Executive Officer 
Victorian Hospitals Industry Association 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



VHIA Design Advisory Service Evaluation-Final Report  5

Acknowledgements 
 
The contribution made by all members of the Steering Committee was essential to the success of 
the project. The Australian Nursing Federation (Vic Branch) (Jeanette Sdrinis), Aged Care Victoria 
(Ken Blair), Royal Australian Institute of Architects (Michael Harbour) and Worksafe Victoria 
(James Doulis, Marg Best and Jennifer Chellew) provided guidance and support for the project. 
 
Consultants Fiona Begg and Mark Hennessy were the face of the project and their professional and 
expert services provided the project with the credibility and impact it has achieved. Bryan Bottomley 
provided project advice and undertook the evaluation. 
 
The project was managed by Rennis Witham for the VHIA and her management of the project and 
use of her networks in the health sector enabled the project to run smoothly and effectively. 
 
 
 
 
 
 
 



VHIA Design Advisory Service Evaluation-Final Report  6

1 BACKGROUND 
 
The Victorian Health Industry Association (VHIA) Design Advisory Service (DAS) was developed to 
address manual handling injuries in the health and aged care sector. The project aimed to build on 
work done through No Lift programs and was prefaced on the concept that design based controls 
potentially have the greatest impact on risk exposure and subsequent injury and claims costs. The 
project set out to explore the benefits of supporting upstream and equipment based ways of 
reducing patient/resident handling risk exposure. 
 
The objectives of the initiative set out in the funding proposal were to: 
 

• Increase the capacity within the health sector to identify and implement design based 
changes that reduce risks to employees and patients/clients/residents 

• Identify through design audits in over 100 facilities areas where design changes can 
improve the effectiveness of other measures and reduce patient/resident handling risks 

• Provide specific ergonomic advice to facilities undertaking new works or refurbishment to 
reduce patient/resident handling risks 

 
The outcomes of the project set out in the funding proposal were expected to be: 
 

• A reduction in the level of patient/resident handling risk exposure in the building and 
refurbishment projects that use the design guidelines consultancy 

• A reduction in the longer term manual handling claims incidence rate and the average cost 
of manual handling claims in participating facilities 

• A greater awareness and capability of key stakeholders to incorporate design measures to 
reduce workplace patient/resident handling risks 

 
The benefits of the project were estimated at a 27% reduction in claims numbers and a $10m 
claims cost reduction over a ten year period. This reduction was based on a rolling 3.5% reduction 
and the transfer of design practices highlighted in the first three years to all workplaces in the 
sector by the end of ten years. The 3.5 % figure was based on the minimum case WorkCover 
scenario used in the Manual Handling Regulatory Impact Statement. 
 
The Design Advisory Service (DAS) was funded to meet several needs in the health sector. Firstly, 
the level of injury related to patient lifting and transfers required a further response to the initiatives 
already underway.  
 
In 1999 WorkCover released Designing Workplaces for Safer Handling of Patients/Residents, 
Guidelines for the design of health and aged care facilities.  
 
These guidelines were aimed at reducing musculoskeletal injuries among staff that handle patients 
or residents in acute and aged care facilities. The most significant impact of these guidelines is at 
the design stage of any new development or refurbishment project and the DAS provided on the 
ground promotion and support for these guidelines. 
 
Preliminary evidence suggested that No Lifting policies were significantly reducing risk exposure 
and subsequent claims costs and premium levels. Evidence also suggested that greater attention 
to design issues was likely to increase the effectiveness of these initiatives.  
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The Department of Human Services funding program for nurse back injury prevention noted as an 
area for improvement: 
 
“Inadequate storage space for equipment/lack of space in rooms and en-suites /bathrooms. This 
has been long identified as a major barrier to safe patient handling in health care facilities, and is 
now being addressed under the new Victorian WorkCover Authority (VWA) Guidelines for the 
Design of Health and Aged Care facilities.”1 
 
The benefits achieved by controls such as mechanical aids and training are intrinsically linked to 
the presence or lack of good design features. The ANF No Lifting Policy highlighted the need to 
integrate measures including design changes. The ability to utilise overhead tracking and drop 
down grab rails, requires substantial structural support which needs to be considered at the design 
stage. Other equipment, such as mobile hoists and shower trolleys, require considerable space 
while being used. 
 
The DAS was proposed to address changing work practices associated with both patterns of care 
and the introduction of no lifting policies. Movement of patients on beds to reduce the number of 
patient transfers can create other problems if corridors and doorways are not wide enough for easy 
movement. The desire to have flexible accommodation for longer term patients to account for the 
lifecycle of care patterns that will be required also highlighted the need to build in infrastructure to 
cope with changing dependency levels. 
 
Secondly, the DAS was supported given the high incidence and cost of manual handling injuries in 
the health sector. The Victorian WorkCover Authority’s Workplace Injuries in the Health Industry 
report released in 1998 outlined the following profile: 
 

• Back injuries are the most common type of reported claim (44%) and 77% of all back 
injuries are caused by stressing, lifting/handling 

• Sprains account for 77% of all work injuries in the health sector 
• 52% of all claims were reported by nurses2 

 
WorkCover has estimated the average manual handling cost at $28,109 and has further estimated 
a 4:1 indirect costs ratio3.  
 
Recent data from a WorkCover survey found that the majority of risk controls (57%) implemented to 
control manual handling risk were administrative solutions yet the “capital intensive controls yielded 
the highest proportion of employers reporting significant benefits”.4 
 
 
 
 
 
 

                                                 
1 Department of Human Services, New Millennium, New Practices. Nurses Back Injury Prevention Program. Preliminary 
results., 2000, p.13. 
2Victorian WorkCover Authority, Workplace injuries in the health industry, 1995-96 and 1996-97, , 1998, p.3 
3 Victorian WorkCover Authority, Issues Paper: Review of Manual Handling Regulations 1988 and associated Code of 
Practice, 1998. 
4 Ibid, p.20 
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2 OUTLINE OF THE PROJECT 
 
2.1 Project Sponsor 
 
The project was managed by the Victorian Hospitals Industrial Association (VHIA). The proposal 
was supported by the ANF and the HSUA ensuring that the project would have a broad platform of 
industry support. 
 
The VHIA is a federally registered employer organisation essentially covering the public health care 
industry. VHIA consists of members and subscribers and carries out fee for service work in both 
public and private sectors. VHIA has a Board of Management consisting of senior managers within 
the health industry. The sector covered by the VHIA represents amongst the highest risk and cost 
impact activities in the Victorian prevention and worker’s compensation system and includes: 
 

• Nearly all Acute Public Sector Hospitals. These include all the Metropolitan Health 
Services, all Base Hospitals, and the vast majority of District Hospitals. 

• All Community Health Centres All Public Sector Aged Care Facilities. 

• Most "for profit" private sector aged care facilities. 

 
2.2 Project Reference Group 
 
A project reference group was established and the following organisations were invited to 
participate: 
 

• Australian Nursing Federation  

• Health Services Union Australia  

• Aged Care Victoria  

• Royal Australian Institute of Architects  

• Victorian Association of Health and Extended Care  

• Private Hospitals Association  

• Department of Human Services  

• WorkSafe Victoria  
 

The role of the reference group was to: 
 
• Provide a means of consultation with key health sector stakeholders with an interest in 

workplace design; 

• Function as a “sounding board” for the development, implementation and evaluation of the 
Design Guidelines project; 

• Promote cooperation and communication with key health sector stakeholders regarding 
progress of the Design Guidelines project.   

 
The ongoing core members for the duration of the project were ANF, Aged Care Victoria, RAIA and 
WorkSafe. 
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2.3 Project team 
 
Two experienced ergonomists were engaged (Fiona Begg and Mark Hennessy) to provide design 
advisory services. Both had considerable health sector experience and had involvement in the 
development of the WorkSafe Guidelines. 
 
2.4 Project Operation and Timetable 
 
The project commenced operation in late 2001 and the first facility workshop was conducted in 
February 2002. The final DAS service was provided in June 2005. 
 
Adjustment to the targets for workshops, audits and consultancies were made over the life of the 
project with the low demand for audits compensated by an increase in the workshops and 
consultancies undertaken. 
 
The operating model depended less on promotion and advertising of the service and more on 
follow ups from workshops and word of mouth. This type of service requires considerable lead time 
in order to get facilities to commit to undertaking one of the services.  As a consequence the life of 
the project was extended by 12 months to allow the maximum use of the allocated funds.   
 
2.5 Elements of the service 
 
2.5.1 Design awareness workshops  
 
As part of the process of increasing awareness of design based risk reduction the consultants ran 
introductory workshops for those with a likely involvement in planning new works or refurbishments. 
The workshops involved facility managers, direct care workers and OHS representatives so that 
any future participation in a consultation process can be as effective as possible in reflecting end 
user needs. 
  
The workshops were used as a way of encouraging facilities to take up the other services available 
in the project as well as increasing skills and knowledge about the link between design and OHS. 
 
The workshops were based on a 2.5 hour session and aimed to empower managers and staff to 
get the best results out of the design process. The workshop provided: 
 
• information about good design 

• advice about planning the design process 

• skills in reading plans and identifying potential design problems.  
 
The target audience covered any persons who may become involved in the design process 
including: 
 
• Project Managers 
• Architects 
• Managers involved in building design, eg. Chief Nursing Officers, Nurse Unit Managers, 

Human Resources Managers.  
• Managers 
• Health and Safety Representatives 
• Occupational Health and Safety Committee members 
• Employees involved in design focus groups 



VHIA Design Advisory Service Evaluation-Final Report  10

During the workshop the consultants used a range of materials to bring the design issues to life and 
provide a practical and realistic set of scenarios for participants to consider. The workshops were 
interactive and designed to provide participants with new skills. The materials included: 
 
• WorkSafe publication – “Designing workplaces for safer handling of patients/residents”  
• Architectural drawings and DAS Solution sheets 
• Scaled rulers, tape measures & chalk/tape  
• Patient handling equipment (if possible) – wheelchair, hoist, patient trolley 
 
In many instances, where available, proposed plans from the actual workplace were used in the 
workshop. Participants used the Workplace Design Safety Audit Checklist from the Guidelines to 
assess the plan for functionality.  
 
The initial project plan estimated 24 workshops but over the course of the project 40 workshops 
were completed. This reflects the greater demand for entry point information on design. 
 
2.5.2 Design audits 
 
Using the Workplace Design-Safety Audit Checklist in the Guidelines consultants conducted an 
assessment of design related issues in facilities and provided a basis for facilities to improve the 
current fit between design and improved heath and safety. These assessments varied in length 
depending on the size and nature of the facility (or part of the facility).  
 
Audits were able to assist at several stages including: 
 

• Post occupancy review to identify any outstanding issues requiring attention 

• Current facility review to raise awareness of the issues that can be addressed by design 
when new or refurbished facilities are contemplated 

• Initial planning stage for any current new works or refurbishment project 
 
The initial project plan estimated 110 audits and 39 audits were completed. As the project has 
unfolded, clients expressed less interest in the audits of existing workplaces than originally 
expected. This was because they were usually aware of the shortcomings of their existing buildings 
and did not need nor wish to have them highlighted in a report. Consequently resources were 
shifted to workshops and consultancies. 
 

2.5.3 Specific project consultancies 
 
Specific consultancies provided a dedicated advisory service to a facility undertaking new works or 
refurbishments and included: 
 

• Advice on the guidelines and how they can be applied 

• an independent review of architectural drawings 

• Specific advice on safer handling of patients/residents based on no lifting principles 

• Advice and assistance in establishing an effective staff consultation program 

• Briefing of any project managers, user groups, infrastructure managers and architects 

• Preparation of reports to assist staff and designers 
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The length of consultancies varied but was based on a two day period. The initial project plan 
estimated 25 consultancies and 51 were completed. The increased demand for assistance during 
the design process was seen as the most effective means of influencing the design of new 
buildings to take account of OHS issues.  
 
2.5.4 Promotion of design issues 
 
The initial project included a communication and promotion component for the DAS and this was 
achieved by mail outs through the VHIA network with support from ANF and WorkSafe. However it 
became apparent that a broader program of promotion and advocacy for design was required in 
addition to the service itself. 
 
Presentations were made at a number of conferences including: 
 
• SIA 2004 - Paper - "Changing the way buildings are designed - for safer manual handling", 

Begg & Hennessy 

• Human Factors & Ergonomics Society of Australia National Conference November 2001 - 
Paper - "Designing Workplaces for Safer Handling of patients & aged care residents", Begg & 
Hennessy 

• Human Factors & Ergonomics Society of Australia (Vic Branch) - 2002 - Design Awareness 
Workshop 

•  Human Factors & Ergonomics Society of Australia National Conference - 2002 – Workshop - 
"Intervening in the Design Process"  

• Victorian Health OHS Forum - 2003 - Presentation – “Designing Safer Health & Aged Care 
Workplaces” 

• ANF No Lifting Forum - 2002 - presentation - "A paradigm shift in preventing injuries from 
handling patients & residents" 

• ANF Expo - 2003 - Presentation - "Designing Safer Health & Aged Care Workplaces" 

• ANF Expo 2004 - Presentation - "Changing the way buildings are designed for safer manual 
handling" -  

• Royal Australian Institute of architects - 2003 - Workshop - Designing for safer workplaces 
 
The DAS also addressed key influences on the use of safe design principles in the health sector 
including the potential in the OHS Act to include design duties, the impact of DHS policies and the 
adequacy of Australian Standards.  
 
