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Brian Verrall, MSc, DOHS, RN, COHN(C), COHN-S/CM, FAAOHN

Executive Director 2017 will see me celebrating my 
50th year as a registered Nurse, all 
of which has been spent in occupa-
tional Health and safety. i worked 
eight years in the steel industry, one 
year with the Ministry of labour as 
an oH Nursing consultant, then 
26 years in the education field and 
finally, 15 years as executive director 
of the ontario occupational Health 
Nurses association.

i have been a member of 
ooHNa since it was formed 
and have served on the ooHNa 
Board of directors for two sepa-
rate terms, and have met some 
outstanding professional occupa-
tional health nurses. When i was 
given the opportunity to be the 
association’s executive director, i 
promised i would stay in the posi-
tion for five years. sixteen years 
later i am now retiring.

during this time, i have worked 
with many exceptional and ded-
icated people who served on 
the board and with hundreds of 
ooHNa members. the focus of 
occupational Health Nursing has 
changed drastically over these 
16 years; however, the main con-
cern still remains: the health and 
safety of ontario’s workplace.

similarly, this peer-reviewed 
publication has changed. From 
a print-only format mailed via 
canada Post to a digital format 
accessed on-line, the Journal of 
the ontario occupational Health 
Nurses association has won an 
aPEX award and is listed as a 
valuable resource in international 
databases such as ciNHal and 

ProQuest. readership levels have 
remained steady, with many col-
leges and universities both inside 
and outside canada subscribing. 
under the guidance of the man-
aging editor, Frances Maccus-
worth, the publication has been 
successful in soliciting more origi-
nal articles, increasingly written 
by ooHNa members. i’d like to 
acknowledge the support received 
from the Editorial committee and 
from the many guest editors who 
have shared their opinions and 
experience with readers.

taking over from me as the 
association’s executive director 
and technical editor of this pub-
lication, is shirley Wylie. an occu-
pational health nurse who shares 
my passion and commitment to 
the profession, shirley comes with 
a vast and varied background in 
occupational Health Nursing at 
both the grass roots level and 
the senior administrative level. Her 
expertise matches perfectly the 
needs of the association and the 
members it serves moving forward 
into the next decade.

i remind readers that life-long 
learning isn’t only upgrading your 
professional skills. it’s also about 
trying something new; it’s about 
balancing work-related education 
with pursuing other things you are 
interested in or are curious about. 
Expand your knowledge for your-
self for you are important.

in closing, i wish shirley, the 
Board of directors, the Editori-
al committee, staff and readers 
every success.
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The 2015 Pan Am/Parapan Am Games Cauldron

A healthy community is an ambitious one. Through art, sport and  
cultural support, we inspire and encourage people to chase their dreams. 
Contributing our steel for the 2015 Pan Am/Parapan Am Games Cauldron  
is a proud moment in our storied history. We helped ignite the competitive 
spirit that brought the best athletes from 41 countries to our backyard.  
That is a once-in-a-lifetime legacy.

See how we are transforming tomorrow at dofasco.arcelormittal.com

transforming tomorrow 

The world is what you make it
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RETHINKING MENTAL HEALTH DISABILITY 
CLAIM MANAGEMENT by Liz R. Scott and Carl Dalton

Mental health is a growing concern 
in the workplace. For employees, 
when a mental health condition 
becomes disabling, there is a 
possibility that they will submit a 
short term disability application 
for support during their absence 
and recovery. this accounts for an 
estimated 20-30% of all disabil-
ity claims. the economic impact 
is staggering. a study in 2008 
estimated the cost at $51 billion 
per year, though this likely to be 
higher today. the cost includes 
health care, lost productivity, and 
reductions in health-related qual-
ity of life (smetanin et al., 2011).

in this article, we will explain 
how a program with an innovative 
approach to psychological treat-
ment resulted in very positive out-
comes. By ensuring appropriate 
treatment and care for employ-
ees, and developing skills to 
function in their specific work envi-
ronment, the program sustained 
and improved mental health. at 
its core is a well communicated 
return to work philosophy and a 
strong focus on appropriate treat-
ment and care to prepare the indi-
vidual for re-integration into the 
workplace. the approach and the 
data collected over the past two 
years demonstrates very positive 
results (see table 1).

The Problem of Mental Illness 
in the Workplace

depression and anxiety disor-
ders are the leading cause of 
sickness absence and long-term 
work incapacity in most devel-
oped countries (Joyce et al., 2016). 
chronic absenteeism due to men-
tal health issues, such as stress, 
anxiety and depression, can cre-
ate large financial expenses for 

employees and employers (Blonk 
et al., 2006; lagerveld and Blonk, 
2012; seymour and Grove, 2005; 
lemieux et al., 2011). in addition 
to the financial losses, the inability 
to maintain regular work directly 
affects the person’s quality of life 
and mental well-being. absentee-
ism often isolates the employee 
from important support networks 
and social interaction. research 
has shown that this isolation, com-
bined with a lack of routine and 
structure, can increase psychologi-
cal distress (seymour and Grove, 
2005). Bowling’s (1995) study of 
“what’s important in people’s 
lives” highlighted that being able 
to work ranked as one of the top 
three most important aspects of 
life by people who are ill. in most 
cases, employees struggling with 
mental health challenges benefit 
from interventions enabling them 
to return to work. 

little scientific research has 
focused on how to help employ-
ees with mental health challeng-
es return to work in a reasonable 
time (Blonk et al., 2006). in this 
sparse research field, one prov-
en strategy is showing promise. 
individual cognitive Behavioural 
therapy (cBt), with a psycholo-
gist focused on building return to 
work capability, is a very effective 
approach (Bolier et al., 2013). the 
results show an increase in indi-
vidual wellbeing and a decrease 

in the employer’s overall expenses 
(Blonk et al., 2006). 
the program was initially designed 
for a manufacturing client of organi-
zational solutions inc. (osi). it follows 
several well defined steps. When an 
employee applies for short term 
disability benefits the client submits 
a detailed notification to osi. if the 
case is mental health in nature a 
highly qualified disability Manage-
ment specialist (dMs) immediately 
reaches out to the individual and 
determines if they would be a good 
fit for the specialized Psychologi-
cal Program. if they are, the dMs 
makes a referral to the program and 
the employee is assessed by dalton 
associates – a specialized provider 
of psychological services – within 48 
hours of referral.

in the osi / dalton approach the 
process: 
•	 identifies	symptoms	of	psycho-

logical distress; 
•	 makes	 a	 significant	 initial	

assessment; 
•	 builds	 a	 comprehensive	 treat-

ment plan; and
•	 conducts	 supervised	 psycho-

therapy (twice per week). 

dalton practitioners work closely 
with osi’s disability Management 
specialists and speak with any 
other current or previous health 
practitioners treating the employ-
ee. it is important that the 
treatment is supportive, accurate-

Table 1: Complex Mental Health Cases

Number 
of Claims

Average Duration of Complex 
Mental Health Claims

Pre-Program 86

Post-Program – Year one 2014 61 57

Post-Program – Year two 2015 34 45

Percentage change 56% 52%



  n  Practice

5OOHNA JOURNAL  n  FALL/WiNteR 2016

Rethinking Mental Health Disability Claim Management

ly attuned and timely. Employees 
who feel adverse, misunderstood 
or rushed, typically will not engage 
in treatment (Blonk et. al, 2006). 

A Two Phased Approach

Phase 1 

the employee’s treatment begins 
with a clinical file review performed 
by a registered Psychologist 
and clinical director. Following 
this review, the treatment team 
decides if the employee is suitable 
for the return to work program. if 
they are, the team schedules an 
in person or telephone interview. 
three testing tools are utilized in a 
standard assessment: 
1) intensive clinical interview / men-

tal health status examination; 
2) Beck depression inventory (Bdi); 

and
3) Beck anxiety inventory (Bai). 

the initial assessment is typically 
one to two hours long and results 
in a three to five-page report 
which includes: 
•	 a	 categorization	 of	 employee’s	

issues: mild, moderate or severe; 
•	 a	diagnosis	 (where	applicable);	

and
•	 treatment	recommendations.	

a copy of the completed assess-
ment report is provided to the 
disability Management specialists 
at osi for return to work planning 
and shared with the family doc-
tor and / or psychiatric treatment 
team to determine if there is any 
need for prescription drugs. 

Phase 2

Next, a copy of the assessment and 
recommended treatment plan is 
given to a mental health practitio-
ner (e.g., registered Psychologist, 
registered social Worker, regis-
tered Psychotherapist, etc.). this 
practitioner treats the employee 
with back to work focused cogni-
tive Behaviour therapy (cBt) tools. 

Each employee in treatment 
has two sessions per week and 

no more than three days between 
sessions. the treating practitioner 
completes case contact notes on 
a shared network for the clinical 
Psychologist to review when nec-
essary. Every fourth session, the 
treating therapist will complete a 
treatment plan, report and deliver 
it to the clinical supervisor, osi’s 
disability Management specialists 
and the employee. typically, the 
employee returns to work, at least 
on a part-time basis, after four to 
six sessions of therapy. 

return to work plans are devel-
oped with osi, the employee and 
the employee’s supervisor. in this 
particular partnership, the manu-
facturer supports treatment until 
the employee returns to work on 
a full time basis. this usually hap-
pens between six to nine sessions.

Mental Health and the 
Disability Management Process

disability Management programs 
have existed since the early 
1980’s and, while there are still 
considerable variations between 
the programs, they often include 
these key features:
•	 early	intervention;	
•	 care	management;	
•	 return	to	work	planning;	
•	 accommodation;	and	
•	 metrics	for	continuous	improve-

ment (Williams et al., 2007). 

When these key features are used, 
and used well, they help lower the 
human and financial cost of disabili-
ties (Bernacki et al., 2000). this cost, 
driven upwards by increasing rates 
of disability, has helped to focus 
employers on the benefits of an 
effective program in the workplace. 

one of the most important fac-
tors of success in the specialized 
Psychological Program, and overall 
disability outcomes, is the support 
of the organization. Programs with 
strong organizational support have 
the best outcomes (akabus et al., 
1992; tate et al., 1986, Harder and 
scott, 2005; olsheski et al., 2002). 

the most successful programs are 
also supportive, not adversarial, in 
nature and help workers return to 
wellness and productivity. it is there-
fore essential that workplaces, as 
well as case management teams, are 
supportive and the organizational 
culture embraces return to work.

Psychosocial rehabilitation, that 
is, building the confidence and 
ability of the person with mental 
illness back to the point where 
they are taking an active part in 
their work and their community, is 
a key factor in successfully manag-
ing mental health claims (olsheski 
et al, 2002). the goal is to enhance 
the function of the person with 
mental illness to the point where 
they are participating in various 
environments, including work and 
community (olsheski et al, 2002).

Making a real difference in 
psychological case management 
requires a clear understanding of 
the specific skills and resources 
used in disability case manage-
ment. these include: 
•	 communication;	
•	 assessment;	
•	 planning;	
•	 implementation;	and	
•	 follow-up	 to	ensure	 the	plan	 is	

successful (Maki, 1998).

it is important that the case man-
agement approach focuses on 
recovery and return to work. 

Mental health conditions in par-
ticular need appropriate diagnos-
ing, medication and treatment 
specific to the person’s needs. 
research findings highlight that 
ineffective medical care of patients 
can result in serious risk of unneces-
sary long absences, iatrogenic (an 
illness directly caused by a medi-
cal examination or treatment) and 
even permanent disability (anema 
et al., 2002). Bruckman and Harris 
(1998) say that barriers to return 
to work, or iatrogenic effects, can 
originate from the treating phy-
sician. ineffective medical parties 
can delay recovery.
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the osi / dalton approach 
works best by ensuring success-
ful recovery through prompt and 
appropriate treatment and care. 
the program also takes a holistic 
approach to help the employee 
learn long term coping skills and 
resilience. leading research also 
highlights the importance of exer-
cise, relaxation, a healthy lifestyle 
and other positive habits. 

disability management strate-
gies are successful and effective in 
returning employees with physical 
disabilities back to work (olsheski 
et al., 2002). What we are increas-
ingly finding is that the same pro-
grams can also be adapted to 
include psychosocial strategies. it 
is crucial though that the program 
is designed correctly and has the 
right people, with the right skill 
set, to ensure the best outcomes.

Mental Health issues can be a 
primary or secondary diagnosis 
and strong case management is 
essential for both. research states 
that psychosocial factors are strong 
determinates of disability associ-
ated with musculoskeletal disorders 
(Feurstein et al., 1999; Gatchel et 
al., 1995; Waddell, 1998). it also 
shows that reducing psychosocial 
risks (leading to anxiety or poorly 
managed stress) makes it more like-
ly the employee will have a positive 
return to work (sullivan et al., 2005).

Many aspects of mental health 
treatment have a successful 
and beneficial influence on the 
employee, notably those that 
include session homework activi-
ties tied to therapeutic outcome 
goals (Kelly et al., 2006). Kusantzis 
et al. (2000) say that this type of 
homework is an effective way to 
treat depression and anxiety.

Overview of Coping Skills

Psychological and personal well-
ness can rarely be achieved 
through a rigid, demanding struc-
ture. it is helpful, however, to have 
a solid supportive structure that 

enables mental health and well-
ness to develop. 

cognitive Behaviour therapy 
(cBt) was developed from the 
theory that the way humans think 
about and interpret feelings is a 
cognitive choice; albeit, not one 
that we are conscious of (Knaus, 
2014). these interpretations of our 
feelings and of our behaviour lead 
us to establish firm beliefs about 
our identity, about ‘who’ and 
‘what’ type of person we are. in 
cBt the employee learns to ques-
tion their own firm beliefs, person-
ally grow and develop a different 
way of being in the world. 

When humans are exposed to 
adversity or challenging circum-
stances, we can develop thinking 
patterns that increase our emo-
tional distress (Greenberger and 
Padesky, 2005). during cBt treat-
ment the person learns to become 
aware of this dysfunctional think-
ing and behaviour patterns and 
develop new interpretations of 
emotions and behaviours during 
a gradual re-introduction to the 
stressful situation (Knaus, 2014; 
Greenberger and Padesky, 1995). 

outlined below is an abbrevi-
ated description of the first four 
sessions of the osi/dalton thera-
peutic process using cBt prin-
ciples.

Session 1

the initial therapy sessions in the 
osi / dalton program are about 
building a therapeutic alliance; 
listening and reflecting back to 
the employee that the problem is 

clearly framed and stated. during 
the first session it is also important 
to gently discuss the importance, 
from a mental health perspec-
tive, of getting back to work. For 
example: “Work can offer several 
things, such as structure and self-
esteem, that are beneficial to your 
recovery” or “You won’t recover 
from your symptoms just by sitting 
at home, it would probably even 
get worse” (lagerveld et al., 2012). 

Session 2

in session two, the therapist 
and employee work at develop-
ing emotional intelligence and 
self-observation skills through 
cognitive awareness and mindful-
ness tools (Knaus, 2014). Emotional 
intelligence is an individual’s abil-
ity to identify, understand, and 
control their own emotions, while 
also appropriately and empa-
thetically managing interpersonal 
relationships (Ealias and George, 
2012). self-observation is when 
an individual focuses and reflects, 
on making observations of them-
selves in the present moment 
(Falkenström, 2012). in between 
sessions, the employee contracts 
with the therapist to complete 
homework tools that build self-
awareness thinking.

Session 3

in session three, therapists inte-
grate a cBt workbook such as, 
Greenberger and Padesky’s (1995) 
Mind over Mood – Change how 
you feel by changing how you 
think. in session three, the therapy 

Return to work is strongly supported as a 
positive employer practice and employers 

with programs in place that foster return to 
work achieve the best results. 

— Amick et al., 2000
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is focused on identifying some 
inaccurate or “untrue” thoughts 
about the employee’s situation or 
the employee’s capability of man-
aging the situation. once the false 
interpretations and beliefs about 
the employee or employee’s situ-
ation have been identified then 
new interpretations can be co-
identified through collaborative 
therapeutic work. 

Session 4

in session four, the employee con-
tinues to practice the cognitive 
reframing of their thoughts, emo-
tions, beliefs and current or past 
problematic life situations. in this 
fourth session, employees begin 
to re-imagine themselves back at 
work on a gradual or full time 
basis. the personal work initiated 
in this fourth session will often 
continue through sessions five to 
eight and session nine to 10 will 
involve reviewing and processing 
the actual gradual re-exposure to 
work and stressful situations. 

Building Capacity to Return to 
Work: Enhancing Resilience

resilience is an individual’s ability 
to properly adapt to negative situ-
ations and adversity. this could be 
family or relationship problems, 
health problems, or workplace 
and financial worries, among oth-
ers. coping with these problems 
can be affected by anything from 
personality to social relationships, 
cultural context to the environ-
ment (Gilgun, 1999; Payne, 2011; 
ungar, 2001; Walsh, 1996). 

understanding and believing 
that resilience can be improved 
by developing skills in therapy is 
a crucial part of our intervention. 
resilience research is an ongoing 
process, though it typically focus-
es on two factors:
1) Protective factors (those that 

increase resilience) such as grat-
itude, supportive relationships 
and strong social networks; and

2) risk factors (those that threaten 
resilience), such as rumination, 
marital stress, lack of support 
and others.

there is some argument about 
whether such dichotomies exist 
(ungar, 2001). For example, a 
high rate of self-esteem is a clear 
positive factor in resilience; how-
ever, high self-esteem alone could 
perpetuate denial of distorted 
thoughts or narcissism. it is impor-
tant to understand that resilience 
is a complex process that can 
be constructed or deconstructed 
during any intervention aimed at 
returning an employee to work.

