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SUMMARY

In Québec, under the Act Respecting Industrial Accidents and Occupational Diseases (AIAOD),
all workers who sustain employment injuries that cause them permanent physical or mental
impairment are entitled to the rehabilitation that their condition requires, with a view to their
social and occupational reintegration. The AIAOD also provides such workers with a right to
return to work when they are again fit to perform their jobs. Organizations and workers alike are
thus directly concerned by the implementation of appropriate, sustainable, and effective return-
to-work (RTW) solutions. While the recent literature tells us much about the evidence-based
principles for healthy and sustainable return to work (best practices), few studies to date have
documented actual workplace practices in this regard for workers with musculoskeletal
disorders (MSDs). The overall goal of this study was to assess possible discrepancies between
evidence-based best RTW practices and actual workplace practices, and then to suggest
possible improvements. The following specific objectives were defined: (1) determine, based on
the literature, the best practices for fostering sustainable RTW and preventing long-term
disability among workers with MSDs; (2) describe actual RTW practices and identify the
conditions facilitating their implementation in Québec workplaces; and (3)assess the
discrepancies between the best practices recommended in the evidence-based literature and
actual practices in workplaces, and ultimately to propose ways for improving the transfer from
theory to practice.

An integrative literature review was conducted to achieve Objective 1. This is a specific review
method that synthesizes the theoretical and scientific literature to provide a more in-depth
understanding of a given phenomenon. Based on a systematic search for literature reviews,
scientific reports, and practice guides developed for workplaces on the topic of RTW
interventions, the researchers in this study were able to describe what is currently known and
recommended in research on the best practices of this type, and, using an analytical grid with
pre-established categories, to identify the main strategic elements applicable to the Québec
context.

To achieve Objective 2, a qualitative multiple-case study design with various nested levels of
analysis was used to identify, from complementary data sources, the policies, procedures, and
practices of four organizations operating in two different activity sectors. A case (called an
“organization case” in this report) includes all the formal and informal RTW procedures and
practices, as well as the conditions facilitating or hindering RTW, in a given workplace. Three
units of analysis were examined for each organization case. The first consisted of all the written
documents collected from the organization. These documents underwent content analysis to
establish the formal RTW procedures. The second unit of analysis consisted of the viewpoints of
the key players involved in a general way in the RTW process, as documented in interviews.
Content analyses of these interviews helped to clarify the informal procedures, actual practices,
and conditions facilitating or hindering the RTW process in general and to describe the gaps
between what the organization prescribes in its formal and informal procedures and what occurs
in actual practice. The third and last unit of analysis consisted of a set of RTW situations,
described on the basis of interviews with workers and other players involved in the RTW. The
actions taken in each RTW situation were described, synthesized, and then compared with
elements prescribed in the organization’s formal or informal procedures. Intra-organization case
analyses were performed to describe the procedures and practices, and the conditions
facilitating or hindering RTW, in each organization case. Inter-organization case analyses were
then performed to identify similarities and differences between these elements, depending on
the different organizational contexts. A total of 45 interviews were conducted with 32 key players
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(workers, administrator/counsellor responsible for internally managing disability claims and RTW
[referred to in this document as disability RTW administrator/counsellor], supervisors,
preventionists, union representatives, etc.) for all the organization cases. The practices and
conditions involved in the concrete RTW situations were described on the basis of the semi-
structured interviews conducted with 14 workers and 21 key players involved in their RTW.

To achieve Objective 3, the main elements of the best practices, extracted from the evidence
found in the literature (Objective 1), were compared with elements of the organizations’ actual
practices (Objective 2) in order to produce a qualitative description of the discrepancies
between what is recommended and what is actually done.

The results of the literature review revealed that a number of publications concur about the
effectiveness of workplace intervention. While numerous interventions of this type have been
proposed and evaluated by the authors, few studies have established an effectiveness
relationship between any specific workplace intervention strategy and the RTW. General
characteristics of organizational policies and procedures, as well as strategic elements of
workplace interventions (activities, strategies, and resources), were extracted from the literature
in order to compare the best practices recommended in research with the actual practices of the
participating organizations.

Based on the multiple case study, we were able to describe the actual practices for each
organization case in its particular context. Several major findings emerged from this description.
First, the activities outlined in the organizational policies and procedures were consistent with
the legal provisions of the AIAOD (right to RTW, temporary assignment, rehabilitation, etc.).
However, other essential activities not stipulated in the AIAOD were found to be theoretically
understood by most of the players, but rarely applied in reality. Next, a gap was also found
between what was written or formally recognized as the organization’s procedures and what
was done in actual practice in the workplace. A last finding concerned the diversity of these
practices. For instance, specific actions (e.g., assigning the worker to light tasks, making sure a
temporary assignment involves gratifying work, having the worker gradually resume job tasks)
taken by one or more players (supervisor, disability and RTW administrator/counsellor, worker,
etc.), attitudes fostering communication and cooperation among all internal and external players
involved in the worker's RTW process, and concerted action by the supervisor and worker
regarding work adjustments and accommodations were all procedural elements that were
applied differently, depending on the varying conditions found in the organizations. The lack of
formalization of organizational policies and procedures could explain this wide variation. Formal
procedures (e.g., accident investigation and temporary assignment) were applied in different
ways, even when the players appeared to be familiar with the procedures. The lack of
formalization of other procedural elements (e.g., contacting the worker as soon as possible after
the accident; choosing, planning, implementing, and following up on the RTW solution, etc.) left
room for a wide range of practices within a given player category (supervisor, disability and
RTW administrator/counsellor, union) and within a given organizational context.

Lastly, the multiple case study highlighted a number of similarities and differences among the
participating organizations’ practices. Similarities were found in the implementation of the legal
provisions regarding accident prevention (Québec’s Act Respecting Occupational Health and
Safety, or AOHS) and the right to return to work (AIAOD), and were specific to the Québec
context. Thus, the establishment of temporary assignments and the adaptation of work stations
and jobs, even before medical consolidation of the injury, were rigorously applied in all the
organizations. These provisions stem from legal obligations and reflect the chronicity prevention
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policies of Québec’s Commission des normes, de I'équité, de la santé et de la sécurité du travail
(CNESST, or labour standards, pay equity, occupational health and safety board). Differences
were associated with various elements of the organizational context. For instance, according to
the players interviewed, a prevention culture that fosters dialogue between supervisors and
workers helps not only to prevent other accidents of the same type, but also to accommodate
workers as they progress toward a sustainable recovery. Moreover, it allows players to better
prepare for RTW situations. In addition, the key players’ RTW experience with returning workers
differed from one organization to the other. The more workers that the supervisors had to
supervise, the more likely they were to have to deal with RTW situations. Conversely, those who
supervised small teams rarely had to face such situations and, unless they were well equipped
(training, procedures stipulating formally defined roles and responsibilities, etc.), they were ill-
prepared to meet production requirements while also respecting the workers’ limitations.

The comparison of the best practices gleaned from the literature with the actual practices
described on the basis of the multiple case study brought three types of discrepancies to light.
They concerned the different ways of carrying out the activities essential to sustainable RTW,
the structures and resources made available to the key players to facilitate the actions
associated with these essential activities, and the lack of formalization of policies and
procedures within the organizations studied. It would be advisable for these organizations to
heed some key messages emerging from the highlighted discrepancies in order to come up with
ways to improve the transfer of theoretical knowledge into practice. First, formalization of the
organization’s RTW policies and procedures, along with providing players with information and
training on the different actions to be taken, would help clarify their roles and responsibilities, as
well as facilitate joint decision making about work adjustments and accommodations and about
process improvement. Next, resources and structures that foster both the supervisor's and
worker’s involvement in choosing, implementing, and following up on the RTW solution would
help take into account the fit between production requirements and the worker’s functional
capacities, and establish a forum for dialogue conducive to work adjustments and
accommodations. The RTW solution should be envisaged as soon as possible after the
accident, taking into account tasks that are gratifying and meaningful for the worker, while
respecting the progression in his capacities. Lastly, coordination by players in the organization
and the carrying out of essential activities, such as communication and collaboration among all
players (both internal and external), should promote the co-construction of an RTW solution that
is appropriate and fair for both the injured worker and the other workers in the organization. To
reduce the discrepancies between theoretical and scientific knowledge, on the one hand, and
actual practices, on the other, organizations should consider four possible courses of action:
(1) develop clear and formal procedures that specify the actions associated with essential
activities in the RTW process, for the players and various stages/phases of the process;
(2) promote structures based on communication and cooperation among all players concerned;
(3) raise management’s and workers’ awareness of the importance of an early RTW; and
(4) provide key players with training on the essential activities to be carried out to facilitate the
RTW of workers compensated for MSDs.

These results offer a number of benefits. From a scientific standpoint, the synthesis of best
practices highlights certain strategic elements (the main phases/stages in the RTW process, the
actions needed by phase/stage and by key player) applicable at different levels of action
(characteristics, principles of action, strategies essential to successful RTW) in the Québec
context. At the same time, the multiple case study documents how the RTW process is actually
understood and applied in the organizations. The comparison of the results of the multiple case
study with the findings of the literature review brings to light a number of discrepancies and
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provides insight into the contextual elements underlying these variations in Québec
organizations. To the best of the authors’ knowledge, this study is one of few to have compared
what is recommended in research with what is applied in organizations in actual practice, using
concrete RTW situations. Based on current knowledge, this study provides partial or possible
solutions for managing workers in RTW situations following MSDs, taking into account the
specific requirements of Québec legislation. From a practical standpoint, for the participating
workplaces, the results of the study help clarify the strong points and the weaker areas where
procedures and practices could be improved with regard to their impact on the RTW. This study
could serve as the basis for a future study on the development/revision of the RTW procedure.
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AIAOD
BEM
CLP
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CSST

GRTW
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HSC
IVAC
MSD
OHS
RAMQ
RCT
RTW

SAAQ

TA
TRTW

WP

LIST OF INITIALISMS AND ACRONYMS

Act respecting industrial accidents and occupational diseases
Bureau d’évaluation médicale (medical evaluation office)
Commission des lésions professionnelles’ (employment injury board)

Commission des normes, de I'équité, de la santé et de la sécurité du travail?
(labour standards, pay equity, and occupational health and safety board)

Commission de la santé et de la sécurité du travail® (occupational health and
safety board)

Gradual return to work

Human Resources (department)

Health and safety committee

Indemnisation des victimes d’actes criminels (crime victims’ compensation)
Musculoskeletal disorder

Occupational health and safety

Régie de I'assurance maladie du Québec (Québec health insurance corporation)
Randomized controlled trial

Return to work

Société de l'assurance automobile du Québec (Québec automobile insurance
corporation)

Temporary assignment
Therapeutic return to work

Workplace

! The Tribunal administratif du travail (administrative tribunal of Québec) replaced the Commission des
lésions professionnelles (CLP, or employment injury board) on January 1, 2016.

2 http://www.cnesst.gouv.qc.ca/a-propos-de-la-CNESST/Pages/a-propos-de-la-CNESST.aspx

® The Commission de la santé et de la sécurité du travail (CSST) became the Commission des normes,
de I'équité et de la santé et de la sécurité du travail (CNESST) on January 1, 2016.
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1. INTRODUCTION

1.1 Occupational Health and Safety Problem
1.1.1 Work disability: issues and consequences

Despite the major prevention and occupational health and safety efforts of the past few years, in
terms of both research and interventions, work disability still affects a large proportion of the
population. In 2010, 5.1% of full-time Canadian employees were absent from work owing to an
occupational disease or disability. In Québec, the figure was higher, at 8.9% (Statistics Canada,
2011). In 2014, according to the Commission des normes, de I'équité, de la santé et de la
sécurité du travail (CNESST), 82,321 workers were the victims of industrial accidents and 5,725
contracted occupational diseases, thus affecting a total of 88,046 workers (CNESST, 20164).
Even though the number of injuries is on the decline in Québec (there were 92,112 claims for
compensation for industrial accidents and occupational diseases in 2010, 89,640 in 2012 and
88,363 in 2013; CNESST, 2016), an average of 225 workers were still injured at work every day
in 2014 (CNESST, 2016).

Musculoskeletal disorders (MSDs) remain one of the main causes of worker disability and rank
among the most costly employment injuries. Medically speaking, MSD-type injuries are
inflammatory or degenerative impairments of the musculoskeletal structures caused by overuse
of joints (application of excessive, repetitive, or continuous force, sometimes combined with a
constraining posture, or exposure to vibrations or cold temperatures). Work disability caused by
an MSD is the result of the interaction among a number of factors, including the worker’s
condition, how it is managed in the clinical setting and the workplace, the ergonomic demands
of the work, several psychosocial factors, and broader contexts such as the socio-economic and
legal environments. MSDs represent a heavy economic burden for employers, workplaces, and
society in general; they also cause suffering to the workers concerned and their families.

In Québec, in 2015, the number of MSD-type injuries stood at 23,630, representing 27.0% of the
claim files opened and accepted by the CNESST. Since 2012, this proportion has remained
relatively stable, i.e., a little over one quarter of all files opened and accepted. Also in 2015, it
was in the medical and social services sector that the proportion of this type of injury was
highest (41.0%). Moreover, it was the only sector where the proportion of MSDs was greater
than one-third of all the injuries in the same sector (CNESST, 2016). In 2015, MSD-type injuries
were concentrated in nursing, therapy, and related assisting occupations, which accounted for
4,249 cases (19.1%), and in material handling and related occupations, with 2,111 cases
(9.5%). For the years 2012 to 2014, these two occupational categories also ranked first and
second. However, between 2012 and 2015, these types of injuries increased by 2.3% in
nursing, therapy, and related assisting occupations and decreased by 13.1% in material
handling and related occupations. In 2015, MSD-type injuries affected more men than women,
with 12,727 cases (57.2 %) versus 9,533 cases (42.8%) respectively. The proportions have
been similar since 2012, even if, between 2012 and 2015, the number of MSD injuries declined
by 5.3% in men while increasing by 4.0% in women. In 2015, the number of MSD cases was
higher among workers aged 50 to 54 (by 3,108), aged 35 to 39 (by 2,879), and aged 45 to 49

* The Commission de la santé et de la sécurité du travail (CSST) became the Commission des normes,
de I'équité et de la santé et de la sécurité du travail (CNESST) on January 1, 2016.
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(by 2,855). For each year from 2012 to 2014, the number of these cases was higher in workers
aged 45 to 48 and workers aged 50 to 54. For the 2012 to 2015 period as a whole, the number
of cases was much lower in workers under the age of 20 and in workers aged 60 or over. In
2015, the lumbar region, with 9,552 cases (42.9 %), the shoulder (including the clavicle and
shoulder blades) with 2,898 cases (13.0%), and the thoracic region, with 1,885 cases (8.5%)
were the injury sites involving the highest proportions of MSD-type injuries, accounting for
nearly 65% of this type of injury. Strains, sprains, and tears involving the back represented over
55% of MSD injuries for each year from 2012 to 2015. Their numbers were relatively stable
during that period, with a low of 12,934 cases in 2015 and a high of 13,101 cases in 2012.
Cases of shoulder tendinitis and of strains, sprains, and tears involving the shoulder or neck
were also numerous during the period observed. In 2015, their numbers stood respectively at
1,414, 1,284 and 899.

The consequences of work disability are not only financial. A report commissioned by the
Department for Work and Pensions in the United Kingdom stated that improving the health of
the labour force is essential for ensuring economic growth and increasing social justice (Black,
2008). In fact, when a worker is off work following an employment injury, numerous
repercussions can be seen within a vast interrelated system. This system involves not only the
workers facing their health problems, but also their employers, who must deal with productivity
and profitability constraints; co-workers, whose workload may be heavier; and families and
friends, whose well-being and daily balance can be disrupted (Martin and Baril, 1993). One
study on social and occupational reintegration processes reports that workers experience fears
and insecurity arising from lack of clarity surrounding the evaluation of their health condition and
their own lack of knowledge of the administrative and legal rules and regulations. They also
appear to experience a loss of motivation regarding their occupational reintegration, social
isolation, a drop in quality of life, and a feeling of loss of dignity and autonomy (Baril et al.,
1994). As work disability constitutes such a major issue on both the socio-economic and
personal levels, the implementation of winning return-to-work (RTW) practices should therefore
be of interest to both managers and workers or their representatives.

1.1.2 Legal context in Québec

In Québec, the Act respecting industrial accidents and occupational diseases, adopted in 1985,
applies to workers who have had work-related accidents or contracted occupational diseases
and whose employers had an establishment in Québec when the accident occurred or the
disease was contracted (Arguin et al, 1999, Act respecting industrial accidents and
occupational diseases RSQ c.A-3.001). Among other things, this law provides such workers
with a right to RTW when their injury is consolidated or their health permits. There are, however,
time limitations on this right. Workers retain job priority at their employer’s for one year from the
start of their sick leave if the organization has 20 or fewer workers, or for two years if their
organization has 21 workers or more. In the case of workers who are no longer able to perform
their pre-injury jobs due to permanent impairments, their employers are obliged to modify their
work tasks or adapt their work stations accordingly. If that proves impossible, their employers
must offer them the first suitable employment that comes available. The temporary assignment
of workers to lighter tasks is a right that lies exclusively in the hands of employers. As the name
indicates, such assignments must be temporary; they must consist of a productive activity
related to the type of activities carried out by the organization and must promote the workers’
return to their regular tasks (CNESST, 2015, Politique 3.06). An employer wishing to give an
employee a temporary assignment must provide the physician with a complete description of
the job envisaged, duration of the temporary assignment, tasks and workload involved, working
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conditions, and work schedules anticipated, and these must be approved by the worker's
physician (AIAOD, section 179). By law, this work must be beneficial to the person’s
rehabilitation (/bid). If needed, workers are also entitled to a rehabilitation program (physical,
social, and occupational) to help them return to their jobs or, if that is impossible, to access
other jobs. It should be noted that in Québec, the collective agreement in place in the
establishment or the health and safety committee determines how the RTW will unfold. In the
absence of this type of agreement or committee, the worker and employer must reach an
agreement. The CNESST only intervenes as a last resort, at either the worker’s or employer’s
request.

To assist organizations in applying the law, beginning in 1993, the CNESST developed a policy
regarding maintenance of the employment relationship. Its main objective is to increase the
percentage of workers who return to their employer’s following an industrial accident or
occupational disease (CSST, 1993). Under this policy, Québec organizations must promote
workers’ healthy and sustainable return to work. Thus, the employers and players responsible
for absence and reintegration management programs for workers following sick leave due to a
work-related injury or illness are directly concerned. To the authors’ knowledge, there are no
studies describing how this policy is applied in the workplace or identifying the various
facilitating or hindering conditions in organizations.

1.2 State-of-the-Art Knowledge Review
1.2.1 Return to work: an important issue in preventing long-term disability

A number of studies have investigated the determinants of work disability. The importance of
factors other than clinical and demographic factors has been underscored in the literature for
approximately three decades (Spitzer, 1986). Several studies have since confirmed that a RTW
as soon as possible after an injury or iliness has completely healed or subsided is in everyone’s
best interest. Generally speaking, in research, the RTW of workers injured in a work-related
accident or having contracted an occupational disease is now recognized as an important issue,
not only for workers and their families, but also for organizations, the health care system, the
compensation system, and society at large (Frank et al., 1998, Loisel et al., 2001a, Pransky et
al., 2004, Young et al., 2010).

Substantial progress has been made in the past three decades in conceptualizing the RTW. In
general, the concept of RTW is used in prognostic studies as a measure of the number of
victims who recover from a work-related disability and is then associated with the resumption of
a productive activity. In evaluative studies, it is used to measure impacts following a specific
intervention. Regardless, today, there is increasing recognition of the merit of seeing RTW as a
process, as a set of factors related to the implementation of an interdisciplinary occupational
rehabilitation intervention aimed at reintegration into the workplace either before or after the
physical return to work (Loisel et al., 2005, Pransky et al., 2004). Conceptualized as a process,
the RTW comprises several phases/stages: sick leave, return to work, employment
continuation, and occupational advancement (Young et al., 2005). Considerable efforts have
been made in research to develop explanatory models for disability and the RTW. The
traditional biomedical approach, which emphasizes an illness-based vision of disability and
essentially advocates treatments hinged on identifying and eliminating the cause of the
symptoms, has proved inadequate in terms of acting on the overall disability and RTW process.
The dominant conceptual model currently used to understand the work disability phenomenon is
the biopsychosocial model (Gatchel, 2004; Verbrugge and Jette, 1994, Feuerstein, 1991).
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Although it takes into account the anatomical causes that can be corrected, this model focuses
on the more complex determinants and systems within which rehabilitation professionals and
their interactions, as well as the role played by the context and the individual, are key elements
(Loisel et al., 2005). The biopsychosocial model integrates economic, social, physical, and
environmental factors into the disability development and intervention processes, while
underscoring the relationship between the physical and social environments surrounding work
disability and the importance of external factors that influence the development of work disability
(Durand et al., 2002, Loisel et al., 2001a).

Regarding the management of disability and RTW cases in the rehabilitation context, a number
of studies have shown that disability is due not only to workers’ personal traits (physical and
psychological), but also to their environment — the workplace, the compensation system, and
even the health care delivery system (Durand et al., 2002, Loisel et al., 2001a). Thus, the old
model based solely on treating the disease is gradually turning into a disability management
approach based on reassuring the patient and carrying out interventions involving workplaces
(Loisel, 2005, Durand et al., 2002, Loisel et al., 2001, Frank et al., 1998). This approach to
disability prevention, which encourages clinicians, employers, unions, insurers, and researchers
in the field to work together from the perspective of the disability paradigm, appears to be the
best way to ensure healthy and sustainable RTW and to avoid an unnecessary progression
toward long-term disability (Loisel et al., 2001). The adoption of this model means that today,
the problem of disability is seen as complex and multi-dimensional and as requiring the active
involvement of all stakeholders (insurer, health care system, employer and worker) in order to
bring appropriate, concrete, and sustainable RTW solutions that are also efficient for
organizations and the parties concerned.

1.2.2 RTW intervention practices in the rehabilitation context

The RTW process poses numerous challenges for employees, employers, health care
providers, and insurers (Waddell et al., 2002, Loisel et al., 2005). A wealth of knowledge exists
on the clinical, administrative, organizational, and personal factors at play in the process (Frank
et al., 1998, Loisel et al., 2001, Pransky et al., 2004). Studies aimed at acting on these various
factors have yielded considerable evidence, particularly regarding the principles of intervention
in the context of rehabilitating workers with MSDs and of preparing for a successful RTW
(prompt management of the disability as soon as it appears, the supervisor’s role in assigning
work tasks, the fit between the work demands and the worker's capacities, and effective
collaboration and communication among the players in the various systems involved). In this
regard, the RTW interventions taking place in organizations, including temporary assignments,
light tasks, phased exposure to work, gradual return to work, and therapeutic return to work,
have been described at length in the rehabilitation literature (Durand 2001, Krause et al., 1998,
Loisel et al., 1994). Yet little is known about the content and durability of the work adjustments
and accommodations applied in the context of these interventions.

Innovative interventions have been put forward, but to date, evaluation of their implementation
and long-term outcomes has provided little conclusive evidence of their effectiveness. Advances
have been made in the field of rehabilitation interventions with regard to the preparation and
execution of appropriate and sustainable RTW processes in organizations (Loisel et al., 2005,
Franche et al., 2005, Durand et al., 2007, Waddel et al., 2009). It has thus been shown that
intervention by a multidisciplinary team helps target workers at risk of long-term disability and
identify the factors requiring priority action (Anema et al., 2007, Loisel et al., 2005). In addition,
participatory ergonomic approaches, whose effectiveness has been demonstrated in some
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contexts, are today regarded as a promising challenge that must be met if successful RTW
interventions are to be achieved in organizations (Anema et al, 2003, Loisel et al., 2001b,
Vermeulen et al., 2011). There is increasing recognition in research of the need to involve
workplaces in order to meet the needs of individual workers and help them overcome their
disabilities. RTW management in fact presupposes that organizations assume responsibility for
prevention, early intervention and the reintegration of work-disabled or injured workers (Waddell
et al., 2002). Evidence-based practices — called best practices in the context of this research
project — have also been associated with various key players involved in the RTW process (e.g.,
physician, physiotherapist, disability and RTW administrator/counsellor, supervisor) and in the
appropriate management of workers during rehabilitation (Krause et al., 1998, Stock et al.,
1999, Baril et al., 2000, Pransky et al., 2004, Loisel et al., 2005, Campbell et al., 2007, Franche
et al., 2005, MacEachen et al., 2006, Durand et al., 2007).

