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Problem statement

According to a work injury outcome analysis conducted by the Manitoba Labour

worþlace safety and Health Department (2001), healthcare workers experienced nearly

500/o more injuries in 7999 than the provincial aveÍage, and had an average time loss per

injury that exceeded the provincial average by 10 to 15 days. Although evidence for the

importance of early return-to-work (RTW) for injured workers as a means of reducing the

economic and social costs of worþlace injury continues to mount, the application of this

evidence to current policy and practice is piecemeal and the costs of work-related injury

remain high.

Worker participation in the worþlace has been identified as an important

component of safety in the worþlace, and by implication, retum-to-work following

injury. However, workers have reported a sense of powerlessness in the process of

recovery and RTW following a workplace injury'

A theoretical multi-component RTW model was developed based on a summary

of findings in the literature concerning facilitators in a successful RT'W program' The

worker is depicted as the central figure in this RTW model; howevet, the participation

and commitment of the worker to the RTw process has received minimal attention in the

research.

The purpose of this research was 1) to identify worker and worþlace

characteristics that determine worker participation in the workplace; 2) to identiô'worker

participation and worþlace characteristics that predict average duration of time-loss

Ansrnacr
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injuries; and 3) to deepen ow undefstanding of the construct of worker participation

especially in the return-to-i^/ork process'

MethodologY

A mixed methodology was chosen in order to gain information about the range of

workefs' and managers' opinions regarding worker paÍticipation and RTW through

surveys, and to gainadeeper understanding, through one-on-one interviews, of the nature

of workers' participation in the RTW process'

Survey pørticipants. Two surveys were conducted: an employee survey and a

managerlfacility suwey. Participants in the employee survey were randomly selected

from union lists of employees within the winnipeg Regional Health Authority (WRHA)'

while participants in the manager suÍvey were senior administrators or managers of

occupational health within WRHA healthcare facilities. Participants in the one-on-one

interviews \ /ere recruited from workers within \MRHA who had experienced a time-loss

workplace injury within the past 24 months'

Survey clesign and instrumentation. The employee questionnaire was designed

to elicit information about the worker, the worþlace, workers' perceptions of health and

safety practices, and their perceptions of the overall work environment' Questions

included those from the General Perceived self-Efficacy scaie, the organizational

Policies and Programs Questionnaire for Employees (OPP-E) and the Work Environment

Scale (WES).

The manageï survey consisted of questions about the workplace with regard to

size, unionizafion,benef,tts, incidence and duration of time-loss injuries, costs of

Friesen, 2004
x1
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insurance premiums, and questions concerning health and Safety practices from the

organizational policies and programs euestionnaire for Managers (OPP-M)'

Participants in the one-on-one interviews were asked open-ended questions about

their experience of participation in the RTW process based on information they obtained'

the type of input they had conceming their RTW plan, and whether they had an

opportunitytoexercisechoiceordecision-makingintheRTwprocess.

Anølysk. A profiie of the employee respondents \¡/aS drawn from the

demographic data. Bivariate correlation analyses were used to determine significant

associations with the outcome variables (i.e. worker participation variables) and to select

variables for inclusion in subsequent analyses' Factor analyses were conducted in order to

reduce the number of variables and to test for underlying constructs that described worker

participation in the worþlace. Regression analyses were completed using factor score

variables in order to predict worker participation'

Variablesfromthemanagüdatawereanalyzedforsignificanceinabivariate

correlation and included in between-gÏoup analyses that looked for differences among the

types of facilities according to average duration of time-loss injuries' Regression analyses

were completed to determine whether the average duration of time-loss injuries and the

cost of WCB premiums could be predicted by worker participation or workplace

characteristics'

In-depth interview data from six workers who had experienced a worþlace injury

were categ orized.into themes using qualitative analysis methods'

Friesen, 2004
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Results

Results from the employee suïvey were that worker participation in the worþlace

was found to reflect two components: participation in structured settings such as health

and safety committees, and a worker characteristic of inner motivation or commitment to

the worþlace and job. Increased structured participation was predicted by workplace

characteristics of safety culture, people-oriented environment, type of worþlace, and

negatively, by managerial control. Increased workers' commitment was predicted by

worker characteristics of occupation, and negatively, by their history of having a work-

related injury. Commitment was also predicted by worþlace characteristics of safety

culture, people-oriented environment, type of worþlace, and negatively, by managerial

control.

From the manager survey, it was found that increased workers' participation in

the worþlace was predictive of a lower cost in WCB premiums, while a strong people-

oriented culture was predictive of lower average dwation of time-loss injuries.

Thematic analysis of the qualitative interviews suggested that workers'

perception of participation in RTW was influenced by whether their input into the RTW

plan was integrated into subsequent RTW plans, whether or not they felt trusted and

valued as employees, and by their level of influence within the organization regarding

changes to their worlc activities or work environment. The participants indicated that, as a

result of the injury, they felt removed from the worþlace, making it more difficult to

communicate with the worþlace system (manager, supervisor, occupational health), and

with the healthcare system and the insurance system.

Worker participation and RTll
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Dßcussion

Contrary to the systems model of worker participation and RTW, workers did not

remain within the "more of less" safe system of the worþlace with support and

communication networks intact. lnstead, they were expected to interact with the

insurance system and the healthcare system as well as maintain communication with the

workplace, essentially on their own initiative. If there were no structured (or informal)

systems of cooperation or communication in place, workers feared they would fail to

negotiate a return to the job.

Confirming the f,rndings in the literature was the f,rnding that workers'

participation in the RTV/ process needed to be imbedded in a worþlace context of

respect and trust. Being able to have real choices or decision-making power with regard

to the RTW plan appeared to be dependent on an injured worker's level of influence or

authority within the organization, another finding that supported earlier studies on worker

participation.

Conclusion and Implications for Employers ønd lllorkers

It is apparent that the worþlace can facilitate workets' participation in the

worþlace and in RTW by addressing safety concerns, structuring RTW programs,

facilitating a people-oriented work climate, and exercising respect for workers. Increased

worker participation is likely to have a positive impact on reducing costs related to

workplace injury.

Worker participation and RT\V
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1.0 The Meanins and Value of 'Work

Occupation, in a broad sense, refers to the engagement of human beings in

activities to take care of themselves, to be productive and contributing members of

society, and to enjoy themselves (Townsend et al., 1997). Positive health and well-being

are fundamentally linl<ed to meaningful occupation that setves to meet needs based on

biological drives such as shelter and food, needs that prompted the development and use

of capacities such as energy and creativity, and needs that rewarded the use of capacities

such as meaning and satisfaction (V/ilcock, 1998; Townsend et a1., 1997). Meaningful

occupation in our society is most often associated with paid work ensuring provision for

survival needs, social needs, as well as the need to have a puryose or meaning in life

(Terkel, 1972). Borgen and Amundson (1984), in a qualitative study of unemployed

Canadian workers, hypothesized three key human values or needs which were met by

being engaged in work or having a job. These were: the need for community - having a

job meant thaf aperson had people with whom to communicate and interact; the need for

structure, which served to give a framework for days, weeks, seasons and years; and the

need to have a sense of meaning or purpose. Being employed contributed to having a

sense of identity and of contributing to society. Being unemployed, therefore, was found

to result in losses related to these three areas: community, structure and meaning.

1.1 V/ork and Health

'Work-related determinants of health are as basic as the economic need to provide

for one's survival needs of food and shelter (Wisman, I99l) or as complex as the need to

bring meaning and fulfillment to one's life (Borgen & Amundson, 1984). Health Canada
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articulated the importance of employment and working conditions as a determinant of

health in the document Toward a heatthy future: Second report on the health of

Canadians (Health Carøda,Ig99). Kemp and Kleinplatz (1985) stated that work fills

societal and individual needs for economic security, providing opportunity for intellectual

or physical challenge, friendships and life satisfaction. They claimed that the ability to

work developed as an outcome oI congluence of physical, psychological, and

socioeconomic health. Karasek, Baker, Marxer, Ahlbom & Theorell, (198i) and Karasak

and Theorell (1990) studied Swedish workers in a variety of occupations and

demonstrated that workers' health could be at risk as a result of an imbalance in the

relationship between their ievel of control or decision latitude about their jobs and the

demands of the job. Lavis (1998) suggested that contextual factors of labow-market

experiences such as unemployment or job availability might have an impact on workers'

health and needed to be researched to obtain a more complete picture of employment,

unemployment and health.

The loss of employment (even temporarily) creates financial stress for workers

and their families and becomes an additional stressor on the worker's health (Heaith

Canada, 1999).

Borgen and Amundson (1984) found that the loss of one's job had wide-ranging effects

on individual workers and their families in disruption of social and community

relationships, experience of a loss of structure as well as a loss of meaning' They

examined the emotional "roller coaster" experience of workers following job loss and

found that the experience was similar to the stages of loss experienced in a grief process
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expressed by feelings of anger, depression, loss of self-esteem, and hopelessness. In

addition, worlçers experienced an extensive period of emotional highs and lows during

the job search period. Peopie who experienced a job loss as a result of a work-related

injury also experienced a similar roller-coaster experience of emotional highs and lows

@orgen, Amundson & Biela, 1987; Friesen, 1989). Trief and Donelson (1995) found that

injured workers experienced losses related to their disappointed expectations of prompt

treatment and financial protection. These could be described as "additive losses", i.e.

workers were not only affected by the loss of a job but also by injury-related losses.

Ptasznik (2002), in a qualitative study of nurses with back injury found that they

experienced a sense of betrayal in that they were given what they felt was inadequate

help and support to return to their previous jobs. Other losses experienced by injured

workers included a sense of vulnerabiiity to life-long disability (Tarasuk & Eakin, 1994),

and feeling a need to prove their disability status (Trief & Donelson, 1995).

2.0 Workplace Iniurv

2.1 The Economic Costs

Return-to-work (RTW) following soft tissue injuries such as low back pain and

repetitive strain injuries has become a critical issue for employers as well as for insurers

due to the high costs associated with disability resulting from these injuries (Campolieti

& Lavis, 1998; Frank et a1., 1996; Hunsley,1997; Kitg, 1993).In 1998, the Workers'

Compensation Boards in Canada accepted 375,360 time-loss injury claims and paid $3.6

billion in benefits to workers (Association of Workers' Compensation Boards of Canada

(AWCBC), 2002). Time-loss injuries (i.e. those resulting in time away from the job) in

2000 increased by I2.4% over the previous year with 5t32.9 million paid out in claim
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benefits (AWCB, 2002).Based on annual repofts by the Workers' Compensation Board

of Manitoba (WCB Manitoba) (WCB Manitoba, 1999-a,2000, 2001,2002), more than

50% of the accepted claims were likely to be soft-tissue musculoskeletal injuries. Soft

tissue injuries have been the most common cause of workers' disability and

compensation claims in North America, accounting for 50o/o or greater of all lost-time

claims in the past 1 5 fo 20 years (AV/CBC, 7999 Ta/te, Habeck & Galvin, 1986). The

1998-2001 reports of the WCB of Manitoba reported totals of approximately 40,000

inj,rry claims per year with an average time-loss of approximately 15 days. Direct costs

attributed to soft tissue injuries in 1998 \ilere approximately $75 million; indirect costs to

the workplace were estimated to be triple this amount (WCB Manitoba, 1999-a).

2.2 Healthcare'Workers at Hieh Risk

Occupational back injuries among healthcare wotkers, especially among those

who were involved in lifting and transfening patients, accounted for a high percentage of

the workers' compensation costs in healthcare facilities (Pheasant & Stubbs, 1992; Yassi,

Khokhar, Tate, CoopeL, Snow & Vallentyne, 1995-a). According to a work injury

outcome analysis conducted by the Manitoba Labour V/orþlace Safety and Health

department (MB-V/SH) (2001), healthcare workers experienced neariy 50olo more injuries

in 1999 than the provincial average, as well as an average time loss per injury that

exceeded the provincial average by 10 to 15 days.

In addition to being at risk for injury due to patient handling tasks, healthcare

personnel were also r,ulnerable to injury by patient violence (MB-WSH,200I; Yassi &

Mclean, 2001). The MB-WSH department reported 110 assaults on healthcare personnel

in 2000 compared to iaw enforcement personnel who experienced 31 assaults within the
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2.3 Socio-Cultural Costs

Less tangible (in terms of actual dollars) are costs of a personal and social nature

such as loss of self-esteem or the impact of changed abiiities on a worker's community

and family responsibilities and roles as a result ofjob loss. As reported above, loss of a

job due to a worþlace injury was found to have similar effects as being unemployed for

other reasons, including a loss of structure, loss of social relationships, and loss of

purpose or meaning (Borgen & Amundson, 1984; Friesen, 1989). The experience of a

work-related injury had the additional complications of proving legitimacy of injury

(Tarasuk & Eakin, 1993;Trief & Donelson, 1995), engenderingfeat of re-injwy

(Tarasuk & Eakin, Igg4),or a feeling of being controlled by the insurance and/or

healthcare and/or workplace systems (Friesen, Yassi & Cooper, 2001)' Lavis (1998)

suggested that a number of labour-market experiences, besides unemployment, could also

have a negative influence on the health of workers. These included "underwork"

exemplified by a "discouraged" oI underemployed worker, job or employment insecurity,

involuntary part-time employment or self-employment, employment in an undesirable

job, or "over-employment" and an overworked employee'

Trief and Donelson (1995) conducted an analysis of the effects of the workers'

compensation system on injwed workers and found that workers' health-related quality

of life was negatively affected because two core expectations of injured workers were

frequently violated: that of receiving timely treatment for their injury, and the expectation

that they would be financially protected. Ptasznilc (2002), in a qualitative study of nurses'

experience following a work-related bach injury, found that the nurses experienced an

Worker participation and RTW
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overwhelming set of difficulties in trying to return to their jobs. The nurses apparently

felt as though they were expendable and their positions or jobs were given to someone

else before they had completed or even been offered assistance with retum-to-work

(RTW). Tarasuk and Eakin (1994) in a qualitative study of back-injured workers found

that workers perceived that their injuries had left them feeling vulnerable to life-long

back problems. Workers also indicated that an effect of being off work due to a back

inj"w (an invisible injury to other people) was the feeling that their injury was not

legitimate and they were "faking it" in order to get out of work. Trief and Donelson

(1995) reported a finding that workers on compensation felt a need to "prove" their

disabled status since, if they reported any improvement, their benefits would be

terminated and they would be expected to return to their jobs even though they had not

completely recovered their physical and functional abilities.

3.0 Return-to-work

3.1 Positive and Negative Factors in Retum-to-work

Since the 1980's clinicians and researchers have stressed that relying on physical

measures or interventions alone (i.e. exercise, surgery) to facilitate RTV/ for injured

workers has been inadequate (Frymoyer, l99l). Psychosocial and workplace factors that

have been identified as predictors, either positive or negative, for RTW include

depression (Ash & Goldstein, 1991),perception of higher levels of pain, job stress and

work pressure, support of the supervisor, (Feuerstein & Thebarge,l99l), depression and

anxiety (Feyer, Williamson, Mandryk, DeSilva, &.Healy,1992). Melnik (1990) asserted

that participation of all stakeholders-management, supervisots, and employees-was

essential to gain success in the RTV/ and injury prevention programs. Sinclair, Sullivan,
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Clarke and Franl< (1995) reviewed the research literature and the current status of RTW

in Canada and concluded that multiple factors and multiple systems were involved in

designing and trying to implement RTW proglams. Sinclair, Hogg-Johnson, Mondloch

and Shields, (1995) ïecornmended a framework for RTW that included the interaction of

four major sets of factols necessary to achieve a positive RTW outcome and stated that

each of these four sets of factors were in themselves multi-dimensional' The factors

included: health and rehabilitation services, social policy including compensation

legislation and policies, the workplace and work factors, and the worker's characteristics'

Frank et al. (199g) discussed the diffrculty of transferring the research-based knowledge

about work injury and RTW into actual practice, suggesting that if only all the

stakeholders could cooperate and communicate, employers and workers might experience

greater success in RTW Practices.

A recent three-province qualitative study by Clarke, Cole and Ferrier (2000),

Friesen et al., (200i), and Stock, Deguire, Baril and Durand (1999) found that factors

viewed as either barriers or facilitators in the RTV/ process fell into four major

categories: worlcer-centred, worþlace-centred, centred in the insurance or healthcare

systems, or part of the overall socio-economic-legislative environment' The concepts put

forward by these studies are summarizedinthe model presented in Figure 1, which

depicts the inter-relatedness of the worker (micro-system) with the meso-systems of the

worþlace, healthcare setvices, and insurance systems, all functioning within the macro-

system of the economic, social and iegislative systems (Friesen et a1'' 2001)' Although

there were many variables identified as either barriers or facilitators to RTW, one of the

apparent factors that was alluded to but did not appeaf to be directly addressed was the
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worker's participation in the process of RTW plan-ning. It appeared that other

stakeholders were willing to assign a role and expected behaviours for the workers

whereas workers felt as though they were dis-empowered by the entire process of RTW

and unable to exert any control or choices in working with the various healthcare,

insurance and workplace systems (Friesen et a1., 2001).
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Figure I Barriers and Facilitators in Return-to-work (Friesen et al., 2001)

Friesen, 2004
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3.2 Benefits of Return-to-work

Clearly, both employer and worker experience economic benef,rts if injured

workers are returned to their jobs as soon as possible. Shrey (1996) found that insurance

and disability costs were reduced, and workers rvere assured of regular income;

mofeover, there was less disruption to work flow and employers avoided hiring

temporary or casual labour. Workers benef,rted by ensuring they maintained their work

skills and their relationships with supervisors and co-workers (Krause, Dasinger &

Neuhauser, 1998).

4.0 Worker Participation

4.1 Worker Participation in the Workplace

Worker partícipation and RW

Workers' participation in the workplace has long been perceived to be indicative

of a democratic worþlace; ademocratic workplace has been regarded as one that

encourages both production and workers' well-being (Cormier, 1997; Rooney, 1988;

Tomer, 1988). Worker participation is described in terms of invoivement in joint

management and labour committees such as the joint health and safety committee, and in

terms of a "participative management style" (Habeck, Leahy, Hunt, Chan & Welch, 1991

Shannon, et al., 1996). The latter term is used to describe workers' involvement in a

ïange (continuum) from being recipients of information given by management to workers

to having direct involvement in decision-making that concerns policies and future

directions for the organization (Bernstein,7976; Cormier, 1997; Rooney, 1992).Ina

study of organizatíonal factors important for reducing workplace injury, worker

participation in the workplace was found to be one of the factors involved in reducing the

cost of worþlace injury (Shannon et al.,1996; Shannon, Mayr & Haines, 1997). Sinclair,
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Hogg-Johnson et aI. (1995), following analysis of an early intervention program in RTW,

concluded that failure to improve the rate of RTW was partially the result of a "failed

social transaction" involving the worker and the worþlace.

4.2 Worker Participation in Return-to-work

Baril and Berthelette (2000) found that RTW programs in four regions within the

provincial occupational and health jurisdictions in Quebec u/ere more successful in

businesses that had formal structures such as a bipartite (union and management) health

and safety committee that provided opportunity for workers' input into health and safety

and RTW, than in businesses that had no formal structures for worker involvement. The

National Institute of Disability Management and Research O{IDMAR) has embraced the

concept of worker participation in all RTW activities in their statements of ethics and

practice O{IDMAR,2004). In a qualitative study of injured workers' perceptions of the

barriers and facilitators to RTW, Friesen et al. (2001) found that worker involvement in

and commitment to the process of rehabilitation and RTW following worþlace injury

appeared to have a role in the success of the worker's return to the job. However, the type

of participation described in RTV/ programs was sometimes more indicative of a person's

compliance to a particular RTW process rather than an indication of true choice and

decision-making power (Frankcom,1992; Mitchell, Brodwin & Benoit, 1990; Trief &

Donelson, 1995; Walker, 1992).

The previously cited studies are suggestive of an association between worker

participation in the workplace and worker participation in RTW. However, further

understanding is needed of how workers perceive their current participation in the

worþlace, how they participate in the process of RTW and whether there is any
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relationship between participation in the workplace and participation in RTW.

5.0 The'Winnipes Reeional Health Authoritv

The Winnipeg Regional Health Authority (WRHA) in Manitoba was established

in 2000 as one of twelve regional health authorities in the province that provide a wide

range of healthcare services from acute and emergency care to long-term and community

care (WRFIA,2003). The WRHA employs 27,000 workers and delivers services in 200

health sites and programs including hospitals, community health facilities, home care,

personal care homes, and long-term care facilities (\ /RHA lnteractions, AprilÆvIay

2000). One of the human resource issues identified in the WRHA at the time it was

established was the need to integrate occupational health services among all facilities

within the authority (WRHA, 2003).

Disability management or RTW programs are offered in only a few facilities

within the WRHA and, despite the establishment of these programs, costs of work-related

injuries remain high (MB-WSH, 2001). In order to address the high costs, an initiative

recently underlaken by the WRHA was a needs study to identify occupational health

priorities for all the facilities and workers within the WRHA and to develop policy and

program guidelines for musculoskeletal worþlace injury prevention and RTW (Cousins,

2002). The WRHA welcomed the opportunity to participate in a research study

concerning RTW and worker participation since they were already in the process of

reviewing and developing best practice guidelines for an injury prevention and RTW

program.

V/orþlace injuries that result in time lost from work are costly for employers,

workers and insurance companies (V/CB Manitoba, 1999-a). Healthcare workers are at
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higher risk than workers in most other industries (MB-WSH, 2001), and RTW programs

within the WRHA are few in number. Although RTW programs appear to be somewhat

successfrri in reducing injury costs, RTW is a complex process involving multiple

systems. Although workers' participation in the RTW process has received some

attention in the literature and practice of disability management (NIDMAR, 2004),the

nature and the determinants of workers' participation is not known. The current efforts of

WRHA to promote injrry prevention and RTW are an opporhrnity to study the role of

worker participation in the worþlace and in the process of RTW.

6.0 The Research Ouestions

The writer sought to answer questions about workers' participation or sense of

involvement in the workplace, what characteristics were present in a worþlace that

encouraged workers' involvement, and whether workers' participation in the worþlace

had any bearing on the overall costs of worþlace injury or duration of time-loss injuries.

The writer also sought to explore and understand the nature of worker participation in

RTW. Specifically, the following questions were raised:

participate?

loss injuries?

participate?

These questions will be explored for their importance in Chapter Two.

Friesen, 2004 13



Vtlorker participation and RTW

Cunprnn Two LrrnnarrrRp REVTEw

1.1 Def,rnitions of Occupation and Health

The term "occupation", as defined in the context of this study, is used to refer to

paid work or a job rather than all of a person's engagement in life's activities as defrned

by Townsend et al. (Iggi). The term "workplace" is used to refer to the otganization and

setting in which a person is employed and may be described in terms of physical space,

worþlace culture, and organizational context. Health, as defined by the V/orld Health

Organization (1948), "is a state of complete physical, mental and social well-being and

not merely the absence of disease or infirmity". A healtþ worker is one who is able to

perform all the essential aspects ofhis or herjob and participate in alljob-related

activities within the workplace. As used in this study, injured workers who were able to

retum to their jobs \ryere assumed to be healthy, whether or not they experienced some

ongoing physical or mental challenges as a result of their inj*y.

1.2 Definition of Worlcplace Culture

Worþlace (organizational) culture may be defined as a system of shared values

that produce the social "glue" that holds an orgarization together (Smirchich, 1983).

Culture expresses the values and beliefs that organizationmembers come to share, and is

expressed through story, m),th, rituals and specialized language (smirchich, 1983).

Krefting and Krefting (1991) suggested that common elements in definitions of culture

were that culture was learned and shared by members of a group rather than being

individualistic, and it included the concept of providing mechanisms for interacting with

others and with the environment. Weiner and Vardi (1990) proposed that organizalional
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cultwe acted to produce members' commitment: the stronger the culture, the stronger the

commitment to the organization. They pointed to corporate cultures as real-life examples

of this theory and suggested that management chose to deliberately foster certain values

within their worþlace in order to obtain commitment of employees to the employer. For

example, the literature speaks of workplaces that have a "positive safety culture" as those

that place a high value on creating a safe work environment and safe work practices for

all employees, are diligent and prompt to solve safety problems and to train staff in safety

procedures (MB-V/SH & WCB Manitoba, 1996; Habeck et a1., 1991).

1.2.I The workolace settinp

In work injury and RTW studies, some researchers focused on businesses within a

particular geographic arca and/or employers within a particular segment of the industry.

This was partially for convenience of sampling populations but also suggested that

workers within a particular type of industry might experience common work-related

concerns and values (Koehoorn , 1999). For example, Koehoorn (1999), in her study on

work injury among healthcare workers, focused on one large health institution although

workers from a wide range of occupational groups were included in the study. Norman et

al. (1998) in their study on autoworkers focused on two large plants in Ontario. Shannon

et al. (1996) studied workplace organizational factors in RT'W and limited their study to

worþlaces that had more than 50 employees, were involved in one of six areas of

manufacturing, and were located in Ontario.

Foster-Fishman and Keys (1997) examined organizational culture based on the

premise that, in order fol an employee to feel empowered (i.e. have a sense of control and

involvement), workplace cultural conditions needed to address issues of power, control,
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inclusion, and trust within the organization as well as addressing these attitudes and

behaviours within the individual employee. The authors suggested that organi zational

practices needed to have the ability and flexibility to change and expand their power

structure: that is, leaders and managers had to be able to provide staff greater access to

resources and increased discretion in decision-making. Such expansion was more likely

to be present in an organization where risk-taking by workers was considered normative

and was rewarded. Another precondition for empowerment of workers was the ability of

the organization to foster inclusion by effective communication, and by providing

opportunities for substantive participation with meaningful influence on organizational

matters. Along with the organization's openness to the workers' participation, the

individual worker needed to demonstrate a sense of trust in and support for the

organizafion. According to Foster-Fishman and Keys, when both organizational and,

individual preconditions for empoweflnent were present, the person-environment

congruence that emerged became an environment that empowered workers. A workplace

that is described as "participative" or having a"participative management style" is one

that demonstrates a desire for workers to be involved with their work and with co-

workers, and makes opportunities for this involvement to happen both structurally (i.e.

committees) and informally (Cormier, 1997; Foster-Fishman & Keys, 1997). Johnson

and Hall (1988) found that social suppoft in the workplace, as expressed through

workers' involvement with co-workers as well as supervisors' support, was found to be

an important buffer in protecting wolkers' health. These descriptions of what constitutes

worker participation need to be tested further in rigorous research.

Friesen, 2004 t6



lílorker participation and RTIít

In large organizations such as hospitals there could be many sub-cultures or

cultural pockets where inclividual workers might experience empowerrnent even though

the overall structure does not promote empowerment of individual workers (Foster-

Fishman & Keys, 1997).In a lecent study that examined barriers and facilitators to

return-to-work, interviews were conducted with stakeholders inside the workplace as well

as stakeholders outside the worþlace (Frank et al., 1999).It was evident that worþlace

culture and organizational factors were important influences on forming opinions as to

what facilitated a positive Letr.rrn-to-work experience and what contributed to a negative

experience of those interviewed (Frank eta1.,7999; Friesen et al., 2001).

1.3 The Definition ancl Parameters of Return-to-work

Return-to-work is both a process and an end point. The process refers to all

interventions following the injury, including medical and rehabilitation treatment to

facilitate recovery from the injury, as well as the process between the end of active

medical intervention and the point at which the worker was back on the job (Manitoba

Labour, 1998;Norman & Wells, 2000). Some literature on RTW focused on the latter

part of the process after medical treatment was complete even though the person might

continue to be involved in rehabilitation for work conditioning, work hardening or

vocational counseling (Dyck, 1996). Most litelature on disability management, howevet,

viewed the medical intervention as an important part of the RTW pïocess since the initial

contact with the worker's physician has been found to be the key to the length of time the

worker is off work as well as for setting the tone for the worker's attitude towards the

RTW process (Backer, 1986; Frank ef al., 1996; Yassi, Cooper, Khokhar, Gvzmart &.

Gauthier,2002).
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Return-to-work is a complex process that requires action on the part of v/orkers to

do their best to recover from illness or injury (Parsons, i958), an assessment by a health

professional to pronounce the worker fit to work (Isernhagen,1995), and commitment

from the insurer to pay benefits and offer vocational rehabilitation services as needed

(WCB Manitoba, 1998, 1999-b). As well, the employer is expected to keep a job open for

the worker or to make accommodations for a worker who is permanently disabled

(Manitoba Human Rights Code, 1987; WCB Manitoba, 1999-b).

The success of a RTW program or a particular intervention strategy in RTW

might be measured by reviewing the duration of injured workers' time away from work

before and after the implementation of a parlicular intervention strategy. Return-to-work

strategies are usually describecl as successful if the overall rate of work injury incidence

and the duration of time-lost clays in the workplace were reduced from year to year

(V/CB Manitoba, 1999-b; Shannon et a1., i996; Yassi et a1., 1995-b). Other criteria for

determining the success of RTW programs might include a change in the number of

symptoms experienced ancl/or a change in workers' use of health services to treat the

injury or condition (Beaton, Cole, Manno, Bombardier, Hogg-Johnson & Shannon,

2000).

Many of the strategies and factors that have been found to support injury

prevention and safety might also be relevant to facilitating successful RTW experiences

(Habeck et al., I99I; Manitoba Labour, 1998;Norman & Wells, 2000). Isernhagen

(2000) endorsed the concept of setting up integrated work injury prevention and disability

management programs. Feuelstein, Marshall, Shaw and Burrell, (2000) reported on a

successful integrated injury prevention and disability management program for sign
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language interpreters. Such stuclies grouped all factors that contributed to work injury:

those that were important to injury prevention, as well as those that facilitated or hindered

RTW for injured workers as part of one primary construct, i.e. injury prevention plus

RTW equals disability management (Isernhagen, 2000; Feuerstein et al., 2000).

Habeck et al. (1991), in a stucly of Michigan employers, found that companies that

reported greater involvement in safety activities and in disability management or RTV/

activities also experienced lower rates of work injury. Habeck, Scully, Van Tol and Hunt

(1998), in a subsequent study of 220 Michigan employers, found that injury prevention

activities of safety diligence ancl tlaining, disability management activities of a pro-active

RTW program, and management's commitment to safety all correlated with lower injury

costs and fewer days of lost-time due to work injury. The positive correlations were

stronger in larger industries of 500 or more employees.

Franche and Klause (2002) recently developed a theoretical framework that

would capture the key role of the injured worker in decision-making and change and

would also incorporate the impact of interpersonal dynamics within the meso-systems of

the workplace, the insurance agency, and the healthcare system. The authors have

proposed a model of "readiness for RTW" in which the stages of occupational disability

are the framework (such as acute, sub-acute, RTW or chronic disability) in which three

behaviour-specific dimensions of change (within the injured worker) are tracked. These

dimensions of change inclucle decisional balance (i.e. the decision to go back to work is

critical at the sub-acute phase of disability), self-efficacy (a belief in one's ability to

successfully negotiate the RTW plocess), and change processes (includes timing of

changes and ensuring adequate supports are in place during the change from acute to sub-
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acute to RTW). This model allows fol individual differences and for the impact of

interactions of the worker with the various systems within the workplace, the insurance

agency, and the healthcare system. It is suggested that although this model addresses the

behaviows and motivation of the injured worker, it does not address the aspect of how

the worker is able to participate (and initiate action) in the RTW process, not only to

respond to being "acted upon".

1.4 Definition of 'Worker Participation

Bemstein (1976), Rooney (1992,1995) and Whyte (1991) all described worker

participation in terms of the breadth, or lange, of workers' involvement in decision-

making as well as the clepth or extent of control over decisions. Areas of decision-making

(breadth) might include any or all of: working conditions, wages and benefits, personnel

policies and practices, products and marketing, division of company earnings, financing

the enterprise and maintaining antonomy on sale of the company (Cormier, I99l;

Rooney, 1995; Whyte, i 991). The clepth of control in decision-making might range from

having no input or being able only to give suggestions at a low organizational level to

having a majority share of the votes in decisions that determined policy and overall

direction of the organization. Wh1.te (199i) stated that a fully democratic company would

have worker participation in all areas of decision breadth as well as having majority

control or ownership in the company. Tomer (1988) examined worker participation in

large organizations or bureaucracies and suggested that the level of "po'wer" or influence

workers had was determined by factols such as having cooperative working relationships

and the level of the organization at which their decisions had an impact. A simple model

of the range of worker participation might be constructed as a continuum moving from
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information as the lowest level of wolker involvement to the next level of worker input,

to choice and to involvement in decision-making. However, a model of worker

participation would also need to consider the breadth and level of decision-making,

which would give fuither indication of the amount of influence or power a worker would

have in an organization, and leflect the extent to which the worker would be able to

participate in the workplace (Cormier 1997;Tomer, 1988; Wh¡e, 1991).

Opportunity for palticipation within the worþlace might be facilitated by the

otganizational structure, management style, ol by managers' attitudes. However, active

involvement of the wolkel within tire organization also required a measure of

commitment and willingness on the part of the worker to participate (Foster-Fishman &

Keys, r99l). Theoretically, worker involvement in RTW following a work injury

appeared to be related both to the historical concept of worker participation in the

workplace and to the movement towards empowerment among workers and among many

minority groups. Empowerment with its emphasis on participation has been incorporated

into some models of RTV/ ancl disability management (Franche & Krause, 2002;

NIDMAR, 2004).In practical terms, workers' involvement in RT'W was generally

assumed rather than articulated and assessed. Understanding the culture and environment

of the worþlace appears to be a vital component of understanding workers' participation

in the workplace and in RTW. Strategies for promoting workers' involvement in

occupational health initiatives such as injury preverfion included educational programs

that targeted both front-line workers and supervisors (Bohr &" Banett, 1997; Fiske , 1994),

joint management and wolker teams to implement incentive programs (Melnik, 1990),

and a variety of incentive and leward strategies (Rest, 1996).
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i.5 The Importance of Worker Palticipation

1.5. I Worker emnowerment

Gage and Polatajko (1995) def,rnecl empowerment as having an active role in the

determination of one's care. Empowerment consists of experiencing a change in power so

that workers have more say in determining the priorities and process of the rehabilitation

and RTV/ process (Law, Baptiste & Mills, 1995). Empowerment philosophy is essentially

about consumer-control; "not about medical professionals deciding what we should do...

it's about working together" (Walters & Ternette,1994, p.56). Empowerment refers to the

"process of gaining influence over events and outcomes of importance to an individual or

group" (Fawcett et al., 1994, p. 471). The concept of empowerment is based on the idea

of legitimated power or authority as an attribute of organizational positions (Hasenfeld,

I99I); power in organizations involves the right to make decisions that affect one's own

work and others' work activities.

llorker participation and RTt4t

Foster-Fishman and Keys (1997) found that both the organization and individual

workers had a role in empowering the worker. While the organization needed to promote

a culture of openness to risk-taking and change, the individual needed to demonstrute a

desire for change and a desire to increase control over his or her work activities.

According to Florin and Wandersman (1990) andZimmerman and Rappaport (1988),

individuals who had this clesire were more likely to pursue opportunities for change and

empowerment. Townseud et d,. (1997) and Wilcock (1998) developed the concept that, in

order to be healthy, people had to participate in meaningful occupational activities that

were freely selected. That the work was fi'eely chosen gave evidence that workers were

being empowered through active and meaningful participation.
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participation, that is, participation in decision-making and planning, not just consultative

participation. Meaningful participation was described in similar terms to empowerment,

i.e. having influence over sorre aspect of the plans ancl decisions (Bemstein, 1976;

Cormier, 1997; Olsen, 1992; Rooney,7992; Shannon etal.,1997). "Worker

Investigators have iclentified the need fol meaningful or intensive worker

empowennent" was viewed as arl aspect of worker participation that was closely related

to workers' internal capacity to direct their own affairs, also called having an "internal

locus of control" or "self-efficacy" (Mitchell et al., 1990; Ekeberg et al., 1997; Mitchell

et al., 1990; Schwarzer,200l; Strauser, 1995; Trief & Donelson, 1995). Leslie, Holzhalb

and Holland (1998) postulated that a worker who felt empowered would also score

positively on scales that measured internal locus of control and job satisfaction; this was

supported in their research with business workers and social service workers. It seemed

evident from these studies that worker empowerment was closely linked to worker

attitudes and characteristics such as self-determination, openness to change, self-efficacy,

and working in a team.

It is suggested that, althougli workel participation and empowerment are discrete

constructs, a worker's sense of empowerment may be a positive outcome of meaningful

participation in the workplace.

2.0 Historv of 'Worker Particination in the Worl<nlace

Iï/orker participation and RTll

Engagement in occupation is part of our biological heritage based on the

development of capacities such as the ability to use our hands, visual perception, and

consciousness (Wilcock, 1998). Throughout history, work has been compelled by
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material privation: the need fol shelter and food (Wisman, I99l). Wilcock argued that

human beings have always hacl a need for meaningful occupation. To be engaged in

occupational activities for the sole purpose of survival apparently is not enough. The

ability and need to be creative and to form social relationships are basic to all humans;

occupational activity for early hunter-gatherer and agrarian groups encompassed both the

need for survival as well as cleativity and social intercourse. Wilcock stated that it was

only when civilization became urbanized and industrialized that human beings were

unable to combine play, creativity and work; division of labour and leisure became the

norm (Wilcock, 1998; Morlis, as cited in Molton, 1973). Although Greene, a theologian,

þersonal communication,2002) disagreed with the premise that industrialization was

solely to blame for the division of labour and enjoyment, he agreed that the loss of an

agrarian way of life resulted in people being separated from directly enjoying the fruits of

their labour. Greene also pointed out that when people left the agrarian way of life, they

experienced a disruption of living within the natural rhythm of nature and its seasonal

cycles of activity and lest and that this disruption might also have contributed to loss of

satisfaction with work.

Although a full unclerstanding of the lole of wolkers as participants in the

economy of a society is beyond the scope of this study, it is important to acknowledge the

extensive history and multiple fomrs of wolker parlicipation in the worþlace through the

centuries and decades. A brief overview will be given of industrial (workplace)

democracy and the folms of workel'participation that have influenced current concepts of

worker participation ancl worker empowerment. The concept of worker participation

within RTW as explored in this study, although differing somewhat from the historical
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roots of worker participation, nevertheless may be viewed as part of the overall

continuum of industrial democlacy and workers' involvement within the workplace.

2.1 Economic Ideologies ancl Worker Participation

At least two major strearns of econornic ideologies-capitalism and communism--

were prevalent in the 18tl' ancl 19tl' centuries. Capitalism may be defined as an economic

system characterized by private or corporate ownership of capital goods, by investments

that are determined by private decision, and by prices, production, and the distribution of

goods that are determined rnainly by competition in a free market ('Woods, 2003).

Communism is a s)/stem ol political and econolnic organization in which property is

owned by the state ol'ccrmtnuuity ancl all citizens share in the common wealth, illore or

less according to theil neeci.

2.1.1 Capitalism

Adam Smith, an economist and philosopher who lived in the 18th century,

published one of the first bool<s on political economy in which concepts such as the

division of labour and fi'ee enterprise were closely examined. He presented capitalism as

an ideology in which the pr'ofits belonged to the owners and workers who, although

necessary to the production process, were not direct participants in the product of their

labour (Smith, as cited in Camirbell, Skinner & Todds, 1975). Workers were viewed as a

commodity, to be used as and when needed and to be "discarded" when they were greater

in number than required in orcler to produce the goods demanded by the marketplace. For

the average worker who was not a property owner, labour and the fruits of labour \¡/ere

often unequally divided and the prospect of starvation was very real for many people

(Wisman, 1991). Karl Marx accused Adam Srnith (Marx, as cited in Tucker, 1978) of
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promoting the belief (and the plactices that lesulted from those beliefs) that labour was a

burden and a sacrifice, not to be associated with enjoyment and creativity.

2.1.2 Communism

Karl Marx, born in the early 19tl' century, asserted that when labourers were

alienated from the product of their laboul they subsequently became estranged from other

humans as well. Marx (as citecl in Elliott, 1981) assertecl that the result of the capitalist

view of the worker that alienated the labourer from the production process and the

product was that the worker became a commodity and was vulnerable to exploitation.

Private ownership of property was also an outcome of alienated labour. In Marx's ideal

society, no one person woulcl be coerced into an exclusive sphere of activity but each

could work at a variety of work activities. Society as a whole would regulate both the

ends and the means of production. For Marx, the laboul of production should be an

enjoyment of physical, intellectual and social activity (Marx, as cited in Tucker, i978). In

its truest folm, labour and procluction were collective activities that allowed each person

in the community (i.e. the collective or group) full expression of his or her capacities.

Alienation of the labourer and the product of labour was a basic tenet of Marx's

philosophy and appeared to be a clriving force behind the proposed development of

communism as a political and economic answer to restore corurection between the

labourer and the labour in a collective selÌse, that is, for the whole society (Marx, as cited

in Tucker, 1978; Marx, as translated by Fowkes & Fernb ach, 1977).

2.1.3 The need to integrate the labrntr and the lobourer

The concept of worker participation is rooted in both economic and political

forces (Schiller, 1991).It was suggested by Schiller that the economic root of worker
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participation referred to workers' need for an aclequate share of the profit in order to meet

their basic survival needs of food, shelter ancl clothing. The political root of worker

participation was considered to be the struggle to obtain the "enjoyment" or the fruits of

labour. Thus, worker participation may be viewed as the need for human beings to

integrate their occupational activities in order to meet not only their biological needs but

also their need to use fully their capacities and to be rewarded by the use of those

capacities (Wilcock, i 998).

2.2 Workplace Democrac),

2. 2. I Emploltee involvement

Vy'orker participation in the workplace has been considered to be an integral

aspect of industrial ancl economic democracy (Schiller,IggI; Olsen, 1992). Aspects of

worker participation in the workplace ranged from worker control and worker

involvement in specific work tasks to involvement in the management and production

decisions of the organization (Corn'rier,1997; Juravich, 1985; Schiller, l99I).Industrial

or workplace democracy was consiclered to be fully present when businesses were

completely managed by the workers (Gunn, 1984), or businesses were fully owned by the

employees (Rooney, 1995), or at least where employees had the majority power to make

decisions or changes to determine the direction of the company or enterprise V/hyte

(1991). Howevet, the form of organization in a democratic worþlace can range from

self-managed cooperatives to rnore traditional hierarchical or "top-down" management

models (Tomer, 1988; Whyte, 1991). Whyte (1991) suggested that fully democratic

companies tended to be small worker cooperatives whereas democratic partnerships,

democratic non-profit businesses, ancl democratic collectives tended to be larger
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enterprises.

2. 2. 2 EmploJ.,ee ownership and worker cooperatives

A worker cooperative is one in which workers participate in decision-making,

profit and ownership. It is often assumed that such complete worker participation has a

positive effect on productivity, work quality, worker morale, efficiency and flexibility to

change (Estrin, Jones & Svejnar, 1987). However, according to Canforth and Paton

(1991), the establishrnent of wolker cooperatives tends to be cyclical phenomena, arising

because of some social and economic crisis, and diminishing in number as

unemployment rates drop. They were often short-livecl because of take-overd by larger

companies or because of theil inability to be flexible in adapting to changing market

needs due to their small size or low reserve of capital funds (Canforth & Paton, I99I).

The highly successful Monclragon cooperatives in Spain, started in the early

1900's, àre an example of a complex of wolker cooperatives that weÍe committed to

basic values of equality, solidaritl,, dignity of labor, and participation, such that

participation referred not only to urembers' rights but also members' obligations to

participate in decision making (Whyte & Whyte, 199I). The cooperative developed a set

of guiding principles, one of wirich was the principle of balance between the economic

requirements of the firm and the socio-economic interests and needs of individual

members. This enabled them to be l'lexible in a competitive market as well as to continue

to be a democratic enterprise.

Ll/orker pørticipation and RTII'

2.2.3 Worlcplace democrac:¿ in Sveden and North America

The concept of workel participation in modern society may be exemplified by the

Swedish approach to economic democracy. Srveden extended the progress of economic
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democracy through the development of a largely unionized labour force as well as

through legislation to support the participation of workers in the workplace (Greenberg,

1 975; Olsen , 1992, 1999). Political democracy and workplace democracy were linked so

that workplace democracy (by way of legislation as well as negotiation) kept pace with

political democracy. According to Olsen (1988, 1999), although political democracy was

the foundation of government in North America, workplace democracy did not keep pace

with democratic rule and, in contrast to Sweden, has not gained a major foothold in this

continent.