2.5.5 Information on design 
 
As a result of DAS services the need for better information about design in the health sector was 
identified and addressed with a series of solution sheets. Solution sheets were produced on the 
following subjects: 
 
• Overhead tracking 

• En-suite design 

• Floor coverings 
 
These solution sheets are attached in Attachment 4. 
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3 EVALUATION APPROACH 
 
3.1 Overview 
 
The evaluation plan addressed the different levels at which this initiative sought to change practices 
and improve health and safety.  
 
The first level focused on individual knowledge and competence to incorporate design in OHS 
planning and programs. The workshop component aimed to increase the capability and influence of 
a range of groups including architects, design consultants, facility managers, direct care managers 
and direct care staff.  
 
The ability to gather outcome data that was limited and the evaluation concentrated on the increase 
in design literacy facilitated by the workshop. A questionnaire was used at the end of each 
workshop to get feedback on design “literacy”.  
 
The second level focused on change motivated by the use of design audits and consultancies at an 
individual facility level. The evaluation plan tried to measure the nature and scope of design 
changes in current and future building or refurbishment projects. A questionnaire was used to 
establish the nature of any changes resulting from the DAS intervention. 
 
Finally, an analysis of claims data was used to estimate the impact of changes resulting from the 
DAS. 
 
3.2 Methodological issues 
 
The nature of this intervention raised a number of methodological issues for the evaluation. These 
issues were more significant for the effectiveness dimension of the evaluation. An effectiveness 
evaluation is designed to establish whether an intervention (the proposed program of activities 
based on the guidelines) has had the effect intended and to estimate the size of the effect. Analysis 
of compensation claims is a requirement of the Safety Fund program and an understanding of 
some of the limitations of such analysis is noted below. 
 
3.2.1 Ability to track changes 
 
The initial objective of the evaluation plan was to track changes resulting from design changes 
prompted by the DAS. The actual experience with consultancies was that the service was used to 
cover parts of a facility or to plan for work not yet commenced. The long lead time for some projects 
means that it is not possible to track the impact of some of the changes resulting from the DAS. 
Consequently the claims analysis does not cover facilities where the new or refurbished building is 
not yet in use. 
 
3.2.2 Ability to use claims data for part of a workplace 
 
In addition to the above limitation consultancies and audits were often specific to part of a 
workplace and it is not possible to differentiate the potential impacts across the whole workplace. 
Where possible claims data is used for workplaces where the impact of the intervention could be 
reliably generalised across the whole workplace. 
 
3.2.3 Ability to distinguish design impacts from other elements of a No-Lift program 
 
In most of the workplaces using the DAS a No-Lift program was in operation. As will be discussed 
later a number of Victorian studies have recently identified reduction in claims rates as a result of 
No-Lift programs.  
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It is not possible to accurately identify the contribution of the various elements of a No-Lift program. 
The approach taken in this evaluation is to examine closely evaluations of No-Lift and design 
interventions to identify a basis for allocating a share of influence to design changes. Another way 
of looking at this is to establish from research evidence the extent to which injury is caused by poor 
design. 
 
3.3 Research into the impact of design changes. 
 
The role of design in improving health and safety outcomes has been prominent in recent times 
and is included as a central plank in the National OHS strategy5. A study commissioned by the 
National OHS Commission examined the poor design causes of death and injury in Australia in the 
period 1997-20026.  
 
An injury was defined as a design-related case if: 
 
• any aspect of the construction of equipment, plant, tools or structure involved in the incident 

made a meaningful contribution to the occurrence of the injury-causing incident and/or to the 
occurrence of fatal injury resulting from the incident; and 

• it was realistic to expect that this factor could have been modified to avoid the incident or the 
subsequent fatal injury. 

 
The study reported that: 
 
Seventy-seven (37%) of the 210 identified workplace fatalities definitely or probably had design-related 
issues involved. In another 29 (14%), the circumstances were suggestive that design issues were involved. 7 
 
While design related death is not a focus of the DAS the evidence suggests that the role of design 
is significant at least on the basis that there would have been design related precursors and 
preconditions for many of the deaths reported. The study also reported that design relatedness for 
serious injuries was at a 30% level. 
 
The study was restricted by the lack of detailed information that would enable confident allocation 
of design factors to a death or injury case. The study is probably built more on some failure of 
design rather than on identifying circumstances in which design could have prevented the problem. 
The latter is really the focus of the DAS intervention and thus the NOHSC study is biased to 
traditional machinery and equipment sources of poor design rather than the more integrated 
building layout and mechanical aids focus of the DAS project. 
 
Consequently the NOHSC study while identifying design as a key factor does not provide any 
reliable basis for extrapolating a design relatedness factor to apply to the health and aged care 
sector. 
 
A recent study of the economic benefits of ceiling lifts represents a model particularly pertinent to 
this evaluation. This study conducted in British Columbia was a longitudinal case study of the 
efficacy of ceiling lifts over a 6 year period.8 
 
The study compared a 3 year pre-intervention period with a 3 year post intervention period and 
reported reductions in claims numbers and costs. The ceiling lift had most impact on lifting and 
transferring of patients and least impact on repositioning of patients. A 67% reduction in 
lifting/transferring claims was reported with a slight increase in repositioning claims. 

                                                 
5 National OHS Commission, National OHS Strategy 2002-2012, Commonwealth of Australia, 2002. 
6 National OHS Commission, The role of design issues in work-related injuries in Australia 1997-2002, July 2004. 
7 Ibid, p.1. 
8 Chhokar, R., Engst, C., Miller, A., Robinson, D., Tate, R.B., and Yassi, A., The three year economic benefits of a ceiling 
lift intervention aimed to reduce healthcare worker injuries,. Applied Ergonomics 36, 2005. 
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A cost benefit analysis indicated that it would take 2.5 years to pay back the initial investment in the 
equipment and then continue to generate a stream of benefits based on reduced injuries. 
 
An earlier study undertaken in British Columbia9 examined the effectiveness of replacing floor lifts 
with mechanical ceiling lifts. The rate of musculoskeletal injury caused by lifting/transferring 
patients was significantly reduced (58% reduction) after installation, but rates of all musculoskeletal 
injury and musculoskeletal injury caused by repositioning did not statistically decline.  
 
A follow up report on this same study showed that using data over a longer period and with some 
changes to techniques the use of ceiling lifts had achieved an 82% reduction in claims costs 
associated with patient lifting and transferring.10 
 
A review of Ceiling Lift research by the Occupational Health & Safety Agency for Healthcare11 in 
British Columbia reports that the Interior Health Authority conducted a case study of a no lift 
program at a 257 bed extended care facility with ceiling lifts installed over all of the resident beds.  
 
When examining patient handling injuries, there was a 53% reduction in claims costs across the 
whole facility with one unit decreasing the cost of their patient handling injuries by 93% over a five 
month period prior to staff using the ceiling lifts and five months after using the lifts.  
 
Expanding this analysis to one year pre- one year post installation, there was a 41% reduction in 
days lost due to patient handling injuries. In addition, the average cost per claim decreased by 45% 
indicating that staff injuries were less severe following the ceiling lift initiative.  
 
The results of these Canadian studies suggest that the impact of design changes such as 
introducing overhead tracking are significant and in the order of at least a 50% reduction in claims 
frequency and cost. 
 
The most pertinent Australian research for estimating the impact of design changes is the Victorian 
Nurses Back Injury Prevention Project (VNBIPP) which provided funding to Victorian public health 
care facilities to implement Back Injury Prevention Programs based on ‘No Lifting’ principles.  
 
Facilities were given funding to purchase patient handling aids and equipment and educate and 
train nurses in no lifting methods. Two evaluations have been conducted to assess the impact of 
this initiative. 
 
The first evaluation published in 200212 reported a 48% reduction in claims for nurses and an over 
50% reduction in claims costs. One of the key issues for achieving these reductions were design 
related changes. The study reported that: 
 
Inadequate or poorly accessible space for storing and operating patient handling equipment is an obstacle to 
successful program implementation. Methods used to deal with this included renovation, rearrangement of 
existing space and removal of beds to allow centrally located storage. Health facility managers need to be 
alerted to the importance of providing work environments that allow all nurses to utilise patient handling 
equipment. Alterations to workplace environments should occur with consideration of the recommendations 
in the WorkSafe publication ‘Designing Workplaces for Safer Handling of Patients/Residents’ (Victorian 
WorkCover Authority, 1999). Consideration should be given to space requirements to operate and store 
patient handling equipment when building new health care facilities.13 

                                                 
9 Ronald LA, Yassi A, Spiegel J, Tate RB, Tait D, Mozel MR. Effectiveness of installing overhead ceiling lifts. Reducing 
musculoskeletal injuries in an extended care hospital unit. AAOHN J. 2002 Mar;50(3). 
10 Occupational Health & Safety Agency for Healthcare in British Columbia, The Ceiling Lift Project at St. Joseph’s 
General Hospital: Follow-up Evaluation August 2002., 2003.  
11 Occupational Health & Safety Agency for Healthcare in British Columbia at http://www.ohsah.bc.ca  
12 Department of Human Services, Victorian Nurses Back Injury Prevention Project (VNBIPP), Evaluation Report 2002, 
Victorian Government, 2002. 
13 Ibid, p.2. 
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This indicates that good facility design plays a significant part in enabling the methods required in 
No Lift program to be implemented.  
 
A second and more detailed evaluation of the VNBIPP was published in 2004 and it also reported a 
reduction in the rate of back injury claims of 24% across the period of the program.14 The longer 
term focus of the second evaluation (ten years) and the specific location basis for the first 
evaluation would explain some of the dilution in the level of claim reductions. However the results 
of the longitudinal study can be considered as conservative and provide a well founded baseline for 
estimating the impact of the intervention. 
 
In this evaluation the role of design was again highlighted. The report states: 
 
The two major factors identified as being barriers to success and future sustainability included lack of 
funding, both within facilities and from external sources, and physical constraint issues such as inappropriate 
design and lack of storage space. Other factors such as resource issues, staffing issues, allocated time for 
program co-ordinators, staff complacency and the need to maintain the momentum established by the 
VNBIPP, were also mentioned relatively frequently.15 
 
A survey was sent to facilities to identify success factors and future sustainability factors and the 
results indicated the importance of design issues. The highest rated success factor was “the 
opportunity to take underlying philosophy into account in new designs and re-developments” (74%). 
The biggest barrier currently was physical constraints such as lack of storage, floor covering issues 
and lack of funding (77%). These two factors were equally prominent in the facilities’ assessment of 
the future sustainability of injury reduction initiatives. 
 
The extension of this approach to the private aged care sector through a Safety Development Fund 
project reported similar good results with significant reduction in injury rates and claims costs.16 
 
Another Australian study conducted by WorkCover in South Australia has demonstrated the 
relationship between factors such as availability of mechanical aids and the impact of awkward 
postures with claims rates.17 
 
This study was a statistical analysis of a survey of nurses and carers and developed a model of 
factors that influenced claims rates. 
 
On the influence of mechanical aids the study reported: 
 
Other things equal, claim rates for employees at workplaces with high levels of aids availability are 0.75 times 
those for employees at workplaces with low levels of aids availability18. 
 
With regard to awkward postures the study found an almost direct relationship between an increase 
in awkward postures and an increase in claims rates. The report states that: 
 
On average: 
• as the working space available improves, the level of awkward moves decreases 
• as the availability of suitable, well maintained aids improves, the level of awkward moves decreases 
• as the proportion of time on slippery/wet floors tasks increases, the level of awkward moves increases 
• at the higher levels of person handling tasks (>55%-60 per cent), the level of awkward moves is higher19 

                                                 
14 Department of Human Services, Victorian Nurses Back Injury Prevention Project, Evaluation Report December 2004, , 
Victorian Government, 2004. 
15 Ibid, p.46. 
16 ANF (Vic), Aged Care Association of Victoria, Victorian Association of Health and Extended Care, Private Aged Care 
No Lifting Project Final Report, 2003. 
17 WorkCover Corporation South Australia, Workplace Environment Study, Industries: Aged Care and Hospitals; 
Occupations: Registered Nurses, Enrolled Nurses and Carers, 2003. 
18 Ibid, p.18. 
19 Ibid, p.19. 
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A common theme in the research about reducing injuries in the health sector is the role that safe 
design plays either as a platform for success and sustainability. In the case of poor design the 
potential injury reductions and benefits are limited. 
 
