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1. The problem of work disability  

In industrial countries, the problem of work disability (WD) has received much atten-
tion in recent years [1-5] for many reasons. WD has become an economic problem as 
being shown by the slight rising trend over time in spending on disability and sickness 
programs (in % of GDP) in several Organization for Economic Co-operation and Devel-
opment (OECD) countries for the years 1990-2007 [6]. For example, in Australia, the 
trend in benefit spending is estimated to vary between 1.5 (in % of GDP) in 2000 and 
2.4 (in % of GDP) in 2007 [6]. In Denmark, the spending is estimated to vary between 
2.9 (in % of GDP) and 3.1 (in % of GDP) and in the United States these numbers vary 
between 1.5 (in % of GDP) and 1.7 (in % of GDP) for these same years [6]. In Canada, 
where this doctorate study took place, there has not been a recent rise in % of GDP 
between 2000 and 2007 [6]. However, persons with disabilities are relying more than 
in Europe on benefits from workers’ compensation schemes and private disability 
insurance benefits that are not included in spending on national (tax-based) social 
assistance payments [6, 7]. Work disability is also costly regarding productivity losses. 
In this respect, high numbers of the working-age population is involved in sickness 
absence and disability schemes. In Europe, the Netherlands has among the highest 
recipiency rates (at 8% of the working-age population) within the OECD area in 2007 
[8]. In Canada, around 4.5 % of the working-age population was depending on disabil-
ity benefits in 2007 [7, 8]. In this country, the dependence on disability benefits was 
significantly below the OECD average (6%) and lower than in most OECD countries [7]. 
Access to public disability schemes is relatively tight in Canada. This is partly mitigated 
by private disability benefits which play a more important role in Canada than in sev-
eral other OECD countries [7]. 
 
In addition to focusing on the economic aspects, attention has also been drawn to the 
sociological aspect of work disability. Work disability recipiency seems to be concen-
trated among certain socio-demographic groups. Groups that are overrepresented in 
benefits are women; relatively peripheral working age-groups, chiefly younger and 
older people; those with manual occupation, particularly low and semi-skilled produc-
tion jobs; and those with non-standard employment [8]. The same socio-economic 
groups are mentioned in North-America regarding WD [9]. Low income and poverty is 
a direct consequence [7, 8, 10]. 
 
Exclusion from labour is also a regarded a serious threat for social cohesion. In a recent 
UK study [11] it was argued that “patterns of poverty and social exclusion blight entire 
communities and stunt the prospects of children and young people – the working age 
population of tomorrow” [p. 21]. Having a paid job is thus seen as the main path from 
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social exclusion towards social inclusion [12] in the assumption that this improves 
health [11] and reduces poverty [13]. In welfare states there has been a shift from 
protection to activation in the approach to impairment of (work) function in recent 
years [11, 14, 15]. The ambition is thus to provide support to assist as many people as 
possible who have a disability to participate in the work process in a beneficial, inte-
grative and sustainable way [16, 17]. 
 
An important aspect of reducing work disability is the availability of early interven-
tions. The likelihood of permanent labour market exit rises with the duration of being 
away from the work process [7]. Particularly mental and psychological problems of 
individuals, chronic disorders in the ageing workforce, are seen as causing prolonged 
WD [7, 8]. To prevent mild symptoms developing into more severe and permanent 
ones and to allow access to appropriate return to work (RTW) support when receiving 
a medical diagnosis is regarded as crucial. 
 The current research evaluated a specific work disability policy in a Canadian 
health care setting focusing on early intervention. Before explaining the policy under 
evaluation and our approach, first a short overview of the diverse national and organi-
zational policies to reduce work disability will be given and next, the specific care of 
work disability in health care will be addressed.  

2. To approach work disability  

Many countries have developed legislation to reduce the length of the work disability, 
or in other words, the sickness absence1 duration. The legislative measures used to 
promote (early) work re-integration of workers with incapacities (the inability to work 
due to sickness or injury) include: tightening of disability criteria; financial incentives 
for RTW; adjusted work and support [5, 7, 18]. Tightening of disability criteria includes, 
for example, explicating the criteria of access to disability benefits [5] and shorter 
payment duration [7]. Financial incentives include compensation for employers in case 
of reduced productivity, higher compensation during early stages of work disability 
etcetera [6, 19]. Adjusted work and support can be encouraged by sanctions. For ex-
ample in the Netherlands, the employer might have to pay the wages of the absent 
worker for another (third) year if employer’ RTW attempts are deemed incomplete 
[20]. In Canada, with regard to early work re-integration, financial incentives are pro-
vided for employers to prevent compensation cases and return workers back to work 

                                                                 
1 In Europe, work disability is often referred to as sickness absence. Even though the concepts are not entire-
ly interchangeable, the legislative measures used to promote early work re-integration of workers with 
incapacities that are to guide work re-integration policy are similar.   
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before full recovery of either their incapacities has taken place [21]. Other national 
measures are professional guidelines [e.g., 22, 23] as well as professional education 
[e.g., 24]. 
 