2.3 'Worker Participation in Canada

2.3.1 Unions and collective agreements

Membership in a labour union continues to be one of the primary structures for

worker participation in Canadian workplaces, and collective bargaining has been

perceived as the "most promising route to industrial democracy" (Jain, 1990, p.280). Jain

analyzed changes and trends in Canadian industrial relations and their irnpact on

employee participation in three areas: collective bargaining, employee involvement and

participation in technological changes, and employee ownership and gain-sharing

programs. He concluded that joint labour-management committees could be beneficial in

activities such as introducing technological change. Deutsch and Schurman (1993)

suggested that pro-active involvement of unions in workplace restructuring was the best

way to assure improvement of health and safety as well as to assure r-rpgrading of skills

for technological change. Recent bi-partite efforts to develop injury prevention and RTW

services by the Occupational Health and Safety Agency for Healthcare in British

Columbia (OHSAH) appear to be effective in reducing work-related injuries (2003).
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Since its inception, NIDMAR has promoted the concept of collaboration between

unionized workers and management to facilitate RTW and accommodation for injured

workers in the workplace.

2.3.2 Emplq¡ee ownership and gain-sharing

Jain (1990) stated that, in Canada, profit sharing and stock-ownership plans might

not involve employees in managerial decision-making but organizations that promoted

such plans reflected an attitude within the organization that employees were pafiners in

the enterplise. The McDonald Commission on Labour-Management Cooperation in

Canada concluded that companies that offered profit sharing involved workers at a

greater level of participation in decision-making (Riddle, 1986). Another aspect of

employee ownership was seen in some companies that resoded to ernployee buy-out

plans as a means of conserving jobs in response to failing business and the threat of

complete closure (Jain, 1990). One example of this is the Pine Falls paper mill in

Manitoba (Pine Falls, Hansard, Government of Manitoba,2003).

2.4 Occupational Health and S

Research studies conducted with regard to occupational health issues include

health promotion (Bohr & Barrett, 1997;Helmer, Dunn, Eaton, Macedonio &.L'¡btitz,

lgg5), safety education (Harshbarger & Rose, 1991), work injury incidence and related

costs Qrlorman et al., 1998 Shannon et a1.,1.997), and RTV/ policies and programs

(Dyck, 1996; Fiske, 1994; Franlc et aL.,1995; Krause et al., 1998). Return-to-work

program development, as a specialized area of occupational health, gained priority as a

research area when insurers (especially workers' compensation agencies) and employers

intensif,red efforts to decrease injury costs by targeting the development of RTW
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programs (I(ing, 1993; Shrey, 1996).

2.4.I Worker participation in health promotion

Rest (1996) in a discussion paper, proposed that occupational health and safety

professionals need to promote worker participation in all health promotion and injury

prevention initiatives, citing a number of European countries (such as Sweden) that have

promoted and legislated workel involvement in occupational health programs. In a

comparative survey of Er-rropean Economic Council tnember countries, worker

participation via representative organizations (such as unions) in health promotion and

injury prevention education was found to be given legal status, but in actual practice the

representative bodies tended to be limited to giving recommendations for safety and

health without the power to insist on their implementation (Gevers, 1983). Nevertheless,

Gevers concluded, countdes that had representative participation tended to have a better

record ofoccupational safety than countries that had no participation. Sorensen,

Stoddard, Ockene, Hunt and Youngstlom (1996) evaluated wolker participation in a

liealth plomotion project in Australia ancl found there was a significant association

between participation in health promotion activities and reduced number of exposures to

health risks such as smoking. They also found that when workers were aware of

management's involvement and active promotion of health activities, they were more

likely to take parl in those activities. This would supporl a value of having leadership

from management in safety and health activities (Habeck, Leahy, Hunt, Chan and Welch,

19e1).

Il/orker participation and RTW
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2.4.2 Worker particÌpatÌon in ereonomic teams

King, (I99a;1998), on the basis of her review of the research literature and the

Occupational Safety and Health guidelines (United States) for ergonomics program

management, recommendecl that direct worker involvement in ergonomics teams was

essential if the benefits of injury prevention along with production goals ancl job

satisfaction were to be realized. Participatory ergonomic teams were found to be an

effective means of injury prevention in meatpacking industries (Moore and G*g, 1996).

Ergonomic programs that promoted worker participation in RT'W were examples of

workplace policy that advocated worker parlicipation in a complete process, from

identification of problems to planning interventions and implementing adaptations

(Ekeberg, Lagerstrom &Lutzen,I997;King,1994; Moore &. Gatg,1996; Norman &

Wells, 2000; Olson, Iggg). These ergonomic plograms were not necessarily specific to

injured workers for RTW but were likely to be an approach to overall injury prevention

and safety in the workPlace'

2.4.3 Demand-control theoryt in worker health

According to Karasek and Theorell (1990) and Haines, Hurlbert andZimmet,

(1991), wolkers in a wide range of organizations showed evidence that having some

control over one's job activities or job demands related positively to a worker's health.

When wolkers experienced low levels of control and high demands in their jobs, they

were likely to be at an increased risk for cardiovascular disease (Johnson & Hall, 1988;

Karasek et a1.,1981), mental or psychosocial illness (Jenkins, Harvey, Butler & Thomas,

1996; Lehmer & Bentley,1997), and musculoskeletal disorders (Bongers, deWinter,

Kompier & Hildebran dt, 1993; Feyer et al, 1992; Houtman, Bongers, Smulders &

l4/orker participation and RTII/
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Kompier, 1994; Koehoorn, 1999:Leino & Hanninnen, 1995). Although not specifically

focused on occupational health activities, these studies support the premise that increased

worker participation in the worþlace overall (i.e. increased involvement with their jobs

and with other workers, and control over job activities) appears to be important to the

maintenance of worker health.

2.4.4 "lntensily" qf worker participation

Rooney (1992) found that "intensity" in worker participation, i.e. the depth or

level of involvement within the organization, was impoltant in reducing injuries in the

worþlace. Lewchuk, Robb and Walters, (1996) and Shannon et al. (1996) found that

that the incidence of workplace injury was reduced in workplaces that had "active" joint

wolkplace health and safety committees, in contrast to committees that tended to be a

legal or structural formality and had little power to introduce change. Krause et al.,

(199S) in their review of modified work programs, did not report on the role of worker

participation in any progtams. Some workplaces that had RTW programs for workers

recovering from injury or illness incorporated worker participation through "RTW teams"

which had one oï more designated workel representatives, often appointed or elected by

the union (Clarke, Cole & Ferrier, 2000 Frank et al., 1999; Friesen et al., 2001). Both

manageïs and workers generally viewed these teams positively (Friesen et al., 2001). It is

suggested that the relative absence of examples of worker participation in RTW proglams

may be an impoftant omission that requires study.

2.4.5 Changing tt'ends in union-management relations

Jain (1990) reviewed union-management relationships in Canada and concluded

that structural forces such as competitive pressures from Japan, technological change, and
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global tlading agreements have forced labour and management to make adjustments and

adaptations to collective bargaining, employee involvement, and participation in

technology changes. He also concluded that the recent trends in parlicipatory

mechanisms has led to a movement away from 'job-control unionism' to a role that has

involved greater consultation and planning between management and labour. Keller

(1995) in a review of worker parlicipation models in several countries including Britain,

Japan, United States, Continental Europe and Canada also found that the nature of

employee involvement was changing from participation via labour unions to mechanisms

ofjoint labour-management committees involving consultation and planning, generally

initiated by management. In contrast, Alexander (197 5) argued that the forces of history

supported the concept of workers needing to 'contain authority and to regulate its

boundaries' and that this need resulted in ambivalence in working cooperatively with

management in non-traditional mechanisms. For this reason, both Alexander (1975) and

Verma (1989) argued, trade unions have been skeptical about-and even resistant to,

worker participation on health and safety committees or worker participation in

managerial decision-making. Lewchuk and Robertson (1997), in a study of "lean

production" organizations in auto manufacturing plants in Ontario, found that, although

"lean production" was pl'omoted as model of managing that involved workers to a greater

degree in production decisions, workers did not necessalily enjoy any greater sense of

empowerment than in plants that did not manage in the "lean procluction style".

2.5 Manasement-initiated Particination in the Workolace

assembly-line production model and a management style that gave workers no means or

Management strategies during most of the 20th century were based on an
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opportunities for input or participation into production planning or policy decisions

(Lewchuk & Robertson,1997). The Taylorist approach of "scientific management" was

based on the concept that efficiency of production was achieved through reductionism, or

subdividing jobs into smaller and smaller tasks; Fordism was an assembly-line form of

prodnction that applied the Taylorist principles to the automobile industry (Finlay, 2002).

Lewchuk and Robertson suggested that an aspect of Fordism was that workets were

intentionally kept ignorant of the overall company goals and decisions. According to Rest

(1996), this model of "scientific management" placed responsibility for workplace

accidents on the shoulders of wolkers who "deviated fi'om the script" or who dared to go

beyond the proscribed boundaries of their jobs. During the i980's and 1990's, various

forms of management strategies were initiated to include the worker and gain worker

participation while seeking to increase productivity. These were variously called work

groups, quality circles, joint labour-management teams, parlicipative maltagement, job

enrichment, continuous quality improvement, or quality of working life plans

(Appelbaum &.Batt,1994; Bluestone & Bluestone,1992; Finlay, 2002; Parker &

Slaughter, 1988). Rest (1996) critiqued this management-initiatecl call for increased

worker participation by suggesting that workers needed to t'esist participatory programs

that placed productivity improvements above worker health and safety.

"Leanproduction" or "flexible enterprise" ate terms for the recent phenomenon in

industry that claims to better use workers' skills and knowledge while also giving them

more control over their work environment (Finlay, 2002; Lewchuk & Robertson,7997).

Lewchuk and Robertson (1 997), in a suruey study among Canadian autoworkers, found

that when work groups were introduced along with lean production in a workplace,
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worker satisfaction was generally not improved and production levels did not improve. It

may be argued that these were strategies designed by management to increase

productivity by enhancing workers' sense of involvement and job satisfaction (Batt &

Appelbaum ,l,995) but did not incorporate any great breadth or depth of worker

participation and were therefore ineffective (Olsen, 1999). Although these models were

described as able to expand workers' involvement in decision-making and setting

policies, Olsen suggested the research on lean production (thus far) has not been

conclusive about the success of this model of worker participation. Lewchuk and

Robertson (1997) also suggested that there were still unanswered questions on the long-

term effects of lean production and worker parlicipation.

2.5. I Relationships between worker participation and productivifv

Rooney (1988), in a sample of 172 firms, studied the relationship between

employee-owned businesses and ploductivity and concluded that "meaningful" worker

participation might be as imporlant to production as employee ownership in affecting

workers' attitudes and performance. Cormier's (1997) findings in a'Job time analysis" of

the entire production process in a unionized manufactuling plant suggested that worker

participation had a positive influence on production and that "meaningful" participation

or the ability to effect real change was seen as imporlant by the workers. Levine and

Tyson (1990), in a discussion paper, supported the concept that productivity was

increased when thele was greater input by workers into workplace organization and

management but emphasized that the effects were more likely to be long-term when this

involved "substantive decision-making" rather than pr"rrely consultative or information-

giving arrangements, and when it occurred in an environment of commitment by
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employees and trust between employees and management.

2. 6 Le gislation Affectine'Worker Participation

2.6.I Sa-fe\t in the workplace

The Canada Labour Code provides every employee with three rights: the right to

know, the right to participate, and the right to refuse dangerous work (Canada Labour

Code-135, 2000). The Manitoba Workplace Safety ancl Health Act (1987, 2002)

legislates the wot'ker's right to refuse dangerous work. The employer is given the

responsibility to provide a safe working environment; the worker is responsible to use all

available safety equipment and exercise safety precautions in carrying out work activities

(Manitoba V/orkplace Safety & Health Act, 1987).

2.6.2 Joint worlrplace health and sa-fe\t committees

Every workplace with fewer than2} employees must have an occupational safety

and health representative, and every workplace with 20 or more employees must have an

occupational health and safety committee with representation fi'om both the employees

and the management (Manitoba Workplace Safety & Health Act,1987,2002)- The Act

also states that employees have the right and responsibility to parlicipate in identifying

and correcting job-related safety and health problems through the mechanism of their

safety and health representatives or committee members.

The effectiveness of each committee remains dependent on the workplace culture,

especially the relationship between unions and management. It was (and continues to be)

primarily through worker organizations (i.e. unions) that workers are able to participate in

workplace safety and health clecision-making and to advocate for job accommodation for

workers with permanent disabilities (Manitoba Labour Education Centre, 1995). Clarke

I4/orker participation and RTII
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(1982), in reviewing the evolution of workplace health and safety committees in Canada,

concluded that the committees were effective in solving many problems of health and

safety in the workplace. In contrast, Sass's (1936) analysis of occupational health and

safety in Canada reported that lack of worker rights to control work processes was a

major contributor to increased injuries. Lewchuk et al. (1996) studied the effectiveness of

joint health and safety committees in Ontario workplaces and concluded that workplaces

that had developed an "internal responsibility" for safety prior to legislation concerning

health and safety committees had a more effective safety program with reduced incidence

in workplace injuries than worþlaces without safety plograms prior to legislation.

Nevertheless, they also found that having legislated committees was better than having

no legislation as there was some overall positive effect on safety practices and recluced

work injuries (Lewchuk et al., 1996).

2.6.3 Return-to-v,ork and job accommodation

Injured workers who are unable to return to their previous jobs can benefit from

the guidelines for job accommodation as outlined in the Manitoba Human Rights Code

(Manitoba Human Rights Commission,1996). Both federal and provincial legislation

such as the Manitoba Human Rights Code, the Employment Equity AcL, and the

Workers' Compensation Act supporl the societal value that workers with physical or

mental challenges have a right to participate in the workforce (Turnbull, 1994;Manitoba

Human Rights Commission,1996; Manitoba-WcB, 1998; I999-b). Some labour

organizations such as the Manitoba Federation of Labour formally recognized the

benefits ofjob accommodation for workers with physical or mental limitations by

assuring true equality fol workers, and adopted policies that affirm unions' support for
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workers who require some type of accommodation in order to obtain or maintain

competitive employment (Manitoba Labour Education Centre, Manitoba Federation of

Labour & Manitoba League of the Physically Handicapped, 1995). However, Clarke et

al. (2000) found, during interviews with RTW stakeholders in Ontario, that in actual

practice, job accommodation as a means of sustaining employment for injured workers

remains difficult to implement.

3.0 Barriers and Facilitators of Return-to-Work

3. 1 Disabilitv Manasement

Disability management, also called RTW programming, refers to the range of

strategies and interventions provided for workers, who have been injurecl andlor

experienced a disabling condition, in order to enable them to safely return to work as

early as possible. Although disability management programs are optimally situated within

the workplace (Brooker, Clarke, Sinclair, Pennick & Hogg-Johnson, 2000), interventions

from a variety of health-care and/or vocational rehabilitation practitioners may be offered

outside the workplace either via the provincial healthcare system or the insurance

(workers' compensation) system.

Various intervention models and strategies have been proposed for successful

RTW such as case management (Backer, 1986; Gardner, 1991; Tate et a1.,1986), work

hardening (Cooper, Tate, Yassi & Khokhar, 7996; Jundt & King, 1999; King, 1993),

temporary 'reassignment' to an alternatejob or to modified work (Helm, Powell &

Nieuwenhuijsen, 1999; Jundt & King, 1999;Krause et a1., 1998; Loisel ef al, 1997),

ergonomic interventions in the workplace Qrlorman & Wells, 2000; Olson, 1999:.King,

1994;Waters & MacDonald,2001), and workplace based multi-component interventions
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(Loisel et aL.,1997; Yassi et al., 1995).Interventions have also included single-strategy

treatments such as back care education (Bonaiuti & Fontanella,1996' Papciak &

Feuerstein, 1991). Epidemiological studies in RTW literature were useful in determining

the causes of work injury, factors that assisted workers in returning to their job and

factors that appeared to be relevant in situations in which RTW was Llnsllccessful (Ash &

Goldstein, i991; Bigos, Spengler, Martin, Zeh, Fisher' & Nachemson, 1986, Habeck et al,

1991;Shannonetal, I997;Tate,1992; Yassi etal.,I995-a;1995-b)' Althoughmany

types of injury and disability were addressed in the literature, some of the most complex

and most studied injuries were soft-tissue musculoskeletal injuries, especially low-back

injuries (Bigos et al., 1986).

3.1.1 Case manaqemen[

Tate, Habeck and Galvin (1986) examined worlc-lelated disability expenditures

for New Jersey ancl expressed the opinion that the development of disability managernent

throughout the 1980's was an attempt to control overall injury costs by establishing a

multi-faceted approach to facilitating the recovery and RTW of injured workers through

case management practices. As defined by Shrey (1996), disability management is

primarily a case-based approach that has been used to coordinate rehabilitation and RTW

services in both the community and in the workplace. Shrey (1996) in a discussion

afticle, described what he termed a paradigm shift within disability management from

community-based service interventions to worksite based setvices, concluding that

worksite based services were more cost-efficient, and were empowering for the

employer, putting the responsibility for their workers back into their hands rather than

into the hands of outside consultants or insurance companies. However, worker
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participation i¡ this context of disability management was a loosely defined concept and

appeared to be related to the expectation that wolkers would cooperate with the

"pl'ogram" and that workers benefited from early return-to-work physically,

psychologically and socially (Habeck & Hunt, 1999; Shrey, 1996; Shrey & Hursch,

reee).

3.1.2 Work hardenine

Wor.k hardening was generally desclibed as a multi-disciplinary approach to RTW

incorpolating physical therapy, occupational therapy, and occasionally other

rehabilitation professionals such as a psychologist, vocational counselol or occupational

health nurse (CoopeL, Tate, Yassi & Khokar, 1996; Jundt & King, 1999; King, 1993)'

The goal of work hardening is to return injured workers to their jobs as quickly as

possible and in fit condition to perform the physical demands of their jobs. Work

hardening was found to be an effective intervention to facilitate RTV/ for injured wolkers

who had been away from their jobs for at least six months (Johnson, Archer-Heese,

Caron-Powles, & Dowson 2001).

3.1.3 Modi.fiedwork

The use of temporary 'reassignment' to an alternate job or to rnodified work

activities, as a strategy to return to full-time work, appeals to be a positive and effective

intervention in RTW programming (Durand & Loisel, 2001; Friesen et a1.,200I; Helm,

powell & Niegwenhuijsen, 1999;Jundt & King, 1999;Krause et al., 1998; Loisel et al',

IggT). Brooker, Cole, Hogg-Johnson, Smith & Frank (2001) found among 1833 workers

in Ontario that workplaces that offerecl assistance to injured workers such as modifìecl

work arrangements also experienced reduced compensation duration.
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3. 1.4 Supervisor training

pransky, Shaw & Mclellan (2001) in a pilot study introduced a training program

for 108 supervisors in seven New Hampshire companies that focused on creating positive

attitudes and behaviouls among supervisors. Although too small to gain significance'

both supervisors and employees reported decreased time-loss due to injury'

3. l. 5 Mt tlti-component interventions

Loisel eï al. (1997) and Yassi et al. (1995-b) in two separate studies demonstrated

the success of early RTW with manufacturing workers and with healthcare workers

through multi-component interventions including physical therapy, occupational therapy,

education for injury prevention, modified work, and a time-graduated RTW process' It

was apparent that responsibility for work safety, prevention of injuries, and management

of work injury were increasingly viewed as the responsibility of many stakeholders and

did not have single-stakeholder or single-strategy solutions (Shannon et al', 1997:'Tate ef

al., 1986; Manitoba-wcB, 1998). A model of multi-component intervention was

developed by Yassi (personal communication and website in development, 2000) that

placed the worker, within the workpl ace, atthe centre of the RTW activity' Through

coordinated efforts of the worþlace, specifically the occupational health department,

union representatives, supervisors, and managers, aS well as the healthcare system and

insurance (WCB) system, the worker was enabled to return to work as early as possible

and without undue risk of re-injury (see Figure 2)'

Ilorker participation and RTW
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Figure 2 Multi-component Model for Return-to-work (Yassi, 2000, personal communication)
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In a qualitative study looking at employers' strategies for managing injured

workets, Habeck, Scully, VanTol, and Hunt (1998), identified the most successful

strategies for ernployers to promote RTW as well as reduce workplace injury. These

included involvement and leadership of management in safety and injury prevention

programs, having policies and programs in place to address work injury and return-to-

work in a timely ancl comprehensive lnanner, and promoting a culture of safety awareness

within the workplace. Two variables found to be important for employer success in

disability management required worker involvement in a structured format including

labour-management cooperation (in a committee structure) and safety training for all

workers. These elements suggested that worker participation was essential to the success

of disability management and RTW even though there were limited structured

opportunities for worker involvement'

Success in retur'ning injurecl workels to their jobs has been found to be influenced

by numerons factors including characteristics of the worker (Bigos et al., 1986; Sinclair

et a1.,1995), the physical job demands (Cooper et al., 1997-a & -b; Yassi et a1., 1995-b),

the workplace environment or culture (Frank et al.,1999; Friesen et a1., 2001; Norman et

al., 1998: Norman & Wells, 2000; Shannon, 2000; Shannon et al., 1996,1997),

healthcare practices and insurance policies which affected the worker, as well as

economic or social conditions outside the workplace (Baril et al., 2002; Friesen et al.,

200I; Gunderson &HyatÍ",2000). These factors were fufther explored in a qualitative

study in three provinces in Canada in which workers and other stakeholclers from a

variety of occupations and worlc sectors were interviewed about their perceptions of what
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determiled success in a RTV/ pïocess and what were the barriers for RTW (Clarke et al.,

2000; Friesen eta1.,2001; Stock etal.,1999).

3.2 Worker'-centered Factors in RTW

3. 2. I Worker demographics

Worker variables that were found to be significant in facilitating or hindering

RTV/ inclgded demographic variables, socio-economic variables, history of work-related

injury, participation in rehabilitation intervention, workers' sense of self-efficacy, and

workers' attitudes and desire to RTW.

A worker's age was not consistently an inclicator of time-loss due to injury before

returning to work. In some studies, older workers who had seniority, more work skills,

and higher education tended to RTW earlier (Lanes, Gauron, Spratt, Wernimont, Found

& Weinstein,1,995;Tate,1992; Voalclander et al., 1995).In other studies, older workers

had a lower rate of injury but tended to be off work for'longer periods of time (Bigos et

al.,7986;Mclntosh, Frank, Hogg-Johnson, Bombardier & HaIl,2000). Kenny (1994)

found older workers, those who worked parl-time, and those who earned a lower pay

were off work for longer periods of time than other workers.

Gender was also an inconsistent indicator for RTW. Bigos et al. (1986) reported

that women experienced fewer injuries but tencled to be disabled from work for longer

periods of time. Mclntosh et al. (2000) in their study of factors related to increased tirne

spent receiving workers' compensation benefits did not find gender to be a significant

factor regardless of the type of injury sustained. Young and Russell (1995), however,

fo¡nd that gelder \¡/as a RTW indicator in a study of RTW among teachers; female

teachers were mole likely to retutn to their jobs than male teachers.
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3.2.2 Severiû qf inÌurl¡

Severity of injury was repofied to be associated with increased time away from

tlre job (Tate, 1992; Gardner, 1991). This factor, however, is somewhat inconclusive in

that Lancourt and Kettelhut (1992) reporled that there were no signif,rcant differences in

physical findings of workers who returned to work and those who did not. However, if

the study included individuals with catastrophic injuries such as spinal cord injury or

head injury, the severity of these injulies was usually a prognostic indicator for duration

of time lost from work (MacKenzie et a1.,1987).

3.2.3 Perceived disabilin. fear. and osvchosocial factors

Perceived disability due to pain was frequently present in workers who

experienced long periods of work disability (i.e. time lost from work due to injury).

Himmelstein et al. (1995) found that individuals who were clisabled fi'om work, compared

with others who had similar diagnoses but continued to work, were mole likely to report

higher levels of pain and were given to "catastrophizing". Cooper et al. (1996,1997-a)

found that nurses with back injury who experienced residual disability tended to report

higher levels of disability due to pain. Lancourl and Kettelhut (1992) also found that

workers who had not leturned to work scored higher on a scale that measured perceived

disability due to pain than workers who had returned to work. Papciak and Feuerstein

(1991) found that workers who leported increased pain perception were less likely to

return to work, andHazard et al. (1991) reported that workers who demonstratecl

"disability exaggeration" were less likely to RTW.

Tarasuk and Eakin (1994) found, in a qualitative stucly, that workers who

experienced difficulty in returning to work often expressed a fear of re-injury. Whether

Worker participation and RTIV
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the fear.of re-injury and perception of pain were linked was not shown in any of the

st¡dies that were reviewed. Workers who had a previotts injury were at a greater risk for

re-injtrry (Baldwin, Johnson & Butler, 1996; Bigos et al', i986-a; Yassi et a\,1999)'

Psychological illness such as the presence of depression (Ash and Goldstein, 1991) was

shown to be associated with work disability. In a study by Feyer et al. (1992) that

compared workers with back pain who were working at the time of the stucly to subjects

who had back pain but were not working, it was found that working subjects had fewer

psychological disturbances and less clissatisfaction with their jobs than subjects who were

not working, regardless of the severity of the disability. These findings may be used to

support the concept that it is healthier for an injured worker to remain on the job rather

than to take extensive time away from the job ('Wilcock, 1998)'

3. 2. 4 Worker self-efficacv

Self-efficacy is an optimistic belief about one's personal ability to cope with a

variety of stressors, and competence to deal with challenging encounters. The construct

ofself-effìcacy as introduced by Bandura (1977,1992) represented a core aspect ofsocial

cognitive theory and leferred to personal action control or agency. This "can-do"

cognition mirrored a sense of control over one's environment. It could be regarded as a

self-confident view of one's capability to deal with certain life stressors (Schwarzer,

2001). Self-efficacy (Bandr.rra,Igg2) made a difference in how people felt, thought and

acted. A low sense of self-efficacy was associated with feelings of depression, anxiety,

and helplessness. A sense of competence in cognitive processes affected one's quality of

decision-making and level of motivation in pursuing challenging tasks. Once an action

had been taken, highly self-efficacious persons tended to invest more effort ancl persist
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longer than those who scored low in self-efficacy; they recovered more quickly from

setbacks and maintained a commitment to pursue their goals. Self-efficacy - high or low

- would enhance or impede motivation (Bandura, 1992),

Interpersonal dynamics and structures that allowed for and encouraged worker

participation and empoweÍrìent in the recovery and RTW appeared to be important to the

well-being of the worker ancl his or her ultimate RTW (Ekeberg et a1.,1997;Mitchell et

aI., 1990; Rest, 1996; Walker, 1992). A worker's sense of disempowerment in the RTW

process appeared to be linked with the sense of being unable to understand or to negotiate

the "system" (Friesen et al., 2001; Mitchell et al.). The "system" in this context refened

to the numerous organizational and bureaucratic structures within the health and

insurance systems that were involved in assisting the injured worker. It also referred to

the rnultiple and complex human interactions, within those structutes, which were

necessary to facilitate successful RTW (Friesen et aL.,2001). Cole, Beaton and Shannon

( 1995) indicated that the failure of workers to recover a sense of control over their lives

was a key step in prolonging the disability.

Professionals in the field of industrial rehabilitation literature claimed that

workers with an injury or disability had to be motivated or have a sense of self-

directedness in the rehabilitation and return-to-work process in order to benef,tt fully from

the rehabilitation intervention, gain improved functional abilities ancl be able to letum to

their jobs (Menard & Hoens, 1994; Smith,1994; Velozo, 1993). Menard & Hoens (1994)

found in their work with injured workers that performance in work rehabilitation

activities required not only a l'ange of complexity in rnotor performance but also depth in

personal volition that enabled them to engage in the process of RTW. Frank et al. (1999)
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in a three-province qualitative study on RTV/ found that workers' commitment to, and

participation in, rehabilitation and successful return-to-work (RTW) following workplace

injury appeared to be an important element in the process of RTW. Sinclair, Sullivan et

al. (1995) presented a framework for RTW in Ontario indicating that the worker was an

important component in the process for RTV/'

Although self-efficacy has been shown to be domain-specific, (that is, a person

may have differing levels of self-efficacy in several domains of function), it has also been

conceptualised as a global confidence in one's coping ability across a wide range of

demanding or novel sitr-rations (Schwarzer,l994). Worker empowerment as described by

Foster-Fishman and Keys (1997) was a person-environment interaction in which the pre-

conditions were a work envilonment with opportunities for worker involvement and the

worker's personal desire to change and gain greater control over work activities. Based

on earlier research (Friesen et al, 1999), it was postulated that workers' ability to

participate in a RTW program was based, in part, on a positive self-efficacy or belief in

their ability to negotiate their way thu'ough the various healthcare, insuLance and

workplace systems. When given opportunity to participate in the RTW process, such

workers (it was hypothesized) would be more likely to "self-manage" and to be

successful in returning to work after a workplace injury.

3.2.5 Worker participnljen-ln RTA

Based on the literature review, it appears that worker participation in the process

of RTW was often assumed to be actively present; and that the type of participation

described in RTW programs was sometimes more indicative of a person's compliance

with a particular RTW process rather than an indication of true choice and decision-
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making power (Frankcom , 7992; Mitchell et al., 7990; Trief & Donelson, 1995; Walker,

1992). Frankcom (1992) studied the effect of the workers' compensation system on

workers' sense of self-efficacy and found that workers often felt controlled by the

system; they felt that they were not allowed to have any input into the RTW process.

Mitchell et al. (1990) agreed with Frankcom's (1992) conclusion but added the

hypothesis that workers may also have entered the workers' contpensation system with a

lowered self-effìcacy due to the loss of their ability to earn an income. Trief and

Donelson's (1995) analysis of the impact of the workers' compensation system on quality

of life concluded that the WCB environment fostered destructive anxieties and negative

health perceptions. Wallcer (1992) argued that the current "system" of workers'

compensation actually fostered the development of "learned helplessness" by its

cornplexity, its conflicting and confusing role relationships between the injured worker

and other pafties, and by the worker's own fears and frustrations as a result of the life-

changes subsequent to the injury. Following an extensive review of the research

literature, Ekberg (1995) concluded that injured workers needed to have an influence on

their own rehabilitation (or injury recovery) process in order to achieve a positive

outcome.

Friesen et al. (2001) found that the verbalized experience of many injured workers

was that they felt controlled by the "system"; they expressed that they did not feel

"listened to". A worker-centred issue that was identified during the series of qualitative

interviews with injured workers was an inability to negotiate systems. Workers' ability to

negotiate their way through the healthcare, workplace, and insurance systems, in orcler to

obtain the best options for their own recovery and RTW, was interpreted to mean having
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a senss of empowerment and control over the RTW process (Friesen et al, 2001).

3.3 Workplace System Factors in RTW

3.3.1 Leadership sryle

Shannon et al. (1996,199J,2000) and Amick et al. (2000-a) identified a number

of organizational factors in the worþlace that contributed to the prevention of work

injury. These included a style of management that was decentralized and promoted

worker involvement in decision-making, commitment by senior-level managers to safety

and injury prevention, an active joint labour-management health and safety committee,

and an atmosphere of trust and "good faith". The effectiveness ofjoint management ancl

labour committees in health and safety was evaluated by how much authority the

committee had to make decisions and implernent work safety strategies (Lewchuk et al.,

1 996; O' Grady, 2000, Shannon et al., 1996).

Union-management relationships are an important aspect of worþlace dynamics

that can be perceived as a barrier or a facilitator to RT'W. Until recent years, unions have

had somewhat limited involvement in RTW programs. However, Friesen et al. (2001)

found that union supporl and involvement in RTW plamring and implementation was

reported by workers and managers to be an impofiant factor in the success of RTW

programming. It was recommended that unions should be involved to a greater degree in

supporling injured workers and establishing modified work programs (Clarke et aL.,2000;

Friesen et a1., 200 1 ; Manitoba Labour Education Centre, 199 5) . An example of greater

cooperation between unions and management in developing injury prevention and RTW

programming may be found in recent efforls by OHSAH (2003) to develop their

prevention and early intervention program. As well, NIDMAR (2004) is promoting
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collaboration between unions and management in their educational and certification

program for disability management.

Strunin and Boden, (2000) found that the RTW process was hinclered by

employers who wele indifferent or even hostile towards workers who had sustainecl a

back injury and were attempting to get back to wolk. Haldorsen et al. (1997) reported a

positive change in attitude by supervisors who were given training on how to reintegrate

employees with musculoskeletal pain; however, they did not indicate whether this had

any effect on RTW.

3.3.2 Worl?lace culture andjob demands

Shannon (2000) suggested that worþlace organizational factors differed from job

demand factors such as those measured by Karasek (1985), and that both were imporlant

to facilitating success in RTW. Having control in managing the demands of the job

(Karasek & Theorell, 1990) hacl been cited as imporlant both in preventing injury as well

as in reducing the costs related to time-loss claims. Koehoorn (1999) found that

healthcare workers who experienced increased job demands and yet had little support and

little control in managing those demands were more likely to be injured or re-injured.

These findings were consistent with recent studies which indicated that workplaces that

had a strong "safety culture" also had a lower work incidence of injury (Manitoba

Labour, 1996;Lewchuk et a1.,1996; Shannon et al., 1997; Shannon, 2000).

The culture and climate of the workplace, defined as prevalent values, beliefs and

perceptions of attributes about relationships in an organization, have been found to be

impoltant indicators of successful work integration for persons with psychiatric or other

disabilities (Kirsh, 2000). Specific aspects of a workplace climate deemed to be most
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impoltant for work integration were supporl from supervisors and co-workers on the job

and congrllence between workplace and personal values. Bongers et al. (1993) reviewed

studies that found an association between psychosocial stressors in the workplace and

musculoskeletal disorders. They concluded that stressors at work, including monotonous

work, time pressures and a perceived high workload, contributed to musculoskeletal

complaints. Although there was no indication that these factors applied to workers who

were in the process of RTW, it may be related to the general climate of the workplace

that appealed to be important for success in RTW (Clarke et al., 2000, Stock et al., 1999).

Westmorland, Zeylinoglu, Pringle, Denton and Chouinard, (1998) found that elements of

the work environment important to workers with disabilities included positive attitucles,

respect and communication among supervisors and co-workers. Young ancl Russell

(1995) found that the type of school (i.e. workplace setting), with respect to its

psychological demands, was an impoftant factor in whether or not teachers returned to

work. Heerwagen, Heubach, Montgomery and Weimer (1995) suggested that the physical

work environment, if it was aesthetically pleasing, airy and light, was an important factor

in reducing the stress of workers and facilitating productive work habits.

3.3.3 Ergonomics and iqiur.v prevention

Ergonomic adaptations to the worksite or to an injured worket's job design were

found to be common elements of work rehabilitation programs (Jundt & King, 1999), and

were cited as important in returning injured workers to work as well as preventing fuither

injury (l.trorman & Wells, 2000). Ergonomic programs in the workplace have generally

been found to be helpful in preventing injury (Moore &. Garg,1996) but have also been
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found to be helpful in enabling workers with disabilities to re-enter the work force (King,

1994; Olson,1999).

3.3.4 Active RTW programs

Also imporlant in RTW were workplace factors such as the plesence of an active

RTW program (Clarke et al., 2000; Friesen et al., 2001) and a people-oriented work

culture (Hunt et al., 1993). The irnporlance of having a RTW program in place at the

workplace and having opportunities for injured workers to participate in modified work

was a recurring theme in much of the literature on upper-extremity soft tissue disorders as

well as back injuries (Clarke et a1.,2000;Helm et al., 1999; Hudak, Cole & Frank, 1998).

Friesen et al. (2001) found that any workplace which offered modified work

opportunities, regardless of the relevance of the modified work tasks to the person's own

job tasks, reported greater success in RTW than companies which had no modified work

opportunities. Krause et al., (1998), in a review of moclifiecl work programs, repoded that

workels who participated in modified wolk tended to return to their jobs more quickly.

Shoemaker, Robin & Robin (1992) advocated the establishunent of a workplace policy on

early RTW that would require workplaces to provide modified work arrangements for

workers who had sustained injury. Habeck et al. (1991) found that workers'

compensation costs were significantly lower in workplaces that had policies and practices

bearing on the prevention and management of work disability.

3.3.5 Comntunication and trust

In a qualitative study of bariers and facilitators in RTW, all stakeholder groups

agreed that "positive relationships", "good communication" and "working together" were

important to success in a RTW program (Clarke et al., 2000; Friesen et al., 2001). Both
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structure (having a RTW pïogram) and relationships (communication and trllst) were

perceived as vital in successful RTW, evidenced by wolkers returning to their jobs and

by lower injury costs (Friesen et al.,2001).

3.4 Health Services S)'stem Factors in RTW

Friesen et al. (2001) and Clarke et al. (2000) were informed by stakeholder

parlicipants in a RTV/ qualitative study that treating physicians often were not infolmed

about the injured worker's job demands nor about the employer's practices concelning

modified work opportunities. Nonetheless, physicians were perceived to be important

facilitators or barders to the RTW process, depending on their willingness and

availability to communicate with the ernployer, the insurer, and the injured wolker.

Occupational health professionals expressed frustration that family physicians were

uninformed about the guidelines for treating injured workers and the benef-rts of early

RTW strategies, and some were unwilling to share information about the injured

worker's health status that would facilitate development of a modified work program

(Clarke et al., 2000; Friesen et al., 2001). Frank et al. (1996, 1998) and Yassi et al. (2002)

indicated that the worker's physician's approach to managing the injury at its onset was

critical to the ultimate success of RTW.

Rehabilitation interventions for workers might be undeftaken upon the advice of

the worker's physician, insurer, employer, or might be initiated by the workers'

Occasionally rehabilitation intervention services are offered at the workplace as part of

the RTW pïocess. This was especially true for any modified work programs that might be

offered by the employer separately from other rehabilitation programs, as well as be

organized as part of the overall rehabilitation plan for the worker (Shrey, 1996), Specific
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rehabilitation interventions targeted to injured workers included programs for worlc

conditioning and work hardening (King,lgg3), specific strength training (Branch, 1998),

and involvement in modified work (Helm et a1.,1999; Krause et a1.,1998)' Many

programs r-eported that approximately 50Yo or more of the parlicipants returned to their

jobs following the work tehabilitation programs Qrliemeyer et al., 1994). Some centres

offered pïograms that focused primalily on flexibility and stlengthening (Branch, 7998;

Karas & Conrad, 1996), while others offered a multi-disciplinary program which

included education on injury prevention, physical conditioning, job simulation activities,

pain management education, and personal counseling (Jundt & King, 1997; King, 1993;

Niemeyer et al.,Igg4). Kenny (1994) reported that' on avelage, workers who had

received rehabilitation interventions had less time off work than all other workers.

Bendix, Labriola and Boekgaard (1998) also repofied that individuals receiving

functional lestoration treatment reported a less disabled lifestyle following their injury

and return to their jobs. Although not strictly part of the rehabilitation program, the

security of knowing that employment was available to the injured workers was also

important in facilitating eally RTW and preventing further work disability (Merrill,1997;

Voaklander et al., 1995).

3.5 Insurance System Factors in RTW

Factors within the legislative or insurance systems such as complex rules and

structures r-esulting in worker disempowerment have been found to be important to the

worker's sense of being able to have a sense of control over their RTW process

(Frankcom,7992;Rest, 1996; Tate, 1992). Friesen et al. (1999) found that workers,

physicians, and occupational health personnel reported frustration with insurance
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companies when they were not given adequate information conceming the injury claim,

benefits, potential RTW options, or when there were delays in processing or conveying

infor-mation. Clarke et al. (2000) and Kenny (1995) repofted that the complexity of the

workers' compensation system was a solrrce of potential problems related to

i¡consistency in claims adjudication, lack of understanding fol workers who were really

motivated to get back to work and delays in procedural requirements. However, when

insurers were diligent in conveying information to the employer, the physician and the

worker, they were perceived as facilitators in the RTW process (Clarke et al., 2000). The

WCB of Manitoba reported that they were (and are curtently) encouraging improved

communication and active partnerships between workplaces and with the Workplace

Safety a¡d Health division in orcler to improve injury prevention strategies and to

establish disability management programs in the workplace (WCB Manitoba, 1999-a,

1 ee9-b).

Feyer et al. (1992), Frankcom (1992) and Kenny ( 1 995) referred to the negative

effects of the compensation system on workers, their families and on the rehabilitation

pïocess. This was variously cited as being due to the bureaucracy in the system, the loss

of control experienced by claimants who were "in the system" or the insurer's policies

that placed restrictions on the type of intervention approved for the injurecl worker'

Kenny (Igg4), in a study of detelminants of time lost from workplace injuries in

Australia, found that workplaces which were self-insured tended to have a more

integrated approach to injury management, and might also have a lower incidence of

long-term disability claims. This finding, although not necessalily relevant to the

administration of workers' compensation insurance systems in Canada, may have some
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significance for workplaces that administrate their own long-term disability insurance

plan.

A growing consensus was apparent among researchers and RTW personnel that

successful RTW is influenced by multiple factors and systems (Feuerstein et aI.,2000;

Frank et al., 1998; isernhagen, 2000), and requires coordinated efforts among all

stakeholders in the medical, rehabilitation, insurance, and workplace systems. Although

this consensus does not negate the importance of the worker in the RTW process, some

authors suggested that there has been an over-emphasis on the neecl for change by the

workers; it is now time for organizational systems to institute changes in attitudes and

practices (Frankcom , 1992; Trief & Donelson, 1995).

3.6 Economic. Social and Leeislative System Variables in Successful RT'W

3.6.I Social and economic variables

According to several stakeholders interviewed by Friesen et al. (2001), and the

project coordinator of the Workers with Disabilities Project (Manitoba Labour Eclucation

Centre, 1995), economic conditions which resulted in clownsizing the work force and

eliminating job positions made it very difficuìt to offer injured workers modified work

options or alternate jobs. This finding is somewhat disturbing to the future outlook for

injured workers, especially when considered in light of the evidence that opporlunities for

modified work in the workplace were an important factor in the RTW process.

Gunderson and Hyatt (2000) analyzed trends of work injury incidence, workers'

compensation assessment of the workplaces, and injury-related costs with the view of

pointing out that the nature of major industry is changing from manual-labour-basecl such

as logging, to technology and information-based industries. Their findings suggested that
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the type of injuries occurring in technology jobs tended to be soft-tissue injuries, which

were often less visible and more difficult to diagnose than the type of injuries in manual

labour jobs. This, they predicted, would have major implications for costs ancl for the

type of insurance coverage offered by workers' compensation agencies (Gunderson &

Hyatt, 2000).

Family physicians in Manitoba usually are remunerated based on the number of

patients they treat. Some physicians suggested that this might have the effect of

physicians not having adequate time to spend with patients, potentially compromising the

quality of care by not being able to attend to worker injury issues which fall into the

realm of social ol psychological intervention (Friesen et aL,200l). One solution that a

number of workplaces have implemented is to hire occupational physicians on a contract

basis to offer meclical services to their employees (Friesen et a1.,2001). Comments of

occupational health professionals and the RTW team within the workplace, both

physicians and nurses, expressed satisfaction with this arlangement in two aÍeas. The on-

site (workplace) RTW team expressed the benefits of having a physician easily accessible

to the woïkers, and the physicians dealing with injured workers expressed the benefits of

gaining greater understanding of workers' job demands and their relationship to workets'

injury and disability.

3. 6. 2 Legislative variables

Human rights legislation that encourages job accommodation, federally and

provincially, is a provision for workers with disabilities to obtain work or to return to

work following an injury. The employer is required to implement adaptations for the
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workeÍ as long as they do not put the business in jeopardy or make the job unsafe

(Htrman Rights Code, 1987).

In a discussion paper, Sass (1986), an occupational physician, commented that

lack of worker rights to control work processes was a major contributor to increased

number of injuries and argued that industry, as a whole, must be willing to cooperate in

designing and implementing legislation which puts workers' safety and health ahead of

production pressures.