When the employee under-
stands and believes that resilience 
is a process that can be acquired 
through a therapeutic intervention 
and self-work, then it becomes eas-
ier to focus on building the skills 
that will prepare them to engage 
with adversity. understanding and 
believing that resilience is a pro-
cess that can be enhanced through 
skill development in therapy is a 
crucial stage in managing many 
symptoms of mental illness. 

in designing return to work 
programs for psychological cases 
there is also the need to under-
stand the psychological demands 
of the job and design the return 
to work accordingly. a physical 
demands analysis can be applied 
to physical cases. similarly, psy-
chological conditions can be 
applied to cognitive demands 
analysis of the job including: cog-
nition, critical thinking, social 
interaction, memory, etc. it is 
also important to understand the 
essential nature of the job itself. 

some jobs are “achievement ori-
ented” which need traits of effort, 
persistence, and initiative; others 
may be “interpersonal” in nature 
with important elements of co-
operation and concern for others 
(olsheski et al., 2002).

close supervision and moni-
toring of return to work ensure 
improved, sustainable outcomes 
and identify if and when any addi-
tional treatment is needed. osi in 
conjunction with dalton associ-
ates, and the cooperation of the 
manufacturing workplace, demon-
strated that return to work focused 
interventions, combined with the 
right psychological treatment 
strategy, have significant influence 
on return to work.

Conclusions

the initial results of the custom 
designed specialized Psychologi-
cal Program are very favourable. 
in the quest to assist employees 
in their recovery and positive sta-
bilization of mental health, osi 
and dalton associates feel this 
program is an innovative approach 
that will lead to long term posi-
tive outcomes. the study is being 
replicated in other workplaces to 
validate the findings. 

Liz R. Scott Phd, is the Principal / 
cEo of organizational solutions 
(lscott@orgsoln.com) a successful dis-
ability management company recognized 
for award winning cost reduction results, 
“best practice” program designs, and 
ability to solve a complex variety of 
organizational health and disability con-
cerns. an internationally respected and 
consulted professor, thought-leader, 
public speaker and author in the field, 
dr. liz scott has been honored sev-

The complete whitepaper on the 
Specialised Psychological Program (known 
as CognabilityTM), can be downloaded at: 

www.orgsoln.com/cognability

mailto:lscott%40orgsoln.com?subject=
http://www.orgsoln.com/cognability
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ExpANDING YouR WELLNESS pRoGRAM 
WITHouT ExpANDING YouR TIME 
INvoLvED by Denise Ropp and Elizabeth Rankin-Horvath

Which scenario best 
describes you?

Your manager has just added 
another project to your already over-
loaded workload…. Now you’re in 
charge of the corporate wellness 
program!  When are you going to 
do this? How are you going to do 
this?  Where do you start?

or

You are already managing a cor-
porate wellness program. You 
have achieved limited employee 
engagement and limited return 
on investment.  You know that 
your employees need it, but how 
do you improve participation and 
impact to produce the business 
outcomes that you know employ-
ee wellbeing can achieve?

Either way, you are likely very 
concerned about the amount of 
time you will need to invest to 
make the wellness program suc-
cessful. You feel passionate about 
it, you know many of the employ-
ees well and you feel that the suc-
cess of the program is a reflection 
on your professionalism. 

the good news is that you can, 
through an integrated approach, 
implement a successful wellness 
program that truly meets the 
needs of your employees; results 
in greater business outcomes; and 
doesn’t work you to the bone. 

We have seen the statistics of 
the alarming increase in chronic 
diseases, and we understand the 
financial impact on our organiza-
tions through various indicators, 
including absenteeism rates, injury 
rates, claims costs, benefits uti-
lization, employee turnover, etc. 

While this is essential for bench-
marking and evaluating progress, 
it is more essential to understand 
the key concepts behind success-
ful integration of wellness into 
organizational culture. 

there is a need for a fundamental 
shift in thinking, from a mechanistic-
reductionist viewpoint that essential-
ly focuses only on a linear framework 
of cause and effect on the physical 
aspects of health, to a holistic view-
point that recognizes that workers 
are human beings – complex beings 
living in complex environments 
(capri and luisi, 2014). Workplace 
wellness programs are significantly 
more successful and show a much 
greater value of investment when 
the interconnections that affect 
workers as a whole (body, mind and 
spirit) are addressed (Ward and robi-
son, 2015).

Key Concepts of Integrated 
Wellness 

Based on the results of numerous 
studies, and our personal experi-
ence, we can confidently state that:
1. Wellness programs must be 

employee-centric;
2. Wellness programs must address 

factors that affect wellbeing;
3. Wellness programs must be 

integrated into the culture of 
the organization.

Employee-Centric Wellness

traditionally, wellness programs 
have focused on trying to change 
the behaviour of employees. How-
ever, there has been limited success 
because the focus is on behaviour 
(Ward and robison, 2015). individual 
outcomes result from deeper needs 

and motivations. For example, your 
employer may offer healthy food 
choices, a rebate on exercise equip-
ment or gym membership, access to 
a weight management service, and 
benefits that include massage, chiro-
practic, etc. Yet, the vast majority of 
employees do not use them, despite 
wanting to be in better shape and 
better able to handle stress. Why? 
We must get to the root of what 
affects their wellbeing and what 
motivates them to change. 

the World Health organization 
(WHo) defines health as “a state 
of complete physical, mental, and 
social well-being and not merely the 
absence of disease and infirmity.” 
We can see within this definition 
that wellbeing of the whole person 
is necessary, but the WHo does not 
provide a definition for “wellbeing”. 

often people struggle to define 
the terms “wellness” and “well-
being”, seeing it as a complex 
issue. the confusion lies in the fact 
that we have historically compart-
mentalized the physical, mental 
and spiritual states of our being 
and have focused on a mecha-
nistic, reductionist worldview that 
denies the interconnectedness of 
our entire being with our internal 
and external worlds. thus, “well-
ness” has become synonymous 
with physical health while “wellbe-
ing” tends to be viewed as deal-
ing with the “whole person”.

When the father of the wellness 
movement, Halbert dunn, M.d., 
office of Vital statistics, u.s. Pub-
lic Health service, introduced the 
concept of high-level wellness in 
the late 1950’s, he was on the mark. 
He defined high-level wellness as 
“an integrated method of func-
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tioning which is oriented toward 
maximizing the potential of which 
the individual is capable, within the 
environment where he is function-
ing” (dunn, 1959). Note this defini-
tion does not imply that high-level 
wellness is an endpoint, but rather 
a dynamic point of balance at any 
given time and that it depends on 
the environment in which the indi-
vidual finds themselves. 

dunn’s definition hits the nail 
on the head for success in any 
employee wellness program 
because it not only addresses the 
employee as a whole person but 
it takes into account their envi-
ronment. Focusing on how a per-
son functions, rather than on their 
behavior, means getting to the 
core of what they are capable of 
and what motivates them to make 
one choice over another. this is 
where many programs may fail to 
produce the desired results. if the 
program is focused on changing an 
employee’s behavior it is focused 
only on the outcome, ignoring the 
underlying issues that influence 
the choices the employees make. 
offering extrinsic incentives to 
motivate behaviour are often part 
of a wellness program and may 
have immediate results. However, 
once the incentives are no longer 
offered most employees are likely 
to return to their previous behavior. 
this is because the root cause of 
the behaviour is not affected (Ward 
and robison, 2015).

in occupational Health and 
safety, it is well known that 
addressing the root cause is the 
key to preventing an undesired 
result and that contributing factors 
in the working environment can 
affect the likelihood of an incident 
as well as the severity of the con-
sequences. in addressing overall 
wellbeing, it is essential to get to 
the root cause of whatever it is 
that affects an employee’s choices; 
and recognize the entire environ-
ment in which the employee is 
operating is at play – not just the 

work environment. While offer-
ing programs that help employ-
ees make better food choices and 
become more physically active are 
good, they are not enough to 
result in lasting change and the 
type of positive results employ-
ers are seeking to achieve. there-
fore, we must seek to address the 
root causes and contributing fac-
tors to an employee’s behaviour 
by understanding and addressing 
their core needs and beliefs. 

Factors that Affect Wellbeing

in 2010, Gallup published the 
report “Wellbeing – the Five Essen-
tial Elements” in which research 
findings from more than 150 coun-
tries showed that there are five 
universal elements to wellbeing: 
career, social, financial, physical 
and community. No matter who 
they interviewed, they found that 
these elements are very intercon-
nected and the career element 
was shown to play the largest 
role. this emphasises the fact that 
it is crucial to ensure that the 
workplace not only supports the 
employee’s ability to make healthy 
choices, but that the workplace 
creates conditions of wellbeing.

an employee’s ability to make 
a particular choice is heavily influ-
enced by his or her work envi-
ronment. this includes everything 
from the operational policies, 
procedures and processes the 
employer has established (i.e. how 
employees are to do the work) 
to the culture (i.e. how employ-
ees relate to one another) and 
social climate of the workplace 
(i.e. how employees perceive the 
workplace) (rath and Harter, 2010).

as an example, my employer 
may have a wellness program; have 
implemented a “healthy menu”; 
sponsors a well-known weight 
management program; and offers 
incentives for reaching fitness 
goals. although i know it would 
be good for me to take part, and i 
have personal goals to live healthy 
and happy to a ripe old age, i am 
not likely to participate in the pro-
gram if my workload is too heavy, 
if i have little support in terms of 
autonomy, and i am worried about 
my finances or my sick child or my 
ailing parents. these conditions 
in my environment affect my spir-
it, which affects my thinking, my 
choices and my behaviour. 

dr. dunn (1959) stressed the 
importance of not ignoring the 
spirit when attempting to achieve 
wellness. He recognized that the 
design of our world divided dis-
ciplines of health to physicians 
and affairs of the spirit to meta-
physics and religion. However, we 
are whole beings and we cannot 
divide our body, mind and spirit – 
they are inextricably linked, and so 
must be dealt with as a whole.

understanding how to iden-
tify the needs and motivations of 
employees is critical. identifying tar-
geted solutions that will have the 
most impact on supporting the well-
being of employees, will have the 
most impact on business outcomes. 

strategies for understanding the 
beliefs, needs and motivations of 
employees must involve consulta-
tion with employees. they are usu-
ally self-identified through surveys, 
focus groups or interviews and 
should be undertaken by a qualified 
professional, external to the orga-
nization, to ensure integrity of the 

Get to the root of what affects  
employees’ wellbeing and what motivates 

them to change.
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process and confidentiality of the 
data. aggregate results can be ana-
lyzed to determine programming 
and solutions that would appeal to 
employees, so they provide targeted 
improvements that can be explored 
and implemented in the workplace 
culture. they can often be made 
through improvements in strategic 
planning, policies, procedures, pro-
cesses, etc. in addition to employ-
er-driven and employer-sponsored 
wellness activities, the organization 
can provide resources to empower 
individual employees to take respon-
sibility and action on specific require-
ments for their own wellbeing. 

For example, the Wellness 
inventorytM, developed by dr. tra-
vis in 1975, utilizes a whole-person 
12-dimension approach that incor-
porates what is necessary to meet 
human needs for well-being in a 
holistic manner that addresses body, 
mind and spirit. this innovative tool 
allows for the individual to measure 
their own level of wellbeing in each 
dimension as well as their motiva-
tion to improve in that dimension. 
as a self-reporting tool it addresses 
the individual’s beliefs about them-
selves and their environment. it can 
be used to collect aggregate data, 
or can be used by an individual to 
develop their own action plans and 
track their progress.

Creating a Culture of Wellbeing

according to the World Health 
organization, a healthy work-
place is one in which workers and 
managers collaborate to use a 
continual improvement process to 
protect and promote the health, 
safety and well-being of all work-
ers and the sustainability of the 
workplace by considering the fol-
lowing, based on identified needs:
•	 Health	 and	 safety	 concerns	 in	

the physical work environment;
•	 Health,	 safety	 and	 well-being	

concerns in the psychosocial 
work environment, including 
organization of work and work-
place culture;

•	 Personal	health	resources	in	the	
workplace;

•	 Ways	of	participating	in	the	com-
munity to improve the health of 
workers, their families and other 
members in the community.

the WHo Healthy Workplace 
Model includes critical process 
aspects with emphasis on step-
by-step continual process of 
mobilization and worker involve-
ment (not merely consultation or 

Figure 1 – The Wellness Wheel

source: travis the Wellness inventorytM
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information) around a shared set 
of ethics and values (Burton, 2010).

table 1 shows some examples 
of wellness activities within each 
of the four avenues of influence. 
By addressing these areas of influ-
ence and combining them with 
self-reported data from employ-
ees, numerous possibilities arise 
to address the factors, influence 
their needs and motivations. this 
does not require reinvention of 
the wheel. Existing programs can 
be tweaked or bolstered for better 
results. to implement such well-
ness programs effectively it is nec-
essary that various departments 
throughout the organization work 
together to identify and imple-
ment effective solutions, as indi-
cated in table 2. 

in order to create a culture of 
wellbeing, a wellness committee 
that has representation from all 
departments should be estab-
lished. this will ensure that the 
needs of employees and the situ-
ation of the organization can be 
accurately assessed to produce 
real sustainable improvement.

implementing strategies to 
embed wellness into decision-
making processes and strategic 
planning can improve the func-
tioning of the organization as 
a whole, and have a profound 
impact on the wellbeing and pro-
ductivity of the entire workforce.

the benefits of using an inte-
grated approach to wellness have 
been verified by numerous studies:
•	 Value	 of	 investment	 vs.	 return	

on investment (Pronk, Preven-
tion of chronic disease, 2014);

•	 Greater	 improvements	 in	behav-
iour change (sorensen et al., can-
cer cause control 2002; sorensen 
et al., am J Public Health 2005);

•	 Higher	 rates	 of	 employee	 par-
ticipation in programs (Hunt et 
al., Health Educ Behav 2005);

•	 Potential	reductions	in	occupa-
tional injury and disability rates 
(shaw et al., Work 2006; shaw et 
al., J occup rehabil 2003);

Table 1 – Examples of Wellness Activities in Each Avenue of Influence

Avenue of 
Influence

Examples of Wellness Activities

Physical work 
environment

•	 Elimination	or	substitution	of	chemicals
•	 Winter	driving	and	work	from	home	policies
•	 Housekeeping
•	 Personal	protective	equipment

Personal health 
resources

•	 Provide	subsidized	healthy	food	and	a	
refrigerator at work

•	 Smoking	cessation	program
•	 Confidential	medical	services
•	 Provide	access	to	facilities	for	physical	exercise

Enterprise 
community 
involvement

•	 Community	screening	for	communicable	
diseases

•	 Lobby	for	better	public	transportation,	bike	
paths, etc.

•	 Pollution	control	in	community

Psychosocial work 
environment

•	 Improve	work	organization	and	design
•	 Dignity	and	respect	in	the	workplace
•	 Clarity	of	work	expectations
•	 Allow	flexibility	for	dealing	with	work-life	

conflict situations or news that strikes a blow

Table 2 – Departmental Involvement in Integrated Wellness Planning

Department Contribution to Integrated Wellness 
programming

oHN Your unique position within the organization, 
which combines in-depth knowledge of 
employees with a broad understanding of the 
organization, employees and programming.

occupational 
Health and safety 

identification of work-related hazards and 
assessment of the related risks

Human resources 
(Hr)

certain employee information will need to be 
shared, on an aggregate level.

operational 
managers and 
representatives

input, approval and implementation of changes 
to policies and procedure changes. 

information 
technology (it) 
departments 

technology and technological issues.

Finance Ensure that the true cost of decisions that affect the 
wellbeing of employees is understood and appro-
priate budgets can be set to implement solutions in 
a cost-effective and sustainable manner.

senior executives address strategic planning issues that affect the 
wellbeing of employees, including their own. 
research by the Energy Project and Harvard Busi-
ness review revealed that many senior executives 
are operating near the breaking point. their stress 
is piled on their direct reports, and is compounded 
throughout the organization, which frustrates the 
achievement of the strategic plans and increases 
the stress throughout the organization. 



Practice  n

14 OOHNA JOURNAL  n  FALL/WiNteR 2016

Expanding Your Wellness Program Without Expanding Your Time Involved

•	 Stronger	 health	 and	 safety	
programs (laMontagne et al., 
occup Envir Med 2004);

•	 Potentially	reduced	costs	(Goet-
zel et al., J occup Envir Med 
2001);

•	 Better	use	of	 limited	 resources	
and improves health, produc-
tivity and resiliency of workforce 
(sorensen et al., am J Pub-
lic Health 2005; Jymal et al. J 
occup Enviro Med 2011);

•	 Internal	 collaboration	 across	
multiple departments;

•	 Improves	processes	and	outputs	
and enhanced work climate;

•	 Maximizes	 health,	 productivity	
and resilience of workforce (ioM 
report, integrating employee 
health: a model program for 
Nasa, 2005).

Conclusion

the key to building the culture is 
in the participation of all employ-
ees, beginning with leadership. 
changing the culture within an 
organization empowers and influ-
ences individuals to make changes 
in their personal decisions, through 
education, coaching, peer encour-

agement, incentives, etc. these 
changes impact individuals, groups 
and the organization as a whole, 
resulting in sustainable behavioural 
change, that can be measured in 
tangible business outcomes. 

integration of the wellness pro-
gram into organizational culture 
drives the achievement of busi-
ness outcomes. it also means that 
it is not on the shoulders of one 
person, namely the occupational 
Health Nurse, to “run the well-
ness program”. While there may 
be some additional effort up front, 
it will be more than balanced 
through less time involved in deal-
ing with absenteeism, claims man-
agement and running programs 
with limited participation.