There appears to be consensus among researchers that intervention in the workplace is
essential to the prevention of long-term disability (Anema et al., 2004, Durand et al., 2007,
Franche et al., 2005, Krause et al., 1998, Loisel et al., 2005, MacEachen et al., 2006, Nastasia
et al., 2011, Schultz et al., 2007, Steenstra et al., 2009). However, this type of intervention
clearly reflects much more often the concerns of rehabilitation professionals than those of
workplaces. Moreover, studies reporting on such interventions provide insufficient descriptions
of the real context within organizations and of the work context in which the worker resumes
activities. For example, carrying out a gradual return to work may have a significant therapeutic
effect on workers who are on the road to recovery as they feel supported and fairly treated by
their employer (Durand et al., 2007). Yet some studies report that in certain organizations, as
soon as workers are back at work, they are expected to be productive or risk being seen as an
instability factor in production (Waddell et al., 2008).

1.2.3 Return-to-work practices in the workplace

As mentioned earlier, much interest has been shown in the practices of various professionals
involved in rehabilitation (physician, physiotherapist, psychologist, etc.) in the workplace in
terms of preparing for the RTW, but very little in describing the actual practices of organizations
in their particular contexts and of the various RTW players within the organizations.
Discrepancies appear to exist between evidence-based practices as described in the literature
(best practices) and their real implementation in workplaces (actual practices). For example, it is
now recognized that maintaining the supervisor/worker relationship is essential if the worker is
to regain self-confidence and look positively on the RTW (Nieuwenhuijsen et al., 2004). Yet a
recent Québec field study in fact revealed that in some organizations, supervisors receive clear
directives from their organizations not to contact absent workers in order to avoid harassment
complaints, and not to speak to the workers about their health condition when they return
(Lemieux et al., 2010). It therefore appears that the strategic elements identified in the literature
as vital to a successful, healthy, and sustainable RTW and to preventing long-term disability are
not necessarily implemented in organizations. Understanding the “how” and “why” of these
discrepancies from the standpoint of the organizational players involved in the RTW process
should point to ways of adapting these various strategic elements to the varying organizational
contexts.

Two pioneering studies describing Québec organizations’ practices have advanced
explanations regarding the dimensions involved and the roles of the various players (worker,
supervisor, manager, union representative, insurer, co-worker) in the RTW process (Baril et al.,
2000, Stock et al., 1999). The Baril et al. study (2000) is noteworthy for the theoretical model
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and various organizational dimensions proposed as a means of explaining organizations’
capacity to maintain the employment relationship with injured workers. The Stock et al. study
(1999) provides a portrait of the factors possibly facilitating or hindering the RTW in
organizations operating in the electrical and electronics industry. The study also informed the
development of decision-making support tools (Stock et al., 2005) designed for organizational
players to help them factor MSD risks more effectively into their interventions. However, the
systemic and generic perspective of these studies did not allow for a description of the actions
actually taken in the workplace by the players involved in the RTW process within organizations.
Yet such scientific knowledge offers immense potential in terms of understanding the conditions
at play in organizations and of integrating strategic elements into the design and implementation
of approaches aimed at the healthy, sustainable, and successful RTW of workers with MSDs.

In conclusion, despite research progress regarding rehabilitation interventions over the past
three decades, particularly the interest in the RTW, it remains impossible as yet to determine
how the evidence (best practices) is concretely applied in workplaces. The aim of this project
was therefore to describe organizational practices in order to better understand how the best
practices described in the literature are integrated into the RTW practices of Québec
organizations and to identify more clearly the conditions that facilitate healthy, sustainable, and
successful RTW.

1.3 Conceptual Framework

Figure 1 depicts the conceptual framework of this study. It highlights the dynamic co-
construction of RTW solutions using both the research findings (best practices) and workplace
practices (actual practices). This co-construction process should make it possible to establish
optimal practices conducive to the healthy and sustainable RTW of workers with MSDs and
adapted to various organizational contexts. According to this dynamic, optimal practices would
constitute the result of integrating and adapting best practices (based on the evidence emerging
from the literature) into actual organizational practices, while taking into account the
particularities of each workplace. Several phases/stages are necessary to carry out this
process. First, it is essential to establish what exactly the best practices are, and then to
determine what is actually done in RTW situations, assess the discrepancies between them,
and develop solutions for reducing these discrepancies.

Lastly, to determine the optimal practices for a given context, consultation with the parties
involved (workplaces, stakeholders in the RTW process) appears necessary if we are to ensure
both the adaptability of the solutions envisaged and stakeholder adherence. The results of this
project could then be used to carry out the subsequent and final step.
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2. OBJECTIVES
2.1  General Objective

The general objective of this project was to identify and describe the discrepancies between the
best evidence-based practices emerging from research and the actual practices of a handful of
Québec organizations with regard to the RTW of workers with MSDs. The ultimate goal was to
propose courses of action for reducing these discrepancies.

The hypothesis underlying this project was that few best practices, defined on the basis of the
research evidence, are currently implemented in Québec organizations. By assessing the
discrepancies between what is recommended and what is actually done, we sought to improve
understanding of the courses of action to pursue to improve and transform them into optimal
practices.

2.2 Specific Objectives

1) Determine, based on the literature, the best practices for fostering sustainable RTW and
preventing long-term disability among workers with MSDs;

2) Describe actual RTW practices and identify the conditions facilitating their
implementation in Québec workplaces;

3) Assess the discrepancies between the best practices recommended in the scientific
literature and actual practices in workplaces.
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3. METHODOLOGY

Several methods were used to attain the three study objectives. For the sake of clarity, the
methodology will be presented separately for each objective.

For Objective 1, an integrative literature review was conducted to determine the best practices
for workplaces to adopt in order to foster sustainable RTW and prevent long-term disability
among workers with MSDs.

For Objective 2, a multiple case study was carried out to describe workplace procedures and
practices and identify the contextual elements facilitating their implementation in Québec
workplaces. A case was defined as all the RTW-related formal and informal procedures and
practices applied in a given workplace. To assess each case, four data sources were used:
documents from the organization, and interviews with three types of interlocutors, namely,
workers back at work following a work-related musculoskeletal injury, and the players involved
directly and indirectly in the RTW of these workers.

For Objective 3, a qualitative descriptive design was used to assess the discrepancies between
the best practices and actual practices, as well as the conditions facilitating and hindering RTW
in the workplace.

3.1 Objective 1: Determine, Based on the Literature, the Best Practices for
Fostering Sustainable RTW and Preventing Long-term Disability among Workers
with MSDs

An integrative literature review (Whittemore and Knafl, 2005) was conducted first. It is a specific
type of review method that synthesizes the theoretical and scientific literature in order to provide
an in-depth understanding of a phenomenon. The methodology of our study is presented in
accordance with the guidelines for integrative reviews (Grant, 2009, Whittemore and Knafl
2005).

3.1.1 Research questions

Two research questions were investigated in this review: (1) what are the characteristics and
components of workplace interventions that facilitate healthy and sustainable RTW? and (2)
what are the contextual elements facilitating their implementation in Québec workplaces?

3.1.2 Document search and selection

Systematic searches of the literature published after 1986 were conducted by a librarian
specialized in 11 electronic databases: PUBMED, EMBASE, PSYCINFO, ERGONOMICS
ABSTRACTS, ABI-INFORM, INRS, Social SciSearch, PASCAL, FRANCIS, OSHUPDATE, and
OSHLINE-CANADIANA. The year 1986, the year in which the Spitzer Report was published
(1986), was retained as the starting year for the pertinent reference search. This report signalled
the development of research on the importance of non-clinical aspects (importance of
biopsychosocial factors) in the spinal conditions of workers who are back at work. Moreover,
based on the finding made by this working group, namely, that the capacity to return to work
decreases as the number of days spent on work disability increases, an entire series of clinical
and non-clinical interventions have been tested in research in order to reduce the risk of long-
term disability through an early RTW. The database descriptors were searched using keywords
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related to workplace interventions for workers who were back at work following an MSD (RTW,
intervention, practice, work-related MSD, pain, and organization). A manual search was also
performed by consulting the bibliography and the list of publications identified in the prior step.
The documents retained were not limited to published scientific articles. Research reports,
theses, briefs, book chapters, and practice guides were also considered. The document search
was essentially conducted over a two-month period, from September to November 2012. An
updated search followed in early 2016 (February). Only documents in English and French were
retained. Table 1 describes in detail the selection criteria applied in this study.

Table 1. Selection criteria

Inclusion criteria:

Types of materials: qualitative or quantitative literature reviews, practice guides, scientific
reports and guides based on various levels of evidence (systematic reviews with or without
quality assessment, meta-analyses, integrative reviews, reviews of reviews, experts’ opinions);

Themes: RTW interventions, sick-leave or work-disability management programs,
organizational RTW practices and strategies in the workplace.

Exclusion criteria:

Types of materials: books, conference proceedings, randomized controlled trials (RCTSs),
cohort studies, and any other types of studies that were not reviews;

Themes: primary-prevention and pain-management-with-no-sick-leave interventions and
programs, employee assistance programs (EAPs), health promotion programs, strictly clinical
rehabilitation programs with no clear RTW goal (e.g., rehabilitation studies in medical clinics).

3.1.3 Quality assessment

Unlike classic systematic reviews, in which quality assessment is based on a hierarchy of
evidence, the quality of the documents identified in this review was not systematically assessed.
This decision was based on the fact that most of the documents retained (reviews, reviews of
reviews, reports) provided a quality assessment of the evidence in the original articles that was
conducted using standardized methods (GRADE, PRISMA, GRACE, etc.). However, the
research team members made a judgment regarding the pertinence and scientific rigour
(methodology and interpretation) of each of the documents studied. The significance of the
results was weighted on the basis of this judgment.

3.1.4 Data extraction

The documents retained were first annotated and then classified under various headings in an
Excel database. A data extraction form was developed by the research team members to record
the different elements sought. Two types of headings were used in this form. The first type was
descriptive; these headings included the authors’ names, year of publication, main objective
(effectiveness, description of components, description of concepts in a workplace intervention
context), the number and type of articles reviewed, the range of years covered, the site and
stage of the injury studied, and the study populations. The second type of heading was
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analytical and served to break down the relevant information contained in the document and
categorize it under one of the following headings: (1) type of program, policy, procedure, and
component(s) in the workplace; (2) quality assessment method used in the articles retained; (3)
findings regarding the effectiveness of the RTW interventions and the measures implemented;
(4) concepts and theories underlying the program components in the workplace; (5) program
resources; (6) elements of the process; (7) role and responsibilities of the players; and (8)
contextual elements.

3.1.5 Analyses

First, descriptive analyses were performed in order to characterise the publications in terms of
authors, country of the first author, year and type of publication, site and stage of the MSD injury
studied, main objective. Content analyses were performed next. Basic semantic units (themes)
(Bardin et al., 1977, Negura et al., 2006) were first identified by type of objective (effectiveness
of the interventions and strategic elements applied in the workplace). To this end, based on a
close reading of the articles, the significant ideas were first identified, codified, and categorized
according to the specific issues addressed in the review (headings) (Negura et al., 2006). The
themes identified concerned effective or strategic elements referring to a policy, practice,
intervention, concept, or action mechanism in the workplace. The headings consisted of
strategic elements or best practices.

By comparing these headings across the various publications, by type of publication (review,
scientific report, practice guide), it was possible to determine and synthesize the evidence-
based data and any similarities in the authors’ conclusions, and thereby to discern patterns in
best practices. In the case of certain scientific publications (practice guides), this comparison
was limited to a few headings, as information for some categories was missing or published
elsewhere.

Decisions regarding the extraction of information by heading and the assignment of themes
(codification) were made on a consensus basis by two members of the research team. The
documents were analyzed separately by these two members and the results then compared.
Any discrepancies were discussed. Interrater agreement ranged between 80 and 90%,
depending on the heading.

3.1.6 Presentation of results

Tables were completed according to the questions explored in the review (description of the
articles, effectiveness of the intervention programs and their components in the workplace,
description and evaluation of the various RTW strategies, etc.). A first table includes the
descriptive analyses of the review publications. A second table presents the findings and
conclusions reached by the various authors on the effectiveness of the RTW intervention and
the description of the components in the workplace. A third table describes the main
components presented by the authors as effective or promising for RTW. A final table
summarizes the main elements of the best practices by their action mechanism and their
similarity across the various publications. A list derived from this table was used in relation to
Objective 3 to describe the discrepancies between the best practices and the actual practices,
and to envisage ways to improve the transfer from theory to practice.
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3.2 Objective 2: To Describe Actual RTW Practices and Identify the Conditions
Facilitating their Implementation in Québec Workplaces

A multiple-case study design with several nested levels of analysis was used to attain this
objective (Yin, 2003). This type of design is particularly useful in situations where a more in-
depth understanding is sought of complex phenomena, in situations where researchers have
little control over the events studied, and in situations where attention is focused on
contemporary phenomena in a real-life context (Collerette, 1997; Eisenhardt, 1989; Yin 2003).
Multiple case studies provide a broader view of a problem; they are recommended when there
is little knowledge of the subject and when the focus of the study is complex and related to
various contextual issues (Yin, 2003).

3.2.1 Definitions of a case and the units of analysis

A case, referred to in this study as an “organization case,” was defined in our study as all the
formal and informal RTW-related procedures and practices in a given workplace, as well as the
facilitating and hindering conditions. Three units of analysis were used to document each
organization case: the organization’s written documents (A), the generic players’
representations of the RTW process (B), and the workers’ concrete RTW situations (C).
Figure 2 synthesizes the sources, methods, and units of analysis used for each organization
case, as well as the various levels of information sought.

- D s D

Unit of analysis A: Unit of analysis B:
The organization’s written documents Viewpoints of the key players involved in a
on RTW. general way in the RTW process.
Method: Content analysis. Method: Semi-structured interviews.
Information sought: Formal RTW Information sought: Informal procedures,
procedures. RTW conditions.

- _/ J
<

Organization case:
RTW Procedures, Practices, and

Conditions (PPC)

e A

Unit of analysis C:
All RTW situations.
Method: Semi-structured interviews.

Information sought: Description of the organizations’
actual RTW practices and conditions.

\ /

Figure 2. Units of analysis, methods, and data sources used.
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3.2.2 Case selection

Four organizations — two private companies and two public organizations — formed the
“organization case” basis for this study. Recruitment of the organizations was facilitated by the
collaboration of six associations (employer, union, and joint sector-based). Twenty companies
and public organizations were approached and the research project was presented to ten of
them. A degree of variety was sought in terms of organization context: different activity sectors,
varying characteristics (e.g., size, unionized status, priority sectors targeted by CNESST for
active surveillance and intervention, sectors with predominantly female or male workforces).

For an organization case, several RTW situations (unit of analysis C) were described by
different key players. A return-to-work situation consisted of all the practices implemented by the
key players involved in a RTW situation and of the perceptions held by both the workers and
key players in this regard, as well as the conditions facilitating or hindering a sustainable RTW.

3.2.3 Data sources by case

The data on each organization case came from four sources: (1) documents provided by the
organization; (2) workers back at work following a musculoskeletal disorder; (3) key players
directly involved in the RTW situations of these workers (disability and RTW
administrators/counsellors, supervisors, preventionists, etc.) and (4) key players involved in a
general way in the RTW process (managers, union representative, etc.).

3.2.4 Recruitment of workers and key players

The workers were selected with help from the person responsible for managing RTW cases in
the organization. The worker inclusion criteria for the study were: back at work for six months or
more following a sick leave of at least six weeks from their regular job within the two years
preceding the study for a work-related musculoskeletal disorder diagnosis compensated by the
CNESST. The exclusion criteria were: involved in a litigious case, assigned definitively to
another job due to the accident, and involved in a conflictual situation with managers, co-
workers, or union representatives. Participation in the project was voluntary.

To recruit key players, the workers interviewed had to identify who, in their workplace, had
played a role in their RTW process. Between two and five key players were named by each
worker. These key players were met wherever possible. Some people had changed jobs or
organizations or were on maternity leave at the time of the interviews. The key players named
by the workers and met were employer's representatives, disability and RTW
administrators/counsellors, supervisors, union representatives, preventionists, external
professionals, and co-workers.

Lastly, the key players involved in a general way in a RTW process (source 4) consisted of a
member of senior management who had an overview of the organization’s RTW process, and a
few supervisors and disability and RTW administators/counsellors who, at the time of the
worker’s accident, did not occupy the position they held at the time of the interview. This was
the case, for example, of a newly hired preventionist and of a supervisor who had just changed
positions within the organization.
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3.2.5 Data collection instruments

Two interview guides were developed by the research professional and one of the researchers
on the team approximately one month before data collection began. Inspiration for the
sociodemographic information to be collected and themes to be broached during the interviews
was drawn from work done by two members of the research team (Durand et al., 2014) in order
to develop the interview guides. To help the key players organize their reflections on the RTW,
the themes broached during the semi-structured interviews related mainly to the different
phases/stages in the RTW process (Durand et al., 2014): (1) accident, (2) sick leave, (3)
temporary assignment, (4) gradual return to work, (5) worker’s return to his job and regular
duties, and (6) follow-up. Some questions also concerned the possible accommodations
implemented following the accident, as well as the factors that might have facilitated or hindered
a healthy and sustainable RTW. A table showing the various themes raised during the
interviews, by category of player, is presented in Appendix 1.

A first guide was designed for the purpose of collecting the workers’ perspectives. It had two
parts. The first part contained sociodemographic questions: age, sex, duration of employment in
the organization and in the job held at the time of the accident, and nature of the tasks. The
second part covered themes related to the workers’ experience during their RTW process.

A second guide, designed to collect the key players’ perspectives, also had two parts. The first
concerned the players’ job title, training, and employment tenure in their organization, and, in
general terms, their experience with RTW situations. In the second part, the themes were
broached according to the source considered, i.e., type of player. For the key players involved in
one or more RTW situations of the aforementioned workers, the themes concerned the concrete
actions taken, as well as the conditions perceived as facilitating or hindering attainment of a
sustainable RTW, depending on the situation experienced. For the players who had not
participated in any of the aforementioned RTW situations, the themes of this second part of the
guide concerned organizational practices: procedures, responsibilities in the RTW, conditions
under which these responsibilities were carried out, and the conditions (in their view) facilitating
or hindering sustainable RTW.

3.2.6 Data collection procedure

A resource person acting as an interface between the research team and the organization was
responsible for collecting the organizations’ internal RTW-related documents (source 1). The
team’s research professional was thus able to compile all the documents concerning the RTW
process, including policies and procedures, among other things.

Information on the workers’ perspectives (source 2) and on the perspectives of two categories
of key players (sources 3 and 4) was obtained during the semi-structured interviews, each of
which took place in two separate parts. The first part consisted of a presentation of the interview
objectives and the ethics consent form, a period of questions about the project and the ethics
procedure, and the signing of the consent form. This first part of the interview lasted
approximately 12 minutes.
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In the second part, after having obtained sociodemographic information on the worker, or
information on the key player’s function, training, and experience, the worker had to recount his®
RTW experience from the time of the accident until his situation following the definitive RTW
had stabilized. For their part, the key players directly involved in the RTW situations had to
explain, first, the RTW procedures and their role in the RTW process, and then how this process
had unfolded in concrete terms. The players involved in a general way in the RTW process were
asked to explain the organization’s RTW procedures and to identify the conditions facilitating or
hindering sustainable RTW. This second part of the interview lasted more or less than an hour,
depending on the quality of the exchanges.

Each person had given his consent to participate in an audiotaped interview. Data collection
was performed by the research professional and one of the researchers on the team, between
January 2014 and September 2015. Data was collected intensively or spread over time,
depending on the availability of the participating organizations.

3.2.7 Preparation of material for analysis

The documents provided by the organizations were digitized and integrated, by organization
case, into the database created using QSRNVivo software (Gibbs, 2002). First, the interviews
were transcribed in the form of reports. The reports consisted of a structured transcription of the
answers obtained by theme. As the interviews were semi-structured, the themes of the reports
varied slightly from the questions included in the interview guides. Each report was written up
according to the following themes: (1) RTW procedures; (2) sick leave period or period
preceding the return to the regular job or pre-accident job; (3) temporary assignment period; (3)
gradual-return-to-work period; (5) contacts during the sick leave, temporary assignment, and
gradual return to work; (6) evaluation of work capacities and job demands; (7) physical and
organizational adjustments and accommodations; (8) return to regular work; (9) follow-up; (10)
factors facilitating or hindering the RTW; and (11) other comments. The reports were then
transferred into NVivo software following the time sequence of the RTW process.

The material was organized and coding performed using QSR.NVivo software (Gibbs, 2002).
The main categories contained in the coding tree were pre-established according to the themes
broached in the semi-structured interviews: (1) the key players, (2) the description of the
company/organization; (3) the procedures, (4) the phases/stages in the RTW following the
accident; (5) the factors facilitating or hindering the RTW; (6) the positive and negative
perceptions of the RTW process, as well as the irritants; and (7) suggestions and possible
solutions.

To ensure that the themes assigned to the various categories of information were clear,
pertinent, and true to their definitions, the coding process required obtaining a level of
agreement of over 80% between the principal coder and one of the researchers, both of whom
were trained in content analysis. The analyses were performed between August 2014 and
September 2015.

® The masculine gender is used throughout this document solely to facilitate reading and has no
discriminatory intent.
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3.2.8 Analyses

All the material underwent content analyses (Bardin, 1977; Landry, 1997). This work involved
several nested levels of analysis. First, intra-organization case analyses were performed in
order to document, by participating organization, the units of analysis retained according to the
research questions. It is important to recall that the first unit of analysis consisted of the
organization’s written documents on its organizational policies and procedures. Content
analyses of these documents resulted in the identification of the formal RTW procedures and a
description of the main elements.

The second unit of analysis consisted of a series of RTW situations. Each RTW situation was
first described from the perspectives of the workers and of other key players directly involved in
the RTW, with respect to the accidental event, the time from the accident to the sick leave, the
temporary assignment, the gradual return to work, the return to regular work, follow-up, the
evaluation of work capacity and of the work itself, work adjustments and accommodations,
facilitating or hindering factors, and emotions. Next, the series of situations was synthesized by
theme (accident declaration, exchange of information about the case, accident investigation,
information sent to the union, medical authorization of the temporary assignment, temporary
assignment budget, temporary assignment tasks, RTW, evaluation, preventive solutions,
definitive RTW, follow-up, litigation, role of the employer’s physician), while distinguishing
between procedural elements and the practices cited by the various categories of players
(worker, disability and RTW administrator/counsellor, supervisor, employer’s representative,
union representative, preventionist, external professional, and co-worker). The various
facilitating or hindering conditions cited in relation to these situations were also noted for each
procedural element. Comparisons between the RTW situations pointed to similarities and
differences between the implementation of these practices within the same organization, as well
as to correspondences between what was prescribed and what was actually done.

The third unit of analysis consisted of the various perspectives of the players with general
involvement in the RTW process (RTW manager, union, etc.). Content analyses were
performed using the reports of the interviews conducted with these players. They provided
additional information on the formal procedures, elements of informal procedures, and better
descriptions of the context and of the conditions facilitating or hindering the RTW within the
organizations. Next, comparisons between the formal procedures (unit of analysis A) and
informal procedures (unit of analysis B), and with the organization’s practices (unit of analysis
C) revealed whether there were correspondences or gaps between what was prescribed and
what was actually done in each organization, and second, between the conditions cited as
facilitating or hindering the RTW within the same organization.

Inter-organization case analyses were then performed to highlight the similarities and
differences between the procedures and practices of the four organizations, and between their
respective facilitating or hindering conditions. Organization cases were compared for each unit
of analysis.

Each analysis was performed by two members of the team and subject to a consensus-
agreement procedure.
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3.3 Objective 3: Assess the Discrepancies between the Best Practices
Recommended in the Evidence-Based Literature and Actual Practices in
Workplaces

To describe the discrepancies between the best evidence-based practices and the
organizations’ actual practices, as well as the conditions facilitating or hindering their application
in the workplace, a comparative analysis was performed using the results obtained from the
integrative literature review (Objective 1) and the multiple case study (Objective 2). The number
of discrepancies was calculated, by element of best practices.

A synthesis table was developed using the list of elements of best practices drawn up in the
context of Objective 1 and of actual practices studied in the context of Objective 2. The
presence or absence of discrepancies is reported in this table for the various organizations.