A review of the current Manitoba Workplace Safety and Health Act (1987)

indicated that both the worker and the employer have rights and responsibilities in

ensuring work safety. Tlie employer is responsible for providing a safe working

environment. The worker is responsible to use all required safety equipment and observe

the mandated safe work practices. The Act also highlighted the point that the chief

occupational rnedical officer had rights to request that an employer offer alternative work

to a worker when/if this person were capable of performing the essential elements of the

job

4.0 The Manitoba Experience of Work Iniurv and Return-to-Work

Although research information concerning work injury and RTW has been drawn

from both national and international studies, some critical studies frorn Manitoba have

confirmed that the factors related to work injury and to RTW in other centres are also

applicable to workplaces in Manitoba. This holds true for the cost of work-related injuries

and the high percentage of soft tissue injuries (WCB Manitoba 1998,1999, 2000, 2001).

As in other provinces, Manitoba healthcare workers experience higher than average

injury incidence and time-loss (AWCBC,1999; Manitoba Labour, 2001). Despite
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evidence that ergonomic interventions and active RTW programs/disability management

reduce the incidence and cost of work-related injury, the implementation of pro-active

RTW programs continues to be sporadic (Brooker et al., 2000; Cousins, 2002; Yassi et

al., 1995). Ergonomic interventions such as electric hi-lo beds ancl ceiling-track lift

systems have been effective in reducing work injury incidence and costs among

healthcare workers (Daynard et a|.,2001; Ronald, Yassi, Spiegel, Tate &' Mozel, 2002)'

However, lifting and transfer policies and ergonomic solutions have been applied in an

inconsistent manner among V/RHA healthcare facilities (Cousins, 2002). Again, despite

the evidence that workplaces need to support injury prevention and provide opportunities

for modified work and accommodation for injured workeLs, workers' attitudes and

behaviours continue to be viewed by managers and insurers as major barriers in timely

RTW (Friesen et al., 2001).

Intervention models and strategies proposecl for successful RTW following

workplace injury have included case management or disability management (Backer,

1986; Gardner, 1991; Tate et al., 1986), work hardening (Cooper, Tate, Yassi & Khokhar,

1996; Jundt & King, t999;King, 1993), and workplace-based, multi-disciplinary

strategies (Loisel et al., 1997; Yassi et al., 1995-b). Although the worker is depicted as

the central figure in this RTW model, the involvement and commitment of the worker to

the RTW process has received minimal attention in the research (Friesen et al., 200I;

Kenny, 1995; Walker,1992). Findings from studies by Fliesen et al., Kenny (1995) and

Walker (Igg2) showed that workers reported a sense of helplessness ancl

disempowerment in the RTW process while workplaces continued to report high costs

related to workplace injury.
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Although the need for worker participation has been addressed in health

promotion programs such as smoking cessation (Sorenson et al., 1996), provision for

worker participation in RTW does not appear to have received any attention. One of the

gaps in the research is that the determinants of worker parlicipation in the workplace have

not been clarihed; nor has any research been conducted that focuses on the need for, or

the nature of, worker palticipation in the RTW process. It is suggested that determinants

of worker participation in the workplace and in the RTW process need to be clarif,red so

as to understand the impoftance of workel participation to the overall design and

implementation of RTW Programs.

Workplace

A theoretical multi-component RTW model was developed based on a summary

of the facilitators in a successful RTW program found in the literature (Figure 3). This

model depicts the importance of both systems and individual interactions in the process

of RTW, the central role of the worker, and the central process being the RTW process of

the injured worker. The RTW process involves key figures (or sub-systems) within the

workplace systern: the managers and/or supervisors, the occttpational health team, the

union (also representing co-workers). It also involves the healthcare system (outside the

worþlace system), which might include physicians, physical therapists, occupational

therapists, massage therapists, psychotherapists, or alternative health practitioners as part

of the healthcare team. As well, the insurance system (in this study, the Workers'

Compensatio¡ Board) is closely involved with the worker and usually with the RTW

process.

f Worker
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This model assumes that anetwork of cooperation and communication exists

among all the major stakeholders involved in an injured worker's RTW process and

p'ogram, both within the workplace and among the wolkplace, health, and insurance

systems. When the injury occllrs, this network becomes operational on behalf of the

worker. The employer maintains contact with, and provicles help ancl support to the

worker, generally via the occupational health sub-system'
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Figure 3 A Synthesis of Multi-system Models of Worker Parlicipation and Return-to-work in the Workplace (developed by
Friesen, 2001)
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The union subsystem remains in communication with the manager or supervisol',

the occupational health unit and the worker, in order to protect the worker's well-being

and maintain the job position. The ernployer (manager or supervisor) also initiates or

responds to communication ancl cooperates with the insurer and with the worker's

primary care physician. The model depicts the worker as the central figure in all the

comrnunication and interventions, involved in all the planning and implernentation of

RTW. Although the coordinator, oL case manager, of the RTW process in this interactive

model is generally the employer via the occupational health unit, the model allows fol the

worker, the insurer, a healthcare practitioner, or even the worker's supervisor to function

as the RTW coordinator.

This theoretical depiction of worker parlicipation in RTW assumes the worker's

involvement in the organization's program of clisability management including RTW. It

is also based on the assumption that the organization has some type of RTW program or

process in place. The RTW program may inclucle er'gonomic intervention, injury

prevention education, or other safety and health programs and priorities. Based on

previous research (Manitoba Labour-WSH, 1996) that found that workplaces with a

positive safety culture have a lower injury rcte,il is also suggested that workplaces with a

positive safety culture would be more likely to have RTW programs in place and more

likely to have a higher level of worker participation in the workplace and in the RTW

program.

From this moclel it can be hypothesized that worker participation in the workplace

is linlced to the presence of a "participative workplace" culture and that duration of time-

loss injuries can be influenced by worker participation in the workplace and by the
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A rnodel of a worker participation in the RTW process was postulatecl as a series

of steps in worker participation from receiving information through decision-making

(Cormier, 1997 Rooney, 1988 & 1992) (Figure 4).

Figure 4 A Framework for Understanding'Workers' Participation in Return-to-worlc

(developed by Friesen, 2003)

Worker participation and RTW
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RTW plan &
Implementation
.Iob accommodation

INPUT
Treatment & Rehab
RTW plan
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Treatment
RTW plan &
Implementation

INFORMATION
Health & Treatment
RTW

In this model, obtaining information about workers' health (usually via the

healthcare system) and about the process of RTW (usually through the workplace)

represented the lowest level of worker participation. Opportunities for workers' input into

the management of their physical or mental health and the management of their RTW

process wele the next level of participation. The input might take place through folmal
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means (i.e. a RTW coordinating team) or via informal means through conversations with

personnel such as the physician, occupational health nurse, or supervisor. 
'When the

workers could exercise real choice in the design and implementation of the RTW plan via

options presented by tlie employer and/or the insurer, a third level in participation has

been attained. The choices given to the worker could apply to the timing or the type of

rehabilitation intervention, or to the plan for and/or implementation of RTW. Decision-

making was interpreted to include any aspect of planning and making decisions about the

type of RTW program, its timing, ergonomic or other job accommodation needed by the

worker, as well as the concept of input such that the worker's input was actually

integrated into the outcome of the RTW process. Parlicipation at the level of decision-

making would assllme participation in RTW at all other levels.

Finally, the model proposed that the entire process of RTW was embedded within

the workplace and that workers' participation and involvetnent within the larger context

of the workplace and, more specifically, within the process of RTW following a

workplace injury, was important to facilitate successful RTW, thereby leclucing the costs

of workplace injury.

6.0 Purnose of the Research

6.1 Purpose

The ovelall purpose, therefore, of the research was:

a. To determine whether worker participation in the workplace is influenced by

worker characteristics and/or workplace characteristics;

b. To detelrnine whether worker participation in the workplace and workplace

characteristics have an effect on the average duration of tirne-loss due to work
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injury and/or on costs related to work injury insurance'

The specific objectives of the str'rdy were to:

1. Clarify the nature of worker participation in the workplace

Z. Identify worker characteristics that ale associated with worker parlicipation

3. Identify worþlace characteristics that are associated with worker participation

4. Identify underlying patterns in worker and workplace characteristics

5. Determine predictors of worker participation in workplace

6. Determine whether worker participation characteristics are associated with

average duration of time-loss injuries

7. Determine whether workplace charactelistics are associated with the cost of

workets' comPensation Premiums.

6.2 The Research HvPotheses

1. H0: There is no relationship between worker characteristics and worker

participation in the workPlace'

2. H0: There is no relationship between workplace characteristics and worker

parlicipation in the workPlace.

3. H0: There is no difference in worker participation in the workplace among three

groups of employees based on their history of work-related injury.

4. H0: There is no difference in worker participation in the workplace among

employees from three types of workplaces'

5a. H0: There is no diffe¡ence in the average duration of time-loss injuries between

the type of workplace (hospital, community/other, personal care home).
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5b. H0: There is no difference in the cost of WCB premiums between the type of

workplace (hospital, community/other, personal care home).

6a. H0: 
'Worker parlicipation in the workplace is not predictive of the average

duration of time-loss injuries in the workplace.

6b. H0: Workplace characteristics are not predictive of the average duration of time-

loss injuries in the workplace.

7a.H0: Worker participation in the workplace is not predictive of the cost of workers'

compensation premiums.

7b. H0: Workplace characteristics are not predictive of the cost of workers'

compensation premiums.
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1.0 Research Design

1.1 Mixed Methods Desien

[ilorker participatiort and RTW

Cnaprnn Tnnnn Msrnonor-ocY

One of the challenges in conducting research in RTW is to capture a realistic

sense of the complexity of the issues involved in understanding the determinants of RTW

outcomes. Krause, Frank, Dasingel, Sullivan and Sinclair (2001) recommended that one

way to bridge the knowledge gaps in RTW research was to combine quantitative and

qualitative methods. A mixed methods research design was employecl for this stucly,

using mail-in and telephone surveys to obtain a wide range of employees' and managers'

opinions about workplace organization, ancl one-on-one qualitative interviews with

wolkers in order to explore the meaning of worker participation in the RTW process.

Two cross-sectional surveys were used for the study. A mail-in suruey targeting workers

was sent to a random sample of unionized employees working within healthcare facilities

in the WRHA. A second survey using combined mail-in and/or telephone interviews

were arranged with managers or occupational health coordinators in WRHA facilities.

Both surveys were designecl to capture a wide range of workplace characteristics and-in

the employee survey-worker chalacteristics that had been cited in the literature as being

important iri RTW and/or in deterrnining the impact of workplace injury.

The stlength of using a mixed methods design enabled the researcher to obtain

information from three different stakeholder groups: unionized employees and managers

via surveys, and injured workers via one-on-one interviews.
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1.2 Rationale for Use of Survey Method

Webster's Third New International Dictionary (Gove, 1981) defines survey as"a

critical examination or inspection; the action of ascertaining facts regarding conditions or

the condition of something to provide exact information; a systematic collection and

analysis ofdata". Surveys are designed to generate statistics on the group or groups that

the individuals replesent while health suruey questions are focused around factors that

rreasure ol influence health or are affected by people's health (Aday, 1996). Survey

research, according to Rea and Parker (1997), is one of several means of collecting data

that does not involve direct experimentation. A survey may be used to gather

epidemiological data, evaluate a program, assess for health services needs, or to gather

opinions or information on a particular issue (Abramson, 1997; Checkoway, Pearce &

Crawford-Brown, 1989). Surveys may be aclministered by mail, telephone or via in-

person interviews. Survey studies may be cross-sectional, capturing a fixed point in tirne

of the issues under study, or if administered repeatedly over' a longer period of time, may

be used to collect data longitudinally (Checkoway et al., 1989; Hassarcl, 1991).

According to Rea and Parker (1997) and Kelsey et al. (1986), cross-sectional stuclies are

most often based on a sample of the general population, giving them a greater

generalizability. Checkoway et al. (1989) pointed out that cross-sectional studies are also

powerful because of their ability to measure a broad spectrum of health outcomes. A

weakness of the cross-sectional study is the inability to study the impact of policies or the

effects of change ovel'time on the subjects or participants. Many of the survey studies

reviewed in workplace research were cross-sectional, such as Lewchuk and Robeltson's

(1,997) study of empowerment in a lean production motor vehicle manufacturing plant, in

LVorker participation ancl RTW
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which workers were questioned concerning organizational changes and their responses

were measured against production figures. One example of a longitudinal study related to

workplace issues was a study of the relationship of work organization factors and

musculoskeletal symptoms and claims among a cohort of healthcare workers in British

Columbia who were followed for a four-year period (Koehoorn, 1999). Because the goal

of this study was to gather opinions and information on RTW, a cross-sectional clesign

was used to generate a "snapshot" of the opinions of employees and managers within the

WRHA.

Some workplace issues that were considered in designing the surveys for this

study were the differing political and/or cultural perspectives represented by managemetlt

personnel comparecl to front-line workers (Foster-Fishman & Keys, 1997; Frank et al.,

1999; Friesen et al., 1999). Although the surveys targeted two "stakeholder groups"

within the workplace (unionized employees and managers), it is acknowledged that

differing viewpoints may be held by additional stakeholder groups within the workplace

as well as outside the workplace. In RTW studies, the perspectives of outside

stakeholders such as the insurance or healthcare systems need to be acknowledged, even

thotrgh tlrey were not directly included in this study (Foster-Fishman &'Keys,1997;

Frank eT al., 7995).

Gunderson and Hyatt (2000), in their analysis of the workforce and the

workplace, pointed out the need for researchers to consider the broad societal and

economic changes and their impact on the workers and the workplace. The authors

referred especially to the changing natuïe of major industries from those that required

intense manual labour, such as logging and f,rshing, to an increase in industries that are
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more information and technology-oriented. These changes, they suggested, affected the

nature of workplace injuries and possibly the compensation patterns since soft tissue

injuries were "less visible" and could have been caused by multiple factors. MoreoveL,

changes such as an aging workforce and increased ethnic diversity in the worþlace

would also have implications for changes in the type of work-related injury and incidence

of work-related injuries (Gunderson & Hyatt, 2000). Since it was determined that the

present study needed to be somewhat limited in scope (for economic and feasibility

reasons), the researcher decided that stakeholclers outside the workplace would not be

included in the survey sample. However, a randomized sample of workers was

determined to be the best means of ensuling that all unionized workers within the

lrealthcare system would have an opportunity to be included in the study (Dillman, 1978)'

The facilitylmanager survey included all facilities within the WRHA.

1.3 Rationale for Use of Qualitative Methodoloey

Qualitative research methods ale used to generate theories ol hypotheses when

little is known about a phenomenon (Creswell, 1998), when greater understanding or

meani¡g is sought from the participant's point of view (Morse & Field, 1995), or when a

better understanding of the context is needed (Maxwell, 1996). Qualitative methodology

has been used extensively in studying topics such as the experience of illness or disability

(Locke1& Kaufeft, i988; Freedman & Fesko, 1996; Williams, i984). Ethnographic

(qualitative) studies have been employed to study the context of a cultural group or

institutional noLms, (Jelinek, Smircich & Hirsch, 1983; Krefting, 1989; Lysack &

Krefting, 1994;Townsend, 1996). Although limited in nurtber, sorne of the qualitative

studies iri RTW includecl studies of workels' experience of injr-rry or disability (Tarasuk
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& Eakin, 1993; 1994; Trief & Donelson, lg95), wotkers' feelings about returning to their

jobs (Frankcom,1992; 
'Walker, Ig92), and their fears of being re-injured (Eakin, 1992;

Tarasuk & Eakin, Ig94). A recent three-province study used a qualitative inquiry method

to gain understanding from stakeholders on perceivecl barriers ancl facilitators in RTW

(Frank et a]^.,1999). The findings fi'om this study assisted in understanding the micro-

system (i.e. worker-centred) factors in failure or slrccess in RTW as well as the macro-

system (i.e. economic and social systems) level of understanding that interventions for

successful RTW needed to be both multi-disciplinary (i.e. strategies and treatments) and

cohesive (cooperation, communication, and trust).

Creswell (1998) reviewed five major frameworks or traditions in qualitative

research inclucling biography, phenomenology, ethnography, groundecl theory and case

study. Although each of these traditions has elements to recommend it for resealch in the

area of RTW, it is suggested that focused ethnography which examines the context as

well as the worker's experience of the phenomena under study is the best means available

to deepen our understanding of RTW and the worket's participation in that process.

Ethnographic study designs may be used in the analysis of organizational and

cultural norms within the workplace (Jelinek et al., 1983). All ethnography is holistic,

contextual, reflexive, and is presented from the emic perspective (Boyle, 1994)' In the

health sciences, a more delineated yet still context-bound ethnography has evolved,

known as focused ethnography (Morse & Field, 1995). Although participants might not

be linked by broad cultural norms, they nevertheless share common behaviours and a

common language based on'common illness', i.e. work-related injury' In focused

ethnography, interviews weÍe generally limited to the selected topic and surrounding
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events (i.e. wor-ker's parlicipation in the RTW process). Description of the context in

which the behaviour occurred was an important dimension, and in this study was

primarily the worþlace.

Worker participation in the RTW process is an unknown element, not described in

the literature but assumed to be an integral component of a RTW plan (Sinclair, Sullivan

et al., 1995). A qualitative approach for the injured worker interviews facilitated

understanding of the experience of participation in RTW from the perspective of the

workers. A clear understanding of the nature of worker palticipation in RTW is essential

for evaluation and measulement of its presence and quality in RTW pfograms'

1.4 Participation Solicited in Design of Research

punch (I9g4) emphasized the need for trust, collaboration and cooperation

between the researcher and participants. He also stated that each reseatcher, together with

the participants in each study, needed to decide what was public information, what was

private, what aspect of knowledge was beneficial, what was superfluotts, and what might

be harmftrl. The researcher discussed all aspects of the research process and use of the

data with stakeholders ancl participants. All union representatives as well as a number of

occupational health professionals were contacted and invited to participate in the

development of the suruey questionnaires and in the sampling process. They were

informed about, and agreed with, the purpose of the research and the potential use of the

data i1shaping furure RTW programs within the WRHA. They were also informed about

the cautions and guidelines that were followed to maintain confidentiality.
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2.1 The Sample Population

Checkoway et al. (1989) indicated that the goodness of a research design was

highly dependent on the type of information being gathered. Since one of the objectives

of this research was to gather information about the worþlace and the participation of all

workers in the worþlace, whether or not they had experienced a work injury, the

employee sample was drawn from all unionized employees. Another group likely to have

information concerning worlçers' involvement in safety and health (within the

organization) as well as the structure of a RTW program were managers, especially

occupational health and safety managers. Therefore, the manager survey was targeted to

facility managers or to occupational health and safety coordinators/professionals.

The unit of study in worlc-related injury and RTW survey research has been

groups of individuals such as workers, nnion representatives, managers, supervisors, or

occupational health professionals, and the workplace as an organization. Injured workers

have been parlicipants in numerous studies concerning epidemiology of work injury

(Yassi et al., I995-a),the efficacy of interventions such as work haldening, a program of

physical conditioning with real and simulated work activities, in RTW (Johnson, Archer-

Heese, Caron-Powles & Dowson, 2001), the incidence of work-injury and lost-time

duration Qrlorman et al., 1998). The workplace itself has been a unit of study in

examination of organizational factors related to worþlace safety, ergonomic practices,

and work injury (Amick et al., 2000-a; Habeclc etal.,1998; Manitoba Labour Worþlace

Safety & Health, 1996;Norman et al.1998; Shannon et al., 1996), and workplace culture

(Foster-Fishman & Keys, 1997). Some studies have focused on workers to examine the

Ilorker participation and RTIil
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relationship ofjob demands, job control, and the health of workers (Bongers et aL.,1993;

Johnson & Hall, 1988; Karasek & Theorell, 1981; i990).

The units of this study included unionized employees within WRHA and

managers representing a healthcare facility within the WRHA. It was hoped that the

employee survey findings would generalize to other unionized healthcare workers and

that the managerlfacility survey findings could generalize to other healthcare facilities in

other regional health authorities within Manitoba. The qualitative part of the study

focused on workers within the WRHA who had experienced a time-loss worþlace injury

within the past two years.

2.1.1 Sampling strategy for employee surve:¿

The first part of the study involved surveying unionized employees working

within health care facilities in the WRHA. Nine unions had members working within

health care facilities in V/innipeg that were part of the WRHA. Each union was invited be

part of the development of questionnaires to be used in the study and to participate as

respondents in the research survey. The total of potential participants from unionized

workers was 19,330; this number \.vas reduced to approximately 17,300 since one union

elected not to participate in the study, and one union reported they would be able to

access only a limited number of its members. Numbers were based on estimates given by

the union to the researcher; some unions were uncertain of total numbers because they

did not separate healthcare workers within WRHA from members who were healthcare

workers in other regional health authorities in the province.

2.1.1.1Calculation of sample size. The required sample size for the worker survey

was calculated using the general guidelines for determining relationships among many
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variables as described by Norman and Streiner (1999-a), i.e. that the sample size should

be 5 to i0 times the number of variables expected to be used in the study. Approximately

35 to 38 variables (depending on the collation of responses to the survey questions)

would be measured in the worlcer survey analyses; therefore the number of participants

needed would vary from 190 to 380 (5x38 ori0x38). As mail-in surveys are one of the

least effective methods for soliciting responses, it was decided to plan for a low retum

rate of 30% (Portney & Watkins, 2000). in order to ensure an adequate response rate,it

was decided to mail out 1200 surveys to potential participants:30o/o:300 responses.

Aday (1996) recommended a¡other method for determining the sample size for

descriptive studies in which the standard error expected for each variable under study is

estimated, deciding on the desired level of confidence (i.e. p < .05) as well as the

tolerable range of error; the sample size is then computed based on these study

assumptions. For an exploratory descriptive study, Aday (1996) recommended that

proportions be used to estimate the gleatest possible variation (i.e. .50/.50) and the

sample size be calculated based on the desired precision or level of confidence, i.e. p I

.05, resulting in the largest sample size requirements. In this case the formula would be:

N : 221-o72P (l-P) I d2,

N : 1.962 x(.50)(.50) / (.05F :384 is the estimated required sample size

["N" is the sample size,"z" is the standardized normal deviate, "P" is the
estimated proportion of the population, and "d" is the desired precision]

In order to meet this criterion (n:384), a response rate of at least 32% would be

needed fi'om a mail-out of 1200 surueys. As this was within the higher range of the

"hoped-for" number of responses, it was determined Íhat a size of 1200 for the employee

sample would be adequate.
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2. 1 .1 .2 Number of mail-out surveys per union. The estimated number of

employees within the WRHA was2J,000 (WRHA, 1999); the number of unionized

employees, based on estimates made by the unions, totaled 19,333. When one union

withdrew their palticipation and one union reported a smaller accessible number of

members, this number decreased to 1 7,3 00, an estimate d 64% of the total number of

employees in WRHA. The number of mailings for each union was calculated by

estimating the total number of members within each union that worked within WRHA,

calculating the percentage they represented of the total number of unionized WRHA

employees, and then selecting that same percentage to be represented in the sample total

(Table 1).

Table 1 Unionized Members Sample

Manitoba Government Employees
Union íMGEU)

Union

Canadian Union of Public Employees
ICUPE)
Union of Food and Commercial
Workers ruFCW)
Manitoba Association of Health Care
Professionals (MAHCP)

Manitoba Nurses Union
Professional Instirute of Public Service
Commission ßIPSC)

Estimated Number of
Members Employed by

WRHA

Public Services Association
Commission ßSAC)
Canadian Auto Workers (CAW)

TOTAL

Individual members within each union were selected by randomly selecting a

number between 1 and the number of individuals needed from that particular union (k).

Every I/h narne following the first name was selected until the required total numbeï was

3500

4000

Number of Surveys
Sent Out

I 800

1 300
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reached, The value foÍ "k" was determined by dividing the number of WRHA healthcare

members within the union by the number of participants needed from each union.

For example:
WRHA has 17300 unionized employees

MGEU has 3500 employees within WRHA
Overall sample size needed: 1200

3500 - 11300 :20.2Yo;

20.2% of 1200 :242
Æ:3500 -242: 14

Stuffing envelopes was completed by volunteers while attaching mailing labels was

completed at each union office, sometimes by the union staff and sometimes by the

researcher, In most instances the union staff did the actual selection of participants

together with the researcher since they expressed concerns about privacy and

conf,rdentiality that the researcher should not have access to the complete mailing list. In

at least three instances, the stuffed envelopes were left with a union staff person who was

instructed (by the researcher) how to make a random selection of names and who then

physically attached the mailing labels. Again, this was done because of the union's

concerns about the privacy of the list of unionized members. The actual total of surveys

mailed out varied slightly from the planned total; actual total was 1228. Two sets of

reminder postcards were mailed for follow-up. Ninety-three surveys were retumed to

sender either because the address had changed or the address labels had become

removed; leaving a total of 1135 successfully mailed.

2.1.2 Sampling strateg.v for the manager survey

All worþlaces within the WRHA with 20 or more employees were included in

the manager-facility surveys. Twenty employees was chosen as a cut-off point because

provincial legislation requires that workplaces with 20 or more employees must have a
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joint management-labow health and safety committee and must have a safety program in

the worþlace (Manitoba Worþlace Safety & Health Act, 1987). It was expected that

these workplaces would be more likely to have arrangements for RTW programs than the

very small workplaces that had fewer fhanZ} employees. Workplaces included

community agencies, personal care homes and hospitals. This involved a potential of 133

facilities named in an initial list obtained in September 2000. This number was reduced to

67 whendouble entries, private facilities that chose not to participate, and those with

fewer than20 employees were eliminated, and when facilities from different sites were

combined under one administration, Managers, human fesoulce managers, oI

occupational health personnel of participating facilities responded on behalf of the

facility.

2.1.3 Samolins stratew for the suqljlqlugjnigygw!

The target population for the one-on-one interviews was rurionized employees of

facilities within the Winnipeg Regional Health Authority who had sustained a work-

related injury or acquired a work-related disabling condition within the past 24 months,

resulting in at least three weeks of time lost from work. Workers were selected who were

in the process of recovery and RTW, or had completed the process of RTW. Recovery

and return-to-work processes for the purpose of this study included any form of medical

or rehabilitation intervention, disability management or RTW programs within the

workplace, or any other intervention process that had RTV/ as a goal for the worker.

2. L4 Exclusion criteria

One union chose not to participate in the study; its workers were not included in

the listing for sample selection for the employee survey. Non-unionized workers were not
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included in the sample selection; this excluded many supervisory and managerial staff

from the employee survey.

Worþlaces that had fewer than2} employees were excluded from the study for

the manager-facility suvey. Worþlaces that were privately owned and operated (versus

being funded or administered by the WRHA) were given an option to participate; only

one chose to do so. Some healthcare organizations had more than one facility under

common management (i.e. a personal care home and a seniors' housing unit) and in most

cases the manager chose to respond on behalf of all sites in a single questionnaire

response.

For the qualitative part of the study that involved interviewing injured workeLs,

those workers who had been away from their jobs for less than three weeks, those who

had a life threatening or terminal illness (by self-report), or those who had no prospects of

returning to work (by self-report), were excluded from the study. Parlicipants were

purposefully selected for their ability to provide the best possible information in response

to the research question, which focused on worker participation in the RTW process

(Creswell, 1994). Union representatives, occupational health personnel and other human

resource persorurel were asked to inform potential participants about the study and offer

the worlcers a one-page description of the study with the researcher's phone number. A

poster advertisement was drawn up and given or sent to participating V/RHA facilities

and sent to the union newsletters.

3.0 Instrumentation

3.1 Ouestionnaire Develooment for Emolovee Survev
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Labaw (1981) pointed out the need to be clear about the underlying values or

beliefs inherent in each question of a survey. Content experts, i.e. occupational health

professionals and union representatives, were used to confirm that questions in the

employee survey were relevant to the topic being studied and that the questions were

actually addressing the construct being measured (Babbie, 1986; Woodward, Chambers

& Smith, 1982).

As recommended by Dillman (1978), questions in the survey were designed based

on the type of information being sought, the structure of the question, and the actual

choice of words and sentence structure. The purpose of the survey as well as the

confidentiality provisions were explained in a cover letter and in the information consent

form (Woodward & Chambers, 1983). As the survey was administered by mail and visual

presentation is important for readability, the format of the questions was clearly laid out

with the question appearing on the left side of the page and the response categories being

placed either below the question or on the right side of the page (Labaw, 1981). As

recommended by Dillman (I978),the questions were formed with the purpose clearly

identif,red as requesting demographic information, attitudes or beliefs and opinions

concerning the workplace culture and environment. Questions were generally close-

ended with ordered responses or discrete categories as responses. Careful attention was

given to details such as the use of plain language, clear, unambiguous and succinct

sentences, and non-discriminatory language (Woodward & Chambers, 1983),

3.2. Pre-testins of the Emolovee Survev

Pilot studies or pre-testing a suvey is an important means of evaluating questions

and is also one of the best means to evaluate the overall direction of the survey (Aday &
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Kasper, 1989; Fowier, 1989). Pilot worlc on the survey questionnaire should include the

review ofquestions by occupational health experts, researchers skilled in survey

methodology, and by individuals who are deemed to have a similar demographic to

potential respondents (Fowler, 1989; Oppenheim, 1966).

All nine unions were invited to participate in the development of the survey by

reviewing a draft questionnaire. Five unions gave feedbaclc on the questionnaires. The

wording of some questions was changed in response to the feedback. One set of questions

was deleted since it specifically addressed workers who had been recently injured and

this sample was to include a broad representation of workers, including non-injured as

well as injured. After the questionnaire was refined, union representatives met with the

researcher to review the survey and the information consent form. At this time, the union

representatives expressed their concern about confidentiality and asked that no identifiers

be placed on the survey form. Both employee and manager survey questionnaires were

completed and evaluated by several occupational health experts. Both occupational health

experts and union representatives evaluated the employee questioruraire. Members of the

researcher's advisory committee reviewed both questionnaires.

3.3 Selection of Survey Questions

A broad range of questions was used in the survey to gather information about the

worker and the worþlace. Questions were designed to collect demographic information

about the workers: age, gender, occupation, years ofexperience, salary range, educational

level, type of injury (if any), time away from the job due to injury, type of treatment

received, type and size of worþlace.
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Three questionnaires were used in the employee suïvey to assist in identifying

worker variables and organizational variables related to worþlace health and safety,

ergonomics, managing work injuries, and overall workplace culture. The General

perceived Self-Effrcacy Scale was used as a measure of belief in one's ability to manage

tasks and circumstances. The Organizational Policies and Programs Questionnaire for

Employees (OPP-E) was used to measure eight domains of worþlace health and safety

and management of injured workers. The OPP-E was taken from Amick et al.'s (2000)

adaptation of this questionnaire from the original Michigan questionnaire for employers

on organizational policies and pfogïams (Habeck et aI.,199i). Items in the 'Work

Environment Scale (UIES) measured three domains of the work environment including

interpersonal relations, pelsonal growth or goal orientation, and organizational structure

of the work setting (Moos, 1986,1994; Moos & Insel, 1994)-

The General Perceived Self-Eff,rcacy Scale (Schwarzer, 200i) was used to

measlre self-efficacy, a worker characteristic that is suggested to be a contributor to a

worker's ability and motivation to participate, either in the work organizalion or in a

RTW program (Mitchell et al., 1990). The German version of the General Self-Efficacy

Scale was originally developed by Jerusalem and Schwarzer in 1981 as a 2O-item scale

and subsequently reduced to a 10-item scale (Jerusalem &. Schwarzer, 1992). The scale

was shown to be reliable; internal consistencies generally fell between Cronbach's alpha

: .75 and.91 suggesting that the items were highly correlated with one another, that is,

measuring the same construct (Schwarzer ,200I). Factor analyses \ /ere computed for i 3

different language versions and found that one component accounted for half the variance

I Perceived Self-
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while a second component accounted for only 8% of the variance. This suppofied the

unidimensionality of the scale (S chw aÍzer, 200 1 ).

Discriminant validity of the scale was assessed through administration to 13

different language groups based on the assumption that cultwal or language groups

would exhibit some differences in self-efficacy. It appeared to discriminate between

groups on all ten items with Item five ("Thanks to my resourcefulness, I i<now how to

handle unforeseen situations") having the highest power to separate groups (Schwarzer,

200I;1992; Schwaruer &. Jerusalem, 1995).

3.3.2 The Work Environment Scale (Appendix III)

In the V/orlc Environment Scale 3'd edition (WES) (Moos, 1994; Moos & Insel,

1994),ten themes or subscales measure workers' perception of the overall work climate

and organizational system, whether worlçers feel supported, and whether teamwork and

worker input are valued, all of which are considered to be aspects that facilitate worker

participation (Shannon et al., 1996; Moos, 1994). The ten subscales assess three

underlying sets of dimensions: relationship dimensions (involvement, peer cohesion and

supervisor support), personal growth or goal orientation dimensions (autonomy, task

orientation and work pressure), and system maintenance and change dimensions (ciarity,

managerial control, innovation, and physical comfort). The ten themes are described

below:

. Involvement - the extent to which employees are concerned about and committed to

their jobs

c

e

Peer cohesion - how much employees are friendly and supportive of one another

Supervisor Support - the extent to which management is supportive of employees and

encourages employees to be supportive of one another
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Autonomy - how much employees are encouraged to be self-suffrcient and to make

their own decisions

Task orientation - the emphasis on good planning, effrciency, and getting the job

done

'Work 
Pressure - the degree to which high work demands and time pressure dominate

the job milieu

Clarity - whether employees lcnow what to expect in their daily routine and how

explicitly ruies and policies are communicated

Managerial Control - how much management uses rules and procedures to keep

employees under control

Innovation - the emphasis on variety, change, and new approaches

Physical Comfort - the extent to which the physical surroundings contribute to a

pleasant work environment.

Three of the above themes were deemed to depict most clearly the evidence of

worker participation and were used as a measure of worker participation in the

worþlace: involvement, peer cohesion, and autonomy. According to Moos and Insel

(1994), participation in decision-making is associated with involvement and peer

cohesion. Participative leadership behaviour also tended to be associated with

involvement, and peer cohesion (Moos & Insel, 1994).

Internal consistencies (Cronbach's alpha) for each of the ten subscales ranged

from .66 to .84 in a sample of nurses (Constable, 1984) and from .60 to .84 in a sample of

teachels (Fisher & Fraser, 1983). The inter-correlations indicated that the subscales

measured distinct though somewhat related aspects of work environments. Test-retest

reliability of individuals' scores on the ten subscales for a group of 75 employees, with

one-month intervals between administrations, ranged from a low score of .69 for clarity

to a high of .83 for involvement. Moreover, although the profiles proved to be stable over
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intervals of as much as one year, they also reflected changes that occurred in the work

environment.

stressors as well as the organizational and personal factors that foreshadowed them would

shape coping responses and employee outcomes. In turn, employees' work morale and

performance would affect organizational outcomes such as the quality of service and

client care. The WES has been used to compare the social climates of subgroups of

employees in healthcare settings. Starlcer (1989) found that work climates varied

considerably in different divisions of a hospital. Acute inpatient units had high work

demands while intermediate and long-term care units had lower work demands. A small

outpatient clinic was perceived to be the most positive work environment with high

scores in involvement, cohesion, support and clarity.

The conceptual model on which the WES scale is based posited that work

The model has also been validated through its use in a wide variety of settings and

with many occupational groups to determine whether a relationship exists between

perceptions of work environment and work disability or stress. Workers with ctu'onic

pain and work disability assessed their work environment as lower in peer cohesion,

superuisor support and autonomy while being higher in work pressrire and supervisor

control than workers with chronic pain who continued working (Feuerstein & Thebarge,

1991). Schaefer and Moos (1996), in a study of the effects of worlc stressors on staff

morale and functioning in a long-term care setting, found that work environments that

exhibited more relationship stressors (i.e. lower scores in involvement, peer cohesion and

supervisor support) and a demanding workload predicted poorer functioning among staff.

Friesen, 2004 88



3.3.4 The Organizational Policies and Practíces Ouestionnaire (Appendix IVI

The Organizational Policies And Practices Questionnaire for employers (OPP-M),

developed by Hunt et al. (1993), arrd the modified questionnaire for employees (OPP-E)

developed by Amick et al. (2000-a) were selected for inclusion in this study for their

specificity in measuring aspects of workplace organization and work cultule that were

hypothesized to have a bearing both on worker involvement and on successful RTV/.

According to Habeck et al. (1991 ,1998), Hunt et al. (1993) and Amick et al. (2000-a),

the organizational factors that were relevant to the successful disability prevention and

disability management (i.e. RTV/) of people with worþlace injury or illness inciuded:

í4/orker participation and RTLT

People-oriented culture (POC) - the extent to which the company involved

employees in meaningful decision-making, trust between management and

employees, openness to share information, and a cooperative worlc environment

Active safety leadership (ASL) - the extent to which upper management was

committed to and participated in safety issues; commitment of resources and time to

promotion of safety, and a balance of emphasis in production with health and safety

Safety diligence (SD) - actual safety practices including maintenance of a safe work

environment and taking action to redress safety issues

Safety training (ST) - for worlcers that was offered regularly and in a timely manner

Pro-active RTW program (RTSD - follow-up with injured workers and assistance to

RTW

Ergonomic practices (Erg) - implementation of practices to reduce biomechanical

stressors such as heavy lifting or repetitive motions and early intervention

Disability case monitoring (DCM) - included case management for workers with

injury or illness as well as proactive return to wolk practices such as opportunity for

modified work
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e Labour management climate (LaM) - the degree to which labour and management

cooperated in health and safety practice and in return to work'

Hunt et al. (1993) first established validity for the eight subsets in the

questionnaire in a large study of disability prevention among Michigan employers that

involved a suvey of 5I7 workplaces and site visits for 32 worþlaces. Using multivariate

analysis, safety diligence and safety training were shown to be associated with a

reduction in lost workdays. Ergonomics, while not significant in relationship to the

number of lost workdays, appeared to relate to a human resource orientation (Habeck et

al., 1998). Disability case monitoring appeared to be significant in an environment that

practiced pro-active RT\M programs. Both people-oriented culture and active safety

leadership, although linl<ed to each other, were associated with fewer lost workdays and

were argued to be measuring differing aspects of leadership that facilitated the reduction

in lost workdays. Hunt et al. (i993) concluded thatatleast three aspects of successful

disability prevention--sharing information, involvement of employees, and establishing

partnerships--supported the concept that greater worlcer involvement in the worþlace

resulted in successful RTW and disability management in the worþlace.

Habeck et al. (1998) reported that the qualitative findings of the study by Hunt et

al., (1993) supported the premise that organizational policies and practices of safety

diligence, safety training and proactive RTW progtams had a substantial impact on lost

workdays and workers' compensation claim costs. Factor analysis of independent

variables was conducted to validate the theoretical basis of the questionnaire. This

resulted in an eight-factor solution that was subsequently analyzed for internal

consistency. Results ranged from Cronbach's alpha : .72 for safety training to .96 for

people oriented culfure (Habeck et al., 1998).
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Amick et al. (2000-a) ref,rned the OPP questionnaire to create a short-form for use

witlr workers, by reducing the number of items for each theme. The resultant2}-item

questionnaire was used with 198 employees who had carpal tunnel syndrome. This

abbreviated questionnaire was selected for the employee suruey because of its focus on

the employee perspective and its brevity. Amick et al. (2000-a) examined the abbreviated

questionnaire for internal consistency and test-retest reliability, as well as discriminant

and pr-edictive validity. Rotated factor analysis of the Michigan questionnaire (the long

version of the OPP) was examined using a cut-off point of .5 for loading on a factor.

Item-to-scale correlation was also re-examined and items below a correlation of .6 were

eliminated. The questionnaire was then re-examined to ensure that all key elements of a

domain were included. The final questionnaire was piloted in three focus groups and

fuither reviewed by experts; this resulted in a questionnaire of eight dimensions and a

To1p¡l of 22 items. Factor analysis with both orthogonal and oblique rotation suggested a

four-factor solution of safety climate, people-oriented culture, ergonomics, and disability

management. Internal consistency was determined to be acceptable with a Cronbach's

alpha of .7. Test-retest reliability over a two-week period was established at .7. The

predictive value of the four-factor scale showed that "the higher the vaiue of each OPP

scale, the greater the odds an injured worker had returned to work" (Amick et aL,2000-a,

p.34).

3.3.5 Adaptation o-f instruments -for current studv

Since both instruments (OPP and V/ES) were developed for an American work

setting, some adaptations to the questions were necessary. In healthcare workplaces in

Manitoba, most workers belong to a union; joint labour-management health and safety
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committees are mandated by legislation in all workplaces with 20 or more employees,

and public healthcare services are available for workers for non-worlc-related illnesses or

injuries. This means that there is, at minimum, a formal structure for monitoring safety

and health in worþlaces, and that most employees will have access to a range of

employee benefits including retirement pension, sick leave, parental leave, and long-term

disability benefits. The wording in several questions was changed to reflect the existence

of a joint labour-management health and safety committee. As well, the questions

concerning benefits were gïouped to reflect the benefits generally available by collective

agreement, i.e. sick leave, parental leave, and retirement pension.

As recommended by Dillman (1978), questions in the manager survey were

designed with attention to details such as the structure of the question, the choice of

words and sentence structure, and the purpose of the question. The content of questions in

the manager survey was reviewed by clinical and by research occupational health

professionals.

The purpose of the survey as well as the confidentiality provisions were explained

in a preliminary telephone call and in a subsequent cover letter and information consent

form (Woodward & Chambers, 1983). All surveys were mailed out for infonnation; they

included a cover letter that explained the purpose of the survey, the confidentiality

provisions, and an information consent form.

Questions regarding the worþlace occupational health and safety practices,

labour-management cooperation and RTW programs for injured workers were based on

the Organizational Policies and Programs questionnaire (OPP-M) as developed by Hunt
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et al. (1993). As per the OPP-E, the questionnaire consisted of eight themes or sub-

sections including:

. People-oriented culture (POC) - the extent to which the company involved

employees in meaningful decision-making, trust between management and

employees, openness to share information, and a cooperative work environment

o Active safety leadership (ASL) - the extent to which upper management was

committed to and participated in safety issues; commitment of resources and time to

promotion of safety, and a balance of emphasis in production with health and safety

o Safety diligence (SD) - actual safety practices including maintenance of a safe work

environment and taking action to redress safety issues

o Safety training (ST) - for workers that was offered regularly and in a timely manner

c Pro-active RTV/ program (RTS/) -follow-up with injured workers and assistance to

RTW

. Ergonomic practices (Erg)- implementation of practices to reduce biomechanical

stressors such as heavy lifting or lepetitive motions and early intervention

. Disability case monitoring (DCM) - included case management for workers with

injury or illness as well as proactive return to work practices such as opportunity for

modified work

o Labour management climate (LaM)- the deglee to which labour ancl management

cooperated in health and safety practice and in teturn to work.

Also modeled on the questionnaire for employers (Hunt et al., 1993), questions

were included that described the workplace: employee numbers (full-time and part-time),

unionization, employee benefits, and the nature of the relationship with WCB. Questions

were also included to obtain information about work-related injury incidence, duration of

time-loss injuries and workers' cornpensation premium rates. Average duration of time

loss (in days) was obtained from the workplace (when possible) and from Manitoba

Labour Worþlace Safety and Health (2001) when not available from the worþlace. The

average duration of time-loss due to worþlace injury was determined by dividing the
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total number of time-loss days per year by the number of time-loss injuries for that year

(Manitoba'Worþlace Health and Safety, 2001).

A copy of the complete questionnaire for employees and the questioruraire for

managers may be found in Appendix I.

3.5 Qualitative Interview Questions

In part three of the study open-ended interview questions were used to elicit a full

description of injured workers' experience of participation in the recovery and RTW

process. The key questions were phrased in a variety of ways to elicit the greatest detail

and "thick" description of the workers' experiences, i.e. "Tell me about your recovery

from your injury, any treatment and rehabìlitation you had, and the process of getting

back to work or trying to get back to your job." Probing questions would be used to elicit

more detail conceming the worker's own involvement and participation in the recovery

and RTW process, and having opportunities to exercise choice and be involved in the

decision-making process. These questions sought more detail: "Did you get enough

information about your injury/condition? How did you get the information? Did you have

any other therapy or treatments? Was this offered to you or did you ask for it? How did

you find out about the RTW program? Were you given any choice about participating?