It is reasonable to conclude that design is critical to reducing lifting/transferring injuries and that it 
accounts for a significant part of the benefits realised. 
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4 EVALUATION RESULTS 
 
The evaluation results are primarily drawn from a number of questionnaires and surveys 
administered after the respective DAS interventions. 
 
4.1 Workshops 
 
The results from the questionnaire (Attachment 1) are relevant to assessing the success in 
achieving the objectives of the workshops. The objectives were to: 
 
• Develop a strong awareness and understanding of the causal link between workplace design 

and occupational health and safety (OHS) in the health and aged care industry (including the 
regulatory framework and industry standards).  

• Obtain hands on working knowledge of the WorkSafe publication “Designing workplaces for 
the safer handling of patients/residents” (the Design Guidelines). 

• Develop skills in identifying risks to health and safety using architectural drawings.  

• Develop an understanding of the benefits and some methods for achieving effective user 
consultation during the various stages of the design process. 

• Develop an understanding of the benefits and method for undertaking effective post occupancy 
evaluation with respect to functionality and OHS. 

 
The results are drawn from returns by 334 participants who participated in 39 workshops. About 
40% of the workshops were conducted in rural and regional Victoria reflecting the thirst for advice 
outside the Melbourne area and the difficulty in accessing some of the larger urban health and 
aged care facilities. 
 
The first table shows the awareness of the “Designing workplaces for the safer handling of 
patients/residents” (the Design Guidelines). 
 
Table 1: Knowledge of Guidelines 
 

  Frequency Percent 
Yes 151 45.2 
No 182 54.5 
NA/NR 1 .3 

  

Total 334 100.0 
 
A little under half of the participants were aware of the Design Guidelines indicating the value of the 
project in increasing awareness and use of the Guidelines. 
 
Table 2: Prior involvement in design changes 
 

  Frequency Percent 
Yes 97 29.0 
No 204 61.1 
NA/NR 33 9.9 

  

Total 334 100.0 
 
Table 2 identified participants who had previously been involved in the process of design based 
changes. Less than a third of the participants had taken part in a design process indicating the 
importance of the learning provided in the workshops. 



VHIA Design Advisory Service Evaluation-Final Report  18

For those who had been involved in a design project management or consultants were most likely 
to have been involved with direct care staff less involved (Table 3). 
 
Table 3: Role in previous project 
 

  Frequency Percent 
Direct care staff 30 9.0 
management 60 18.0 
NA/NR 244 73.1 

  

Total 334 100.0 
 
Table 4 shows for those who had been involved in a design project the vast majority resulted in 
design changes indicating the longer term value of such design reviews. 
 
Table 4: Design changes resulting 
 

  Frequency Percent 
Yes 71 21.3 
No 8 2.4 
NA/NR 255 76.3 

  

Total 334 100.0 
 
An indicator of awareness about design issues was knowledge of the ANF No Lift Policy which has 
been widely disseminated in the sector. A majority of participants (Table 5) had read the ANF NO 
Lift Policy but still a significant minority had not looked at the policy although they may have been 
broadly aware of its existence. 
 
Table 5: Read ANF policy 
 

  Frequency Percent 
Yes 175 52.4 
No 135 40.4 
NA/NR 24 7.2 

  

Total 334 100.0 
 
Related to the ANF no Lift policy is evidence of a No Lift program at the participant’s workplace. 
Most participants said their workplace had a no lift program (Table 6). In some cases this meant 
part of the workplace had such a program or that they had started to implement such a program. 
 
Table 6: No Lift at workplace 
 

  Frequency Percent 
Yes 217 65.0 
No 50 15.0 
NA/NR 67 20.1 

  

Total 334 100.0 
 
Table 7 shows that the vast majority of participants thought there were existing hazards in their 
workplace that could be designed out. 
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Table 7: Hazards designed out 
 

  Frequency Percent 
Yes 256 76.6 
No 35 10.5 
NA/NR 43 12.9 

  

Total 334 100.0 
 
Those who indicated there was design related hazards at their workplace were asked to indicate 
what type of hazards existed at their workplace.  
 
The results are shown in Table 8. Size and layout of rooms and storage were most frequently 
mentioned design issues. Width of passageways and doorways, en-suite and toilet layout and type 
of flooring were other frequently mentioned issues. 
 
The table shows the first hazard identified by participants and if second and third hazards 
mentioned were included access between floors or buildings, flooring and shower and toilet layout 
would be more prominent. 
 
Table 8: Type of hazard 
 

  Frequency Percent 
  Size and layout of rooms 81 24.3 
  Passage width 34 10.2 
  Storage 25 7.5 
 En-suite/Toilet layout 23 6.9 
 Doorway width/ease of use 20 6.0 
 Carpet/flooring 17 5.1 
 Age of bldg 13 3.9 
 Height of shelving, desks 10 3.0 
 Lack of overhead tracking 9 2.7 
  Access between floors 6 1.8 
  Shower floors slippery 3 .9 
  Placement of power points 2 .6 
  Stairs 2 .6 
  Equipment servicing 1 .3 
  Consultation 1 .3 
 NA/NR 87 26.0 
  Total 334 100.0 

 
Apart from feedback about design issues the evaluation also covered the value of the workshop to 
the participant. 
 
Table 9: Better understanding of design 
 

  Frequency Percent 
Yes 318 95.2 
No 9 2.7 
NA/NR 7 2.1 

  

Total 334 100.0 
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Almost 100% of participants thought that following the workshop they had a better understanding of 
design issues (Table 9). 
 
Table 10: Workshop provided information 
 

  Frequency Percent 
Yes 323 96.7 
No 4 1.2 
NA/NR 7 2.1 

  

Total 334 100.0 
 
Almost 100% of participants thought that the workshop provided them with enough information to 
use the Design Guidelines (Table 10). 
 
Table 11: Workshop time adequate 
 

  Frequency Percent 
Yes 261 78.1 
No 44 13.2 
NA/NR 29 8.7 

  

Total 334 100.0 
 
A small group of participants thought that the workshop would have been better if more time was 
available (Table 11). 
 
Table 12: Practical exercises relevant 
 

  Frequency Percent 
Yes 301 90.1 
No 6 1.8 
NA/NR 27 8.1 

  

Total 334 100.0 
 
Almost 100% of participants thought that the workshop exercises were practical and relevant 
(Table 12).  
 
Table 13: Better prepared to address design 
 

  Frequency Percent 
Yes 323 96.7 
No 4 1.2 
NA/NR 7 2.1 

  

Total 334 100.0 
 
Almost 100% of participants thought that following the workshop they were better prepared to 
handle design issues (Table 13). 
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Table 14: Workshop would help others 
 

  Frequency Percent 
Yes 212 63.5 
No 10 3.0 
NA/NR 112 33.5 

  

Total 334 100.0 
 
A majority of participants thought that following the workshop that others would find the workshop 
helpful (Table 14). 
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4.2 Audits and consultancies 
 
There were 51 consultancies completed and 39 audits completed. About 60% of audits and 50% of 
consultancies and were conducted in rural and regional Victoria. 
 
The results of audits and consultancies are presented in two forms. The quantitative results are 
drawn from a post-audit and post consultancy questionnaire (Attachments 2 and 3). The qualitative 
results are taken from the same instrument and detail the key findings and changes resulting from 
these interventions. The number of returned questionnaires was 50 when audit and consultancy 
responses were combined resulting in a survey response rate of 56%.  
 
The questions on the survey were different but the results below are taken from common 
questions. 
 
Table 15 shows that most facilities had never been involved in assessing design issues as part of a 
building or refurbishment project. 
 
Table 15: Whether first time design issues identified 
 

  Frequency Percent 
Yes 32 64.0 
No 15 30.0 
NA/NR 3 6.0 

  

Total 50 100.0 

 
Nearly all facilities had a No Lift program (Table 16) and a large majority of facilities reported that 
these programs were limited by design problems. The ability to use mechanical aids was reported 
by most as a problem (Table 17). 
 
Table 16: Presence of No Lift program 
 

  Frequency Percent 
Yes 46 92.0 
No 3 6.0 
NA/NR 1 2.0 

  

Total 50 100.0 

 
Table 17: Use of mechanical aids limited by design 
 

  Frequency Percent 
Yes 40 80.0 
No 8 16.0 
NA/NR 2 4.0 

  

Total 50 100.0 

 
In most facilities there was a structured process for consultation about design changes (Table 18). 
This was often through the OHS Committee although some facilities had established specific 
building project arrangements. 
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Table 18: Presence of a structured process for consultation 
 

  Frequency Percent 
Yes 43 86.0 
No 2 4.0 
NA/NR 5 10.0 

  

Total 50 100.0 
 
Table 19: Did DAS increase understanding of design? 
 

  Frequency Percent 
Yes 45 90.0 
No 4 8.0 
NA/NR 1 2.0 

  

Total 50 100.0 
 
Table 20: Did DAS help identify design issues? 
 

  Frequency Percent 
Yes 41 82.0 
No 8 16.0 
NA/NR 1 2.0 

  

Total 50 100.0 
 
Tables 19 and 20 show that the Design Advisory Service has increased the understanding of 
design issues and will help participants identify issues in the future. In keeping with these results 
Tables 21 and 22 show that participants rated the services as a positive contribution and would 
encourage them to use design professionals in the future. 
 
Table 21: Rating of DAS 
 

  Frequency Percent 
  Essential to improving performance 

24 48.0 

  Very helpful in planning to reduce injury 
12 24.0 

  A useful addition to our own processes 
14 28.0 

  Total 50 100.0 
 
Table 22: Likely future use of design professionals 
 

  Frequency Percent 
Yes 49 98.0 
NA/NR 1 2.0 

  

Total 50 100.0 
 
In tables 23 and 24 below the issues identified in audits and consultancies are described. A very 
similar profile of issues to that identified by workshop participants is evident reflecting not only 
common participation in workshops and audits/consultancies but a reinforcement of the design 
problems associated with room layout, en-suite design, passage and doorway widths and lack of 
storage space. 
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Table 23: Design issues in consultancies 
 
CONSULTANCY 
 

DESIGN ISSUES AND RECOMMENDATIONS 

Case 1 The current facility is encumbered by design problems such as lack of storage space, 
lack of space in en-suites and narrow doorways. A high level care dementia specific 
facility is being planned. The consultancy identified the need to relocate nursing stations 
and some bathrooms to optimise safe design outcomes. 
 
The recommended changes are expected to facilitate the use of lifting equipment and 
thereby reduce lifting related injuries.   
 

Case 2 The focus of the consultancy was on a new high dependency acute and aged care unit. 
This was the first time a close examination of design issues had been undertaken. As a 
result of the consultancy designs for en-suites were modified including door width. Low 
resistance floor coverings were also introduced to the design concept. 
 

Case 3 The consultancy related to a new high dependency residential care unit with 60-70 staff 
to be involved. The current problems involved lack of space and storage areas for 
mechanical lifting devices. 
 
The major design issues arising from the consultancy was aspects of bathroom design 
that reduced space requirements and released more space for staff to safely move 
residents. The organisation believes the changes will result in a reduction in risk 
exposure and provided positive feedback on the service.  
 

Case 4 This hospital has looked at design issues in previous projects and used design 
guidelines as part of project development. The current building is restricted by the slope 
which requires movement across three levels. 
 
The consultancy provided advice on plans to integrate overhead lifting devices in all bed 
based areas which were already well advanced. The consultancy recommended 
changes in relation to overhead tracking, design of en-suites and work flows. The 
organisation expects these changes to reduce injury by minimising lifting and reduce 
congestion with current patient lifting and transfer systems. 
 

Case 5 The current facility is limited by lack of storage space and rooms to small to effectively 
use mechanical aids. 
 
The consultancy assisted in the planning for an acute medical care unit in which over 70 
staff will work. The input from the consultant did not result in new changes but provided 
confirmation for the organisation that the project was on the right track. 
 

Case 6 
 

The consultancy addressed lack of space issues in kitchen areas and the lack of storage 
space. The health service has a consultative process in place and has undertaken 
design projects before but the practice of effective staff consultation was not always 
undertaken. The consultancy was focussed on issues in one hospital general ward 
setting.   
 
The consultancy made recommendations about bathroom space and overhead lifting 
requirements. The organisation believes these changes will result in a reduction in risk 
and injury.  
 

Case 7 The consultancy related to a specialist unit with about 6-8 people working in the area. 
The consultancy focussed on helping staff work through the design issues associated 
with work in this specialist unit. 
 
The unit provided positive feedback and considered that the knowledge gained from the 
consultancy would result in changes that would reduce risk exposure.  
 

Case 8 The facility has begun a design project and the consultancy was provided to further 
assist in getting the best result out of the process. A consultative process was already in 
place and the focus of the consultancy was on floor surfaces and work flows. 
 