3.4 Ethics and Confidentiality

The research protocol was approved by the Université de Sherbrooke’s Comité institutionnel
d’éthique de la recherche avec les étres humains [institutional committee on the ethical conduct
of research involving human subjects]. The information collected was to remain confidential and
be used strictly for research purposes. The participants signed a form giving their free and
informed consent after a member of the research team informed them of the study objectives,
what was expected of them, and the possible advantages and disadvantages of participating in
the study.
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4. RESULTS
4.1 Literature Review

The results are presented in accordance with the guidelines put forward in the integrative review
(Whittemore and Knafl, 2005). As can be seen in Figure 3, which details the bibliographic
search process and the number of references retained after each step in the methodology,
1,780 titles were initially selected. After examining the abstracts to assess their relevance, 84
documents were read in their entirety to verify the application of the selection criteria. A total of
29 of these documents met the criteria.

4.1.1 Description of the publications retained

Table 2 provides a description of the 29 publications retained, by author(s), year of publication,
type of publication, main objective, type and stage of the injury that was the focus of the
publication, and the target population. These publications fell into three main categories: 22
literature reviews, four research reports, and three practice guides. The reviews comprised 15
systematic reviews, only one of which included a meta-analysis. The others were narrative,
integrative, and realist syntheses.

The populations studied in the different publications were diverse: workers who were or had
been on sick leave, workers who remained at work despite symptoms, or workers who had been
off their regular jobs for varying lengths of time. Eighteen reviews out of 22 focussed on MSDs
in general, irrespective of injury site (lower back, upper extremities, and neck), and often on
other health problems (e.g., mental or physical health problems, fibromyalgia, or osteoarthritis).
Of the 20 publications that investigated interventions by particular phase/stage of injury — acute
(3 articles), sub-acute (9 articles), and chronic (8 articles) — ten dealt with only one phase/stage
of injury. In terms of the time intervals used by the authors to define the stages of disability
caused by musculoskeletal injuries, despite slight differences from one author to the other, they
generally corresponded to the definitions given by Waddell et al.,(2001): the acute phase, of
less than 4 weeks; the sub-acute phase, of between 4 and 12 weeks; and the chronic phase, of
more than 12 weeks.

Generally speaking, three types of intervention-related research objectives were pursued:
(1) determine the effectiveness of intervention programs having one or more workplace
components (19 articles); (2) describe the components of the intervention in the workplace
(types of actions, process, and players) and the mechanisms underlying the process (three
articles and four reports); and (3) identify the conditions facilitating implementation of these
components and their uptake in the workplace (three practice guides).
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Electronic search in 11 databases (n=1,780):

PUBMED (n=380), EMBASE (n=42), PSYCINFO (n=60),
ERGONOMICS ABSTRACTS (n=227), ABI-INFORM (n=288),
INRS (n=125), SOCIAL SCISEARCH (n=248), PASCAL (n=186),
FRANCIS (n=15), OSHUPDATE (n=37),
OSHLINE-CANADIANA (n=172)

A 4

Potentially relevant references
identified and selected for the study
(n=1,232)

‘( References excluded due to
'L duplication (n=548)

References excluded after application of

A4

References retained for more detailed
assessment (n=84)

»
L

( inclusion/exclusion criteria for titles and
L abstracts (n=1,148)

s N
References excluded after examination of

A 4

complete article (n=53)

N

J
~

A 4

Added references
(n=4)

\4

References included in the review (n=29):
Studies/reviews (n=22)
Reports (n=4)
Practice guides (n=3)

References excluded after survey
conducted via SurveyMonkey and on an
consensus basis (n=6)

Figure 3. Summary of the literature search strategy.
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Table 2. Description of publications

Author(s) Type of Objective Injury site/type  Study population Injury
Year publication/ Sick leave duration phase/stage
Number of articles Health problem
Aas et al., 2011 Systematic review Evaluate effectiveness of Neck Workers at work or Acute: < 6 wk.

Boocock et al.,
2007

Briand et al.,
2008

Burton et al.,
2009

Carroll et al.,
2010

Durand et al.,
2014

(Cochrane)

N = 10 studies,
including 2 meta-
analyses

1991-2008
Systematic review
N = 31 studies
1999-2004

Review of
systematic reviews

N = 14 studies
2000-2006

Narrative
systematic review

No. ref.*=101
1995-2007

Systematic
narrative review

N = 13 articles, 14
economic studies
1992-2007

Review of reviews
N = 17 documents

interventions in the WP.

Evaluate the results of
ergonomic interventions in
primary, secondary, or
tertiary MSD prevention.

Establish the components
of work rehabilitation
interventions.

Determine the MSD
management strategies.

Evaluate the effectiveness
of interventions involving
the WP in improving RTW
rates (compared to
interventions with no WP
involvement)

Identify the best sick-leave
management practices and

MSDs

Neck + upper
extremities +
fibromyalgia
Physical
injuries: MSDs,
etc.

Upper
extremities

Lower back

MSDs and
common mental

on sick leave

Sick leave duration:
N/C

Workers followed = 2
mo.

Sick leave duration:
N/C

Workers on sick
leave

Sick leave duration:
N/C
Working-age adults

Sick leave duration:
N/C

Workers, full-time or
part-time.

Sick leave duration,
long: = 2 wk.

Workers on sick
leave

Sub-acute: 6-12
wk.

Chronic: > 12 wk.

N/C

Sub-acute: 4-6 wk.

Chronic: > 6 wk.

N/C

N/C

N/C
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Author(s) Type of Objective Injury site/type  Study population Injury
Year publication/ Sick leave duration phase/stage
Number of articles Health problem
(articles, reviews, propose an RTW approach  disorders Sick leave duration:
practice guides) designed to assist (CMDs) N/C
2003-2012 organizations.
Durand et al., Descriptive review Determine the objectives of MSDs Workers: absent N/C
2007 N = 21 articles, 16 interventions in the WP > 50% of the work
studies conducted as part of a time
rehabilitation program, and _ o
1992-2004 describe the activities Sick leave duration:
carried out. N/C
Elders et al., Systematic review Evaluate the effectiveness Back: non- Workers Acute: < 30 days
2000 N = 12 articles of the R_TW strategies !n specific pain Sick leave duration:  Sub-acute:
1977-1998 Ipreventlng long-term sick <1yr. between 30 days
eave. and 12 wk.

Franche et al.,
2005

Higgins et al.,
2012

Hlobil et al.,
2005

Systematic review

N = 25 articles, 10
studies

1994-2003

Realist review
N = 269 articles
1976-2011

Systematic review

N = 13 articles, 9
randomized

Evaluate the effectiveness
of the RTW interventions in
the WP.

Identify and evaluate the
dominant theories
underlying the best
practices for managing
long-term sick leave in the
WP.

Explore the effectiveness of
RTW interventions on
absenteeism, functional

MSDs and other
pain-related
conditions

llinesses or
injuries,
including MSDs

Lower back:
non-specific
pain

Workers on sick
leave, both
compensated and
non-compensated

Sick leave duration:
N/C

Workers on sick
leave

Sick leave duration:
long: = 4 wk.

Workers on sick
leave Sick leave
duration: N/C

Chronic: = 12 wk.
N/C

N/C

Sub-acute:
between 4 wk. and
3 mo.
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Author(s) Type of Objective Injury site/type  Study population Injury
Year publication/ Sick leave duration phase/stage

Number of articles

Health problem

Hoefsmit et al.,
2012

Lysaght et al.,
2010

MacEachen et
al., 2006

Ozguler et al.,
2004

Palmer et al.,
2012

Schandelmaier
et al., 2012

controlled trials
(RCTs)

1992-2004
Systematic review
N = 23 articles
1997-2010

Integrative review
N = 37 articles
1984-2008
Systematic review

N = 13 qualitative
studies

1994-2003
Review of reviews
N = 10 articles
1996-2003

Systematic review

N = 42 studies,
including 34 on
RCTs

1992-2010

Systematic review
and meta-analysis

N = 17 articles,

status, and pain compared
to that of regular care.

Identify the characteristics
of interventions that
facilitate the RTW after sick
leave.

Examine the best
rehabilitation and work
reintegration practices.

Gain a better understanding
of RTW dimensions,
processes, and practices.

Document interventions that
are effective in terms of
RTW.

Evaluate the effectiveness
of interventions in the WP in
order to manage sick leaves
related to job loss.

Compare the effectiveness
of RTW coordination
programs in preventing

Pain, including
that associated
with an MSD

MSDs

MSDs + pain

Lower back

MSDs

MSDs

Workers on sick
leave, irrespective of
diagnosis

Sick leave duration:
N/C

Workers

Sick leave duration:
N/C

Workers

Sick leave duration:
N/C

Patients with low
back pain

Sick leave duration:
> 3-4 wk.

Workers on sick
leave

Sick leave duration:
12 mo.

Workers back at
work for at least 80%
of their work time

N/C

Acute: £ 12 wk.

N/C

Sub-acute: from 3-
4 wk. to 3 mo.

Chronic: 3 to 6 mo.

N/C

N/C
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Author(s) Type of Objective Injury site/type  Study population Injury
Year publication/ Sick leave duration phase/stage

Number of articles Health problem

van Oostrom et
al., 2009

Waddell and
Burton, 2001

Williams et al.,
2007

Williams et al.,
2004

Williams and
Westmorland,
2002

including 8 on
RCTs

1993-2010

Systematic review
(Cochrane)

N = 15 articles,
including 6 on
RCTs

1994-2007
Systematic review
N =34 articles
1993-2000

Systematic review

N = 15 articles, 10
studies

1991-2004
Systematic review
N = 8 studies
1991-2003

Descriptive review
of workplace
practices

long-term work disability
compared to that of usual
disability management
practices.

Determine the effectiveness
of interventions in the WP
compared to that of usual
clinical care interventions, in
terms of work- and health-
related outcomes.

Provide scientific evidence
in order to develop a
workplace health guide for
managing work-related
back problems.

Evaluate the effectiveness
of rehabilitation
interventions in the WP.

Evaluate the effectiveness
of rehabilitation
interventions.

Describe the main
components of disability
management programs in

Disability
caused by all
types of
conditions,
including MSDs

Back injury

Back injury,

work-related
MSDs

Upper
extremities
(simultaneous
disorders
involving neck
and upper
extremities)

MSDs

Sick leave duration:
4 wk.

Workers, working-
age adults, on sick
leave

Sick leave duration:
long-term.

Working-age adults

Sick leave duration:
N/C

Workers

Sick leave duration:
N/C

Patients, users of
computer monitors
and mouses.

Sick leave duration:
N/C

Workers
Sick leave duration:

N/C

Acute: < 4 wk.

Sub-acute: 4-12
wk.

Chronic: = 12 wk.
N/C

N/C

N/C
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Author(s) Type of Objective Injury site/type  Study population Injury
Year publication/ Sick leave duration phase/stage
Number of articles Health problem
N = 31 the WP. N/C
1990-2002

Campbell et al.,
2007

Gensby et al.,
2012

Podniece et al.,
2007

Waddell et al,,
2008

NICE 2009°

Report on reviews
(communications,
systematic reviews,
meta-analyses, and
reports)

1999-2007

Report on
systematic reviews
(Campbell-type)

N = 13 studies
1987-2006

Report
No. ref. =117
1996-2007

Report

Systematic review
2000-2008

NICE Guideline
N = 13 documents
2007-2008

6 http://www.nice.org.uk/quidance/ph19

Evaluate the effectiveness
of RTW interventions and
determine the components
of these interventions.

Evaluate the effectiveness
and examine the
components of work
disability management
programs that promote the
RTW.

Evaluate the effectiveness
of injured-worker retention,
reintegration, and
rehabilitation interventions
and policies.

Provide a database for
developing occupational
rehabilitation policies.

Provide recommendations
for the management of sick
leaves caused by long-term
illnesses and disability.

Common health
problems: back-
related and
other MSDs.

MSDs

MSDs (back
injury + upper
and lower
extremities)

Common health
problems: MSDs

MSDs

Working-age adults
currently involved in
rehabilitation or a
RTW

Sick leave duration:
N/C

Workers on disability
leave

Sick leave duration:
long-term

Workers

Sick leave duration:
N/C

Working-age adults

Sick leave duration:
long-term

Workers
Sick leave duration:
= 4 wk. (long)

Acute: < 6 wk.

Sub-acute: 6-12
wk.

Chronic: = 12 wk.

N/C

Acute: 4-6 wk.

Sub-acute: 4-12
wk.

Chronic: > 12 wk.

N/C

N/C


http://www.nice.org.uk/guidance/ph19

28 Workplace Practices for Healthy and Sustainable Return to Work IRSST

Author(s) Type of Objective Injury site/type  Study population Injury
Year publication/ Sick leave duration phase/stage
Number of articles Health problem
Kendall et al., Intervention guide Identify the obstacles to the  MSDs Workers Acute: < 2 wk.
2009’ based on RTW by using the Sick leave duration:  Sub-acute: 2-12
identification of psychosocial flags N/C wk.

obstacles to RTW reference framework.

Stock et al., Guide and tools for  Propose an approach for
2005° employment implementing an
retention and RTW  employment retention and
(in-house guide) RTW program.

MSDs (work-
related or not)

Workers
Sick leave duration:
< 90 days

Chronic: > 12 wk.
N/C

*No. ref.: We counted the references in the Results section because there were no summary tables of all the studies or papers reviewed.

WP:  workplace
RCT: randomized controlled trial
N/C: not covered

wk.: week
mo.: month
yr.: year

! www.tsoshop.co.uk/flags
8 http://www.irsst.qc.ca/media/documents/PublIRSST/OMRT-FR.pdf
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4.1.2 Effectiveness of interventions in the workplace

Generally speaking, as can be seen from Table 3 as a whole, a number of studies concur
that policies, programs, interventions, and strategies with workplace components are
effective in terms of RTW. More specifically, several authors have observed the effectiveness
of combinations of clinical components and interventions in the workplace. However, few
studies establish an effectiveness link between any particular component in the workplace
and RTW. Moreover, the level of evidence of effectiveness varies considerably, depending on
the quality of the studies.

The different components evaluated in the workplace varied in nature: ergonomic
interventions (Aas et al., 2011, Burton et al., 2009, Elders et al., 2000, Franche et al., 2005,
Williams et al., 2007, Williams et al., 2004), behavioural or cognitive behavioural interventions
(Campbell et al., 2007, Ozguler et al., 2004), physical activity, exercises, and back school
(Boocock et al., 2007, Elders et al., 2000, Ozguler et al., 2004, Waddell and Burton, 2001),
education and information (Aas et al., 2011, Burton et al., 2009, Campbell et al.,2007,
Williams et al.,2004), relaxation and breaks (Williams et al., 2004), and adjustment and
modification of tasks, work stations, and work environment (Boocock et al., 2007, Burton et
al., 2009, Franche et al., 2005, Hoefsmit et al., 2012, Palmer et al., 2012).

The effectiveness of these combinations depends on numerous factors related to the
implementation context in the workplace, including disability management policies and
programs that encourage workers to remain active by means of a gradual return to work
(Hoefsmit et al., 2012, Palmer et al., 2012), work modifications (Williams and Westmorland,
2002, Williams et al., 2004), a proactive and participatory — active involvement of the players
— approach (Waddell et al., 2008) (Carroll et al., 2010), early contact with the worker
(Franche et al., 2005), and early intervention (at around six weeks following the onset of pain)
(Burton et al., 2009, Campbell et al., 2007, Carroll et al., 2010, Williams et al., 2007), RTW
coordination (Franche et al., 2005, Schandelmaier et al., 2012, Williams et al., 2004).

Most of the evaluated interventions in the workplace were carried out by a multidisciplinary
research team in collaboration with the workplaces. They were specific or non-specific with
respect to type of MSD (back, neck, etc.), stage (acute/sub-acute/chronic) (Elders et al.,
2000, Waddell et al., 2001, Palmer et al., 2012), and activity sector (manufacturing, office
automation, hospital, call centre, and construction).

The measures most commonly used to evaluate the effectiveness and impact of the
interventions on RTW were the duration of the sick leave before the RTW or the percentage
of workers effectively back at work. Only a few reviews mentioned maintenance of the effects
of these interventions over time, in the workplace (Aas et al., 2011, Elders et al., 2000,
Franche et al.,, 2005, Hlobil et al., 2005, Hoefsmit et al., 2012, Palmer et al., 2012,
Schandelmaier et al., 2012, van Oostrom et al., 2009, Waddell and Burton 2001, Williams et
al., 2004, 2007, Williams and Westmorland, 2002, Gensby et al., 2012).
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Table 3. Findings regarding the effectiveness® of interventions in the workplace

Author(s) Type of program and Variable of Finding regarding the effectiveness of the programs in the
Year injury site/type measured RTW workplace and their components

outcomes
Aas et al., RTW programs Sick leave duration Intervention in the WP (education, ergonomic principles, physical
2011**Q1° Neck Maintenance of activity) reduces absenteeism among workers after 6 months of

Boocock et al.,
2007+

Burton et al.,
2009** @

Carroll et al.,
2010*@

Elders et al.,

Primary/secondary or

tertiary prevention
programs

Neck and upper
extremities

RTW interventions
MSDs, upper
extremities
Contexts: work on
computer screens,
manual work

RTW strategies
Back: sub-acute

Ergonomic

effects: 3, 6, 12 mo.

Health condition and

pain

Sick leave duration

RTW rates

RTW rates

sick leave.

Effectiveness of mechanical adjustments, exercise, and
modifications to the work environment, work station, and
equipment in improving the health condition and pain.

Physical and organizational adjustments (temporary and
transitional) facilitate the RTW.

Early RTW is facilitated by multi-modal intervention, including the
fact of providing specific information and encouraging activity at
work.

Integrative approaches are effective for MSDs in general and for
disorders involving the upper extremities, e.g., case-management
type of intervention.

Interventions with a WP component are more effective than those
without.

Involving workers, health professionals, and employers in making
work modifications is associated with more effective improvement
than other interventions.

Early RTW in the WP is effective.

Ergonomic intervention combined with “back school” is effective

° To report on the effectiveness of the intervention, the authors referred to studies conducted using various methodologies: meta-analysis,
randomized controlled trial, and comparisons with usual-care programs or interventions.
°To report on the effectiveness of the intervention, the authors referred to the quality of evidence reported in randomized controlled trials.
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Author(s) Type of program and Variable of Finding regarding the effectiveness of the programs in the
Year injury site/type measured RTW workplace and their components

outcomes
2000* © interventions in Maintenance of after 60 days from the beginning of the sick leave (sub-acute

Franche et al.,
2005** @

Hlobil et al.,
2005** @

Hoefsmit et
al., 2012* @

Ozgujer et al.,
2004 @

Palmer et al.,
2012+ ¢

secondary prevention
Back: acute, sub-
acute, and chronic

RTW strategies
MSDs and other pain-
related conditions

Functional capacity
restoration program
with component in the
workplace (sub-acute
pain)

Back
Multi-disciplinary,
early RTW
interventions with
components in the
WP

Physical problems:
MSDs

RTW interventions
involving patients with
low back pain

Interventions in the
WP for managing sick
leaves and loss of

effects: 0-360 days

Sick leave duration
Maintenance of
effects: > 1 yr.

RTW rate and no. of
days of sick leave
Maintenance of
effects:

6 mo., = 12 mo.

RTW rate
Maintenance of
effects:

<6 wk., 12 mo.

Sick leave duration

RTW rate
Average number of
days of sick leave

phase) compared with the “back school” intervention alone.
Components of the ergonomic intervention: exercise, physical
fitness, training in work methods and lifting techniques.

The fact of offering adjustments, contact between the health
professional and the WP, early contact with the worker by the WP,
ergonomic visits to the work station, and the presence of a
disability and RTW administrator/counsellor reduce disability
duration and the related costs.

Early functional capacity restoration in a multi-disciplinary team
and in the WP is effective in terms of increasing the RTW rate
after 6 months of sick leave and of reducing the number of sick
days after 12 months.

Muilti-disciplinary intervention appears effective for various target
groups (e.g., those with back pain or adjustment disorders).
Activities planned according to a pre-defined calendar are
effective.

The combination of encouraging the W to remain active and a
GRTW is effective.

Contact with the employer and with the WP improves the RTW
rate at 12-month follow-up compared to usual treatment.

Effective interventions include a cognitive behavioural component
aimed at fear reduction. One of the essential content points of
interventions in the WP is to help the subject be active despite low
back pain (“back school,” encouragement to do activities).

None of the interventions tested appeared superior.

More complex and more intense interventions are less effective
than simple and less intense ones.
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Author(s) Type of program and Variable of Finding regarding the effectiveness of the programs in the
Year injury site/type measured RTW workplace and their components
outcomes
employment Loss of employment Short interventions (< 12 hr.) are more effective than those taking
MSDs for health reasons more time (32 hr., very few benefits).

Schandelmaie
get al., 2012**

van Oostrom
et al., 2009** @
(RCT)

Waddell and
QBurton, 2001**

RTW programs for
workers on disability
MSDs

RTW interventions in
the WP

Disability due to a
health problem: MSDs

Program combining
clinical, rehabilitation,
and sick-leave
management
interventions in the
WP Back

during the reference
follow-up period
Maintenance of
effects: 3, 6, 12 mo.

Long-term sick leave:
number of days of
sick leave

RTW rate
Maintenance of
effects: 6, 12, 16, 60
mo.

Number of days of
sick leave
Maintenance of
effects: 12 mo.

Number of days of
sick leave
Maintenance of
effects: 4 wk., 12 wk.,

1yr.

Interventions that require adjustments are more beneficial in
reducing the number of lost work days.

Interventions requiring graded tasks are positive.

Benefits are greater for workers absent for < 12 wk. compared
with those absent for > 3, 6, or 12 mo.

RTW coordination has a small effect, but probably important in
terms of absolute benefits (probability that patients with a
disability return to work), even if it has few benefits in terms of
health and stability. The time it takes for a RTW to stabilize is
assessed at one yr.

Intervention in the WP reduces sick leave compared with usual
care (different result in terms of the workers’ health condition).
Components of the intervention in the WP: modifications to the
work environment and work station, layout, equipment; changes
to working conditions; method of sick-leave management.
Organizational and sick-leave management strategies in the WP
reduce absenteeism and the associated losses (acute phase).
Offering light work and modified tasks on a temporary basis
facilitates the RTW and reduces sick-leave duration (sub-acute
phase):

For patients having difficulty returning to normal activities at 4 and
at 12 wk. of sick leave, changing the treatment of symptoms for a
“pack school’-type of treatment can reduce chronic disability and
sick leave. However, the content or optimal intensity of such
combinations is not known.

An optimal combination of clinical management, a rehabilitation
program, and organizational interventions is more effective than
each of these components used on their own.
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Author(s)
Year

Type of program and
injury site/type

Variable of
measured RTW
outcomes

Finding regarding the effectiveness of the programs in the
workplace and their components

Williams et al.,
2007** @

Williams et al.,
2004 **9

Williams and
Westmorland,
2002* @

Campbell et
al., 2007+

Rehabilitation
interventions in the
WP

Back

Rehabilitation
interventions in the
WP, Upper
extremities and neck

Disability
management
programs in the WP
MSDs, acute, sub-
acute, chronic

Early multi-disciplinary
intervention

Common health
problems: back

Rate of sick leave:
number of days
before RTW
Maintenance of
effects:

7 wk., 6 wk., 24 mo.

Absenteeism,
functional status, pain
intensity, medical
costs

Maintenance of
effects:

6 mo., 1 yr.

Sick leave duration,
functional status,
satisfaction
Maintenance of
effects:

2,6, 12, 24 mo.
RTW rate

Sick leave duration
Employment and
RTW status

Early rehabilitation interventions in the WP are effective in
returning workers to work faster and reducing sick leave duration.
Ergonomic interventions, such as participatory ergonomics,
adaptation of the WP, adaptation of the tasks and work schedule,
and the role played by the supervisor, are effective in terms of the
RTW.

Modifications (keyboard design, relaxation breaks), training
managers to make accommodations, and exercise programs have
a positive impact on the RTW.

Offering physiotherapy in the WP may be effective in reducing lost
work time and medical costs.

More work modifications and less absenteeism were observed for
individuals whose work station was analyzed.

Ergonomics training for disability and RTW
administrators/counsellors is associated with a change in
practices in terms of more appropriate accommodations.

Disability management policies and programs with a work
modification component double the RTW success rate and are
efficient.

Early multidisciplinary intervention (after the 6th week of pain
onset) is more effective than usual or single-discipline
interventions. Optimal multidisciplinary interventions should focus
on RTW and include exercises, cognitive behavioural therapy,
organizational elements, and education.