Did you/do you have enough information about the program to know whether it would be

suitable for you? Did you have any options for how you could arrange your RT'W? Were

you part of the planning process? Was your supervisol part of the plan? Were you able to

express what you thought you needed? Did the RTW program worlc out in the way it was

planned? What happened?" Probing questions were used to draw out the participants'

experiences of participation, i.e. having input into the RTW plan and process. All the
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4.0 Survey Administration

4.1 Use of Mail-in and Teleohone Survevs

Administration of the ernployee and the manager srirveys was dependent on a

number of variables such as the financial resources available, the type of information

being sought, the size of the sample and the geographic location of the participants. It

was determined that the WRHA was a "contained" geographic area and had healthcare

facilities in at least three major sectors-hospitals, personal cale homes and long-term

care centers, and community agencies. Mail questionnaires are generally considered a

more economical method than in-person or telephone surveys by which to administer a

suryey to alarge sample of more than one thousand respondents (Woodward &

llorker participation and RTIIr

Chambers, 1983). However, one of the major disadvantages in conducting mail-rn

surveys is that response rates tend to be lower than in either telephone or face-to-face

surveys. As well, the researcher has no indication of the reasons for non-response and has

to acknowledge the inherent potential bias if thele is a low response rate (Rea & Parker,

1997).

Telephone surveys generally are deemed more economical than conducting face-

to-face interviews; they result in higher response rates and the reasons for non-

participation are generally available to the researcher (Woodward & Chambers, 1983). A

disadvantage is that some questions may be avoided because they require extra effort to

complete (Woodward & Chambers, 1983). Another problem is similar to that of mail-in

surveys: telephone calls are not retulned, regardless of the number of lepeated calls made

by the researcher, resulting in potential non-response bias.
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In this study, it was determined that a cross-sectional survey administered by mail

was the most feasible option for the employee survey (considering cost restrictions).

Mail, fax, and telephone calls were used to complete the manager surveys.

In a survey, a low response rate affects the generalizabllity of the research

f,rndings. As recommended by Dillman (1978) and Woodward, Chambels and Smith

(1982), more than one means was used to follow-up the initial mail-out of the survey. For

the ernployee sulvey, two sets of follow-up postcards and an announcement in all the

union newsletters were used to encourage participant response. Each set of postcards was

printed in different coloured font; the postcards and the newsletter announcement

expressed thanks for involvement, and encouraged those who had not responded to do so.

An extended target date was added, together with a statement tliat all workers were

eligible to participate, that the study was not limited to injured workels (Babbie, 1986;

Dillman, 1978; Sudman & Bradbum,1982; Woodward et al., 1982). The latter statement

was added because there seemed to be some indication in the telephone calls received by

the researcher that potential respondents understoo dthat only injured workers were the

target group.

For reasons of confidentiality all unions required that the mailing labels remaln

within theil offices. Therefore the researcher met with a union staff mernber to select the

sample and print out mailing labels. These labels were attached to the envelopes and

mailed directly from the union offices. Two unions added a cover letter to the survey

mail-out. One sample set of surveys was mailed approximately one month later than the

majority due to diffrculty in coordinating schedules between the researcher and the union
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representative. The first set of rerninder post cards was mailed two to three weeks after

the initial mailing and the second set of reminders another two to three weeks later.

Conducting face-to-face interviews has a number of significant advantages such

as the interviewer being able to be flexible in asking questions so that any ambiguity may

be clarified and more complete answers are likely (Dillman, 1978). One of the greatest

disadvantages for conducting face-to-face interviews is the expense and time involved in

data collection (Woodward et a1.,1982). The qualitative portion of this study was

administered via face-to-face interviews since it involved a smaller number of

participants (n:6).

4.2 Managins Non-Respondent or Missing Data

Questionnaires that were returned but were missing responses v/ere generally not

eliminated from the study analysis; rather, they were managed in such a way that

preserved the available data but still respected the rigour of the statistical analysis

(Checkoway et al., i989). Only one questionnaire was eliminated since the respondent

had left nearly all questions unanswerecl. In some cases when quantitative data was being

collected, it was possible to replace missing data (such as age of participant) by using the

mean of its companion values taken frorn other participants in the sample (Hassard,

1991). Omitted items on the three scales within the questionnaire were either eliminated

from the analysis or were assigned a value of "0" (Babbie, 1986). An accurate analysis of

non-response was not possible since the questionnaires had not been identified such fha| a

comparison of the respondent group could be made with the overall sample. Instead, the

respondent group was compared with employees from one community agency and from

one hospital in order to determine how representative the respondent group was of other

Friesen,2004 97



Tlorker participation and RTW

groups of employees vvithin the WRHA. A limited comparison was possible on a number

of demographic variables: age, gendel, job title, salary, and educational level.

4.3 Data Collection in Qualitative Research

Techniques for data collection included audio-taped interviews, and observations

recorded as field notes. Sampling was purposive and the researcher acknowledged the

possibility of differing political realities among participants by actively recruiting through

referrals from managers, union representatives, and through poster advertisements

(punch, lgg4). Participants were included if they had experienced a work-related injury

with time-loss of three weeks or longer within the previous two years.

The questions in the qualitative interviews that examined the nature of worlcer

participation were based on description of the workers' involvement in workplace

decisions, receiving information, having input into workplace decisions and policies,

and/or involvement in joint labour-management activities (Bernstein, I976; Cormier,

lggi). Questions also probed the workers' level of commitment to become involved in

the worþlace (Foster-Fishman & Keys, 1997) opportunities for participation, ability to

exert influence (Tomer, 1988) and the orgarizational level at which they were able to

exercise control (Bernstein, I97 6)'

The nature of worker participation in the workplace (for analysis of employee

data) was described based on analysis of five variables that reflected the concept of

worker involvement in the worþiace organization: safety training, labour-management

cooperation, involvement, peer cohesion, and autonomy' The variables selected to

Friesen, 2004
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identiflr the construct of worker pafiicipation were taken from two scales selected for'

inclusion in the survey, the OPP-E and the \MES. From the description of these variables

as presented in the test manual (Moos, 1994) and in the literature (Amick et al., 2000-a;

Hunt et a1.,7993), it was determined that these variabies most clearly represented a

workers' commitment to the job or workplace, participation in worþlace activities, and

initiative by workers to be involved with their co-worlcers'

5.2. Independent Variables in the Employee Survey

5.2.I Worker variables

The employee survey included questions regarding gender, age, marital and

family status, type ofjob, years of work experience (in occupation and in current job),

salary range, educational level, and history of work-related injury. All the above-

mentioned variables have been demonstrated to be associated with worþlace injury

incidence and duration of time-loss resulting from an injury (Mclntosh et al., 2000; Tate,

1992;Baldwin et al., 1996). See Table 2.7 for a summary of variables. A score of general

perceived self-efficacy was also included as a workel variable.

5. 2. 2 Workplace variables

In order to identify and describe worþlace variables that were relevant to RTW

and/or to worker participation, the researcher selected two measurement scales (OPP-E

and V/ES) and other associated variables that described the worþlace culture or climate.

The rationale for selection of these variables was based on literature that described

variables related to increased worker participation, or to decreased costs of work-related

injury. These variables included a variety of safety measures, ergonomic, RTW, and

disability case monitoring, a milieu in which workers were encouraged to take initiative
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and where workers felt supported by supervisors, and where trust and communication

were evident (Foster-Fishman & Keys, 1997; Shannon et a1., 1996; Sorenson, Stoddard,

Ockene, Hunt & Younstrom, 1996; Wallerstein & Weinger,7992; 'Wands & Yassi,

1992). Other variables included the role of upper management in health and safety

(Sinclair etaI.,1995; Manitoba Worþlace Safety & Health & V/orkers Compensation

Board, 1996), active commitment by upper management to work injury management and

RTW (Amick et a1.,2000-a; Friesen et al,200l; Habeclc et al., 1998), effective

communication pathways within the worþlace (Friesen et al., 2001), attitudes of

supervisors and co-worlcers towards injured workers (Clarke et al., 2000; Friesen, et al.,

200I; MB-WSH & WCB Manitoba, 1996). The presence and activity level ofjoint

worþlace health and safety committees was also identified as having an impact on

worþlace safety and worlcer participation (Habeck et al., 1991, 1998; Hunt et al., 7993;

Shannon et al., 1997; Lewchuk & Robertson,1997). See Tables 2.1 and2.2 for a

surnmary of variables.

5.3 Dependent Variables in Manager Survey

insurance were used as dependent variables in the manager swvey. The success of RTW

may be inferred from the duration of time-loss from work by injured workers (Krause et

al., 1998). Determination of the average dulation of time-loss injuries in a workplace is

based on the total numbel of days lost due to injury divided by the number of employees

who sustained an injury. In this study, the average duration of time-loss injuries was

taken as an indication of the relative success or failure of a worþlace to facilitate

successful RTV/ for injured worlçers.

The average duration of time-loss injury and the premium costs of WCB
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A second dependent variable in the manager survey analysis was the cost of the

WCB insurance premium for each worþlace. The amount of premium reflects the

workplace's level of risk based, partially, on the previous year's "claims experience" or

costs of worlc-related injuries (i.e. incidence and duration of time-loss injuries) (WCB

Manitoba,200i).

5.4. Independent Variables in the Manager Surve)¡

Worker participation in a more circumscribed form, using only the variables of

safety tlaining and labour-management cooperation from the OPP-M, was included as an

independent variable in analysis of the manager data. Worþlace variables included: type

and size of the worþlace, whether the worþlace was unionized or non-unionized, the

number of benefits available to workers, and the variables from the OPP-M questionnaire

- people-oriented culture, safety diligence, safety leadership, disability case monitoring,

pro-active RTW and ergonomics.

5.5 Summarv of Studv Variables

A summary of all the study variables that were used to guide the analyses and

interpretation of the survey and interview findings are found in Tables 2.1 and2.2.
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Table 2.1 Summary of Study Variables for Employee Survey

Employee Survey
Independent Variables
Demographic & Worlter Variables:
Age
Gender
Marital status
Farnily status (i.e. having children)
Educational level
Salary range
Years experience in occupation
Years experience in currentjob
History of work-related injury

Self-efficacy:
General Perceived Self-efücacy Scale - 10 questions

Workplace variables:
OPP-E subscales:
People-oriented culture
Active safety leadership
Safety diligence
Ergonomic interventions
Pro-active RTW
Disabiliry case monitoring

WES scales:

Supervisor support,
Task orientation
Work pressure

Clality
Managerial control
Innovation
Physical comfort

Worker participation and RTLI/

Employee Survey
Dependent Variables
Worker participation:
OPP-E subscales:
Labour- Management Cooperation
Safety Training

WES subscales:

Involvement,
Peer Cohesion
Autonomy

Friesen, 2004 r02



Table 2.2 Sumrnary of Study Variables for Manager Survey

Manager Survey
Independent Variables

Description and type of workplace:
Hospital
Cornmunity Facility
Personal Care Home
Size of worþlace (number of employees)
Percentage unionized
Benefits for employees

Workplace culture:
OPP-M subscales:
People-oriented culture
Active safety leadership
Safefy diligence
Ergonomic interventions
Pro-active RTW
Disability case monitoring

í4/orker participation and RTII

Worker participation:
OPP-M subscales:
Labour- Management Cooperation
Safetv Trainine

Manager Survey
Dependent Variables

Average duration of timeloss

injuries

Amount of WCB premium

Questions for the one-on-one interviews were not treated as variables; rather, they

involved gathering information about the worker's injury, treatment and/or rehabilitation

process, and details of the RTW process including oppoftunities for input, making

choices and making decisions.

6.0 A Summarv of the Data Analysis Plan

6.1 Overall Approach to Anal)¡sis of Emplo)'ee Data

The first steps in analyzingthe employee data were exploratory, using a bivariate

correlation analysis to determine to what extent the worker participation variables were

associated with all the worlcer and workplace variables, and a factor analysis to determine

whether the data reflected the multi-system RTV/ model. Subsequent analyses were done

for the purpose of testing specific hypotheses as outlined in Figure 5.
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6.1.1 Factor analvses

Factor analyses were employed for two purposes: as an exploratory approach to

try to discover patterns of relationships, and a means to reduce the large number of

variables (Kim & Mueller, I97ï;Norman & Streiner, 1999-b; Portney &'Watkins,2000).

6. 1. 2 Correlation analysis

A bivariate correlation analysis was used to identify those variables that had a

significant association with any of the worker participation variables in order to use them

in subsequent predictive models using regression analyses'

6. l. 3 Resression analyses

Regression analyses were employed, using the worker participation va¡iables as

the outcome or dependent variables, and the worker and workplace variables as

independent variables.

lüorker participatíon and RTII

6. I. 4 Betw een-eroups analYsæ

Two sets of three groups each were identified and compared in the employee data:

one set was based on the worker's history of workplace injury (non-injured, injured with

less than three weeks time-loss, injured with three weeks or more of time-loss); the

second grouping was based on the type of workplace in which the worker was employed

(hospital, community facility or personal care home).

6.2 Overall Approach to Analysis of Manaser Data

A regressio¡ analysis was also applied to the manager data with time-loss ir¡ury

duration as the outcome variable and the worlçer participation and the workplace

variables as the independent variables'

A between-groups analysis was conducted with the manager datausing three
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groups according to type of worþlace (hospital, cornmunity agency and other, personal

care home) comparing them with regard to worlcer palticipation variables, average

duration of time-loss injuries, and cost of WCB premiums.

6.3 Analvsis of Qualitative Data

The nature of the worker participation in the RTW process was examined through

analysis of the qualitative interviews. Data analysis consisted of transcribing the field

notes and audiotapes, then coding and categoúzingthe data in order to identify themes. A

file name þseudonym) was assigned to each interview in order to maintain anonymity of

the inforrnants. Two methods in analysis of data were used to establish trustwofthiness:

"member checks" and "peer debriefing" (Creswell,1994; Gliner, 1994; Hasselkuss,

1995; Krefting,1997; Morse & Field, 1995). "Member checks" involved formal or

informal review of the researchers' findings by the informant who provided the data.

"Peer debriefing" involved review of a sample number of transcripts by another

investigator in order to establish accuracy of the coding and theme development.
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6.4 Summary of Analysis Plan

Figure 5 Summary of Statistical Analyses for Employee Survey

Exploratory Analyses

Bivariate correlation
Variables included: All variables for worker characteristics
and workplace charactelistics

Goal: Identify all significant associations* þ < .01) for
inclusion in the subsequent factor analyses (factor analyses 1, 2,

and 3)

Føctor anølvsß I
Variøbles included: All variables for worker characteristics
and worþlace characteristics that showed a significant
association* as per results of the bivariate correlation (p f .01)

Worker participation and RTW

Goal: Identify pattems that describe worker participation i
worþlace

Gonl: Identify patterns that support the multi-system theory of
worker participation and RTW in the workplace (Figure 3,

chapter 2)

Ll/orher & llorkplace
Variables:
Gender
Age
Marital status

Family status

Experience in curent job
Experience in occupation
*Salary
*Education

Occupation
* Nurse
* Health care aide

*Back injury
*Time-loss à 3 weeks
Self-effìcacy
Size of workplace
Type of worþlace
*-Hospital
* Community
* Personal care home

*People oriented culture
*Active safety leadership
+Safety diligence
*Safety leadership
*Proactive RTW
*Ergonomics
*Disability case

monitoring
xLabour-management

cooperation
+Involvement
*Peer cohesion
xSupervisor support
*Autonomy
*Task orientation
*Work pressure
*Clarity
*Managerial control
*Innovation
tPhysical comfort

+Significant

association with
worlçer participation
variables (n S .Ot;
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Figule 5, continued

Prenaratorv to Testins Hvnotheses for Emnlovee Survev

Factor analvsß 2
Variables ìncluded: All variables for worker participation

Goøl: Reduce the number of variables that describe worker
participation in the workplace; use factor score variables in
subsequent regression analyses (see chapter 4,Table 6.1)

Føctor analvsis 3
Variables included: All variables for worker characteristics
and worþlace characteristics (see chapter 4,Table 6.2)

Goal: Reduce the number of variables that describe worker
characteristics and worþlace characteristics; use factor score
variables in subsequent regression analyses

V[/orlrer participøtion and RTll

llorker Pnrticipation
Variables:
Safety training
Labour-management
cooperation
Involvement
Peer cohesion
Autonomy

lI¡o r ker &. l4¡o r k p lac e

c It ar acter ìsÍ.ics v ar ìab les :
Salary
Education
Nurse
Health-care aide
Back injury
Time-loss > 3 weeks
People oriented culture
Active safety leadership
Safery diligence
Safety leadership
Proactive RTW
Ergonomics
Disabilþ case

monitoring
Labour-management
cooperation
Involvement
Peer cohesion
Supervisor support
Autonomy
Task orientation
Work pressure
Clarify
Managerial control
In¡ovation
Physical comfort
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Figure 5, continued

Testine Hvpotheses for Employee Survev

Dependent vøriables: Factor score variables for worker
parlicipation (structure and commitment)

Independent variables.' Factor score variables fol worker
characteristics and workplace characteristics

Goøl: Testing hypothesis # 1.
'Worker characteristics do not predict worker participation
(structwe and commitment) in the workplace

Goal: Testing hypothesis #2.
Worþlace characteristics do not predict worker participation
(structure and commitment) in the workplace

Worker participation and RTll

B etween-gro ups annlvsis I
(Ifu us kal-Wal lis øn aly s is of v ørian c e fo r n o n-p ctr ømetric

data)

Testins Hvpotheses for Employee Survev

Dependent Variøbles: All variables for worlçer participation
Independent Variables.' 3 categories of variable for duration of
time-loss due to work-related injury

Goøl: Testing hypothesis #3. There is no difference in worker

llorlcer Particip atiott
[fttctor scorel Variables:

Structure
Commitment

llorlter & lI/orhplace

[føctor scoreJ variables :

Safety
People culture
Type of workplace
Occupation
I¡qjury
Managerial control

participation in the worþlace among 3 groups of employees
based on history of wolþlace injury

Between-gro ups annlvsís 2
(Ib u s k al-Wø llis øn aly s is of v a r i un c e fo r n o n-p a r s m e t r i c

døta)

Dependent Vuriøbles: All variables for worker participation
Independent Variables.' 3 categories of variable for type of
healthcare worþlace

Goøl: Testing hypothesis #4. There is no difference in worker
participation in the worþlace among employees from 3 types
of worlcolaces

Dependent Vsrisltle:
lIto r her Particip atiott
[fsctor scorel Variøbles :
Structure
Commitment

Friesen, 2004

Indep endenl Varisbles :

Tìme-Loss vsriables:
No injury
Time-loss < 3 wl<s

Tirne-loss > 3 wks

Tvpe of llorkplerce
Vsriable:
Hospital
Community facility
Personal care home
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Figure 6 Summary of Statistical Analysis Plan for Manager Survey

Testins Hvnotheses for Manaeer Sut.vey

Dependent Variable: Average duration of time-loss injuries
Independent Vøriables: Type of worþlace

Goal: Testing hypothesis #5a.

There is no difference in the average duration of time-loss
injuries between type of workplaces (hospital,

community/other, personal care home)

Dependent Vuriable: Cost of V/CB premium
Independent Variøbles.' Type of workplace

B etw een-g ro uD s analvs es

Univaríate analysis of variønce

Goal: Testing hypothesis #5b.

There is no difference in the cost of WCB premiums between
type of workplaces (hospital, community/other, personal care

home)

Oulcome Varisble:
Average duration of time-
loss injuries

Testins Hypotheses for Manaser Survey

Dependent Variable: Average duration of time-loss injuries
I n d ep en dent Var iab les.' Worker participation variables

Goal: Testing hypothesis #6a.

Worlcer participation in the worþlace is not predictive
average duration of time-loss injuries in the workplace

Independent Vøriable-
Tvpe of llorkpløce:
Hospital
Community facility
Personal care home

Dependent Vøriable: Average duration of time-loss injuries
I n dep endent Vøriubles.' Worþlace variables

Goal: Testing hypothesis #6b.

Workplace characteristics are not predictive of average

duration of time-loss injuries in the workplace

Outcome Variable:
Cost of WCB premiums
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Indep endent Vsriables :
llorker Participation
Varisbles:
Safety training
Labour-management
cooperation

llo r lrp lsce Variab les :
Size
Unionization
Benefits
Safety diligence
Safety leadership
People-oriented culture
Active RTW
Ergonomics
Disabilify case monitoring

Deqendent Variflble:
Average duration of time-
loss injuries

109



Regression anuh¡ses

Dependent Variable; Cost of WCB premiums

I n tl ep en de nt Var i a b les.' Worker participation vari abl e s

Goøl: Testing hypothesis #7a.

Worker participation in the workplace is not predictive of cost

Testins Hvpotheses for Managal $grvey

of WCB premiums

Dependent Variable: Cost of 'WCB premiums

Indep endent Vøriables.' Worþlace variables

Goal: Testing hypothesis #7b.

Worþlace characteristics are not predictive of cost of WCB

premiums

[4/orker participation and RTlll

Table 3 Summary of Analysis Plan for Qualitative Data

Qualitative study

Independent Varittb les :
Vl/or ker Particip aliott
Variables:

One-on-one interviews
with injured workers to
understand the nature of
worker participation in the

RTW process

Safety training
I-abour-management
cooperation

lüorholace Vuiables:
Size
Unionization
Benefits
Safery diligence
Safety leadership
People-oriented culture

Active RTW
Ergonomics
Disabiliry case monitoring

Dependenl Variøble:
Cost of WCB premiums

Study participants

Employees within the

\ryRHA who had experienced
a time-loss injury within the

past two years

Interview
analysis
Coding of dialogue
& establishing
categories with
identified themes
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Trustworthiness

Member checks
Peer debriefing
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7.0 Ethical Considerations

Participants were given a brief description of the purpose of the research study.

They were told that their participation was entirely vohurtary and they could withdraw

from the study at xry stage without penalty, the data would be identified by file number,

ald that names would not be used. They were also informed that the original survey or

audiotapes would be destroyed following completion of the study. Samples of the consent

forms are found in Appendix VII.

The researcher met with union representatives to review the information consent

form. Some questions arose with regard to the form, especially about confidentiality and

storage oforiginal surveys. Several union representatives requested that the original data

be destroyed following the study, and that the confidentiality clause be clarified with

regard to guarantee of confidentiality. One union representative decided atthat point not

to recommend the study to his/her members since the consent form contained a clause

which indicated that the law could require disclosure of personal information in certain

circumstances. Every effort was made to persuade the representative to reconsider the

decision. The union was informed that the survey data would not be linked directly to any

ide¡tifying information, and it would be extremely unlikely that any information would

fall into categories that would require disclosure. Nevertheless, this union chose not to

participate.

The Health Research Ethics Board approved the proposed research in May, 2001.

Worker participation and RTIIt
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1.0 Employee Sur.vev Results

l i Response Rate and Analysis of Non-response

Two hundred and sixty-three responses were received out of 1135 employee

surveys sent, giving a response rate of 23o/o. One union with an estimated 600 members,

many of whom were in trade occupations, "hg="t tol4cipate in the survey. This

may have affected the overall demographic in two ways - by limiting the number of

occupational groups represented and by limiting the number of male respondents. Due to

confidentiality concerns, the questionnaires had no identification codes; this limited the

analysis of non-response (see chapter 5 for discussion of study limitations).

However, a "crude" comparison analysis was conducted by doing a demographic

summary of the employees within two facilities of the'WRHA---one hospital and one

community facility and comparing these demographics to the study sample. Although

attempts were made to gather comparison data from a personal care home as well, this

was unsuccessful. The study sample was compffed overall with the compalison samples.

As well, the study sample was grouped to compare the hospital employees with the

comparison data from the hospital site, and the community emptoyees with the

comparison data from the community site (Table 4). Significant differences were detected

between gender representation and between educational levels in the community

comparison using a chi-square analysis. Significant differences were also found between

all groups (total sample, hospital samples, and community samples) in occupations

represented. This may indicate that the predominant occupation of the study sample

population was nursing while the comparison samples included a wider representation of

LT/orker participation and RTW
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occupational groups. A cautionary note is that these comparisons may not be an accurate

representation of the targetpopulation since the comparison samples included all

employees of the site (either hospital or community), not only the unionized employees.

Since the description of the target population was unavailable, this can be only a crude

comparison.
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Table 4 Comparison of Samples for Employee Data

VARTABLE

Gêndè-r: Male
, Femalè

Age

ST{IEY
SAMP.LE,,
Tbta!, ,: :

':ii Ni+r2:62:,,,.ì ;,

32
230

Educâ{io¡:
<grade 11
gradê 12
1-2,post:Sec
Degree 

'

STUDY
SAMPLE
llospifal
N'=,173

Range 22-
66
Mean42.9r
10

Oôcùpations:
RN
ItrCA i 

'

Othè¡, proi,,,
Other l

26
146

STUDY
SAMÞLE
Community
N:48

22
31

149
59

42.4 + 9.6

I
41

Worker parÍicipation and RL'lt

Salary:
< $20000
> $20000-
$3s000
> s35000.
ss0000
> $50000

coMP,4,ßISON
sAMPl,E,,, .:, ,:

Communitl¡: , l "'' :::N;=:83; ,

98
71,

42
51

44.2+ 10.9

l0
19

101

41

18

65

1
8

25

8

82

31

31
29

48
115

80
19

Range 23-66
Mean4l
(approx.)

COM?ARISON
SAMP..I"E
Èôsþ¡fal.,, 

,:;,,.rNl=,n012

* Significant differences at p < .05

9

20
4
16

27
68
62
16

1s2
860

3.5
9

26.5
44

Range 18-65
(approx)
Mean N/A

DIFFERENCPS
roiat lp< OSj l

11

28
7

2

2
5

49
27
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p:.209

0
202
601
202

DIFTENENCES
IloSpjtäl.; ,'..,1', ', ',

26
1"1

27
7

344
121
294
253

p =1.0

p:.573

DIFFERENCES
Gommunity

294
263
283
772

p <.0001*

p :.0015+

p:.29

p =.644

p <.0001*

p <.0001x

p =.385

p <.0001+

p :.309
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1.2 Descriptive Data

Descriptive data concerning the employees were collated and summarized as

follows (Tables 5. i -5.4): The mean age of respondents was 42.9 +I0; 8l .5o/o wete

female and l2.2Yo were male. The majority of respondents was either married or in a

relationship and one-half had children living at home. Annual salaries were based on full-

time equivalent jobs and ranged from less than $20,000 to greater than $50,000; most had

salaries that fell into the category of greater than $20,000 to $35,000 (43.7%) or greater

than $35,000 to $50,000 (30.4%). The years of experience working within one's

occupation averaged 15 .7 years and years experience in the current j ob , 11 .7 years.

Nurses represented the largest occupational group (37 .3%) while health care aides

(including nurse aides, rehabilitation assistants, orderlies, and licensed practical nurses)

constituted the second largest gïoup (27%). More than 65Yo worked within hospitals and

nearly 2lYowithin community agencies. The size of the worþlace varied from fewer

than 50 employees (5.3%) to greaterthan 1500 employees (31.6%); most worþlaces had

between 500 and 1500 employees (43.7To).

Both figures for years of experience within a profession or occupation and the

years experience in the curent job were considered for inclusion in subsequent analyses

in order to rule out any possible differences that might be due to job changes. The size of

the workplace was adjusted by collapsing six categories into four, so that >50-100 and

>100-500 were combined, and >500-1000 and >1000-1500 were combined' The

responses to this question on the survey indicated that some people answered the question

on "size of worþlace" according to the number of people in their department rather than

the entire facility. This was able to be corrected to a degree, that is, when the type of

Worker participation and RW
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workplace was indicated as a hospital, it was clear that the size of the workplace had to

be more than 500 since the smallest hospital in Winnipeg had more than 500 employees.

However, when someone who worked for a community agency said they worked alone

because they worked in clients' homes by themselves, it was impossible to approximate

the size of the community orgarization that employed them as the sizes of these

organizations varied from <50 to >1500. The latter responses were used as written in the

survey response forms.

Table 5.1 Worker Description - Age and Gender

AGE

Number of respondents

No response

. GENDER:.
-.:' : , i : t,i

Female

Male

No response

Table 5.2 Worker Description - Family Status

Numöer

260

2

ñümbèí
i:.::,: ::::;.:.::, :'l';i:j:: ¡

230

32

1

MARITAL STATUS

Single

Married/ Relationship

No response

,. r'evrLv,
'':'..:.

No children

Children at home

No response

Mean t Standard
lJevlatlon

42.9 X 10

*1.:.,^'',I
.bre-{uenc} (7oJ 

,

,::i,',::!:,,',,, :,,:',..,,,,;',1.:,,,,:.:,,:!ì,,1,,' ;,::'j,,

87.5

12.2

0.4

Age- Rangê

20-66

Number

69

190

4

ñùmu¿i
:: ì.:. : :l

127

135

I
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Frequency (%)

26.2
'72.2

1.5

Fiéqúêncy.ç%)

48.3

51.3

0.4
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l4lorker participation and RTIIt

Table 5.3 Worker Description - Occupation, Salary, Education, Worlc Experience, and
Work-related Injury

,:. OCGUFATION

RN

HCA
Professional

Other
No response

SALARY

':
< 20,000
20,000 to 35,000

35,000 to 50,000
>50,000

No response

EDUCAÌION

<grade 1 I
Grade 12

7 -2 y ears post-secondary

University degree

No response

WORKEXPERIENCE

Years experience overall
Years in curent job

Num'ber

98

71

42

5l
1

Frequency (o/o)

27.0
16.0

19.4

0.3

Frequency (-7o)

. ...:.', " : 

"t 
t

18.3

42.6

30.0
7.2

1.9

'nieqùèncy. (7"¡

8.4

I 1.8

s6.1

22.4
0.8

Mean

15.7 +9.7
ll.7 * 8.7

.n*t.onn*.l*n..
54.4

2s.8

19.8

'Number
.:,:.::t:,|: ,:"'.,

48
115

80

19

I

',,Ñumnet::':::"r: :". :

22

31

149

59

2

Number

262
256

,.,,Nu nêr

143

68

52

No Injury
Less than 3 weeks time-loss

3 weeks or longer duration time-loss
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Table 5.4 Description of Worþlaces fiom Employee Data

TYPE of Workplace

Hospital

Community (& other) Agency

Personal Care home

No response ,

',, , SIZ-E of Woikplace

<50

50-500

s0 1 -1 500

>1500

No response

1.3 Exploratory Analyses

Number

173

55

32

J

Numb,'ei

l4
44

115

83

7

Exploratory analyses of the data were conducted in order to demonstrate that the

relevant components of the multi-system model of RTW were reflected in the data. These

components included aspects of the worker, including worker participation, and the

worþlace including worlçer characteristics, worþlace characteristics such as various

aspects of safety, RTW, managerial styles.

I 3 I Bivariate Correlation

Frequency (7o)

'....':
6s.8

20.9

12.2

1.1

$raquenðy'1V;j

5.3

16.7

43.1

31.6

2.7

All variables were entered into a bivariate comelation analysis, including the

scores from each of the sections in the OPP and the WES questionlaires as well as the

overall score from the self-efficacy scale. A Spearman rank correlation coeff,rcient (or

Spearman's rho) for ordinal data was used. The complete correlation matrix is shown in

Appendix ViI. Due to the large sample size, many of the correlation coefficients were

deemed significant although they had low strength of association (Portney & Watkins,

2000). According to Portney and V/atlcins (2000), correlations smaller than r : .25,
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despite their level of significance, should be interpreted with caution. In order to address

this caution to a limited degree, correlations in this study from the employee data were

reported and used in subsequent analyses if they met the more stringent criteria for o

error where p < .01 (Table 6). Despite this application of the more stringent criteria,

strength of correlations remained somewhat low, ranging from .136 to .245.

'Worker variables - salary, education, occupation (nurse, health care aide), history

of baclc injury, and three weeks or longer time-loss injury met the criteria for cut-off

(pS.Ot) in relationship to worker participation variables andlor worþlace chalacteristics.

These variables were entered into subsequent analyses. All worker participation and

worþlace characteristics from the OPP-E and WES scales were strongly associated with

each other, and were also included in subsequent analyses.

1.3.2 Factor Anal:tsis

In order to try to discern patterns of relationships among the large number of variables, an

exploratory factor analysis was applied to all variables (Appendix VII, Table A2). In a

factor analysis, variables that "load" a component are determined by the coefficients as

displayed in the table-the higher the coeffrcient (negative or positive), the greater the

loading factor. Twelve components with an eigenvalue greater than one were identified

and accounted for 72Yo of the variance. Application of the Varimax rotation analysis

highlighted sevelal major "issues" but did not clearly separate components, i.e. the

components were still somewhat correlated. The major issues reflected an emphasis on a

positive people environment, safety culture, worker characteristics, workplace

descriptors, and work-related injury descriptors. The issues reflect the complex and

multi-system nature of worl<er participation and RTW in the workplace. However, the
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concept of worker participation was not clearly identified as a sepaTate component within

the multi-system and multi-factorial pictule. For this reason, subsequent factor analyses

were conducted separately for the worker participation variables, and again, separately

for the worker and workplace characteristics (Tables 7 .I e.1 .2).

1.4 Factor Analyses Preparatorv for Prediction Models

Twenty-seven variables representing worker and worþlace characteristics were

entered into a factor analysis in order to try to reduce the large number of variables used

in subsequent analyses. Six major components resulted, accounting for approximately

54Yo of the variance. The components were labeled "safety culture", "people

environment", "type of workplace", "occupation", "injury", and "managerial control"

(Table 7.1). The resulting factor scores were then used as independent variables to be

entered into a model for multivariate regression analysis that used worlcer participation

variables as the outcome measure. Note that coeff,rcients with a weighting < 0.10 are not

reported.

As may be noted in Table 7.l,the "safety" component was "loaded" by variables

ofpeople-oriented culture, active safety leadership, safety diligence, safety training,

ergonomics, return to work, labour management cooperation, and clarity. The "people

environment" component was loaded by variables of people oriented culture,

involvement, peer cohesion, supervisor support, autonomy, task orientation, clarity,

innovation, and physical comfort. The "type of worþlace" component was loaded by

work pressure, nurse, health care aide (a negative loading), hospital, and community

worþlace. The "occupation" component was driven by salary, education, and nurse. The

"injury" component was driven by back injury, and time-ioss injury while the
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Table 6 Bivariate Correlations for Employee Data

People-o-riented'culturc

Active saf0ty ìead'ership

Safetydiligence . . ,::,: ..,

Safety h'âining

Ergonomics

Disnbility cage; manitoting

Return to wòrk

$ala¡a

Labour'-mgm't òoopêfrition,

Iñvolvement

Peer Ciihesioil

Supervisor support

Educatiön

Autonomy

Task o¡'iéntãtion,'

l'72**

yv or(er parilclpailon Qna Kt vy

Worl(,pressure

Nùrse

Clarity

Managerial controì, .. ::

Innovation

Physical comfort

Health qare
aide

**.p <.01

[83f+

Bâcli InjurY

136**

245**

.176+*

-.229x*

Ilospital

Friesen, 2004

-.235+*

l'7 7**

¿

Comm¡rnity
Wor:kplace

-.lgg**

l0+*

-.i81x*

-.2034*

-.2064*

Personal.care
htirire. ' ,..." .

195**

202x8

206+*

218x +

-.165*x

llihe,loss
lnJury,:,:

1734+

-.1744+

220++

t2<**

197**

226+4

lgg+*

-.162**

-.204++

-.164**

ttl**

138"8

192**

-.1 88 Ëx

I2I
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"managerial cOntrol" component was dfiven by autonomy,managelial control, and

personal care home.

Five variables used to indicate worker participation (safety training, labour-

management cooperation, involvement, peer cohesion, autonomy) were included in a

factor analysis in order to try to reduce the number of outcome variables (Table 7.2).Two

components resulted from the analysis, labeled "structure" and "commitment". Labour-

management cooperation and safety training loaded onto one factor, labeled "structure",

and were interpreted to indicate worker participation in structured programs for direct

worker involvement in the worþlace such as training programs or committees. The

variables of worker involvement, worker autonomy, and peer cohesion loaded onto a

second factor, labeled "commitment" and were interpreted to be indicative of a worket's

inner motivation and commitment to the job.

characteristics, workplace chalacteristics, and worker participation were represented in

the data. The evidence suggested that a safety culture, people-oriented environment,

managerial style, as well as workers' occupation and history of injury were key elements

in the RTW model. However, the nature of the relationship among these elements was

not discernible from a factor analysis; subsequent analyses were therefore caried out and

are reported in the following pages.

As postulated, the factor analysis confirmed that components of worker

articination and
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Table 7.1 Factor Analysis of Worker and Worþlace Variablesf

Components

Salary

Education

.People-o.r!entèd,

ctlture ,. ,,:::, ,

Active sáfety

t',,1

leadersh

Sãfety,,,,',

Safety:diligenqe

Safefv training

rp

Ergonomics

.104

Disábility,caçe
monitorinÈ,',', ,,

.49e1

a

Rdturíto Worlc::':

.7381

La.bouf¡m$m,]t.,,
cooperation,,.,,,-,,,1,

'71 ¿.+

InVolvemènt'

.609i

.7481

' Tyþe of,
woil<nlacé

3

.6s 17

Peer cohesion

.33 8

SùÞervi¡o¡ suÞÞöÍt,'

.7851

.293

Au-tõnomi

- l-) ¿1

:76tI

.182

Task orientatio[

.194

.8071

Work þressure

;-4

.)¿J

Clârity

.r45

ttl

Malagerial conttol

.693Í

. 185

Innovation

.64sI

.355

.126

5r',

Physibal comfoñ

.234

.169

Nurse

.132

.8081

Health care'aide

-.311

.7srl

Back;injur.y

-.248

.4481

.7051

Manager!âf
::,Control

6

Timé.loss iljùry

.180

.s24

115

.7301

.272

Community
worl<placè ,

-.201

.19s

.284

.65 1l

Fersonal care
homè, r ,,

.121

t1r

t Note that coefficients with weighting < .10 are not reported

.101

.5841

f Note that variables with coefficients higher than .400 are considered to be "loaded" on that particular

component

f f Note that negative numbers are considered to "load" in the opposite direction

.124

.115

-.141

.493Í

.104

.4t31

.261

-.2t0

.IJJ

. 153

.162

-.232

-.201

.124

113

-.116

.171

.254

117

-.203

.223

.5071

-.6421+

.109

-.104

. 105
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-.145

-.285

.8301

.128

158

.5031

-.70ell

-.4581r

.244

-.292

r 13

.229

.109

.211

.7311

.381

a Á1

.1741

.73sh

-.217

.121

.158

--z)ö

-.202

.s80f

123



Table l.2Factor Analysis of Worker Parlicipation Variables - Employee Data

Com,ponents:

OPP-Safety Training
OPP,Labour..mana gem,?t

WES¡Invotvement
\{-ES-Peer Cohesion ,

WES-Autonomy

f Note that numbers higher than .400 are considered to be "loaded" on that particular component

A regression analysis was used to test the model of worker participation in the

rilorkplace. A forward stepwise regression analysis was carried out using factor scores as

dependent variables for worker parlicipation (commitment and structure), as well as

factor scores to represent worlcer characteristics (occupation, injury), and workplace

characteristics (safety culture, people environment, type of workplace, managerial

control).

The model that best predicted commitment in worlcer participation included all six

predictors in the following order': people environment, type of workplace, occupation,

safety cultule, managerial control, and injury (Table 8.1, Figure 7.1). The model that best

predicted structured worker participation included four predictors in the following order:

safety culture, people environment, type of workplace, and managerial control (Table 8.2,

Figure 7.2). 
^llpredictors 

in both regression models were significant at the p < .05 level.

Commitm'ent
1

l4/orker participation and RTll

8s2I
8e7Í
7061

Structure
2

ion of Worker

.8631

.8651
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Table 8.1 Signif,rcant Predictors for'Worlcer Participation, Commitment, in the Workplace

Finàl,Moatel:
. :'t.. ::,. ::' r,:,.::::

,: ,:,::. :. . :::,::::::r 
:::

,Gônlta,nt, .',.'.
Pê-óplè, : ,,,,¡ ,4:

ènv!roúmê.nt
Tlpê,of ,: ,

ùorkptâcé .,

Occuþation
Safety¡ culturé
Manâgerial
control
Injury

,,NOnt,.:,., .,,,,,,,'...,..'.,,.,,,,,1' .,',

,,,standârd i,zéd,,,,,:,,:,,',,

:',Betà:GòeffiôiêntS

-0.0109
.851

.173

.170

.168
-.163

-.1 03

Stândâicl
9rLr9[;.,:::,:'.:

Table 8.2 Signifrcant Predictors for Worker Participation, Structrue, in the Worþlace

025
025

025

025
025
025

025

Fifál,,Motlél

t

Co.nstânt,,, ' l

S_afety culture
Feòþ10 ..¡, ,-, '¡,

envifonment,l
T]¡pe of
workplace
Managerial
control

-.441
34.331

6.961

6.876
6.116
-6.s67

-4.152

Nöñ't. .ll:;:,¡,.,,:,,,,;',,,:;,'';,'¡,,,,,',,;;,

StãntlardiZe-d:.,, .,''...,

Bèta'Göefficientb
0.024
.889
.177

.098

.051

.660

.0001

.0001

.0001

.0001

.000 r

.000 r

,Stâùdar¿ì:,:,.
. :ii,.,a, :: : :r::::i.r.:r,l

,9liror',,¡'',:r,';.,,'

025
025
025

025

025

,,t

.981
35.888
1.163

3.939

2.024

SignificâñCe.

328
0001
0001

000 1

044
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Figure 7.1 Predictors for Commitment of Worker Parlicipation in the Workplace

Worker characteristics
Occupation*-=-
Injury (-ve)* -\

Workplace characteristics
Safety culture*
People environmen¡*'
Type of workplace*'F,
Managerial control (-r r)* ----=-1

*p < .05

Figure T.2Predictors for Structured Involvement of Workel Participation in the

Workplace

/*o,o", \
/ *ni"þution \

$ Commitmen

Worknlace characteristics
Safety culture*
People envilonment
Type of worþlace*
Managerial control*

*o < .05
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I .7 Between-groups Analyses

As well as analyzing for predictor models, two between-gloups alalyses were

conducted in order to determine whether there was any difference in worker participation

in the worþlace among workers who had experienced time-loss injuries and workers

who had not experienced injuries or had less than three weeks of time-loss. Three groups

were identified: those with no injury, those with less than three weeks time-loss due to an

injury, and those who experienced three weeks or longer of time-loss due to injury'

A second set of three groups was analyzed for differences in worker participation

among those who were employed by hospitals, community workplaces, or by personal

care homes. A Kruskal-Wallis test, suitable for ordinal data with three or more groups

(Sharp, I979),was used for both analyses'

1.7.1 Time-loss grouqs

Employees were grouped by non-injured, injured with time-loss of three weelcs or

less, and injured with time-loss of more than three weeks (Table 9). No significant

differences were found between groups in the factor score variables of worker

participation-commitment or structured worlcer participation. Subsequently, a Kruskal-

V/allis analysis of variance was applied using the original variables of safety training,

labour-management cooperation, involvement, peer cohesion, and autonomy' Labour-

management training showed a significant difference among the three groups. These

results suggest that employees with injuries, regardless of the duration of time-loss, are

more likely to participate in the worþlace than workers with no injury'

Worker participation and RTIï[
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Table 9 Group Comparison for Injured and Non-injured Employees

Variables

Worker
partrclpatlon--
commitment,
Worker,: "' ¡ ::

partrcrpatton--
,1¡ua1¡¡s': , :; ,:

Groùps

Sâfétt:liãining
: ': ' : ::' - :

:,:,: ,1:.,,i,,,,,.,¡

A
B
C

N

:. Là bt ou r.,,,,,,..,'.,,¡,,,,',

,m,ana.gèm"êñt

, coölêtât¡ôn,:':

A
B
C

133

66
50

Median

Iniolvefi,ent

A
B
C

IJJ

66
50

116
007
006

Peer cohesion

A
B
(-

142
67
<t

Chi.