VHIA Design Advisory Service Evaluation-Final Report  25

 
CONSULTANCY 
 

DESIGN ISSUES AND RECOMMENDATIONS 

Case 9 
 

This design consultancy followed well developed plans for an aged care facility with 
about 10 staff involved. The organisation has plans to build new facilities and the 
consultancy went over the recently completed building to provide a guide to what should 
be covered in future. The organisation found the consultancy helpful in getting input form 
staff particularly as the consultancy increased understanding of the how to interpret 
architectural drawings.  
 

Case 10 The consultancy addressed issues in the Emergency Department in which over 20 staff 
are working. The main problems were lack of space for storage, restricted toilet spaces, 
flooring and height of benches. 
 
As a result of the consultancy the hospital will consider minimising carpet use and 
address working heights for desks and reception areas. The benefits are expected to be 
reduction in injury resulting from pushing forces and from awkward postures. 
 

Case 11 
 

The consultancy addressed changes to a high care unit, the administration building and 
the laundry & kitchen area. The problems experienced include no designated storage 
areas and while the rooms and en-suites of the current facility meet low care needs will 
not meet the needs of ageing in place  
 
The consultancy was effective in involving staff, increasing knowledge of design issues 
and resulted in changes to the design. The location and position of toilet in en-suites and 
the location of plumbing in shower areas were the areas where changes resulted. The 
scope for reduction in injury flows from design enabling adequate room for 2 staff to 
assist residents on the toilet. 
 

Case 12 The facility had not specifically looked at ways of designing out hazards prior to the 
consultancy and had identified lack of storage for lifting equipment as an issue.  
 
The consultancy examined a new high care aged care section of the facility and the 
facility had established consultation arrangement for this project.   
 
The consultancy highlighted issues relating to size of rooms and use of overhead 
tracking equipment. The facility considered that the consultancy would result in 
reductions to injury and were extremely positive about the impact of the consultancy and 
rated the consultancy as essential to improving performance. 
 

Case 13 The consultancy provided advice on a 15 bed extension and a new kitchen area. 
 
Current problems in the facility included lack of storage space, inconvenient location of 
storage space and poor en-suite design. There is currently no formal process for 
involving staff in design decisions. The consultancy resulted in changes to en-suite 
design and the width of doorways and was considered by the facility to have increased 
their ability to handling design issues. The facility did not think the changes would 
necessarily reduce injury.   
 

Case 14 This design consultancy addressed a proposed new facility and then a further 
redevelopment of the existing facility. The problems identified by the facility and 
confirmed in the consultancy included small bathrooms, area around beds limited, 
storage for supplies and wheelchairs inadequate. 
 
The issues identified by the consultancy for inclusion in planning included 

• Larger, individual rooms.  
• Spacious bathrooms 
• Appropriate toilet area  
• Adequate ventilation in bathrooms 
• Lifting track system 
• Improved lighting 

 
The expectation is that the design changes will result in improvements such as improved 
space for transfer of residents in rooms, lifting tracks in rooms will aid transfers, greater 
bathroom space allows improved area for care and improved storage areas.  
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CONSULTANCY 
 

DESIGN ISSUES AND RECOMMENDATIONS 

Case 15 The consultancy addressed design issues in an acute ward in which staff worked over a 
full shift rotation. The current facility is limited by the use of carpet and previous 
decisions about mechanical aids. The consultancy assisted in the planning of the 
changes and the layout of bathrooms, overhead tracking and door widths were the key 
issues identified by the consultancy. 
 

Case 16 The consultancy addressed design issues in a bed extension including a dementia 
specific section. Problems included small rooms, inability to fit staff either side of bed 
and lack of storage space. Consultancy confirmed approach being taken and the service 
was rated as very helpful. 
 

Case 17 The problems encountered included lack of storage space, distance to storage areas 
and small en-suites. The proposed changes were redevelopment of en-suites and 
bathrooms and showers and the consultancy was positively rated in preparing staff to 
manage this process. 
 

Case 18 Consultancy assisted with planning for high care beds and a low care unit. The purpose 
of the consultancy was to access expertise not provided by architects. The facility used 
the consultancy to redesign bathrooms to better enable staff access.  
 

Case 19 This design consultancy addressed a proposed new high care facility. Installation of 
overhead tracking was the major issue covered in the consultancy. 
 
The facility considered that the consultancy would result in reductions to injury and were 
extremely positive about the impact of the consultancy and rated the consultancy as 
essential to improving performance. 
 

Case 20 This design consultancy addressed a proposed new aged care facility. Problems 
confronting the organisation included lack of space in smaller en-suites and lack of toilet 
facilities near activity centre. As a result of the consultancy the facility expects to 
incorporate improved layouts into the new facility that will result in a reduction in manual 
handling injuries. 
 

Case 21 The consultancy related to a new residential aged care facility that will employ about 30-
35 staff. The current problems included lack of storage space creating problems in the 
storage and movement of lifting aids. 
 
The major objective of the consultancy for the facility was to bring the design side to life 
through interaction of staff in process. Changes to size of rooms and height of benches 
are expected to reduce injuries in the new facility.  
 

Case 22 The consultancy addressed the refurbishment of an existing aged care wing. The 
consultancy identified room sizes and en-suite and toilet layout as requiring attention. 
Use of overhead tracking and better access to all rooms is expected to reduce injury in 
the new section. 
 
The hospital considered that the consultancy would result in reductions to injury and 
rated the consultancy as essential to improving performance. 
 

Case 23 The consultancy addressed design issues in a new hospital area. The consultancy 
addressed general design issues and advice on overhead tracking for lifting from baths 
was the major input to the design. 
 
The hospital considered that the consultancy would result in reductions to injury and 
rated the consultancy as very helpful in better planning for reduced risk. 
 

Case 24  
 

The consultancy addressed design issues in the redesign of a paediatric bathroom. The 
current problems included lack of room space and storage space. The hospital 
considered that the consultancy would result in reductions to injury and rated the 
consultancy as very helpful in better planning for reduced risk. 
 

Case 25 The consultancy related to a new aged care facility that will employ about 20 staff. The 
consultancy resulted in changes to stairs and stair landing design, bathroom layout and 
bed location. These changes were expected to reduce the risk of injury. The consultancy 
facilitated staff consultation and the organisation rated the consultancy as essential to 
improving performance. 
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Table 24: Design issues in audits 
 
AUDIT DESIGN ISSUES AND RECOMMENDATIONS  

 
Case 1 Audit identified issues with use of equipment given the size of rooms. The organisation will 

use this information in improving outcomes in upcoming refurbishment project. The 
organisation has a no-lift program and a consultation process for dealing with design 
issues. The service was positively rated and was considered to be helpful in planning to 
reduce injury. 
 

Case 2 The audit examined a refurbishment project to upgrade bedrooms with en-suites. The 
layout of bedrooms was identifies as the major design issue and the facility expects the 
audit to assist in planning to reduce injury in the future  
 

Case 3 Audit was used to examine issues associated with a proposed redevelopment to 
accommodate the ageing in place policy of the government. Currently the facility has 
problems because of lack of space, layout and specific problems in bathroom and kitchen 
areas. The audit identified room layout, work practice and work flows and access to 
service areas as the main issues. 
 

Case 4 An audit was conducted on one wing of the facility to look at design issues that might 
improve safety outcomes. The audit identified size of bathrooms, doorway width, room 
layouts, flooring and building size as the main issues. 
 

Case 5 The audit addressed issues associated with a low care aged care facility. The audit did not 
identify new issues but confirmed the importance of issues already identified by the facility.   
 

Case 6 The problems identified by the facility included patients requiring lifting aids can only be 
nursed in certain rooms, lack of storage space for lifting equipment and some bathrooms 
and toilets are an inadequate size. The area examined was in patient care involving about 
45 nurses. 
 
The audit identified issues included bedroom and bathroom size, corridor width and 
storage requirements. 
 

Case 7 Audit was first time facility had explicitly examined design issues. Currently the facility has 
problems because en-suites are poorly designed, carpet flooring makes use of mechanical 
aids difficult and there is no overhead tracking. These issues were the focus of the audit. 
 
The audit did not identify new issues but confirmed the importance of issues already 
identified by the facility.   
 

Case 8 The audit looked at a recently developed facility and found in even a relatively new area 
that design issues had not been fully considered. The major issues identified were the 
position of hand rails and the longer term need for better and more effective design input 
from staff and architects.   
 

Case 9 This audit addressed an aged care unit, acute ward, kitchen area and day centre. The 
facility had not specifically looked at design issues. The facility had a no lift program and 
identified restrictions on the use of mechanical aids by the current building design. The 
design audit identified specific issues in food handling and storage.   
 

Case 10 Audit examined an aged care facility in which building was underway for a new extension.  
The facility had used various resources to address design issues and had achieved 
improvements through the design of rooms, use of overhead tracking and use of support 
aids in toilets and bathrooms. The design problems in the current facility included size of 
rooms, lack of storage, inappropriate location of storage and door opening direction. 
 
The audit did not identify new issues but confirmed the importance of issues already 
identified by the facility.   
 

Case 11 The facility had already undertaken a good process for identifying design issues and this 
resulted in improvements. The current issues included provision of storage of equipment in 
resident rooms, room sizes in patient/resident areas, workable en-suite sizes and the 
location of patient/resident toilets near functional areas. The audit did not identify new 
issues but confirmed the importance of issues already identified by the facility.   
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AUDIT DESIGN ISSUES AND RECOMMENDATIONS  

 
Case 12 Audit examined an aged care facility and identified issues including future use of shower 

trolleys, insufficient turning space in the smaller rooms and positioning of toilet units 
prohibitive of 2 person assist approach. 
 

Case 13 The facility identified lack of storage space as a problem and were looking to address falls 
prevention, general staff and patient safety and planning issues in the audit. The facility is 
planning a dementia unit. The audit identified positioning of equipment for patient 
transfers, floor surfaces and furniture as the main issues. 
 

Case 14 The facility identified small rooms and bathrooms as a problem and the increasing 
unsuitability of areas for frail aged residents. The facility is planning a low care residential 
unit. The audit did not identify new issues but confirmed the importance of issues already 
identified by the facility.  
 

Case 15 The facility identified lack of space in resident rooms and en-suites along with inability to 
effectively utilise mechanical aids as problem. The audit identified positioning of equipment 
for patient transfers, floor surfaces and furniture as the main issues. The audit identified 
the need for a structured bed and chair replacement program, access standards and sharp 
corners as issues for future planning. 
 

Case 16 The facility is planning a high care facility and identified lack of storage as a problem. The 
audit did not identify new issues but confirmed the importance of issues already identified 
by the facility.  
 

Case 17 The facility identified lack of storage, door widths, limited space in resident rooms, uneven 
surfaces and walkways as issues. The audit covered a low care residential unit. The audit 
did not identify new issues but confirmed the importance of issues already identified by the 
facility.  
 

Case 18 Unsuitable bathrooms for client needs and inability to use mechanical aids were identified 
as issues by the facility. The audit did not identify new issues but confirmed the 
importance of issues already identified by the facility. 
 

Case 19 The audit covered a high care dementia specific wing and the problems identified by the 
facility included limited storage, limited number of smaller bedrooms and 5 bed wards. The 
audit identified push –pull forces on the carpet as an issue. The organisation gave positive 
feedback on the service and rated the audit as essential to improving performance. 
 

Case 20 The audit was conducted on the existing facility. The organisation has a no-lift program 
The issues identified by the facility were lack of storage space, narrow doorways, en-suite 
design and toilet chair access. The audit assisted in further developing no-lift policy and 
highlighting space required for staff to work around beds. 
 

Case 21 The issues identified by the facility were lack of storage space. The audit identified a 
problem with privacy curtains interfering with overhead tracking. 
 

Case 22 Problems with the current facility identified were small en-suites and bathrooms and 
inability to use mechanical aids in space available. The audit did not identify new issues 
except for shower trolley but confirmed the importance of issues already identified by the 
facility. 
 

Case 23 The audit was conducted on an low care hostel. Problems were small rooms and bath 
rooms. The audit assisted in planning processes and highlighted space required for staff to 
work around beds. 
 

Case 24 A small geriatric assessment unit was the focus for the audit. The problems to be 
overcome included space limitations, en-suite accessibility, poor layout and varying floor 
surfaces. The issues identified by the audit were patient bed transportation and bathroom 
space limitations when using equipment. 
 

Case 25 The audit looked at post occupancy issues in a high dependency aged care section. The 
facility found it difficult to resolve advice from the service to that provided by architects and 
did not believe the advice was strong enough to override DHS officer level views.  
 



VHIA Design Advisory Service Evaluation-Final Report  29

4.3 Final follow up survey 
 
A final follow up survey was conducted with facilities that had used the consultancy service to get 
the latest feedback on the impact of design related changes and to seek views on the overall 
significance of design related interventions.  
 
4.3.1 Survey results 
 
In 17 of the 27 facilities surveyed the changes made through the DAS were now in operation. 
These 17 also reported that the changes were reducing injuries in the new or refurbished facility. 
 