Effective communication and active collaboration among health
professionals, WP professionals, and the W determine the
success of the RTW.
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Author(s) Type of program and Variable of Finding regarding the effectiveness of the programs in the
Year injury site/type measured RTW workplace and their components
outcomes
Gensbgl etal, Disability RTW duration and Lack of evidence on the effectiveness of disability and RTW
2012* management rate: cumulative management programs provided by employers.
programs used by number of sick leave Unable to determine whether certain specific components of these
employers to prevent  days, functional status programs are effective in terms of RTW.
long-term disability Maintenance of
and facilitate the RTW effects: 4, 8, 12 mo.
MSDs and other
physical injuries
Podniece et Interventions and RTW rate An optimal combination of clinical intervention and a rehabilitation
al., 2007* ¢ retention, program in the WP (lumbar belts, corsets, exercises, and modified
reintegration, and work) is more effective than each of these components used on
rehabilitation policies its own.
Back, upper
extremities
Waddell et al., Occupational RTW rate, sick leave  Proactive approaches to sick leave management in the WP and
2008** @ rehabilitation and duration offering temporary modified work and accommodations reduce
Report RTW policies sick leave duration and increase RTW rates.
MSDs, common The RTW is more effective if the intervention takes place in the
health problem WP.
Absenteeism and disability management is efficient and may have
reduced absenteeism by 20-60% in Great Britain.
Legend:
Q The review assesses the quality of the evidence from the different studies.
* The review makes recommendations regarding the effectiveness, without establishing the quality of the evidence.

*%

controlled trials (RCTs), some of which are meta-analyses.

w worker

WP workplace

RTW  return to work
GRTW gradual return to work
mo. month

yr. year

wk. week

The review makes recommendations regarding the effectiveness according to the quality of evidence. The review includes randomized
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4.1.3 Intervention strategies for sustainable RTW

Table 4 details the strategies for sustainable RTW (process, actions, and players) described in
narrative, integrative, realist, descriptive, and qualitative reviews and in reviews concerning
issues other than effectiveness. Table 5 covers those described in the best RTW practice
guidelines designed for organizations.

For the most part, the authors detail the principles and guidelines that employers should take
into account when formulating organizational policies and procedures (Durand et al., 2007,
Higgins et al.,, 2012, NICE 2009, Stock et al., 2005). The main elements mentioned concern
instilling a disability prevention culture (Higgins et al., 2012, MacEachen et al., 2006), providing
players with information and adequate training (Durand et al., 2007, Higgins et al., 2012), and
using specialized external resources (multidisciplinary rehabilitation program, ergonomist) to
evaluate the fit between the worker’s capacities and the work demands and to intervene when
complex physical or mental conditions are involved (Briand et al., 2008, Durand et al., 2007,
Higgins et al., 2012). However, the roles and responsibilities of the various categories of players
involved in the RTW process in the workplace (e.g., supervisor, disability and RTW
administrator/counsellor), as well as the educational and informational content related to their
application are rarely specified by the authors (Durand et al., 2014, Lysaght et al., 2010).

Some authors go further in describing intervention strategies for a sustainable RTW, describing
essential activities to be carried out in the workplace. These activities are specific to a stage or
moment in the RTW (Durand et al., 2014, Kendall et al., 2009, NICE 2009, Stock et al., 2005),
or to a category of players (e.g., the supervisor’s first contact with the worker as soon as
possible after the accident) (Durand et al., 2014). Evaluating the worker, his tasks, and the work
environment appears to be one of the activities essential to planning the RTW solution, itself a
collaborative activity consisting of several actions that must be taken by the various players
(Durand et al., 2014, Higgins et al., 2012, Durand et al., 2007). Similarly, work adjustments and
accommodations are essential to the worker's smooth resumption of work after a long-term
absence or not, and to his ability to stay at work without a relapse, recurrence, or aggravation of
the injury. The most frequently mentioned RTW solution is that of offering temporary,
transitional, or permanent modified work (Durand et al.,2014, Higgins et al.,2012, Lysaght et al.,
2010, Durand et al., 2007, MacEachen et al., 2006 NICE 2009, Stock et al., 2005). Modified
work includes lighter tasks, accommodations (e.g., allowing the worker to receive care during
working hours, change work shifts, use a chair, alternate between jobs with fewer cumulative
demands, hold a supernumerary job), adjustments (e.g., adjusting the height of the work table),
and adaptations (e.g., implementing job rotation, reassigning the worker, modifying the work
station). It appears essential to maintain high worker motivation by assigning workers to light
tasks that are part of their job within the same department, and when this is impossible, to
another job or department where the work remains meaningful and productive (MacEachen et
al., 2006, Stock et al., 2005). A gradual return to work (transitional modification) consists of the
gradual resumption of regular working hours or regular work tasks. It provides an alternative that
allows workers to resume their regular tasks over time as they regain their functional capacities
after a long-term absence (Durand et al., 2014, NICE 2009, Kendall et al., 2009, Durand et al.,
2007, MacEachen et al., 2006). Permanent modifications consist of redesigning the work
station, redistributing tasks, acquiring new equipment, and reconfiguring the work premises
(Stock et al., 2005). In addition to accommodating workers faced with permanent limitations,
these solutions may have a major positive impact on preventing MSDs in other workers within
the organization.
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Together or separately, a number of key players are responsible for these actions. The case
manager, worker, supervisor, union representative, disability and RTW administrator/counsellor,
and preventionist are among those most frequently mentioned. The different players’ roles are
specified according to the intervention context: programs essentially carried out in the workplace
(Durand et al., 2014, Higgins et al., 2012, Kendall et al., 2009, MacEachen et al., 2006, Stock et
al., 2005) or rehabilitation programs with one or more components carried out in the workplace
(Briand et al., 2008, Durand et al., 2007, Lysaght et al., 2010, NICE 2009).

Generally speaking, the player responsible for contact with the health care system and the
insurer is the person in charge of managing sick leaves, or the disability and RTW
administrator/counsellor if the organization has one (Briand et al., 2008, Durand et al., 2014,
Higgins et al., 2012, NICE 2009). This individual plans and coordinates the implementation of
the actions (timing, sequencing, and communication) during the gradual or definitive return to
regular work. He is also responsible for communicating with the players representing the health
care system (physician), insurer (counsellor, agent), and representatives of the organization,
and seeks to mobilize these various parties around a common goal: a healthy and sustainable
RTW. By maintaining regular contact with the worker, the disability and RTW
administrator/counsellor can provide information on the process and reassurance about the
employer’s intentions. The coordinator ensures the supervisor's and worker’s active involvement
in everything related to the work arrangements, and communicates with the union in this regard
to ensure, among other things, that there are no adverse effects on the organization’s other
workers (Durand et al., 2014).

Supervisors are another important player in the RTW process due to their knowledge of the
work demands. They take part in planning the RTW and in adjusting the work tasks to ensure
that they are adequate and appropriate (light or regular, resumed gradually) and that they
comply with the physician-prescribed restrictions. They prepare the work group for
implementation of the RTW plan and to welcome the worker back. They are also responsible for
encouraging the worker and his co-workers to help develop and implement the solutions
included in the RTW plan, performing follow-up, and adjusting the solutions as needed to the
worker’s progress (Durand et al., 2014). The injured worker’s co-workers play an important role
too in assisting and supporting the worker during the RTW process (Durand et al., 2014, Kendall
et al., 2009).

Other players may also be involved in the RTW process. For example, health professionals may
be invited, as needed, to come to the workplace to assess the fit between the restrictions
(capacities) prescribed by the attending physician and the demands of the work tasks, and then
to suggest modifications. However, several authors concur that, in order to shorten the sick
leave and promote the RTW, the opportune time for management by a professional or team of
health professionals is between the 4th and 12th weeks following onset of the pain, i.e., during
the subacute phase (Higgins et al., 2012, Kendall et al., 2009, NICE 2009, Lysaght et al., 2009).

Lastly, several organizational strategies concerning all stages in the RTW process and all
players concerned by OHS issues, are put forward by the authors as facilitating a sustainable
RTW process: information (Durand et al., 2014, Briand et al., 2008), coordination (Briand et al.,
2008, Higgins et al., 2012, NICE 2009), communication (Higgins et al., 2012, Briand et al., 2008,
Durand et al., 2007), collaboration (Durand et al., 2014, NICE 2009), and education and support
for the workers and other players in the workplace (Higgins et al., 2012, Lysaght et al., 2010,
Durand et al., 2007, Stock et al., 2005).
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Table 4. Intervention strategies in the workplace

Author/ Type of Process Action in the WP Player
Year program/injury site
Briand et al., RTW intervention Contact between the Coordinate Practitioner in the WP
2008 programs health care system, Inform the WP players (occupational therapist,
insurer’s representative, Communicate physiotherapist,
MSDs causing work and the WP (employer, ergonomist)
disability union) Disability case
Information sessions manager
Visiting the workplace Multidisciplinary team
Evaluating (physiotherapist +
Developing a RTW plan psychologist +
ergonomist +
occupational therapist,
etc.)
Durand et Best RTW and sick- Sick leave and recovery Receive the medical certificate Employer
al., 2014 leave management period Inform the disability and RTW Sick leave manager
practices Initial contact with the W administrator/counsellor S
Evaluating the W and his Provide the W with information Co-workers
MSDs or common tasks, the flexibility for Identify obstacles to the RTW Coordinator
mental disorders accommodations: Adjust the work w
(CMDs) feasibility, task availability, ~Support the W and S
in light of the collective Welcome the W back
agreement Reassure and encourage the W
Developing a RTW plan Give the W feedback
Resuming work Take concerted action
Doing follow-up
Durand et Interventions Observations (e.g., Collect information in the WP Health professional
al., 2007 conducted in the postures, efforts, Provide adapted training (e.g., occupational

workplace in the
context of an
occupational
rehabilitation program

sequencing of tasks, pace)
Discussions, meetings,
interviews in the WP
Consulting the
organization’s documents

Modify the work: develop, prioritize,
obtain consensus, implement, and
follow up on modifications

GRTW

therapist)
Work-related
professional (e.g.,
ergonomist, industrial
hygienist)
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Author/ Type of Process Action in the WP Player
Year program/injury site
MSDs (e.g., accident reports) Multidisciplinary team
Communicating results to
the players
Higgins et Best practices for Evaluating the work Apply robust and proactive Rehabilitation
al., 2012° managing long-term demands (ergonomic procedures and policies professional
sick leave (= 4 wk.) in evaluation) Communicate Employer
the WP Regular contact with the W Coordinate Sick leave manager
Support the Wand S S
Support well-appreciated personnel W
Identify obstacles early on
Adjust the work temporarily (e.g.,
reduce working hours, change task
assignments, redeploy)
Offer adequate training
Combine preventive and incentive
measures
Lysaght et Best rehabilitation and  Meetings Intervene early w
al., 2010 reintegration practices  Analyses on the work site  Adjust the work S
Have the W resume work gradually = Health professional in
MSDs, acute phase: < Offer adequate training the WP
12 wk.
MacEachen  RTW practices Choosing modified tasks Establish early contact with the W S
et al., 2006°  following the Doing follow-up Provide information on the RTW Co-workers
occurrence of a work- process Employer
related injury Adjust the work w
Make adjustments to the work Union

MSDs

station (ergonomic)
Take concerted action

W: worker, S: supervisor; WP: workplace; MSD: musculoskeletal disorders.
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Table 5. Guidelines and recommendations for workplaces

Author Process Action in WP Player
Year
National Evaluating the W'’s situation in terms of ~ Turn to specialists for specific Case manager (coordinator):
Institute for health and social environment at work, interventions and services and coordinates evaluation, planning,
Health and with regard to RTW obstacles (e.g., work encourage the W to contact his and deployment of interventions
Care relations) and perception of the W'’s physician for advice and support. and services.
Excellence confidence in his capacity to overcome Offer individuals with a poor RTW w
(NICE) 2009 these obstacles (< 12 wk.) prognosis the opportunity to OHS specialist
Evaluating the demands of the work participate in an intervention
tasks program.
Planning the RTW: level, type, and Make ergonomic modifications to
frequency of interventions and services,  the work station and equipment.
including psychological support Return the W gradually to his
Prognostic tool for RTW regular work, with progressive
Interview combining evaluation and increase in working hours and days
planning of the RTW and involving the S worked.
Implementing and following up on the Return the W partially to his regular
RTW solution work tasks or temporarily redeploy
to another job or other tasks.
Coordinate the RTW.
Support managers (S and
employer).
Promote concerted action by all
players in the RTW process.
Kendall et al., Injury stage/phase: Carry out a control procedure Health care system (physicians,
2009 Acute, < 2 wk., no intensive resources: (audit). health professionals,

support, advice, dispelling myths and
negative beliefs, controlling symptoms.
Sub-acute, 2-12 wk., optimal moment for
preventing long-term disability

Chronic, >12 wk., intensive resources,
objectives harder to reach

Setting specific objectives (measurable,
attainable, with indication of duration)

Identify obstacles:

- personal: attitudes and beliefs
regarding health and work;
(uncertainty, anxiety, depression,
loss of routine and of lifestyle
habits);

- health-related (conflicting advice
from professionals, long waiting

rehabilitation service providers):
negotiates modifications and
accommodations in the WP (S,
manager, HR, OHS specialist,
w).

Manager: solves problems.
Other: spouse, family member,
insurer, complaints/case
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Author Process Action in WP Player
Year
and reviewing and adjusting them as lists for treatments, long-term sick manager, co-worker, work
needed leave, treatment not effective); consultant, lawyer.
Planning activities in terms of graded - WP-related (loss of contact with Role of all the players:
objectives work, negative attitude, refusal of - Provide the W with information,
Naming people responsible and accommodations or modified work, advice, and reassurance.
establishing deadlines insufficient understanding, - Promote activity and its
disagreement between the W and benefits.
the employer and physician). - Dispel myths and negative
Modify the work: temporary, beliefs.
transitional arrangements. - Share their expectations with
other players.
Stock et al., Proposing tasks to the attending Encourage the W to remain active.  Professionals that help
2005. physician. Provide early management. organizations implement

Asking the attending physician to specify
work restrictions

Performing follow-up with the W
immediately after the RTW (2-3 days)
and then periodically (every 2 wk.)
Program implementation process:

- Form a program implementation
committee

- Draw up a profile of the situation in the
organization

- Analyze the organization’s needs and
set the program objectives

- Determine the content of the program
- Implement and evaluate the program

Ensure a proper fit between the
tasks assigned to the W and his
physical capacities; adjust
according to the progression in his
capacities.

Adjust the work (tasks, schedule,
equipment, provide training if
necessary, etc.).

Assign light tasks in the same
department or a different one.

Opt for a supernumerary job.
Communicate.

Consult the players in the process.

programs facilitating workers’
RTW and stay-at-work programs
Employer

Working groups (OHS
representative, S, HR) whose
role is to implement structured
RTW and stay-at-work measures.
w

W: worker; S: supervisor; FC: facilitating condition; HC: hindering condition; WP: workplace: HR: Human Resources Department.
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4.1.4 Synthesis of best practices

In the context of this study, the best RTW practices in the workplace were defined as any
components of a policy, program, or intervention in place in the workplace, or as any
organizational strategy(-ies) assessed or described as effective by the authors of various
publications. They are summarized in Table 6 by author and underlying mechanisms.

Overall, three types of components can be distinguished in the context of best practices: (1)
general characteristics, (2) strategic elements, and (3) activities specific to a phase/stage or a
category of players. General characteristics include action principles for developing policies and
formalizing procedures, the adoption of an organizational culture favouring reintegration after an
accident, and the development of the competencies of the players responsible for the different
aspects, etc. Strategic elements concern organizational approaches aimed at attaining a sub-
objective related to sustainable RTW (e.g., communication, collaboration, and coordination).
Lastly, specific activities comprise those carried out in the workplace with a view to sustainable
RTW, by category of players and during a particular phase/stage of RTW (e.g., the supervisor’s
initial contact with the worker as soon as possible after the accident).

Of the general characteristics, robust and formal RTW policies and procedures — when they are
known and followed by all managers and departments in an organization (Human Resources,
Production, Maintenance, OHS, etc.) and by all categories of players (manager, supervisor,
worker, disability and RTW administrator/counsellor, union representative) — constitute essential
components for a healthy and sustainable RTW. They should also include systematic
procedures for ensuring the necessary links with the health professionals and the insurer’s
representatives. The integration of preventive and RTW incentive measures is another basic
principle of organizational procedures to ensure better prevention of disability among all
workers, with or without symptoms. Similarly, providing workers and other players with
information, education, and training, and encouraging workers to remain active through
education, reconditioning, retraining, and RTW-centred “back schools,” are all procedural
elements designed to help workers regain confidence in their capacities. Early intervention is
key, because the longer a person is off work, the more insurmountable the obstacles to RTW
become and the harder the occupational reintegration (Waddell et al., 2008).

The strategic elements identified by the authors as facilitating RTW are concerted action, the
existence of effective mechanisms for communication among the players, collaboration among
external (clinicians, insurers, health and work-related professionals, etc.) and internal players,
and RTW coordination. In fact, according to several authors, the coordination of actions and
involvement/consultation of workers and supervisors during the development of solutions and
modifications to the RTW process constitute essential organizational strategies for developing,
prioritizing, implementing, and following up on health and sustainable RTW solutions.

A number of essential activities are specific to one or another of the phases/stages in the RTW
process: sick leave and recovery period, making contact with the worker soon after the accident,
evaluating his tasks, planning the work and the RTW solution, welcoming the worker back when
he resumes work, and following up on the RTW. Concrete and specific actions taken by a
particular player or category of players during a phase/stage of the RTW, or to be taken
throughout the process (adjusting and continually following up on the modifications according to
how the capacities are evolving) are described by the authors as elements of a workplace-
based process that assures healthy and sustainable RTW. For example, the fact of contacting
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the worker soon after the accident and during the sick leave to offer assistance in the RTW
process appears to be an essential element potentially fostering his active participation. In
addition, the evaluation of his tasks by the supervisor and, as the case may be, by a specialist,
and the identification of obstacles to the RTW by the disabilty and RTW
administrator/counsellor are essential elements in the planning of the RTW solution and during
the return to work.

Various solutions in the form of work modifications are described by the authors. Generally
speaking, the content of these modifications varies slightly from one author to the other: light
tasks, adjustments, accommodations, adaptations, and physical rearrangement of the work
station. However, they appear to be governed by three types of mechanisms. First, the fact of
offering meaningful light tasks (temporary and transitional) and, if possible, within the same
department, should enable workers to maintain their relationship with their work team and
workplace even if they are not completely recovered and productive. Next, offering modifications
(temporary or transitional) to the activities involved in the workers’ pre-accident jobs allows them
to resume their productive activities. The gradual return to work through graded exposure (to
duties and working hours) constitutes another such means. Lastly, reassignment solutions
(permanent) may be contemplated for workers left with permanent functional limitations.

Finally, follow-up activities are essential throughout the development and implementation of the
RTW solution, both to reassure workers that their condition will be respected and to encourage
them to work toward a sustainable RTW, and to make adjustments as needed to prevent
relapses and other injuries.

However, few contextual elements are mentioned in the scientific literature. In fact, while several
studies examine the best RTW practices in the Canadian context (Franche et al., 2005, Lysaght
et al., 2010, MacEachen et al., 2006, Williams and Westmorland, 2002, Williams et al., 2004,
Williams et al., 2007) or the Québec context (Durand et al., 2007, Briand et al., 2008, Durand et
al., 2014, Stock et al., 2005), the studies documented come from many countries whose
legislative contexts differ with respect to the RTW of employees who have sustained work-
related musculoskeletal injuries.
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Table 6. Best practices in the workplace: characteristics, strategic elements, and activities specific to a phase/stage or

category of player

Characteristic, strategic element,
and specific action

Concept or mechanism underlying the
intervention in the workplace

Authors

General characteristics

RTW policies and procedures
(formalization, robustness, clarity,
details on roles and responsibilities)

Information, training, and education
for players on the RTW process

Integrative approach (structures and
resources for preventing and
managing sick leaves through joint
effort)

Proactive approach (prevention
culture: structures and resources in
the WP for returning the W to work
early)

The W encouraged to stay active

Strateqgic elements

Concerted action, based on
consensus-seeking process among
players

Communication, based on the

Same understanding of the RTW process and
procedures applied in the players’ practices.

Understanding the advantages cultivates the
willingness of the W and other players to become
involved and reinforces confidence.

Combining the actions of prevention departments
and sick leave/RTW management departments
helps prevent long-term disability more
effectively.

Early intervention helps prevent aggravation and
the greater complexity associated with
psychosocial factors.

After three months, the more time that elapses,
the greater the risk of long-term disability. The
ideal time for intervening is between two weeks
and three following the injury.

Re-education, reconditioning, and retraining
(combined or not with “back schools”) restore
workers’ confidence in their abilities to perform
their work.

Consensus among the players reduces conflict.

Expressing their fears and expectations and

Gensby et al., 2012, Higgins et al., 2012,
Podniece et al., 2007, Waddel et al., 2012,
Williams and Westmorland, 2002.

Aas et al., 2011, Campbell et al., 2007,
NICE 2009, Hoefsmit et al., 2012, Higgins
et al., 2012, MacEachen et al., 2006,
Palmer et al., 2012

Boocock ef al., 2007

Burton et al., 2009, Carroll et al., 2010,
Campbell et al., 2007, Hoefsmit et al.,
2012, Kendall et al., 2009, MacEachen et
al., 2006, Palmer et al., 2012, Podniece et
al., 2007, Waddel and Burton, 2001,
Waddel et al.,2008, Williams and
Westmorland, 2002, Williams et al., 2007

Elders et al., 2000, Hlobil et al., 2005,
Hoefsmit et al., 2012, Ozguler et al., 2004,
Stock et al., 2005, Campbell et al., 2007,
Podniece et al., 2007

Durand et al., 2014, MacEachen et al,,
2006, NICE 2009

Campbell et al., 2007, Franche et al.,
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Characteristic, strategic element,
and specific action

Concept or mechanism underlying the
intervention in the workplace

Authors

presence of structures and
discussion forums (e.g., meetings,
committees)

Collaboration among the external
(clinicians, insurers, health- and
work-related professionals, etc.) and
internal players (sick leave
manager, coordinator, S, etc.) in the
RTW

Coordination of the RTW

W'’s involvement/participation in
developing and implementing the
solution

S’s involvement/participation in
developing and implementing the
solution

Activities specific to a phase/stage
or to a cateqgory of players

Sick leave and recovery period

Receipt of the medical certificate
(manager)

Use of a RTW coordinator
(manager, person responsible for
managing the RTW)

listening to those of other players facilitates
cooperation among the different players and
workers.

Mobilizing players around a common objective
despite differing interests, and seeking a
satisfactory solution for all.

Organizing actions to facilitate collaboration and
mobilization around a common objective.

Facilitating consensus on the modifications,
accommodations, and conditions for resuming
work.

Using the S’s knowledge and experience to
advantage with regard to the job demands and
the team responsible for production demands.

Respecting the balance between the W’s
functional limitations and the tasks he is
assigned.

Taking note of the W'’s functional limitations,
status, and time required to recover his
capacities.

Verifying the availability of tasks in the
department, and, if need be, in the organization,
in order to assess the possibilities of resuming
modified or regular work.

2005, Hoefsmit et al., 2012, NICE 2009,
Palmer et al., 2012, Waddel et al., 2008,
Williams and Westmorland, 2002

Campbell et al., 2007, Ozguler et al., 2004

Schandelmaier et al., 2012, Waddell et
al.,2008, Williams and Westmorland, 2002

Carroll et al., 2010, Higgins et al., 2012,
NICE

2009, Williams and Westmorland, 2002,
Williams et al., 2007

Durand et al., 2014, MacEachen et al.,
2006

Durand et al., 2007, Stock et al., 2005
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Characteristic, strategic element,
and specific action

Concept or mechanism underlying the
intervention in the workplace

Authors

Proposing tasks that the treating
physician could prescribe for the W
(coordinator, S)

Initial contact with the W soon after
the accident: inquiring about his
recovery (S)

Evaluating the W's tasks (S,
specialist)

Identifying the obstacles to the
RTW, discussion with the W
(coordinator)

Planning the resumption of work and
the RTW solution (individualized and
coordinated) and offering modified
work

Offering light tasks (temporary or
transitional), meaningful, and if
possible, within the same
department (e.g., reassignment)

Offering modifications (temporary,
transitional, or permanent) to the
W’s pre-accident job: adaptations,
adjustments, physical or
organizational modifications to the
work station and work tasks

Offering a GRTW through graded
exposure (tasks, working hours)

Reassuring the W and helping him to see his role
in the process.