.3 10

.101

.284

sou

Autonomlt

3.59
are

A
B
C

134
67
50

3

J

3

Df

* p =<.05; 
** P'.ol

4.91

A
B
C

I Note that when letters are joined by a line, there is no significant difference between the groups so joined

2

143
68
52

Asymp
. Srs.

6

5

6

t.64

A
B
C

2

t43
68
52

166

6

6

5.5

l. 7. 2 I|/orl+place sr oups

Pair:wise
anaT

13.45

.086

2

t43
68

52

Employee respondents were also divided into gloups according to the type of

worþlace in which they were employed: hospitals, cofiìmunity worþlaces (including

,,othef" workplaces) and personal care homes (Table 10). These groups were entered into

a Kruskal-Wallis statistical analysis to determine whether there was any difference in

their experience of worker participation in the workplace. Initially, the factol score

variables of worker parlicipation-commitment and structured wofker participation were

used as the dependent variables. In order to determine where the difference lay more

specifically, the or.iginal variables were also entered into the analysis. This resuited in

significant differences (p S .OS) in both commitment and structure in worker participation

Ã= "**J"ty, 
* t*-oss; B: Timeloss ( 3 wks; C: Timeloss > 3 wks

vsist

6

5.5
6

3.52

.440

2

6

5

5

2.33

.001* *

2

2.80

2

ABC

172

2

.312

24-I

Friesen, 2004 128



l4/orker participation and RTIII

in all three groups, as well as a significant difference in labour-management coopelation,

safety training, involvement, and peer cohesion. These results suggest that the type of

worþlace likely has a major impact on the extent of workers' participation in the

workplace.

Table 10 Between-gïoups Analysis Based on Type of Workplace - EmployeeData

Worker
participation -
commitment
Worl(er' 1 , ,

þaitiCipat!ön,i
sfruc-ture: :: , ::

.G,,, úP!

Safery,tiâihing

. !!ì;::. j,::.i:r:::: 
I :ì

H
C
P

N.

Labo.ur:,,¡,¡.,:,,: ; ¡

managemënt,
coopefation

H
C
P

161

53

i¿

lnvolvêment

Me.diän
':r .i:';'

H
C
P

16r
53

32

Peer cohesion

H
C
P

t'72
54
JZ

chi:
sg

Autonomy

uâre
12.94

H
C
P

162
54
32

J

J

J

Df

t0.7 4

H
C
P

I Note that when letters are joined by a line, there is no significant difference between the groups so joined

2

t73
55

.)¿

- 
-" 

< J1--- p < Ji; H:ffospital, C = Community workplace, P:Personal carehome

4sÍmp
:Sisnif¡:

6

5.5
6

H
C
P

13.7 5

2

.003 * *

173
55

32

7

5

6

Påir-,lryisê
ânâIvsis:f

12.80

.024x

2

173
55

t¿

6

5

5.5

HCP

6.68

.004**

2

5

5

5

HCP

12.67

.026*

2

HCP

2.60

2

.024*

HCP
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2 -0 l{anaser SurveY Findines

2.i Response Rate

Thirty-two responses were received or recorded (via telephone interview) out of

67 facilities that were considered eligible for the study. Two responses came from the

same facility and were treated as a single response. Because the estimated number of

facilities under V/RHA has changed several times since the study began, the numbers

reported here may vary slightly from numbers that might be obtained at the present time.

The researcher started from a list, supplied by WRHA, of 133 facilities, which was

changed by WRHA fo II7 facilities several months later. Of the list of 117 facilities, 41

had fewer tha920 employees. Some of the facilities or services were supported by a

WRHA grant or contract for only one or two parl-time or full-time staff, which accounted

for their being on the list of WRHA facilities. Of the 76 remaining facilities, 9 sites were

eliminated as separate facilities since they wele, apparently, considered as part of the

administr.ation of another facility, i.e. one manager responded for two sites such as a

seniors' lodge and a personal care home. The final eiigible number of potential

respondents was determined tobe 6l . The number of responses was 32, atesponse rate of

47 .B%. All the hospitals (n:6) responded to the survey, 13 out of a potential33 personal

care homes and 13 out of a poter1tial 32 community facilities responded to the survey'

Although the community represented the gleatest variability in size of facility, this was

likely a result of one agency having a very large number of employees (approximately

4000) while all other community agencies had fewer than 150 employees' Where

facilities were not covered by workers' compensation, injury data was incomplete and

unavailable for analYsis.

Worker participation and RTW
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2.2 D esclintive Findrnss

The managers/facilities who responded represented three major employer groups:

hospitals, personal care homes and cornmunity agencies. Two facilities were categorized

as "other" and these were included in the community agencies category for purposes of

the analyses (see Tables 11.1 &.1I.2). Notable in the descriptive data is that the

community represents the greatest variability in size of facility; two community agencies

and one personal care home indicated they were not covered by workers' compensation;

one community agency and four personal care homes did not employ unionized staff. All

worþlaces indicated they had a cooperative relationship with WCB; only one of the

hospitals did not regularly appeal WCB injury claims.

Table 1i.1 Description of WRHA Facilities - Manager Data

l4/orlcer participation and RTII[

VARIAtsLF',S

,, ' ,1 ,,,,.,,,:,,' ,,:
FTE hours

Unionized (%)

WCB r.a,te (/$100 payroll)

Number of time los5 injuries
for year 2000
WCB cooperation (7o)

- Yes
-No

WCB dedicaled staff 
,, 

(o/o),,,,,,

- Yes
-*o 

, 
: . ..:

WcBappeals(Vo) ,.' ,

.1¡,'I{OSPJTAL
(means { SU 

,

23ll t 2455.9

83.1 t1.9
$1.33 r.43

104 r 90.3

r00
0

100

33 !34.2

COMMIiNITY
,,lmeans,+ SDI

460.2 t82g.7

74.4 ! 34.9

$1.15 t 1.04

26.9 ! 59

100

0

.: PERSONAL
' E,ARE HOME

(means t SD)
2'71.9 t27t.4

60.1 + 42.6

$r.24 r.38
20.9 !21.6
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50

50

t4.3 + 19.7

100
0

90
10

28.8 ! 17.2
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Table 1i.2 Description of WRHA Facilities - Manager Data

Benefits

Safety Diligence

Safety Tiaining

Ergonomicg

Disability Case Monitoring

ActiVe Safety I.eadership ,

People Oriènted Culture

Labour Ma'nagement '
Cooperation :

HOSPITAL
(medlan scoré &
range) : 'l

3t.s (21-44)

23.s (14-3r)

16.5 (8-20)

24.s (14-33)

33.s (2s-3s)

32.s (27-40)

28 (12-3s)

27 (18-40)

1s.0 (9-18)

Worker participation and RTW

2.3 Explorator)¡ Analysis

A bivariate conelation analysis was conducted using all the workplace descriptor

variables from the survey: size, type of workplace, petcentage unionized, WCB premium

rate, benefits, and work injury variables of number of work injuries, time-loss duration,

as well as the OPP-M sub-scale scores. Reported here are the variables that were

COMMUNITY
(median sdore &

:rangje)

24 (0-26)

26 (20-3s)

t2.s (s-20)

20 (l r-33)

22.s (1-32)

22.s (7-32)

2s (e-33)

38 (2e-4s)

14 (9-18

PERSONAL CARE
ItrOME (median
scoie & range)

2e (18-31)

30 (25-3s)

r8 (10-20)

27 (11-3s)

32 (r4-3s)

32 (2t-3s)

33 (21-3s)

34 (23-42)

1s (e-18)

significantly associated with average duration of time-loss injuries or with either of the

two worker participation variables: labour-management cooperation and safety training,

or the "pafücipative" worþlace descriptors: safety diligence, ergonomics, RTW, safety

leadership, and people-oriented culture (Table 12).

As expected, a number of the safety and RTW variables were negatively associated

with increased duration of time-loss injuries. Increased scores in safety diligence, safety

training, RTW, safety leadership, ergonomics, people-oriented culture, and labour-

management cooperation were associated with lower duration of time-loss injuries.
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Table 12 Cor:elxion Matrix - Manager Data

Worker particÌpatton and Rl W
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2.4 Comparison in Types of Workplaces

2.4.1 Duration o-f time-loss and cost of WCB premiutns

Data were grouped according to type of worþlace - hospital, community agency

or personal care home. The average duration of time-loss injuries was computed by

dividing the total number of days lost due to injury by the number of time-loss injuries. A

one-way analysis of variance was used to compare the average duration of time-loss

injuries and the cost of 
'WCB premiums among the three types of worþlaces (Table 13)'

No significant differences were found among hospitals, community worþlaces, or

personal care homes in the average duration of time-loss injuries nor in the cost of WCB

premiums per $100 payroll.

Worlcer participation and RTW

Table 13 Comparison of Type of Workplace for Average Duration of Time-loss and Cost

of WCB Premiums

Type of \trorþlace

Average days time-lops

:'::

Cost WCB premiumi$100
payrölt ',:' 

,

*p </:.05; Q.{o signiftcant associations found in analysis)

2. 4. 2 . C o mp ar i s o n qf w o r lcpl ac e c har a ct e r i s t i c s

A Ift.uskal-Wallis analysis for the three groups (hospitals, community facilities

and personal cate homes) on all variables found that the groups differed significantly (p <

.05) in size, the number of benef,rts available to employees, and incidence of work

injuries for the year 2000. The worþlaces also differed significantly in some areas that

are indicative of a participative worþlace: active safety leadership, people-oriented

Hospital
N=6'

34.41 +

$1.33 r.43

Community
N:6

33.43 +

$1.15 t 1.04

PCH
N=l1

26.7 +

$1.24 r .38
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culture, and disability case monitoring (Table 14). A subsequent pair-wise analysis of

these variables found that hospitals differed fi'om community workplaces in size, work

injury incidence, benefits, disability case monitoring and in people-oriented culture.

Hospitals differed from personal care homes only in size and work injury incidence.

Community worþlaces and personal care homes differed in size, work injury incidence,

benefits, disability case monitoring, and active safety leadership'

2.4.3 ComparÌson qf u¡orker participation

Worker participation in the worþlace (manager data) was measured by the two

variables: labour-management cooperation and safety training. Although this is a less

comprehensive measure of worker participation than that used in the employee data,it

gives some indication of how well the worþlace creates opportunities for workers to

participate via structured formats such as committees or training sessions. Results

indicated that there was no signif,rcant difference in worker participation among the three

types of worþlaces.
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Table 14 Between-groups Analysis for Type of Workplace - Manager Data

Name of Varialile

Size of Workplace (FTE
hours)
(median & range)

Percentagé of Unionized
Employees
(mean+ SD)

WCE Premium
(meâr,+ SD):: ,,

Iil o r[t Inj,u ry:,Incicl þnce
(2000) (mean + SD)

*.¿¡¿¡ ft;,:

ran$e 
,,oI'.,,r.,

Meãn:'Í:SD:

Aveiage Days Time Loss
(2000) (mean,* SD)'

H - 2311
c-460
P -271

Number'of BenêfitS
(median&range):,

H - 83.7
c -'74.4
P - 60.7

F,,,:::,

sccire

Numbçr of Claims AppeafS
(x¡ lmean + SD)

H - 1.33
c - 1.15
P -1.24

15.53

df

Safety Diligence
(median & range)

H-104+90
c -26.9 + 59
P -20.9 +21.6

1.05

Significance

1

Safety Training
(rnedian,& range)

}I-34.57
c-33.4
P -26.7

1.74

.0001**

1

Ergonomics , ., ,

,(median & r4nge)

H - 31.5
c- 24
P -29

11.32

.593

.,

Pair-ivise
Analysis

Disabilitf,,, Gâse,,Monitoring
(median & range) :

H-33
c - 14.3
P - 28.8

2.177

.418

7

HCP

Pro-active RTW
(median &.ung"j

H - 23.5
c -26
P-30

15.24

.003**

,|

Äctive Safety Leadership
(median & range)

H - 16.s
c -12.5
P-18

3.s0

.337

1

People Oriented Culturç
(rnedian & range)

H-24.5
c -20
P -27

4.34

.0001**

1

HCP

Labour-Management
Cooperation
thedian & ranse),

H - 33.5
c -22.5
P -32

3.99

174

2

H - 32.5
c -22.5
P -32

2.37

2

lt4

CPH

H-28
c -25
P-33

8.04

.136

*p< .05, **p< .0;1 u H: hospital, C : community facility, P = personal care home

2
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H-27
c-38
P -34

.93

.305

2

H-15
c -t4
P-15

7.44

.018*

2

7.15

.629

1

0.36

.024*

2

CPH

.028*

) .837

HCB
H

HCP
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2.5 Testing the Multi-S]'stem Model of Worker Participation and RTW in the'Worlcplace

2.5.1 Predictors for average duration o.f timeJoss due to iqÌurv - manager data

A model was developed for testing predictors of the outcome variable of average

duration of time-loss injuries among the worþlaces represented in the manager survey.

All variables that had a significant association, as determined in the bivariate correlation

analysis (Table 12), with either avetage duration of time-loss injuies, cost of WCB

premiums, or with the worker participation and workplace characteristics drawn from the

survey data were used as independent variables. The dependent variable ofaverage

duration of time-loss injuries was calculated using claims data obtained from Manitoba

Worþlace Safety and Health (2001). The average duration of time-loss injulies may be

taken as an indicator of the success or failure of RTW since it is one of the measures for

success in evaluation of RTV/ programs (Krause et a1.,1998).

"average duration time-loss injury" as the dependent variable and values for independent

variables of safety diligence, safety training, labour-management cooperation, people-

orieffed culture, safety leadership, safety diligence, ergonomics, disability case

A forward stepwise regression analysis was conducted using the value of

monitoring, RTW, number of benefits, number of claims appeals, and amount of WCB

premium.

People-oriented culture (Table 15.1, Fig. 8) emerged as the only significant

predictor for average duration of time-loss injury. As the slope or correlation was a

negative correlation, this suggests that highel values in people-oriented culture were

associated with decreased average duration of time-loss injuries.
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2.5.2 Predictors for cost of WCB nremium.ç

A model was developed for testing predictors of the outcome variable of cost of

WCB premiums among the worþlaces represented in the manager suruey. All variables

that had a significant association, as determined in the bivariate correlation analysis

(Tabte 12), with either average duration of time-loss injuries, cost of WCB premiums or

with the worker participation and worþlace characteristics drawn from the survey data

were used as independent variables. The outcome variable used was the cost of WCB

premiums per $100 payroll as reported for the year 2000.

A forward stepwise regression analysis was conducted using the value of "cost of

WCB premiums per $100 payroll" as the dependent variable, and values for independent

variables for safety diligence, safety training, labour-management cooperation, people-

oriented culture, safety leadership, safety diligence, ergonomics, disability case

monitoring, RTW, number of benefits, and number of claims appeals.

lí/orker participation and RTIV

representing worker participation (Table 15.2,Fig.8) emerged as the only signif,rcant

predictors for cost of 
.WCB 

premiums. As both variables were found to have a negative

slope or conelation, it may be concluded that increased labour-management cooperation

and increased safety training, i.e. increased worker participation, is predictive of

decreased costs of V/CB premiums for the workplace.

Safety training and labour-management cooperation, the two variables
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Table 1 5.1 Predictols for Average Duration of Time-Loss Injuries - Manager Data

Modêl

,,: :,,Constaút,: ,,
Péoþl€ió'üènt.éd
,,: , .,:c,ùltùr,e::;',r:': 

.:'.

Non-Standardized
Bêta coefficienfs

Table 15.2 Predictors for Cost of WCB Premiums - ManagerData

70.486
-1.324

Model

, ':r ,l COnStant.
Safety Training

Labour-managemenf
, cóoöeration, '

Standard error

ñon-s.ia,noaiaizea
Beta coeffÏcieñts

14.2'74
.431

4.308
-.i16
-. 168

t

4.938
-3.072

Standard error

Significance

826
051
017

.006

t

3.991
-2.214
-2.175

SignifTcance

001

035
043
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Figure 8 Predictors for Average Duration of Time-loss Injuries and for cost of wcB

Premiums - Manager Data

Worker patticipation variables

Safety training (-ve

Labour-management co operation (-ve) t'

'Workplace characteristics

People oriented culture (-ve

Safety leadership
Safety diligence
Ergonomics
Disability case monitoring
RTW
Size of workplace

*o < .05

Benefits
Claims appeals

Outcome

Cost of WCB

duration time-
loss injuries

Friesen, 2004 t40



3.0 Oualitative Analvsis Findinss

Each participant was interviewed face-to-face using open-ended questions and

inviting each person to describe hislher experience of recovery and RTW following the

injury.Participants were asked to focus particularly on how they were involved in that

process with regard to receiving information about their injury or the RTW plan, and with

any input, choices or decisions they were able to have or to make within the recovery and

RTW process.

Data analysis consisted of transcribing the field notes and audiotapes, th.en coding

and categorizingthe data in order to identify themes. A file letter (i.e. 4., B. etc.) was

assigned to each transcript in order to maintain confidentiality of the participants. Two

types of data analysis were used to establish trustworthiness - "member checks" and

,,peer debriefing" (creswell, 1994; Gliner, 1994; Hasselkuss, 1995; Krefting, I99I;

Morse & Field, tggs). Member checks involved informal review of the transcript and a

sunmary of the initial analysis by each intewiew participant. Peel debriefing involved

review of all the transcripts, coding and category analysis by two investigators othelwise

not corurected with the study, in order to establish accuracy and validity of the coding and

theme development.

Subsequent to the member checks review, no fi-rrther revisions were needed.

Subsequent to the peer debriefing, def,rnitions of choice and decision-making were

clarified and a subsequent theme of "novice versus experienced" was added'

3. 1 Participant Descriptions

Six participants volunteered and were interviewed. Attempts were made to

increase the number of participants by calling various healthcare facilities and requesting

llorker participation and RTII
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them to put up a poster and to let their staff know about the study and the opportunity to

participate. As well, follow-up calls were made to occupational health departments within

the healthcare facilities to request them to advertise the study and the request for

volunteers.

The interview participants had all experienced a work-related injury although two

individuals had their injury claim of carpal tunnel syndrome denied with no further

treatment or assistance in RT'W offered by the WCB' One of these two also experienced

ongoing work-reiated allergies. This individual had access to a long-term disability

insurance benefit for treatment of the carpal tunnel syndrome while the other individual

was in the process of appealing the claim through the workers' advocate office. Three

participants experienced a back injury and one sustained a brain injury' Of the

participants who experienced a back injury, one was a"repeat" injury and the other two

were first-time injuries. The supervisor sustained a back injury while lifting a heavy item

while the two health cale aides sustained a back injury during patient lifts or transfers'

The participant who sustained a brain injury did so as a result of a fall in the worþlace'

A brief sufnmary of each participant's lesponses is given in Table 1 6 '
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Participant

Table 16 Parlicipant Descriptions

A.
OCcuoatioù

Supervisor

B.

Iniurv
Back injury

C.

Nurse

None offered; initiated calls to
occupational health &
administration
-trust and information sharing
present between worker and health
care practitioner

Health care
aide

Head injury

lnformation

D,

Back injury

Offered neuropsychological
assessment by WCB; information
from physician deemed okay; no
i¡formation offered or readily
available fi'om employer re: RTW

Ifealth care
aide

Did not readily receive
information fi-orn physician; had to
request results oftests and request
rehabilitation intervention.
Infomation regarding the RTW
time schedule (from employer)
regarding RTW was given via
telephone

Took initiative to call key people
to tell them what s/he needed

Back injury

Inbut

Wants to have input into a RTW
plan but has not begun the
process; was not contacted (at
time of interview) by employer
re: RTW plan or Drocess

Information adequate ; since
worker had been through the RTW
process before, s/he lcnew what to
expect; was called by employer to
come to meeting with employer
and WCB to discuss RTW plan

Friesen,2004

Aslced for and received
rehabilitation intervention; was
not invited or given opportunity
for input into RTW plan; was
simply informed what it was
going to be.

Not offered choice
re: RTW but made
choice re:
graduated hours

.ChoiCeS

Made decision to modifu
work envirorunent for
his/her situation and future
injury prevention

During meetings was invited to
express feelings & thoughts
about how s/he is doing & what
s/he needs; expressed "they" do
not take anything s/he says into
account when planning RTW.
Is taking initiative to present
own needs & plans to persist
with request for permanent job
accoulmodation since s/he feels
entilled to such.

Deqisions

No options given
to have a choice in
the RTWplan,
either in design nor
in time scheduling

Would like to be an
involved active part of
RTW planning, not yet at
that stage ofrecovery

Did not feel that s/he was
invited to participate in
decisions

Feels s/he is given
extremely limited
choices; i.e. RTW
plan is presented to
her as "given";
his/her input is not
integrated into
RTWplan.
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Particinant
E.

Occupation
Health care
aide

Ini'urv,
Shoulder/
arm injury;
carpal
tunnel
syndrome

F,

Information regarding diagnosis
unsatisfactory & personally
demeaning from one physician &
specialist, especially with regard to
cause of injury; feels this resulted
in loss ofinjury claim acceptance;
new farnily physician suppoflive
and informative; injury claim
initially accepted, then rej ected;

not informed with regard to
options for appeal; after persistent
searching, was referred to
workers' advocate office

Information

Health care
assistant

Carpal
tunnel
syndrorne
& environ-
mental
allergies

yyor4er parnctpallon Qna 
^1 

vv

Initiated contact with employer,
WCB and the employment
insurance office regarding
possibility of RTW program; did
not succeed nor fmd support in
efforts. Concluded that RTV/
assistance was available only to
workers covered by WCB

Was informed about treatment
options for CTS at time of injury
(15 years previous); chose to wait
on surgery until 2 years ago- then
informed it would not be covered
by WCB. Feels ilforrnation
regarding cause of CTS given by
specialist was uninformed re:

work-related injury

InDut
Did not feel there
were any choices
open except to
wait for the appeal
process

Friesen,2004

Choices

Has talcen every opportunity to
have input into RTW plan; was
persistent with request for
ergonomic evaluation and
changes;
Feels environmental allergies
have not been treated as credible
by employer and requested
ergonomic and environmental
changes have not taken place.

DecisionS

Chose to change
job positions rather
than persist with
request for
ergonomic and
environmental
changes

Lirnited decisions because
all efforts to facilitate
policy changes regarding
environment allergies were
resisted by employer
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3.2 Themes and Issues

A framework developed by the researcher and based on a continuum of worker

participation from receiving information through decision-making (Cormier, 1997;

Rooney, i988 & 1992) was applied to analysis of the qualitative interviews for worker

participation in RTW (Figure 4, Chapter 2).Inthis model, the lowest level of worker

participation was viewed as workers receiving information about their health and about

the process of RTW. The next level of participation was the presence of opportunity for

workers' input into the management of their physical or mental health and the RTV/

process. The input could take place through formal means (i.e. a RTW coordinating team)

or via informal means through conversations with persomel such as the physician,

Worker participation and RTII

occupational health nurse, or supervisor. The third level was defined as one in which the

workers could exercise real choice, given more than one option by the employer and/or

the insurer. The choices given to the worker could apply to the timing or the type of

rehabilitation interwention, or to the plan and/or implementation for RTW. Decision-

making was interpreted to include any aspect of planning and making decisions about the

type of RTW program, its timing, ergonomic or other job acconrmodation needed by the

worker, as well as the concept of input such that the worlcer's input was actually

irfegrated into designing the RTW process (Figure 4, Chapter 2).

Other themes emelged from the data that related to earlier research describing

barriers and facilitators in RTW (Friesen et a1.,2007, Figure 1 , Chapter 1). Both models

were used as structures for the organization of themes and issues arising from the

interview data.
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3 2l Informationtheme

Two information sub-categories were identif,red as information about the injury or

medical condition and information about the RTW plan and process. Information was

determined to be either readily avaiiable or offered by the health practitioner, insurer,

and/or employer, or to require some worlçer initiative in requesting or searching out the

information. Workers' experiences encompassed an easy sharing of health information

based on a trust relationship the worker had with the health practitioner to one in which

the worlcer was obliged to request information about test results, experienced delay in

getting the information, and was required to initiate a request for rehabilitation

intervention. 
'Workers also expressed that another aspect of information concerned the

physicians' conclusion about the cause of injury, especially carpal tunnel syndrome. The

workers felt that the physicians' conclusions were either mistaken or misinformed and

resulted in subsequent loss of V/CB coverage for the worlçers.

Information about the RT\M program was readily available for one participant,

offered to another following the acute phase of the injury, given in response to requests,

not yet discussed with one, and unavailable to another. In one case where information

about RTW was readily available, it should be noted that the worker had prior experience

with a RTW program and the worlçer's knowledge of the process came at least partially

from past experience.

3.2.2 Worker input thente

The second major category - worker input into the RTW plan and/or program -

appeared to be a structured part of one worker's experience, i.e. the employeL's nonnal

procedure in setting up RTW plans. This worker (D.) was invited to team meetings with

l4torker participation and RTIV
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the employef and wcB and asked for input into how s/he was feeling and what was

needed in the RTW program. The worker indicated to the interviewer that the input was

subsequently not considered in the design of the plan, that "they talkecl about

accommodation" but did not actually do anything about it. Another worker (A') acted as

his/her own case manager and was able to clearly and assertively express the type of

modified worlc and ergonomic changes that were required, and then was able to obtain

support from the health care practitioner and someone in the worþlace to carry out this

plan. A. indicated that this was possible because s/he had a supervisory position and

because s/he was "that lcind of person". Another worker (C.) was not invited nor given

opportunity to have any input into setting up a RTW program, nor was this worker asked

for.feedback on how the RTW plan was progressing. C. expressed to the interviewer that

s/he did not feel the RTW plan was preparing herlhim adequately to go back to the job as

there had been no opportunity to work on a regular or usual shift nor had there been any

lifting and transferring tasks during the gradual RTW period. Another worker (F') took

the initiative in all interactions with the occupational health nulse, the supervisor, WCB,

co-workers, even going to the extent of consulting an outside expert on environmental

allergy concerns. E. attempted to design and plan a RTW plogram for her/himself but

was unsuccessful in obtaining assistance fi'om the employer, fiom the employment

insurance office and from the physician'

3.2.i Choices theme

With the exceptions of 4., who created hislher own opportunity for choice in

design of a RTW program, and E., who took control over determining the number of

hours in a graduated RTW program, the workers felt they were not given any true choice
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in the design nor timing of a RTW program. They were also not given an option to

consider a permanent job accommodation. The ernployer, WCB, and the lack of

coordination and support within the "systems" (e.g. the insurance system, worþlace

system and the healthcare system) \ilere seen to be responsible for the limitation or

absence of choice. E.'s disappointing experience in trying to get the insurance, health,

and worþlace systems to help her/him get back to work illustrated clearly the lack of

coordination and teamwork among the key players in the RTW process. 8., who had not

yet begun a RTV/ program, expressed that slhe would like to be an integral part of the

planning and design of a RTW progam. B. described the need for being part of the

process as the need to be empowered for taking control of hislher life. F., although very

active in approaching key people to facilitate the RTW process, felt s/he was left with

very limited options for permanent job accommodation and in the end chose to change

job positions rather than to keep pushing for accommodation. D. also felt that choices for

permanent job accommodation were not being made available and could be an option

only if s/he, the worker, was strong enough to persist in the dernand for such

accommodation.

3. 2. 4 Decision-ntaking theme

The levels of choice and decision-making tended to become bluned since neither

level of participation was clearly available to the participants. None of the participants

felt that they were offered opportunity for full participation in designing and

implementing a RTV/ program. A. felt slhe was able to make some decisions about the

RTW program and make some pernanent ergonomic changes in the workplace only

because s/he held a supervisory position and was assertive enough to ensure his/her needs
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were taken into account when s/he came baclc to work. F. felt slhe was forced into a job

change because of the lack of cooperation from the employer in making ergonomic

changes in the previous job. E. felt s/he was going to be forced to make some decision

about a job change because of being unable to obtain any support or help to return to the

previous job.

3.2.5 Other themes

3.2.5.1 Lack of teamwork. In most cases the occupational health nwse (OFIN)

was the "point" person to give information and to plan the RTW program. In two cases

the OHN called the workers to initiate RTW plans. ln one situation the RTW plan

consisted primarily of giving the worker a pre-determined schedule of gradually

increasing hours with no other discnssion or rneeting with the OI-[N, supervisor or WCB.

In three instances WCB was not involved in planning, implementing, nor following up

the RTV/ plan. In one case WCB had been in touch with the worker to recommend an

assessment procedure; in another case WCB was not involved except to pay the benefits,

and in the third WCB carried out three investigations before they accepted the claim but

were not involved in the RTV/ plan or process (C.). OnlV in one case was the worker

invited to a team meeting at which WCB was present to make a plan for modified tasks

and hours in RTW. The lack of teamwork was sometimes considered to be the fault of

the supervisor or the occupational health nurse. None of the participants expressed

satisfaction with the level of cooperation among the people involved in the RTW process.

3.2.5.2 Need for an advocate or RT'W coordinator. All participants expressed the

need, directly or implicitly, for an advocate or coordinator within "the system" to help

with getting information as well as mediating or negotiating the plan especially between
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worker and supervisor. Participants appreciated having information offered to them - in

wdtten or oral form. The participants indicated there was generally a lack of opportunity

to have input into the RTW plan. It was expressed that if the participant was the kind of

person who could be assertive and knew what was needed, there was a possibility for the

RTW plan to succeed. However, participants felt at a disadvantage because of the fear of

conflict with the supervisor and the potential for negative impact on job security.

included in the need for a RTW coordinator was the need for someone to monitor the

worker during the gradual RTW phase of their RTW program to make adjustments to the

plan and/or to mediate in relationships with the supervisor.

3.2.5.3 "They don't want to give up control". Although two workers experienced

a "moïe or less" successful RTW, all workers felt there needed to be some changes in the

"system". All workers indicated that they would like to have more "real input" in

designing and implementing their own RTW program and that the "system" should make

opportunities for that to happen. One participant expressed that s/he felt the employer

liked to talk about accommodation but in reality was not open to making real changes

because, "they don't want to give up control". One participant indicated that s/he did not

think s/he could ask for any changes, but expressed that "it would be good" to get some

assistance to modify the RTV/ program to better fit hislher needs. Other parlicipants

expressed that there should be "some resource available at the worþlace" to help

workers get back to their job. One individual expressed that slhe had done as much as

s/he could to try to change the work environment and that the employer was not "holding

up its end" in facilitating ergonomic or environmental job accommoclations.
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3.2.5.4 Novice versus experienced injured worker. It was apparent that workers

who were more lcnowledgeable than others about the process of RTW were also more

assertive in seeking modifications to their RTW plan or seeking changes in the workplace

environment. Past experience obtained durir-rg a previous injury appeared to contribute in

making the worker aware of what was possible in a RTV/ program and more aware of the

employer's responsibility to malçe necessary job accommodations. The workers'

awaïeness of what was possible and of their rights appeared to result in greater

assertiveness in speaking for themselves.

3.2.5.5 Lack of respect for the worker. Participants indicated that in at least two

cases, health practitionels demonstrated a lack of respect for the worker in the manner in

which they relayed diagnostic information, i.e. "you have carpal tunnel syndrome

because you are female, overweight and you have had children", with no apparent

credence given to the worker's injury having been sustained in the workplace. In another

instance, the participant stated that the WCB staff person was "lazy" and benefits had

been withdrawn because the staff person was not doing a good job. One worker

expressed that, although s/he was able to speak up for him/herself, all injured workers felt

very vulnerable and needed support from their worþlace, not criticism or resistance

when ergonomic modifications were suggested.
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3.3 Sumrnarv of Themes

In summary, participants experienced some elements of receiving information,

having input into a RTV/ plan, and having a small measure of choice or decision-making

power to create change in the workplace. However, none of these elements in the

continuum of worker participation appeared to be experienced by all and participants

expressed disappointment or anger about their lack of involvement or the lack of support

or consideration they received from the insurance company and/or from the worþlace'

Issues about "lack of teamwork", feeling "disempowered", and the need for trust

and respect are also themes that were expressed by workers in an earlier study about the

barriers and facilitators experienced in a RTW program (Friesen et al',2001)' However,

the concept that workers had to have "expedence" in order to become knowledgeable and

assertive about their rights in a RTW process is a new insight that highlights the gaps in

the current RTW Process.

l4/orlcer participation and RTW

Friesen, 2004 r52



1.1 Exploratory Analyses

l.l.l Description o.f emqloltees

Cnaprnn Fwr Dlscussroi'l

Based on occupational groups, respondents to the employee survey showed no

significant differences in the history of time-loss injuries, age, family status, salary or

educational level. The majority of respondents was female, an expected finding among

healthcare worþlaces (Chung, Cole & Clarke, 2000), and was within the age category of

40 or older (60%). This is a population that may be at high risk for work injuries because

of their age. According to Health Canada (2002), Mclntosh et al. (2000), and Tate,

(lggz),older workeÍs are likely to have longer duration of time-loss injuries than younger

employees due to the need for a longer healing time and, being more likely to be less

physically active, they may also be more likely to sustain injuries. On the other hand, the

literature that the age of workers did not have any relationship to the length of work-

related disability (Feuerstein & Thebarg e,I99l),that older workers may experience a

lower number of injuries

Nurses were the most widely represented occupational group, reported the highest

salaries, and along with the "other plofessional" group, reported the highest educational

levels, one of the variables associated with worker participation. Nurses appeared to have

the greatest sense of worker parlicipation in their worþlaces - scoring higher on the

involvement and the peer cohesion scales than other workers. Nurses and health care

aides appeared to represent opposite ends of the job spectrum in this study' Nurses had

l|/orker participation and RTl4l
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higher salaries, more education, participated more in their workplaces (i.e. higher level of

autonomy and peer cohesion). Health care aicies, on the other hand, wolkecl in the

community and in pelsonal care homes, had a lower education, lower salaries ancl did not

parlicipate in theil workplaces to the same extent.

I.1.2 Fit utith the Model o-f Worker Participation and RTí4/ in the Worlrplace

The exploratoly factor analysis sr.rpported the multi-system model of worker

participation and RTW in the workplace in that a pattern of multi-system factors was

identified as parl of the model. These included workplace safety issues, issues concerning

a people-oriented environment, a variety of worker characteristics, and organization

workplace characteristics such as the type of healthcare facility, whether hospital,

community or personal care hotne.

The self-efficacy score was similar for the majority of employees (68%) who

scored 3 or 4 on a scale for self-efficacy that ranged from 1 to 4. Self-efficacy dicl not

prove to be an irnportant aspect of worker parlicipation as it did not show a strong enough

association with any of the worker participation variables in the initial bivariate

correlation analysis (i.e. to be included in subsequent analyses). However, since self-

efficacy was found to have a low-strength but significant positive association with

autonomy, one of the variables used to describe worker parlicipation (p I .05), it is

suggested that a more discrete measure of self-efficacy could be used in futttre stucly

concerning self-eff,rcac y and worker palticipation.
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1.2 Predictols of Worker Participation in the Workplace

Worker participation in the workplace is described in terms of two components -
commitment or inner motivation of the worker to be involved in wolkplace activities, and

structure, or structured opportunities in the worþlace that facilitate workers'

involvement.

The presence of commitment in workers' participation may be predicted by a

wide range of worker and workplace characteristics-the strongest preclictor being a

people-positive environment. The finding that a people-positive environment is irnportant

to commitment of workers highlights the impoftance that workers place on being valuecl

and respected by their employers. This finding was aff,trmed by the interview participants

in this study who spoke in a variety of ways about the importance of being respected and

valued by their employer: i.e. "...there really needs to be some support... to say they

value their wotkers...". Albrecht et al. (2001) in theil report on workers' perceptions of

the workers' compensation system also highlighted the importance that workers placed

on being understood and respected by their employers. Pransky et al. (2001) found that

retraining supervisors' attitudes towarcl being more open and positive toward injured

workers resulted in greater success in RTW. Foster-Fishman and Keys (1997) also

discuss the importance of having a climate of trust and respect to facilitate the

development of worker empowerment.

The literature suggested that both worker participation in the workplace and a

positive safety culture are associated with recluced work injury costs (Shannon et al.,

1997). The current stucly shows that safety culture is predictive of both commitment and

structure in worker parlicipation, supporting the association of safety culture and worker

llorker participation and RTIV
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participation. By definition, structured worker participation is intended to foster a safe

worþlace climate through safety training ol through the activities of the joint workplace

health and safety committee. Increased worker participation in the workplace-especially

through these structules-appears to be indicative of a safe workplace and subsequent

reduced workplace injury costs (Melnik, 1990; Shannon et al., 1996,1997). Safety in the

workplace and workers' participation in safety practices is an association that is most

clearly exemplified by the structure of the joint worþlace health and safety committees

that are mandated by legislation for any worþlace with 20 or more employees. Although

the effectiveness of these committees may vary from one workplace to another (Lewchuk

et al., 1996; O'Grady, 2000), they appear to be effective in facilitating participation by

workers in safety activities in the workplace. Further research is needed to establish a

direct link between workel parlicipation in the workplace and workplace injury costs.

This may be carlied out by direct measurement of worker participation (developing and

using a construct-specific questionnaire) and analyzingthe relationship to the overall

costs of work-related injuries.

The "type of workplace" is predictive of both aspects of worker parlicipation

(structure and commitment). This factor score variable reflects whether a wolkplace is a

hospital, community facility or personal care home, and also reflects characteristics such

as the occr-rpation of the greatest number of employees in a particular workplace (i.e.

nurses) ancl whether ernployees experience work pl'essure within their workplace. It is

suggested that this factor (type of workplace) needs to be furlher deconstructed to

identify whether it is an organizational framework, a managerial style, or an aspect of

workplace culture that contributes to the factor. While workplace culture (i.e. people-
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orie¡ted environment and safety culture) clearly has an impact on the extent of workers'

participation, as evidenced by the fìndings in this study and other studies (Habeck et al.,

I 993 ; Hunt et al., I 99 1 ), it is suggested by the writer that the "type of workplace" in this

analysis leflects the loading of variables other than those that describe the culture or

environment of the workplace.

Occupation (a factor score variable that is also loaded by salary and education

variables) is also predictive of greater commitment in worker participation. Nurses are

the major occupational group represented in this study ancl they are also the most

educated ancl most involved. Moos and Insel (1994) found that nurses tended to score

high in involvement and peel cohesion, two variables that describe wolker participation.

The "injury" factor was found to have a negative predictive relationship with

commitment, that is, having a worþlace injury might contribute to decreased

participation by workers in the workplace. This fînding was supported by the interview

participants (frorn the qualitative data) as workers who experienced a time-loss injury

expressed a feeling of being "olltsicle" the workplace and isolated. This is an apparent

contracliction with the results reported in Table 9 (chapter 4) where labour-management

cooperation was found to be the only single variable that was significant when comparing

worker participation between groups of workers without injuly and those with time-loss

injuries. It is suggested that injured workers may be minimally involved with the

occupational health department in a workpl ace, a finding which would account for the

relationship between labour-management cooperation and injured workers. On the other

hand, the finding of a negative predictive relationship between workplace injury and

commitment may suggest that workers who become injurecl are alreacly less participative
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in the workplace and their injury exacerbates the sense of isolation. These relationships

need to be examined in greater detail in future studies.

Workers' participation as part of structured involvement was best predicted by a

strong safety cultl¡re as well as a people-positive environment, type of workplace, and

managerial control. Managerial control is associatecl negatively with commitment in

workers' parlicipatiol but positively associated with structured worker participation. The

positive influence of increased managerial control may be one of ensuring that more

(rather than fewer) structures are present in the workplace overall, including the

structures that facilitate worker participation. Such managers may also enforce

requirements concerning palticipation in programs such as safety training programs.

Formal structures, including legislation, apparently have a measurable effect on workers'

activities and behaviours in the workplace. Lewchuk et al. (1996) found that safety

practices a¡d activity of the joint health and safety committees in Ontario workplaces

were overall i¡creased following legislation that mandated the set-up ofjoint labour'-

management committees.

The negative influence of increased managerial control, however, may be one that

detracts from workeïs' sense of commitment and internally-motivated parlicipation in the

workplace. Karasek and Theorell's (1990) demand-control theory of workers' health

supporls the concept that increased managerial control results in reduced autonomy for

individual workels which then results in increased health risks.

Overall, tirese finclings may suggest that personal characteristics of workers

(hypothesis #1) have less impact on whether or not workers participate in their workplace

than do workplace environment characteristics (hypothesis #2) that reflect a positive
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safety climate with structures in place that facilitate worker involvement in safety and

RTW practices.

1.3 Workel Participation Differences Among Groups

Approximately 20%o of employees that were surveyed had received a time-loss

injury lasting at least three weeks. These workers tended to be somewhat older and had

more years of work experience (mean age: 51 years). They clid not, however, differ

significa¡tly from workers with no injury or less than three weeks time-loss injury in

terms of worker participation factors of structure and commitment. However, a

sig¡ificant differe¡ce was found in labour-management cooperation (one of the variables

describing structured worker parlicipation in the workplace) among employees with no

injury compared to employees with injuries - both those with less than three weeks'

time-loss and those with three or more weeks' time-loss (see Table 9.1, Chapter 4). This

suggests that workels with injuries tend to have more safety concerns or involvement

with a RTW program that involves both labour and management. Howevet, the lack of

difference between time-loss injuries lasting three weeks or longer and those that last less

than three weeks suggests that either time-loss duration is not as important as having an

injury versus not having an injury, or that a three week time-loss dr.rration is uot a long

enough time-loss period to make a difference in workel palticipation.

On the other hand, differences in both aspects of worker participation in the

worþlace - commitment and structure - \ffere found among employees based on the

type of workplace, whether hospitals, community workplaces, or personal care homes.

The pair-wise analysis suggested that differences lay primarily between hospitals and

other workplaces. When the individual worker participation variable differences rather
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than the factor score vadables were examined, the greatest differences were found to be

in safety training, labour-management cooperation' involvement, and peel cohesion

(Table 9.2, Chapter 4). Although it seems apparent that the type of workplace has an

influence on the level and the quality of worker participation, the specific characteristics

i¡ workplace culture and their influence on worker parlicipation need to be tested in

fulther studies.

2.0 Discussion of Findinqs from Manager Data

workplaces represented by the WRHA manager sulvey were divided into groups

of hospitals, community facilities and personal care homes'

No signif,rcant differences were found between average dr,rration of time-loss

injnr-y and the type of workplace (hypothesis # 5a). There were also no significant

differences in costs of WCB premiruns among the three types of workplace (hypothesis

#5b). This suggests a marked similarity among all types of healthcare facilities in

Winnipeg with regard to average duration of time-loss injuries and costs related to

workplace injury. However, since there were differences in the workplaces with regard to

safety practices such as safety diligence, safety training, and safety leadership' it may be

that a fuither st¡dy is neecled that would examine specific costs related to injury to

determine whether any real differences exist. It is also suggested that differences rnight

become evident if the cornparison was made between the workplaces with the "highest

work-injury cost" and those with the "lowest work-injury cost".

Differences in workplaces with regard to safety concerns and labour-management

cooperation may be explained to some extent by the great range in the size and lesoulces

Duration of Time-
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of the facilities represented in the sample. That is, hospitals are generally larger and have

more developed organizational departrnents and programs such as the health and safety

depaftment and committees. Community facilities are generally smaller, have fewer

levels of organization and often have fewer resources to establish health and safety

committees or develop regular safety training programs. This is supported by findings

from the V/RHA occupational health needs survey (Cousins, 2002, personal

communication). It is also supported by Betcherman, McMullen, Leckie and Caron

(1994) who found that forn'ral employee participation programs were more likely to be

present in workplaces that had 250 or more ernployees.

2.2 Predictors for Averaee Duration of Time-Loss Iniury

Results of a multivariate regression analysis showed that the major (negative)

predictor of duration of time-loss injuries within the'WRHA was a people oriented

culture (hypotheses #6a and #6b). All other workplace characteristics as well as the

worker participation characteristics did not predict the outcome for average duration of

time-loss injury. This finding highlights the importance of qualities of a people-oriented

culture such as trust and respect for the worker as well as clear and open communication.