Denise Ropp (dropp@synergy-
employment.com) is an occupational 
Health and safety consultant with more 
than 20 years’ experience in the provision 
of custom solutions for businesses and 
individuals to enhance the engagement of 
their employees leading to high levels of 
participation. she is VP of operations for 
synergy Wellness services. 

Elizabeth Rankin-Horvath (ehorvath@
halehealthandsafety.com) is President 
of HalE Health & safety solutions ltd. 

and an affiliated consultant with synergy 
Wellness services. she specializes in help-
ing organizations develop and implement 
fully integrated management systems for 
employee health, safety and wellbeing. she 
has 20 years’ experience in occupational 
health and safety and training from Harvard 
school of Public Health on integrating occu-
pational health and safety and wellness. 
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RETuRNING To WoRK AfTER A MENTAL 
HEALTH WoRK INjuRY by Uyen Vu and Peter Smith

Much of what we know about 
the factors linked with successful 
return to work is based on muscu-
loskeletal injury claims. thanks to 
a rich body of scientific research, 
practitioners now generally under-
stand the importance of making 
early and considerate contact with 
injured workers, of making them a 
reasonable offer of modified work 
when they are ready to safely go 
back to work, of training super-
visors in return-to-work (rtW) 
planning, and of ensuring organi-
zation-wide commitment to health 
and safety. these are just some 
of the factors behind successful 
return-to-work that have emerged 
from the scientific literature and 
have been distilled into practical 
guidelines, such as the institute for 
Work & Health (iWH)’s 2007 seven 
“Principles” for successful return 
to Work.

When it comes to reintegrating 
workers after a psychological inju-
ry, however, practitioners still face 
considerable challenges. that’s 
according to research out of the 
australian state of Victoria, where 
psychological injuries resulting 
from work-related chronic stress 
are covered by the workers’ com-
pensation system. though Victo-
ria’s return-to-work experience may 
seem far afield, it offers some valu-
able lessons to canadian return-
to-work practitioners. in Victoria’s 
experience, we get a glimpse of the 
difficulties ahead if more workers’ 
compensation systems in canada 
broaden their coverage beyond 
psychological injuries that result 
from acute reactions to unexpect-
ed events. (the narrower coverage 
is currently the case in most prov-
inces, Quebec and British colum-
bia being two exceptions). 

in australia, work-related mental 
health claims account for less than 
10 per cent of all accepted claims. 
Most of these mental health claims 
arise from mental stress, described 
as the adverse reaction experi-
enced by workers when workplace 
demands and responsibilities are 
greater than the worker can com-
fortably manage. the three most 
common types of mental stress are 
work pressure, work-related harass-
ment or bullying, and exposure to 
workplace violence.

Work-related mental health 
claims are the most expensive type 
of workers’ compensation claim in 
australia. they are typically char-
acterized by lengthy periods of 
absence, with a median of 6.1 weeks 
of lost time, compared to a median 
of 0.6 weeks for all types of claims. 
according to safe Work australia 
(2013), the median direct cost of 
all mental stress claims is $12,700 –
more than eight times the median 
direct cost of all accepted claims, 
according to 2009-10 data. 

an ongoing study by a research 
team that includes iWH senior 
scientists dr. Peter smith and dr. 
sheilah Hogg-Johnson sheds 
some light on the possible rea-
sons for the lengthy absences. it 
compares the return-to-work pro-
cesses and outcomes between 
claimants with musculoskeletal 
disorders (Msds) and claimants 
with mental health injuries. it finds 
psychological claimants: 
•	 are	less	sure	about	returning	to	

their previous jobs;

•	 are	 less	 likely	 to	 be	 contacted	
by their workplace’s return-to-
work (rtW) coordinator;

•	 are	less	likely	to	be	offered	and	
to accept modified duties;

•	 face	 more	 negative	 reactions	
in response to the injury from 
supervisors and co-workers; and

•	 experience	more	stressful	inter-
actions with health-care pro-
viders, rtW coordinators and 
claims agents.

in this project, a group (or cohort) 
of more than 850 workers’ com-
pensation claimants was followed 
over a 12-month period. they were 
interviewed as soon as possible 
after their claims were accepted, 
then again at six months and 12 
months after the initial baseline 
interviews. the baseline inter-
views, which took about 30 to 40 
minutes to complete, probed for a 
broad range of information about 
the injury and rtW experience. 
claimants were asked about the 
pre-injury work environment, pre-
injury duties, workplace reaction 
to injury, recovery expectation, 
current working status, work-
place contact, interactions with 
health-care providers and rtW 
coordinators, physical function 
and disability, employment com-
mitment and meaning of work, 
among many others. Nine in 10 
of the participants in the baseline 
interviews also granted the team 
permission to link interview results 
with administrative data, includ-
ing claims information (submission 
date, acceptance date, and so on), 

Australia’s experience reveals mental health 
RTW is fraught with challenges.
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services provided, medical certifi-
cates and payments.

it should be noted that due to 
the mandatory waiting times and 
claims processing times, most of 
the respondents were not recruit-
ed into the research project until 
many weeks after the injury event. 
More than half of the respon-
dents had their baseline interviews 
between three and five months 
after the injury, and in 70 per cent 
of the cases, two to four months 
after they submitted their claims. 

at baseline, there was not much 
of a difference between the pro-
portion of Msd and mental health 
claimants who were back at work 
in their pre-injury jobs. But Msd 
claimants were far more likely to 
be back at work in a different 
job than mental health claim-
ants, and mental heath claimants 
were far more likely to not have 
gone back to work. Psychologi-
cal claimants were also less likely 
than Msd claimants to have been 
given a return-to-work date or a 
date when they would return to 
pre-injury duties. they were also 
less likely to have been offered 
modified duties, and to have 
accepted modified duties when 
offered. When asked for reasons 
why respondents did not accept 
the offer of modified duties, they 
were more likely than Msd claim-
ants to say the job offered was not 
meaningful or challenging. 

differences between the two 
groups were also notable when it 
came to stressful interactions and 
negative feedback experienced by 
the injured workers. in the baseline 
interviews, psychological claimants 
were more likely than Msd claim-
ants to report negative reactions 
from co-workers about their injuries. 
they were also more likely to report 
negative feedback from supervisors, 
including reactions such as supervi-
sors not believing the claimants or 
not supporting their claims. Mental 
health claimants were also twice as 
likely as Msd claimants to describe 

their interactions with health-care 
providers, rtW coordinators and 
case managers as stressful. in con-
trast, Msd claimants were twice as 
likely as psychological claimants to 
report no stress in their interactions 
with these three groups of profes-
sionals. 

these findings suggest that, 
despite the state’s long history 
of covering mental health claims, 
the management of these claims 
is still fraught with challenges. a 
2014 qualitative study by a research 
team in Melbourne, which included 
iWH’s scientist dr. agnieszka Kosny 
when she was at Monash uni-
versity, unearthed many of these 
issues. the challenges voiced by 
stakeholders in the system (the 93 
individuals interviewed included 
injured workers, employers, com-
pensation agents and general 
practitioners) range from clinical 
uncertainty around assessing and 
diagnosing these claims on the 
one end, to stigma and skepticism 
around these claims on the other. 

on the clinical end, for example, 
some doctors interviewed found it 
challenging to assess the extent 
to which psychological injuries are 
debilitating, to determine whether 
workplace harassment and bully-
ing were the cause of the mental 
health symptoms, or to predict 
how long a worker needs to stay 
off work. in terms of social percep-
tion, some workers worried about 
being seen as faking their illness 
or exaggerating the severity of 
their symptoms. they also feared 
doing harm to their job prospects 
if others knew about their condi-
tion and, as a result, they couldn’t 
engage in frank discussions with 
their employers about modifying 
their duties. added to these are 
myriad issues in between, includ-
ing those of opioid dependency, 
the role of chronic pain in exacer-
bating physical injuries with mental 
health symptoms, the worsening 
effects of red tape, delays in the 
claims approval process, and so on.

the overall result is that, despite 
broad coverage on paper, psy-
chological injuries remain a largely 
unaddressed problem in Victoria. 
as many as seven out of 10 workers 
either don’t make compensation 
claims for their mental health con-
ditions or don’t succeed in having 
their claims covered (Brijnath et al, 
2014). in light of what we do know 
from the literature about musculo-
skeletal conditions and about the 
broader benefits of work integra-
tion for injured individuals and soci-
ety, preventing work disability for 
these workers is an important goal. 
according to a 2013 Mental Health 
commission of canada study, about 
21.4 per cent of the canadian work-
ing aged population lived with a 
mental health problem or illness in 
2011. the need to understand and 
overcome return-to-work challeng-
es for workers with mental health 
injuries is a pressing concern. 

Dr. Peter Smith is senior scientist at the 
institute for Work & Health (iWH). 

Uyen Vu (uVu@iwh.on.ca) is the editor of 
the iWH quarterly At Work. the institute is 
a not-for-profit, independent research orga-
nization focusing on work-related injury and 
disability prevention. to sign up for news on 
institute research, tools and projects, please 
go to www.iwh.on.ca/e-alerts . 
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Appendix 

in a qualitative study conducted in Melbourne, australia, a team of researchers explored return-to-work 
challenges in mental health claims. the team, which included institute for Work & Health scientist dr. 
agnieszka Kosny when she was at Monash university, interviewed 93 individuals from four different stake-
holder groups: general practitioners, injured persons, employers and compensation scheme agents. 

the study found challenges along five themes: 
1. the visibility of the injury; 
2. the role of the independent medical examiners; 
3. the stigma associated with making a mental 

health claim; 
4. the development of mental illness as a sec-

ondary issue; and 
5. the complexity of managing mental health 

claims and return to work.

the voices excerpted below are just a selection. 

Theme 1 – The visibility of the injury

“the most difficult part of a stress claim is work-
ing out the validity of it to start with, whether 
work is a contributing or significant factor’’ 

— Employer

“You know i would really like some education 
on where bullying sits as a workplace injury. i 
find that very difficult to manage as a GP. You 
just accept from the patient that this illness 
might not have occurred if they were not in that 
workplace and write a Work cover certificate.” 

— GP

Theme 3 – Stigma

“i felt guilty. i felt as if i was questioning myself 
whether i was putting it all on, whether it was for 
real, whether you know maybe i should be back 
at work.”

— injured person 

“i had a really legitimate concern and three 
independent doctors said i have a legitimate 
concern … but i was very anxious about them, 
someone acknowledging … it was legitimate.” 

— injured person

“He is just playing it up that he’s having mental 
problems and he’s having flashbacks and it’s like 
[sigh], ‘oh god, it’s been going on for years for 
goodness sake. come on, toughen up kid.’” 

— Employer 

“in my experience 99 per cent of the people 
that come in are genuine. it’s very rare to have a 
malingerer or someone who’s just in it to make 
some money because getting a worker’s claim 
through is a hard road. You’ve got to be very 
committed.” 

— GP 

Theme 5 – Complexity of mental health 
claims

“Whilst a fractured leg might heal in six weeks, 
some sort of post-traumatic stress disorder or 
depression could take years and years to heal so 
it’s very, very, very slow.” 

— compensation scheme agent

“it is quite difficult then to actually start to talk 
about depression to the employer if the patient 
doesn’t want them to know about it … so i sort 
of find myself sort of tiptoeing.” 

— GP

“the treatment as well, it’s not an exact science, 
so what might work for one person might not 
work for another and they are just all so differ-
ent. so the claims staff are not really equipped 
well to deal with it. there’s also a level of anxiety 
out there about maybe being a little bit pushy 
on the phone.” 

— compensation scheme agent

“You’ve got to have some education yourself to 
be able to know what kind of support to give 
instead of getting angry […] i would guess that 
it would become very frustrating if you try and 
try and try but mentally the person is not quite 
ready. You can actually be not helping them in 
recovering and you will be going the other way.” 

— Employer 

the study was published in March 2014 in the Journal of 
occupational rehabilitation (doi:10.1007/s10926-014-9506-9).
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WHoLE BoDY vIBRATIoN HAzARD: 
ovERvIEW of HEALTH EffECTS, ASSESSMENT, 
AND CoNTRoL STRATEGIES by Tammy Eger

Whole-Body Vibration Basics

Vibration that is transmitted into 
the human body through the but-
tocks, back and/or feet of a seated 
person, the feet of a standing 
person, or the supporting area of 
a recumbent person is defined as 
WBV exposure (iso 2631-1). driv-
ers of mobile equipment including 
transport trucks, taxis, buses, haul 
trucks, skidders, lift-trucks, heli-
copters and marine vessels to 
name a few, are exposed to WBV. 
Epidemiological data suggest up 
to 7% of the workforce in North 
america and Europe are exposed 
to potentially harmful levels of 
WBV exposure (Bovenzi, 1996). 
there is also evidence to suggest 
that vibration exposure is linked 
to increased injury rates in some 
occupations including mining 
(Eger, stevenson, Grenier, Boi-
leau, and smets 2011; Van Niekerk 
and Heyns, 2000), construction 
(Kittusamy and Buchholz, 2004), 
transportation (cann, salmoni and 
Eger, 2004; Paddan and Griffin, 
2002), agriculture (Paddan and 
Griffin, 2002), and forestry (rehn, 
lundstrom, Nilsson, liljelind, and 
Jarvholm, 2005).

Health Risks associated with 
exposure to Whole-Body 
Vibration

Exposure to WBV can lead to a 
number of negative health out-
comes including muscular fatigue, 
low back pain, spinal degeneration, 
gastrointestinal tract problems 
headaches, and nausea (seidel, 
2005). Furthermore, research find-
ings suggest low-back pain and 
sciatica are the most common 

complaints associated with WBV 
exposure (lings and leboeuf-Yde, 
2000; Bovenzi, schust, Menzel, 
Prodi, and Mauro, 2015; Burström, 
Nilsson, and Wahlström, 2015).

low-back injury risk is further 
increased if mobile equipment 
operators are exposed to vibra-
tion when sitting with their back 
in a forward flexed, rotated or lat-
eral bend posture. For example, 
in a seminal study of agricultural 
tractor drivers Bovenzi and Betta 
(1994) showed vibration exposure 
and posture both contributed inde-
pendently to low-back injury risk; 
however, injury risk was significantly 
greater for workers with poor pos-
ture while exposed to WBV. the 
authors reported the highest odds 
ratio for low-back injury (4.58) for the 
highest level of total vibration dose 
(40 years m2/s4) and postural load 
(very hard); and the lowest (1.29) for 
workers with a lower vibration dose 
(5 years m2/s4) and lowest postur-
al load (mild) (Bovenzi, and Betta, 
1994). significantly higher low-back 
injury risks, linked to non-neutral 
sitting postures while exposed to 
WBV, have also been reported for 
operators of cranes (Bovenzi, Pinto, 
and stacchini, 2002), excavators (Kit-
tusamy and Buchholz, 2004), loco-
motives (Johanning, Fischer, christ, 
Gores, and landsbergis, 2002), and 
load-haul dump vehicles (Eger, ste-
venson, callaghan, Grenier, and 
VibrG, 2008). 

Whole-Body Vibration Exposure 
Measurement

in the province of ontario there 
are no specific occupational health 
and safety regulations related to 

daily WBV exposure limits; there-
fore, the occupational Health and 
safety act general duty clause, 
25. (2)(h), which states “take every 
precaution reasonable in the cir-
cumstances for the protection 
of a worker”, is often referenced 
by the Ministry of labour inspec-
tors or ergonomists to require a 
workplace to conduct a WBV risk 
assessment. Health risks asso-
ciated with human exposure to 
WBV are most often evaluated 
according to criteria established 
in iso 2631-1 (Mechanical Vibra-
tion and shock – Evaluation of 
Human Exposure to Whole-
Body Vibration – Part 1: General 
requirements, 1997). in order to 
measure WBV in accordance with 
iso 2631-1, vibration exposure 
magnitude, direction, frequency, 
and duration need to be reported. 

a tri-axial accelerometer is used 
to measure WBV exposure in the 
fore-aft (x-axis), lateral (y-axis) and 
vertical (z-axis) directions. When 
seated, the accelerometer is typi-
cally housed in a rubber seat pad 
that is secured to the seat below 
the buttock of the worker (Figure 1). 
according to iso 2631-1 a frequen-
cy-weighting is applied to each 
axis (z-axis Wd; x and y-axis Wk) 
to calculate a frequency-weight-
ed root mean squared accelera-
tion for each axis (awx, awy, awz). 
When evaluating health risks, iso 
2631-1 also requires a multiplying 
factor, k=1.4, to be applied to the 
x and y-axis; however, the applica-
tion of this factor is not support-
ed by all researchers (Wolfgang, 
and Burgess-limerick, 2014). Next, 
the axis with the highest frequen-
cy-weighted r.m.s acceleration is 
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compared to the Health Guidance 
caution Zone (HGcZ) where the 
standard states, “For exposures 
below the zone, health effects 
have not been clearly document-
ed and/or objectively observed; in 
the zone, caution with respect to 
potential health risks is indicated 
and above the zone health risks are 
likely.” (iso 2631-1, p22). When an 
eight-hour equivalent frequency-
weighted r.m.s. acceleration (a8) is 
considered, the upper and lower 
boundaries of the HGcZ for fre-
quency-weighted r.m.s. accelera-
tions are 0.9 m/s2 and 0.45 m/s2, 
respectively. However, the frequen-
cy-weighted r.m.s. acceleration val-
ues are insensitive to occasional 
shocks found within the vibration 
signal (Mansfield, 2005); therefore, 
in cases where the shock content 
of the vibration signal is high, a 
health risk determination is made 
based on the vibration dose value 
(VdV). the eight-hour equivalent 
vibration-dose value (VdVtotal) for 
the upper boundary of the HGcZ is 
17 m/s1.75 and the lower boundary 
is 8.5 m/s1.75. 

iso 2631-1 also suggests health 
risks should be based on expo-
sure durations between four to 
eight hours, as assessments based 

on “shorter durations should be 
treated with extreme caution” (iso 
2631-1, P22). Furthermore an a(8) 
and VdVtotal value can be calculat-
ed from shorter vibration measure-
ments taken for each task a worker 
will perform during a typical shift. 
the task-specific vibration values, 
along with an estimation of the 
time a worker spends performing 
each task, are subsequently used 
to calculate the a(8) and VdVtotal 
value (For more information on 
steps required to calculate an a(8) 
or VdVtotal value readers should 
consult iso 2631-1).