Maintaining the W'’s contact with the S and co-
workers.

Correcting the risk factors associated with the
work helps prevent MSDs in other workers.

Identifying barriers to the RTW.

Planning the resources according to the
progression in the W'’s capacities.

Reducing the demands of the work situation on a
transitional and temporary basis.

Offering meaningful, rewarding, and productive
work can have a positive impact on complete
recovery.

Adjusting the physical and organizational
demands of the work according to the
progression in the W'’s capacities.

Gradually exposing the W to the work demands
constitutes a therapeutic approach that promotes
faster recovery.

Increasing the work demands on a transitional

Durand et al., 2014, Durand et al., 2007,
Franche et al., 2005

Briand et al., 2008, Durand et al., 2014,
Higgins et al., 2012, Kendall et al., 2009,
NICE 2009, Palmer et al., 2012, Stock et
al., 2005

Durand et al., 2014, Kendall et al., 2009,
Higgins et al., 2012, NICE 2009

Briand et al., 2008, Durand et al., 2014,
Hoefsmit et al., 2012, Kendall et al., 2009,
NICE 2009, Schandelmaier et al., 2012

Palmer et al., 2012, Waddell and Burton,
2001,Williams and Westmorland, 2002

Boocock et al., 2007, Carroll et al., 2010,
Franche et al., 2005, Kendall et al., 2009,
MacEachen et al., 2006, NICE 2009,
Palmer et al., 2012, Waddell and Burton,
2001, Stock et al., 2005, Waddell et al.,
2008, Williams et al., 2004, Williams et al.,
2007

Durand et al., 2007, Kendall et al., 2009,
NICE 2009, Palmer et al., 2012, Williams
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Characteristic, strategic element, Concept or mechanism underlying the
and specific action intervention in the workplace

Authors

and gradual basis.
RTW, welcoming the W back (S, co- Reassuring the W (resuming contact, sense of

workers) belonging to the team and the organization).
Welcoming the W back: distributing  Ensuring the W that these restrictions will be
and assigning tasks (S) respected in the tasks to be performed.

Making daily adjustments (S, W)

Implementing the modified work Adjusting the work demands according to the
solution and W follow-up progression in the W'’s capacities.
immediately after the RTW (2-3

days) and then periodically every 2

weeks

Following up with the W

Offering feedback about the Facilitating maintenance of the RTW under
progression in the RTW (S) conditions that are healthy for the W.

Making adjustments to the RTW
plan as needed (coordinator)

and Westmorland, 2002

Durand et al., 2014, MacEachen et al.,
2006

Durand et al., 2014, Stock et al., 2005,
NICE 2009, MacEachen et al., 2006

W: worker; S: supervisor; GRTW: gradual return to work.
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4.2 Multiple Case Study

Each “organization case” is presented first through a description of the organization’s main
characteristics, the documents provided by the employer’s representative, the characteristics of
the workers and various key players interviewed, as well as the main findings regarding the
organization’s procedures and practices and the conditions facilitating or hindering RTW. This is
followed by a synthesis table detailing the procedures, practices, and facilitating or hindering
conditions, by organization.

4.2.1 Organization A
Context

Employer A is a public organization operating in the “health care and social assistance” sector.
It is located in Montreal and has over 1,500 employees represented by different unions. Sick
leaves are managed by the employer. Four disability and RTW administrators/counsellors divide
up the work, and each of them is responsible for the sick leave files of several departments.

Data sources

The organization’s management staff provided the research team with two documents. The first
concerned the organization’s sick leave management policy. This policy essentially concerned
the sick leave duration (short/long absence) and the type of system (public/private,
federal/provincial), or program responsible for compensation of the workers injured (CNESST;
Société de l'assurance automobile du Québec [SAAQ]; compensation for victims of crime
[IVAC]; the employer’s salary insurance program; and the Régie de I'assurance maladie du
Québec [RAMQ]). The second document concerned the procedure for reintegrating employees
with temporary functional limitations.

Five workers from Organization A participated in the study, specifically, two men and three
women between 30 and 56 years of age. They worked in health care or related services and
were all unionized. Their job tenure ranged from a few years to over 25 years. They had all
sustained a back injury, and had been absent from 0 to 7 weeks, on sick leave for 6 to 30
weeks, and involved in a gradual return to work for O to 4 weeks. In total, between 12 and 36
weeks had elapsed between the time of their accidents and their definitive return to work.

Nine key players — six women and three men — connected to at least one of the workers met
were interviewed to complete the study of the RTW situations. They had all played a role in the
RTW process of this (or these) worker(s). The three supervisors interviewed had training in the
health field; three had training in management or OHS; their job tenure varied from a few
months to several decades, at the time of the interview. The three disability and RTW
administrators/counsellors had varied backgrounds — one in OHS — and several years of
experience. The preventionist was a nurse. The union representative had been a patient service
associate prior to working full-time for the union, which he had done for over 10 years. The only
co-worker met was a patient service associate.

Four other key players — two women and two men — regularly engaged in the process in a
general way or in the RTW situations of workers other than those interviewed were also
interviewed to complete our study of RTW procedures and practices. The two heads of the OHS
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department and the two supervisors had varied university training (one had training in both
industrial relations and OHS) and many years of experience.

Procedures

The results of the analysis of the documents obtained showed that their “Reintegration of
employees with temporary functional limitations” procedure provided a framework for the work
reintegration methods to follow (regarding management of temporary assignments) in
accordance with temporary functional limitations established by the physician. The OHS
department of the Human Resources Division (HR) is responsible for overseeing application of
this policy. Within this procedure, roles and responsibilities are designated for each category of
player (employer, OHS department, supervisor, employee, and union) according to the type of
accident and the government program responsible for compensation (CNESST, SAAQ, IVAC,
the employer’s salary insurance program, Régie de I'assurance maladie du Québec, or RAMQ).
With regard to sick-leave or RTW management in the context of employment injuries, the
managers specified that they applied the law. They also provided a few examples of temporary
assignment forms adapted to different occupations, as well as a letter addressed to the treating
physician inviting him to present the temporary assignment to the organization. For complex
cases (very long sick leaves, contested diagnoses, etc.), the organization uses the services of a
medical consultant who, in some instances, sees the worker. The union representative
interviewed also provided the research team with some documents, including a guide for
workers involved in industrial accidents and a flow chart showing the procedure they must
follow.

Several informal procedural elements were identified in the key players’ discourse. The players
detailed their roles and responsibilities according to the different phases/stages in the RTW
process. They placed particular emphasis on the investigation procedures following an accident
and during a worker’s sick leave, as well as on a major concern about respecting the functional
limitations during the RTW.

Actual practices

The concrete actions taken by the key players in the RTW are detailed in Table 7 by procedural
element, phase/stage of the RTW process, and category of player. Overall, what is prescribed
(formal and informal procedures) corresponds to the actions actually taken in the RTW process.
In fact, the actions taken after the accidents and during the sick leaves of the workers studied
were similar to those identified in the aforementioned procedure. However, the ways of applying
the various procedural elements, i.e., the practices implemented by a given category of player
(e.g., supervisor, worker) varied.

The workers on temporary assignments are paid by the employer out of a special budget
separate from each department’s or division’s budget. Some workers are assigned to light tasks
that are seen as meaningless and even humiliating, while others are assigned to tasks within
their department or division that allow them to remain in contact with their co-workers and
supervisors. Thus, even if they do not participate directly or as much in their team’s production
activities, these workers can still help their co-workers attain their productivity objectives. The
procedure for following up on workers on temporary assignments or involved in gradual returns
to work is followed meticulously by some supervisors. However, they reported two types of
behaviour. Some offer close supervision, while others mentioned not having enough time
(heavy supervision workload), means (information about the worker’s limitations), or light tasks
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within their department. Yet all these elements have to be taken into consideration when making
accommodations or adjustments during the RTW. In theory, the preventionist assesses the job if
the worker is left with permanent limitations, which was not the case for any of the workers we
met.

More specifically, in complex or litigious situations (relapse, physician’s systematic refusal to
approve the temporary assignment), the employer’s physician may, if requested by the disability
and RTW administrator/counsellor or employer’s representative, evaluate the worker by meeting
with him or analyzing his case in order to determine whether there are grounds for contesting
the medical case. After seeing the worker or analyzing the case, the employer’s physician may
then advise management to contest the diagnosis, treatment, or part of its responsibility as the
employer. In addition, he may suggest a temporary assignment or gradual return to work to the
treating physician. If the employer’s physician has seen the worker to evaluate his condition, he
will either have recommended training or determined that the worker was fit to return to work,
and may also exert pressure (as may the disability and RTW administrator/counsellor) on the
worker to return to work.

In addition, following the accident investigation, different types of temporary or permanent
solutions may be proposed: modifications to the work station, equipment, parts, or work
methods; and training. The OHS department handles this aspect, offering technical aid if
needed. The Physical Resources Department is responsible for the physical rearrangement of
work stations. The supervisor may request technical material or equipment verification, as
needed, and may also enlist the preventionist's help to pressure the Physical Resources
Department into accelerating the process. In most of the cases studied, no rearrangement of the
work station took place after the accident either due to the organization’s lack of financial
resources or because the accident was attributed to non-compliance with work methods.
However, after one accident, the OHS department undertook a complete and major
rearrangement of the work station and sent instructions to other departments in order to prevent
the recurrence of such an accident. In fact, the supervisor, preventionist, or the disability and
RTW administrator/counsellor may propose refresher courses to workers in the context of the
temporary assignment, gradual return to work, or the return to the regular job with a view to
preventing re-injury. In concrete terms, the trainer proposed refresher courses that were taken
or not, depending on the importance that the supervisor placed on this means of preventing
relapses or other accidents.

Conditions facilitating or hindering RTW

Table 7 also describes several conditions that were seen as facilitating or hindering a healthy
and sustainable RTW process and as specific to a particular phase/stage, system, or category
of player. The facilitating conditions mentioned by several categories of players included the
worker’s collaboration (during the sick leave or temporary assignment), a temporary assignment
within the worker's department and involving meaningful tasks, a gradual increase in task
demands (resumption of regular work), and continuous follow-up by the supervisor to ensure
that the worker did not exceed his prescribed limitations and that he received help from co-
workers with tasks that were still too hard to perform (follow-up).

Other, more general conditions such as the presence of clear and precise procedures, early
case management, collaboration among the players concerned (collaboration of the treating
physician), and the involvement, in good faith, of all players and the worker in his RTW
appeared essential to several of the players interviewed in this organization. The conditions



50 Workplace Practices for Healthy and Sustainable Return to Work  IRSST

mentioned, whether facilitating or hindering, corresponded to the presence or absence of certain
practices within this organization. For example, the temporary assignment and the gradual
return to work were themselves seen as facilitating the RTW because they allow injured workers
to maintain contact with the workplace and to make themselves useful to their work team and
organization. Similarly, the absence of a medical counter-expertise and contestation was
another condition reported by the workers as facilitating the RTW.
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Table 7. Organization A — Procedures and practices, and conditions facilitating or hindering RTW

Procedural element

Practice

Condition

Application

Note

Facilitating (FC)/Hindering (HC)

Accident

The worker (W) informs the
supervisor (S) of the accident,
completes an accident declaration
form, and consults a physician.

The S makes sure that the W has
completed the accident declaration
form correctly, assisting as needed.
The S then notifies the disability and
RTW administrator/counsellor (C) of
the accident.

The S conducts an accident
investigation.

As needed, the S implements
immediate corrective measures and
communicates with the preventionist
or the OHS department.

The W follows the
procedure:

- takes the accident
declaration form, medical
papers, and claim form to
Human Resources (H);

- takes a TA form to his
physician;

- contacts the C — by phone
or in person — after each
medical appointment.

The S follows the procedure:

- sends the W immediately
to consult a physician.

Sometimes the W
contacts the union,
which may recommend
that he go see a
particular physician.

Sometimes the S
sends the W to see the
C

The OHS department
may give instructions
to other departments
with a view to
prevention.

Sick leave

The W consults the freating physician,
with a TA form in hand, and sends the
accident declaration form, medical
papers, and claim form to the C.

The C sends the required documents
to the CNESST.

The W follows the
procedure.

The C follows the
procedure.

The treating physician
prescribes a sick leave or
not) and the resumption of
work on a TA, GRTW, or
regular RTW basis.

Sometimes the W does
not have the TA form in
hand at his first
appointment with the
treating physician.

FC:

Collaboration of the treating
physician.

Collaboration of the W.
HC:
Long-term sick leave.
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Procedural element

Practice

Condition

Application

Note

Facilitating (FC)/Hindering (HC)

At the C’s request, the employer’s
physician assesses whether the
employer should take steps to involve
the Bureau d’évaluation médicale
(BEM).

The Claims and Disability
Management Department files
contestations regarding administrative
or financial matters if need be.

The union receives a list of workers
on sick leave.

Sometimes the Wis
evaluated by the
employer’s physician.
He may then be
pressured by the C or
the employer’s
physician.
Sometimes the W does
not inform the union
that he is having
difficulties.

HC:

Any form of contestation or
consultation with the employer’s
physician.

The C and the employer’s
physician apply pressure on the W
to return to work (TA, GRTW, or
regular RTW).

The preventionist evaluates the job
when the Wi is left with permanent
limitations.

The preventionist may
propose refresher
training. However, the
W does not always do
the training and his S
does not impose it.

Temporary assignment

The W has the treating physician sign
a TA form, which contains a list of
tasks for each type of job, and takes it
back to the employer.

The S assigns the W light tasks in his
department or elsewhere, while
complying with the limitations
prescribed by the treating physician.
The W performs the tasks assigned
by the S and does not exceed the
limitations prescribed by the treating
physician.

The W follows the
procedure:

- works a few days a week,
a few hours a day,
performing light tasks in his
department or elsewhere in
the company.

The S follows the procedure:

- prepares the team for the
W’s return on a TA;

- checks with the W which
tasks he is able to perform;

The W does his
treatments during
working hours.

Sometimes the W goes
back on sick leave
after a few days on the
TA.

Sometimes the S
consults the W about
the choice of tasks,
and gives him some
leeway in performing
his work: tasks, pace,

FC:

TA performed in the W'’s
department; involves meaningful
tasks that allow him to contribute to
the production objectives by
helping co-workers.

Allowing the worker to self-pace
when performing the tasks.

Collaboration of the treating
physician.

A W who wants to return to work.
The W s paid from a specific
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Procedural element Practice Condition

Application Note Facilitating (FC)/Hindering (HC)
The S ensures that the TA is - assesses the first day of etc. budget.

performed in accordance with the
limitations prescribed by the treating
physician regarding time, activities,
and capacities, etc.

the TA with the W,

- checks how the W is doing
on the TA every 2 or 3 days
and makes adjustments as
needed,;

- ensures that when he is
absent, someone else in
authority carries out his
responsibilities.

The W sometimes
exceeds the limitations
prescribed by the
treating physician.

The preventionist may
find meaningful light
tasks for the W that are
useful for the OHS
department.

The W helps his co-workers in a
supernumerary capacity.

A W who respects the limitations
prescribed by the treating
physician.

HC:

Light tasks to be performed on a
TA are hard for the S to find.

Tasks that are not meaningful and
that stigmatize the W.

Gradual return to work

The W performs his regular tasks, but

on a reduced work schedule and
sometimes at a reduced work pace.

The W follows the
procedure:

- does the GRTW within his
department;

- may not perform overly
demanding tasks.

The S follows the procedure:

- checks the W’s morale to
ensure that his health and
the team operations are not
harmed;

- prepares the team for the
W’s RTW;

- checks on the W’s
progress regularly and

Sometimes co-workers
have to take over more
demanding tasks that
the Wis unable to
perform.

The W may do his
treatments during
working hours.

FC:

Gradually increasing the task
demands, not just the work
schedule demands.

Allowing the worker to self-pace
when performing the tasks; not
putting pressure on him.
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Procedural element

Practice

Condition

Application

Note

Facilitating (FC)/Hindering (HC)

makes adjustments as
needed.

Resumption of regular work

When the treating physician allows it,
the W returns to his regular job and
performs the same tasks as before
the accident, given the possibly new
arrangements (physical and
organizational).

The W follows the
procedure:

- returns to his regular tasks

- may not perform overly
demanding tasks if he feels
unable to do so.

The W may change
jobs following a

promotion or a transfer.

FC:
Giving the W leeway in the RTW to
perform the tasks he feels able to

perform and to ask for help from
co-workers.

Allowing the worker to self-pace
when doing the tasks; not putting
pressure on him.

HC: Persistent pain.

Follow-up

The S does regular follow-up with the
workers in his department.

The C does follow-up of the W’s RTW
case.

The S follows the procedure:

- makes daily rounds of his
team.

The S follows the procedure.

At the S’s request, the
co-workers divide up
the physically more
demanding tasks to
help the W.

FC:
Continuous follow-up by the S.

W: worker; S: supervisor; C: disability and RTW administrator/counsellor; FC: facilitating condition; HC: hindering condition; TA:
temporary assignment; GRTW: gradual return to work.
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4.2.2 Organization B
Context

Employer B is a private organization operating in the manufacturing sector. It is located in
Montréal and has over 1,500 employees. None of its workers is unionized. Sick leaves are
managed by an external firm. Three preventionists assist the supervisors in their prevention-
and RTW-related activities. The three preventionists divide up the RTW cases by territory, as
the organization has points of service throughout Québec.

Data sources

Four documents were given to the research team by this organization’s prevention counsellor: a
one-page flow chart of the accident process, a temporary assignment form, and two PowerPoint
presentations on temporary assignments (one for managers and the other for workers). This
organization provides its staff with regular training on various subjects, and the two PowerPoint
presentations are used for temporary assignment training.

Two workers participated in documenting the RTW situations. They consisted of one man and
one woman, both in their forties, who perform office or factory work. They had been in their jobs
from one to six years. They had injured their backs or a lower extremity, and had been on sick
leave for at most one week. The temporary assignment and gradual return to work had lasted
between 6 and 17 weeks.

Two key players, both men, participated in the examination of the RTW situations. Both were
supervisors with six years of job tenure. They had played a role in the RTW process of one of
the workers met.

The OHS counsellor, a woman with six years of job tenure, had participated in developing the
procedure and is involved in the RTW process, mainly in preparations for the RTW and
following up on workers once they are back.

Procedures

The documents provided by the organization attest to the existence of formal RTW procedures.
They offer (a) information to employees about the temporary assignment, (b) training sessions
to managers on the actions to be taken to promote a prompt return to a temporary assignment,
(c) a temporary assignment form for workers to give to their physician at each appointment and
involving four general tasks, with the possibility of additions and modifications, depending on the
specific work context, and (d) a procedure that the supervisor has to follow in the event of an
industrial accident. The procedure spells out the actions expected of each of the key players as
soon as an accident occurs, until the RTW or a temporary assignment occurs, or, as the case
may be, until case management is taken over by the firm responsible for managing sick leaves
for the organization. For example, to be prepared for an accident, the supervisor must (1)
identify the clinics and hospitals closest to the workplace; (2) always have pre-paid taxi
vouchers on hand to cover a worker’s transportation to a clinic; and (3) keep on hand an
envelope containing the procedure for the worker to follow and the documents to be completed
if an accident occurs. The supervisor takes advantage of his weekly meetings with the workers
to explain again, every two or three months, the process to follow in such an event.
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As soon as an accident occurs that involves a sick leave, the external firm is notified online.
Within the next 24 to 48 hours, the firm takes over management of the case and contacts both
the CNESST and the worker. When sick leave is involved, the OHS counsellor likes to be
informed within a few hours (in actual fact, it can take up to two days) to allow for effective
preventive action so that no similar accident occurs. At the time of our interviews, the OHS
counsellor saw the organization as questioning its use of an external firm to manage sick leave
cases, because the firm does not have the same values or capacities as the employer in the
sense of relational proximity to the workers and promptness of reaction time (geographic
proximity).

Actual practices

Table 8 details the actions taken by the key players interviewed, by procedural element,
phase/stage, and player. A close correspondence can be seen between what the organization
requires of the players and what the players revealed they had actually done in concrete cases
involving the interviewed workers. In addition, we noted innovative and flexible methods of
application in this organization (e.g., the worker performed his tasks at home during the
temporary assignment; the worker had modified working hours to avoid rush hour traffic that
could be harmful to his recovery during the gradual return to work; and one of the W’s co-
workers performed tasks that the W was unable to do). All these methods, agreed to by the
supervisor, show that the organization gives a degree of leeway to the players regarding
adjustments to the work demands and accommodations.

While no systematic evaluation was done of one particular worker’s capacities to perform his
tasks after his accident, a supervisor discussed the worker’s restrictions with him and the impact
on his tasks prior to assigning the tasks to be performed. Regarding the work adjustments to be
made to improve prevention as soon as possible after an accident, the disability and RTW
administrator/counsellor, supervisor, and worker were able to propose and implement various
solutions, both temporary and permanent. Following the accident involving one of the workers
participating in this study, the employer had the site reconfigured to make it safer.

Conditions facilitating or hindering RTW

Several facilitating and hindering conditions specific to a phase/stage, system, or category of
player are described in Table 8. The predominant ones appear to concern the information
provided to all players on the RTW procedures and <collaboration among all the organization’s
internal and external players (worker, treating physician, supervisor, preventionist). Other, more
general conditions such as the information given to the worker, a facilitating supervisor, and the
fact of adapting to the worker’s pace, are considered by the key players to be conditions that
facilitate a sustainable RTW. Based on their comments, the fact of helping the worker and other
players develop a thorough understanding of the process to be implemented results in their real
engagement and participation in the RTW process.
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Table 8. Organization B — Procedures and practices, and conditions facilitating or hindering RTW

Procedural element

Practice

Condition

Application

Note

Facilitating (FC)/Hindering
(HC)

Accident

The first aider administers first aid,
secures the site, and records the
accident in the first-aid register.
Immediately after the event, the W
informs his S and explains the facts.
The W fills out an accident declaration
form with the S’s assistance.

Depending on the injury severity, the S
ensures that the W is driven to a clinic
or hospital; he contacts a member of
the W’s family to accompany him; the S
stays with the W until someone comes
to take over, if need be.

The first aider follows the
procedure.

The W follows the procedure.
The S follows the procedure:

- sends the Wto see a

physician with a TA form in
hand that indicates specific
tasks the W could perform.

Sometimes the W
continues working
despite the pain.

Sometimes the W
notifies his S the day
after the accident.

Sick leave

The S informs the preventionist of the
accident, sick leave, and progression in
the file. He also notifies the external
sick leave management firm online.

The external firm communicates with
the W on sick leave — or on a home-
based TA — two or three times a week.

The S communicates regularly with the
W on sick leave to promote his RTW.

The external firm follows the
procedure.

The firm may call the
W at home to see how
he is doing.

FC:

Communicating with the W and
keeping him informed.

HC:

An external firm that spends
time communicating with the W
right at the start of the sick
leave.

The S conducts an accident
investigation. If need be, he seeks help
from the preventionist, who assists
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Practice Condition
Application Note Facilitating (FC)/Hindering

(HC)

throughout the process and provides
the necessary support. The S sends the
results of the investigation to the
preventionist, who analyzes them with a
view to prevention.

The preventionist, S, and W collaborate
to propose and implement various
solutions, both temporary and
permanent.

Temporary assignment

The S discusses with the W tasks that
he could perform on a TA (the form
contains four basic tasks) and adds
some that may be useful in the W’s
department.

The W has the physician sign a TA form
at each medical appointment, and
brings it back to the employer.

If the TA is refused by the physician, the
S discusses with the worker other tasks
that might be accepted by the
physician, and sends the W back to the
physician with a new TA form.

The S assigns the W a productive
activity respecting the limitations
prescribed by the treating physician:
tasks that are often sidelined, training
sessions, etc.

The W follows the procedure:

- starts physiotherapy
treatments during the TA,;

- works in his own department,
at his own pace, at various
tasks that are lightened in
terms of load handling and
duration, and in accordance
with the limitations prescribed
by the treating physician and
the tasks assigned by the S.

The S. follows the procedure:

- discusses the restrictions of
the TA with the W and their
impact on his tasks;

- redistributes tasks among
the W’s co-workers during the
TA.

The W may return to
the clinic several
times during the week
before being able to
have his TA form
signed because he
sees a different
physician every time.