Foster-Fishman and l(eys (1997) described the need for mutual respect and trust between

managers and workers, citing it as a ple-condition for workers' empowerment. Pransky et

al. (2001) found that training supervisors in how to respond to injured workers resulted in

improved outcomes for RTW. It is suggested that further research could be valuable to

identify specific qualities and aspects of a people oriented culture that are imporlant to

facilitate successful RTW, thereby reducing costs related to work injury.

2.3 Predictors for Cost of WCB Premium
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Results of a multivariate regression analysis showed that the major (negative)

predictors of cost of WCB premiums within the WRHA were the two worker

participation variables of labour-management cooperation and safety training (hypotheses

#7a and#7b). This suggests that the greater the worker palticipation, the lower the cost of

WCB insurance premiums. No wolkplace variables were predictive of the cost of WCB

premiums. As the cost of WCB insurance premiums is a sonewhat crude inclicator of the

ovelall costs of worþlace injury, it is suggested that further study is needed conceming

the relationship between worker participation and a range of indicators for workplace

injuly costs.

Although the duration of time-loss and the cost of WCB premiums were viewed

as two aspects of the outcome variable of work injuly costs, results of the prediction

models suggest thele are different predictors for each aspect. It is sr.rggested that further

study is neecled to analyze the relationship between wotker participation ancl the various

aspects of work injury costs.

3.0 Understandins the Nature of Worker P@

The nature and current practice of worker participation in RTW were explored

through the qualitative worker interviews. Four of the six workers who were interviewed

apparently experienced some level of parlicipation in the RTW process although the level

of par-ticipation and the quality of worker involvement were far from satisfactory for any

of the workers. The framework for analysis of the interview data based on levels of

worker participation as information, input, choices ancl decision-making (Figure 4,

Chapter 2) was found to be useful. However, an expanded framework or model for

undelstanding the nature of worker parlicipation in RTW is proposecl (Figure 9).
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3.1 Workers' Influence in the Workplace and Meaningful Participation

As found by Cormier (1997) and Rooney (1992,1995), and stated by Torner

(1988), the worker's level of decision-making power within the organization was an

aspect of worker participation found to be important for initiating and implementing

changes in the wolkplace. The worker who indicated s/he was able to implement and

initiate changes because of the level of influence s/he held within the organization gives

further support to this premise:

,,I,m very lucky because number one, I have a position of authority. . .it
wouldn't be a pleasant experience for most people because there's no

suppotl from anyone".

The level of influence is apparently a result of the employee's position in the

organizational hierarchy of the workplace. It is suggested that a wotker's "intetpersonal"

influence as represented by a strong sense of self-efficacy and empowerment is another

aspect of influence that needs further study. A worker's influence may also be enhanced

in a workplace environment that encourages workers to take initiative and risks and

parlicipate in a more meaningful way in workplace activities, as has been suggested by

Foster-Fishman and Keys (1997).
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Figure 9 A Framework for Understanding the Nature of Worker Participation in

RTW
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This study found that participants wanted to be involvecl in the RTW process

but the involvement needed to have Some "real" effect (Bernstein, 1976; Cormier,

1997). That is, if input was solicited, workers wanted that inpr-rt to be reflected in the

design and implernentation of the RTW plan. Having ready access to complete

information about the rights and responsibilities of the injurecl worker and the RTW

process was very important to workers' sense of being "in the loop" and feeling part

of the process. 
'Workers also indicated that having opportunity for input was

impoltant to being involved in RTW, and having their input integrated into the design

and implementation of the RTW plan was critical to their sense of being valued and

being truly ir-rvolved in tl-re RTW process. Bernier (I976), Colmier (1997) and

Rooney (1992) pointed out the need workels hacl for palticipation in the workplace to

be "meaningful" or "intensive".

The workers who were able to initiate information-gathering or be assertive in

expressing their needs for job accommodation or an ergonomic assessment were

individuals who either had plevious experience of a RTW program or were in a

position with some authority to influence changes in the workplace. This

phenomenon calls into question whether there is meaningful participation for workers

who do not "know the ropes". Althor,rgh one participant was very assertive in

expressing his/her needs, s/he commerfed that it still felt as though there were sonle

important things missing in the information s/he was able to gather. The employer

was often viewed as being unhelpful in arranging a RTW program, not

communicating or even keeping back information from the employee.
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Both the employer and WCB were perceived as giving lip service to having

workers involved in a meaningful way in the planning and in implementation of a

RTW plan, but not following through with integrating any of the wotkers'

suggestions or their expressed needs into the RTW plan. Parlicipants commented that

the employer and WCB in reality did not want wolkers to have choices or to be

involved, rather "they wanted to keep the control". Participants were critical of the

lack of commitment they experienced when they were seeking accommodation for

return to a permanent job, rather than short-term changes that lasted only as long as

the RTW program.

3.2 The Importance of Trust and Respect

Workers in this study appearecl to expect consideration and assistance from

their workplaces to RTW and also appeared to start out with full conficlence that their

employers would "clo the right thing", only becoming disillusioned and distrustful

when experience showecl them that the RTW process was fi'aught with delays and

poor communication from employers and fiom WCB. The employer was often

viewed as being unhelpful in alranging a RTW program, not commllnicating or even

keeping back information fiom the employee:

"There was minimal or no communication fi'om the femployer]."
"Human Resources fdoesn't] tell you these things."

The theoretical framework suggested that meaningfulness in participation

would increase with greater involvement in decision-making. Findings fi'om the

interviews did not bear this out. Participants neither expected nor wanted full

parlicipation in clecision-making that concerned the workplace; tnore importance was

placed on being respected and valued for themselves and their contribution to the
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workplace. Following a workplace injury, workers wanted to be given complete ancl

accurate information about their rights and responsibilities concerning RTW and job

accommodation. They wanted to have their input seriously considered in planning

and implementing their RTW program. A basic level of respect for the worker, the

worker's input, and the worker's need for full and accurate information appears to be

a necessary foundation for worker participation to be meaningful. It was noted that

being asked for input was apparently not perceived as genuine participation unless the

workers could see that their input was seriously considered and integrated into the

subsequent RTW plan, another evidence of respect and value for the worker. As

expressed by one worker, "They pletencl they listen but that's it." Another participant

observed:

"...there really needs to be support from our fworkplace]. To say we
value our employees, what do you need from us? Nobody knows that
you're away, that you're injured; nobody knows what the process is.

You know, it would help if the fworþlace] has something that said,
you know we don't want you to be on WCB, but if you are, hete are

some things that you can do."

The above quote suggests that "meaningful" participation means that not only is

workers' input into programs such as RTW incorporatecl into subsequent RTW plans,

but that both workers ancl managers have a measlìre of respect fol and trust in each

other.

It is suggested that ontcomes of the RTW process are best understood in a

paradigm of "relationships in context. . .the relationship dynamic occurring between

the workel with injuries and the system.. ." (Kenny, 1,995, p. 55). Sinclair, Sullivan et

al. (1995) understood this relationship dynamic when they referred to an unsuccessful
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RTW program as "a failed social transaction". Foster-Fishman and Keys (1991)

support the imporlance of the relationship dynamic, stating that basic trust and respect

need to be present on both sides of the lelationship between management and workers

in ordel for meaningful worker participation to occur.

3.3 The Learnine Curve in'Worker Participation in RTW

A "new" finding about worker participation is that workers can learn from

past experience how to participate more effectively in their RTW program. Workers

who had past experience of wolk injury and RTW expressed they were able to be

assefiive and "pafiicipate" in the RTW process because they already "knew the

ropes", were more aware of their rights as a worker, and were more willing to risk

making reqllests and/or demands regarding job accommodation. Mitchell et al. (1990)

suggested that workers could learn to become more self-efficacious but that this was

facilitatecl by how worþlaces and insurance and/or healthcare systems structured the

RTW process. it would appear that workers have some responsibility to become

informed and to learn how to be assertive in the RTW process but that workplaces

have a responsibility to facilitate these behaviours (Mitchell et al., 1992; Walker,

1992; Rest, 1996). It is also suggested that the workers' "right to know" could be

facilitated by workplaces by offeling guidance and adequate information to assist the

worker through the RTW process (Manitoba Worþlace Safety & Health Act, 1987).

3.4 Structule Facilitates Participation

Findings from the qualitative analysis suggested that workers tended to

participate in their RTW prograln to a greater extent when they were given

opportunities to do so, either through formal means such as meetings of the RTW
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team or through informal invitations to offer opinions and information. Alternatively,

workers generally were unable or unwilling to participate in the RTW process without

structured opportr-rnities. For example, when interview participants were not asked (by

the RTW coordinator) about ergonomic needs or about their graclual RTW program,

they indicated that they had no input into the plan; they simply had to accept the

process or plan as given or dictated to them, and cooperate to the best of their ability.

One parlicipant expressed concerns to the interviewer about the lack of lelevance in

the RTW program, but apparently did not feel free to ask his/her RTW coordinator

for specific considerations on preparing for the job nor was this participant invited to

have input into how the RTW program was structured.

4.0 Re-visitins the Multi-svstem Model of Worker Particination in RTW in the

Workplace

Contrary to the theoretical model of worker participation and RTW in the

workplace (Figure 3, Chapter 2),the worlçer did not remain within the "more or less"

safe system of the workplace with support and communication networks intact.

Instead, he or she was thrust outside the workplace immediately snbsequent to the

injury, and expected to interact with the insurer system and the healthcare system as

well as to maintain communication with the workplace, more ol less on his/her own

initiative (Figure 10). If there w'ere no structured or even informal systems of

cooperation or communication in place, workers were left on their own ancl could fail

to negotiate a return to the job.

Thematic analysis findings suggested that the injury and its consequent impact

on the worker and on other systems \¡/as an event that precipitated the worker's
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involvement with previously inactive systems (with regard to the individual), namely

the health care system and the insurance (WCB) system. The injury also required the

worker to initiate or respond to communication with at least two "sub-systems" in the

worþlace that may or may not have been part of the worker's involvement prior to

the injury, i.e. occupational health and union representatives for occupational healtli

and safety arid RTW. It is suggested that workers may not initially "seek out"

participation or involvement in the RTW process, rather the process has overtaken

them and they need to participate to some degree in order to recover and be able to

return to their jobs.

It is apparent that a cooperative team approach in RTW in which the worker is

a key participant is more of an ideal than a practical reality in most workplaces.

Although researchers and disability management specialists have demonstrated the

economic and social value of implementing RTW programs that operate as a team,

communicate regularly and above all, involve the worker as a key parlicipant (Frank

et al., 1998; Sinclair, Sullivan et al, 1995), the reality is often one of poor

communication among team members and non-inclusion of the worker in the

planning and design of the RTW program. V/CB and the workplace may not be

working cooperatively for the worker's benefit, and physicians may be supportive

from a distance but rarely involve themselves directly in the RTW process (Yassi et

aL.,2002).

Wolkers expressed a need for an "advocate" or coordinator to help them

negotiate their way through the healthcare, insurance, and the workplace systems in

order to be successful in moving fi'om a "patient" to a retttrned worker. The revised
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model places this advocate within the occupational health ancl safety department;

however, it could potentially be another identified person within the workplace. This

advocate/coordinator should be able to assist the returning injured worker to work

with the various departments and personnel within the workplace such as the

managers and supervisors, union representatives, and co-wolkers, as well as help the

worker to obtain appropriate services from the healthcale and insurance systems. It

may be argued that the model should allow for an advocate/coordinator such as a case

manager working from outside the workplace system on the worker's behalf.

However, it is suggested that since the workplace environment is critical to

facilitation of workers' participation in the workplace and in the RTW process, the

assistance to RTW should be coordinated from within the workplace. Further study is

needed to identify the type of suppolt that is required from the workplace system,

how to make the communication linkages work in "real life", and how workers need

to be involved in the RTW process in order to facilitate successful RTW.
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Figure 10 Revised Model of Worker Parlicipation in RTW in the Workplace
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Theoretical models of RTW found in the literature (Franche & Krause, 2001;

Friesen et aL.,200I; Sinclair et al., 1995; Yassi, 2000, personal cornrnturication) have

placed the worker at the centre of the model, intimately involved with all the systems and

sub-systems involved in RTW. Findings of this stucly suggest that this is not reflective of

actual practice nor does it acculately clepict the worker's relationsliip with all the

stakeholder systems and sub-systems. In actual fact, the worker is expected to ftrnction

from outside all the systems. The network of communication and cooperation is often

inadequate to support the worker in the RTV/ process although the workel may make a

great effort to get the systems to work together and work with him/her.

Although workels expressed the irnportance of theil own involvement in the

RTW planning and implementation (especially with regard to information and input), it

may be that worker participation is non-functional or absent without a structure of

communication and cooperation in place that facilitates the tnovement fi'om injured

worker (i.e. patient) to recovering worker to gradual retr¡rn to the job or to an

accommodation in the job. Albrecht et al. (2001) in their participatory research project

with injured workers in Ontario appeared to support this conclusion. They concluded that

although input and control over decisiorls were irnportant for workers, access to

information, improving the quality of interaction with injured workers, and exhibiting

trust and understanding were vital to the success of RTW.

The "leadiness fol RTW" model proposecl by Franche ancl Krause (2002) appears

to have potential for considering the woLker's involvement, although the model needs to

be tested. However, this model, while putting the workel as the key change agent, does

not indicate how the worker's readiness to change and make decisions actually occurs. It
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is suggestecl by the writer that workers' pafiicipation in the workplace and in RTW rnay

be key to preparing workers to make decisions to RTW.

5.0 Limitations of the Studv

5.1 Limitations of the Emplo)¡ee Surve)¡

This study focusecl on the role of workers and workplaces in the RTW process

and did not examine the role of the healthcare system nor the insurance system in worker

participation ol RTW. As levealed by responses of the workers in the qualitative

interviews, the healthcare system and the insurance system have considerable impact on

workers' experìences in participation in the RTW process. Further research that examines

the influence of these "outside" systems on the workers' participation in the RTW

process is needed.

The low response rate in the employee suruey limited the potential for

generalizing the findings. The lespondents may have contributed to bias in a number of

ways-they were primarily nurses and they were volunteer respottdents (Aday,1996).

An overall weakness of the study was that there were no linkages established

between the workers and the workplace nor a means of iclentifying respondents with non-

respondents. This made it impossible to link actual claims injury clata for each workplace

in older to analyze the relationship between worlcer participation and cost of work injury.

Although confidential identifiers could have been used that would have allowed linkage

of respondents to their workplace, this was not done due to concerns that requesting this

might have hindered the support for this study by the union grollps who insisted that no

means of identification should be placed on the survey form. In retrospect, the researcher

would have tried harder to engage the cooperation of the unions-perhaps by giving
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more detailed explanations of the value for usage of confidential linkages and giving

examples of other- studies that have used such linicages. Future studies should attempt

such linkages as it would allow much strouger analysis'

5.2 Limitations of the Manager Surve)¡

The major limitation of the manager Sì'lrvey analyses was the low "n" in each of

the groups (i.e. hospital, community workplace, ancl personal care home) that limitecl the

power to detect possible real differences in the average duration of time-loss injulies or in

the costs of V/CB premiums. There was a wide range of variability among the facilities'

both within-groups (e.g. different types of community facilities) and between gloups' as

well as i¡ size and in type of cale that was offered. Workplace facilities that employ a

large number of workets, such as hospitals, might differ considerably from one

department or unit to another depaltment or ltnit. Real differences between units within a

group or between the gÏoups may have been obscured because each workplace was

consider-ed as one entity despite possible internal differences' In ordel to obtain more

specific information concerning workers' participation in the workplace and in RTW

within the WRHA facilities, it is suggested that comparisons be studied between

workplaces that have very low ancl those that have very high average duration of time-

loss injuries, comparing worker participation against work injury costs'

Although the same tools (i.e. ttie OPP-E and the OPP-M) were usecl, the study

could have been strengthenecl if direct comparison of responses in the ernployee survey

were made with responses in the manager survey' especially with respect to workplace

characteristics. A future study should plan for a design that would facilitate clirect

lini<age of employee and manager data'
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Recluiting volllnteers for the interviews plovecl to be cliffrcult due to the "al'm's

length" relationship with injured workels lequiled by the WRHA, i.e. the researcher was

unable to approach potential participants directly but had to rely on occupational health

nurses or on posters to advertise the study and then wait for volunteers to contact the

researcher. Despite these difficulties, the qualitative aspect of this stucly yieldecl rich data

that supported and supplemented the data from the quantitative survey analyses. It is

recommended that future qualitative studies include a greater variety of key informants

from the workplace system as well as representatives fi'om the external healthcare and

insurance systems in order to ensure saturation of the data. An in-depth str-rdy involving a

greater variety of key informants would add to our understanding of the nature of worker

participation as well as the relationships among worker participation, participative

worþlace characteristics, and the success of RTW programs and costs related to

workplace injury.

6.0 Policv and Practice Imnlications for Emnlovers and Workers

Worker participation, as described by employees, is an important component of

the RTW process and an important component of safety in the workplace. Worker

participation appears to be facilitated by a range of workplace characteristics as well as

some worker characteristics.

6.1 Potential for Workers' Develooment

Commitment in worker parlicipation is related to workers' characteristics such as

occupation, education and history of work injury. Although these characteristics are not

generally amenable to change via in-services or educational workshops in the workplace,

it is suggested that the concept of workers' commitment in palticipation could be
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addressed in programs that would be jointly sponsored by workers and management. The

Occupational Health and Safety Agency for Healthcare in British Columbia (OHSAH,

2003) has developed, and continues to concluct research in, joint union - management

injuly prevention and RTW programming. The Prevention and Early Active Return-to-

work Safely (PEARS)t Progrum is an example of healthcare workplaces - unions and

management - working collaboratively to design and implement prevention and

intervention programs that are being demonstrated to be effective (OHSAH, 2003).

It is also suggested that workers who sustain a workplace injury that results in

extensive time lost from their jobs should be coached early in their recovery about their

rights as well as their responsibilities in the RTV/ process. This is likely to be most

effective when carried out through the occupational health plofessional from within the

workplace since it is s/he that is

the system due to the injury, and

(2001) stressed the importance of workers' need for information on rights and benefits

available to them as well as the impoftance of having a workplace supporlive of

modifying work activities. The workers surveyed in Albrecht's study (2001) also

indicated that workers currently did not have input into vocational rehabilitation plans

able to make the link between the worker who is outside

I Preventing injLrries through hazard assessment and workplace tnodifications,

Early intervention including encor.rraging early reporting of signs and symptoms,

Active involvernent of the worker and other members of the RTW team and

Return to work of the injured workeL,

Safely.
PEARS is an integrated musculoskeletal injury (MSI) prevention, early intervention, and return to work
process. Its overall purpose is to reduce the incidence, duration, time loss, and related costs of workplace
MSIs through early intervention and the irnplementation of preventative strategies such as ergonornic
assessments and workplace accommodation.
PEARS focuses on integrating primary and secondary prevention of injuries. Specifically, PEARS focnses

on preventing injuries before they occur, and preventing disabiiity with early intervention. This requires a

high level of supporl from health care providers, managers, coworkers, unions, and insurers.

the worker's job within the workplace. Albrecht et al.
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that were initiated by the Worker Safety and Insurance Board of Ontario (WSIB).

Although the Ontario study focused on workers' relationships with the WSIB, they

neverlheless emphasized the need for workers to have access to information and services

and for workers to have incleased input and control over decisions in managing their

benefits and returning to their jobs.

6.2 hnplications for Development of the'Workplace

Worker participation in the wolkplace is most likely to be found in workplaces

that also have a positive safety cultule and a positive people-oriented work environment.

This suggests that attention to safety, RTW, and facilitating a people-oriented work

climate ale key elements for any employer who wants to facilitate worker participation. It

is notewofihy that the elements that are impoftant to reducing the costs of worþlace

injury (i.e. safety and people-positive environment) are also important in facilitating

workers' parlicipation. It is suggested that a workplace may facilitate both workers'

participation and leduce work injury costs by setting in place structures such as RTV/

pl'ograms and policies, ergonomic interventions, disability management policies and

programs, and safety plactices. Although a people-orientecl environment is an important

component of a workplace that fostels worker participation, if the structures are not in

place, it may be that the potential for worker participation will be limited.

Respect for the worker by the employer appears to be another foundational

component of worker participation. This is a quality that is much more difficult to

facilitate and implement in the workplace and requires more than developing a policy or a

program. For employers who have not been trained to involve wolkers and to trust them

with making applopriate decisions, this may involve a great deal of r'isk (Foster-Fishman
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& Keys, 1997; Pransky et a1.,2001). 
'Workers may also have to overcome what may be a

deeply ingrained distrust of the employer to learn to take the risk of working together for

their mutual benefit (Betcherman et al., 1994). To complicate the task even more, there

are likely to be a wide range of indivicluals in the workplace that the worker may need to

work with and to trust. Supervisors and managers in the workplace will also need to learn

to relate to each worker individually and avoid the pitfall of allowing their opinion of one

worker to influence their opinion of all workers (Pransky et al., 2001).In its RTW and

disability management ceftification training programs, NIDMAR actively teaches and

promotes respect fol the workers and supports full collaboration between unionized

workers and managers in injury prevention and RTW policies and programs.

7.0 Conclusions and Future Directions for Research

7.1 Conclusions

This study has contributed to onl understanding of worker participation within a

multi-systems model of worker participation in the workplace and RTW. Logically,

workers' first involvement with external healthcare and insurance systems as well as the

"internal sub-system" involved in RTW programming is precipitated by the event of an

injury. It has been noted that prior to the injury, the worker may have had little or no

involvernent with these systems. As a result of the injury, the worker is generally forced

to deal with all thlee systems from a position that is essentially "external" to the

workplace. Thus, the worker is left without the supporl of the workplace system, being

outside of the usual communication networks that exist within the workplace. Frequently,

the most active link to that support and network occurs either through the occupational

health department or some combination of the worker's union representative and the
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occupational health professional. If there is no structured program or clesignated liaison

person to assist the worker following an injury, it is more likely that RTW will not be

successful.

This study has shown that worker participation is intricately linked to the

structures and culture of a workplace and is not solely intrinsic to the worker. Wolkplaces

may facilitate worker participation through the development of policies and programs

that promote workers' participation, especially in areas concerning safety and RTW' The

finclings revealed that pelsonal characteristics of workers have less impact on whether or

not workers participate in their workplace than do workplace chalacteristics that reflect a

positive safety climate with structures in place that facilitate worker involvement in

safety and RTW practices.

Furthermore, the presence of a people-positive workplace environment

contributes to worker participation in the workplace as well as participation in RTW' A

people oriented culture and a relationship clynamic that involves respect and trust

between the worker and the ernployer are also important to unclerstanding the duration of

time-loss injuries and costs related to workplace injuries'

Finally, workplaces have the potential to facilitate both worker participation and

effective RTW strategies to reduce costs related to work injury.

7.2 Future Directions for Research

This study has brought to light potential avenues for fuither research. First, as

already mentioned, fuúher research is needed using conf,rdential linkages to examine the

r-elationship between worker participation (both structure and commitment) and costs of

workplace injurY.
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Secondly, given the contribution this study has made to our understanding of

worker participation, it is suggested that the next step would be to develop a scale or

questionnaire for measuring worker participation in RTW and in the workplace.

Thir'dly, intervention stuclies that examine the effectiveness of strategies to

increase w-orker participation wolrlcl enrich our understancling of best practices in this

field.

Finally, since this study has shown the imporlance of a people-positive worþlace

environment, it is recommended that further qualitative studies be implemented to

examine the nature of trust and respect in the workplace, how they are facilitated by

workplace sttttctures and fostered through relationship dynamics between workers and

managers.
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UNIVERSITY
oe lvlÄNIToBA

May 15,2001

Dear Worker,

School of Medical Rehabilitation

Re: Research study, Workplace organízatíon, worker patlicipation and return-to-work

Preventíon and management of work-related injuries is an important issue for all workers
within the \Mnnipeg Regional Health Authority (VVRHA). This research study in occupational
health and safety and return-to-work for injured workers is being carried out by Margaret
Friesen, PhD student, with the goal to use the results to improve the safety, health, and work-
injury mànagement program for allworkers within WRHA.

RETURN DATE
EXTENDED. JULY 15/OI

opinion about how your workplace manages safety, healfi and work-related injuries. ptease be

This survey is one part of a laçer study in which we ask you, the 'Tront-line'worker, your

oiven to vour emplover. union,representative or anyone elqe.

The study questions hare been reviewed by unions who have members working in
health care within WRHA, by the WRHA administration, and by the University of Manitoba
Health Research Ethics Board, and have been given approwl by allthe concemed parties.
Please read the inforrnation and consent form carefully, sign the ænsqnt fiorm. keeÈgne copv,
and retum ihe other copv to the researcher along with your sur'!/ey. Please do not put your
name on any other part of the survey. The consent forms will be stqred in a locked file cabinet
separatelv from the surveys.

I encourage you to call if you haw any questions at all. You may contact me by
telephone, fax, or e-mail. I look forward to hearing fiom many of you witrin the next few weeks.
The completed survey together with one of flre sígned copíes of the consent form may be

Faculty of lvledicine
T258-770 Bannatyne Avenue
lVinnipeg, Manitoba
Canada R3E OlVj
Telephone (204) 7 89-3897
Fa.r (204) 789-3927

retumed in the enclosed stamped, self-áft\essed envelope. llease comqletq the survev and

Margaret lll/Fneçn

Rm. T258 - 770 Bannaty'ne Ave., university of Manitoba, winnípeg, MB. RgE owg
Phone: 789-3864 Fa>cTïvlù2T E-mail: mfriesel@nìs.rjmanitoba.cq

RETURN DATE
EXTENDED. JULY 15/01



workplace orqanization. worker participation and Return-To-work:
An Emplovee Survev

Section 't. lnformation about mv backqround & iob activities

1. Male

2. Cunent age

3. Famíly status
tr Manied or committed relationship

4. Job Title

o Single
tr Children at home Ages:

5. Years of experience in your cunent occupation (or profession or trade)

6. Years of experience with thís employer (in your cunent job)

7. Salary range (per year):

Female

tr Less than $20,000
tr $21,000 to $35,000
tr $36,000 to $50,000
B $51,000 or higher

Education or Specialized Training:
tr Gompleted some or all of grades I to 11
tr Completed grade 12
tr Completed 1-2 years of technical school, university, or other trainingtr Completed university degree

Have you ever had a work-related injury or illness? yES NO

!f your answer is Yes, please answer the following questions about your most recent injury. tiyour answer is
No, please go on to next page.

tr What kind of injury or illness did you have?

8.

STUDY ID

9.

Page I of I

tr How long were you away from your job?
tr 3 weeks or less
tr Between 3 weeks and 3 months
tr More than 3 months

tr lnjury or illness

tr What kind of treatment or rehabilitation did you have to help you recover and retum to work? Check all the
treatments or therapy that you received.

_Medication
_Physiotherapy
_Occupational therapy
_Other therapy or treatment (please describe) '

_Surgery
_Chiropractic

Work conditioning or work hardening



10. Approximatefy how many employees are there in your workplace?

tr Fewer than S0
tr Between 50 to 100
E Between 100 to S00
a Between 500 to 1000
tr Between 1000 to 1500
tr More than 1S00

11. How would you describe your agency or workplace?tr Hospital
o Community agency
tr Personal care home
tr Other

The following questions ask you to think about how you manage your job activities. please circle the best answerfrom 'not true at all" to "exacfly true'.

Job activities

12. I can always manage to sotve tougùr
problems if I try hard enough.

13. lf someone disagrees witn me, t can usualty
find the means and ways to get what lwant.

STUDY ID

14. I am positive that I can accornplisfi my
goals.

15. I am confident I can handle unexpecteã
events.

Page 2 of I

16. Thanksto my common sense, I can handle
unusual situations.

17. I can solve most problems if I pr¡t in tfie
necessary effort.

Not true at all
1

18. I can remain calm when taCing difficult¡es
because I can trust in my abilities.

19. When I am faced with a proOtern, t can
usually find several solutions.

1

Hardly true
2

20. lf I am in trouble, I can think of a gooO
solution.

1

21. I can handle whatever comes nry wa¡t.

Please go on to Section 2.

I

2

Somewhat
true 3

I

2

1

2

3

1

Exactly
true 4

2

3

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

2

3

4

1'

3

4

3

4

3

4

4

I



SECTION 2 - lnformation about your workplace

The following questions refer to your current job or your most recent job if you are not currenly working. please circle a
number indicating how strongly you agree or disagree with each statemeni.

At my WORKPLACE...

1. The employer involves employees in plan-s anO
decisions made concerning our work.

2. Workers have trust in the employer.

3. Communication is open and emptoyèes feel
free to express concerns and make
suggestions.

4. Working relationships with other workers are
cooperative.

5. Workers tend to stay with this employerfor a-

long time.

6. Top management is actively involved in Ûre
safety program.

7. The employer spends time and money on
improving safety.

Poge 3 of I
STUDY TD

Strongly
aoree

8. The employer considers that safety is jusl as
important as speed and quality in the way work
is done.

1

9. Unsafe working conditions are identified and
improved promptly.

Aqree

1

10. Equipment is well maintained.

2

Disagree

11. Action is taken when safety rules are broken,

1

2

12. Employees are provided training in safe work
practices for the job hazards they will face.

1

ó

Strongly
disaqree

13. Jobs are designed to reduce heavy lifiing.

2

3

1

14. Jobs are designed to reduce repetitive
movements.

2

1

4

3

2

4

1

3

2

4

3

1

2

4

3

1

1

2

4

3

1

2

4

3

I

2

4

2

1

3

3

2

1

4

3

2

4

3

2

4

3

4

3

4

4

4



At my WORKPLACE....

15. Someone from the workplace contacts a worker
shortly after an work-related injury or illness to
express concem and offer help

16. The employer keeps tracX of tfre injureO
worker's absence and return to work

17. The employerworks with tyCB and üle
worker's doctor lo develop a plan for an
injured worker to return to work.

1 8. The employer makes accommõdãt¡õñsiuõñãF
special equipment, fleible hours or modified job
duties to allow an injured worker to return to
work.

19. When the injured worker retums to wo*, ne
employer/ facility follows up to adjust the work
situation as needed.

Strongly
agree

20. When an injured worker cannot retr¡rn to nis or
her previous job, the employer/ provides re-
training or re-assignment to a different job.

STUDY ID

21. Labour and management work as partners ¡n
returning an ínjured worker to work.

1

Agree

22. Labour and management work as partners in
health and safety.

Please qo on to Section 3,

1

Disagree

Page I of I

2

1

2

Strongly
disaoree

3

1

2

'g

4

1

3

2

4

1

2

a

4

1

2

3

1

4

2

3

4

2

3

4

3

4

4



SECTION 3 - lnformation about your work environment

There are g0 statements in this section. They are statements about the place in which you work. The term"supervisot" refers to the boss, manager, department head or the.person or persons to whom an employee reports.You are to decide which statements ãre irue about vout ùi* enviionment aï',0 *Ïiðn are false. circle .,T,,for,,True,,
or "F" for "False" in the space next to the statement.

1.

)-D

The work is really-chãilenõn'ngr

annla a^ ^,,+ ^¡L^ìlllllllìl -

vHvr vrovrr rsuu trJ ldrÃ uuwn Io employees.

q
¡/sJ s ,v( vr qrrsttltL,tt ru gBl,l.lllg worK oone.

Pannla narr a lÃ

t¡rtv t

,. ',¡,,¡¡Je q¡e ùu¡ilÌiuilttrs pf elty alsorganlzgo.

ñ t nêrê'c â v,¡¡t/rrqùrù vrr luuLrvyilrg puilL;tes ano regulatlons.

q l l^rñ^ rnrn

y uilPut raflr responstDilfites.
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Pr Eùùut tr LU Keep wo[ñng.
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.v- vqpe¡vrùvrr uèucrry uurrfJilmenr an emproyee who does something well.

a¿ Eññl^rr^^

Ysr

¡¡voyrrers rù üriltriwilit¡. lfllpgrsonal.

v v q rvr v¡ Urr¡s yy€tùLÌiu ut ualuse (JI lngmclenges.

4^ ?L--, -r

r gruuP sf]lnl.

r rut.

y 15 vatueu.

',rtv,

1-l
^

TRUE FALSE

IQ trI^

qryyayÐ ÐnurrÞ ru t.le utgency aÞout gveryth¡ng.

gnrcrr utril ur rreeqom Io go as mey l¡ke.

I O Narrr an¡{ ¡liff^'^*

evyts

T

,n Tlrô l¡^k+;

T

v, Hvvyre ùestII tv ut,Just putllng ln ilme.

F

P¡cillltgu.

T

rrvr.(tt tY

wilu ruuruns¡ Glorrung wntte on the job, Íf they want.

F

T

ao

F

T

vspv¡ vrùvrù rçilu Lu uts(4Jutage Gnilclsms lfom employggs.

F

T

F

y guuu,

crways uetftg IIleo oul.

Per

T

F

T

F

T

rt'tvst ilt eaGfl olner.

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F
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24. Employees are encoui

.
IYÐ

27.

vvPt9

Rules and regutatio

Áv. I evHre dr ç n^pnuttru ru I uiluw SeI fulgs ln Oolng tngif WOfk.

y gnr. Put uil uil tomorrow,

prcrutr tryuutu ue one oT Ine llr$ Io try out a new idga.

vvur t\ sPaue ts awlufly crowoed.

[u tct¿iÀ.

vvPtE

rPruy

Hery¡ùurù uÞucury grye ruu çreqtr Io toeas contnÞutecl by employees.

r.cr¡\Ë p¡tuË t¡t Ine otganlzailon.

evprs r,c¡il uÐe UtËll uwfl tnlllalve Io oo mlngs.

a¡ cry ue rltngs rogelner aner worK.

36. Nobody works too h

rgilry IriltutEut, wutK-oflentgq place,

STUDY ID

euHErvrùu¡ù r\sep a larf¡er Gtose watcn on employges.

vùpuilrrrflilueù u¡ supgtvtsols arg clgafly ogflned.

4o.Thisptacehasa@
rËry dru ulange are not pantculafly important.

evyre y(¡r quil.n ¡r ¡ur ul etIOII lruo wnal mey oo,
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T

ELrpßr crrn gciletafly r[anK aDout now tngy tegl.

F

T

vuPçt

TT' suPîtrvrùur5 Ëllc{Jurage employees to rely on fhemselves when a problem arises.

T

F

+u. \rEr.ulg a tor oT worï( oone ts tmportant to people.

T

E

F

urruil uilUutse emptoyees OVef mlnof tn¡ngs.

T

rl'rË tÞ ilu Llf ile pressurg.

T

48. Rules and regulatio@

F

uia.c¡uù ur assrgnerr Joos aÍe generally expainecl to employees.

T

F

T

F

In Þirf ils rilernoos nave Deen used for qu¡te a long time.

T

F

uE pr.rue uuulq srano some new lnterior decorations.

T

F

T

F

T

F

T

E

F

T

T

F

T

F

T

¡
F

T

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

F



51. Few people ever voklnGer:

-

h-., l-ññlôrrâÂê 
^fiÃ- ^^¡ l.,- ^L

vv. É¡,,p,vrvee yçilsrclily ttrct ilee Io asK Ior a ralsg.

y.. b¡,.|",vrvvo ser¡çroily uu ilut rry tg oe unlque AnO Olttgfent,

hã -.naFô'è ô

4A lt ic rranr har'.|

67 Emnla.v, , É¡¡'!,¡vrver srs vrrsr ee¡ruseu arJour exaüry wnat mey are supposgd to do.
ÃR Qr rnan¡ica.

rugsu tet.

t,ev,s qrv q,yvqJù þr¡nur\..rg uf r ernproyees ano supgrvise them very closely.
4ô ñla'., ^Á^.^

ryl

qlJ}/rvqviler uJ ul¡ilgÞ a¡e I,atgly Ingq.

Afì Tha ^^l^'

H UF/

A{ ll ic n, 
'i{o 

i-lhl.lilr

urñ uetute Ptay.

vÊ. E,',p,vreeù wr., Érn vsly urrrerenl from olner workers clonï get along very well.

h-1 .\f tnÞn/rcn

yuut wutÁt{]aQ.

atvr' Lr¡rrrvreeù qrE ErrL'uuritgeu Io leam Inlngs even ¡f they are not directly re¡ated to thejob.

vv. E¡rr|JrvJetrù yvut¡\ vËly Ilarcl.

Aâ Vnr¡ ¡on lal¿

STUDY ID

]s ilriáÁe rfte ptace warm and cheefful to work in.

r( vqrJ qrru Þtilt gut yuut wolK oong,

AO
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T

ilu¡il ËillPtuyees.

T

¡r.,ve rÞr¡v (v rrc¡y JuÞt atuuu¡, Ulg same.

F

7'l llle ha¡á +n

T

F

rvr urrEil gtve tn Io employee pressure.

ry nÃPtiilils(.¡ Io employees,

T

F

E"¡p,vJver vr.ç, r'.1r\ ru eirçn otner aDout tne¡r personal problems.

71 ve v,ewoq rlrsu p('rùultat pluulems wlln supefvlsors.

T

I

,

F

ver PevPre ru uu ¡áily extla worK.

T

, ¡, b.,.tJ,vJvve rurrurvil t.1ilty tf tuepenoenlly oÍ supgrv¡sors.

F

T

F

T

vt,,v evwrr¡ rv us rlut(ìi il¡Ëlllulti[ll.

F

T

F

T

F

€¡rvvcryù ugauilftes Io oe met.

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

F



77. Rules and policies are consianily changingL

78. Employees are expected to conÍõrm

79. There is a fresh, novelatmosp@
80. The furniture is usually well arranged.

81. The work is usually very interestingr

82. Ofien people make troubi

83. Supervisors really stand up for tÏe¡r people.

84. Supervisors meet with employees r

85. There's a tendency for people toiõme to wõrk late.

86. People ofien haveto work overtim@
87. Supervisors encourage emþ@
88. lf workers come in late, tfreÍ@

E9. Things always seem to be changingr.

90. The rooms are wellventilated
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STIIDY II)

Thank you for participating in this suruey.
Please placethe completed suruey along wíth one copy of the consentform in the stamped self-addressedenvelope to:

M. N. Friesen
Scl¡oo/ of Medical Rúabilíffiion
Rm. T258 - 770 Bannatyne Ave.
Winnipq, MB, RgE ÙWJ

T F

T

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

F



mt
tÉ sJ
Àtrtaryr

UNTVERSITY
oe MANITo BA

May 15,2001

Dear Manager,

Re: Research study - Workptace organìzatìon,worker partictpatlon and return-to-work

Prevention and management of work-retated injuries is an important issue forallworkers
within the Wnnipeg Regional Health Authority (\ /RHA). This ¡esearch study in occupational
health and safety and retum-to.work for injured workers is being canied out by Margaret
Friesen, PhD student, with the goal of using the results to improve the safety, health, and work-
injury management programs for all workers within WRHA.

This survey is one part of a larger study in which we ask you, the managers, your
opinion about how yourworkplace manages safety, health and work-related injuries. please
contact me by telephone ( ) within the next few days to set up an interview time. The
interview will take approximately 20-30 minutes of your time and will be canied out by telephone
(unless you pæfer another means of completing the survey). Please note that \rve are collecting
¡ntormaiion about numbers of employees and statistics on work-related injuries (sections are
marked with * in the form), which you are asked to have awilable at the time of the interview.

School of Medical Rehabilitation

Faculty of Medicine
T258 -7 7 0 Bannatyne Avenue
Winnipeg, Manitoba
Canada ruE 0W3
Telephone (20 4) 7 89 -3897
Fax (204) 789-3927

This study has been reviewed by the unions who hare memÞers working in health care
within WRHA, by the WRHA adminístration, and by the University of Manitoba Health Research
Ethics Board, and has been given approral by allthe concerned parties. please read the
information and consent form carefully,

other coov to the researcher. The consent forms will be stored in a locked file caþinet separatetv
fnom the surveys.

I encourage you to call if yqu have any questions at all. you may contact me by
telenhone, f¡x -orq'mail. I look forward to speaking with many of you within the next few weeks.

Margarfl tl.'ftiesé¡

Rm. T258 -ÏZíÊannetyne Ave., urriversity of Manitoba, winnipeg, MB. RgE owg
Phone; 789-3864 Foc 789-3927 E-maU: hrrr¡àreeim".rn anitonã.åã



ORGANIZATIONAL POLICIES AND PRACTICES

An Emplover Survev
lapted from R. Habeck, H-4. Hunt, B. VanTol & s. Scully, 1ffi. Disahitity prevention among Michigan emptoyers, Technical Repoñ no. 91004,
amazoo,Ml: Upjohn lnstitute for Employment Research.

is section asks some basic questions about Your Facility and its various off¡ces. Circle the best response for each
n.

1. Does Your Facility have more than one physical SITE? yES NO

Wll you be responding with all of these sites in m¡nd, or specifically for the one where you are located?

How many sites does Your Facility have within the Winnipeg Regional Heatth Authority?

2- ln total, how many full-time employees are working at Your Facility this week? By full time, we mean 35 or more
hours per week. lf Your Facility has a different definition of full-time, please note the definition betow.

I
Allfacilities

Definition

3. -ln total, how many part-time employees are working at Your Facility this week?
Part-time

4- ln total, how many cesual, temporary, or contract emptoyees are working at Your Facility this week?Casual Temporary Contract

STUDY ID

2
Specific facility

where you are located

5. ïotal number of emptoyees including both fulþtime and part-time

6. "ln total, how many emptoyees worked at your Facility 3 years ago?

Page I ofg

7. 
*Approximately 

what percent of Your Facility's workforce is unionized ? 

- 

o/o

VVhich unions represent employees?

3
Other

lSpec¡ffI

FETY DILIGENCE
This section asks about the strategies and methods Your Facility uses to achieve workplace safety. please rate the
extent'to which Your Facility achieves these practices from .nevef to "always".

Diligence

a. Unsafe working conditions are
identified and

Full-time



e. Supevisors confront and conect
unsafe behaviours when

is well maíntained.

g- Health and safety performance is part
of the supervisol,s annual

FETYTRAINING
These questions ask about employee and supervisor safety training at Your Facility. ptease rate the extent to whichYour Facility achieves these practices from ;nevef to'always". cäcle the best réiiòn." for each item.

practices for the job hazards they
willencounter.

are trained in safe work

Employees and superuisors are

STUI}Y II}

trained in howto read WHMIS

ìONOMIC PRACTICES
Think about Your Facilily'9 ergonomic pradices. We are refening to ergonomicsas approaches to designing workenvironments and work tools to accommodate individual physicalãiffere-nces. please rate the extent to which your
Facility achieves these practices from 'nevef to "always'. Circle the best responsè tor each item.

Pøge 2 of9

a. Jobs are

d. Ergonomic strategies are
improve workstation

to reduce heavy

e. Ergonomic factors are
purehasing new tools, equipment, or
fumiture.



ORK INJURY CASE MANAGEMENT
' We y.ofq like you to consider how Your Facility handles injury and illness cases when they occur. Rate the extent

to which Your Facility achieves the following prâctices ford'isãOitity case managemãnt from 'nevef to .alweys".

c. SomeonefromYour
contact with Workers'
Com pensation (WGB) regading
employees off work due to work-
related injury or illness to assess

STUDY II)

d. Treating
their

practitionerg are asked to identiff
employee restridions and capacities
and to specify a target retum to work
date.

toward return to work.

Page 3 of9

makes

(or other health

WGB claims management within
Your Facility is well coordinated
from initial to claim resolution.



a

" Think about Your Facilify's approaches to- managing the retum to work when work-related injuries or illnesses occur.Please rate the extent to which Your Facility achÏevés thesá praaices from "nevef to .alwayso.

\Mren employees retum to rnodif¡ed

STTIDY II)

duties, Your Facility develops a plan
to transition employees back to

Page 4 of 9



g. The
coordinator) has the responsíbilityr,
authority and resourcesto identiff
and address safetv oroblems

STTIDY ID

qPLEORTENTED CULTURE
Below is a series of statements about Your Facitity's work environment. ptease rate the extent to which your
Facility achieves each of the following charac,terist-ics in its work environment from never to always. Gircle the bestresponse for each item. lf a work environment description is not applicable to your siiuation, circle "nevef.

and safety committee

Page 5 of9

a. Employees are

c.

cut

their

g_mployee/ employer relationship at
Your Facilitv.

is a high level of trust ¡n the

Always
(1o0%l

work.

e. Supervisors and managers are

decisions

trained in intepersonalskills such as
effective communication and confl ict
resolution.