Control Strategies to Mitigate 
Exposure to Whole-Body 
Vibration

the hierarchy of controls (elimi-
nation; substitution; engineering; 
administration; personal protective 
equipment) should be followed in 
order to reduce adverse health 
effects from exposure to vibration. 
removing or isolating the worker 
from the vibration source is an 
example of an elimination control 
strategy. once elimination or sub-
stitution control strategies have 
been implemented, focus should 
then turn to engineering, admin-

istration and personal protective 
equipment solutions. 

When engineering solutions 
are considered, vibration atten-
uation can be obtained through 
improved vehicle suspension and 
seat design. For example vehicle 
suspension systems need to have 
enough travel to prevent end-stops 
and the suspension system should 
be designed so that its highest 
cut-off frequency is less than the 
dominant frequency of vibration 
measured during equipment oper-
ation (donati, 2002; Gunaselvam 
and van Niekerk, 2005). Previous 
research has shown a decrease in 
WBV at the operator/seat interface 
with improvements to vehicle sus-
pension systems in transportation 
trucks (cann et al., 2004), agricul-
tural vehicles (deprez, Moshoub, 
anthonis, de Baerdemaeker, 
and ramonb, 2005), and forklifts 
(lemerle, Boulanger, and Poirot, 
2002). Moreover, installation of 
seat systems matched to attenuate 
vibration in the vehicles they are 
installed, is also critically important 
(Xiaoxu, Eger, and dickey, 2015). 

in a ground-breaking study in 
2002, Paddan and Griffin evaluat-
ed the vibration isolation efficien-
cy for 100 seats currently installed 

seat pad positioned on vehicle seat

Figure 1: Example tri-axial accelerometer mounted in a seat pad (left) and orientation of the seat pad 
for measurement of WBV on the seat (right). Photos: T. Egger
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tri-axial accelerometer mounted in rubber seat pad
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in 14 different types of vehicles. 
the authors reported 94% of the 
vehicles evaluated would have 
improved vibration attenuation if 
a seat from one of the other vehi-
cles tested in the study was used 
instead of the current seat. 

Blood, dennerlein, lewis, 
rynell, and Johnson (2011) evalu-
ated the vibration reduction capa-
bilities of a passive suspension 
seat (air-ride seat) and active sus-
pension seat (Bose ride system, 
Bose corp, Framingham, Ma) 
installed in a transport truck and 
found the active suspension seat 
attenuated almost two-thirds of 
the vibration transmitted from 
the floor to the seated opera-
tor whereas the passive seat only 
attenuated 5% of the floor to seat 
transmitted vibration. 

in 2010, Blood, Ploger, Yost, 
ching, and Johnson evaluated 
the vibration reduction abilities 
of three different seats installed 
in urban buses over a standard-

ized test route that included city 
streets, new freeways, and speed 
humps. the authors found one of 
the evaluated seats (air suspen-
sion with foam cushion) performed 
significantly better than the other 
seats in the study, providing fur-
ther evidence that seat selection 
is an important component of any 
vibration reduction strategy. 

improvement to vehicle designs 
can also lead to vibration reduc-
tion. For example, a mobile mining 
equipment manufacturer imple-
mented an engineering interven-
tion that worked on the machine’s 
bucket lift cylinder to dampen 
bucket forces and reduce fore-aft 
and pitching motion resulting in a 
significant decrease in WBV trans-
mitted to the operator (Eger, con-
tratto, and dickey, 2011).

Environmental and administra-
tive control strategies aimed at 
improvements to driving terrain 
(Eger, et al., 2011; Eger, steven-
son, Grenier, Boileau, and smets, 

2011; cann et al., 2004), reduced 
driving speeds (Eger et al., 2011), 
improved task performance 
(tiemessen, Hulshof, and Frings-
dresen, 2007), and improved vehi-
cle maintenance (Kumar, 2004) 
have all been shown to reduce an 
operator’s exposure to WBV. Vehi-
cle mass (heavier vs lighter), load 
haulage state (loaded vs unload-
ed) and the mass of the driv-
er (heavier vs lighter) have also 
been reported to result in less 
WBV transmitted to the operator 
(tiemessen et al., 2007). 

control strategies also need to 
be implemented to address postur-
al risk factors. For example equip-
ment and tasks should be designed 
to allow operators to maintain a 
neutral sitting posture in order to 
reduce low-back injury risk (Bovenzi 
and Betta, 1994; Eger et al., 2008). 
Modifying vehicle design to include 
seat rotation has improved work-
ing postures, enabling workers to 
adopt more neutral trunk and neck 

Figure 2 (Source: T. Egger)

Example screen capture of the ios application for WBV measurement. Frequency-weighted r.m.s. accel-
eration and VdVtotal are plotted against the HcGZ where values in green are below the HGcZ, yellow 
within and red above the HGcZ.  to download the free application: https://itunes.apple.com/ca/app/wbv/
id797629017?mt=8



  n  Practice

21OOHNA JOURNAL  n  FALL/WiNteR 2016

Whole Body Vibration Hazard

postures when driving in forklifts, 
tractors, underground mining vehi-
cles, and forestry equipment (toren 
and oberg, 2001; Eklund, oden-
rick, and Zettergren, 1994; Godwin, 
Eger, salmoni, Grenier, and dunn, 
2007). using computer simulation, 
researchers have also shown the 
installation of cameras on load-haul-
dump vehicles can also lead to a 
decrease in neck and trunk rotation 
required to safety operate the vehi-
cle (Godwin and Eger 2009). 

in order to evaluate the ben-
efits of control strategies, regular 
monitoring of WBV exposure in the 
workplace is beneficial; however, 
this can be difficult due to the tech-
nical expertise and costs required 
to conduct WBV measurements 
with gold standard equipment 
(Wolfgang, and Burgess-limerick, 
2014). to alleviate these concerns, 
McGlothlin, Burgess-limerick and 
lynas (2015) developed an ios 
application that uses the iPod’s 
built-in tri-axial accelerometer to 
measure WBV exposure (Figure 
2). several researchers have evalu-
ated this free application (WBV 
v2.0, ByteWorks) against a gold-
standard measurement device 
and found it to be comparable to 
the gold-standard device (Wolf-
gang and Burgess-limerick; Killen, 
2016) thus providing an affordable, 
accurate, and user-friendly vibra-
tion measurement tool that can be 
used across many occupations and 
industries (McGlothlin et al., 2015).

Conclusion

adverse health effects, such as low 
back pain, neck pain, gastrointes-
tinal tract disorders, and muscle 
fatigue associated with exposure 
to WBV can be minimized if daily 
exposure is kept below criterion 
values reported in iso 2631-1. 
this can be accomplished through 
selecting vehicles with lower vibra-
tion exposure emissions, installing 
seats that attenuate vibration, 
reducing driving speeds, maintain-

ing roadways, and the adoption of 
neutral neck and trunk posture. 
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EffECTIvE MANAGEMENT of pSYCHoLoGICAL 
DISABILITY CLAIMS by Dianne Dyck and Danielle Spencer

the incidence of psychological 
health disorders and benefit claims 
is on the rise (caMH, 2012, Marsh 
risk consulting, 2003). the World 
Health organization (2008) esti-
mates that 25% of the population 
will be affected by a psychological 
health disorder at some time in 
their lives, and by 2020, according 
to the centre for disease control 
(2013), depression is predicted to 
be the second leading cause of 
disability worldwide. these num-
bers can include very serious yet 
uncommon conditions, such as 
schizophrenia, but are more like-
ly to include conditions such as 
stress, burnout, depression, anxi-
ety, or substance abuse (Kesseler 
et al., 1994). 

the Mental Health commission 
of canada says in terms of the 
one-year prevalence rate, one in 
five canadians will experience a 
psychological (or, mental) health 
issue or illness: this translates into 
more than 6.7 million canadians 
living with such an illness (2013). 
to provide a comparative refer-
ence point, 2.2 million canadians 
have type-2 diabetes while 1.4 mil-
lion are living with heart disease. 
there is also a larger percent-
age of workers with sub-threshold 
mental health symptoms that may 
be negatively impacting work per-
formance, and as such, these fig-
ures increase sharply if we include 
the range of psychological distress 
that can be a precursor to a diag-
nosable disorder.

Psychological Disorders: Cost

in a 2011/2012 report, Willis towers 
Watson stated that in canada and 
the united states, psychological 
health conditions are the leading 
cause of both short-term disabil-

ity (std) and long-term disability 
(ltd). the current estimated cost 
is $42.3 billion in direct costs 
(noted above) and $6.3 billion in 
indirect costs – namely adminis-
trative costs, loss of productivity 
due to casual absenteeism and 
presenteeism, and early mortality 
(risk analytica, 2014).

in addition to impacting the 
direct and indirect costs to orga-
nizations, unaddressed psycho-
logical health issues can result 
in higher rates of workplace inci-
dents and injuries, particularly in 
job positions that are safety-sensi-
tive (Hilton and Whiteford, 2010).

Psychological Health and Work 
Performance

according to the Global Busi-
ness and Economic roundtable 
on addiction and Mental Health, 
despite all the advances made 
in medicine, psychological health 
conditions remain poorly under-
stood and socially stigmatized 
(2007). We all, from time to time, 
experience sadness, anxiety, for-
getfulness, poor concentration, 
or mood swings; but when our 
psychological state becomes such 
that we cannot function as we 
normally would, a psychological 
health condition may exist. 

Workers suffering from psycho-
logical health conditions often 
tend to try to “work through their 

problems”, which then, go unrec-
ognized and untreated. unfortu-
nately, limited resources – both in 
and out of the workplace – exist 
to help employers to deal with 
the impact of psychological health 
issues on workplace functioning. 
the health care system is also 
ill equipped to deal with work-
place-related psychological health 
issues; most physicians find it a 
challenge to help these workers to 
work productively and/or return to 
gainful employment (calhoun and 
strasser, 2005). likewise, it is frus-
trating for employers/co-workers 
to understand why a worker, who 
may from an outsider’s view “look 
fine”, needs to be off work for an 
extended period of time, or who 
is demonstrating lower productiv-
ity while in the workplace. unlike 
physical injuries/illnesses which 
tend to remain visible to others, 
psychological health conditions 
are often described as “invisi-
ble”. Furthermore, unaddressed 
psychological health conditions 
do not only impact the affect-
ed individual’s productivity; if one 
member of an integrated team is 
suffering, the performance of the 
entire team is compromised.

Psychological health problems 
must be viewed as occurring on 
a spectrum from mild emotional 
distress on one end (low mood or 
excessive worry), to clinically diag-
nosable psychological/psychiatric 

This Psychological Disability Claim  
Practice Standard is awaiting clinical 

trials in the insurance industry and in the 
workplace.
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disorders on the other. Because 
the milder psychological health 
problems are far more common 
in the workplace, they account for 
a large proportion of the nega-
tive impacts on employees and 
employers – often in the form of 
presenteeism (reduced productiv-
ity). Protecting employee/worker 
psychological safety and health 
involves both reducing the fac-
tors that contribute to milder psy-
chological distress and problems 
(that, over time, may have large 
cumulative effects on the worker), 
as well as trying to reduce fac-
tors that contribute to the occur-
rence of clinical conditions such as 
depressive and anxiety disorders.

to better understand the issues 
that employees with mental health 
disability face, consider psycho-
logical disability in terms of the 
social capital theory. the social 
capital theory suggests that an 
individual’s willingness to help oth-
ers is based on the quality of social 
relationships. People are willing to 
help (exchange favours) only when 
they feel a sense of goodwill, trust, 
and empathy towards other mem-
bers of a social group.1

in terms of a psychological dis-
ability, social relationships become 
disturbed; and when disability 
Management professionals/prac-
titioners work to facilitate and 
implement a gradual return-to-
work plan, they are asking mem-
bers of a particular social group to 
renegotiate their social relation-
ships with the returning employee. 
Hence, the return-to-work period 
becomes a “testing ground” for 
workplace social relationships.

as previously noted, many psy-
chological illnesses go unrecog-
nized for a period of time – time 
in which the ill employee may 
act inappropriately and damage 
many social relationships. Hence, 
the return-to-work period is also 

a time for “damage control” and 
for “rebuilding social relationships”. 
this is a serious challenge if the 
employee and social group are ill-
prepared for the task, or if they 
lack the guidance and supports to 
achieve a successful resolution of 
the situation. the role of the dis-
ability Management professionals/
practitioners is to broker a success-
ful return-to-work opportunity for 
the recovering employee, as well as 
for the employers and co-workers.

Effective Management of 
Psychological Disorders

Early intervention is critical to a 
timely and successful return to work 
post-illness. in terms of psychologi-
cal illness, the crucial time to arrest 
the potential disabling effects are 
within the first two weeks’ post-
development of symptoms. Given 
the tendency for employees to try 
to “work through” a psychological 
illness, early intervention may well 
involve action even prior to a work 
absence.

to promote a safe, timely, and 
supportive return-to-work result, 
it is very important to maintain 
contact and open communication 
between the workplace and the 
employee throughout the absence 
and return-to-work period of time. 
as previously mentioned, isolation 
worsens the employee’s situation. 
Hence, organizations/companies 
are encouraged to adopt a system 
of clear communication among 
the major stakeholders, and espe-
cially between the disability case 
Manager and the healthcare pro-
viders. the aim is to ensure that 
employer and employee needs 
are identified and addressed. one 
option is to adopt a practice stan-
dard specifically designed for the 
case management of psychologi-
cal disability claims, namely the 
Management of a Psychological 

disability claim: Practice stan-
dard, spencer, 2015.

The Management of a 
Psychological Disability Claim: 
Practice Standard

this practice standard was initially 
developed for managing non-occu-
pational, short-term psychological 
disability claims and/or claims with 
strong psychosocial overtones by 
disability case managers practic-
ing within insurance companies. 
its purpose is to provide a system-
atic and consistent approach to 
effectively managing psychological 
disabilities. it is in essence, a guide-
line for the use of the attached 
tool(s): the Management of a Psy-
chological Disability Claim, and the 
Psychological Questionnaire. 

to explain the features of the 
Management of a Psychological 
Disability Claim: Practice Standard 
(referred to in future as the stan-
dard), the following definitions are 
presented:

Psychological Illness

unlike physical injuries/illnesses, psy-
chological illness is often described 
as “invisible”. it can include very 
serious yet uncommon conditions 
such as schizophrenia, but is more 
likely to include conditions such as 
stress, burnout, depression, anxiety, 
or substance abuse. 

Psychological Disabilities

also known as a mental health 
disabilities/disorder, psychologi-
cal disabilities can be recognized 
when a person’s mental state 
becomes such that they can no 
longer function as they normally 
would (dyck, 2013). 

New Zealand Flag System 
Model

this approach is recommended for 
dealing with workplace disabilities 

1   an explanation of the social capital theory is available in chapter 17, “disability Management: the social capital theory Perspective for Managing disability 
claims”, dyck, d., 2013, Disability Management: Theory, Strategy & Industry Practice, 5th ed. Markham, oN: lexisNexis canada inc.
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and involves ruling out the physi-
cal or organic factors related to 
the disability, and then address-
ing the psychological factors and 
other workplace barriers (dyck, 
2013). the Flag system allows us to 
identify various claim factors that 
ultimately help to provide a bet-
ter framework for assessment and 
planning. the following is a brief 
description of the flag categories:

Red Flags are indicative of the 
presence of actual medical or clin-
ical issues (dyck, 2013). they are 
often associated with significant 
trauma or injury and can typical-
ly be identified by symptoms of 
physical pain. 

Black Flags “signify the “actual” 
features of work that can be “real” 
barriers to a successful return to 
work” (dyck, 2013, p. 616). Barriers 
may include but are not limited to: 
nature of work, job context, actual 
work conditions, rates of pay, lack 
of modified/alternate work oppor-
tunities, and the level of union 
support/involvement.

Blue Flags can be considered in 
terms of the employee and the 
workplace and involve the identi-
fication of perceived barriers and 
fears. the employee may have 
fears and misconceptions about 
work and health based on their 
own previous experiences or those 
of others in the company/organiza-
tion they work for (Watson, 2010). 

Yellow Flags are the psychologi-
cal and psychosocial factors that 
increase the risk of chronicity, dis-
ability, and work loss (dyck, 2013). 
Factors may include but are not 
limited to: evidence of “sick role”, 
presence of fear, belief that pain 
is harmful, evidence of negative 
moods, family issues, and inactiv-
ity due to disability. 

Psychological Questionnaire

the Psychological Questionnaire 
was created as a means to catego-
rize psychological disability claims 

into being “low risk” or “High 
risk”. the questionnaire is incor-
porated into “Phase 2 – Progress 
assessment” of the disability man-
agement tool and is intended to 
help further guide and direct the 
disability case manager in their 
approach to managing the claim. 
if the results of the Psychological 
Questionnaire produce a “low 
risk” outcome then the approach 
involves: assurance and explana-
tion, encourage usual activities and 
return to work, and continuation of 
effective treatments. if the results 
produce a “High risk” outcome, 
then the disability case manager is 
directed to an alternate approach 
that involves: building a relationship 
with the client, assessing capabili-
ties, collaborating with stakeholders 
and promoting a holistic approach. 