Of the 27 facilities surveyed 21 (78%) considered that design plays an essential role in the success 
of a No Lift program and 26 (96%) of respondents said that good design had a high impact on 
reducing the risk of injury. Three organisations were able to point to specific evidence of risk 
reduction even this early in the change cycle. Nearly half (44%) believed that further improvements 
were still possible. 
 
Respondents were asked what factors they thought limited the introduction of design measures that 
may reduce risks in health facilities. Tables 25 to 28 show the responses in order of importance. 
 
Table 25: Rated most important barrier to design 
 

  Frequency Percent 
  Limited awareness of decision makers 

13 48.1 

 Project budget 
9 33.3 

  Limited knowledge of users 
3 11.1 

  Inadequate staff consultation 
2 7.4 

  Total 27 100.0 
 
Table 26: Rated second most important barrier to design 
 

  Frequency Percent 
  Inadequate staff consultation 12 44.4 
  Limited awareness of decision makers 

6 22.2 

  Limited knowledge of users 
6 22.2 

  Project budget 
3 11.1 

  Total 27 100.0 
 
Table 27: Rated third most important barrier to design 
 

  Frequency Percent 
  Limited knowledge of users 12 44.4 
  Inadequate staff consultation 

6 22.2 

  Limited awareness of decision makers 
5 18.5 

 Project budget 
4 14.8 

  Total 27 100.0 
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On a weighted basis the limited awareness of decision makers about design issues is the biggest 
barrier to change. Project budget, staff consultation and the knowledge of users are similarly 
weighted across the four rating categories. 
 
Table 28: Rated fourth most important barrier to design 
 

  Frequency Percent 
  Project budget 11 40.7 
  Inadequate staff consultation 

7 25.9 

  Limited knowledge of users 
6 22.2 

 Limited awareness of decision makers 
3 11.1 

  Total 27 100.0 
 
In addition to the quantitative analysis the follow up survey sought qualitative responses about the 
design related changes that facilities consider have reduced risks. In Table 29 below 17 cases are 
described, each outlining the design based improvements. 
 
Table 29: Summary of design based improvements 
 
Case 1 
 

 Increased workspace around toilet 
 Better access to shower 
 Better space for wheeled equipment 
 Overhead tracking in assisted bathroom 

Case 2 
 

 Used vinyl floor coverings instead of carpet 
– has been a big success 

 Made sure of adequate workspace around 
beds/trolleys and in bathrooms 

 Well designed administrative workstations  
 

Case 3 
 

 Overhead tracking over every bed & in 
assisted bathrooms – excellent feedback 
from staff & residents.  

 Cat & kitten doors & wide turning circles 
great for moving wheeled equipment. 
Stable doors for some rooms good for 
dementia residents.  

 Big en-suites & central toilets fantastic, 
good sized bedrooms. 

 Vinyl in bedrooms & carpet in hallways – 
good mix of surfaces.  

 Excellent amount of storage – no clutter in 
hallways – strategic location of storage 
means that staff do not need to walk far to 
get what they need.- 

 Nightlight above toilet good for dementia 
residents. 

 

Case 4 
 

 General room design good – space around 
bed. 

 Overhead tracking over every bed – 3 
metre track excellent. 

 Overhead tracking over baths. 
 Spacious living areas with open access (no 

doors). 
 Low profile, direct stick carpet in bedrooms 

& corridors. 
 Wide doors into bedrooms. 
 Some en-suites well designed with space 

either side of toilet but some are the 
traditional AS1428 style en-suite (the latter 
are not  good for high care) 

 

Case 5 
 

 Space in the bedroom and easy flow from 
bedroom to en-suite 

 Space in en-suite for all equipment, 
including shower trolleys 

 Space either side of toilet 
 Toilet located opposite the door 
 Wide doors  
 Wide corridors 

Case 6 
 

 Overhead tracking fantastic 
 Space in en-suites works well & allows 

staff to use equipment 
 Wide doors into bedrooms & en-suites 

provide good access 
 Height adjustable bath with overhead 

tracking good 
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Case 7 
 

 Central toilet with drop down grab rails – 
great access for staff. 

 Space in front of toilet for standing lifter. 
 Well positioned, solid grab rails improve 

confidence & independence of residents & 
reduce manual handling for staff.  

 Open shower with lots of room to move. 
 It is now a pleasure to shower the 

residents 
 

Case 8 
 

 Overhead tracking over every bed 
 Space next to the toilet in some en-suites 
 Well designed, strategically located 

storage areas 
 Enough space around the beds  
 Wide doorways 
 Large well designed administrative areas 

Case 9 
 

 Overhead tracking over the beds 
 Good storage 
 Good linen systems, including linen chute 
 Wider corridors 

 

Case 10 
 

 Overhead tracking over every bed 
 Removed fixed height bath & replaced with 

height adjustable shower trolley 
 

Case 11 
 

 Workspace around bed 
 Overhead tracking over bed & in en-suite 
 Space around toilets & in en-suites 
 No sharp corners or striking hazards 

Case 12 
 

 Space in en-suites 
 Width of doors in en-suites 
 Short corridors to reduce amount of 

walking 
 

Case 13 
 

 Overhead tracking in high care bedrooms 
 Vinyl floor coverings in dementia wing 

bedrooms 
 Dedicated storage 
 Wider doors & corridors 
 Angled toilets in en-suite allow space each 

side 
 Good patient call system 

 

Case 14 
 

 Overhead tracking the number one feature 
– staff love it! 

 Wide doors & hallways also great. 
 Increased workspace in en-suites & 

bedrooms. 
 Appropriate floor coverings with low 

push/pull forces 
 

Case 16 
 

 Excellent space in bedrooms and 
corridors. 

 Spacious en-suites with central toilets & 
drop down grab rails. 

 Floors are all vinyl – better for pushing 
wheeled equipment & for maintenance. 
Has not caused any slips with residents or 
staff. 

 Use mobile lifting machines – OK on the 
vinyl. 

 

Case 15 
 

 Overhead tracking over every bed is 
fantastic. Since the success in the new 
unit, are also installing it in other existing 
areas of the hospital. 

 Great space in the en-suites for all 
equipment. Access either side of toilet very 
important. 

 Size of the bedrooms excellent for all 
resident transfers. 

 Wide doors & corridors great. 
 Sensor lights, use of dimmers & careful 

placement of spotlights makes care of 
dementia residents easier. 

 Dedicated storage alcoves in corridor for 
wheeled equipment (eg. wheelchairs) & 
electrical equipment needing charging(eg. 
lifting hoists) – easy to access and good 
for housekeeping 

 

Case 17 
 

 Overhead tracking over every bed 
 Good workspace around bed for staff & 

equipment 
 Vinyl floors in rooms easy for wheeled 

equipment & cleanup. 
Good amount of storage. 
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4.3.2 Selected cases 
 
During the survey process selected participants were asked to provide a more detailed picture of 
their experience with the DAS. The views of key personnel from 4 facilities are reproduced below. 
 
Case 1: Regional Health Care Group. 
 
“The Healthcare Group first heard about the Design Advisory Service following a Worksafe workshop 
attended by our chief physiotherapist.  
 
During the design phase of the project our concerns were the size of en-suites in relation to the use a shower 
trolley for the more high care needs of residents. With the introduction and implementation of a manual 
handling policy (No-Lift) it was imperative that the size of the building enabled the staff to carry out their tasks 
in a safe environment. 
 
The design service reviewed our plans and provided an initial report which included 
• A review of our plans for handling methods and equipment 
• Workspace in all areas including bedrooms, en-suites, bathroom, therapy area corridors. 
 
The design service was then invited to the Healthcare Group to undertake a mock up of these work areas. 
Care staff, management, an occupational therapist and our physiotherapist attended the mock up. This 
exercise was beneficial for all in attendance as it provided feedback and a greater understanding of the 
proposed layout of the rooms. 
 
During the mock up the key issues that we resolved were 
• Positioning of the overhead tracks 
• Positioning of the toilet and handrails 
• Design and layout of bedrooms (including positioning of chairs for transfers) 
• Floor coverings 
 
In relation to the above issues there was an identified need that care staff needs to have access to both sides 
of the toilet. The design service was able to support this request and was able to instruct the architects of 
suitable handrails and the exact positioning of the toilet. 
 
Our major challenge during the design phase was working within the limited budget and the room sizes that 
are recommended by the DHS. It was having the support of the Design Advisory Service that enabled us to 
achieve the best result and room sizes and layouts that will meet the needs of our residents and staff. 
 
The building is now almost complete and we look forward to moving into a building that will compliment our 
work practices.” 
 
Case 2: Rural Hospital 
 
“One of the greatest challenges in the design phase of any new facility is the expectation that clinical staff will 
be able to provide critical analysis of the design, workflow and functionality of the given space. Architecture 
and design tend not to be core competency requirements and therefore analysis of the proposed plans from 
the Design Advisory Service provided detailed information about potential OHS issues to consider. This was 
useful not only for managers & staff but also for the architect. 
 
The design consultancy service assisted in getting the best outcome of the design: 
 
• Overhead tracking over every bed & in assisted bathroom.  
• An appropriate floor covering, Vinyl in bedrooms facilitates easy cleaning of spills & carpet in hallways 

has enhanced a quiet calming atmosphere.  
• Spacious en-suites with central toilets, good workspace in bedrooms  
• Specific attention to accessible storage has eliminated any clutter in corridors. 
• Mother/daughter doors as well as stable doors have enabled the needs of different residents to be 

managed. E.g. keeping wandering patients in or out.  
• Wide doors & turning circles promote safety for residents and staff.  
• Wall mounted product dispensers for shampoo, conditioner and moisturizer assist in minimizing the 

clutter in the bathrooms. 
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• Installation of a solar blind in each room allows natural light to illuminate the room, whilst providing a 
semi screen from the outside, allows the resident to see out. 

 
The Aged care facility is now in use and excellent feedback from staff and residents.  The main concern from 
staff is the amount of walking they need to do in the new facility. New work practices have been introduced to 
manage the spread of residents and staff.” 
 
Case 3: Rural District Health Service 
 
“We at District Health (DH) believe that by utilising the Design Advisory Service prior to the initiation of staff 
consultation groups to assist with our redevelopment, DH achieved an improved building outcome. 
Following initial consultation with myself, Fiona met with my staff to discuss factors to consider in the building 
design for both clinical and non-clinical areas.  
 
Fiona's use of "mock-up", walk around patient areas and en-suites enabled clinical staff to get a feel for what 
the new facilities may be like and provided them with the knowledge they required to influence improvements 
in the design plan. When staff would put their ideas and suggestions to me I felt that they were better 
informed following the work with Design Advisory Service. 
 
Some design changes that we could attribute directly to Fiona's work with the DH staff include improved 
workspace around the bed areas in the single rooms, Increased workspace around the toilets in the en-suites 
and an endeavour by DH to pursue in-ceiling track lifting in both en-suites and bedrooms of all clinical areas, 
including emergency stabilisation and the physiotherapy treatment room, all of which, have now been 
purchased and installed. 
 
Following relocation of DH into the completed first stage, which is predominately aged care, there has been 
very little incidents recorded or design fault issues reported. One of our greatest successes has been the 
selection of suitable carpet for the aged care areas which does not create " push/ pull" resistance issues. I 
believe that Fiona's work can be directly attributed to this. Fiona also advised DH on the grade of fall 
recommended for the en-suite and wet area floors. This has also been universally accepted by clinical staff at 
DH. Lastly, Design Advisory Service has had an impact on the design of non-clinical areas at DH. An 
example of this can be seen in the design of in built desk heights for administrative staff, following Fiona's 
consultation with the staff user groups.” 
 
Case 4: Rural Aged care provider 
 
“The important things we have identified when building or renovating include:- 
 
• Professional advice from someone like you is invaluable. 

• Talk with the staff, both formally and informally.  Brainstorm ideas. 

• Get the architects to listen – send stuff back to them if they have not incorporated what you want. 

• Ask and visit other facilities – see what they have that works and what was a disaster! 

 
Examples of what worked and didn’t work for us include:- 
 
• A long corridor lined with windows on each side.  The windows faced EAST and WEST and had no 

coverings/double glazing/protection from the sun. Temperatures soared. They also ran a metal handrail 
down each side of the corridor – it got hot enough to leave red marks on my skin if I touched it! 

• Unsuitable storage cupboards which had space underneath to store wheelchairs (but not lifting 
machines, comfort chairs or other large equipment).  The cupboards were designed for linen but were 
too tall and too deep for the female staff to access. 

• A wing which had been earmarked for Dementia Care which was totally unsuitable, and on which no one 
was consulted. 

• The bedrooms and en-suites are great with plenty of room for machines and movement. Likewise the 
corridors and doorways. 

• Too much carpet – not good for either manual handling or infection control 
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• Disappointed with the reception office and care staff office, both are closed in and difficult to see out of. 
Not at all welcoming. 

• We ended up with 2 kitchen areas. One downstairs for all preparation and cooking.  One upstairs for 
serving up.  It would be far better to have one area central to dining areas. 

• The use of natural light in the facility is very good and makes it feel more cheerful. 