The S allows, if need
be, the W to do his TA
at home if the W has
difficulty getting
around; the W works
on a computer at his
own pace for as long
as he is able to. He
has regular contact
with his S and co-
workers during the
home-based TA.

FC:
Collaboration of all the players.

W goes at his own pace, has the
right to make decisions, and can
choose his own tasks.

HC:
Difficulty finding a meaningful
TA.

Non-collaboration of the treating
physician.
Interpersonal difficulties with

other members of the work team
or the S.
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Procedural element

Practice

Condition

Application

Note

Facilitating (FC)/Hindering
(HC)

Co-workers work
overtime to make up
the hours lost due to
the W’s TA.

Gradual return to work

No specific GRTW procedure. There is
no GRTW per se; rather, it is the TA
that continues.

The W follows the procedure.

The W essentially performs
his tasks a few days a week,
alternating with treatments.

The S allows the W to shorten
his work days.

The S does informal follow-up
every morning.

One of the W’s co-
workers performs the
tasks that the W'is
unable to do.

HC:

Interpersonal difficulties with
other members of the work team
or the S.

Resumption of regular work

When the treating physician allows it,
the W returns to his regular work, given
the possibly new arrangements
(physical and organizational).

The W follows the procedure.

Sometimes the S
discusses, with the W/,
the W’s emotional
state at the time of the
accident and after the
accident.

FC:

A W who wants to return to
work.

HC:

Interpersonal difficulties with
other members of the work team
or the S.

Follow-up

The S does regular follow-up (weekly or
daily) with the workers in his
department.

The S follows the procedure.

W: worker; S: supervisor; FC: facilitating condition; HC: hindering condition; TA: temporary assignment: GRTW: gradual return to

work.
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4.2.3 Organization C
Context

Employer C is a public organization operating in the “health care and social assistance” sector.
It is located in a remote region and has between 300 and 500 employees, all of whom are
unionized. Sick leave is managed by the employer. However, whenever a worker’s sick leave
appears unduly long, the employer enlists external experts to institute an individualized,
supported RTW program. It involves a personalized support process adapted to the condition of
the worker on sick leave who presents risk factors for chronicity. Designed by external experts
(occupational therapists and prevention and occupational rehabilitation counsellors with
industrial relations training), this program presents structures and support tools for evaluating
the job, as well as the work adjustments and accommodations needed during the RTW.
Meetings are held to evaluate the context and working conditions in order to identify the best
solutions for returning the worker to work on a sustainable basis. Working committees bring the
various players together (worker, supervisor, union representative, professional from the OHS
department, and external expert), who discuss their concerns and develop a joint RTW plan.
The expert’s role is to coordinate the RTW process, evaluate the solution development and
implementation process, and write the minutes of the meetings.

Data sources

This organization did not provide any written policy or procedures. However, the research team
obtained several documents explaining the individualized, supported RTW program, including
the program details, a plain-language article on the program, and a pamphlet presenting the
program to participants.

Four workers participated in the process of describing concrete RTW situations. They work in
health care or related services. All in their forties or fifties, they had been with the organization
for more than ten years and in their current jobs for at least three years. They had injured their
backs or a lower extremity.

Six key players — one man and five women — participated in the component involving the
description of concrete RTW situations. The two supervisors had training in health, and between
two and seven years of job tenure. The disability and RTW administrator/counsellor, who was
also a nurse, had around 15 years of job tenure. The two union representatives worked in a
health care department and had held their part-time union positions for one or two years. One of
the preventionists had a university education in the health field and worked with several
organizations.

Four key players — three men and one woman — participated in the component on procedures
and the general conditions for their application in the organization. The senior management
member had a master's degree in management and seven years of job tenure. The two
supervisors had training in health. The preventionist divided his work time among various
organizations, had a university education in the health and management field, and had held his
job for at least three years.
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Procedures

According to the RTW manager, there was a need to develop written procedures, notably
regarding the replacement of staff members responsible for sick leave and RTW management,
as the current sick-leave management procedure consisted simply of a pamphlet explaining to
employees what they had to do in the case of sick leave. (This pamphlet was not given to the
research team.) In fact, when we conducted our interviews, only one disability and RTW
administrator/counsellor was responsible for sick leave and RTW cases, and he was planning
his upcoming retirement. Based on the managers and disability and RTW
administrator/counsellor’s input, we noted that in complex cases involving litigation or long-term
sick leave, the organization uses the services of a medical consultant or other specialists who
help it prepare cases for the Bureau d’évaluation médicale (BEM, or medical evaluation office)
or for the Tribunal administratif du travail (TAT, or administrative tribunal of labour)".

Actual practices

Table 9 summarizes the actions taken by the key players in the context of the documented RTW
situations, by procedural element, phase/stage in the RTW process, and category of player. We
noted a relatively close correspondence between what the organization required of the players
and what the players themselves reported having done in concrete RTW cases. However, we
also noted significant differences within a given player category (supervisor), particularly
regarding the actions taken to accommodate workers on temporary assignments. Some
prioritized a controlling attitude to ensure that the workers respected their limitations and work
schedules, while others adopted an appreciative attitude toward the help that the workers gave
to the team. As for the workers themselves, some had stopped working when their accident
occurred, while others had continued working for a day or two before consulting a physician.
They had returned to work after a sick leave ranging from 4 to 14 weeks, a temporary
assignment period of between 4 and 14 weeks, and a gradual-return-to-work period of between
4 and 22 weeks. During all these periods, they received many and varied treatments. In total,
during the documented RTW situations, the workers had taken between 12 and 36 weeks from
the time of the accident to the time of their definitive return to work. They had received as many
as several dozen physiotherapy treatments during these weeks. In addition, the RTW of some
workers who had requested other jobs prior to the work accident was carried out in other jobs.
The gradual-return-to-work concept appeared to be poorly understood by all the players, except
for the disability and RTW administrator/counsellor. Follow-up, even if carried out systematically
by the supervisors, was (based on their own comments) difficult to do when the worker had
taken a new job right after the sick leave.

As mentioned earlier, this organization has an individualized, supported RTW program, which is
generally launched when the sick leave is long or risks becoming long, i.e., beyond the usually
expected durations. This program is voluntary, meaning that the worker has to agree to it and is
free to refuse it with impunity. Implemented by the disability and RTW administrator/counsellor,
sometimes at the supervisor’'s request, this program is coordinated by an external expert. It
requires the participation of the disability and RTW administrator/counsellor, the worker
concerned, his supervisor and union representative, and the external expert, at all the meetings.
Among other things, its purpose is to determine the worker's and supervisor's concerns

" The Tribunal administratif du travail (TAT, or administrative tribunal of labour) replaced the Commission
des lésions professionnelles (occupational injuries board) on January 1, 2016.
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regarding the RTW. These concerns become the focus of discussions aimed at identifying the
anticipated difficulties and determining the courses of action to take to facilitate the RTW. In
concrete terms, the external expert evaluates the job and the work station, and then discusses
the evaluation with all the program participants. Next, the external expert drafts a report of each
meeting and sends it to all those who attended and to the treating physician. Such a program
usually involves from three to five meetings over a period of several months or even a year.

Following the job evaluation, the external expert proposes work modifications and a variety of
solutions, including tips, work methods, movements, and the use of tools. These proposals are
discussed with all the participants in the RTW program. The disability and RTW
administrator/counsellor is then responsible for making the work adjustments and
accommodations, purchasing tools, or implementing other solutions that allow the worker to
return to work as soon as possible. The supervisor, with help from the Physical Resources
Department, is responsible for implementing the solutions and work adjustments and
accommodations recommended under this program. The workers interviewed had all begun
their individualized, supported RTW program. Overall, the key players appreciated the program
and the resulting physical and administrative solutions.

Some of the workers had positive opinions of the program, while others had neutral opinions.
The latter saw nothing negative about it, but felt that it had no positive outcomes and led to no
fundamental changes. For example, the external expert taught various work methods, but
according to the workers, he proposed nothing new or only temporary solutions specific to the
temporary assignment and did not evaluate the job per se. However, several key players
mentioned that a tool designed in the context of the program and made by the Physical
Resources Department was currently being used and applied to all workers in this department.
Some of the workers met said that they had made requests to no avail, one for an ergonomic
evaluation of his job and the other for specific training related to his job. In one case, according
to the worker, the employer backtracked after having made an administrative modification that
had complicated the tasks he had to perform. Moreover, when the work site is situated outside
the establishment and does not fall under the employer’s authority, the latter has no power to
demand safe modifications. It is therefore the worker who has to adapt to the work site, without
support from his manager.
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Conditions facilitating or hindering RTW

Table 9 also describes the factors perceived by the key players as facilitating or hindering
conditions specific to a phase/stage, system, or category of player involved in the RTW process.

According to the players interviewed, regarding general conditions, collaboration,
communication, and the role played by a facilitating supervisor constitute strategies that
promote healthy and sustainable RTW. These conditions correspond to the presence or
absence of certain practices in this organization. Also seen as facilitating conditions are a sound
understanding of the process by all players and a feeling of effectiveness that encourages
engagement and real participation in the modifications implemented during the temporary
assignment and RTW. The players were unanimous about the positive impact of the RTW
program. The intervention of one neutral player (the external expert), the quality of his expertise,
and certain structures and tools help create a forum for dialogue among the players where they
can share their concerns and increase their awareness of the real work demands and of the
possibilities available for modifying it and facilitating the RTW. On the other hand, several
players considered that there were too many physiotherapy treatments and that the treatments
were too intense; some workers in fact saw them as detrimental to their resumption of regular
work and even to recovery of their capacities.

Lastly, the temporary assignment (a provision of the AIAOD to promote injured workers’ prompt
return to work) was seen by all the players as a procedure facilitating the RTW. While workers
are waiting to regain their fitness to perform their regular jobs or suitable jobs, a temporary
assignment enables them to stay in contact with or even to help their co-workers, without
exceeding the physician-prescribed restrictions. Finally, it appears that, during the return to
work, the fact of giving workers a margin of manoeuver regarding their work pace and the order
in which they perform their tasks helps them considerably. It allows them to adjust their work
demands as they gradually recover their capacities. By contrast, interpersonal difficulties with
co-workers or the supervisor were cited by several players as conditions that hinder the RTW
process.
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Table 9. Organization C — Procedures and practices, and conditions facilitating or hindering RTW

Procedural element

Practice

Condition

Application

Note

Facilitating (FC)/Hindering (HC)

Accident

The W completes an accident
declaration form and sends it to his S,
who checks it.

The S analyzes the accidental event
with the W.

The W follows the
procedure.
The S follows the
procedure.

The W may continue
working despite the
pain, notify his S, and
complete the
declaration form a few
days after the
accident.

Sick leave

The W consults a physician and takes a
completed medical certificate back to
the A if the accident involves a time-loss
injury.

The C notifies the CNESST, HR, and
the S.

If the A has any doubts, he has the
situation analyzed by a professional.
With the HR manager, the C studies the
litigious sick-leave cases, and prepares
administrative or financial contestations
(cost sharing) if need be.

The C has the W evaluated by the
employer’s physician if the sick leave
seems unreasonably long. The
employer’s physician phones the
treating physician, or requests a
medicolegal evaluation by a specialist, if
need be. The C makes a decision to go
before the BEM or not, depending on
the evaluation done by the employer’s
physician.

The W follows the
procedure:

- starts the physiotherapy
treatments prescribed by
the physician, soon after
the accident;

- has contact — by phone
or in person — with the C
after each medical
appointment;

- has friendly contacts with
co-workers.

The S follows the
procedure:

- calls the W who is on
sick leave, not to apply
pressure, but rather to
stay in touch and prevent
too much disconnection
from work. The C follows
the procedure:

- ensures that the W has

Sometimes the W
only sees a physician
the next day.
Sometimes the C calls
the W to ask him to
start physiotherapy
treatments as soon as
the sick leave begins.
Every day or nearly
every day, the W
receives
physiotherapy
treatments, which
may reduce or
increase his pain
(perceived by the W
as aggravating his
condition)

The employer’s
physician may
evaluate the W.

FC:

Rest.

The W goes at his own pace and
can choose the tasks he is able to
perform.

HC:

Long-term sick leave.
Physiotherapy: too many treatments
can increase the pain.

A W who does not collaborate.

Any form of contestation or of
consultation with an employer-
designated medical expert.
Interpersonal difficulties with other
members of the work team or the S.
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Procedural element

Practice

Condition

Application

Note

Facilitating (FC)/Hindering (HC)

If the sick leave looks like it will be long,
the C decides to implement an
individualized, supported RTW
program, and invites the W to
participate. The C uses the services of
an external expert to coordinate the
process.

HR sends the union information about
personnel movements during sick
leaves.

fully recovered before
taking his retirement, as
the case may be.

Temporary assignment

At each medical appointment, the W
has the physician sign a TA form
according to his evolving capacities,
and takes it back to the employer. The
W s paid from a specific budget (from
HR) for this purpose.

The C ensures that the acute phase of
the W’s injury is over and that he is fit to
return to work and do the TA in his
department. He organizes the TA with
the S.

The S assigns the W to tasks that
respect the limitations prescribed by the
treating physician.

The W follows the
procedure:

- sometimes decides on
the tasks he is able to
perform on the TA;

- receives help from a co-
worker for physically
demanding tasks.

The S follows the
procedure:

- discusses the TA, tasks,
and work schedule with
the Wi,

- holds no expectations of
the Win terms of
productivity, as the
important issue is that the
W is back again with his
co-workers.

Sometimes the W
doesthe TAina
department to which
he had asked to be
reassigned prior to the
accident.

Sometimes the W
exceeds his
capacities.

The W may continue
to receive
physiotherapy
treatments up to five
days a week. He may
ask the physician to
reduce the frequency
because it is too
demanding when
combined with the TA
and risks aggravating
his pain.

FC:

A W who goes at his own pace is
able to make decisions regarding
the choice of tasks.

A W who wants to return to work.
HC:

Difficulty arranging the work
schedules (condition specific to the
organization’s context).

Premature return to work.

The W does not respect the
functional limitations prescribed by
the treating physician.
Non-collaboration of the treating
physician.

Interpersonal difficulties with other
members of the work team or the S.
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Procedural element Practice Condition
Application Note Facilitating (FC)/Hindering (HC)

The co-workers are
receptive to having
the Wona TA
because he
represents an
additional human
resource in a
supernumerary
capacity.

Gradual return to work

The W works at his regular tasks
according to a reduced schedule and
pace.

The W follows the
procedure.

HC:

Difficulty rearranging the work
schedules (specific to the context of
the organization).

Interpersonal difficulties with other
members of the work team or with
the S.

Resumption of regular work

When the treating physician allows it,
the W returns to his regular job and
performs his regular pre-accident tasks,
given the possibly new arrangements
(physical and organizational).

The W follows the
procedure.

HC:

The W does not apply the new work
methods.

Interpersonal difficulties with other
members of the work team or the S.

Follow-up

The S does regular follow-up with the
workers in his department.

The S follows the
procedure.

W: worker; S: supervisor; C: disability and RTW administrator/counsellor; FC: facilitating condition; HC: hindering condition; TA:
temporary assignment; GRTW: gradual return to work.
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4.2.4 Organization D
Context

Employer D is a private organization operating in the manufacturing sector. It is located in a
central region of Québec and has between 300 and 500 employees. It has three divisions, but
the workers in only one division are unionized. Sick leaves are managed by the employer. Only
one disability and RTW administrator/counsellor manages the sick leave cases. However, this
person uses the services of an external expert for complex or litigious cases.

Data sources

Organization D did not provide the research team with any documents. The documents
mentioned by the organization’s key players were the accident investigation form, the incident
register, and the CNESST's temporary assignment form. According to the managers, the latter
form needs to be improved by adding tasks specific to the activities carried out in the
organization. The key players interviewed were not able to provide a policy or formal procedures
regarding sick-leave or RTW management.

Three workers — one man and two women, between 38 and 53 years of age — participated in the
study. All three were plant workers, and two of them were unionized. Their job tenure ranged
from 9 to 21 years. They had sustained an injury to their backs or an upper extremity. Complete
sick leave and gradual returns to work are virtually non-existent in this organization. The
workers met had been on a temporary assignment for a period ranging from 5 to 15 weeks.

Four key players — all men — had played a role in the RTW situations of at least one of the
workers. The two supervisors and the manager had held their current jobs for 5 to 20 years. The
union representative, who was also a worker, had held his union position for four years.

Two key players — a man and a woman — had participated in the component on the
organization’s general procedures and practices. The disability and RTW
administrator/counsellor and the preventionist, both recent hires, had university training in
industrial relations and OHS.

Procedures

Although no formal documents were given to the research team, several informal procedural
elements, particularly concerning prevention and accident analysis (e.g., collective accident
investigation), temporary assignments, and return to the pre-injury job were retained from the
key players’ discourse.

Actual practices

The practices gleaned from the discourse of the key players in the RTW situations under study
are summarized in Table 10 by procedural element, phase/stage, and category of player. Little
correspondence was found between what was reported by the organization as being required of
the key players and what the players actually revealed regarding the concrete cases of the
interviewed workers. For example, the disability and RTW administrator/counsellor, with the
supervisor's mutual consent, apparently prepares a RTW plan in the context of a weekly
meeting; but none of the players interviewed mentioned such a plan. However, it is important to
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remember that two of the key players interviewed in this study were not employed by the
organization at the time of the workers’ accidents or during their RTW. It may be, therefore, that
certain procedural elements were introduced in the context of the practice improvement process
currently under way in this organization. Also in this organization, different methods of
application were observed from one player to the other (supervisor), suggesting significant
leeway for making the adjustments and accommodations required during an early RTW. While
some supervisors found ways to assign workers returning to work to meaningful tasks, others
had them perform uninteresting or tasks with no value added, leaving the workers even feeling
stigmatized. Moreover, the physician’s directives were followed to the letter in some cases,
while in others, they appeared to be ignored by the employer, to the point that one worker felt
the need to return to the physician. However, other supervisors acted differently, leaving the
worker enough leeway to adjust the conditions of his return in keeping with the gradual recovery
of his capacities and self-confidence.

In this organization, there is no systematic evaluation of a worker’'s capacities to perform his
tasks after an accident. However, using the investigation form, the supervisor leads an
investigation into the accident with a view to prevention. With a team comprising the worker (if
he is able), production manager, disabilty and RTW administrator/counsellor, workers’
representative on the health and safety committee, and preventionist, he collects the facts
surrounding the accident, identifies the causes, and lastly, suggests short-, medium- and long-
term solutions.

However, following the accident investigation, changes may be made to the work station,
equipment, parts, operating method, etc., and temporary solutions may be introduced.
Depending on the type of solutions, one or more members of the investigation group or a
separate technical committee may be asked to contribute. Temporary solutions are
implemented as quickly as possible after the accident, while permanent solutions may require
more time, depending on their degree of complexity and difficulty. In concrete terms, at the
production manager’s request, a technical committee had a cargo handling support tool installed
in some cases. The worker adopted a different operating method while waiting for the technical
solution to be implemented. In another case, after studying the situation, the problem turned out
to have been caused by poor quality parts. The manager contacted the supplier asking for new
parts to ensure good quality, and this solved the problem.

Conditions facilitating or hindering RTW

Several facilitating and hindering conditions specific to a phase/stage of the RTW process, a
system, or a category of player involved in the process were mentioned by the key players. For
example, the facts that the temporary assignment is covered by a specific budget separate from
the operating budget and that the worker is allowed sufficient time and opportunity to adjust his
pace and the progression in his tasks are regarded by the key players as winning conditions for
a successful RTW.

Regarding general conditions, a large majority of the key players mentioned that collaboration,
communication, providing the worker with information, and a facilitating supervisor are
strategies that contribute to a worker’s healthy and sustainable RTW (see Table 10). Hindering
conditions were also cited by the players: any form of contestation, consultation with an
employer-designated medical expert, non-collaboration of the treating physician in choosing the
work to be performed on a temporary assignment, as well as interpersonal difficulties with other
members of the work team or the supervisor.
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Table 10. Organization D — Procedures and practices, and conditions facilitating or hindering RTW

Procedural element

Practice

Condition

Application

Note

Facilitating (FC)/Hindering (HC)

Accident

Immediately after the event, the W
informs his S of the accident and
explains the facts.

With the S’s help, the W ills out an
accident declaration form. The S enters
the accident in the accident/incident
register. The S leads an investigation
into the accident as soon as possible,
using the investigation form, for
purposes of prevention.

With an investigation team composed of
the W (if he is able), the production
manager, C, workers’ representative on
the HSC, and the preventionist, the S:

» collects the facts surrounding the
accident;

* identifies the cause(s) of the accident;
« formulates short-. medium-, and long-
term solutions.

The W follows the
procedure.

The S follows the
procedure.

The production manager,
workers’ representative on
the HSC, and
preventionist participate in
the accident investigation.

The W may continue
to work despite the
pain, notify his S, and
complete the accident
declaration form a few
days after the
accident.

Sick leave

At each medical appointment, the W
has the physician sign a TA form and
takes it back to the employer.

The W takes the medical documents
(sick leave or TA) back to the employer.
The S adds certain tasks that are useful
in his department to the TA form, then
the W goes to see a physician with this
TA form in hand.

The S sends the required documents to

The W follows the
procedure.

The S follows the
procedure:

- sends the Wto see a
physician with a TA form
indicating specific tasks
that the W could perform;
- sends the required
documents to HR.

Sometimes the S
communicates with
the worker on sick
leave.

This organization
encourages the return
to a TA as quickly as
possible.

FC:

Communicating with the W and

keeping him informed.
HC:

Long-term sick leave.
Any form of contestation.

Consultation with the employer’s

medical expert.

Interpersonal difficulties with other
members of the work team or the S.
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Procedural element Practice Condition

Application Note Facilitating (FC)/Hindering (HC)
HR. The C follows the Non-collaboration of the treating
The C sends the required documents procedure. physician.

(accident declaration, sick leave
certificate, etc.) to the CNESST.

The C and S discuss any sick leaves at
a weekly meeting to determine a RTW
plan.

The C turns the complicated CNESST
cases over to an external firm for
management.

A W who is afraid to return to work.
A W who does not cooperate.

TA

The S assigns the W one or more light
tasks within his department that comply
with the limitations prescribed by the
treating physician.

The W performs the tasks assigned by
the S and does not exceed the
limitations prescribed by the physician.
The S ensures that the TA is performed
according to the limitations prescribed
by the treating physician regarding time,
activities, and capacities, etc.

The S takes the W’s therapy
appointments into account when
assigning work schedules.

The W follows the
procedure:

- works in his department
at various lighter tasks in
terms of weights handled
and repetitiveness of
movements, or duration,
according to the
limitations prescribed by
the treating physician and
as assigned by the S;

- sees his physician
regularly, and the latter
adjusts the limitations
prescribed for the TA as
needed.

The S follows the
procedure:

- sometimes assigns the
W to tasks that are
completely unrelated to
his usual work and that

The W may continue
to receive treatments.
The S sometimes
assigns the W to
tasks that exceed the
limitations prescribed
by the treating
physician.
Sometimes the S
does follow-up with
the Win order to
adjust the TA. The
adjustment may
involve tasks or work
schedules (for
example, if the W
feels the need for time
off, usually it is
granted while he is on
aTA).

Management asks to
see the W after

FC:

Meaningful TA.

Budget for the TA separate from the
operating budget.

Giving the worker sufficient time.

A W who goes at his own pace is
able to choose his own tasks.

A W who wants to return to work.
HC:

Premature return to work.

Difficulty finding a meaningful TA
(organizational context: presence of
different collective agreements,
depending on the work activities).
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Procedural element Practice Condition
Application Note Facilitating (FC)/Hindering (HC)
the W finds meaningless speaking with the
or punitive; CNESST about the

- leaves the W the
freedom to do the tasks
he feels capable of and to
organize his work
schedule.

employer’s non-
compliance with the
functional limitations.

Resumption of regular work

When the treating physician allows it,
the W returns to his regular job and
performs his regular pre-accident tasks,
given the possibly new arrangements
(physical and organizational).

The W follows the
procedure:

- returns to his regular job
and performs his regular
pre-accident tasks, given
the possibly new
arrangements (physical
and organizational).

The W may return to
work with persistent
pain, avoiding certain
tasks as much as
possible.

The S sometimes
accepts that the W not
have to perform all his
regular work or not
work at certain work
stations or tasks, for a
few weeks.

HC:

The W does not apply the new work
methods.

Interpersonal difficulties with other
members of the work team or the S.