Psychological Questionnaire 
Scoring Instructions

the purpose of the Psychological 
Questionnaire Scoring Instructions 
(appendix 3) is to help the disabil-
ity case manager tally up the total 
marks of the Psychological Ques-
tionnaire to ultimately determine 
whether the claim is “low risk” 
or “High risk”. the Psychological 
Questionnaire Scoring Instructions 
provides a guideline detailing how 
many marks (or points) are entitled 
per each question. once the Psy-
chological Questionnaire Scoring 
Instructions has been completed 
and submitted, the marks should 
be tallied up by the disability case 
manager and recorded at the bot-
tom of the sheet. 

Management of a Psychological 
Disability Claim: Practice 
Standard – Goal

this standard is intended to assist 
insurers by guiding them through 
the process of managing psycho-
logical disability claims and claims 
with strong psychosocial overtones. 
it facilitates and standardizes the 
New Zealand Flag system Model 

by applying it specifically to the 
case management process of psy-
chological illness and disability. 
Being an evidence-based practice, 
the Flag system Model helps to 
ensure that disability case manag-
ers are effective in directing their 
clients towards a successful return-
to-work outcome. 

Management of a Psychological 
Disability Claim: Practice 
Standard – Application

the following is an explanation of 
how the attached tool(s): the Man-
agement of a Psychological disability 
claim (appendix 1), and the Psycho-
logical Questionnaire (appendix 2) 
are intended to be used:

Step 1 – (1-3 weeks): in this ini-
tial phase, the claim is accepted 
and the disability case manager 
undertakes the Employee Prog-
ress assessment, which involves 
conducting Employee and 
Employer interviews, reviewing 
relevant claim data, and screening 
for red Flags. in screening for red 
Flags, the disability case manager 
is undertaking an investigation to 
determine if any organic medi-
cal issues are present. if medical 
issues are indeed present, the 
claim is transferred to a medical 
specialist for further management. 
if there are no indications of medi-
cal issues (red Flags), then the 
disability case manager proceeds 
with the claim using an approach 
that involves assurance and expla-
nation, rehabilitation planning, 
and return-to-work planning. 

Step 2 – (4-8 weeks): Phase 2 
involves the assessment of the 
claim’s progress. the disabil-
ity case manager initiates certain 
activities to determine the factors 
related to the disability and then, 
addresses the psychological fac-
tors and other workplace barriers. 
the Progress assessment involves 
conducting a second Employee 
interview, requesting and reviewing 
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further medical/psychological claim 
data, screening for flags, identify-
ing and investigating return-to-work 
barriers, and then considering 
ongoing treatment requirements. 
in screening for Flags, the disability 
case manager first seeks to identify 
any Black Flags (“actual” workplace 
barriers) and Blue Flags (perceived 
barriers). if Black and/or Blue Flags 
are present, the claim is referred for 
a multidisciplinary assessment and 
care management. if they are not 
present, the claim is screened fur-
ther for Yellow Flags (psychological 
barriers). if it is determined that no 
Yellow Flags exist, the claim is trans-
ferred because it is not considered 
to be psychological in nature. if Yel-
low Flags exist, the client completes 
a Psychological Questionnaire to 
help the disability case manager 
determine if the claim is considered 
“low risk” or “High risk”. the 
results of the Psychological Ques-

tionnaire determine the required 
case management approach and 
the direction in which the claim 
should proceed. 

to interpret the score obtained, 
questionnaire scores greater than 
102 indicate that the client is at 
“high risk”. a score lower than 
this, indicates a “low risk” claim. 

For the “low risk” psychologi-
cal claims the approach is to pro-
vide assurance and explanation of 
the recovery and return-to-work 
process; encourage the resump-
tion or continuation of the normal 
activities of daily living and return 
to work; and compliance with the 
prescribed treatment regimen.

For the “High risk” psychologi-
cal claims, the disability case man-
ager should further engage the 
client and build a strong helping 
relationship; further assess the cli-
ent’s functional capabilities; work 
collaboratively with the other 

stakeholders involved in this dis-
ability situation; and promote a 
holistic approach aimed at optimal 
recovery and return to work by the 
client. this would involve develop-
ing a rehabilitation plan and care-
fully working with that plan.

Step 3 – (9-13 weeks): in this 
phase, the disability case man-
ager is reassessing the claim 
based on the results of the Psy-
chological Questionnaire and the 
client’s progress. this involves 
identifying and investigating 
return-to-work barriers and con-
sidering the ongoing treatment 
requirements. if the client does 
not successfully recover and return 
to work within the reassessment 
Phase, the disability case man-
ager adopts an even more direct 
approach that includes building 
a stronger helping relationship 
with the client, conducting a func-

http://www.renascent.ca/help-for-my-employee
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tional assessment, collaborating 
with stakeholders, and promoting 
a holistic model of case manage-
ment. some disability situations 
take longer than others to posi-
tively respond to intervention.

Step 4 – (14-17 weeks): in this 
final phase, the claim is reassessed 
to seek out any return-to-work 
barriers and to reconsider the 
ongoing treatment requirements. 
the disability case manager 
should maintain a strong helping 
relationship with the client, investi-
gate accommodation options, and 
conduct a vocational assessment. 
if the client does not successfully 
recover and return to work in the 
duration of the short-term dis-
ability (17 weeks), the claim is then 
assessed for long-term disability 
benefits. 

Conclusion

this standard provides disability 
case managers with three practice 
tools that on face-value, appear 
to be promising in the effective 
management of psychological 
disability claims. they offer a sys-
tematic and consistent approach 
towards addressing a psychologi-
cal disability claim from onset to 
case resolution. However, it is 
important to note, that this stan-
dard has not yet been clinically 
tested for efficacy, nor has the 
tool validity and reliability of the 
Psychological Questionnaire been 
determined.

Hence, going forward, the fol-
lowing actions are recommended:
1. the Management of a Psycho-

logical Disability Claim: Prac-
tice Standard, that features the 
Psychological Questionnaire, 
and the Psychological Ques-
tionnaire scoring instructions 
should be tested in the insur-
ance industry to determine if 
it is efficacious; that is, is it as 
effective in actual practice as 
it appears to be in the design 
stage. Piloting this practice 

standard and its tools would 
complete its development 
and move it forward towards 
becoming a “best practice 
tool”.

2. Because the Management of a 
Psychological Disability Claim: 
Practice Standard appears to 
have broader applicability, it 
should also be piloted in gen-
eral disability Management 
practices within the workplace 
setting. the intent would be to 
determine if this practice stan-
dard and its tools would prove 
efficacious in that setting as 
well.

although the “best practice” is to 
prevent psychological disabilities 
in the first place, this standard 
offers disability case managers a 
systematic approach towards the 
effective management of psycho-
logical disability claims. Mitigation 
is a strong adjunct to psychologi-
cal health and safety management 
in the workplace, and aligns with 
the recommendations of the 
National Standard of Canada on 
Psychological Health and Safety in 
the Workplace.
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Appendix 1: Management of a Psychological Disability Claim (Spencer, 2015)
adapted from dyck, d. (2013). Figure 18.12: Management of a disability claim (WorksafeBc Model, 2009), disability Management: theory, strategy and 
industry Practice, 5th ed. Markham: oN: lexisNexis inc. canada.

March	  3,	  2015	   Page	  12	  

  

Progress as 
Anticipated?

Management of a Psychological Disability 
Claim

Claim 
Acceptance

4-8 Weeks

9-13 Weeks

Phase 1 – Employee 
Progress 

Assessment
 Initial Employee Interview
Employer Interview
Review of claim data:

 Employer Report
 Employee Report
 Medical and/or 

Psychological Report
 Job Description

Screen for Red Flags

Progress as 
Anticipated?

Refer to medical specialist
for management

Approach:
•Assurance & explanation
•Rehabilitation planning
•Return to work planning

NO

YES

NO

YES

YES

NO

1-3 Weeks

Black Flags?

Phase 2 – Progress 
Assessment

Second Employee 
Interview 

Request & review further 
medical/psychological info

Screen for Flags:
 Black Flags
 Blue Flags
 Yellow Flags

 Identify and investigate 
return-to-work barriers 

Consider ongoing 
treatment requirements

Consider 
referral to 

multidisciplinary
assessment 

and care

Yellow Flags?

Blue Flags?

14-17 Weeks
Progress as 
Anticipated?

YES

NO

YESNO

NO

Transfer claim: it is not 
Psychological in nature

YES

Complete 
Psychological
Questionnaire

Low Risk High RiskApproach:
• Assurance & explanation
• Encourage usual activities 

and return to work
• Continuation of effective
• treatments 

 

Phase 3 -
Reassessment

 Identify and investigate 
return-to-work barriers

 Consider ongoing 
treatment requirements

Phase 4 –
Reassessment

Repeat Phase 3 
Reassessment

Approach:
•Build relationship with client
•Assess capabilities – Functional Assessment
•Collaborate with stakeholders
•Promote Holistic Approach

Approach:
• Maintain relationship with client
• Investigate accommodation options
• Vocational Assessment

18 Weeks Claim is assessed for LTD

Red Flags?
(Organic Medical Issues)
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Appendix 2: Psychological Questionnaire (Spencer, 2015)

[company logo]
Department of Disability Management
(Mailing address)

Please complete the following Psychological Questionnaire to help us better understand and assess your 
short-term disability claim. Please note that this information is strictly confidential to your claim file.

client Name: Policy Number: identification Number:
[customer Name] [Group Number] [Personal Number]

disability case Manager:  date: 
[std case Manager]  [date completed]

1. Which of the following best describes your 
disability? (Tick 3 in the appropriate box/boxes).
l anxiety
l stress 
l depression
l adjustment disorder
l Post-traumatic stress disorder
l other ____________________________________

2. How many days of work have you missed due to 
your disability in the last 12 months?
l 1-7 days
l 2-3 weeks
l 1-3 months
l 4 months + 
l other ____________________________________

3. How long have you experienced symptoms of 
your disability?
l 1-3 weeks
l 4-8 weeks
l 3-6 months
l 7 months + 
l other ____________________________________

4. How often would you say that you have 
experienced symptoms of your disability in the 
past week? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Never always >

5. How often would you say that you have 
experienced symptoms of your disability in the 
past 3 months? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Never always >

6. How would you rate the severity of your 
symptoms? (circle one).

0 1 2 3 4 5 6 7 8 9 10
< Not severe Extremely severe >

7. How well would you say that you cope with the 
symptoms of your disability? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Not well at all Very well >

8. Based on all the things you do to cope, or deal 
with your symptoms, on an average day, how 
much are you able to decrease them? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Never always >

9. In your view, how great is the risk that your current 
symptoms and disability may persist? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< No risk Very great risk >

10. In your estimation, what are the chances that 
you will be working in 3 months? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< No chance Very good chance >

11. How would you rate the stress level associated 
with your job? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Not at all stressful Extremely stressful >

12. Is your work repetitive/ monotonous? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Not at all Extremely >

continued...
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Appendix 2: Psychological Questionnaire (Spencer, 2015) Continued...

13. If given the choice, what are the chances you 
would stay working with your current company/
business long-term? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< No chance Very great chance >

14. If you take into consideration your work 
routines, management, salary, co-workers how 
satisfied are you with your job? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Not satisfied at all Very satisfied >

15. How much personal support would you say that 
you receive from family and/or friends regarding 
your disability? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< No support at all significant support>

16. How comfortable do you feel discussing your 
disability (and relative symptoms) with family 
and/or friends? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Not comfortable at all Very comfortable >

17. In your view, do your family and/or friends 
support your returning to work within the next 
4-6 weeks? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< No support at all significant support >

18. How would you rate your concerns financially since 
receiving disability insurance benefits? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Not concerned at all Very concerned >

19. As disability insurance pays less than your 
employment income, do you feel pressured to 
return-to-work in a timely manner? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Not pressured at all Very pressured >

20. If you take into consideration health care 
providers, diagnostic explanations, treatment 
plans, how satisfied are you with the health care 
you have received? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Not satisfied at all satisfied >

21. Are you concerned that your symptoms may not 
resolve? (circle one.)

0 1 2 3 4 5 6 7 8 9 10
< Not concerned at all Very concerned >

Additional comments noted by the Worker (client):

thank you for your time and honest in completing 
this questionnaire.

to score the Psychological Questionnaire, use 
the following instructions:

For question 1; count 2 marks for each box 
ticked. If “other” is ticked, count 2 marks 
for each diagnoses listed. 

For question 2: 
1-7 days = 2 marks
2-3 weeks = 4 marks
1-3 months = 6 marks
4 months and longer = 8 marks … 
 if “other” is ticked, count 8 marks for any-
thing over 4 months in duration

For question 3: 
1-3 weeks = 2 marks
4-8 weeks = 4 marks
3-6 months = 6 marks
7 months and longer = 8 marks … 
 if “other” is ticked, count 8 marks for any-
thing over 7 months in duration, and 2 
marks for anything less than 1 week

For questions 4, 5, 6, 9, 11, 12 and 21 the 
score is the number that has been circled.

For questions 7, 8, 10, 13, 14, 15, 16, 17, 
18, 19 and 20 the score is 10 minus the 
number that has been circled. 

add them up – this is the total score.

Appendix 3: Psychological Questionnaire Scoring
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RESILIENCE: WE NEED IT by Kathy Abel 

We are influenced by the nega-
tive circumstances of our lives: 
adversity, tragedy, trauma, unem-
ployment, misfortune, divorce, 
death, illness, injury, broken 
heartedness. they are afflictions 
common to all of us and cause 
our behaviour to adjust, react, 
and respond. We may function 
differently at first response, but 
eventually we usually roll, reform, 
or evolve through the human qual-
ity of “resilience”.

resilience refers to the capacity 
of being able to cope with stress 
and catastrophe, giving us the abil-
ity to spring back from adversity 
and successfully adapt to it (Naray-
anan, 2008). it has universal capaci-
ty, as it allows individuals, groups or 
even communities to prevent, mini-
mise, and overcome the damaging 
effects of adversity (ibid). defined 
in another way, resilience is “the 
pattern of successful outcomes 
in an individual despite challeng-
ing or threatening circumstances” 
(Humphreys, 2003). 

originating from the latin 
derivative for “salience”, resil-
ience refers to the bouncing flow 
(salient) motion of behaviour. 
there are four uses of resilience: 
“to steer through, to bounce back, 
to overcome, and to reach out” 
(reivich and shatte, 2002, p15), all 
to promote positive growth (Nara-
yanan, 2008). resilience enables 
us to see failure as a form of 
helpful feedback. Employers have 
an advantage if they can harness 
employees’ resiliencies.

Employment is the activity of 
daily living that occupies most 
of our adult lives. it is often the 
source of our social support, role 
identity, and many of our stress-
ors. resiliency helps employees 
cope with these stressors – espe-
cially in combination with positive 
humour. this positive workplace 

combination often results in a cli-
mate of teamwork, closeness, and 
bonding, which further enhances 
happiness, productivity, and orga-
nizational change. 

resilience and humour are not 
only used personally, but are also 
a survival mechanism for the work-
place system itself (sternberg, 
2011). an organizational goal to 
foster and enhance these admi-
rable attributes in the workplace 
is part of the basis of workplace 
resiliency training in primary pre-
vention. there are hiring tests for 
resiliency, especially for high risk 
jobs. some believe resiliency train-
ing should be part of employ-
ee development and leadership 
training as preparation for change, 
prior to the occurrence of a crisis. 

Examples of resiliency in busi-
ness include the telecommu-
nications giant, telus, a British 
columbia-based company that 
identifies resiliency as one of its 
keys to success. telus has a strong 
focus on its people and culture, 
with a strong employer/employee 
collaborative psychosocial envi-
ronment (McKeown, 2015). the 
canadian armed Forces pro-
vides training for extreme stress 
encounters; the training is layered 
throughout employees’ careers, 
and also involves forces’ families 
(Gorsline, 2013). 

australian Workers’ compen-
sation services determined that 
resilience influenced the recovery 
of injured workers. statistics dem-
onstrated that workers with low 
resilience increased compensa-
tion claim costs three fold, while 
increasing time lost from work four 
fold. injury types differed, as work-
ers with mental and emotional ill-

ness claims had lower levels of 
resilience at the time of their inju-
ries. the researchers noted that 
early recognition was the key. to 
prevent the downward spiral of dis-
ability, emphasis was placed on the 
tone of verbal interactions between 
insurance agents and workers early 
in their claims (odgers, 2013).

While resilience is not a science, 
there are certain foundations that 
help to build and maintain it. these 
are developed from our day to day 
behaviours and relationships (celin-
ski and Gow, 2012). Everyone has 
the ability to develop resilience.

in childhood, parents and schools 
help to teach resilience through 
“reaching in/reaching out princi-
ples”. these help children “reach 
in” to think more flexibly and accu-
rately, and “reach out” to others and 
to opportunities when they arise 
(reaching-in reaching out, 2007). 
Educational systems use stress man-
agement and resiliency techniques 
(sMart), as well as school transi-
tion and resiliency training (start) 
techniques. these techniques aim 
to ward off bullying, increase self-
awareness, and attempt to devel-
op more even-tempered, regulated 
emotions to help children transition 
to adulthood. Educators specifical-
ly measure and track resilience, as 
resilience is vital for long-term suc-
cess in life.