Your Facility's goal setting and
planning process. (Formal = vwitten

are formallv included in

?lNT,[abour{'rlna$qgn OMMITTEE
5'Belowisaseriesofs{atementsauo@sjointinvolvementinhealthandsafetyissues.ln

section, labour refers to unions that may represent employees. píease check 1res" or "no".

Below is a series of statements about labour and management's working relationship in joint health and safety
issues. Please circle the best answer.

STT]DY II)

Joint(tabour+nanág@
Gommittee

g. Labour and management work cooperai@E
_partners in health and safety education.

ulllirrF.3..F,.o$fi'.9.8$ima.[.?9,e'¡n"Çr¡t,iwÞ¡tc,isööppffiivgïyi;:ásriitrl:::i
,jil::i::iiiiiiip_gllltêi$iÎniiefUffino;:ín¡orêdiwor¡(êßil{rÌti,öiki;ìi:::ii::i:iiiir:iiä

i. Labour and management mair¡tain positive
communication and a cooperative working
relationship in solving problems.

Page 6 of 9

. woulúyou have answered any of the above questions differenily 6 months ago?NO YES
qso to ta¡ J +

Strongly
Disagree

I1iiîirïÍffi
1

Disagree

1

2

Agree

2

Strongly
Agree

3 4

3 4



Safety Diligence

Safety Training

Ergonomic Practices

the most

Work lnjury Case Management

Proactiye Return to Work

People-Oriented Culture

)
The nex section calls for specific iacts tnat are essentialto determine how the policies and practices in part t retate to:comes such as workers'compensation claims.

Health & Safety Leadership

changes.

Labour-Management Health & Safety Committee

Employee Benefits

a. What are your annual WCB premiums?

b. ln the last 4 YEARS, have yourWCB premiums
12

STI]DY ID

,at is Your Facility's practice with regard to managing wcB claims:

INCREASED

c' Does Your Facility dispute/ appeal claims? Ptease circle the number that best describes your practice.

Page 7 of I

Never
l0%l

d. Does Your Facility have a designated staff to manage wcB claims?YES NO

e. Does wcB have a designated ctaims a_djudicator to work with your Facility?YES NO

f. Does Your Facility_ have a cooperative working relationship with wcB?YES NO
Please describe

Sometimes
(zs%l

DECREASED

Would you have answered any of the WoRKERS'GOMPENSATIoN questions differenily 6 months ago?NO YESJJ
Go to 20.

Half of tl¡e time
(50%)

3
STAYEDTHE SAME

Most of the time
(750/ol

Always
(1o0%l



oElreRs' conapeñSAtoru oare
r' we are interested in wo*-related injuries and illnesses and lost workdays that have occuned at your Facility in thears 1997-2000. Please complete the Íollowing table.

Please describe how Vo

Total number of report
illnesses.

'otal number of lost

IPLOYEE BENEFITS
Please rate the proportion of your workforce that is eligible for the following benefits and programs through thellective agreement(s) in your Facility. circle the best"reñonrä ro, each item.

Extended

STUDY II)

vision care

Short term

Pøge I oJ9

P.a-r-o.g¡entaneá@
childbirth or leave to take care of sick

benefits

members.

/vould you have answered any of the benefits questions differenüy 6 months ago?

No YES
What are the most significant benefits changes?

n thinking about your answers to these questions, are there any changes you would like to make?



o you have anyth¡ng else you would like to add?

hank you for your participation in our survey.

STTIDY ID
Page 9 of 9



lÃ/orker participation and RTIV

Appendix II General Perceived Self-Efficacv Scale

Friesen, 2004 206



English version by Ralf Schwaner & Mafthias Jerusalem, 1993, rev. 2000

The following questions ask you to think about how you manage your job activities. Please cirde the
bes{ answer from "not true at all" to "exadly true".

The General Perceived Self-Efficacy Scale

Job activities

1. I can always manage to solve
tough problems if I try hard
enough.

2. lf someone disagrees with me, I

can usually find the means and
ways to get what I war¡t.

3. I am positive that I can accomplish
my goals.

4. I am conflclent I can handle
unexpected events.

Not true at
all

1

5. Thanks to my common sense, I

can handle unusual situations.

6. I can solve most problems if I put in
the necessary efiort.

1

Hardly true
2

7. I can remain calm when facing
difficulties because I can trust in
my abilities.

1

2

Somewhat
true 3

8. When I am faced with a problem, I

can usually find several solutions.

1

2

9. lf I am in trouble, I can think of a
good solution.

3

1

Exacily
true 4

10. I can handle whatever comes my
way.

2

1

3

2

4

1

.t

2

1

4

3

2

I

4

3

2

1

4

3

2

1

4

3

2

4

3

2

4

3

4

3

4

4



llorker participation and RW

Annendix III Work Environment Scale
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There are 90 statements in this section. They are statements about the place in whích you work. The
term "supervisof refers to the boss, manager, department head'or the person or persons to whom an
employee reports.
You are to decide which statements are true about your work environment and which are false. Circle*T" for "True" or "F" for "False" in the space next to the statement.

Work Environment Scale (Form R)'

Rudolf H. Moos and Paul N. lnsel

1. The work is really challenging.

2. People go out of their way to help a new emgoyee feel comfortable.

3. Supervisors tend to talk down to employees.

4. Few employees have any ¡mportant responslbillties.

5. People pay a lot of atteniion to getting work done.

6. There is constant pressure to keep working.

7. Things are sometimes pretty disorganized.

8. There's a strid emphasis on followíng policies and regulations.

9. Doing things in a different way is valued.

10. lt sometimes gets too hot.

11. There's not much group spirit.

TRUE FATSE

12. The atmosphere is somewhat impersonal.

T

13. Supervisors usually compliment an employee who does something well.

T

F

14. Employees have a great deal of freedom to do as thev like

F

T

' Consulting Psychologists Press, lnc.

F

T F

T F

T F

T F

T F

T F

T F

T .F

T F

T F

T F



15. There's a lot of time wasted because of inefficiencies.

16. There always seems to be urgency about everything.

17. Activities are well planned.

18. People can wear wild looking clothing whíle on the job, if they want-

19. New and different ideas are always being tried out.

20. The lighting is extremely good.

21 . A lot of people seem to be just putting in time.

22. People take a personal interest in each other.

23. Supervisors tend to discourage criticisms from employees.

24. Employees are encouraged to make their own decisions.

25. Things rarely get "put off till tomonow."

26. People cannot afford to relax.

27, Rules and regulations are somewhat vague and ambiguous,

T

28. People are expecied to follow set rules in doing their work.

F

T

T

29. This place would be one of the first to try out a new idea.

F

T

F

30. Work soace is awfullv crowded.

F

T

31. People seem to take pride in the organization.

F

T

32. Employees rarely do things together after work.

F

T

33. Supervisors usually give full credit to ideas contributed by em$oyees.

F

T F

T F

T F

T F

T F

T F

T F

T F

T

T

F

F

T F

T
F



34. People can use their own initiative to do things.

35. This is a highly efficier¡t, work-oriented place"

36. Nobody works too hard.

37. The responsibilities of supeMsoË are clearly defined.

38. Superulsors keep e rether dose watch on employees.

39. Variety and change are not particularly important.

40. This place has a stylish and modem appearance.

41. People put quite a lot of effort ir¡to what they do.

42. People are generally frank about how they feel.

43. Supervisors ofren criticise employees over minor things.

44. Supervisors encourage employees to rely on themselves when a problem arises.

45. Getting a lot of work done is important to people.

T

46. There is no time pressure.

F

T

47. The details of assigned jobs are generally explained to emf,oyees.

F

T

48. Rules and regulations are pretty well enforced.

F

T

49. The same methods have been used for ouite a lono time.

F

T

50. The place could stand some new interior decorations.

51. Few people ever volunteer.

F

T

52. Employees ofren eat lunch together.

F

T F

T F

T F

T F

T F

T F

T F

T F

T F

T

T

F

T

F

F

T F



53. Employees generally feel ftee to ask for a raise.

54. Employees generally do not try to be unique and different.

55. There's an emphasis on'lvork before play."

56. lt is very hard to keep up with your workload.

57. Employees äre ofren confusecl about exadly what they .r. .uo** *

58. supervisors are always checking on employees and supervise them very closely.

59. New approaches to things are rarely tried.

60. The colours and decorations make the place warm and *."n*

61. lt is quite a lively place.

62. Employees who are very different from other workers don't get along very well.

63. Supervisors exped far too much from employees.

64. Employees are encouraged to leam things even Íf they are not direcüy related to the
job.

65. Employees work very hard.

T F

66.

T

You can take it easy and still get your work done.

67. Fringe benefits are fully explained to employees.

F

T

68. Supervisors do not ofren give in to employee pressure.

F

T

69. Things tend to stay just about the same.

F

T F

70. lt is rather drafty at times.

T

71. lt's hard to get people to do any extra work.

F

T F

T F

T F

T F

T

T

F

F

T F

T F

T F

T F

T F

T F

T F



72. Employees often talk to eacfr other about their personal problems.

73. Employees discuss their personal problems with supervisors.

74. Employees funciion fairly independenily of supervisors.

75. People seem to be quite ineffic¡ent.

76. There are always cleadllnes to be met.

77. Rules and policies are condanfly changing.

78. Employees are expected to conform rather stric{ly to the rules and customs.

79. There is a fresh, novel atmosphere about the place.

80. The fumiture is usually well ananged.

81. The work is usually very interesting.

82. Often people make troubte by tatking behind others' backs.

83. Supervisors really stand up for their people.

84. Supervisors meet with emfloyees regularly to discuss their future work goals.

T

85. There's a tendency for people to come to work late.

F

T

86. People often have to work overtime to get their work done.

F

T

87. Supervisors encourage employeqs to be neat and orderly.

F

T

88. lf workers come in late, they can make it up by staying late.

F

T

89. Things always seem to be cfranging.

T

F

90. The rooms are well ventilated

F

T F

T F

T F

T

T

F

T

F

F

T F

T F

T F

T F

T
F

T F

T F
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ORGANIZATIONAL POLICY AND PROGRAMS - An Employee Survey

The following questions refer io your current job or your most recent job if you are not currently working.
Please circle a number indicating how strongly you agree or disagree with each statement.

At my WORKPLACE...

1. The employer involves employees in plans and
decisions made concerning our work.

2. Workers have trust in the employer.

3. Communication is open and employees feel
free to express concerns and make
suggestions.

4. Working relationships with other workers are
cooperative.

5. Workers tend to stay with this employer for a
long time.

6. Top management is actively involved in the
safety program.

7. The employer spends time and money on
improving safety.

Strongly
aqree

8. The employer considers that safety is just as
important as speed and quality in the way work
is done.

1

Aqree

9. Unsafe working conditions are identified and
improved promptly.

1

10. Equipment is well maintained.

2

Disaqree

1

1'1. Action is taken when safety rules are broken.

2

12. Employees are provided training in safe work
practices for the job hazards they will face.

1

J

Strongly
disaqree

2

13. Jobs are designed to reduce heavy lifting.

3

1

14. Jobs are designed to reduce repetitive
movements.

2

4

1

J

2

4

1

J

2

4

3

1

2

4

3

1

2

4

1

3

1

2

4

3

2

1

4

2

1

J

J

2

4

1

3

2

4

J

4

2

3

4

3

4

4

4



At my WORKPLACE....

15. Someone from the workplace contacts a worker
shortly after an work-related injury or illness to
express concern and offer help

16. The employer keeps track of the injured
worker's absence and return to work

17. The employer works with WCB and the
worker's doctor to develop a plan for an
injured worker to return to work.

18. The employer makes accommodations such as
special equipment, flexible hours or modified job
duties to allow an injured worker to return to
work.

19. When the injured worker returns to work, the
employer/ facility follows up to adjust the work
situation as needed.

Strongly
agree

20. When an injured worker cannot return to his or
her previous job, ihe employer/ provides re-
training or re-assignment to a different job.

21. Labour and management work as partners in

returning an injured worker to work.

Agree

1

22. Labour and management work as partners in

health and safety.

1

Disagree

2

1

2

Strongly
disasree

3

2

1

3

4

1

3

2

4

1

2

3

4

1

2

J

1

4

2

3

4

2

.t

4

J

4

4
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oRGANIZATIONAL POLICIES AND PRACTICES - An Employer survey

ù'{r¡-ET\/ htt l¡aE[lf-E

a. Unsafe working conditions are identified and

promptly imProved.

u: voun FAölLlrY tàint"iot "iiêltent 
'l ''

horrêêkee-pirtg' ' : ''']:..: .:.. :r ' .r :' '. .:.: .

^ r-,,:^.-^h+ ia rr¡all -ainfainarl
,,'
d,'

t-\,1L¡ rv

e.

t!Jl

Supervisors confront and correct unsafe
L ^t-^.,;^' ,-^ .^,lran f harr nnnt tr
lJgt

l lg.crl ¡lrV::lil!

g. Health and safety performance is part of the
ô, rñÂn/icnr'c annr ral net{ormãncg aoora¡Sal.

NEVER
(0 %)

SAFETY TRAINING

SOMETIM
ES

(25%l

t

NEVEK
(0 %)

a. Employees are trained in safe work practices for
+l-a iah lrazarÄc fharr rnrill cnr:otlntêf

HALF OF
THE TIME

(50%)

SOMETIM
ES

(25%)

NEVER
(0 %)

b. Employees and supervisors are trained in how

NEVER
(0 %)

MOST OF
THE TIME

(7s%l

SOMETIM
ES

(250/"1

HALF OF
THE TIME

(50%)

NEVER
(0 %)

SOMETIM
ES

(25%l

ALWAYS
(100%)

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

(75%l

EÞra.rÀt^níln ÞÞ 
^ 

t-Tlfìtr-q

NEVER
(0 %)

SOMETIM
ES

(25%)

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

|ú5%l

ALWAYS
(r0o%)

SOMETIM
ES

(25%l

tnho ara r{acinnad tn rcdl lee heavv liftinO

HALF OF
THE TIME

(50%)

b,i

MOST OF
THE TIME

(7s%)

NEVER
(0 %)

ALWAYS
(100%)

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

(75%l

SOMETIM
ES

(zs%l

ALWAYS
(100%)

NEVER
(0 %)

MOST OF
THE TIME

1ts%l

ALWAYS
(100%)

HALF OF
THE TIME

(50%)

NEVER
(0 %)

SOMEIIM
ES

(25%l

ALWAYS
(100%)

MOST OF
THE TIME

(75%l

NEVER
(0 %)

SOMEIIM
ES

1zs%)

HALF OF
THE TIME

(50%)

ALWAYS
(100%)

soME llfvl
ES

(25%l

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

(75%l

NEVER
1o %)

HALF OF
THE TIME

(50%)

MOST OF
THE T¡ME

(75%l

ALWAYS
(100%)

NEVtsK
(0 %)

SOMETIM
ES

I25V.l

MOST OF
THE TIME

(75%)

ALWAYS
(r00%)

SOMETIM
ES

(25%)

HALF OF
THE TIME

150%l

ALWAYS
(100%)

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

(750/"1

MOST OF
THE TIME

(75%l

ALWAYS
(100%)

ALWAYS
(100%)



c. Ergonomic strategies are used to improve
workstation desiqn.

d'

e. Ergonomic factors are considered in purchasing
new tools, equipment, or furniture.

g. Ergonomic approaches are used to assist
iniured workers in returninq to work.

WORK INJURY CASE MANAGEMENT

a. Someone from YOUR FACILITY contacts the
injured employee shortly after a work-related
injury or illness to express concern and offer
assistance.

NEVER
1o%l

,:.i:::.. 
:: .,,.. 1 ...-: :i:.,.., .::::::::.. ,, : 1

b :'S o rné on e 
..:f 

rom.': Yo tJ R .FAC! LITY'i.:Fn,ãkéS¡.f of !ry,.,.', u p cohtä ctS, with, ¡.é,m þ !öyèes, wh-ô, ,'ärê,,,,ôff.,wô-r:k' :,',:,

::, ,d,u-e':to.,Wo.rk:refated injury 'or. illhebS,,änd,.,',:,.,....'',,..,:',,:',:,.1,,,,,.,¡,

: asÈess,èS...:thêii.,Þ,ipU reSs,..,töwáfd...,iéturn.:tôi:lWöakrr.:,.i.,i.,,

SOMETIM
ES

(25%l

Nts,VtsK
(0 %)

ì'UMts,ilM
ES

125%l

HALF OF
THE TIME

(50%)

NEVER
(o %)

c. Someone from YOUR FACILITY makes contact
with Workers' Compensation (WCB) regarding
employees off work due to work-related injury or
illness to assess their progress toward return to
work.

HALF OF
THE TIME

(50%)

NEVER
(0%)

SOMETIM
ES

(25%l

MOST OF
THE TIME

(75%l

NEVER
(0%l

MOST OF
THE TIME

(7s%)

I'UME IIM
ES

(25%)

HALF OF
THE TIME

(50%)

ALWAYS
(r00%)

d. Treating physicians (either directly or through
WCB) are asked to identify employee
restrictions and capacities and to specify a
tarqet return to work date.

SOMETIM
ES

(zs%l

ALWAYS
(100%)

f{ALt- ut-.
THE TIME

(so%l

MOST OF
THE TIME

(75%)

NEVER
(0%l

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

(75%)

ALWAYS
(r00%)

!'UMts I IM
ES

(25%l

NEVER
(0 %)

MOST OF
THE TIME

(75%)

ALWAYS
(r00%)

F'ALF UI.
THE TIME

(50%)

l'UMtsIIM
ES

(25o/o)

ALWAYS
(10o%)

MOST OF
THE TIME

(75%l

NtsVts,K

1o %)

I-IALF UF
THE TIME

(50%)

ALWAYS
(100%)

ì'UMts I IM
ES

(25%l

M(Jtr I Ur-
THE TIME

(75%)

NEVtsK
(0 %)

HALF OF
THE TIME

(50%)

ALWAYS
(100%)

!'UMts, IIM
ES

1zs%)

MOST OF
THE TIME

(75%)

NEVER
(0%)

TTALF U]-
THE TIME

(50%)

ALWAYS
(100%)

SOMETIM
ES

lzs%l

MOST OF
THE TIME

(75%l

HALF OF
THE TIME

(50%)

ALWAYS
(r00%)

MUÐI UF
THE TIME

(75%l

ALWAYS
(100%)



f. WCB claims management within YOUR
FACILITY is well coordinated from initial injury
to claim resolution.

9,:

PROACTIVE RETURN TO WORK

a. YOUR FACILITY offers job accommodation to
enable employees to return to work, for
example, modified job duties, flexible schedule,
or appropriate equipment.

c. YOUR FACILITY provides information to
familiarize WCB and the treating physician about
modified work available to accommodate work
restrictions.

NEVER
1o %)

SOMETIM
ES

(25%)

NEVER
(0 %)

d.
' ' : .. :..-.:'... :.. :: ''

Aft e r,, 
i 
nj tr Èed .:;,o r', i.l l : ernþ lô'yeêl..r: u Èn,,tö.¡:Wö r:k;

YOU.R. FAC!EfTY- follO :irup¡;,tO'':adi,u5t,WOtrk'.,

HALF OF
THE TIME

(50%)

SOMETIM
ES

(25%l

e. When employees return to modified duties,
YOUR FACILITY develops (or cooperates with)
a plan to transition employees back to regular
iob duties.

NEVER
(0 %)

MUSI UF
THE TIME

(7s%)

t'tALt- ul-
THE TIME

(50%)

f., Whên injuréd,ôi,',il l...ié'n plöyé'e,s:,, gn,'t,.retùrn...,tö,,,

,..,,th,e!r:,'r-órtmer.¡O'b,,.,,.V'@Ü,R'',EAC|tl- - - 
ides ,

,,¡etiiih,i,hö;:'r'eáS,siönment;,,,,-ö,r:.,edücatiö¡. "',,.:.:

SOMETIM
ES

(25%)

ALWAYS
(10o%)

MOST OF
THE TIME

(75%)

NEVER
(0%l

HALF OF
THE TIME

(50%)

g. Departments within YOUR FACILITY cooperate
in order to bring injured employees back to work
in a timelv manner.

ALWAYS
(100%)

l'UMtsIIM
ES

(25o/ol

NEVER
(0%l

MOST OF
THE TIME

(75%)

h,

HALF OF
THE TIME

(s0%)

t. :.., ..:i'!...

Rehabif itation profêSsi.o,nalS' ât,ë...u5ed.Whên ::,:,.: ,:,,,, :

: 
n eed ed tô ävät ü áte'i \ruõik: .ãb:il itiës,,,öí,,fúnöf ioh;à|..,.,,,,,, r

capäCitSr,ano oéveiöÞ rehabiiltätion þtä,ns to l, i,

enable retur,n töwofk., , ,:' ' i': i,-, ,,. , ,

ItuMts,I tfvt

ES
(25%l

ALWAYS
(100%)

NtsVtsK
(0%l

MOST OF
THE TIME

(75%)

HALF OF
THE TIME

(50%)

SOMETIM
ES

(25%)

NEVER
(0 %)

ALWAYS
(100%)

MOST OF
THE TIME

(7s%)

HALF OF
THE TIME

(50%)

SOMETIM
ES

(25%l

ALWAYS
(r00%)

NEVER
(0 %)

MOST OF
THE TIME

(7'%)

HALF OF
THE TIME

(50%l

SOMETIM
ES

(25o/o)

NEVER
(0 %)

ALWAYS
(100%)

Nluö I ul-
THE TIME

(75%)

HAL|- Ut-.
THE TIME

(50%)

SOMEIIM
ES

(25%l

NEVER
(0 %)

ALWAYS
(100%)

MUl'I UF
THE TIME

(7s%l

HALF OF
THE TIME

(50%)

SOMETIM
ES

125%)

ALWAYS
(r00%)

MOST OF
THE TIME

(75%)

HALF OF
THE TIME

(50%)

ALWAYS
(100%)

MU!'t (Jt-

THE TIME
(7s%)

ALWAYS
(100%)



ACTIVE HEALTH AND SAFETY LEADERSHIP

a. Top management is actively involved in health
& safety at your workplace.

b',

c. YOUR FACIL¡TY spends time and money on
improving safetv

:d.

e. YOUR FACILITY uses WCB injury and illness
data to identify problem areas and achieve
accountabilitV in safetv.

hêäIft
:::::: :.:i::r "r ,,.

f.

NtsVET{
(0 %)

g. The health and safety committee (or
coordinator) has the respo nsibility, authority
and resources to identify and address safety
problems.

NEVER
(0 %)

SOMETIM
ES

(25%')

NEVER
(0%)

SOMETIM
ES

(25%l

HALF OF
THE TIME

(50%)

h. I would like you to thínk about how you have answered questions up to now.
Please verify that these answers apply only to work-related injuries or
illnesses.

YES NO

i. ls your management of non-work-related illnesses and injuries different or the
same as work injuries?

DIFFERENT SAME

NEVER
(o%)

I'UME I IM
ES

125%l

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

(75%)

SOMETIM
ES

(25%)

HALF OF
THE TIME

(50%)

NEVER
(o%l

MOST OF
THE TIME

(75%)

ALWAYS
(100%)

HALF OF
THE TIME

(s0%)

PEOPLE.ORIENTED CULTURE

Iruwtts I lM
ES

(25%l

MOST OF
THE TIME

(7s%)

ALWAYS
(100%)

Nts,VER
(0%)

a. Employees are involved in decisions affectíng
their daily work.

MOST OF
THE TIME

(75%l

HALF OF
THE TIME

(50%)

ALWAYS
(100%)

SOMETIM
ES

(2s%)

NEVER
(0 %)

b,;

ALWAYS
(100%)

MOST OF
THE TIME

(75%)

HALF OF
THE TIME

(s0%)

T'UMts, IIM
ES

(25%l

ALWAYl'
(r00%)

MOST OF
THE TIME

(7s%l

HALF OF
THE TIME

(50%)

ALWAYS
(100%)

MOST OF
THE TIME

(7íYol

ALWAYS
(100%)

NEVER
(0%l

Nts,Vts,T<

(0%)

TUMts, IIM
ES

(25%)

I'UMEIIM
ES

(250/"1

HALF OF
THE TIME

(50%)

HALF OF
THE TIME

150%l

MOST OF
THE TIME

(7'%',)

MOST OF
THE TIME

(750/"\

ALWAYS
(100%)

ALWAY!'
(100%)



c. There is a high level of trust in the employee/
emnlover relationship at YOUR FACILITY.

d. YOUR FRCU|TV,shar:és informatiön
financial statuS of tne fAClliTY.With
ÄmnlôVêêÀ:: : :i:' r ' :' ,r :¡ :

e. Supervisors and managers are trained in

interpersonal skills such as effective
communication and conflict resolution.

f, comrnun¡cätiön''i*,1oþån, añu,.'"*óiåüJet iå"r,'
: ,frea rn vniêåicnneerns and :máke süOqesti0nS.

g. Employees are formally included in YOUR
FACILITY'S goal setting and planning
process. (Formal refers to written policies or
procedures such as regular meetings to obtain
emnlovee innut )

NEVER
(0 %)

h, E;¡ilt"ul: t"¡o il't"ü *it¡,,ibÚ*rÄoLlfi

NEVER
(0 %)

SOMETIM
ES

(25%)

i, Employees have ability to control (manage)

their own work tasks and schedule.

SOMETIM
ES

(25%',,

HALF OF
THE TIME

(50%)

I 
^ÞôI 

IP-MANAGtrMFNT HEALTH & SAFETY COMMITTEE

NEVER
(0 %)

b. Labour and management work cooperatively as
partners in health and safety.

HALF OF
THE TIMË

(50%)

MOST OF
THE TIME

(75%l

SOMETIM
ES

(25%l

NEVER
(0 %)

c. Labour áno rnanågernéñtwork eoöþeratively asi:

partners in returning injuréd workels, .

MOST OF
THE TIME

(75%)

ALWAYS
(100%)

HALF OF
THE TIME

(50%)

NEVER
1o %)

SOMETIM
ES

1zs%)

c. Labour and management maintain positive

communication and a
cooperative working relationship at
YOUR FACILITY.

ALWAYS
(100%)

MOST OF
THE TIME

(75%)

SOMETIM
ES

(25%l

HALF OF
THE TIME

(50%)

NEVtsK
(0 %)

ALWAYS
(100%)

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

(75%l

NEVER
(0 %)

SOMETIM
ES

(2s%l

MOST OF
THE TIME

(7s%)

ALWAYS
(100%)

SOMETIM
ES

(25%l

HALF OF
THE TIME

(50%)

ALWAYS
(100%)

NEVER
(0%l

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

(75o/ol

NEVER
(0 %)

SOMETIM
ES

(25%l

MOST OF I ALWAYS
THE TIME I troo"¿)

(7s%t I

ALWAYS
(100%)

NÊVER
(0 %)

SOMETIM
ES

(zs%l

t{ALt- ur-
THE TIME

(50%)

SOMETIM
ES

(25o/ol

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

(75%l

HALF OF
THE TIME

(50%)

MOST OF
THE TIME

(75%)

ALWAYS
(100%)

MOST OF
THE TIME

(7s%)

ALWAYs
(100%)

ALWAYS
(100%)



Worker participation and RTlil

Annendix VI Scorine and Data Entry of Variables for Survevs

I/ARIABTE
Gender

Aee
Family

DESCRIPTION,.

Occupation

Employee Survey

Spouse and
children

CODING/SCORING
Male = I
Female: 0

Actual value

Manied no children:1
Single no children:2
Married with children:3
Single with children = 4

Nurse - RN,
PHN, RPN

Health care aide

COMMENTS

Salary

RN

HCA

Professional,
other than Nurse

Transformed to 2 two dichotomous
variables for the purpose ofanalysis: one

is the relationship status where
l=relationship and 0 : single; the other is
family where l:children at home, and

2:no children at home.

Education

Other

PROF

All nurses including public health nurse,
general duty nurse, nurse-therapist, nurse-
educator into the RN category

- combined all health care assistant
personnel who appeared to be involved in
direct patient care. This included licensed
practical nurses, health care aides or
assistants, nurse aides, orderlies, and

resident assistants.

- included all professional occupations
besides RN such as medical technologist,
occupational therapist, social worker,
radiation technologist, recreation worker,
and resource coordinator
- included all clerical, maintenance, non-
skilled workers, and assistants who were
not involved with patient care

Years experience in career

Job experiences

OTHER

Work Injury

salary under 20,000 :
21,000 -35,000 :2
36,000 -50,000 : 3

over 50,000 = 4

Friesen, 2004

less than grade 12: I
grade 12 = 2
7 -2 y ears post-secondary
(tech or college) = 3

universiw desree :4

Back inj.
Mskgen.
Other

Salary categories were adjusted frorn the
responses on the survey to a full-time-
equivalent when compared with union
agreement scales and found to differ This
was necessary because the survey
question did not adjust for parl-time
salaries.

YREXP

Job Exp

YesA{o

actual years experience in one's
profession, trade or occupation
actual years experience with this
emplover in this iob
Back injury: included all injuries which
involved a back injury
Mskgeneral included allRSI, CTS and
Other: burns, cuts.
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VÄRIABIE
Time loss injury

DESCRIPTION
Treatment (TX)
: Medication,
Surgery,
physiotherapy,
occupational
therapy, Work
conditioning or
work hardening,
Chiropractic,
Other

Workplace

Size of Worþlace

GODING/SCORTXE
0 : no injury and no time
loss
1 : less than 3 weeks
time loss
2 : 3 weeks to less than 3

months time loss
3 : more than 3 months
time loss

Worker participation and RT't4/

Seif-Efficacy Score

Organ izational Policies
And Programs Employee
(OPP-E)
People oriented culture
(Poc)
Active safety leadership
(AcSL)
Safety diligence (Sdil)
Safety traininC (StrC)

Ergonomics (E.g) -
Disabiliry case monitoring
(DCM) Proactive RTW
(Rrw)
Labour-management
cooperation (LaM)

COMIVIENTS.,
This variable was collapsed into 3 groups:

those with no injury and no time loss,

those with injury but less than 3 months
time loss, and those with more than 3

months time loss.

A second analysis also collapsed the four
categories into th¡ee groups as:

0 = no injury, 1 : time loss <3 weeks,

2 =23 weeks.

Although heatment was collated from the

survey responses, it was decided not to
include it in the analvses

Hospital: 1

Community agency:2
Personal care home : 3

Other = 4
Less than 50 : 1

5r-100 :2
101-500:3
501-1000 = 4
1001-1500 :5
lnore than 1500 : 6

5 questions

3 questions

3 questions
I question
2 questions
3 questions

3 questions

2 questions

For purpose of analysis, "other" was

included with community agencies.

10 to 40

WORK ENVIRONMENT
scALE (WES)
lnvolvement (I)
Peer cohesion (PC)

Supervisor Support (SS)

ALrtonomy (A)
Task orientation (TO)
Work Pressure (Ury)
Clarity (C)
Managerial Control (Ctl)
Imovation (lnn)
Phvsical Comfort (Com)

These categories were collapsed into 4
categories with l and 2 cornbined and 5
and 6 combined

0to20

0-12

0-r2
0-4
0-8
0-12

0-12

0-8

Sum score ofall values, range of 10 to 40

9 items under
each variable

Friesen, 2004

Each item scored from 0

ro9
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VARIABI,E
Type of workplace

Size of workplace

DESCRIPTION
Hospital
Comrnunity agency
Personal care home or
Long term care centre
Other

Facilifv/ Ma

Percentage of employees
unionized

Benefits

la

WCB dedicated staff
Cooperative relationship
with WCB

CODING/SCORING

Worker participation and RTLIT

Appeals

I
2
3

20 to 50 ernployees : I
51-100 = 2
101-s00:3
501-1000 = 4
1001-1500:5
> 1500 :6

WCB rate

COMMENTS

8 questions

4

Work injury incidence
(2000)

percentage of claims
appealed

Time loss davs (2000)

Soft tissue injuries (MSK)
(2000)

Equivalency hours for fuil-
time employees

Where size of worþlace was
considered in the analysis,
categories were collapsed into four
with 1 and 2 combined, and 5 and 6
combined.

values from 0-40

premium per $100 of
payroll

Average duration of tirne-
loss iniury

Yes or No
Yes or No

}Yo,
25Y0,

50%
75%
t00%

Number of employees
calculated by use ofFTE

Actual value

Actual number of
injuries during the year

2000
Actuai number of days

Friesen, 2004

No. of days Used data from Manitoba
Workolace Safetv & Health
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VARIABIIE
Organizational Policies
And Programs Manager
(opp-M)

OPP-SD - Safety diligence
OPP-STrg - Safety
training
ERG - Ergonomics
DCM - Disability case

monitoring
RTW - Pro-active RTW
SL - Active safety
leadership
POC - People oriented
culture

DESCRIF|IION..
Each question had f,tve
possible responses:

None: 0oá,

Sometimes = 25o/o,

Half the time = 50%,
Most of the Time: 7 5o/o,

All the time: 100%.

7 questions
4 questions

7 questions
7 questions

8 questions
7 questions

9 questions

CODING/SCORING

LaMR - Labour-
management roles

Worker participation and RTIV

LaMR - Labour-
rnanagement
resnonsibilities

0-35
0-20

COI\4MENTS

Dealing with Missins Values
For demographic values:

. Age - take mean age of all participants in the same occupational group and apply it
to the missing value

. Family - separate into two sets of variables - relationship or single,
plus children or no children; this enabled use of all the available data

. Salary - if missing, calculated mean salary of others in same occupation

. Size of worþlace (checlc against type of worþlace) - this was a problem area since

respondents sometimes indicated a number that would suggest a unit or department rather

tha¡ the number of employees in the entire facility. I'11 do some work to gather the range of
number of employees in hospitals, in personal cale homes and community agencies.

. Type of workplace -re-code if possible. Based on information from the rest of the survey, it
may be possible to determine whether'"other" is actually a community agency such as home

care.
n For scale values: "not applicable" item: 0; unmarked item: .

YesÀ{o and

6 questions

0-35
0-35

0-40
0-35

0-45

3 questions

Yes: 1

No:0
Values 0 to 6

Values from 0-16

Friesen, 2004 2r3
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Table Al Correlation Matrix for Employee Survey Variables

I;GDND[R,],,:,
j',AGE;ìì',]:i:i

MARI¡IAI
llÀill¡lìfI:i,V

GENDER

\.R ';X?i:.1:ll::..

rrY,RC{:iRI{ìrl.i:1,

i,st{.,*ìt:Rv

Iilil

jEItlJC,r: '.ri

slzE\t¡Pi

AGIì. ''. .'

. }T,DIry.T
SELFEFF :

.G)P,P¡P(:l(Ì:rr::

1.00

.OPPiAõSIj.ì;

MlrRITAf ,

S|IAiItJS',ri,,

OPP,SD :

OPP-STRG

-. l4g*

<qaí* *

flîPP;rT'.Tlfì

.50 l**

iOP.PiDCM,i

1.00

ì.clPllJRít\ry

.335**

-.178**

lrlPPil::1M

rA[4¡!Y.
s:rÀniJs:'

.131*

W.ES:I'ìir:iìr;::
:i)tiEq:ÞOj', :;.i::l

\ryES.SS
TilES:Ai

I,SV:ESITO'.r.,.,l.

Worker participation and RTþT

:YREXP ,

1.00

-.174**

W,ES:Iil'Pì'ì¡l

166**

I ¿O*

IMBS,C .

.131*

L74**

*ottt,''t""
:ililnslnií
!\fES.Com

YRCURRI

r.00

1RN.,;:rìr.ì

.,I{CA 
'

.691**

.32r**

P,RO
]iOT,HERJB

-.124k

F.:.

J;R.À(.f[(IN:I

SAtARYI

,ìMSl(tlIjN

--199**

-rr0 ----l

-.214**

,.ìOT.IJIINiJi.:r,: .

.140*

.141*

.271**

ITOSP

FC}I

.132t

(ìC.}]VTìVI

EDUC-

.138*

ütrMEr-S (3

:ùri),' , '

234**

1.00

.123*

.140*

150*

.3 86**

.139*

.t28*

;;SIZEWP

-.207**

Friesen, 2004

-.192*

1.00

13l*

TVPtrWP

.l5l *

.200i*

-.146*

-.127"

-.16u"

-.136*

-.192i*

.195* *

1.00

sEL.tr'j.[i!:lj'r

Slfl**

).).R**

-.167**

.127*

.183**

OPP-POC

172**

.188**

1.00

.140*

-.138*

.142*

-.228**

.173**

.I16**

.4gg**

.729*

-.286**

,218* *

.132**

1.00

.141*

-.396**

.227**
190**

.370**
-.326**

.1 45*

.224**

.203**

-.177**

_ ?'t4**

iltI

-.1 57*

.593**

.135'

-.160*

606**

.150**

.434**

-.205É*

.454**
4fl**

-,167*

41)**

123*

.449**

. 14l*
-.278*

.452**

.514**

.261**

.610**

- jg7**

aß,Á**

.131*

.276*t

.498**
-.295**

2t5

.593**

.145*
d{1**

5fl5**

.350**

.653**

.148*

.140* -,135*



Table 41, continued

GENDER
A,(}E:
M.ArRtiF){jtì.

FAMILY i

OFP..6çç¿

lR'EXPiiî:,
YRCURR
SÀLARY
ut).t'l(
SIZEWPT,T

otP:sn' ,

T.YæEWP

SELFEFT
.-OPP"POG
.OPP"¡AcSIi

OPPISD
OFP.:S|FI{Gì

OPP:ST

f'lPP:ltRci;l:i
lìÞÞ:Tr(1M;i
ìOPP-RTW

t.00

,ioPæiLâlvl

.704**

W:hirir I

.609**

BRG

WES.PC

.542**

WES.SS'

4R¿**

\ry"Es,:A',',r',

.517**

l'[/orker participation and RTW

wUs:lt.:

1.00

.555**

WES.WP.

595**

.327i*

t.WESrG.i.l.,t.,,,r

DcM:,.,i

.536**

't <<* *

iWßS:Ctl:::r,ìr':

.460**

.405**

.\rylESInn.:j j::':

.442**

.2gg**

WES.C0Ír,ìrii' ì

542**

339**

RN

-.359**

146**

1.00

563**

233**

RT,W, :.,.

.lìIlCin

.533**

.437**

.191**

'lrl l,:l-l lrlR':l |l

.548**

.226**

350**

.477**

.390**

RìIfr.rl( lN:l

.410**

MSKGEN

id6* *

2ßl **

.616**

OTII..INJ

O?.F:Il,aM:, r

.189**

1.00

Hosta l

.358**

';lll{: i :: 1. -1:,ìi

,348* *

-477**

.368**

.442**

c()MM

-424**

181 "*
.270**

TII\,IELS (3
rvk!) ';.: ',

476**

-.237**

.335**

.178**

WESI ]

5J5"'

.362**

.267**

202**

1.00

.301**

.229**

.637**

.281**

)dK*i

1))**

-.296**
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'to

W.E-S+C::

4X7xx

I
186**

.125*

.218**

411**

.286**

.2ggÈ*

1.00

314**

.339**

-.152*

.796**

ìtv,Es:s-qì

-.157*

.1.36**

.265**

185**

.203**

.192**

.173*É

^)o**

.359**

-.195* *

287**

a1a**

1.00

.264**

WES"A

27 6**

-.213**

.195**

-.126*

.385**

.4l g**

.220**

.309**

362**

-.171**

.296**

-.121*

.294**

-.211**

WNS:TO

1.00

.443**

.649**

.183**

.540**

.157*

,340**

.446**

-.143*

.324**

-.1 88**

-.204**

677**

1.00

.495**

.448**

.162*

432**

.479**

-.181* *

q21 **

.142*

.306**

-.153*

.121t

.397**

1.00

.5I1**

.189**

.332**

-.L6',7**

-.165**

41fi**

.240**

-.145*

-.334**

_ ) l'r**

.245**

.603**

23qi*

.151*

r.00

505'"

.124"

.339**

.268**

-.150*

-.1

.309"o

t5*

-.154*

206*x

.449**

-.123*

.249**

-.191*k

1.00

.148*

216

-.124*

.532**

.223**

-.146*

.296**

.306**

-.138**

.125*
-.203*
.131*



Table 41, continued

.{ìì,8;N t 
' 
fi;l{

AG
I\4ìi\RITAIJ

Bì

FAÙÍILY:
¡:Y,,REXP

IVES-W?i,',,

AìCURR,
SA
EDUC:: ',

tARY

SlZttìW¡P

\ryES:Clt,

TVFEWP':."
.SELFEFF 

"OPP-.ttOC,

'tlPP-AcSLri: '

OPP;SD :'i:,::.

WtS;Ctl

OPPiSTRG
OPF.ERG,'

Worker participation and RT[4/

'.lOPP¡DCM
OPP:IITIV.
OPP-I;âÌV[:, :.]

!VfdS-'l: :- .¡,::

WES:IirÍr

iWIìlSrPl

lVES:SS
WTS.A
WES:TO:."''''
IVES:WP,

W.E.ìSjAÞr-r.rl

lvrlìs (l'. i,:.1

WES:€tl.:rr,'.;.,:r

. WESInn
WFiS:(.iom

RN'; : - ''

Iilil

RN,:l

tICA

-.374**

PROT'

OTTIER.IB
BACKINJ

-.251**

tVIS.I(GUN

71 0**

ltcA:

.( ):liH.lNJ

-.206**

t.00

[I()Sì)

.291**

PCH

-.130*

.322**
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.COMM

,433**

,,TIMELST(3r
lvks)

PROF

.226**

r.00

-.162**

OTH.JOB,

.126*

.121*

1.00

.316" *

.19'¿-*
-.164*t

-.1

t.00

74**

-.129*

-.126*

-.188**

1.00
-.469**

-.128*

-.336**

.124*

-.378**

1.00

.2gl**

-.265**

-,217**

1.00

-.283**

-.214**

.140*

.200**

1.00
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Table ,A.1, continued

G'ENDER
AGE
MÄRITÀL
F'AÑIIIJY

,¡YR

BACK, .:.,
fNf ;.i:"' 'ì.i:'.,

YIì.CURR
EX]Ì

.:$[[,df{f r¡:

F"DIil]
..:SIZI¡lWP

irY,ÌEwP
qFif,rEü'.'lÌ.F

ìi.jOPP.nPOC

IVISICGEN

,r.OPP.:AcSI

Worker participation and RTW

OPP.:SD
OFP'STRGT':
OP..P:ERG

OTII;iINJ:

oPP:DCM
ii,oPP.:rlt:llil
OPP:LàJVI
wtts,t
wiEs.PC
WES.SS

,;'ìlil':trES.A

w.ss.:f,o ,'

HOSP.'

wEs.wP
wÐs.c
WES:Ctl
lWESInn','.
r.,WESrCom

COMNI:

I.RN,;,..,..

H(
:r'lìROl

A

O:IIIERJB
BidCKINJ'

PCH'

NISI(GEN

Friesen, 2004

OTH;INJ:
:.H.OSP

rPCÍr

CONJNI
TIMELS (3 rvla)

TIMELS

1.00
-.2r3**
-.195* *

.583*ù

l.0U

-.141*

383**

1.00

.261**

1.00

-.516* *

-.705**
1.00
-.1 89* * t -{ì0

-.I42*

2t8

1.00



FACTOR ANALYSES

A number of factor analyses (FA) were applied to both the employee data and the

manager data, using various groupings of variables. Following the initial factor analysis using all

variables, it was clear that some type of selection process would be needed to clarify the

constructs being examined. The patterns that emerged from this initial factor analysis reinforced

the systems model of RTW since it identified components related to workplace, worker, and

injury. Although one component may have reflected the construct of worker participation, it was

determined that a simpler model to clarify the construct of worker participation would be more

helpful.