Follow-up

W: worker; S: supervisor; C: disability and RTW administrator/counsellor; FC: facilitating condition; HC: hindering condition; HR:
Human Resources; HSC: health and safety committee; TA: temporary assignment.
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4.2.5 Cross-case synthesis

This sub-section first describes the similarities and differences between the four organizations’
actual procedures and practices, and then between the conditions facilitating and hindering the
RTW as described by the players. Table 11 synthesizes the main information about the context
and the information sources regarding the RTW process within the organizations.

Actual procedures and practices

The procedures of the four organizations showed similarities, particularly regarding the
stipulations of the Act respecting industrial accidents and occupational diseases (AIAOD, CQLR
c.A-3.001). For example, a temporary assignment to light work constitutes a right conferred
upon the employer; only the employer may exercise this right. As the name indicates, the
assignment must be temporary, and consist of a productive activity related to the type of
activities carried out by the organization and likely to be beneficial to the worker’s rehabilitation
so he can return to his regular work (CNESST, 2015, Politique 3.06). An employer that wishes
to give a worker a temporary assignment must submit a form detailing the job envisaged, the
duration of the assignment, the tasks to be performed and the workload, as well as the working
conditions and anticipated work schedules, to the worker’s physician for approval (AIAOD,
section 179). According to the Act, this work must be “beneficial to the worker's
rehabilitation.” Thus, orienting the organizational structures and practices toward prevention
efforts (e.g., accident declaration, investigation), complying with the limitations prescribed by the
physician regarding the right time to resume work and the right to the temporary assignment
constitute procedural elements of the practices of all four organizations. The procedural
elements regarding litigious cases or cases that are the subject of applications to the CNESST,
the Bureau d’évaluation médicale (BEM), and the Tribunal administratif du travail (TAT) also
appear to be the same for the four organizations.

By contrast, the formalization of RTW policies and procedures appears to vary among the
organizations. For example, the role and responsibilities of various categories of players are
formalized to varying degrees and the responsibilities of one category of players in particular
seem to be inconsistent, from one organization to the other.

Table 12 presents the organizations’ practices regarding the various procedural elements, by
phase/stage, system/player, and the ways they are applied, in order to highlight the similarities
and differences between the main procedural elements or between the key players’ practices
within the organizations. Regarding actual practices, several procedural elements appear to be
applied in all four organizations. They concern primarily general elements, such as accident
analysis, temporary assignments, work adjustments and accommodations, etc. The application
of certain other procedural elements is somewhat similar. Two of the organizations use the
services of a medical consultant to obtain a second opinion regarding the diagnosis or an
evaluation when the sick leaves drags on for no apparent reason. Also, one of the organizations
systematically uses the services of an external firm to manage sick leaves. Lastly, certain other
procedural elements are missing or very limited in the practices reported by the players. For
example, daily follow-up, mentioned by a few players as a daily task of the supervisor, does not
appear to be applied in the same way in all the organizations or by all the supervisors within a
given organization.

Generally speaking, despite the diversity in the actions taken by phase/stage in the RTW
process and by category of player (supervisor, disability and RTW administrator/counsellor,
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worker), the actual practices, by procedural element, are similar for any given category of player
and across the organizations. Thus, supervisors ensure that accidents are reported by workers
and that the accidents are investigated either by themselves or in collaboration with others, to
prevent similar types of accidents from occurring. In the temporary assignment context,
supervisors, in collaboration with disability and RTW administrator/counsellors, define the work
to be performed by the worker. There may be a period during which workers are assigned to
light work in their own department or elsewhere, or a period in which they stay in their
department, at their job, but in a supernumerary capacity. Advisors are responsible for the
workers’ files, and take care of contacts with external players, send the required documents to
the CNESST, and receive the medical reports from the treating physicians. A diverse range of
professional backgrounds and training is apparent among the disability and RTW
administrator/counsellors and supervisors from the different organizations, particularly with
regard to occupational health and safety. In addition, a major difference is observed—between
the two activity sectors—in the supervisors’ professional trajectories and training. In fact, most of
the supervisors in the organizations associated with the health services sector had training in
health, whereas very few from the manufacturing sector had such training. Yet the fact of having
training in health could constitute an asset when it comes to the task of evaluating the fit
between the worker's capacities and the work demands. Moreover, more than half of the
disability and RTW administrators/counsellors and preventionists reported having taken
refresher training regarding the attitudes and skills needed to perform their functions.

The level of worker engagement in the RTW process varies from one organization to the other.
The perception of this level of engagement also varies from one key player to the other,
depending on their attitudes and perceptions of the worker involved in the RTW process. In
several organizations, some key players expect the worker to return to work only after a
complete recovery, while others endeavour to facilitate the workers’ reintegration into their
teams and gradual resumption of their tasks. On the other hand, there are workers who appear
to push themselves beyond their capacities, thus endangering their health. For example, in
three of the organizations, some workers revealed that they had continued working after their
accident because the pain was tolerable, or that they had performed tasks that were more
demanding than those recommended by the treating physician, thus increasing the risks of an
aggravation, relapse, or recurrence of their injury. Several supervisors said they are on the
lookout for this type of behaviour in their workers. However, sometimes it is the supervisors who
appear to be overly demanding and who ask the workers to perform their pre-accident tasks,
even if they are not yet fit to do so.

Conditions facilitating or hindering RTW

In general, the various categories of players in the four organizations concur as to what
constitute facilitating and hindering conditions for a sustainable RTW. Moreover, the conditions
they mentioned correspond to various organizational and procedural elements and their
application. Table 13 presents the conditions facilitating or hindering a sustainable RTW
identified by the various categories of players (disability and RTW administrator/counsellor,
supervisor, union representative, medical consultant, preventionist, HR manager, co-worker,
production manager, and worker) from the different organizations, by procedural element cited.

Twelve of the 14 facilitating conditions were mentioned by three categories of players, eight
were cited by key players from at least three organizations, and six were mentioned by the
players from all four organizations. The conditions seen as facilitators by at least three
categories of players were: doing a temporary assignment within one’s own department, having
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a meaningful temporary assignment, doing a temporary assignment in a supernumerary
capacity (no financial penalty), performing light tasks (during the temporary assignment and the
gradual return to work, and even during the regular RTW), offering a RTW program, and offering
tips to the worker. The temporary assignment, a measure provided for by law to promote a
RTW, was generally seen by the players as a condition facilitating a sustainable RTW.
However, several methods of application were seen as playing a role in the success of the
temporary assignment, as the issues involved in its application affect mainly the worker and the
supervisor. If the worker on a temporary assignment becomes a supernumerary and his salary
comes from another budget than that of the department, the supervisor sees him as someone
who can help the other workers attain their performance objectives. For workers, being on a
temporary assignment is beneficial, provided that the tasks to be performed are interesting and
gratifying and that they do not jeopardize their gradual recovery of their capacities. Several of
these conditions were cited by the key players as needing to be integrated into the
organizations’ policies and procedures. The facilitating conditions cited by the supervisors were
primarily related to their attitude toward the RTW process and their experiences with managing
certain workers (e.g., a worker who wants to return to work, communication with the worker’s
supervisor, or the supervisor's collaboration with the disabilty and RTW
administrator/counsellor).

Ten of the 14 hindering conditions were mentioned by at least three different categories of
players and six by key players from at least three organizations. The hindering condition
mentioned by the largest number of players and by all the organizations was the non-
collaboration of the treating physician. Other hindering conditions that emerged from the key
players’ discourse were: difficulty finding a temporary assignment, a worker on long-term sick
leave, interpersonal difficulties with co-workers or the supervisor, contestations, examinations
performed by the employer’s medical consultants, and the worker’s non-engagement and fears
regarding his RTW. According to the workers and some supervisors, it is important to let
workers choose their own work pace and work tasks, at least in the early days.

Generally speaking, what were perceived as facilitating or hindering conditions for a sustainable
RTW depended largely on the organizational context and the players’ attitudes and perceptions.
In fact, few similarities were noted when the facilitating or hindering conditions reflected a
unique organizational context (e.g., a small workplace where everyone knows everyone else,
too many physiotherapy treatments, a sick-leave culture, or the distance between the place
where care is given and the worker's home), and the systematic application of certain
procedural elements (e.g., personalized RTW support programs or contestations). Also, few
similarities were noted in the conditions relating to the workers’ characteristics. In fact, the
different key players mentioned them in the context of their personal experiences in various
RTW situations (e.g., a worker who does not want to return to work; a worker who has various
personal, psychological or financial problems; or a worker who is nearing retirement).
Presumably the level of experience of the different players colours their attitudes and
perceptions regarding what facilitates or hinders the RTW process.
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Table 11. Synthesis of the context and information sources, by organization

Organization
Information A B C D
Context
Type Public Private Public Private
Size ~1,500 workers ~1,500 workers ~500 workers ~300 workers
Union status Unionized Non-unionized Unionized Partly
unionized
Sector Health care and social Manufacturing Health care and Manufacturing
assistance social
assistance

Geographic location

Sick-leave
management

Information sources
Documents remitted

Number of key
players interviewed
(directly or indirectly
involved in the RTW
of the interviewed
workers)

Number of workers
interviewed about
their RTW

- Injury

- Sick leave

- Duration of
the
TA/GRTW

Time elapsed
between the accident
and the definitive
RTW

Greater Montreal region

Heads of OHS
department and disability
and RTW
administrator/counsellors

Policy, procedure, guide
for workers in the event
of a work-related
accident

Back

0-7 weeks
6-30 weeks

12-36 weeks

Greater Montreal
region
External firm

Procedure for the
supervisor in the
event of an
accident, TA
procedures for
the manager and
W to follow

3

Back, lower limb

1 week
6-12 weeks

4 and 6 weeks

Remote region

Head of OHS
department,
counsellor,
RTW program
experts

Individualized
RTW program
designed and
offered in
collaboration
with external
experts

N=10

Back, lower
limb

4-14 weeks
4-22 weeks

12-36 weeks

Central region

OHS
counsellor
(sick-leave
and RTW
management)

None

Back, upper
limb

0-1 week
5-15 weeks

2-16 weeks
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Table 12. Similarities and differences between the organizations’ actual procedures and practices

Procedural element Similarity Difference in the methods of applying the procedures

Accident declaration and investigation

Immediately after the event, the W informs his S A B, C,D

of the accident and fills out an accident

declaration form.

The S notifies the C and sends the required A B,CD

documents to HR

After consulting a physician, the W submits the A B,C The W transmits his documents to the S, who is

papers to HR: accident declaration form, medical responsible for submitting them to HR (D).

papers, W claim form.

The C contacts the CNESST. A C,D The C notifies the firm responsible for managing sick
leaves, which in turn communicates with the CNESST (B).

The S conducts an accident investigation to A B,CD An investigation team comprising the W (if he is able), S,

determine the causes. He implements corrective production manager, C, workers’ representative on the

measures if needed HSC, and preventionist collect the facts surrounding the
accident, determine the causes, and identify short-,
medium-, and long-term solutions. (D).

Information sent to the union'?

The union receives a list of the workers who are A CD N/A (B)

on sick leave (CNESST and salary insurance).

Communication during the sick leave

After each medical appointment, the C and the W A B,CD The S also communicates with the W immediately after the

communicate by phone or in person. accident and during his sick leave to give him news of the
work team or plan accommodations (e.g., provide a
computer so he can work from home) (B).

Preparation for the temporary assignment

The C ensures that the W is fit to return to work, C A TA form is prepared for the W to give to the physician.

i.e., that the acute phase of his injury is over, then
plans the TA with the S.

'2 N/A: Procedural element not applicable.

This form may specify tasks that could be performed within
the department or other tasks available in the organization
and that are more or less meaningful for the W. (A, B, D).
The TA procedure is more or less formalized and managed
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Procedural element Similarity Difference in the methods of applying the procedures
by the Cs, except for the individualized RTW program,
which is offered in collaboration with external resources)
(C).

The S and C complete the TA form for the W to A B,CD The form is modified or supplemented with a list of tasks

give to the physician. available by department (A, B, D).

Medical authorization of the temporary

assignment

The W has the treating physician sign a TA form A B, CD The treating physician does not always consent to the TA

and takes it back to his employer. as soon as the employer requests it; sometimes, he
prescribes a sick leave first. He adjusts the limitations
prescribed for the TA as needed (A, C, D).

Temporary assignment tasks

The S assigns the W one or more tasks that A B,CD The S may have the W perform tasks that have often been

comply with the limitations prescribed by the put on the back burner (B).

physician. The W may be authorized to use the TA to do refresher
courses (A, B).

Sometimes the W is assigned to light tasks in a
department where he has asked to be reassigned (C).
Sometimes the S assigns the W to a basic task that is
completely unrelated to his usual work and that the W finds
meaningless or punitive (A, D).

The S ensures compliance with the limitations A D No follow-up of this kind (B, C).

prescribed by the physician regarding time,

activities, capacities, etc.

Temporary assignment budget

The W’s salary while on a TA comes from a A C,D

specific budget other than the operating budget.

Thus the allotted operating budget is not

associated with the productivity losses of the

injured worker.

Gradual return to work

The W resumes his regular tasks, but on a A C N/A (B, D) The GRTW may affect not only the work

reduced schedule and possibly at a slower pace.

schedules, but also the tasks (nature of the tasks, e.g. the
pace and frequency of material handling tasks).
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Procedural element Similarity Difference in the methods of applying the procedures

The S checks regularly how the GRTW is going A B

and makes adjustments as needed.

Physiotherapy treatments

The W continues the physiotherapy treatments A B,CD The physician-prescribed physiotherapy treatments are

during the TA and the GRTW. numerous (A, C), early (C), long-term (A, C) and
controversial (A, C, D) in terms of results related to the W’s
recovery (C).

The S takes the W'’s therapy treatments into A C,D

account when assigning work schedules.

Evaluation of the work station

Together with all the parties involved (W, S, C, C
employer’s representative, union representative,
preventionist, etc.) , the expert evaluates the job
on site.

Solutions

Following the accident investigation, in order to
prevent the recurrence of such accidents,
relapses, or the occurrence of other similar cases
involving other workers, the OHS department and
the S propose different types of solutions:
reconfiguration of the work station, new
equipment, change in the work methods, training,
etc.

Following the accident investigation, different
types of temporary and permanent solutions are
implemented: the work station or equipment is
modified, the parts supplier or types of parts are
changed, or the work postures and methods are
modified.

A, B, D

AB,CD

The C ensures that the solutions are B, C

No evaluations are done of the W'’s capacity to perform the
tasks involved in his job (A, B, D)

The solutions concern certain jobs. Sometimes the S
communicates with the preventionist or with the Physical
Resources Department to speed up implementation of the
solution (A).

The preventionist, the S, and the W collaborate to propose
and implement different solutions, both temporary and
permanent (B).

Implementing solutions can take time (A, D).

Some solutions involve training on work methods (A, C),
work that the W can do temporarily at home, and
accommodations regarding departure times (to prevent the
person from having to assume uncomfortable postures
during rush hour) (B).

Different types of temporary and permanent solutions are
proposed and implemented in the context of the
individualized, supported RTW program. The external
expert proposes various adjustments, tricks, methods,
movements, alternative tools, etc. (C).
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Procedural element Similarity Difference in the methods of applying the procedures
implemented.

RTW

When the treating physician allows it, the W A'B,C,D For some workers and for a certain length of time, the S
returns to his regular job and performs his regular may distribute the more demanding tasks among other
tasks, given the possibly new arrangements members of his team (A, B).

(physical and organizational).

Follow-up

The S does regular follow-up with the workers in A, B, C

his department.
Role of the employer’s physician

The C has the W evaluated by the employer’s A C
physician if the sick leave seems unreasonably

long.

The employer’s physician assesses whether the A C

employer should take steps to involve the Bureau
d’évaluation médicale (BEM).

The employer’s physician may suggest a TA or a C

GRTW to the treating physician.

The employer’s physician requests a medicolegal A C The employer’s physician proposes solutions (knowledge
evaluation by a specialist, if need be. of the context) and applies pressure on the W to return to

(C).

W: worker; S: supervisor; C: disability and RTW administrator/counsellor; TA: temporary assignment; GRTW: gradual return to work.
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Table 13. Facilitating and hindering conditions cited in the organizations by the various categories of players

Condition Organization Player
Facilitating conditions
The TA per se A,B,C,D S, C, preventionist, HR manager
Carrying out the TA in one’s own department A W, C, HR manager
Having a meaningful TA A, D C, HR manager, W, co-worker
Having a specific TA budget separate from the A CD W, S, C, HR manager, union, Production manager
operating budget
Giving the worker sufficient time when performing A B,C,D S, union
tasks; not putting pressure on him
Allowing the worker to work at his own pace, and A, B,C,D W,S, union
having the right to decide and choose his own
tasks
Light tasks during the GRTW and even during the A S, C, union
regular RTW
Existence of a RTW program C S, C, HR manager, preventionist
Intervention by external party C S, preventionist
Offering the W tips and tools C S, preventionist, union
W who wants to return to work A B,C,D W, S, C, HR manager, preventionist, Production manager
Collaboration A B,C,D W, S, C, preventionist, union, HR manager
Communicating with the W B,C,D Preventionist, S, union
and keeping him informed
S who facilitates the process A B,C,D W, S, C, preventionist, union, HR manager
Hindering conditions
Long-term sick leave A C,D S, C, preventionist, HR manager, Production manager
A sick-leave culture C,D Union, HR manager
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Condition

Organization

Player

Difficulty finding a meaningful TA
Premature return (TA, GRTW, RTW)
Physiotherapy (too many sessions, too often)

W who has personal problems: psychological,
financial, or other.

Interpersonal difficulties with other members of the
work team (co-workers) or the S.

Unclear roles and responsibilities

Contestations or employer consultations with
medical consultants

Non-collaboration of the treating physician

W who is afraid to return to work
W who does not collaborate
W who is older

Small workplace where everyone knows everyone
else

A B, D
C,D
C
C

B,C,D

A
A CD

A B CD

A D
B,C,D
C
C

S, preventionist
W, C, union
W, C, preventionist, union

S, HR manager, preventionist
W, S, HR manager, preventionist, union

W, preventionist, union

W, preventionist

S, C, preventionist, HR manager, union, Production manager

S, C, union

S, C, preventionist, union, HR manager
C, HR manager, preventionist

S, HR manager

W: worker, S: supervisor, C: disability and RTW administrator/counsellor; HR: Human Resources; TA: temporary assignment;

GRTW: gradual return to work.
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4.3 Discrepancies between Best Practices and the Organizations’ Actual
Practices

In general, these results reveal the uneven application of best practices across the
organizations. Table 14 highlights a number of differences between elements of the best
practices presented in sub-section 4.1.4 and the actual practices reported in the four
organizations.

First, discrepancies exist among the practices of at least three organizations with respect to nine
elements of 28 best practices. These discrepancies concern mainly actions specific to a
phase/stage or a category of player. Actions such as the supervisor's contact with the worker
soon after the accident, the evaluation of the job (specialist, supervisor), the planning and
implementation of the RTW solution (specialist, disability and RTW administrator/counsellor,
supervisor) figure little in the practices of the key players interviewed about the RTW situations
studied. In fact, the workers and key players made little mention of actions related to such
activities. Moreover, in none of the organizations does the disabilty and RTW
administrator/counsellor systematically identify obstacles to the RTW. In addition, workers and
their jobs are evaluated in only one of the organizations, where an individualized RTW plan is
being developed and implemented. This organization is the one that uses the services of
external experts to implement an individualized, supported RTW program whenever a worker’'s
sick leave is extended.

Other discrepancies exist regarding strategic elements, particularly the following three:
encouraging the worker to remain active, concerted action by the players, and the worker’s
participation in the development and implementation of solutions. Encouraging the worker to
remain active is reflected in his participation in reconditioning or work-hardening sessions in the
workplace; yet such programs were not mentioned in any of the organizations visited in the
context of this study. Regarding the other two elements of best practices, concerted action was
possible in only one organization — the same as that mentioned above — thanks to structures
and discussion forums provided in the context of the individualized RTW process.

The last discrepancy concerns the formalization of the RTW policies and procedures, a vital
prerequisite for the application of best practices in organizations. Despite the fact that formal
policies and procedures were given to the research team by some organizations, they seemed
only partial (e.g., focused on the temporary assignment or prevention activities) rather than
specific to the RTW. Thus, although several procedural elements were described informally by
the key players in all four organizations, the degree of formalization, robustness, and clarity of
the instructions appeared insufficient. In addition, the roles and responsibilities of the various
categories of players involved in the RTW — procedural elements that are essential to the RTW
— appear to be more or less specified in these organizational procedures.

Table 14 also brings to light certain correspondences between elements of best practices and
those of the organizations’ actual practices. One such element for which there was a
correspondence with the actual practices of at least three organizations concerns the prevention
culture. In fact, as mentioned in sub-section 4.2.5, the orientation of the organizational
structures and practices toward prevention efforts (e.g., accident declaration and investigation)
not only helps prevent similar accidents involving other workers, but also promotes the
sustainable RTW of the injured worker.
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Correspondences exist as well for several strategic elements of best practices: collaboration,
coordination, and supervisor involvement/participation in the development and implementation
of solutions. All these elements, which were reported more or less systematically by the various
players, constitute the pillars of concerted action, a principle based on decision making through
consensus among the internal and external players.

However, most of the correspondences concern activities carried out in a given phase/stage of
the RTW process. These activities are as follows: receiving the medical certificate (employer);
referring the case to the disability and RTW administrator/counsellor (sick-leave manager);
proposing tasks to the treating physician; offering the worker light tasks, temporary
modifications, or the possibility of resuming regular tasks gradually; welcoming the worker back
(supervisor); and making adjustments in the RTW plan as needed. In the Québec legislative
context, several of these essential activities are prescribed in the AIAOD (e.g., the temporary
assignment, the employer’s obligation to take back the worker, and if need be, to modify the job
in order to facilitate his rehabilitation). However, even if these legal requirements are followed to
the letter, the procedural elements deriving from them appear to be applied inconsistently within
any given organization (e.g., meaningful and productive light tasks offered as a temporary
assignment versus meaningless and unproductive tasks), depending on the RTW situation or
key player.

Lastly, with respect to the nine other elements of best practices, discrepancies are observed
with the actual practices of two of the participating organizations and correspondences with
those of the other two organizations. These elements concern general conditions
(information/training/education, coordination between prevention and sick-leave-management
structures, and a proactive approach to disability prevention), strategic elements
(communication and mutual aid), and specific activities (adjustments and daily follow-up of
implementation of the RTW solution, assistance from co-workers, and giving the worker
feedback and encouragement regarding his progress). The application of some of these
elements of best practices appears to be related to the organizational context. For example, in
two organizations, integrative structures allow prevention services to be combined with sick-
leave-management services for the purpose of more effective disability prevention. Similarly,
offering information and training to the players involved and upgrading their education helps
reinforce their confidence, and consequently, their willingness to act and engage in the RTW
process.

Overall, we can conclude that the procedures, whether formal or informal, correspond to the
best practices recommended in the literature, but that the actual practices depend on the key
players’ interpretations, perceptions, and attitudes, which, in turn, are the result of their lack of
training or experience in RTW matters.
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Table 14. Discrepancies between best practices and actual practices

Best practice

Discrepancy between best
practices and actual practices

Discrepancy present

General characteristics

RTW policies and procedures (formalization, robustness, clarity, details of roles and
responsibilities)
Information, training, and education of players regarding the RTW process
Integrative approach

- Prevention culture (prevention structures and actions)

- Coordination of prevention and sick-leave-management structures
Proactive approach: early intervention to return the W to work
Strategic elements

Encouragement of the W to remain active: re-education, rehabilitation, treatments in
the workplace or during working hours

Concerted action: decisions made on a consensus basis by several players

Communication: presence of structures and spaces for discussing solutions (e.g.,
meetings, committees)

Collaboration with external resources (clinicians, OHS professionals, insurers, etc.)
Coordination of the RTW

W’s involvement and participation in the development and implementation of the
solution

S’s involvement and participation in the development and implementation of the
solution

Help from co-workers, fellow team members
Actions specific to a phase/stage and category of player

Receiving the medical certificate (manager)

ABC,D

C,D

AC

AC

A BC,D

A, B, D
AC
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Best practice

Discrepancy between best
practices and actual practices

Discrepancy present

Referring to a disability and RTW administrator/counsellor (manager)

Proposing tasks to the treating physician (disability and RTW
administrator/counsellor, S)
Making contact with the W soon after the accident to inquire about his recovery (S)

Evaluating the W and the tasks (S, specialist)

Identifying the obstacles to the RTW, discussion with the W (disability and RTW
administrator/counsellor)

Developing the RTW plan (individualized and coordinated) including an offer of
modified work (disability and RTW administrator/counsellor)

Offering meaningful light tasks (temporary and transitional) and, if possible, in the
same department (S)

Offering modifications (temporary, permanent): adaptations, accommodations, and
adjustments to work station and tasks (disability and RTW administrator/counsellor
and S)

Offering a gradual RTW through graded exposure (tasks, work schedules) (disability

and RTW administrator/counsellor)

Implementing the planned-work solution (S)

Welcoming the W back: distributing and assigning the tasks (S)
Making daily adjustments (S)

Giving the W feedback on his RTW progress (S)

Making adjustments to the RTW plan as needed (S, disability and RTW
administrator/counsellor)

A CD
A B, D
A BC,D

A, B, D

A, B, D,

C,D
AC

W: worker, S: supervisor
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5. DISCUSSION

The general objective of this project was to identify and describe the discrepancies between the
best evidence-based RTW practices and the actual RTW practices of a handful of Québec
organizations for workers with MSDs. The conceptual framework based on the co-construction
of optimal RTW solutions for the workplace acknowledges the need to identify and describe the
discrepancies between research findings (best practices) and workplace practices (actual
practices). The initial hypothesis of the project was that, to date, few best practices (as defined
in the literature) are currently applied in Québec organizations. In fact, as several authors have
asserted, the implementation of best practices in organizations still poses considerable
challenges (Costa-Black et al., 2013, Fassier et al., 2011, Loisel and Cété, 2013).