Being resilient is not automat-
ic, but we exhibit a familiar and 
common response to trauma and 
affliction more often than not. 
However, there is a paradox, as 
some people might get emotion-
ally ill from trauma, while others 
get mentally stronger (Ghaemi, 
2011). What causes this paradox? 
this is another aspect of resiliency.

What is Resilience?
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resilient people are not excep-
tionally gifted or unique. they 
are ordinary people who “are not 
debilitated by hardship and have 
been persistent at finding a work-
able answer to their struggles” 
(Gow and Paton, 2008, p57). they 
have their moments, but some-
how manage, cope, discipline 
themselves, and move on. they 
may keep a written or mental note 
of what helps them cope with a 
difficult situation, and they may 
also note changes or re-inven-
tion. Hardship can change the 
way a person views his/her work, 
and its value system (celiniski and 
Gow, 2012). it takes a personal 
hardiness, mental toughness, and 
pluckiness to view stress as a chal-
lenge instead of a threat (Gow and 
Paton, 2008; Kuiper, 2012). 

Mental strength for resiliency 
involves four components: com-
mitment, control, challenge and 
confidence. commitment involves 
persistence. control involves being 
in charge of steering through the 
course, and being influenced by it. 
challenge means accepting that 
life comes with setbacks and strug-
gles; while confidence is the per-
sonal and social efficacy of belief in 
oneself (Edwards, 2013 p13).

 there are genetic and devel-
opment components to resiliency; 
social support also plays a role 
(Wu, et al., 2013). due to life expe-
rience, it would make sense that 
older people were more resilient 
and adaptable. However, employ-
ers must not assume that the older 
employee is naturally more adapt-
able and can cope better with 
change. resiliency and coping are 
not age-specific attributes.

“unless a person makes an active 
effort to incorporate the meaning of 
hardship into a broader, more flex-
ible reality orientation, its impact 
keeps a person disintegrated and 
regressed” (celinski and Gow, 
2012). according to celinski and 
Gow, making meaning of trauma is 
accomplished on many levels, and 

“finding meaning as opposed to 
finding none can be the difference 
between positive survivorship and 
a life of hopelessness, desponden-
cy and despair” (davidhizar, et al., 
2002). For example, attempting to 
find meaning in an injury, illness, loss 
of employment, divorce or death 
helps us to anticipate improvement, 
allowing us to have some control 
over our situation. Finding mean-
ing does not mean playing the 
“blame game”. some find meaning 
thorough religion and spirituality, 
important building blocks for the 
foundation of resilience. Both help 
to provide support, freedom of guilt 
and self blame, and help to provide 
meaning (Humphreys, 2003; celin-
ski and Gow, 2012). 

We can view hardship, not as 
a problem, but as a challenge or 
opportunity to manage and grow, 
allowing for a sense of coherence. 
the human need for meaning and 
coherence allows resilience to devel-
op organically (celinksi and Gow, 
2012). Growth involves preparation, 
making a goal, and having a con-
scious plan or agenda to follow, 
which may or may not be verbalized 
or written down. the resilient person 
exerts control and does not give up 
when things get tough (reivich and 
shatte, 2002; seligman, 2014). 

to quote Gow and Paton 
(2009) “accept reality as basical-
ly unpredictable, ambiguous, and 
uncontrollable, but nevertheless, 
manageable and understandable”. 
there is little preparedness for life 
at the best of times. However, we 
can imagine and prepare some 
plan of approach for unpredictabil-
ity. “What if?” contemplations help 
to provide some comfort and limits 
of control with life planning. For 
example, if you lost your present 
nursing job, do you have the nec-
essary skills to transfer into another 
health-related or non-heath related 

field? a plan and preparation for 
the future help to preserve good 
health. self-assessment and insight 
help to put life in perspective. Per-
spective, then, is one component 
of resilience.

We often catastrophize when 
we think alone. Putting things into 
perspective reduces our anxiety 
to a more manageable level, and 
makes a problem more propor-
tional to the real threat or level 
of despair (reivich and shatte, 
2002). “When you leave room in 
your heart for human error and 
tricks of nature, it allows you to 
keep your sense of humour, and 
not to take yourself too seriously” 
(carson, 1998). Perspective allows 
us to look at others and our sur-
roundings, appreciate our circum-
stances, and not be too focused 
on ourselves. resilient behaviour 
helps you to make the best of a 
bad situation, and forgive others 
their imperfections.

Gratitude helps to build resil-
ience (scholl, 2011). rationaliz-
ing that “things could always be 
worse” is not a patronizing belief. 
it is a comparative statement that 
measures one’s appreciation of 
life and recognizes what one has 
at the time. resilience is start-
ing to work from the analysis of 
perspective of life’s bigger pic-
ture. self-talk allows us to con-
tinue to live, persevere, tolerate, 
reach out, and “go with the flow”. 
at the end of the day, observing, 
remembering and learning from 
the past helps to widen one’s per-
spective. We must admit that our 
own deeply embedded beliefs, 
perspectives and values are hard 
to change; looking outwards helps 
us to see the bigger picture and a 
better frame of reference. We may 
become “more realistic about the 
work and thus better able to man-
age it” (Ghaemi, 2011).

Perspective is one component of resilience.
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Humour helps. Having a sense 
of humour is a sign of human 
strength, intelligence, and psycho-
logical maturity (Ghaemi, 2011). 
Humour allows us to emotionally 
distance ourselves from a stress-
ful event in order to help us cope. 
We can abstract the event from 
life and break it into manageable 
pieces. there are many types of 
humour and each one affects both 
the teller and receiver in a myriad 
of ways (see appendix 1: types of 
Humour).

in medicine, humour can be a 
predictor of recovery and overall 
well being (Kuiper, 2012). We can 
also make a general impression of 
the health status of employees by 
noting the presence or absence of 
humour during the healing stag-
es of a crisis. Note the change in 
behaviour of employees as crises 
settle.

although not a substitute for 
traditional medicine, humour 
holds its merit in rehabilitation, 
recovery and wellbeing, as noted 
by registered nurse and psycholo-
gist Barbara sternberg (2011): 

“… laughter has a salutary effect 
on the body and on health, 
and it appears to have poten-
tial value in disease prevention, 
including heart disease, stroke, 

Humour is a central ingredient  
of resiliency.

cancer, depression and other 
stress-related illness. laughter 
appears to have many bene-
fits and uses as a therapeutic 
tool in areas such as cardiac 
rehabilitation, and in chronic 
diseases such as arthritis and 
emphysema. it can stimulate 
the circulatory system, includ-
ing the heart muscle, clear the 
lungs of mucous, and increase 
oxygenation. it can stimulate 
muscles and relax muscle ten-
sion, since all the body’s mus-
cles are involved in a hearty 
laugh. the relaxation of muscle 
tension can lead to the reduc-
tion of pain. the production 
of catecholamine stimulates 
production of endorphins and 
adrenaline in the brain. this 
in turn stimulates alertness 
and memory, and can increase 
learning and creativity”. 

Humour operates on many levels. 
successful humour inspires posi-
tive emotions; negative humour 
does not. Positive emotions can 
psychologically buffer and dis-
tance us from stress (Kuiper, 2012). 
With acute stress and disaster, this 
survival technique allows us to buy 
time until other coping mecha-
nisms develop (celinski and Gow, 

2012). When we notice humour in 
a situation, we find perspective, 
the cornerstone for the foundation 
of resiliency.

resilience helps to increase 
self-awareness, personal improve-
ment, self-discipline and man-
agement. it helps us perform well 
under pressure. resilience in the 
workplace provides a return on 
investment, with increased pro-
ductivity, decreased sick time, 
and increased creativity, which 
leads to improved research and 
development. resilient workers 
mean improved endurance, bet-
ter tolerance for longer hours of 
work, less impulsivity, more per-
severance, and less anger (Naray-
anan, 2008).

resiliency is a social construct. 
it is more likely to be built with 
service and support systems in 
place to facilitate its effect. Hav-
ing access to an occupational 
Health Nurse (oHN) is very posi-
tive. oHNs should have the empa-
thy, as well as the psychosocial 
and medical knowledge to liaise 
and make referrals to medical and 
community services. oHNs deliv-
er empathy with action and their 
multidisciplinary approach helps 
strengthen resilience. oHNs can 
develop Wellness programs that 
emphasize coping with stress 
through resilience. Employee 
assistance programs may provide 
easier employee rehabilitation 
when crises occur. 

oHNs are perfectly positioned 

http://www.OCCHEALTHinc.com
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to give employees a gentle ther-
apeutic nudge to access these 
services if maladaptive pride or 
decreased self-esteem stand in 
the way of help. Psychologists 
often use cognitive behaviour 
therapy to develop self-efficacy, 
confidence, and a sense of con-
trol. treatment helps to diminish 
and relieve the catastrophic think-
ing when tragedies of any dimen-
sion occur. 

often, the oHN is the only sup-
port available to employees. By 
their actions, oHNs can help to 
create a workplace that promotes 
self-esteem, identity, confidence 
and a sense of protection for vul-
nerable employees. However, the 
oHN, as a company ambassador 
and caregiver, must be aware of 
their own limitations when they, 
themselves, become stressed, 
in order to not lose their own 
sense of compassion and humour. 
together, the employer, the occu-
pational Health Nurse, and the 
employee can develop and work 
together to build and maintain 
positivity, humour and resilience in 
the workplace.

Kathryn Abel, Bsc, rN, coHN(c), Ma, is 
a long-time ooHNa member with a keen 
interest in humour, religion and resiliency. 
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Humour is not always the most effective communi-
cation tool. timing, context, and audience need to 
be assessed, erring on the side of avoidance if you 
are not sure what the impact will be. 

While no hierarchy exists of positive and nega-
tive humour or which humour is best for develop-
ing resiliency, here are some types of humour and 
their relationship to resiliency: 

Cynicism

cynicism is a sad defence mechanism used to 
distance oneself from stress (Kuiper, 2012, stern-
berg, 2011). a verbal reminder to not re-enter 
that potentially dangerous zone to be hurt again, 
cynicism occurs more often with employees in 
large organizations, such as the health care system 
(McNamara, n.d.).

Gallows Humour

in difficult, unpleasant or hopeless circumstances, 
light hearted gallows humour is used to unite 
people, strengthen them, and keep them motivat-
ed. For example: gallows humour allowed British 

soldiers of World War i to persevere and hold 
together. “For the soldiers who serve in the front 
lines of an attritional trench war in which personal 
agency was greatly reduced, a robust rejection 
of victimhood and an emphasis of perseverance, 
articulately expressed through humour, became 
the new ideal of courage.” (Madigan, 2013). 

a contemporary example: you and your col-
leagues might use “inside” jokes and expressions 
about a particular job task or duty.

Incongruity

ridiculous suggestions and spontaneous absurdity 
that sparks creativity in corporate brainstorming 
sessions are incongruities that can be the genesis 
of future innovation and research. 

Superiority Humour

under the guise of humour, superiority and aggres-
sion are subtly exhibited. teasing, bullying, and 
sarcasm are examples. these humours are negative 
and cruel, and are encased in the elements of con-
tempt and belittlement.

Appendix 1: Types of Humour

http://www.gowanhealth.com
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oCCupATIoNAL HEALTH NuRSE 
ENTREpRENEuRS: WHAT DoES IT TAKE?  
by Dianne Dyck 

Nurse entrepreneurs are now 
more common in canada; but 
what does it take to become an 
occupational Health Nurse (oHN) 
entrepreneur? How does the oHN 
prepare to venture out into the 
marketplace? What knowledge, 
skills and expertise are needed 
to succeed? the purpose of this 
article is to explore entrepreneur-
ship and how it can apply to the 
field of occupational Health Nurs-
ing. the intent is to provide the 
oHN with an understanding of 
what it takes to succeed as an 
independent practitioner and as a 
businessperson. 

Entrepreneurship 

an entrepreneur is a person who 
organizes and operates a business 
or businesses, taking on greater 
than normal financial risks in order 
to do so (Google, 2016); while 
the Meriam-Webster dictionary 
defines entrepreneur as a person 
who starts a business and is will-
ing to risk loss in order to make 
money. 

Entrepreneurship is described 
as “the pursuit of opportuni-
ty beyond resources controlled” 
(stevenson, 2012). stevenson’s 
definition involves the term “pur-
suit” which implies a singular, 
relentless focus. the oHN entre-
preneur focuses on attracting the 
needed resources so as to limit the 
consumption of their limited cash 
reserves. “opportunity” implies 
offering an innovative product/ser-
vice, or creating a better version 
of an existing product/service, or 
marketing an existing product to 
new customers, or a combination 
of all three approaches. “Beyond 

resources controlled” points out 
the tendency for entrepreneurs, at 
the onset, to keep their expendi-
tures low while investing their own 
time and personal funds. in some 
cases, this is adequate to bring a 
new venture on line to the point 
where it becomes viable. 

Entrepreneurs take on a num-
ber of risks: 
•	 Demand	 risk,	 which	 relates	 to	

how willing prospective cus-
tomers are to adopt the busi-
ness solution being offered by 
the entrepreneur. 

•	 Technology	 risk,	 which	 is	 high	
when software, engineering 
or scientific breakthroughs are 
required to bring a solution to 
fruition. 

•	 Execution	 risk,	 which	 relates	
to the entrepreneur’s ability to 
attract suitable employees and 
partners who can implement 
the proposed business plan. 

•	 Financing	 risk,	which	 relates	 to	
whether external capital is avail-
able on reasonable terms or not 
(stevenson, 2012). 

the oHN entrepreneur must rec-
ognize that the management of 
“all risks” is not within their con-
trol; rather, they have to address 
the risks that they are able to 
through their business and profes-
sional actions. 

interestingly, entrepreneurs 
tend to display a number of com-
mon characteristics, namely self-
confidence; tenaciousness; a 
strong drive to succeed; a willing-
ness to challenge the status quo; 
fearlessness; an appreciation of 
their limitations; and a willingness 
to try, fail and start over again 
having learned from the previous 

experience (ta, 2014). so to suc-
ceed, the oHN needs to come up 
with a business idea, and have the 
knowledge, skill, courage and will-
ingness to take that business con-
cept to fruition. 

Occupational Health Nurse 
Preparation 

the occupational Health Nurse is 
defined as “a registered nurse who 
has graduated from an accredited 
occupational health nursing pro-
gram and/or who has achieved the 
level of coHN(c) with the canadi-
an Nurses association” (aoHNa, 
2016). the academic preparation 
in occupational Health Nurs-
ing tends to be composed of a 
theoretical basis, as well as work 
experience. the focus is on the 
oHNs being prepared to provide 
value to an organization by assist-
ing with its operational efficiency, 
loss control, injury/illness manage-
ment, and disability management. 

the scope of occupational 
Health Nursing Practice (Figure 1), 
can positively impact the organiza-
tion, the workplace environment, 
the employees and the commu-
nity at large. 

in terms  of operational efficien-
cy, oHNs: 
•	 provide	 customized,	 effective	

oH&s Programs; 
•	 promote	 the	 integration	 of	

employee services into organi-
zation/ company strategic plans 
and operations; 

•	 align	OH&S	Program	goals	with	
corporate/operational goals 
and objectives; 

•	 promote	 worker	 wellness	 and	
fitness-to-work, thereby improv-
ing worker productivity, reduc-
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ing expenses and improving 
organization/ company profits; 

•	 assist	new	workers	to	 integrate	
into the workplace; 

•	 monitor	 the	 work	 environment	
in terms of hazard control, 
thereby reducing operational 
downtime, reducing expenses 
and improving organization/
company profits; 

•	 provide	 anticipatory	 guidance	
on potential workplace prob-
lems and offer counselling so 
as to enable the organization/
company to avoid/mitigate the 
negative impacts; 

•	 monitor	worker	well-being	and	
workplace injury/illness with a 
view to loss control and preven-
tion; 

•	 strive	 to	 enhance	 employee	
morale by working closely with 
employees and epitomizing the 
message that the organization/
company cares for them per-
sonally; and 

•	 promote	the	organization/com-
pany as a “responsible corpo-
rate citizen”. 

loss control means minimizing loss 
due to people, property, process, 
plant or profit damages/threats. 
according to louis allen (1996), 
“Minimizing loss is as much of an 
improvement as is the maximization 
of profit.” in terms of occupational 
Health Nursing, prevention involves 
the activities associated with 
“health-protecting behaviour”. the 
emphasis is on guarding or defend-
ing an individual or group against 
specific illness/injury. 

in regards to operational produc-
tion and service demands, oHNs 
can support the workplace by: 
•	 ensuring	 workers	 are	 fit-to-

work; 
•	 ensuring	the	worksite	 is	 free	of	

uncontrolled hazards; 
•	 medically	 monitoring	 workers	

exposed to known hazards; 
•	 conducting	risk	assessments;	
•	 communicating	 the	nature	and	

severity of identified risks; 

Figure 1: Scope of Occupational Health Nursing Practice (Dyck, 2015)

SCOPE OF OHN PRACTICE

*  this section, including figure 1, is excerpted from dyck, d. (2015), occupational Health & safety: 
theory, strategy & industry Practice, 3rd ed.