• A wasted opportunity where they had a gabled roof beneath the dining room windows.  A flat roof, made 
into a balcony would have been terrific and would have made little difference in price. The staff 
suggested it but the architects didn’t listen. 

• Colours are horrible in some areas, great in others.” 

 
4.4 Claims analysis 
 
The initial proposal was prefaced on an estimated claims reduction and claims cost saving based 
on a rolling 3.5% reduction after the first year. The calculation was based on the number of 
workplaces in the relevant industry classifications (968), the average number of sprain and strain 
claims over the period 1996-2000 and the average sprain and strain claims cost over that period of 
$51,351. The benefits of the project were estimated at a 27% reduction in claims numbers and a 
$10m claims cost reduction over a ten year period.  
  
The methodological problems with tracking claims patterns were noted in section 3.2 and these are 
briefly restated here. 
 
Ability to track changes: The long lead time for some projects means that it is not possible to 
track the impact of some of the changes resulting from the DAS. Consequently the claims analysis 
does not cover facilities where the new or refurbished building is not yet in use. 
 
Ability to use claims data for part of a workplace: In addition to the above limitation 
consultancies and audits were often specific to part of a workplace and it is not possible to 
differentiate the potential impacts across the whole workplace.  
 
Ability to distinguish design impacts from other elements of a No-Lift program: It is not 
possible to accurately identify the contribution of the various elements of a No-Lift program. The 
approach taken in this evaluation is to examine closely evaluations of No-Lift and design 
interventions to identify a basis for allocating a share of influence to design changes. 
 
Consequently, not all facilities could be used in any claims analysis. A selection of facilities was 
made on the basis that the DAS had impacted across the facility, the changes had some time to 
have effect and the facility could be reliably identified on the WorkCover claims database. Based on 
30 facilities the claims profile by type of affliction is set out in Table 30. 
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Table 30: Selected facilities Claims x Affliction 1999-2004 
 

1999/2000 2000/2001 2001/2002 2002/2003 2003/2004
01.Fractures 16 8 15 16 11
02.Dislocations 1 1 5 1 3
03.Musculoskeletal Disorders 239 232 219 252 268
04.Concussion 2 0 1 2 2
05.Internal injury 0 1 0 0 1
06.Open Wound 3 3 1 5 2
07.Superficial injury 0 4 2 1 1
08.Contusion/Crushing 14 12 9 19 21
09.Foreign Body 1 0 0 1 0
10.Burns 1 0 0 0 0
11.Poisonings 0 1 1 2 0
12.Exposure 0 0 1 0 0
13.Multiple injuries 0 0 2 0 0
14.Other injuries 3 5 5 1 2
25.Other diseases 1 3 2 1 2
16.Deafness 3 3 3 2 0
18.Skin diseases 3 5 1 4 3
19.Digestive system 6 4 5 9 6
20.Infections and parasites 0 1 1 1 4
21.Respiratory system 1 2 1 1 2
22.Circulatory system 2 0 0 0 2
24.Stress 16 21 29 38 32
26.Not coded 0 0 0 0 1
Total 312 306 303 356 363

Year in which claim reported

 
Not surprisingly musculoskeletal disorders dominate the profile. Raw numbers of MSD claims have 
increased in the period shown. 
 
In Table 31 claims by type of mechanism are shown. This table identifies the type of claim that the 
analysis will concentrate on; muscular stress lifting claims appear to be most related to patient 
handling and transfer risks and most directly impacted by the introduction of technology such as 
overhead tracking (or ceiling lifts). 
 
Table 31: Selected facilities Claims x Mechanism 1999-2004 
 

1999/2000 2000/2001 2001/2002 2002/2003 2003/2004
Falls from a height 6 5 7 7 5
Falls on the same level 31 31 32 32 41
Stepping, kneeling or sitting on objects 6 5 2 5 15
Hitting stationary objects 10 0 6 8 3
Hitting moving objects 0 0 1 2 5
Being hit by falling objects 3 1 2 7 2
BEING HIT BY A PERSON ACCIDENTLY 7 2 4 1 4
BEING TRAPPED BY MOVING MACHINERY OR EQUIPMENT 0 0 0 1 0
Being trapped between stationary and moving object 1 3 5 1 1
Being hit by moving objects 6 4 3 7 4
BEING ASSAULTED BY A PERSON OR PERSONS 0 9 7 17 7
EXPOSURE TO SINGLE, SUDDEN SOUND - NON-AUDIO COMM. 0 0 0 0 1
LONG TERM EXPOSURE TO SOUNDS - NON-AUDIO COMM. 3 6 2 2 0
EXPOSURE TO SOUND FROM AUDIO COMMUNICATION EQUIP. 0 0 1 0 0
Other variations in pressure 0 0 0 3 2
Muscular stress lifting, carry, putt down object 76 80 64 83 72
Muscular stress while handling objects other 80 63 61 73 94
Muscular stress with no objects being handled 8 20 35 17 24
Repetitive movement, low muscle loading 37 19 22 30 29
Contact with cold objects 0 0 0 0 1
Exposure to environmental cold 0 1 0 0 0
Contact with electricity 2 0 0 0 0
Single contact with chemical or substance 1 3 1 4 2
Long term contact with chemicals or substances 4 4 1 2 1
Other and unspecified contact with chem. or sub. 1 1 1 0 1
BIOLOGICAL FACTORS OF NON-HUMAN ORIGIN 0 1 0 0 2
BIOLOGICAL FACTORS OF HUMAN ORIGIN 0 2 0 1 2
EXPOSURE TO A TRAUMATIC EVENT 16 3 2 5 2
HARASSMENT 0 3 6 7 14
WORK PRESSURE 0 8 14 12 5
OTHER MENTAL STRESS FACTORS 0 6 2 5 9
Vehicle accident 1 1 1 6 3
Other and multiple mechanisms of injury 1 13 16 11 5
Unspecified mechanisms of injury 12 12 5 7 7
Total 312 306 303 356 363

Year in which claim reported

 
 
Trends with both these claims categories is best understood as a claims per $m rate. Table 32 
shows that the claim rate has reduced in the selected period for all MSD claims. The rate for lifting 
claims has also reduced (Table 33).  
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Table 32: MSD claims per $m remuneration 1999-2004 
 
Year Claims Remuneration $m Claims per $m 
1999/2000 239 796 0.30 
2000/2001 232 926 0.25 
2001/2002 219 965 0.23 
2002/2003 252 1060 0.24 
2003/2004 268 1110 0.24 
 
 
Table 33: Muscular lifting claims per $m remuneration 1999-2004 
 
Year Claims Remuneration $m Claims per $m 
1999/2000 76 796 0.10 
2000/2001 80 926 0.09 
2001/2002 64 965 0.07 
2002/2003 83 1060 0.08 
2003/2004 72 1110 0.06 
 
The selected facilities represent only about 3% of the number of organisations in the relevant 
industry classification and so any generalisations are unlikely to be reliable. The lag in data also 
needs to be taken into account with such small claims numbers. The 2004 figure is likely to change 
as claims occurring in that year are eventually logged. 
 
Taking into account these various qualifications and the extent of claims reduction in other studies 
it is reasonable to suggest that this intervention is capable of generating the reductions indicated in 
the initial proposal. A 27% reduction over a 10 year period is consistent with these early results and 
the reductions identified in all the earlier cited research. A year on year 3.5 % reduction is also well 
within the trend shown in the claims rates above.   
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5 POLICY IMPACT OF THE PROJECT 
 
Apart from the three specific interventions the project attempted to influence policy settings that 
were important in promoting and embedding the value of safe design principles in the health and 
aged care sector. 
 
5.1 Updating technical standards 
 
Despite complying with the Building Code of Australia (BCA) and all relevant Australian Standards, 
many recently completed health and aged care facilities continue to experience a range of basic 
design problems. Some of the most common problems include the lack of workspace in bathrooms, 
en-suites and bedrooms to enable the support of the dependent patient/resident and the use and 
storage of “No Lift” equipment (for example, lifting and standing hoists). 
 
The BCA “deemed to satisfy provisions” call up AS1428.1 – 2001 - Design for Access and Mobility 
(Part 1: General requirements for access – New building work) where it requires facilities for people 
with disabilities.  
 
AS1428.1 states that “compliance with this standard will, in general, satisfy the requirements of the 
BCA in terms of the provision of access to buildings for people with disabilities; however this does 
not in any way preclude the use of any alternative method that can be shown to satisfy these 
requirements” (Clause 2.1).  
 
Because there is no other appropriate standard, designers tend to demonstrate compliance with 
AS1428.1 in the building of health and aged care facilities. Most en-suites and bathrooms are built 
in accordance with this guidance. Only recently, with the commencement of the Design Advisory 
Service and the promotion of the WorkSafe Design Guidelines, have designers and Managers 
better understood the superior alternatives available. 
 
AS1428.1 “specifies the design requirements applicable to new building work, excluding work to 
private residences, to provide access for people with disabilities……The requirements specified in 
this standard are intended to permit general use of buildings and facilities by people with disabilities 
acting independently, or where a person’s usual method of operation is with an assistant, in the 
company of that assistant” (Clauses 1 & 2.2). 
 
This Standard, (which was revised and redesignated as AS1428.1:2001) is primarily intended to 
ensure access for independent disabled persons in the community. This standard does not meet 
the design needs of dependent persons and their carers, particularly in relation to en-suite and 
toilet design and the space requirements for No Lifting equipment and procedures. 
 
The Standard also states “Buildings that are purpose built for people with disabilities should be 
designed with regard for the special need of the occupants of these buildings over and above the 
requirements of the BCA and this part of the Standard” (Note 2 to clause 1). However, in the 
absence of a more relevant standard, designers of health facilities generally revert to AS1428.1 
guidance. 
 
The following key design recommendations in AS1428.1 have been identified as potential safety 
concerns for dependent persons and their carers: 
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Issue AS1428.1 Design Guidelines 

 
Clear opening width of doorways 

 
Minimum 800mm (section 7) 

 
General - Minimum 900mm for doors 
through which patients/residents 
manoeuvre. 
Bedroom doors - Minimum 1070mm 
(Aged Care) & 1350mm (Acute).  
 

 
Space on wall side of WC 

 
450mm – 460mm from wall to centre 
of pan (leaves approx 250mm clear 
space between pan & wall) 

 
For dependent persons – minimum of 
750mm from wall to centre of pan (leaves 
approx 550mm clear space between pan 
and wall).  
 

 
Space in front of WC 

 
1200mm minimum (or 1100mm min 
between washbasin & WC). 

 
For dependent persons - 1500mm 
minimum. 
 

 
There is also a great deal of information important for the design of health and aged care facilities 
that is left out of AS1428.1, including: 
 
• Building for flexibility (i.e. varying degrees of dependence/independence), eg. use of drop 

down grab rails, overhead tracking,  
• Design of bedrooms; 
• Design of bathrooms; 
• Floor coverings.  
 
Standards Australia advises that a review of AS1428 Parts 1 and 4 is almost complete but this is 
primarily to ensure that the standard is in line with the requirements of the Disability Discrimination 
Act. Hence, this review will not resolve design issues around the dependent disabled. 
 
Standards Australia is aware of the inadequacies of AS1428 for dependent persons and is planning 
to develop two new parts to the standard: 
 
Part 9 – will be specifically for aged care facilities (including needs of dependent persons)  
Part 8 – will be for adaptable housing for residential dwellings. 
 
These additions are the next priority for the Standards Committee. Fiona Begg, Consultant 
Ergonomist for the DAS has been asked to be part of the review Committee for Parts 8 and 9 of 
AS1428. 
 
Internationally, the British standard – “Design of Buildings and their approaches to meet the needs 
of disabled people – Code of Practice” (BS 8300:2001) – provides detailed information that could 
be used as a resource in the development of the proposed new Australian Standards. 
 
The development and release of the new parts to AS1428 may not occur for some time, given the 
lead time required. In the meantime, health facilities that do not access the Design Advisory 
Service information may continue to build new buildings that pose safety problems for employees 
and quality care issues for patients/residents. Hence, in the interim, it is imperative that other 
stakeholders in the design process incorporate relevant information from DAS. 
 
5.2 Revising generic briefs for health facilities 
 
Substantial effort to involve the Victorian Department of Human Services (DHS) in the project was 
made as the department is the key influence on the design of facilities. The department did not take 
up the offer of membership on the project steering committee so the DAS effort was focussed on 
influencing the generic briefs developed by the department. 



VHIA Design Advisory Service Evaluation-Final Report  39

Over the period of the project incremental changes have been made to generic briefs as a result of 
advocacy by DAS.  DHS requirements, particularly on en-suite design and floor coverings, were 
subject to considerable dialogue and a narrowing of differences about these issues has resulted 
from these discussions. Approaches consistent with the DAS Solution sheets have slowly emerged. 
 
DAS provided detailed comment on draft DHS guidelines for hospitals and day surgery units and 
many of the suggestions of DAS were incorporated into the final document, substantially improving 
it in regard to OHS matters. 
 