The initial factor analysis (using all variables, non-rotated) resulted in 13 components

with an eigenvalue of 1 or higher Table A2). An examination of the components matrix and the

scree plot (Figure A1) showed there were five components that accounted for approximately

4B%o of thevariance. In order to further clarify patterns among the variables, a varimax

orthogonal rotation was applied, then an oblique rotation analysis (l'{oman & Streiner, 1999-b;

portney &'Watkins, 2000). The oblique rotation appeared to present the clearest patterns among

the variables (Table A3) and resulted in five components accountingfor 48o/o of the total

variability.

Worker participalion and RTI(

Friesen, 2004 2t9



lT/orker participation and RTll

Table A2 Factor Analysis of Employee Variables (Principal Components)

Component

I
2

J

4

5

6

1

8

9

10

ll
12

13

hitial Eigenvalues

Total

.639

.334

.806

.303

.166

.718

.630

.537

.296

.2',78

.187

.049

.002

o/o ofYanance

19.097

10.835
'7.016

5.7 5',7

5.4t6
4.295

4.074

3.844

3.241

3.194

2.968

2.622

2.506

lumulative %

All the OPP-E themes and all except two of the WES themes (work pressure and managerial

control) loaded onto Component 1. Since the two scales, OPP and WES, were designed to

measure aspects of workplace culture such as safety, ergonomics, and supervisor suppofi, this

component was labeled "worþlace cultuïe". Component 2 appeared to load primarily on the

,'type and size of worþlace". Since the hospital, by "type of worþlace" category, employed the

largest number of people represented by this sample, it was also the major variable represented

on this component. Component 3 appeared to reflect age and years of experience as the major

factor, and was termed as the "worker age" or worlçer demographic factor. Component 4

reflected the back injury variable as well as the treatment and time loss variables, and was

termed the "injury" factor. Component 5 loaded primarily on the RN, or "occupation" vadable,

which, in this context, was also reflective of highel salary and higher education. Several of the

WES thernes (involvement, peer cohesion, autonomy), specifically those that might reflect

"workplace participation", were part of the fifth component as well as part of the first

t9.091

29.933

36949

42.106

48.r22

s2.418

56.492

68.335

63.576

66.770

69:739

72.361

74.867

Extraction Sums of Squared Values

Total

7.639
4.334

2.806

2303
2.166

% ofVa¡iance

t9.097

r0.83s

7.016

5.157

5.416

Cumulative o/o

19.091

29.933

36.949

42.106

48.122

component.
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Worker participation and RTtü

Table A3 Factor Analysis for Employee Variables - Oblique Rotation

Gender IAse I

Single/ma I

None/Chld I

YR.EXP I

YR.CURR. I

salary |

education I

TYPE-WI( I

SEI.F-EFF I

OPP-POC I

OPP-AcSL I

IoPP-Sdil 
I

oPP-Strg 
I

OPP-ERG I

OPP-DCM ]

OPP-RTW

OPP-LaM

WES-I
WES-PC

WES-SS

WES-A
WES-TO
WES-WP

WES-C
WES-CtI

WES-Inn
WES-Corn
Nurse

HCA
Backlnj
Community
Hospital
PCH

MskGen

Otherlnj

OtherJob -

TIMELS
Tmloss-3 wks
Size wkplace

Workplace Culture

I
Tvne of Workplace

)
Component

276
t4l
165

Worker Ase
3

.169

.761

.7 s9

.660

.68'7

.621

.655

.641

.672

.563

.766

.508

.614

.370

.80 1

.225

.615

.505

110

116

925

704
205

754

726
313

4

Iniurv

119

t7t
135

Occuoation

5

137

-.291

.204

.2t1

.2t5

.l 13

.5s3

.606

.22',7

-.110
-.225

-.123

-.1 81

14',7

111

2s2

262

.272

.151

.231
-.242
-.207
-.219
-.223

-.119

.198

-.320

-.112

-.243

.302

.166

.102

.190

.114

¿J3

247

270

-.199

.1 13

-.141

-.591

.938

-.619

.200

.t46

.136

.725

Friesen, 2004

.134

.104

.)J I

.456

.143

.36s
.JJ I

.3s6

.129

.307

.633

.172

-.IJJ

.712

-.619

-.¿ tJ

-.121

.274

.t67

.409

.854

.869

-.141

-.t'70
-.178

221



These five components may all be said to fit within the theoretical model of RTW (Figure

3, Chapter 2) ínthatthey are located within the model' Two of the components reflected the

importance of the worþlace in the frlsdsl-"l/orþlace culture" and the "type and size of the

workplace,,. Two of the components reflected the importance of the worker characteristics' i'e'

,,age,, and.,occupation". one component reflected the importance of the injury and could also be

termed a worker variable i.e. the injured worlçer. The other variables and systems in the model

such as the insurance or hearthcare systems do not appear to be reflected in the factor analysis.

Another factor analysis was applied to all the variables with a selection of respondents

that had a time-loss injury of more than 3 weeks. Non-rotated, this analysis resulted in 11

components with an eigenvalue greater than 1, accounting rot 83o/o of the variation' Examination

of the scree plot (Figure A3) suggested a cut-off point at 5 components, accounting for

approximat ely 59Yoof the variation (Table A7). The component labeled "workplace culture"

reflected themes associated with ail the opp-E themes and wES themes with the exception of

managerial control and with a negative loading of work presswe' Component 2, termed "type of

workplace", was primarily loaded onto the type and size of workplace, as well as the family

status variables of marital status and children. The third component, labeled "worker", appeared

to be driven by worker demographic variables of age, years of work experience' Salary'

education, and by the injury variables of back injury and other musculoskeletal injury'

component 4, labeled "occupation", appeated to be loaded pÏimarily onto gender' health care

aide, disability case management, and negatively loaded onto the RN or nulse variable as well as

the WES themes of involvement, peer cohesion, supervisor support, and autonomy. Component

5 could be labeled the "injury" factot and was driven by the back injury and personal ca¡e home

variables and negatively by other injuries and other jobs.

Vy'orker particiPation and RTII/

Friesen,2004
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Because all components in this factor analysis, which was restricted to include only cases

that had injuly loss greater than three weeks, were similar in conf,rguration to the initial factor

analysis that did not discriminate based on time-loss injuries it was determined that it did not

reflect any potential differences between the injured workers and the non-injured workers.

ïï/orker participation. and RT'til

Friesen, 2004 ¿¿)



lMorker participation and RTt4¡

Table 44. Factor Analysis with Time-Loss > 3 Weeks - Oblique Rotation

SELF-EFP
OPP-POC

OPP-AcSL

oPP-Sdil

OPP-Strg

OPP-ERG

OPP-DCM

OPP-RTWO

OPP-Lam

WES-I

WES-PC

WES-SS

WES-A

WES-TO

WES-WP

WES-C

WES-CtI

WES-Inn

WES-Com

Gender

Age

Single,4\4a

None/Chld

YR.EXP.

\.R. CURR.

salary

education

TYPE-WI(

Nu¡se

HCA

Backlnj

Communiry

Hospital

PCH

MskGen

Otherinj

OtherJob

Workolace Culh¡re

1

.802

.173

.800

.822

.810

.716

.767

.727

.671

.461

.718

.64'l

.129

-.641

;744

.t4s

.602

.379

.346

-.249

.138

.145
-.232

.t23
-.160

-.260

.145

Tr.ne of Workolace

2

Component

138

1

Worker
.¿tJ
.142

.292

.243
a<A

4

C)ccuoation

t5'7

108

-214

-.139

.106

. 103

.136

.361

.t99

.256

-.512

-.523

-.370

.514

-.258

-.t75
.352

-.201

.s40

145

-.235

-.35',7

-.378

-.s97

:l8l

5

.t

Inirnw

-.111

-.234

-.17234

.432

.230

.260

.i68

.192
-.135

-.JIJ

-.1 53

.152

.215

.351

.s35

314

.t69

.204

.194

-.390

.101

Size wþlace using
I nafeoorieq

.536

-.209

.227

.660

;778

.s45

.347

-.128

-.1 83

-.603

-.249

163

.539

.18 i

.914

.312

.r22

.620

-.930

.624

.259

-.245

.ZJJ

-;t0'l
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.149

.198

.130

.335

.105

.37s

.194

-.234

.30s

.125

.696

-.291

.418

-.249

-.663

-.514

.150

.121

.191

224



Figure Al Scree Plot for Factor Analysis of Employee Variables
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l4/orker participation and RTLV

Figure A2 Scree Plot for Factor Analysis of Three Measurement Scales
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Table A5 Factor Analysis of Tluee Measurement Scales

Component

I
2

J

4

5

6

1

8

9

10

1l
12

13

T4

15

16

17
18

19

Initial Eigenvalues.

Total

7.4t0
2.062

1.355

t.336
1.01 I

.803

.'714

.615

.536

.5 15

.415

.371

.3 5s

.317

.282

.210

.243

.2tl

.180

%o of
Variance

39.000
10.852
'7.r29

7.032
5.320
4.224
3.760

3.236
2.821

2.709
2.184
1.955

1.870

|.669
1.486

1.419

r.279
1.109

.947

Cumulative %o

Worker participation and RTI|I

Ex raction Sums of Squared Loadings

39.000
49.851

56.981
64.013

69.333

73.s57
77.317

80.5 53

83.374

86.083

88.267

90.221

92.091
93.760

95.246

96.66s

97.944
99.0s3

100.000

Total

7.410
2.062
1.3555

1.336

1.01 I

oÂ of
Variance

39.000
10.852

7.129
7.032
s320

Cumulative %

39.000
49.8s1
56.981

64.013
69.333
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Table A6 Factor Analysis of Measurement scales -oblique Rotation

SELF-EFF
OPP-POC

OPP-AcSL

OPP-Sdil

OPP-Strg

OPP-ERG

OPP-DCM

OPP-RTW

OPP-LaM

WES-I

WES-PC

WES-SS

WES-A

WES-TO

WES-WP

WES-C

WES-CtI

WES-Inn

WES-Cont

I

RTW

.203

.274

.3 10

.435

.352

.891

.915

.961

-.112

.l'75

.108

.105

.285

Worþlace Culture

2

I|lorker participøtion and RTIil

Component

.463

Work Stess

.t

-.JJÒ

-.535

-.471

-.J TJ

-.451

Managerial Control

4

.857

.819

.s51

.488

:787

.r94

.445

.527

.307

.185

.351

.293

.138

SelÊefficacy

5

.l 15

-.328

-.109

.91'7

-.515

-.442

.9s6

.239

.168

.255

.1 19

-.191

-.505

.280

.205

.282

.827
aaa

.126
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able A7 F'actor]F

SELF-EFP

OPP-POC

OPP-AcSL

oPP-Sdil

OPP-Stg
OPP-ERG

OPP-DCM

OPP-RTWO

OPP-Lam

WES-I

WES-PC

WES-SS

WES-A

WES-TO

WES-WP

WES-C
\^/ES-Ctl

WES-Inn

WES-Com

Gender

Age

SingleÀ4a

None/Chld

YR.EXP.
YR. CURR.

salary

education

TYPE-WK
Nu'se

HCA
Bacldnj

Community

Hospital

PCH

MslcGen

Otherinj

OtherJob - non

RN, nonHCA
Size wkplace using
I ¡afponriec

Anal 15 Wlln Ilme-LOSS > J WeeKS - tJDllcluehTi

1

Loss>3Weeks-Obli

.802

.773

.800

.822

.810

.716

.767

.727

.611

,461

.718

.641

.129

-.64r
;744

.145

.602

.379

.346

-.249

.138

.145
-.232

.123

-.160

-.260

.t45

2
Conponent

Worker participation and RTII

138

3

Rotati

.213

.142

.292

.243

.254

orl

-.157

-. i08

4
.214 

|

-.1 3e I

106 
I

.103 I

.136 I

.36t 
I

.1ee I

I

.2s6 
|

-.512 
|

-527 |

-370 ]

.514

-.258

-.17s

.352

-.201

.540

r45

-.235

-.357

-.318

-.59'7

.781

.13

5

-.111

-.234

-.1'.72

.169

.204

.194

-.390

.101

.s36
-.209

.227

.660

.718

.545

.347

-.128

-.1 83

-.603

-.249

t63
.539

.181

4

.432

.230

.260

.168

.192

.135

.313

.153

.152

.2',75

.351

.53s

374

.914

.312

.122

.620

-.930

.624

.2s9

-.245

.233

-.707
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.335

.149

.198

.130

.105

.375

.194

-.234

.305

.125

.696

-.291

.418

-.249

-.663

-.5t4

.150

.121

.191
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Figure A3 Scree Plot for Factor Analysis of Employee Variables with Time-Loss > 3 Weeks
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lTlorker participation and RTII

Annendix VIII Ethics Approval Letters
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UNIVERSITY
or MANIToBA

PrincÌpal Investigator:

Protocol Title:

BANNATYNE CAMPUS
Research Ethics Boards

The following are approved for use:

Ms.lVlargaret Friesen

¡ Research Proposal, dated March 2000. Coyer Letter to Managers, dated tr{lay 7,2001o Cover Letter to Workers, dated May 11, 2001o Informed Consent Form (Survey), dated May g,2001
¡ Informed Consent Form (Interview), dated May 9, 2001o Employer Survey
¡ Employee Survey

workplace organization, worker participation and return-to-work

AppRovar, Fonu

The above was approved by Dr. A.Katz,chair, Health Research Ethics Board, Bannafyne campus, university ofManitoba on behalf of the committee per your lette¡ received May g, 2001. The Research Ethics Board isorganized and operates according to Heàlth-canada/ICH Good clinical Þractices, i¡-co*ril policy statement,and the applicable laws and regulations of Manitoba.

This approval is valid for one year only. A study status report must be submitted annually and must accompanyyour request for reapproval. 
_ 

Any significant changes of the protocol and informed consent form should bereported to the Chair for conside¡ation in advance of i-mplementaiion of sucn .rrunj"r. The REB must be notifiedregarding discontinuation or study crosure. r ¡¡w rúu uuùr uç 'u

This approval is for the ethics of human use only. For the logistics of performing the study, approval should besought from the relevant institution, if required.

Sincerely yours,

Protocol Reference Number: H2001 :04g
Date: May 9,2001

P 126 -7 7 0 Bannatyne Avenue
lVinnipeg Manitoba
Canada R3E 0W3
Tel: (20a) 789-3255
Fa.x: (204) 789-3414

Alan Katz, MB., Cb.B_-¡4Sc-}CCFp, FCFP.
Chair,
Health Research Ethics Board
Bannatyne Campus

Please quote the above protocol reference number on all correspondence.
Inquiries should be directed to the REB Secrerary
Telephone: (204)789-3883 / Fax: (204)7ïg_34t4

www. uma nitoba. calfacul ties/medicine/research,/e thi cs



U¡IIVERSITY
or MANIToBA

Principal Investigator: Ms. Margaret Friesen

Protocol Title:

BANNATYNE CAMPUS
Research Ethics Boards

The following is/are approved for use:

¡ AnnualApproval

Workplace organization, worker participation and return-to-work

The above was approved by Dr. A. Katz, Chair, Health Research Ethics Board, Bannatyne Campus, University of
Manitoba on behalf of the committee per your letter dated Octob er 17,2002. The Research Ethics goaid is organizedand
operates according to Health Canada.[CH Good Clinical Practices, Tri-Council Policy Statement, and the applicable laws
md regulations of Manitoba. The membership of this Research Ethics Board complies with the membershii iequirements
for Research Ethics Boards defined in Division 5 of the Food and Drug Regulations.

This approval is valid for one year only. A study status report must be submitted annually and must accompany your
request for re-approval. Any significant changes of the protocol and informed consent form should be repoùed tó the
Chair for consideration in advance of implementation of such changes. The REB must be notifiêd regarding
discontinuation or study closure.

This approval is for the ethics of human use only. For the logistics of performing the study, approval should be sought
from the relevant institution, if required.

Sincerelv yours,

AppRovar,Forur,l

P 126-77 0 Bannatyne Avenue
Winnipeg, Manitoba
Canada R3E 0W3
TeL (20a) 789-32s5
Fax: (204) 789-3414

Protocol Reference Number: H2001:048
Date: October 22,2002

Alan Katz, MD., Ch.B., CCFP, FCEP
Chair,
Health Rese arch Ethiev¡ny¿m-
Bannatyne Campus

Please quote the above protocol reference number on all correspondence.
Inquiries should be directed to the REB Secretary
Telephon e : (204) 7 89 -325 5/ Fax: (204) 7 S9 -3 4t 4

www. umanitoba.calfacultiesi medicine/researchL./ethics



October 3,2001

Ms. Margaret N. Friesen, M.Ed., B.O.T., PhD Cærd.
School of Medical Rehabilitation
Faculty of Medicine
T 2 5 8 -7 7 0 B annatyne Avenue
IVinnipeg, Manitoba
R3E 0W3

Dear Ms. Friesen:

I am pleased to inform you that your request for research access to the Victoria General Hospital
has been approved. You may proceed with your study on the understandiig that:

1) Any significant changes in your proposal will be submitted to the attention of the
Department of Research & Evaluation prior to implementation.

2) You notify us when your data collection is complete. This information helps us to
coordinate research access requests and minimize competing demands of research
studies on patients and hospital staff time.

3) The resea¡ch investigations rvill provide the Victoria Generai Hospital with a
srunmary report of the research findings upon completion.

4) Jason Marchand, Chief HR Office, Victoria General Hospital (477-3310), Mike Mencik,
HR Coordinator, (477-3251), and Norma Fonge¡ Staff Health Nurse, (477-3322) will be
your site contact people. Mike Mencik and Norma Fonger wili be the staff that will assist
you concerning the surveys.

Please feel free to contact me should you have any questions, concems or encounter any site related
difficulties during the course of your data collection. V/e wish you success with your study.

Re: Access to Victoria General Hospital for Study Entitled
úo\Mork Oreaniation. Worker Particination and Return to work"

VICTORTA
GENERAL
HOSPITAL

Deparknent ofResearch
and Evaluation

2340 Pembina Highway
Winnipeg, Mb, R3T 2E8

,@

Sincerelv

Ben Berkal
Acting Director
Departrnent of Research & Evaluation

BB:eya

cc: Dr. J.D. Scunah R. Racette
D. Brown
J. Marchand
M. Mencik

B. Brundson-Clark
N. Fonger



1. Survey Participants (Employee and Manager) and
2. Interview Participants

lï/orlcer participation and RTlt

Appendix IX Information and Consent Forms
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U N IVE RS ITY
oe MANIToBA School of Medical Rehabilitation

RESEARCH PARTICIPANT INFORMATION AND EON$ENT FORM

Tiüe of Sü'tdyl Workplace organization, worker participation and relurn-to-work

Principal lnvesligator:
Itfargaret N. Friesen,
Divlsion of Qccupational Therapy, University of Manitoba,
T258 - 770 Bannatyne Ave. Winnipeg, RgE OWg. phone:

Co{nvestigatorc:
Thesis advisory commfrtee:
Dr. Annalee Yassi, universig of ñ¡lanitoba, community Heatth sciences.
Dr. Juliette cooper, university of Manitoba, school of tvleaica¡ Rehabilitstion
Dr. Tom Hassard, university of Manitoþa, Gommunity Heatth sciences.
Dr. Ted Redekopp, Manitoba Labour, Workplace Safety and Health

Faculty of Medicine
T258 -7 7 0 Bannatyne Avenue
Winnipeg, Manitoba
Canada R3E 0\,V3

Telephone (204) 7 89-3897
Fax (204) 789-3927

lFtroduct¡on
You are being asked to participate ín a research study. Please take your time to review this consent
form and- discu$ç any questions y_ou may have with the investigator. You may take your time to rnake
your decísion aöout participating in this study and you may disóuss it with yoirr fiiends, family before you
make your decislon. This consent form may contain worCs that you do not understanO. P¡eade asi tné 

-
investigalor to explain any words or information thåt you do not-clearly understand.

Purpose ofStudv
The purpose of this research study is to, examine what are the relationshîps between organizationaf
structures in the workpþce., wgrker participation (in the organ¡zst¡on and in retum-tøwoik (RTVy), and
RTW ot¡tcomes. Specifically, the study will seek io answei the following questions:

What are the relationships of worker participation to retum.to-work withln the context of
the organizational structures in the workplace?
What is the experience of worker particiþation in retum"to-work byworkers who have
experienced time-loss injury within the past yeâf?

A total of gopro¡dmatelv 1300 participants will participete in this study.

Informøtíon and Consent Fom* Worþløcc organìzdìon
FormA (Survey), Møy 9, 2001

Participant initials

Page I



Studv procedures
This study will consist of filling in a questionnaire about your workpface and its policies and
practices in workplace safety and health and managemént of work-related injuries.

Your particípation in this study is completely.voluntary, and you can refuse to answer any
question or stop participating at any time without any negatiúe consequences to your¡ob or your
care.

A summary of the results of this study will be available for publicatíon in your uníon's newsletter
or in the Workplace Safety & Health newsletter. You may also request a written summary dirãc1y
from the researcher.

Risks and Discomforts
There ãre no 1s.kg.to your physical safety in this study. You may experience some difficulty or
discomfort in thinking about the answers to the questions. Pleaðe bà aware that your partiãipãtion
in this study will not be discussed with anyone in your workplace or your union. lí you'have '
concems about answering any of the questions, please cali the researcher to discuss them.

Benefits
You may or may no-t benefit by participating in this study. We hope the information leamed from
this study will benefit other workers.

Costs/Pavment
There are no costs to your participation in this study and there is no payment for participation.

Confidentialitv
lnformation gathered in this research study may be published or presented in public forums
(using grouped data), however your name will not be used or revbaled.

All questionnaires will be coded by number and the retumed questionnaires will be stored
separately frgl any identifying informatíon. All information wiil be stored in a locked file cabinet
inalockedoffice.Followingthestudy,theoriginalSurVeydatawillbedestroyed'

ln some types of research such as that in which participants share information about infectious
diseases or reportable crimes, your personal infórmatiòn may be disclosed if required by law.

organizations lhat may inspect andlor copy your research records for quality assurance and data
analyses include the thesis advisory comm¡ttee and the Uníversity of trliannóba Health Research
Ethics Board.

Voluntarv Participation/Withdrawal from the Studv
Your decision to take part in this study-is votuntary. You may refuse to participate or you may
withdraw from lle study ateny time. Your decision to not pãrticipate or'to w¡thdraw from the'
study wi l l not affec,t you r iob oi care fñññnã'äñlãv wev,

Questions
You are free to ask any questions that you may have about your treatment and your rights as a
research participant. lf anv questions come up during or after the study contact ihe reslarcher:
Margaret Friesen at

Informalìon and Consent Form, IïorþIøce o¡ganízúìon
FormA (Survey), May 9, 2001

Participant initíøls

Page 2



For questíols about your rights as a research participant, you may contact The University of
Manitoba, Bannatyne campus Research Ethiis goard onice at (io¿) z89-gg89.

Do not sígn this consent form unless you have had a chance to ask questions and have received
satisfactory answers to all of your questions.

Statement of Gonsent

I have read this consent form. I have had the opportunity to discuss this research study with
Maroar.et Fríglen ( __- --:.1. I have had my qúestions ãnswered by her in ranguatãi-
undestand. The risks and benefits have been explained to me. I understand tñat iwill keep a
copy of this consent form after signing it. I understand that my participation in this study is
voluntary and that I may choose to withdraw at any time. I fró¡y agree to participate in this
research study.

I understand that information regarding my personal identity will be kept confidential, but that
confidentElity is not guaranteed. I authorize the inspection ôf any of my records that relate to this
study by The University of Manitoba Research Ethics Board for {uality assurance furpos"s.

By signing this consent form, I have not waived any of the legal rights that I have as a participant
in a research study.

ParticÍpant signature

Participant printed name:

Date:

Parent or guardian signature

Parent or guardian printed name_
Date

Informúíon ønd Consent Form, WorþIace organízúíon
FormA (Survey), May 9, 2001

Participant lnitials

Page 3



ffiÀEtg
[/NIVERSITY
or MANIToBA

Tide of Sftrdy:

School of Medical Rehabilitation

Principal lnrrestigator:
Margaret N. Friesen,

liv-i¡io n_gl O_ccu pat i o n a I The ra py, U n ive rs ity of M a n ito ba,
T258 - 770 Bannatyne Ave. Winnipeg, R3E OW3. phone:

Co{nvastigators:
Thesis advisory commfttee:
Dr. Annalee Yassi, university of Manitoba, community Heatth sciences.
Dr. Juliette cooper, university of Manitoba, school oín¡ea¡cal Rênrn¡mat¡on
pr' fomlassard, universrty óf Manitoba, iommunity Hearth s"tànces.
Dr. Ted Redekopp, Manitoba Labour, workprace sarátv ãno Heann

lntroduct¡on
You are being asked to participate in a research study. Ptease take your time to review this consent
form gnd. discuss any questions you may nave w¡th tJie invãstilator. Vou mai tJnJyour time to makeyour decision about participating in this itudy and you may o¡iãuss Ít with ioú.iri"nä", family before youmake your decision. This consent form maybontain woroitnatyou do not undestand. ptease ask theinvestigator to explain any words or informätion that you oï not clearly understand.

Purpose of Studv
The purpose of this research study is to examine what are the relationships between organizationatstructures in the workpþce., wgrker participation (in the orgãnì=àion and ín retum-to-work (RTW), andRTW outcomes. speómcady, the stüdy w¡il seek ìo .n*"iìr'" ioilowing quest¡ons:

What are the.relationships of worker participation to retum-te.work within the context ofthe organízational structures in tfre wörtptaäee
What is the experience of worker particiþation in retum-to.work by workers who haveexperienced fime-loss injury within the pa$ year?

Studv orocedures
This study will consíst of an interview with the investigator which will take about one to 1%hours. The interview will be audiotaped. You will ¡e àilø to ta¡r aoor¡t vo*Lrær¡ence ofhaving a work iniury and the proces's of coming baok to work. rr¡e maiñ quËstion wiil be;

"Please describe your experience in recovering fmm your work-related injury. Tell me about
how you were involved in keeplng up to dale with informat¡on, oimâËing oecisions aboutyour tæatment, and rehabilltation to help you get back to work.'

RESEARCH PARTICIPANÎ INFORMATION AND CONSENT FORM

workplace organization, worker participation and return-to-work

Faculty of Medicine
T258-77 0 Bannatyne Avenue
lVinnipeg, Manitoba
Canada R3E 0W3
Telephone (204) 789-3897
Fa.x (204) 789-3927

Informøìon and Consent Form, lïorþløce organìzdion
Form B (Intenti*t), May g,2001

Pøticipant initials

Page I



Your participation in this study is com.ptetely.voluntary, and you can refuse to answer anyquestion or stop participating at any t¡'me wítrrouiánviegatiúe consequ;;. to your job or toyour care for your health.

A summary of the results of this study will be available for publication in your union,s newsletteror in the workplace safety & Heatth ñewsletter. Voïmv atso request 
" 

*n'tt"n summary dírec¡yfrom the researcher.

Risks and Discomforts
There are no risks to your physical safety. in.this study. Yo.u may experience some difficulty ordiscomfort in thinking about t-he answersto tne quesiíóns in the survey. please be aware thatyour participation in this study will not be discusied with anyone ¡n voïr wã*place or your union.

Benefits
You may or maynot be benefit by participating in this study. w" nop" the information learnedfrom this study will benefit other workers.'

Gosts/Pavment
There are no costs to your participation in this study and there is no payment for participatíon.

Confidentialitv
lnformation gathered in this research stuov 

T.av be published or presented in public forums,(using grouped datat) however your name wiil ñot bå useo or reveared.

All questionnafres will.be.c-oded by number and the retumed questionnaires will be storedseparately from any identifying iniormation. All information w¡il be stored in a locked file cabinetin a locked office. All audiotapLs will be 
"r"æã 

i"iÑi;ö comptetion of the study.

ln some types of research such as that in wligh participants share information about infectiousdiseases or reportable crimes, your personal infórmatién may be discloséd ìi'iequireo by law.

organizationsthat may inspect and/or copy your research records for quality assurance anct dataanalysis include the thesis advisory comril¡ttäe and the university of Manttoba Health ResearchEthics Board.

Yourdecisiontotakepa@tary'YouJnay.r.e.fusetoparticipateoryoumay
withdraw from the study at .ny tir"..

Questions
You are free to ask any questions that you may have about your treatment and your rights as aresearch participant. rf any questions come up ouring or atter tt, üuãv ãiìrl'ou nave aresearch-rerated injury, contact the researcnèn marþaret Friesen at

For questions about yo^ur rights as a res€ar.ch participant, you may contact rhe university ofManitoba, Bannatvne camþus Research Eth¡ds eoaio ôfiíce at fzo+i üõ-gääg.

Do not sign this consent form unless you have had a chance to ask questions and have receivedsatisfactory answers to all of your quéstions.

Informøínn and Consent Form, lïorþloce organízatìon
Form B (nterview), May 9, 2001

Participant initials
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Statement of Gonsent

I have read this consenr rorm- t have had the opporfunity to discuss this research studywittt Marsaret Fríesen L+ ). I have rraa my óuest¡ons ãnswered by her in tanguage Iunderstand. The risks and benefits have been eiplaineo to me. I undershnd that I will begiven a copy of this consent form after signing ¡t. ¡ unoerstand that rv párti.ipation inthis study is voluntary and that I may choãse lo withdraw at any time. I h""ryãgr"" toparticipate in this research study.

I understand that ¡nformat¡on regarding my personal identity will be kept confidentiat, butthat conridentialitv is not guaranteed. iauthär¡ze the inspáil¡on or 
""t;i;t';;cords tharrelate to this study by The university of Manitoba Reseaich Ethics È*rd iäí qu.l¡tvassurance purposes.

By signing this consent form, I have not waived any of the legal rights that I have as aparticipant in a research study.

Participant signature

Participant printed name:

Date:

form.

Parent or guardian signature

Parent or guardian printed name:

Date:

fnformúíon and Consent Form, Workplace organìzúíon
Form B (Interview),luÍay 9, 2001

Participant initials

Page 3



lVorker participation and RTïl

Annendix X Letfers of Sunnort from Unions

Friesen, 2004 ¿J)



Wínnipeg Regional
Health Authority

August 16,2000

Oftice régíonal de la
santé de Winnipeg

Ms. Janice Meszaros
Community Initiatives Program and

Research Officer
'Workers' 

Ccrnpensation Board
333 Broadway
WINNIPEG, MB R3G 1M2

Dear Ms. Mesza¡os:

RE: WORK ORGA¡üZATION, \ilORKER PARTICIPATION & RETIIRN TO WORK
RESEARCH PROJECT BY MARGARET N. FRMSEN

This letter is in support of the proposed resea¡ch study that addresses an important issue in
occupational heatth - that of return-to-work for injured workers and how lve can address this
most effectively in the worþlace and by greater involvement ofthe worker. One of the goals of
the WRHA is to bring down costs in worþlace injury and to develop pro-active programs in
injury prevention, early retum-to-work and accommodation for work disability.

I believe that this research combined with Dr. Yassi's proposal for assessment and development
of a coordinated occupational health strategy for the WRTIA witl give us-the essential tools to
meet our goals in this a¡ea.

Yours very truly.

Ì¿C,1,-Í55'la::c- S:.
i';.'::'ceç. Ila-::o:.¿
D:^ rv. ari r1.,-r- !: ' Lrr.4-r.-

':. 20;:':r:o.7if,:
::, li.l 

" 
c.l: ?n¡1:

s't1'ì?4:ñ¿ -3 a!

W"h" K. Byron,
Vice President Human Resources

:ah
c.c. B. Postl, CEO WRHA

K. Grant-Hill, Coordinator Disability ManagementÆIealth & Safety
M. Friesen



Manitoba
Government
and General
Employees'
Union

60I-275 Broadnay
Winnipeg Manitoba
Canada R3C4Nl6

Tet (204) 982-6432

Fax (204) 942-2146

l-800-262-889r
www.mgeu.mb.ca

The Pas
Tel: (204) 623-6766
Fax (204) 623-3229
r-800-390-3954

Dauphin
Tel: (204) 638-5322
FÐc (204) 638-9825
l-800-25t-4381

Brandon
Tel: (204) 571-4.170
Fa:c (204) 571-4472
r-800-848-7074

Pofage laPrairie
TeL (204) 239-8690
Fa* (204) 239-8692
r-800-204-4186

Selki¡k
Tel: (204) 482-7801
Fax (204) 785-8653
1.-800-882-96r3

Ihompson
Tel: (204) 778-4383
Fax (204) 677-2924
L-800-250-224/.

May 23,2001

Dear Member:
,',

The prevention and management of work-related injuries is a prime /
concern for MGEU members, especially those working on the "front-
lines" of health care. That's why we felt it was important to work in
cooperation \¡/ith the School of Medical Rehabilitation to ensure
research into this area reflects as broad and accurate picture as possible.

'We 
believe that the information gathered from you, our members, can

help both unions and employers in their efforts to improve workplace
health and safety programs throughout the province. All ans\ryers will be
kept stictly confidential.

If you have any questions or concerns, please feel free to call Brenda
Hasiuk at

In Solidarity,

Peter Olfert
MGEU Prestdent

@2 @
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ffi opercting EnE¡ineers oÍMqnitoba

August 24h,2OOO

Ms. Janice Meszaros
Director, Community lnitiative
and Research Program
Workers Gompensation Board of Maniùoba
333 Broadway Avenue
Winnipeg, Mb. R3C 4W3

Ðear Ms. Meszaros:

Re: Prolect: Vlark Organization f Workerc Particípatian & Return toWork

The Union supports the research projeot Margaret FrÍesen has proposed.

The Union certainly agrees to get the injured worker back to the workplace
quicker so he may retum to his normal life style-

lf there is anything else I can help you with please feel free to contact me.

Yours huly,

Belinda Blanchard
Business Representative
Operating Engineers of Manitoba
Local 987

/do op'eiu 3a2

c local 9Eftnísc\wcb,doc

Sent by Fax

f¡ternqtioaal Iloion of Opercrtlngl Eagiineers
Locql tnlon No. 9EZ 987À 9873, 987C, @cl 9E7Ð
lü18 Wdll Sheet Wlnnfpeg, Mcnítobc R3G 2tt/3
Gene¡al OfËce, (2tl)78ó€658 F6. (2t4) 78ó-6578 dËb¡



MNU

March 16,2001

GUPE

Ms. Daria Mclean
Managing lnvestigator
Occupational Health Project
N4618 - 700 McDermott Avenue
Winnipeg, Manitoba
R3E OT2

Dear Daria:

MGEU

MAHGP

Re: WCB Funding of the Project "Towards Building an
Effective and Efficient Regional Occupational
Health Program for the Healthcare Sector in
Winnipeg

This is to inform you the members of the MCHCU recognize
this initiative in Occupational Health and Safety is long
overdue and we endorse this project within the WRHA.

We will participate, however, this does not negate in any
way our rights and obligations under the various Collective
Agreements. The members of MCHCU wish to be kept
closely apprised of all facets of the project. lt is our
understanding there are members of the WRHA-MCHCU
Steering Committee on this Project Review Committee. The
eight unions which comprise the MCHGU are the ones listed
in this letterhead margin.

lf you require any further information or clarification you can
contact me at the Manitoba Nurses' Union office at942-
1320.

Yours truly,

[UOE

SE[U

PSAG

P[PSG

502-275 Broadway
Winnipeg, Manitoba

R3C 4M6

Tel: (204) 942-1320
Fax: (204) 942-0958

lrene G¡esbrecht
Chairperson, MCHCU

cc MCHCU
Wayne Byron, WRHA

wc&McHcu.Doc
lG/hv

oPeiuß42



æg&flfl'ffi"SffFP canadian union or pubtic Emptoyees

MANITOBA REG¡ONAL OFFICE
7O3 -275 Broadway. W¡nnipeg. MB RsC 4M6, (204) 942-0343. Fax: (204) 956-7071 cupe.ca scfp.ca

SENT VIA: COURIER

August 24,2000

Ms. Janice Meszaros
Community Initiatives Offrcer
WCB of Manitoba
333 Broadway
S/innipeg, Manitoba
R3C 4W3

Dea¡ Ms. Meszaros:

Syndicat canad¡en de la fonction publique

RE: FIINDING PROPOSAL FOR \ryORK ORGANIZATION, \ilORI(ER
PARTICIPATION AIID RETURN TO WORK

CUPE represents the majority of healthca¡e workers here in the Province of
Manitoba. It has been our experience that members are continually sustaining
worþlace injuries such as stress, lower back, violence, critical, incidents, post-
traumatic stress, etc. V/ith the implementation of this research study, we will be
able to define and therefore prevent worþlace injuries within the Healthcare
Sector of Winnipeg.

In closing, CTIPE proudly supports this research study.

Sincerely,

MAIJREEN MORRISON
ACTING REGIONAL DIRE CTOR
GS/slOpeiu:491

cc: P. Moist, R. Malazdrpwich, L. Sigurdson, L. Bowman, G. Smith

JUDY DARCY - Natlonal Presldent / Présldente n8tlonale GERALDINE McGUIRE - Natlonal S€cretary-Treasurer / S€crélalre-tréeorlère nadonale

CLAUDE cÉHÉneux - wAyNE t-i¡cns - PAUL MotsT - TERRY MUTTON - pATRtcK (slD) RYAN - Gsneral Vlce-Presldents / Vlce-présldante généraux

@@ Rol



MANITOBA REGIONAL OFFICE
703 - 275 Broadwqy. wi.lnipgg, tvlB llc 4M6. {204) 942-0343. Far: (204) 956-70zl cupe.ca scrp.ca

SENT VIA: COURIER

August 24,2000

Mr. Wally Fox-Decent
Chairperson
WCB of Manitoba
333 Broadway
Winnipeg, Manitoba
R3C 4W3

Dear Mr. Fox-Decent:

RE: REGIONAL OCCUPATIONAL HEALTH PROGRAM FOR
WINNIPEG'S HEALTH CARE SECTOR

All of us here at cuPE are very excited about the initiative underway to
implement a comprehensive Occupational Health services Program.

As you may know, cuPE represents the majority of healthcare workers in
Manitoba. Consequently our members continually experience loss of work due to
workplace injuries, stress, violence, chemical exposure, just to name a few. It has
also been our experience that members will frnd themselves having to prove to the
insurance ca¡riers that they a¡e in fact in some way disabled and cannot continue
to work. This creates added stress and discomfort to ou¡ healthcare workers. A
high percentage of workplace injuries are preventable. With the implementation
of this Program, CUPE believe the statistics on workplace injuries should fall
dramatically, as firnally there would be preventative measurers and education in
place.

In closing, CUPE supports an effective Regional occupational Health program
for the Healthcare Sector in Winnipeg.

Sincerely,

MAUREEN MORRISON.
ACTING REGIONAL DIRECTOR
GS/slOpciu: 491

cc: P. Moist, R. Malazdrewich, L. Sigurdson, L. Bowman, G. Smith

JUDY DARCY - Nalional Prss¡d€nt / Présidente nationals GERALDINE ßlcGUlRE - Narional s€crstary-Tr€asursr / Socróta¡re-rrósorlèr6 nationafs

CLAUDE cÉ¡¡Éneux - WAYNE LUcAs - PAUL Molsr - TERRY MUTToN - PATB|CK (sto) BYAN - Generat v¡c€-presidenrs / v¡coÐróstd€nrs généraux
g;5 rO R0l



5O2.275 Broadwây w¡nnrpeg, Maniroba R3C 4Mö
(tel) 2O4.94?.132O (fax) 204.942"0958

Octobef 16,2000

lvtr. Walty Fox-Decent
Chalrman of theWo*ers Gompensatbn Bosrd
333 Broaduray
W¡nnlp€g, Manftob.a
RSC 4W3

DearMr. Fox-Decant

RE: RESEARGII GRAHT AFPUcAnoN - Hs. DARt¿t ilcLEåN
REGIONAL OCGUPANONAT HEALTH PROGRAU FOR HEALTH
CABE SECTOR N VNNH¡PEG

Ms. Me-ean hâs _approached the workers Gompensatirn Board fur
rnonetary support to fund a research g¡ail that woulc provid€ r€view, needs
assessrn€nt, and strategies in hèdth care occr¡pationat safety and health stJpport
services-

The Manitoba Ca¡ncil of Healü Care Unirns has revierved and disct¡ssed
this issue and u¡oulct l¡l<e þ supporl the lniüative of Ms. Mclean to the Workers
Compensation Board for grant furding.

Occupational Health ard Safety has taken a backseat b other heatth care
issuss over the last nuÍìber of years, The net result has sean an alarming
hcrease in muscr¡þr skele¡¿¡l inþñes as wdl as a number of otrer heâAh aûd
ðaþty ctlncems.

Tln Department of Workplaca Safety ard Heahn has approadìêd heath e.
s€cfior labour groups to express their concem. Th€y ftopo to gêt sofno
aì raren€ss anct educa¡ion þ Þeg¡n devdoF¡irE sfaÈç¡es þ rgduce workplece
injuries.

Ms. Mcleân's resêarch is a critical and bng needed pfeû¡rsor lo a þnt
heaffi sec¡or $rorl$ace heanh end sabty s:fategy. Dlsc¡ssþns betuæen
fnanag€rneff and þÞour havs begun ard this grsnt appl¡caüon is a ney
prellmlnary corÞon€nl

Web Site: t¡ww-nursesunron-mb.ca

E- Ma¡ t: mnu@mb-syrnpatico.ca

@

BRfdnnv/opeful3É;z

AtI,hüEú WIIN ftE CANADIAN FEDERATION OF I'¡URSES UNIONS AIìJD CANADIÀN LABOUR CONGRESS
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Again, _MCHcu supporûa rhrs appricarton ficr wg'- qnd¡rg and hopes it
lffì,to a safer wofip,acå'and reoucå'Ëñl;Ë; oi injuries and cosb of the

t wi[ fuJbr_his up wiü a.call.to-yurroffice afd if there are questions donlåffif to carr .- ' 
) ánd-a"k rå;Ëõ'l#pr¡r ruñú, L"Ëdñrärüd"'

Bob Romptrf
Labour Relafþns O,trcêr

c-c.: ¡lrene Gi{e€brechl MCHCU
{ Dafø Mclean, RN - D.O.E.M. - HSC

Laneüe Bowman, CUPE
Margaret Day, MGEU

f¡grc tnrlv,

BRldm#ope¡u/342
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Mr. W. Fox-Decent
Cfairpenon, lyo¡kers Compensatioa Board
Communiry Initiuives -Scrv¡ce Con¡¡¡írec
333 Broadway
Winnþg ìdB R3C 4W3

Dear Mr. Fox-Decent

Rc: fletpationel Health program - Healtbesre Scctor

or I tjon is pleased t9 ¡royiae support for üc pmposat rubmiucd by
9r .Uiyrfiry. of Manitoba tn coqiùætion *¡tt *" üù**õirgio*r
Heatú Audrority.

o¡¡r work wiú MGEU memben who are ernproyeæ of tbe wRfIA basuæovcred a number of llmitatio¡u rcgardmg tt¡e ¿clivery of
occrpational Heâlth servlc¿s. Exanples of-a¡e¡¡ ît t,"q,rio altestion
8re:

o ç81¿þltshftrg Bnd Eainiug of H & s co6¿¡6ro.
' I¡co¡sis*nt programming and pollcy on bbhaàrds and chcrnicals;. u¡orlçlace violcnce prevcnlion pmgxans; end

' mnscoloskclcal pmblems re$dtiDg in m¡nerou¡, wcB & LTD
claims.

lve nryport the prupooal Þ conduçt a need¡ assessncu to deternqiæ thec''mt of occ¡¡padonal bca¡th scrviccs orrre,rtly delivercd. Thê nceds*T*rr* wilr hcþ detcrnLæ üe fuûre dclivcry of a comprehensive

:{ p*nl*r approactr of occrrpatíonal hoalû scrvices ,inf,h *U
:eûcnr wqlers, employcn, ü¡e WCts, Worþlacc Safety & Heatrh ard
the satc of tealttcare generally.

August l7,Zm

l



Il ís critical úral heatthcere t¡ni<xs have a rote in this projær and worttogeúcr with rhe Unívcrsiry 
"rd 

ü.-\iAúfA

wc cortmcnd the scrvice commiree for co¡srdcring this propoear.

Yours nuly,

PO/jc

Pc{er Olfcn
Presltent

T