•	 promoting	worker	well-being;	
•	 conducting	human	factor/ergo-

nomic assessments and identi-
fying suitable remedial actions; 

•	 participating	 in	 emergency	
response activities; 

•	 facilitating	 critical	 incident	
stress debriefing post-incident; 
and 

•	 assisting	with	the	management	
of strategic oH and s issues. 

in essence, oHNs contribute to 
promoting and maintaining work-
er health and safety, as well as 
workplace safety. By controlling 
losses, oHNs contribute to the 
enhancement of organization/
company profits. 

oHNs have a major role to 
play in the areas of injury/ill-
ness management and disabili-
ty management. through client 
advocacy – the activity associat-
ed with pleading or representing 
an employee’s or organization’s 
cause, oHNs act as a client liai-
son – the position of responsibility 
within an organization for main-
taining communication links with 
external individuals, agencies or 
organizations. 

oHNs are ideally educated, 
skilled, experienced and posi-
tioned within an organization to 
facilitate injury/illness manage-
ment and disability management. 
they are competent at: 
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•	 mitigating	 the	 workplace	 ill-
ness/injury through timely 
response and referral for medi-
cal treatment; 

•	 determining	 worker	 fitness	 to	
work; 

•	 managing	injury/illness	cases;	
•	 co-managing	 insurer	 (govern-

ment/private insurers) responsi-
bilities and actions; 

•	 coordinating	disability	manage-
ment assistance; 

•	 assisting	workers	 to	successful-
ly return to work in a safe and 
timely manner; 

•	 negotiating	 service	 provider	
contracts and activities; 

•	 evaluating	 the	 outcomes	 and	
determining the return on 
investment for the organiza-
tion/company; and 

•	 conducting	trend	analyses	with	
a view to illness/injury preven-
tion and the introduction of 
suitable loss control measures. 

in terms of managing a disability 
Management Program, the oHN 
is positioned and capable of: 
•	 supporting	 all	 the	 operations	

with the development and 
implementation of the disabil-
ity Management Program and 
the related practices; 

•	 assisting	 the	 operations	 and	
employees with disability man-
agement and related labour 
relations issues and resolu-
tions that may affect employee 
employability; 

•	 investigating	and	assisting	with	
the preparation of WcB reports 
on behalf of the organization 
and its employees; 

•	 supporting	 the	 operations	 and	
employees with their individu-
al disability management and 
work accommodation perfor-
mances; 

•	 mentoring	 and	 coaching	 line	
management on attendance 
and disability management-
related issues and practic-
es that can affect employee 
employability; 

•	 coordinating	 disability	 man-
agement services internally 
and externally with insurers and 
other healthcare providers; 

•	 ensuring	that	employee	person-
al health information is main-
tained in a confidential manner; 

•	 providing	 disability	 manage-
ment education; 

•	 assisting	 the	 organization	 to	
comply with the applicable 
legislation (Workers’ compen-
sation acts, canada labour 
code, Human rights legisla-
tion) and industry standards for 
disability management; 

•	 maintaining	 the	 organization’s	
disability management data 
management system (workers’ 
compensation and non-occu-
pational disabilities); 

•	 conducting	 disability	 manage-
ment performance audits and 
preparing the resulting reports; 

•	 providing	 strong	 attendance	
support and disability manage-
ment leadership; and 

•	 representing	 the	 organization’s	
business interests on govern-
ment, industry, and professional 
committees/forums. 

in summary, oHNs are occupa-
tional Health and safety (oH&s) 
professionals that have much to 
offer to an organization, union, 
employees, the workplace envi-
ronment and the community at 
large. does the occupational 
Health Nursing education pro-
gram prepare oHNs to strike out 
on their own to start a business or 
to master a new venture? 

Entrepreneurship: Preparation 

to enter the world of entrepreneur-
ship, the oHN is advised to keep 
a few important tips in mind. to 
begin with do your homework and 
learn from the failures of others. 
Gottlieb (2014) recommends study-
ing business ventures that failed 
because those companies tended 
to make common mistakes that led 
to their business failure. Gottlieb 

said that having the humility to 
learn from the mistakes of others 
before making them yourself, is the 
secret to success. 

secondly, make very sure that 
the planned business venture is 
what you really want to under-
take. it will involve lots of hard 
work, and in some instances, dis-
appointment. amini (2016) said, 
“if this is something you really 
want, then think long-term, and 
be persistent. the vast majority of 
great entrepreneurs failed multi-
ple times before they finally found 
the business idea that took off and 
brought them success”. 

thirdly, seek out “problems to 
solve”, as opposed to “having a 
solution, and then searching for 
a problem” to which it will apply 
(Bam, 2016). 

Fourthly, be passionate and 
driven by the desire to achieve 
and make a difference. Bachen-
heimer maintains, “the most 
important traits are passion and 
persistence, but these must not 
be confused with arrogance and 
stubbornness” (2016). 

lastly, talk to successful entre-
preneurs and get their advice on 
what it took for them to achieve 
success. as well, read books, net-
work with people they admire, 
look into great educational pro-
grams, and seek a “shadowing 
opportunity” with a successful 
entrepreneur (amini, 2016). 

The OHN Entrepreneur: 
Essential Skills 

to move into business, the oHN 
needs to possess the knowledge 
and skills that extend above and 
beyond occupational Health 
Nursing. the business world is 
vastly different from the employee 
role or internal consultant role. 
to succeed, the oHN entrepre-
neur requires a mix of business, 
relationship, analytical, technical 
specialist and consulting skills. 
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Business Skills 

the core management/ business 
skills include planning, organizing, 
directing, and controlling the busi-
ness aspects of the organization, 
as well as the ability to conceptu-
alize – better known as being able 
to “see the big picture”. When 
setting up a business, the oHN 
needs to register the business; 
obtain a Goods and services tax 
(Gst) number; purchase business 
as well as errors and omissions 
insurance and/or malpractice 
coverage; set up a Workers’ com-
pensation account if employees 
are to be employed; and become 
familiar with labour law and stan-
dards labour. in preparation, the 
oHN should take educational 
courses in business development 
and implementation, organiza-
tional behaviour, accounting, risk 
management and communication, 
information system management, 

project management, com-
puter systems, delivering oral 
presentations, and strategic issues 
management. Besides attend-
ing small business workshops, 
accessing online support, and 
researching entrepreneurial “best 
practices”, the oHN might elect 
to undertake a Master in Business 
administration. 

Relationship Skills 

relationship skills, or people 
skills, involve the ability to work 
with and through people to get 
the work done. they include the 
ability to communicate, lead and 
motivate people, as well as the 
ability to listen, empathize, care 
for, and support employees in a 
constructive manner. the related 
coursework would involve topics 
such as effective communication 
and interviewing, relationship 
building, negotiation and media-

tion, facilitation, team building, 
effective coaching, client advo-
cacy, and change management. 
it would also include knowing 
how to create a supportive work 
environment, so that employee 
performance can be maximized 
(roithmayr, 2015). 

Analytical Skills 

analytical skills involve the ability 
to visualize, gather information, 
articulate, analyze, conceptual-
ize, or solve both complex and 
uncomplicated problems by mak-
ing decisions that are sensible 
given the available information 
(Google, 2016; Wikipedia, 2016). 
For the oHN, this translates to 
possessing advanced skills in 
root-cause analysis, problem solv-
ing, auditing, benchmarking, and 
program evaluation and improve-
ment. these analytical skills are 
only as valuable as the oHN’s 
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ability to “sell” the clients on the 
importance of the results. 

Technical Specialist Skills 

technical specialist skills involve 
the ability to understand and use 
the techniques, knowledge and 
tools specific to the industry, or to 
one’s area of expertise. For oHNs, 
these skills include: 
•	 Fitness-to-work	assessments;	
•	 Health	surveillance;	
•	 Medical	monitoring;	
•	 Emergency	care;	
•	 Hazard/risk	assessment;	
•	 Work	site	evaluation;	
•	 Emergency	planning	and	

response; 
•	 Event	investigation;	
•	 Disability	case	management;	
•	 Critical	 Incident	Stress	Debrief-

ing (cisd); 
•	 Program	development;	
•	 Standard	setting;	
•	 Training	program	development	

and delivery; 
•	 Professional	networking;	
•	 Regulatory	knowledge;	
•	 Human	factors	analysis;	
•	 Technical	communication;	
•	 Quality	assurance;	
•	 Environment/public	health	

management; 
•	 Social	marketing;	
•	 Strategic	issues	management;	
•	 Health	promotion;	
•	 Risk	management	and	commu-

nication; 
•	 Program	evaluation;	and	
•	 Occupational	Health	Nursing	

research. 

However, oHNs also need the 
knowledge and skills in disability 
management programming, occu-
pational health (ideally oH&s) 
governance and stewardship, 
industrial hygiene, workplace well-

ness programming, epidemiology 
(the study of disease in humans), 
and integrated workplace health 
management. armed with this 
technical specialist knowledge, 
the oHN can present as an expert 
in the field and serve as a valuable 
resource to an organization. 

Consulting Skills 

consulting skills include the ability 
to provide influence, recommen-
dations, and expertise in the area 
of occupational health and occu-
pational health nursing, without 
direct power to make changes. 
regardless of the degree of 
involvement, the consultant does 
not own the problem: the client 
always does. Hence, it is up to the 
client to own the solution. 

to prepare for entrepreneur-
ship, the oHN should undertake 
a consulting certificate, like the 
one offered through the cana-
dian society of safety Engineers. 
strong written, oral and non-ver-
bal communication skills are criti-
cal. Most colleges and university 
offer courses in business writing. 

OHN Entrepreneurs: 
Recommendations 

Fay Benard 

Entrepreneurship was never a 
career goal for me, but the steps 
that i took certainly provided me 
with a strong foundation for the 
journey. i strove to enhance my 
education so that i would have the 
tools to be viewed as an expert 
in my field. i had graduated from 
a nursing diploma program; so 
after almost 20 years of nursing 
practice, i returned to university to 
complete my Bachelor in Nursing. 
as my interest in occupational 

Health Nursing flourished, i com-
pleted my occupational Health 
Nursing certificate, a certificate 
in Human resources Manage-
ment, and a Masters in Nursing 
with a focus on management and 
occupational health. Within these 
programs, i was fortunate to have 
selected an optional course on 
computer program development, 
which also ending up playing 
a significant role in my private 
practice. My general nursing and 
emergency nursing experience, 
occupational health nursing expe-
rience, management experience 
of a two-site occupational ser-
vice, as well as the experience of 
being local president of a nursing 
union, positioned me to be able 
to wear the “hats of all the key 
workplace partners” in problem 
solving and developing successful 
workplace health programs. Final-
ly, my experience in working for a 
private occupational health pro-
vider, whose owners did not have 
a medical background, was key to 
my realization that i could provide 
a better, more effective service. 

the vision was born and 
enhanced by two partners (oHNs) 
who had previously worked with 
me. it was supported by a confi-
dence that we had the requisite 
tools and experience to grow a 
successful company while remain-
ing true to our professional code of 
practice. it was our desire to create 
“win-win” programs for employers 
and employees. it required the 
commitment and passion of the 
three of us to succeed throughout 
the years. it required us to give up 
our employment, invest personal 
start-up funds, and keep going 
even when the dollars weren’t 
flowing in. in the end, we had 15 
years of success and enjoyed the 
partnerships that we forged with 
our customers. When i decided 
to retire, we sold our business but 
we never regretted the choice we 
made to become entrepreneurs. 

A number of successful OHN 
entrepreneurs share their path and offer tips 

to future OHN entrepreneurs. 
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Based on my experience, here are 
some tips for oHNs: 
•	 Have	 a	 vision	 for	 the	 servic-

es you wish to provide. Envi-
sion what your services will look 
and feel like; start developing 
a manual of what you will pro-
vide, and how you will provide 
it (your employees and custom-
ers will be reassured by having 
this information). 

•	 Develop	a	business	plan	which	
defines your goals and how you 
will get there. there are many 
business plan models available 
online or through your financial 
institution. 

•	 Seek	 out	 people	 who	 can	 be	
mentors or who can help you 
find the expertise you may 
need, e.g., marketing resourc-
es, bookkeeping, accounting, 
computer resources or pro-
gramming. initially, we hired 
these type of resources on a 
contract basis and their exper-
tise greatly contributed to our 
growth. 

•	 Develop	 a	 financial	 plan	 that	
will help you to know when 
you may need to expand, pur-
chase equipment, or to hire 
more resources, as well as how 
to do that successfully. review 
the plan frequently, especially 
before adding or deleting any 
key contracts. 

•	 As	 rewarding	 as	 working	 for	
yourself, or for your own compa-
ny may be, be prepared that you 
will likely work more hours than 
you ever did as an employee. 

•	 Ensure	 you	 have	 profession-
al liability insurance. We were 
able to obtain this for our whole 
company through our profes-
sional association at a reason-
able cost. You will also need 
Workers’ compensation cover-
age for any employees. larger 
companies will require proof of 
this coverage. 

•	 Develop	 the	 key	 performance	
measures that will demonstrate 
your success in delivering cost 

effective programs, as well as 
group data that can help your 
customers to develop preven-
tative health programs. Pur-
chase or develop a computer 
database that will track this 
type of data and provide report 
information. 

•	 Finally,	 have	 fun	 and	 hold	 true	
to your vision and passion. 

Shelly Bischoff 

Prior to beginning my consult-
ing practice in 2005, i considered 
many factors. one of the most 
important considerations was 
whether i was fit to be successful 
as an oHN entrepreneur or not. 
although i was excited and con-
fident in my abilities, i wondered 
if my personality was conducive 
to making the planned transition. 
i paid for a vocational assessment 
completed by a psychologist spe-
cializing in employment transition 
services. i underwent a series of 
tests designed to assist individ-
uals to identify their vocational 
strengths. My test scores were the 
highest in entrepreneurial, sales 
and management career paths. 
this assessment was very worth-
while because it confirmed to me 
that my planned employment 
transition was complementary to 
my personality traits and charac-
teristics. 

another resource that i engag-
ed was a business coach. My 
coach and i made an arrangement 
where his fee would be based 
on a per centage of the revenue 
made within the first 18 months 
of business start-up. this arrange-
ment was an incentive for both the 
coach and me to attain successful 
outcomes within the first two years 
of business. Having a business 
coach was the best return on the 
investments that i made as part of 
the start to my business. 

a third strategy implemented 
was to achieve certification in the 
three primary disciplines associ-
ated with my oHN specialty prac-

tice: occupational Health Nursing, 
Human resources, and occupa-
tional Health and safety. achiev-
ing national certification in these 
disciplines afforded me the cred-
ibility, knowledge and competen-
cy to provide enhanced service to 
clients. 

Volunteering has always played 
an important role in my career and 
continues to be an essential ele-
ment 11 years into my practice. 
Volunteering provides me with 
the opportunity to meet, network 
and work with many occupational 
Health and affiliated profession-
als. My volunteer time is shared 
between my professional asso-
ciations: the alberta occupa-
tional Health Nurses association 
(aoHNa), the canadian society 
of safety Engineers (cssE), and 
the Human resources institute of 
alberta (Hria). the gratification of 
volunteering with these associa-
tions exceeds any business value 
that i considered achieving when i 
started my career. 

lastly, i make it my business to 
remain current on the new and 
emerging issues in the field of oH 
Nursing – this enables me to be 
a credible voice for independent 
nursing practice. 

at the onset, the challenges 
involved with becoming an oHN 
entrepreneur can seem daunting; 
however, for oHNs with a propen-
sity to work in independent prac-
tice, the transition is well-worth 
the effort! 

Brenda DeJong 

in 1996, i started my independent 
practice and have just celebrated 
my 20th anniversary as a self-
employed oHN. i recall being 
psychologically ready to leap into 
solo practice when a company buy-
out provided me with six months of 
salary. While much of the detailed 
“legal” nuances of starting my con-
sulting practice have been long 
forgotten, i am still reminded of 
the personal support, the mentor-
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ing and the advice that i received 
from business colleagues, friends 
in business and my professional 
networks. this support was critical 
to my success. 

one of the most challenging 
elements encountered was plac-
ing a dollar value on my servic-
es. to get a market comparison, 
i researched what my competi-
tors and other similar service pro-
viders were charging. While my 
fees have since more than dou-
bled, initially finding out what sim-
ilar entrepreneurs were charging 
was a worthwhile market research 
endeavour. My suggestion is: “do 
not be afraid to charge for your 
true worth.” 

When i began consulting, i 
focused on my technical specialist 
skills. My business plan and mar-
keting materials listed the skills 
that i could offer and the solu-
tions that i could provide. typi-
cally, an organization was calling 
me because they had a problem 
for me to solve. as time went 
on and my confidence grew, i 
found repeat business conversa-
tions often began with, “are you 
able to help us with X?” – i very 
rarely said “no”. if i did not think 
that i had the skills or the abil-
ity to help, i would find some-
one who could. this became a 
very lucrative “sub-contracting” 
approach. once i established the 
contractor fee, i would bill the 
client on my contractor’s behalf 
and, as advised by my mentors, 
add 20 per cent for myself. this 
approach expanded my client list 
and significantly added to the ser-
vice offerings. importantly, i did 
not have to hire employees. luck-
ily, networking with professional 
practice groups provided me with 
the needed resources for this sub-
contracting base. 

i truly believe that in addition 
to the business, networking, prob-
lem-solving and technical skills, 
success will come from the oHN’s 
personal attributes and willing-

ness to take risks, or simply by 
being open and adventurous. 

one of my favourite contracts 
that lasted over five years is not 
listed on the oHN’s typical skill set 
but proved to be interesting and 
lucrative. a former client work-
ing in a hospital needed some-
one to work with an architect and 
construction team on behalf of 
the hospital to add a new emer-
gency and day surgery depart-
ment. they felt someone with 
healthcare, occupational health 
and safety, ergonomics, project 
management, as well as a clini-
cal nursing background, would be 
ideal. i jumped at the chance and 
the experience was fascinating. 
Following the successful comple-
tion of the project, the architect 
firm called to ask me if i would 
work with them on all their health-
care design projects. While using 
my “old” clinical nursing expertise 
was very helpful, being able to 
advise them on integrating human 
factors/ergonomics, lEaN princi-
ples, and health and safety prin-
ciples into the design, proved to 
be a successful partnership. 

the motto posted in my office 
was, and still is, “leap and the net 
will appear” by John Burroughs. 
during the lean times, i learned 
to trust that “something” would 
come along, and it always did. 