Feedback was also provided to DHS Disability Services in the drafting of their “Accommodation 
Standards & Design Guidelines for the provision of Shared Supported Accommodation”. The 
document incorporates many of the principles of the DAS. 
 
5.3 Encouraging greater use of Design Guidelines 
 
At a national level the National Design 4 Health program which is being led by Queensland has 
given some prominence to DAS and the Guidelines but apart from that this program is largely 
symbolic in nature with little on the ground presence. One of the DAS consultants has provided 
training to workplace inspectors in Queensland regarding inspecting health facilities, as part of the 
National Design 4 Health program. 
 
DAS consultants also provided some training for WorkSafe Victoria inspectors to assist in health 
facility inspections, and how to use the Guidelines in health industry information relating to Manual 
Handling legislation.  
 
WorkSafe Victoria promoted DAS information on their website and facilitated a number of 
workshops during annual Health and Safety Week programs. 
 
Information and techniques developed in the project was provided to the Office of the Australian 
Safety and Compensation Council to assist in the development of national guidance material on 
Safe Design, which is currently being developed. 
 
Health industry employee and employer groups were able to act as intermediaries about the 
service and the Guidelines although with limited success. The Australian Nursing Federation (Vic 
Branch) through their involvement on the steering committee and through their active promotion of 
the service and the Guidelines gave a substantial and ongoing commitment to the project.  
 
The Royal Australian Institute of Architects also assisted in promoting the Guidelines through seminars and 
their newsletter. Aged Care Victoria provided information to their membership and facilitated a workshop. 
 
5.4 Revision of Vic OHS Act 1985 and drafting of 2004 Act  
 
During the course of the project the Government initiated a review of the OHS Act 1985. The 
Maxwell report issued in April 2004 contained a significant section on the importance of safe design 
principles and made the case for inclusion of design duties in a new Act. 
 
Maxwell proposed that a new duty be included in the Act. This duty was for designers of 
workplaces and required such a person to design the building or structure as safely as reasonably 
practicable for the intended use of the building or structure. 
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In making the case for this new duty Maxwell made particular reference to matters championed by 
the DAS. 
 
The introduction of the proposed new duty would enable the scope of the Manual Handling Regulations to be 
broadened so as to require the control of risks associated with the design of workplaces – for example, 
provision of sufficient space for the installation of patient lifting equipment in hospital wards, and floor 
surfaces that do not require staff to exert excessive force when pushing trolleys and wheelchairs20. 
 
The health industry through initiatives such as No Lift and the DAS in particular clearly had an 
impact on the thinking that led to Maxwell’s recommendation. 
 
A subsequent change to the OHS Act was made and a new duty for designers of buildings or 
structures comes into effect in 2006. 
 
 
  
 
 
 

                                                 
20 Chris Maxwell, Occupational Health and Safety Act Review,  State of Victoria, March, 2004, p.184. 
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6 FINDINGS AND RECOMMENDATIONS 
 
6.1 Findings 
 
The series of interventions each tested the level of awareness of design issues and the capability 
to manage design issues in a building or refurbishment project. 
 
6.1.1 Design awareness and literacy 
 
The feedback from the workshop program suggested a relatively low level of awareness of the 
Guidelines and a low level of involvement in design changes by participants. These findings are 
supported in the survey results from the audits and consultancies where 64% of participants 
indicated this was the first time they had been involved in assessing design issues. 
 
This relatively low level of safe design literacy and involvements can be contrasted with survey 
results showing the majority of facilities had No Lift programs in place (65% of workshop 
participants and 92% of facilities using audits and consultancies). As indicated in the evaluation of 
the Victorian Nurses Back Injury Prevention Project (VNBIPP) design matters seem to have been a 
neglected part of efforts to reduce manual handling risk. The DAS has highlighted the opportunity 
for more sustainable injury reduction and more effective No Lift programs through the consideration 
of safe design issues during the planning process. 
 
While knowledge about developing safe designs may be limited in the heath and aged care sector 
the capacity to identify hazards that could be “designed out” was clear. The majority of participants 
in workshops thought there were hazards in their workplace that could be remedied by good 
design. Similarly the audit and consultancy survey found that 80% of respondents thought that the 
design of their facility limited the use of mechanical aids. 
 
These findings suggest that initiatives such as DAS are important to make the link between an 
intuitive grasp of hazards created by poor design and the skills and knowledge to effectively 
participate in a building or refurbishment project. Survey results and qualitative data indicate that 
DAS has been able to provide a bridge to more informed and effective participation in design 
issues by the key users of the facility. 
 
6.1.2 The design related hazards identified in DAS 
 
As indicated above participants were able to identify hazards in their facilities that were created by 
poor design or that could be eliminated and reduced by better design. 
 
The most general problem identified was the layout of rooms. This was supported with more 
specific concerns about en-suite and toilet layout. Lack of working space has been well established 
as a source of manual handling injury and the DAS provided considerable attention to this matter. 
 
Lack of storage space and the inadequate door and passage width represented the next group of 
related hazards. These issues are closely related to the increasing use of patient handling 
equipment in No Lifting programs. Many of facilities assessed by the DAS were not designed to 
take into account the use of patient handling equipment. Some equipment, such as mobile hoists 
and shower trolleys, require considerable space while being used.  
 
Flooring was an area of concern and in particular the use of carpet was raised by many facilities 
throughout the project. The carpet issue was very contentious and represents a clash of objectives. 
Many new healthcare facilities are built with carpet throughout corridors and bedrooms to provide a 
homely and comfortable environment for the patient. For staff, however, the carpet can be a 
problem in terms of cleanliness and infection control, and increases the forces required when 
manoeuvring wheeled equipment. 
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The advice of the DAS on this matter resulted in the development of an information sheet that 
provides facilities with an evidence based method of choosing the moist appropriate flooring type to 
meet both safety and environmental objectives. 
 
Other hazards identified included the lack of overhead tracking, working heights and access 
between floors. 
 
The DAS found that health and aged care facilities require the flexibility to accommodate varying 
ranges of dependency levels of patients/residents.  
 
6.1.3 Contribution of DAS to improved design outcomes 
 
Results from the workshop were strongly supportive of the need for information and training on how 
to be involved in design processes and what design issues should be considered. Nearly all 
participants in the workshops said they had a better understanding of design issues and were 
better prepared to address design issues in the future.  
 
Participants in audits and consultancies said that the DAS helped them identify design issues 
(82%) and increased their understanding of design (90%). Nearly 75% of audits and consultancies 
were rated as either essential to improving performance or very helpful in planning. 
 
A follow up survey found that changes recommended by DAS were in place and the early evidence 
was positive about the reduction of manual handling injury. Case studies from some of these 
facilities provided a strong indication about the impact of the service and the impact design 
changes could make on all aspects of the facility from staff and patient safety to general morale 
and efficiency. 
 
The analysis of claims from a selection of facilities using DAS indicated an improvement in claims 
rates although the data should be treated with caution given the small sample size and the 
methodological issues in attributing improvement to design interventions. Nonetheless, the 
available local and international evidence has demonstrated that mechanical aids such as 
overhead tracking and better working space that avoids awkward postures contribute directly to 
reduced manual handling injury rates. There has been no evidence to the contrary found in this 
project. 
 
The claims analysis suggests that the estimated cost reductions ($10m over ten years) from 
improved claims performance in the health sector was not unrealistic. Of course these benefits are 
not cost free. Investment in more spacious layouts and mechanical aids such as overhead tracking 
is required but the payback period shown in international studies of ceiling lifts is relatively short. 
Making changes at the design stage is much more cost effective than retro fitting at a later stage so 
the cost-benefit equation for incorporating safe design into health care facilities is compelling. 
 
6.1.4 Satisfaction with the service 
 
High levels of satisfaction with the workshop program supported the practical approach to design 
taken in the workshops. Participants used mock up designs to identify problems and propose 
solutions. The workshops also provided a model for undertaking consultation on design issues and 
a guide to working with architects and designers. 
 
The audit program did not achieve the targets estimated in the project plan as facilities found the 
workshops or the consultancies more relevant to their current needs. The audit program did 
highlight the value of post occupancy audits as many new facilities still had not addressed 
fundamental design concepts as set out in the Guidelines. Many of the audits confirmed the issues 
that facilities had already defined but for a significant minority identified specific design issues for 
action. Satisfaction with audits was high given their more modest objectives and ability to facilitate 
change. 
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Satisfaction with specific design consultancies was high and across the whole program only one 
respondent to the survey questioned the value of the program. The selected cases illustrate how 
the consultancies assisted some facilities get the best out of their building and refurbishment 
projects. 
 
Although not subject to evaluation the three Solution Sheets produced by DAS were widely used 
and subject to very favourable comment. They have been largely adopted as the state of 
knowledge on those matters. 
 
6.1.5 Barriers to greater consideration of safe design 
 
The results of the follow up survey provide the best insight into the possible barriers to a greater 
profile for safe design in the health and aged care sector. 
 
The most important barrier according to respondents was the limited awareness of decision makers 
about the value of safe design in reducing risks in health care facilities. Staff consultation, 
knowledge of users and project budgets were rated as the next most important barriers. These 
results suggest that more effort may need to go into convincing decision makers about the value of 
investing in safe design. 
 
6.2 Recommendations 
 
The following recommendations are made on the basis of the findings of the project and in the 
context of related projects undertaken in the same field. 
 
• In order to increase safe design awareness and literacy in the sector it is recommended the 

Department of Human Services and WorkSafe Victoria either adopt and run a Design 
Workshops series for the Health and Aged Care sector, or fund an agency such as VHIA to run 
such a series. 

 
• To build on the learning of the project it is recommended that WorkSafe revise and consolidate 

the publications in the field, including the Design Guidelines and the three solution sheets 
produced by DAS. 

 
• To meet demand expressed in the course of the project it is recommended that the service 

scope be extended to:  
 

• Focus on support services in the health industry including environmental services and 
catering services. 

• Focus on design issues for Disability Services (supported accommodation). 
 

Support for the extension of the service to these areas should be sought from the Department 
of Human Services and WorkSafe Victoria. 

 
• To promote change within the design professions it is recommended WorkSafe Victoria 

develop guidance material for design stakeholders (e.g. Architects, surveyors, employers) to 
enable them to meet the new design requirements of the OHS Act 2004. This would include a 
model for effective consultation with employees and should be promoted through professional 
groups and networks as well as undergraduate and management education. 

 
• In order to focus effort on upstream design issues it is recommended that the Department of 

Human Services and WorkSafe Victoria work with accreditation agencies to encourage health 
facility accreditation processes to take account of building design, and end user consultative 
processes during design. 
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• To address the emerging risks and resource drags of a an ageing in place policy it is 
recommended that Department of Human Services and WorkSafe Victoria develop design 
guidance for private residential safety for older people and people with disabilities, to reduce 
the eventual risk of injury to carers, both paid and voluntary. 

 
• To further develop a credible safe design presence it is recommended WorkSafe Victoria 

consider the operating model of this project for other industries in which safe design 
interventions are likely to achieve reductions in injury. It is also recommended that this project 
be used as an example in national initiatives to highlight the value of safe design. 

 
• To develop a more coordinated approach to workplace design and OHS in the health sector it 

is recommended that WorkSafe and Department of Human Services facilitate a process that 
will encourage cooperation between the two agencies in achieving safe minimum design 
standards in health and aged care workplaces.  

 
• To influence the review and extension of AS1428 to take account of OHS issues, it is 

recommended that WorkSafe Victoria provide expert advice to the Standards Australia working 
party.  
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ATTACHMENT 1: WORKSHOP QUESTIONNAIRE 
 
VHIA DESIGN ADVISORY SERVICE 
 
DESIGN AWARENESS WORKSHOP EVALUATION FORM 
 
Thank you for being involved in this project which aims to reduce injuries in facilities by greater awareness 
and application of good design principles. To help us evaluate the project we need some basic information 
from you. The evaluation form is made up of three parts A, B and C.  Part A is to be completed at the start of 
the workshop and Parts B and C at the end of the workshop. 
 
The information is confidential and will be used to assess whether the project is meeting its objectives. In Part 
C you are asked whether you wish to stay involved by giving us some basic contact details. This is purely 
voluntary. 
 
PART A: PRIOR KNOWLEDGE (TICK BOX OR ADD DETAILS) 
 

 
Yes 

  
1 

 
Had you heard about the WorkCover Design Guidelines before signing up for this 
workshop? 
 
  

No 
 

 
Yes 
 

  
2 

 
Have you been involved in a building project in which ways of designing out hazards 
associated with patient lifting and handling were formally considered by the project 
team? 
 
If Yes go to Q3. If No go to Q4. 

 
No 

 

 
a) What was your role in the project (management role, consulted as direct care staff 
etc.)? Describe below. 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------- 

 

 
Yes 
 

 

 
No 
 

 

 
3 

 
b) Did any changes that reduced the risks associated with patient lifting and 
handling result from discussion of design at the planning stage?   If Yes provide 
details: 
 
----------------------------------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------- 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
-------------------------------------------------------------- 
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Yes 

  
4 

 
Have you read the ANF No Lift Policy? 