This study took the first steps toward achieving this co-construction of optimal RTW solutions.
To achieve the first specific objective, which was to identify the best practices for workplaces,
this project identified the best evidence-based RTW practices in the literature. To achieve the
second objective, the project described the actual practices as perceived by the players in four
Québec organizations, as well as the conditions regarded as facilitating and hindering a
sustainable RTW. Lastly, the third specific objective consisted of identifying and assessing the
discrepancies between what is recommended in the literature and what is actually done in these
organizations. This assessment led to reflection on possible courses of action for minimizing,
and eventually eliminating, these discrepancies, which would in turn help improve actual RTW
practices with workers who have MSDs. However, the validity of these potential ameliorative
courses of action must be verified with the principal users, namely, workplaces, and with other
stakeholders in the RTW process.

5.1 Best Practices for Sustainable RTW

Three categories of best practices were found in the literature: general characteristics, strategic
elements, and activities essential to a sustainable RTW in the workplace. The first category
concerns the conditions and means put in place by organizations with successful OHS and
work-disability management track records (e.g., application of policies and formalization of
procedures, concerted action) to instill an organizational culture conducive to the reintegration of
injured workers. The second category concerns the organizational strategies aimed at attaining
the sub-objectives related to successful and sustainable RTW (e.g., communication,
collaboration, and coordination). The third category (essential activities) comprises sets of
actions carried out by a given category of player and during a particular phase/stage of the RTW
(e.g., supervisor making initial contact with the worker as soon as possible after the accident,
planning of the temporary assignment and RTW solution) with the goal of sustainable RTW.
This review takes stock of the best practices for the workplace as documented in the literature in
terms of effectiveness, process, resources, actions, and key players in the RTW. In addition, the
main contribution of this integrative review is that it systematizes these details on best practices
according to the different levels of action within the organization (general, strategic, or
operational). Defining best practices according to these levels of action could provide a basis for
formalizing procedures in the workplace and clarifying the roles and responsibilities of the
various departments and individuals. Taking these different levels of action into account may
also be useful in the various audits potentially conducted after RTW procedures have been
formalized and implemented in organizations.
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5.2 Actual Practices and Conditions Facilitating Sustainable RTW

The multiple case study, which was conducted in organizations operating in two different activity
sectors and characterized by varying contexts (in terms of unionization, geographic location,
etc.) yielded three main findings. The first finding concerns the consistency between what is
done in the organizations studied and what is prescribed by law. In fact, the legal provisions
concerning essential activities mentioned in the AIAOD are applied to the letter in the
organizations. The instructions to be respected are very clear with regard to the general
objectives, but details are lacking on the specific actions to be taken to ensure implementation
of the activities essential to sustainable RTW.

A second finding concerns the gaps between what the key players know about the activities
essential to sustainable RTW that are not specified in the Act, and what is done in actual
practice. These activities are written down and thus officially recognized as such in the
organizational procedures, and were cited by most of the key players as essential for
sustainable RTW. The transfer of knowledge about activities essential to <sustainable RTW in
organizations therefore appears to be bearing fruit. This may be the result of longstanding
efforts made by research communities to disseminate knowledge on RTW practices. Thus,
recommendations — such as those made in the online document titled “Seven ‘Principles’ for
Successful Return to Work,” produced in Ontario by the Institute for Work and Health (2005), or
in the document titled “Work-related Musculoskeletal Disorders. Guide and Tools for Modified
Work. TMW Guide” produced in Québec and published by the IRSST (Stock et al., 2005), and in
strategic training programs on disability prevention (Loisel et al., 2013) — were cited by the
various players interviewed. However, the results of our study reveal a relative lack of know-how
(knowing what to do). Generally speaking, in the interprofessional education context, evaluation
of the results of knowledge transfer strategies often concerns perceptions/attitudes or
knowledge. Yet little attention is paid to the different levels of acquisition of skills or to
behavioural changes (Hammick et al., 2007). According to the classification of interprofessional
education results, different levels must be attained before a change in organizational practices
can be envisaged, and even before seeing a more general impact on worker health (reaction,
modification of perceptions & attitudes, acquisition of knowledge & skills, behavioral change
(Hammick et al., 2007). This contention is further supported by studies in the field, which
observe that the implementation of practices still poses major challenges in terms of
engagement of the various categories of players, as well as their conflicting interests in the
RTW process (Loisel et al., 2005, Tjulin et al., 2009, Pomaki et al., 2010, Costa-Black et al.,
2013).

In ergonomics, this gap is associated with the absence of resources and means within the
organization (participatory structures and capacity evaluation resources) (Leplat, 1980, Leplat
and Montmollin, 2001, Guérin et al., 1991), or with difficulties carrying out certain activities.
These difficulties could be the result of the particular contexts present in the organizations:
insufficient resources, lack of time, similar demands in all the jobs, rigid collective agreements,
external coordination in the workplace, existence of RTW programs, perceived or real attitudes
toward the RTW process, and the other players in the process (facilitating supervisor, worker
who wants to return to work, helpful co-workers, disability and RTW administrators/counsellors
who pressure the worker to return to work, etc.). Moreover, the different conditions facilitating or
hindering sustainable RTW that were cited by the various key players align closely with the
aforementioned difficulties. They point naturally to avenues and areas for improvement in
organizational practices (Kendall et al., 2009, NICE 2009, Fassier et al., 2011).
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Regarding the key players’ know-how, another hypothesis could be advanced. Argyris and
Schon’s theory (1974) concerns the existence of a gap between “espoused theory” and “theory-
in-use.” Their work highlights the fact that in the interview context, a gap exists between a
person’s explanations of what he should do (espoused theory, for example, what is prescribed
by the employer) and what he actually does (theory-in-use). In fact, in our study, the key
players’ discourse, when triangulated with the discourse of other players who described what
they actually experienced during the RTW process, partly supports the hypothesis that the study
participants for the most part had a general knowledge of best practices, but that in the field,
these practices were minimally applied. What the work of Argyris and Schon (1978) and, more
recently, of St-Arnaud et al. (2003), suggests is the need, in the context of training activities, to
give practitioners an opportunity to reflect on their actions and thus bring about a change in their
behaviours/actions.

The last finding concerns the variation in the practices of supporting the worker throughout the
RTW process (initial contact with the worker as soon as possible after the accident, following up
on implementation of the RTW solution, etc.). These practices depend on the key players’ skills
in communicating and evaluating work capacities. For example, some supervisors spoke about
their difficulty finding meaningful tasks to offer employees as temporary assignments, while
others reported finding ways of offering workers interesting work alternatives (e.g., training,
temporary work from home). Supervisors are, in fact, increasingly recognized in research as
pivotal players in the RTW process (Lemieux et al., 2010, Nieuwenhuijsen et al., 2004, Durand
et al., 2014). They are responsible not only for applying safety rules and attaining production
targets, but also for the atmosphere, fairness, and cohesiveness within their work team. When
an employee is grappling with a work disability, his supervisor has to reorganize the team’s work
in order to both meet the accommodation needs and address legitimate needs regarding the
RTW (Durand et al., 2014). While supervisors are not the decision makers regarding the RTW
of employees with work-related disabilities, they are responsible for putting in place conditions
conducive to the workers’ resumption of their work activities (Lemieux et al, 2010,
Nieuwenhuijsen et al., 2004, Durand et al., 2014). Moreover, a recent study by researchers on
our team brought to light the role that those responsible for coordinating the RTW activities
attribute to the supervisor-worker dyad (Durand et al, 2016). This is probably due to
supervisors’ knowledge of the demands posed by the work tasks in their department, as well as
their skills in terms of strategic communication with all the workers on their teams.

5.3 Discrepancies between Best Practices and Actual Practices

By comparing the literature with the multiple case study, we were able to identify three types of
discrepancies between best practices and the actual practices of the organizations involved and
to propose possible courses of action for reducing them and improving the organizations’
practices. These discrepancies concern the diverse ways of conducting the activities essential
to sustainable RTW, the absence of resources and structures for implementing sustainable-
RTW strategies, and the absence of formalized procedures.

The first discrepancy concerns the diversity of actions taken by the key players, which did not
always correspond to those identified in the literature as activities essential to sustainable RTW
(Durand et al.,2014, NICE et al.,2005, Kendall et al.,2009, Stock et al.,2005). From a systemic
standpoint, this diversity could be explained by the general nature of the obligations imposed by
law, which leaves considerable room for different representations and interpretations by the
players. These representations and perceptions could be attributable to the fact that, in some
organizations, the players do not have to deal with many RTW situations and are therefore
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caught off-guard when they occur. In fact, when a supervisor handles only one or two accidents
every five years, he can hardly develop the necessary skills for managing a worker who is
returning to work. Moreover, a study on the practices of disability and RTW
administrators/counsellors highlights the presence of this type of profile in the Québec context
(Durand et al, 2016). Providing an organization’s players with information, training, and
education on ways to carry out the essential activities could help improve their understanding
and hence their representations of the process involved in sustainable RTW. Organizations
could also offer to appoint a key person to coordinate the RTW process, preferably in-house,
which could offset certain players’ lack of experience in RTW situations. Coordination involves
distributing the different actions among various persons, as well as determining a sequence
according to the various times and phases/stages of the RTW process; this should be done by
the most appropriate players, such as the supervisor, worker, and disability and RTW
administrator/counsellor (Durand et al., 2016, Schandelmaier et al., 2012, Shaw et al., 2007).
Concerted action, the mechanism at the very crux of RTW coordination, could help reduce this
discrepancy through communication activities and structures facilitating workers’ and
supervisors’ collaboration and engagement in the development, planning, implementation, and
follow-up of the RTW solution.

The second discrepancy concerns the structures and resources made available to the
organizations’ key players to fulfill their roles and responsibilities regarding the RTW process
and take the actions associated with the activities essential to sustainable RTW. First,
employers make little use of external experts or rehabilitation teams to implement RTW
programs, yet the involvement of such teams or rehabilitation professionals in workplaces has
been amply shown to be effective in achieving a sustainable RTW (Anema et al., 2004, Franche
et al., 2005, Loisel et al., 2005, Campbell et al., 2007, Durand et al., 2007, Podniece et al.,
2007, Waddel et al., 2009). Indeed, even though work adjustments and accommodations are
essential to sustainable RTW (Waddell and Burton 2001, Anema et al., 2004, Boocock et al.,
2007, Burton et al., 2009, Williams et al., 2007), the participating organizations make little use of
ergonomists or occupational therapists to assess the fit between a worker’s capacities and the
demands of his work. Moreover, the RTW solutions implemented rarely include work
modifications other than those required to reduce physical efforts, despite the fact that the key
players perceive RTW-related fears and worries as major obstacles to the RTW, and many
interventions proposed in the literature seek to address them (Ozguler et al., 2004, Hlobil et al.,
2005, Campbell et al., 2007, Hoefsmit et al., 2012).

Next, there is little interaction between the structures and resources responsible for industrial
accident and occupational disease prevention and those responsible for work disability
management. Yet several studies highlight the importance of complementarity and collaboration
between prevention departments and sick-leave management departments in ensuring
sustainable RTW and preventing long-term disability (Boocock et al.,2 007, Burton et al., 2009,
Waddell et al., 2008, Gensby et al., 2012). In fact, in the participating organizations, the little
interaction between structures and resources may have an impact on the coordination of the
activities essential to sustainable RTW. This could be attributable to an organizational culture
centred on prevention actions and healthy workers, and to the perception of the RTW process
as involving non-productive activities and largely influenced by factors external to the
organization (sick-leave management firm, cost sharing between organizations,
communications with the CNESST, etc.). However, it could also be attributable to the
organizational changes under way in three of these organizations, which are likely to bring
about structural changes in the future.
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The last discrepancy concerns the lack of formalization of organizational procedures. In fact,
one element of the best RTW practices which obtains consensus in the literature consists of
having formalized, robust, clear, and precise policies and procedures regarding the roles and
responsibilities of the players involved. This would appear to help establish a proactive
organizational culture aimed at preventing long-term disability and based on collaboration
among the players within the organization and with external resources when needed
(Employers’ Forum on Disability 2008, Franche et al., 2007, Gensby et al., 2012, Waddell et al.,
2008). According to some authors, clear and effectively transmitted policies and procedures
would minimize inaction by key players in the different phases/stages of the RTW process
(Durand et al., 2014, NICE 2009, Pomaki et al., 2010). Yet in this multiple case study, few
formal RTW policies and procedures were submitted by the participating organizations. This
lack of formalized RTW procedures could be the source of the lack of clarity regarding the roles
and responsibilities of the players in the RTW process. In this regard, Williams-Whitt et al.
(2016) point out that studies on work disability prevention deal mainly with the changes to be
made in the workplace, but rarely with role clarification.

To offset the lack of formal procedures, some organizations develop their own forms or use
existing standard forms. However, the use of such forms could result in varying actions when
the items are not specific to the organizational context or the work activity. These organizations
would therefore be well advised to consider formalizing their policies and procedures or revising
them in-depth in order to, among other things, clarify the roles and responsibility of the various
categories of players and partners and to spell out clearly the actions to be taken in the different
phases/stages of the RTW process.

5.4 Applicability of the Results

Certain key messages were formulated by the researchers involved in this study. They are
based on the best RTW practices documented in the integrative review and the discrepancies
observed between them and the organizations’ actual practices.

These key messages are directed first at the participating organizations. They pertain to the
formalization of procedures or to their revision for the purpose of clarifying the players’ roles and
responsibilities. These messages could also serve as the basis for an information, training, and
education program designed more broadly for the participating organizations’ entire personnel
and describing the desired courses of action for achieving sustainable RTW. Indeed, from the
perspective of improving organizational practices, the scope of these messages could render
them applicable to organizations of similar sizes and associated with the same activity sectors.
However, the way these elements are applied to attain a sustainable RTW depends largely on
the organizational culture.

Key messages

1) Itis essential to formalize RTW policies and procedures. This should make it possible to:

a. Determine the players’ roles and responsibilities regarding the essential activities
and different RTW phases/stages. The involvement of players such as
supervisors and disability and RTW administrators/counsellors in this process
would yield a detailed and realistic description of their roles and responsibilities.
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b. Develop and implement a communication plan to inform all players within the
organization about the activities essential to sustainable RTW and the actions
needed.

2) Studying the organization’s resources and structures in light of the factors facilitating the
RTW should make it possible to define needs associated with carrying out essential
RTW activities.

a. Making early contact with the worker and clearly showing the organization’s and
work collective’s support for the RTW process should be promoted.

b. Temporary assignments should be envisaged as soon as possible after the
accidental event, taking into account tasks perceived as gratifying and
meaningful for the worker and respecting his limitations and the progression in
his capacities.

c. The RTW solution envisaged by the organization should be the result of
collaboration between the various structures and resources and allow for flexible
application. For example, implementing the solution in practice should enable the
worker to gradually regain confidence in his capacities and to develop strategies
for performing his work that will ensure a sustainable RTW.

d. The means available to the key players should allow for continuous follow-up of
the RTW solution implemented and for daily adjustments to be made, according
to the worker’s condition and progression.

3) Planning the training to be offered in terms of the target competencies and goals for the
various categories of RTW players should allow for:

a. The supervisor’s involvement in all phases/stages of the RTW process,
particularly in the proposal, implementation, and follow-up of the RTW solution
The competencies sought should be related to:

i. The inventory of possible work situations that provide a fit between
production demands and the worker’s capacities during his recovery.

ii. The equitable distribution and dividing up of tasks perceived as gratifying
and meaningful for all members of the work collective.

b. The worker's involvement is also considered desirable in all these
phases/stages. The goal sought is to:

i. Promote the worker's mobilization and engagement in his RTW process.

c. The in-house coordination of all communication actions and collaboration
activities between the internal and external players should help identify or create
fair and appropriate RTW solutions for both the worker and his co-workers in the
work collective.
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5.5 Strengths and Limitations of This Study
This study included various methods, each with its own strengths and limitations.

First, the selection criterion for the studies in the integrative review, which was to retain solely
“review’-type documents, reports, and evidence-based practice guides, represents a strength.
In fact, arguably this review covers most of the studies published before 2015 on the subject
under investigation here. In addition, this broad coverage is indirectly confirmed by the overlap
of the results extracted from the studies. However, by applying this selection criterion to the
literature, certain recent individual studies may have been excluded even though their content
might have added new knowledge. Also, this integrative review may potentially have been
influenced by publication bias. This bias consists of presuming that what is published and
available includes more studies with positive results than negative. Thus, the limitation is that of
having access to published studies only, regardless of studies refused by publishers and whose
content may have influenced the best practices identified. However, it is impossible to estimate
the degree of this publication bias.

A multiple case study was conducted in two different activity sectors in order to define actual
practices in Québec organizations. The first strength is the detailed description of each case, by
units of analysis, sources, and methods. The methods and sources were triangulated in each
organization case, allowing data saturation to be reached and ensuring internal validity. In
addition, the data extraction forms for the intracase and intercase analyses were developed
through consensus among the researchers involved in the study, and the extraction of material
was verified, thus minimizing individual interpretations. However, mention must be made of a
potential bias related to the social desirability of the key players interviewed. Even so, the form
of the interview with its neutral questions and the triangulation of the sources suggests that this
bias was minimized. One of the strengths of multiple case studies is the in-depth understanding
they provide of the phenomenon under study, but the results remain deeply rooted in the
contexts from which they derive, such that generalization of the results must be limited.
However, the process developed in our study, with the analysis of the discrepancies, can most
definitely be transposed to all medium-sized and large enterprises.

Lastly, the complementarity of the disciplines of the research team members (ergonomics,
occupational therapy, psychology, engineering, and medicine) contributed to a transdisciplinary
analysis and interpretation of the research results. This in turn allowed the researchers to
formulate key messages based on evidence from various disciplines and to propose interesting
avenues of research that should enhance understanding of the complexity of the dimensions of
the work disability problem.

5.6 Benefits of This Study and Avenues for Future Research

To the best of the authors’ knowledge, this study is one of few to have compared what is known
in research with what is applied in practice. It did so by comparing literature reviews on RTW
interventions with their implementation in concrete situations and various workplaces. The
benefits of this study are both scientific and practical. Scientifically speaking, the results add to
the knowledge of best practices and to the formation of an overview of actual practices in
certain Québec organizations. On the one hand, the results of the integrative review themselves
constitute a worthwhile effort to synthesize the main general characteristics of organizational
policies and procedures, components, and the resources needed in the workplace to achieve
healthy and sustainable RTW. Practically speaking, this review provides a framework
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encompassing ideal practices, a model that could serve as a source of inspiration for companies
wishing to optimize their practices. In addition, the comparison of the results of the integrative
review with those of the multiple case study provides a better understanding of certain
contextual elements related to the application of these best practices in Québec organizations.
This comparison also casts light on areas where changes are needed in these organizations by
formulating a set of possible courses of actions for reducing these discrepancies. These
proposed courses of actions could also be used to initiate reflection in other companies,
including medium-sized and even the smallest, organizations.

Two avenues for future research emerge from the findings of this study. First, further research is
warranted on possible solutions for reducing the discrepancies between best practices and
actual practices and could provide the subject for a first feasibility study with the various
stakeholders in the RTW process. Some of the solutions could then be tried out and their effects
on the implementation of best practices studied. A multiple case study in such organizations
could help shed light on particular issues and solutions adapted to their physical and human
resources. Practically speaking, this could take concrete form in the development of an audit
tool designed to help organizations evaluate and improve their organizational practices.
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6. CONCLUSION

This study is one of few to have compared what is known in research with what is actually
applied in practice. It did so by comparing literature reviews on RTW interventions with the
implementation of such interventions in concrete situations and different workplaces. It also
identified clearly, on the basis of an integrative view of the RTW literature, the best practices of
organizations with regard to MSDs, practices that are essential to successful RTW and
applicable in the Québec context. The multiple case study, conducted on RTW situations in real
workplaces, looked at the actual practices as well as the conditions facilitating and hindering
their implementation in four Québec organizations. The comparison of best practices in the
workplace, gleaned from the integrative review, with the actual practices of the organizations
brought to light numerous discrepancies and generated proposals of possible courses of action
to reduce them. Overall, the discrepancies concern the methods of carrying out the activities
essential to a sustainable RTW, the structures and resources made available to the key players
and devoted—in the organizations —to carrying out these essential activities, and the lack of
formalized, explicit policies and procedures. Of the courses of action proposed to reduce these
discrepancies and foster the improvement of organizational practices in the participating
organizations, formalizing procedures with explicit descriptions of the roles and responsibilities
of each category of key player, and providing these players with information, education and
training on the actions to be taken, appear the most essential to the success of healthy and
sustainable RTW.

From a practical standpoint, this study offers organizations a framework for self-evaluating and
improving their RTW procedures. In fact, though not designed to assess or compare the
effectiveness of the RTW process in the different workplaces, it informed them about the
activities and structures required for a successful RTW process. In addition to informing the
organizations about the best practices, the methodology of this study is replicable in any other
organization. This methodology should consist of documenting the organizational context,
procedures, practices, and conditions, using several information sources (documents,
managers, key players, and workers). Lastly, based on the results of this study, conceivably a
process for continuously improving RTW practices could be developed for organizations. This
process would involve adapting the recommendations made here to the context of different
organizations, such as small and medium-sized enterprises or organizations operating in a
particular activity sector. As the context differs from one organization to the other, the reiteration
of this adaptation process seems essential in order to transpose it to each type of organization
and ensure that the latest knowledge is integrated into the organization’s practices.
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APPENDIX — QUESTIONS AND THEMES RAISED WITH THE WORKERS AND KEY PLAYERS
DURING THE INTERVIEWS

Theme Question
k7]
= c
2.2 5|8
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s (213 |8 |5 |& %
2 o |< |a|= |0 >
Procedures | What written RTW procedures does your organization have for cases X X
compensated by the CNESST? To whom and how are they distributed?
Role of key | What is your role during the sick leave of a worker who has sustained an X X X X X
players MSD and is compensated by the CNESST?
e What is supposed to happen? Does it always happen like that? X
Stages: from | Tell us about your accident [or Worker X’s accident]. How did it happen, and
time of what did you do personally? X X X X X X
accident to e Contacts made regarding the accident during the sick leave and the
completed various steps taken
RTW o Evaluation of the worker’s capacities and of the job demands in order | X X X X X X
to take the worker’s capacities into account
¢ Work modifications (physical, organizational) made after the work X X X X X X X
accident
e Return to work per se: how did that go? X X X X X X X
¢ Role of the other workers in the department X X
e Follow-up done after the return to work X X X
¢ In this specific case, what were the hindering and facilitating factors? X
Was there something that could have been done differently or better?
If so, what?
o How were your proposed changes taken into account? Was there a X
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Theme Question
k7]
N c —
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process of continuous improvement?
¢ Impact of Worker X’s sick leave on your work X
Current What is your current situation at work (pain, difficulties, productivity, X
situation relationships with others, etc.)?
Suggestions | Can you suggest any improvements that could be made to the RTW X
process? Which ones?
Comments Do you have any comments you would like to add? X X X X X X X
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