Dianne Dyck 

in planning to embark on my cur-
rent business venture, i spent a 
number of years preparing to be 
ready for the future challenge. 
since i wanted to consult in occu-
pational Health Nursing, disability 
Management and oH&s, i pur-
sued learning opportunities in 
consulting, effective marketing 
and selling, project management, 
program evaluation and improve-
ment techniques, and computer 
systems. i also concentrated on 
honing my communication skills, 
namely public speaking, busi-
ness writing and technical writing. 

Garnering business contacts and 
supportive colleagues, proved 
invaluable. as i wrote in my book, 
Progressive Health & safety con-
sulting, i learned that much of 
the available business develop-
ment depends on “who you know, 
as opposed to what you know” 
(2016). 

in 10 years of business, i have 
grown professionally and managed 
to reach my business goals of: 
•	 writing	 textbooks	 on	 disabil-

ity management, occupational 
health and safety, and a guide 
on how to create a psycholog-
ically safe and healthy work-
place; 

•	 facilitating	 advanced	 learning	
in those fields; and 

•	 offering	 consulting	 services	 to	
a variety of canadian and inter-
national clients. 

Professionally, i work to advance 
the field of occupational Health 
Nursing. i promote oHNs through 
my writing, teachings, and con-
ference presentations. acting as 
a mentor, and occasionally as a 
coach for oHNs, are rewarding and 
continuous learning experiences 
for me. as i reflect, the rewards of 
entrepreneurship have been well-
worth the journey and effort. 

Juanita House 

My decision to move into inde-
pendent practice as a registered 
Nurse (rN), occupational Health 
Nursing wasn’t deliberate; rather, 
it was a move of necessity. For a 
decade in public health practice, 
i worked and often felt like a “tor-
toise without a shell”. i was always 
a very dedicated rN, but i often 
felt out of place. the occupational 
Health Nursing practice had always 
peaked my interest. that interest, 
combined with coming from a fam-
ily of entrepreneurs, helped me 
find my “shell”, so to speak. 

When approaching entrepreneur-
ship, the single most important 
thing that i can stress is to think as 
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though you are writing a nursing 
care plan; in other words, have a 
business plan. You already know 
your rN-oHN competencies. What 
i had to learn were the complexi-
ties of business responsibilities; so 
here are the things that i absolutely 
encourage anyone seeking inde-
pendent practice to consider: 
1. Ensure you know the nuances 

of what your rN licensing body 
requires of you to practice inde-
pendently. 

2. seek education in business, 
(e.g. entrepreneurship cours-
es). the Government of can-
ada has great self-assessment 
tools on their website for those 
seeking entrepreneurship  
(http://www.canadabusiness.ca/
eng/page/2858/). 

3. connect with a good accoun-
tant and a lawyer to make sure 
that you have the required busi-
ness infrastructure and profes-
sional resources in place. 

4. Know the different types of 
businesses that the cana-
da revenue agency allows. 
Whether you start as a sole 
proprietorship, or as an incor-
porated company, ensure that 
you understand the related tax 
responsibilities. 

5. seek out mentors in business 
and in independent practice. 
the alberta association of 
Nurses in independent Prac-
tice (arNiPP) is composed of 
an amazing network of rNs in 
independent Practice (http://
www.privatepracticenurses.ca). 
the alberta occupational Health 
Nurses association (aoHNa) 
also has colleagues that can 
help the new oHN entrepre-
neur (www.aohna.org). 

one piece of advice that i can 
offer is: approach your practice 
with “open eyes and an open 
mind”. While entrepreneurship is 
scary at times, that fear can be 
either a “paralyzer” or a “motiva-
tor”. Most oHN entrepreneurs will 
report that the rewards are enor-
mous. i have always learned more 
when i moved past the fear with a 
healthy calculated approach to my 
business and my work. 

Eric Stein 

to begin, i want to make a dis-
tinction between “independent 
practice” and “entrepreneurship”. 
Entrepreneurship is different 
from independent practice; yet 
somehow, both terms are inter-

changeably used. a person who 
has the desire to strike out on their 
own and work as a contract oHN 
is an independent practice practi-
tioner rather than an entrepreneur. 
this distinction may be subtle, but 
a person working on their own 
may, or may not, have to develop 
some of the business infrastruc-
ture required by the entrepreneur. 
Being self-employed and working 
on a contract basis at casual jobs, 
doesn’t necessarily make one an 
entrepreneur, or require the same 
amount of skills needed to cre-
ate a business entity. in my mind, 
an entrepreneur is someone who 
strikes out on their own with the 
intent of hiring others and/or cre-
ating a business entity. 

My second point would be the 
importance of creating a business 
plan in terms of what you want to 
offer to the marketplace. From my 
own experience, i did not do much 
initial planning and later, lived to 
regret that omission. For example, 
when i started, i worked as a con-
tract, casual oHN, defined by the 
college and association of regis-
tered Nurses of alberta (carNa) 
as “independent practice”. it was 
only when i began hiring other 
oHNs and expanding what i was 
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doing, that i entered the world of 
being an entrepreneur. i guess i 
became an entrepreneur without 
realizing it, and therefore, wasn’t 
prepared for the work and the 
associated risks. Basically, i learned 
as i went along. Yes, i was still an 
oHN; but i was working as an oHN 
about 10% of the time and running 
my business the rest of the time. 

thirdly, i think an emphasis 
should be placed on doing a gap 
analysis of what services or prod-
ucts you want to offer and then 
finding your niche market. try-
ing to compete with larger play-
ers, requires a great deal of time, 
investment and establishing com-
petitive prices. Having a business 
manager would have been benefi-
cial for me. it would have changed 
the direction that i took with my 
business. the oHN cannot be all 
things to all people; i found that 
out as i went along. For example, 
when a client asked me to do 
some quantitative fit testing, i was 
thinking i should run out and buy 
a Portacount® Pro+ respirator Fit 
tester. i did not realize how many fit 
tests i would need to complete to 
pay off that machine, nor what the 
market was like, nor how much i 
would have to charge for each test. 
as a nurse, i didn’t want to say no, 
or turn down work; so it flawed my 
decision-making process. 

lastly, i believe that there are 
different levels of entrepreneurs, 
each requiring different skill sets. 
For example, one oHN may choose 
to market specific services to a large 
number of clients; whereas, another 
oHN may have only a few clients 
to whom many different services 
are offered. Hence, the oHN entre-
preneur needs to clearly under-
stand the requisite skills to meet the 
desired business outcomes. 

Conclusion

the above comments illustrate 
some common themes for oHNs 
contemplating a business:

Envision your future: dare to 
dream and then convert your vision 
into reality. this means examining 
what you have to offer to the mar-
ketplace and determining what 
the marketplace will bear and 
offer in return. identify your ser-
vices, your customers, their needs, 
wants and expectations, the value 
of your services, and how you 
will handle the exchange of those 
services. the involved business 
transactions are sustainable when 
strong business relationships are 
developed and maintained. 

Plan: determine what you will need 
to do to get yourself ready. devel-
op a business plan and a financial 
strategy. undertake a sWot anal-
ysis: What are the strengths of 
your business plan? What are the 
Weaknesses? What are the oppor-
tunities? What are the threats to 
your plan? in short, is your plan 
strong enough to enable you to 
address the risks and to succeed? 

Prepare for the journey: You are 
entering the world of business; 
your nursing knowledge and skills, 
although valuable, will not be 
enough to carry you forward. seek 
the support of business experts to 
ensure that your dream is realized. 
Make sure that you meet the busi-
ness infrastructure requirements 
and arrange to have adequate 
business-insurance protection. 

Hone your skills: identify your 
business, relationship, analytical, 
technical specialist, and consult-
ing skills. Which skills need to be 
improved or perfected? take action 
to address any noted deficits or 
limitations. in doing so, watch for 
industry-proven tools and tips that 
will help you to succeed. 

Implement your plan: set up 
your business, making sure that 
you clearly define who you are, 
what you are offering, and how 
you are going to meet your ser-
vice-quality promises. remember: 
always position yourself to under-

promise and over-deliver. that 
means managing your market 
demand in accordance with what 
you can offer. test the market to 
enable competitive pricing of your 
services. Produce and distribute 
marketing materials; make sure 
they speak and appeal to your 
customers. seek opportunities to 
get your business recognized and 
valued by “targeted” customers. 
Volunteering is one way to make 
important business contacts. 
Establish your business strategy: 
the goal, objectives, and targets 
(short-term and long-term). Per-
formance measures will allow 
quantification of your efforts; be 
sure to establish them. 

Evaluate your efforts: regularly 
measure, quantitatively and qualita-
tively, the success of your business. 
ask your customers for feedback 
and improvement suggestions. 
Focus on continually improving your 
business plan, as well as your knowl-
edge and skills. When faced with 
challenges, seek help from experts, 
coaches or mentors. 

Sustain your passion: You start-
ed with a dream, a dream that 
motivated you to become an 
entrepreneur. it is critical to keep 
that passion “alive”. if you have 
passion for your work, your ser-
vices, your business, and what you 
can offer; others will “buy-in”. Pas-
sion is infectious. Having fun at 
what you do, is the secret. 

the oHN, if adequately pre-
pared, can establish a new 
business and venture into the mar-
ketplace as an entrepreneur pre-
pared to succeed. However, as 
pointed out, the traditional aca-
demic occupational Health Nurs-
ing programs offer only the basics; 
it is up to the oHN to get ready to 
meet the challenge of entrepre-
neurship. 

Dianne Dyck (degdyck2@gmail.com) is a 
certified occupational Health Nurse and 
occupational Health & safety specialist 
who has worked for private and public-
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funded agencies to develop occupational 
Health, occupational Health and safety, 
disability Management, and Workplace 
Wellness programs. as an educator, dianne 
has developed a number of courses in 
the fields of disability Management, 
occupational Health and safety, Human 
resources (integrated Workplace Health 
Management). Her current publications are 
Disability Management: Theory, Strategy 
and Industry Practice 5th ed., Occupational 
Health & Safety: Theory, Strategy and 
Industry Practice 3rd ed., and A Practical 
Guide to Psychological Health & Safety 
in the Workplace. dianne also teaches 
the integrated disability Management 
Programs at the university of Fredericton. 

Contributors 
Fay Benard, MN, oHNc, was co-owner and 
president of the EcM Group, a company 
that specialized in the provision of disability 
management, occupational health, and 
travel health services for large and small 
public and private employers. she has been 
an instructor and course developer for Grant 
McEwan community college’s disability 
Management Program. Fay retired from 
active nursing practice in 2012. 

Shelly Bischoff, rN, oHNc, coHN(c), 
cHrP, cHsc, is a senior occupational 
Health consultant to organizations across 
canada. since 1996, she has worked with 
both public- and private-sector orga-
nizations in the areas of occupational 
Health, safety, Wellness and disability 
Management. she is a national speaker 
and an instructor with the university of New 
Brunswick Health & safety certificate, and 
occupational Health Nursing certificate 
programs. E: shelly@ptolemyassociates.com. 

Brenda DeJong, rN, oHNc, coHN(c), 
is the owner and senior consultant for 
WorkWell consulting (established in 1996), 
a British columbia-based organizational 
health, safety and ergonomics service 
provider. With over 30 years of experi-
ence, Brenda specializes in the areas 
of disability Management (including 
attendance Management), organizational 
Health and safety (including legislative 
requirements), and Ergonomics. E: bren-
dadejong@telus.net 

Juanita House, rN, BN, coHN(c), 
oHNc, lNc, is president of Eisan 
consulting inc., an occupational Health 
(oH) and disability Management service. 
she owns and operates an oH clinic in 
downtown calgary, alberta. she and her 
staff of rN oHNs assist clients to develop 
disability Management and occupational 
Health programs based on identified 
workplace exposures and health risks. 

     Juanita has been approved by carNa 
to work as an independent Practitioner in 
occupational Health Nursing (oHN) and as 
a legal Nurse consulting (lNc), providing 
expert opinion and case reviews for lawyers 
and employers in oH and dM practice. she 
develops core curriculum for the university 
of New Brunswick’s (uNB) first distance 
occupational Health Nursing certification 
program and is an instructor. she is also a 
preceptor for students in the university of 
calgary Nursing program and the Grant 
MacEwan university oHN program.  
     Passionate about worker health, 
Juanita is currently pursuing a 
Masters in Health Promotion with a 
focus on the worker population. E: 
www.eisanconsulting.com. 

Eric Stein, rN, MEd, coHN(c), crsP, has 
been an occupational health nurse for 18 
years, having worked in a variety of indus-
tries including health care, petrochemical, 
and the public sector. Presently, Eric works 
as a consultant, training and educating 
workers and organizations on the topics 
of industrial hygiene, health and safety, 
health promotion, and infection control.  
     as well as holding a post degree cer-
tificate in occupational Health Nursing, 
he is nationally certified in canada and 
the usa as a specialist in occupational 
Health Nursing. additionally, Eric holds a 
crsP designation, a Bachelor of science 
in Nursing, and a Master of Education 
specializing in workplace education and 
training. E: cdnrn@planet.eon.net 
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Occupational Health Nurse Entrepreneurs: What Does It Take?

THE NATIONAL CAMPAIGN FOR

BETTER HEARING

Book your FREE 
Hearing Test!

VISIT CampaignForBetterHearing.org OR CALL

1-888-849-4453

We believe everyone over the age of 

60 should get a FREE baseline hearing 

test. You can join us by simply booking 

YOUR test today and encouraging  

your friends to join you. It takes less 

than 60 minutes, you don’t need a 

doctor’s referral, and there’s no cost  

or obligation whatsoever!

Last year more than 200 hearing clinics donated 

$2.00 for every test in order to provide hearing 

aids for those who can’t afford them. We raised 

over $100,000 which provided 42 hearing aids to 

22 recipients across the country! This year we’re 

donating $4.00 for every test with the goal of 

raising over $250,000 for hearing aids. So book your 

test, bring your friends, and together, we can make 

a difference!
Promo Code:

MAG-CFBH-OHNA

Safety Sensitive Assessments & IMEs

Treatment Programs & Services

For more information or
to make a referral, contact us atAccredited with Exemplary Standing

by Accreditation Canada
1.800.387.6198  |  Bellwood.ca

Our Addiction Specialists Can Help You

Manage Addiction in 
the Workplace

Training & Education

Workplace Interventions
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Original KICS, now SIMON Web Forms, will not be affected by these changes to the newly developed KICS software 

 Easy to create online forms 
 Preformatted question types  
 Email notifications of completed pages 

 Unlimited signature capture  
 Unlimited file/document attachments 

 Multi-part forms with unlimited pages –            
+ individual page level security 

 Role-based access and restrictions 
 Further security with page-lock option when 

form is complete 
 Affordable subscription on our server or yours! 

Features: 

KICS was designed to make the process of dealing with 
paper forms and data collection easier.  KICS gives you 
the power to organize an online paperless workflow 
process which can be created and managed by you. 

Provide your clients with the convenience of submitting 
all of your forms, surveys and questionnaires 
electronically.  Minimize filing and data entry time and 
collect information efficiently and accurately.  Ask us 
how KICS can streamline your office and so much more!  

 

 Keep your data secure and 
private with individual page 

security settings  
 

An attainable dream with 
our flexible and intuitive 

interface 

Contact us for more information on KICS and Parklane OH&S 
Software: information@parklanesys.com 

Improve your bottom line—
save unnecessary data entry 

costs, paper and storage  
 

SIMON Web Forms 
 
Supporting the SIMON Module, SWF allows you to 
collect your flu consents (and more) online and imports 
the subsequent data right to the SIMON module. Saving 
countless hours of filing and data entry time - not to 
mention the positive environmental effects!  
 
This online product has become increasingly more 
efficient and streamlined over the years, lending to its 
continued popularity for Flu Season and beyond.  
 
Want to learn more? information@parklanesys.com  
 
 

Keep Information 
Collection Simple 

mailto:information%40%20parklanesys.com?subject=
mailto:information%40%20parklanesys.com?subject=
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The first instrument of its kind, the 
SoundEar®3 – 310 is the ideal tool 
to monitor and map your facility’s 
noise. Not only does the visual signal 
tell employees that they need to wear 
hearing protection if the noise is too 
loud, it also datalogs all sounds that 
are measured! It’s the perfect first 
step in your organisation’s hearing 
conservation program.

See the noise you hear, and prevent 
hearing loss before it starts. 

What if you could SEE the 
noise in your facility? 
 

healthcare@levitt-safety.com  I  www.levitt-safety.com/healthcare  I  888.453.8488

Is nuisance noise an issue? 
The Jabra Noise Guide measure noise levels in open office spaces and introduces a solution that directly 
targets the cause of the noise problem: noisy conversations. Contact us today to learn more. 

SoundEar’s visual noise guides are the first step in a comprehensive hearing 
conservation program. Need more help? Contact us today. 

Noise is one of the most common workplace hazards, but it can be hard 
to identify when sounds reach that critical level. What if you could provide 
your employees an easy visual guide that lets them know when their hearing 
protection is required? It’s finally possible with the SoundEar®3 - 310. 

SoundEar®3 – 310

SoundEar®3 – 300

SoundEar®3 – 320

http://www.levitt-safety.com/healthcare
mailto:healthcare%40levitt-safety.com?subject=
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Four Points Sheraton Hotel | Kingston, Ontario

46th  
AnnuAl 
ConferenCe20  |7

KEEPING WORKERS WELL 

May 24–26, 2017

MARK 
THE 

DATES
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