 
No 

 

 
Yes 
 

  
5 

 
Is a formal No Lift Policy applied in your workplace? 

 
No 
 

 

 
Yes 
 

 

 
No 
 

 

 
6 

 
Can you think of any hazards in your current workplace that could have been 
avoided by better design of the workplace? If Yes provide details: 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
--------------------------------------------------------------------------------------------  

 
 
 

 
PART B: POST WORKSHOP FEEDBACK (TICK BOX OR ADD DETAILS) 
 

 
Yes 
 

  
1 

 
Do you think you have a better understanding of the role of design in reducing 
injuries? 

 
No 

 

 
Yes 
 

  
2 
 

 
Did the Workshop help you to find out what you need to know about the Design 
Guidelines? 

 
No 
 

 

 
Yes 
 

  
3 

 
Did the workshop give you enough time to discuss the main issues? 

 
No 
 

 

 
Yes 
 

  
4 

 
Were the practical exercises useful and relevant to your needs? 

 
No 
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Yes 
 

  
5 

 
Do you think you are better prepared to be involved in reducing injuries through 
better design at you workplace? 

 
No 
 

 

 
Yes 
 

 

 
No 
 

 

 
6 

 
Are there other people who would benefit from attending a workshop like this? 
 
If Yes suggest roles (not names) of people who could benefit: 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
-------------------------------------------------------------------- 

 
 

 
7 

 
Do you have any other comments? 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------ 

 
 
 
 

 
PART C: TRACKING THE PROJECT 
 
This workshop is a part of a longer-term effort to reduce injuries through better design and we would like to 
track the impact the project has. We encourage you to stay involved by becoming part of the monitoring 
process so we can continue to get your view of what is happening in the field.  If you would like to stay 
involved with the project list your contact details below. At this stage we would seek further feedback from 
you in 6 months time. All information is treated confidentially. 

 

Name 
 

 

Organisation 
 

 

Contact Address 
 

 

Contact Phone/Fax 
 

 

Email Address 
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ATTACHMENT 2: DESIGN AUDIT QUESTIONNAIRE 
 
VHIA DESIGN ADVISORY SERVICE 
 
DESIGN AUDIT EVALUATION FORM 
 
Thank you for being involved in this project which aims to reduce injuries in facilities by greater awareness 
and application of good design principles.  To help us evaluate the project we need some basic information 
from you. The evaluation form is made up of three parts A, B and C.  Part A is to be completed at the start of 
the audit, Part B at the conclusion of the audit and Part C at the end of the building or refurbishment project. 
 
The main data for our evaluation will come from the audit results themselves and this data will be analysed to 
maintain confidentiality. 
 
The information is confidential and will be used to assess whether the project is meeting its objectives.   
 
AUDIT INFORMATION 
 
Organisation: _________________________________________________________ 
 
Sector (hospital, aged care): ____________________________________________ 
 
Size of organisation (employees, number of beds):  _______________________________________     
 
Contact person: _______________________________________________________ 
 
Phone number………………………….. 
 
 
PART A: PRE-AUDIT PROFILE (TICK BOX OR ADD DETAILS) 

 

 
BACKGROUND INFORMATION 
 

 
Yes 
 

 

 
No 

 

 
1 

 
Is this the first time you have specifically looked at ways of identifying or designing 
out hazards associated with patient lifting and handling at the planning stage? 
 
If Yes go to Q.3. If No go to Q.2. 
 
  

 
 
 
 
 
 
 
 
 
 
Yes 
 

 

 
No 
 

 

 
2 

 
a) Briefly describe the project and how design advice was provided. 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------- 
 
b) Did the project achieve improvements in health and safety that could be attributed 
to design changes? 
 
If Yes provide details. If No what restricted the impact of design based 
improvements?  
 
----------------------------------------------------------------------------------------------------------------
---------------------------------------------- 
----------------------------------------------------------------------------------------------------------------
---------------------------------------------- 
----------------------------------------------------------------------------------------------------------------
------ 

 
 



VHIA Design Advisory Service Evaluation-Final Report  50

 

 
 
NEW BUILDING/REFURBISHMENT OR EXISTING BUILDING COVERED BY AUDIT 
 
6 

 
Describe the new building/ refurbishment or existing building to be covered in the 
design audit?  Eg. High dependency unit in Aged care facility 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
---------------------------------------------------------------------------------------------------------------- 

 

 
7 

 
How many direct care staff are/will be working in the area covered by the audit? 
 
------------------------------------------------------------------------------- 

 

 
Yes 
 

 

 
No 
 

 

 
N/A 

 

 
8 

 
If there is a new building/refurbishment, is there a structured process for consulting 
with staff (eg. OHS committee, user group)? 
 
If Yes please describe 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------  

 
9 

 
What are your main objectives in undertaking the audit?  
E.g. minimise risks, increase staff input, identify existing problems etc. Please list: 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
------------- 
 

 

 

 
3 

 
When did you first hear about the Design Guidelines? 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
------------- 

 

 
Yes 
 

 
 

 
No 

 
 

 
4 

 
Is a formal No Lift Program used in the unit (or will be used in a new facility) in which 
the consultancy is being conducted? 
 
 
If already in place how long has the program been operational? 
 
--------- 

 

 
Yes 
 

 

 
No 
 

 

 
5 

 
Has the design of the current facility limited the use of mechanical aids in any way? 
 
 
If Yes describe (eg. lack of space for storage, storage too far away, en-suites or 
bedrooms too small etc.) 
 
----------------------------------------------------------------------------------------------------------------
---------------------------------------------------------------------------------------------------------------- 
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PART B: POST-AUDIT FEEDBACK 
 
Yes 

  
1 

 
Do you think undertaking the audit has improved the general understanding of the 
role of design in reducing injuries in your organisation? 

 
No 

 

 
Yes 
 

 

 
No 
 

 

 
2 
 

 
Did the Design audit help identify design problems related to patient handling that 
you had not considered before? 
 
 
If YES what new issues were identified by the audit? 
____________________________________________________ 
____________________________________________________ 
 

 

 
Yes 
 

  
3 

 
Did the audit involve input from direct care staff? 
 
  

No 
 

 

 

 
 

 
 
 

 
4 

 
How would you rate the value of the audit? 
 
                            Essential to improving our performance 
                            Very helpful in planning to reduce injury 
                            A useful addition to our own processes 
                            Did not add to what we already knew 
                            Of little value 
 

 
 
Yes 
 

 

 
No 
 

 

 
5 

 
Would you engage professional advice on health and safety design matters in the 
future? 

 
 
PART C: TRACKING THE PROJECT 
 
This audit service is a part of a longer-term effort to reduce injuries through better design and we would like 
to track the impact the project has. We encourage you to stay involved by becoming part of the monitoring 
process so we can continue to get your view of what is happening in the field.  If you would like to stay 
involved with the project list your contact details below.  
 
At this stage we would seek further feedback from you in 6 months time about the progress of your building 
or refurbishment project. All information is treated confidentially. 
 
Name 
 

 

Organisation 
 

 

Contact Address 
 

 

Contact Phone/Fax 
 

 

Email Address 
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ATTACHMENT 3: CONSULTANCY QUESTIONNAIRE 
 
VHIA DESIGN ADVISORY SERVICE 
 
DESIGN CONSULTANCY EVALUATION FORM 
 
Thank you for being involved in this project which aims to reduce injuries in facilities by greater awareness 
and application of good design principles.  To help us evaluate the project we need some basic information 
from you. The evaluation form is made up of three parts A, B and C.  Part A is to be completed at the start of 
the consultancy, Part B at the conclusion of the consultancy and Part C at the end of the building or 
refurbishment project. 
 
The information is confidential and will be used to assess whether the project is meeting its objectives.   
 
CONSULTANCY INFORMATION 
 
Organisation: _________________________________________________________ 
 
Sector (hospital, aged care): ____________________________________________ 
 
Size of organisation (employees, number of beds):  _______________________________________     
 
Contact person: _______________________________________________________ 
 
Phone number………………………….. 
 
PART A: PRE-CONSULTANCY PROFILE (TICK BOX OR ADD DETAILS) 
 
 
BACKGROUND INFORMATION 
 

 
Yes 
 

 

 
No 

 

 
1 

 
Is this the first time you have specifically looked at ways of designing out hazards 
associated with patient lifting and handling at the planning stage? 
 
If Yes go to Q.3. If No go to Q.2. 
 
  

 
 
 
 
 
 
 
 
 
 
Yes 
 

 

 
No 
 

 

 
2 

 
a) Briefly describe the project and how design advice was provided. 
 
---------------------------------------------------------------------------------------------------------------
---------------------------------------------------------------------------------------------------------------
---------------------------------------------------------------------------------------------------------------
-------------------------------------------------------------- 
 
b) Did the project achieve improvements in health and safety that could be 
attributed to design changes? 
 
If Yes provide details. If No what restricted the impact of design based 
improvements?  
 
---------------------------------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------------------------- 
---------------------------------------------------------------------------------------------------------------
--------------------------------------------------------------------------------------------------------------- 
--------------------------------------------------------------------------------------------------------------- 
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3 

 
When did you first hear about the Design Guidelines? 
 
---------------------------------------------------------------------------------------------------------------
---------------------------------------------------------------------------------------------------------------
--------------- 
 

 

 
Yes 
 

 
 

 
No 

 
 

 
4 

 
Is a formal No Lift Program used in the unit (or will be used in a new facility) in 
which the consultancy is being conducted? 
 
 
If already in place how long has the program been operational? 
  

 

 
 
NEW BUILDING OR REFURBISHMENT COVERED BY CONSULTANCY 
 
6 

 
Describe the new building or refurbishment that is being assisted by the design 
consultancy? 
Eg. High dependency unit in Aged care facility 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
-------------------------- 

 

 
7 

 
How many direct care staff will be working in the area covered by the consultancy? 
 
------------------------------------------------------------------------------- 

 

 
Yes 
 

 

 
No 
 

 

 
8 

 
Is there a structured process for involving staff in decisions about the new project or 
refurbishment (e.g. OHS committee)? 
 
 
If Yes please describe 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
---------------------------------------------------------- 

 

 

 
Yes 
 

 

 
No 
 

 

 
5 

 
Has the design of the current facility limited the use of mechanical aids in any way? 
 
 
If Yes describe (eg. lack of space for storage, storage too far away, en-suites too 
small etc.) 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------- 
----------------------------------------------------------------------------------------------------------------
---------------------------------------------- 
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9 

 
What are your main objectives in using the consultancy?  
E.g. minimise risks, increase staff input etc. 
Please list: 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
------------- 
 

 

 
PART B: POST-CONSULTANCY FEEDBACK 
 

 
Yes 
 

  
1 

 
Do you think consultancy has improved the general understanding of the role of 
design in reducing injuries in your organisation? 

 
No 

 

 
Yes 
 

  
2 
 

 
Did the Design Guidelines help in assessing and fixing design problems related to 
patient handling? 

 
No 
 

 

 
Yes 
 

  
3 

 
Was the consultancy detailed enough to examine your issues satisfactorily? 

 
No 
 

 

 
Yes 
 

 

 
No 
 

 

 
Yes 
 

 

 
4 

 
Did the consultancy assist in 

(a) Getting the input of direct care staff? 
 
 
 
 
     (b )Helping staff understand the drawings and make informed comments? 
 
If the consultation process had already been undertaken prior to the consultancy go 
to Q.5. 
 

 
No 
 

 

 
 
Yes 
 

 

 
No 
 

 

 
5 

 
Did the consultancy result in any changes to the proposed building project? 
 
If Yes describe the main changes. 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------- 
If No what were the barriers to change 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------- 
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Yes 
 

 

 
No 
 

 

 
6 

 
Do you think the design-based changes will reduce injury levels in the facility? 
 
If Yes How? 
 
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------------
------------------------ 

  

 

 
 

 
 
 

 
7 

 
How would you rate the value of the consultancy? 
 
                            Essential to improving our performance 
                            Very helpful in planning to reduce injury 
                            A useful addition to our own processes 
                            Did not add to what we already knew 
                            Of little value 
 
  

 
Yes 
 

 

 
No 
 

 

 
8 

 
Would you engage professional advice on health and safety design matters in the 
future? 

 
 
 
PART C: TRACKING THE PROJECT 
 
This consultancy service is a part of a longer-term effort to reduce injuries through better design and we 
would like to track the impact the project has. We encourage you to stay involved by becoming part of the 
monitoring process so we can continue to get your view of what is happening in the field.  If you would like to 
stay involved with the project list your contact details below.  
 
At this stage we would seek further feedback from you in 6 months time about the progress of your building 
or refurbishment project. All information is treated confidentially. 
 
Name 
 

 

Organisation 
 

 

Contact Address 
 

 

Contact Phone/Fax 
 

 

Email Address 
 

 

 