The current research focuses on the evaluation of a specific organizational policy 
aimed to reduce work disability. Organizations often offer a mix of approaches at vari-
ous levels, -individual, organizational and a combination thereof-, to promote RTW in 
case of work disability [25, 26]. Individual approaches mainly focus on prevention ser-
vices, which are broad and can include, for example, safety programs and education, 
ergonomic services, health promotion, employee assistance programs and wellness 
services [27]. Organizational approaches mainly focus on promoting prevention and 
rehabilitation, which requires employers to commit to a supportive workplace climate, 
modified work, open and positive communication channels and the development and 
implementation of RTW policies including job accommodations, transitional employ-
ment, salary replacement elements etc. [27, 28]. Demonstrated decreases in work 
disability duration suggest and some research underscores that mixed organizational 
policies, often referred to as disability management (DM), have some effect in reduc-
ing WD [29-33]. Still, many problems are identified and especially workers are at times 
disappointed in the type and amount of support they get [26, 34]. One of the reasons 
for this failure might be that policies and RTW interventions seem not suitable adjust-
ed to employers’ and workers’ needs and circumstances in practice [26, 35-39]. One of 
the responses to these bottlenecks is that employers and workers (representatives) 
are encouraged to get involved in policy making: the so-called bipartite policymaking 
approach. It is assumed that this leads to improved policies [40-42], however, to our 
knowledge, this has not been evaluated yet. The question is whether this approach 
functions for addressing WD, in other words does it help to develop a shared under-
standing of the problems underlying the bottlenecks in early return-to-work interven-
tions? The return to work policy studied in this PhD thesis had been formulated with 
this bipartite approach. This thesis therefore investigates how and whether the result 
of this bipartite policy formulation combats the complexity of WD problems from the 
different perspectives of various stakeholders in a specific setting. A qualitative ap-
proach was chosen to be able to study the perspectives in-depth and in context. Be-
fore discussing this qualitative study more in depth, a description of our selected spe-
cific setting follows by addressing a few specific aspects of the Canadian healthcare 
workforce and work disability prevention and the policy under study. 
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3. The healthcare workforce  

The setting for this research is the healthcare sector. Its workforce faces a higher risk 
for WD compared to other industries [43-45]. Workers in the healthcare sector are 
potentially exposed to a wide range of health and safety hazards including: infectious, 
chemical and physical agents (allergies, exposures); ergonomic hazards associated with 
patient handling; psychological hazard (stress); workplace violence; and risks associat-
ed with changing organization of work (increased job complexity, increases in the 
number and acuity of chronic patients, cost containment and downsizing that alter the 
nature of work and the resources available to workers to do their work) [43-45]. 
 
In Canadian healthcare, the reported work-related musculoskeletal injuries have been 
as high as 60% and 72% for upper-body and lower-body symptoms respectively in 
workers [44]. These numbers and trends regarding incidence rate of sprains and strains 
involving days away from work in the healthcare sector are comparable to those in 
Europe [46-47] and the US [43]. Canadian healthcare workers report increasingly men-
tal and psychological problems, which is in line with the international trend. Psycholog-
ical distress in this particular workforce is associated with patient violence, aggression, 
high workload and other factors [44]. 

4. Work disability prevention in Canada and the policy under study 

In Canada, policy making regarding WD in the public healthcare sector takes place at 
three main levels: federal Government, provincial Government and regional health 
organizations [48]. The federal Government is responsible to design and develop social 
security systems to maintain and regulate society [49]. Based on social security legisla-
tion, provincial Government and regional health organizations in British Columbia (BC) 
are authorized to develop provincial policy on WD in the healthcare sector [50]. In 
turn, each regional health organization, there are six health authorities in BC depend-
ing which year you check, is given authority to develop policies and procedures or 
programming to tackle the complexities of WD related issues in their own jurisdiction 
[50]. The studies in this thesis were performed in BC Healthcare. 
 
For all BC residents, basic healthcare costs are covered on the basis of a public 
healthcare system [51]. In addition, employers are responsible for disability benefits 
for workers who experience work-related, industrial injuries and occupational diseases 
under federal Occupational Health & Safety Regulations [52] and their respective pro-
vincial Workers Compensation Act [53]. If sickness absence is deemed to be not work-
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related or is the result of a motor-vehicle accident that is non-work related, there are 
various other insurance and benefits systems available. Social security arrangements in 
Canada are thus complex and not organized in a joint-up way [7]. 
 With that in mind, in early 2000, return-to-work (RTW) policy was developed for 
the healthcare sector, taking an individual and organizational approach, in line with the 
international trend [25, 26]. Between 2003 and 2007, some evidence was found that 
bipartite policy making is effective in terms of measurable RTW outcomes targeted at 
reporting sick for work, claim duration, worker’ satisfaction and cost savings [30-33, 
54]. As it goes, RTW policy had been redesigned as part of on-going collective bargain-
ing process for provincial collective agreements 2010-2012, whereby the bipartite 
arrangements were signed in January 2009 and put in place in April 2009 as a joint 
pilot program [55]. Recently, some initial evidence was found that bipartite policy 
making is effective in terms of measurable RTW outcomes targeted at reporting sick 
for work, claim duration and cost savings [55]. It is not clear yet whether the results 
can indeed be ascribed to the bipartite policy formulation and insight how bipartite 
policy formulation translates into practice is lacking.  
 
In the specific BC Healthcare RTW policy under study, both the manager and individual 
workers are expected to participate in early intervention, wherein absent workers 
should reintegrate before full recovery of either their incapacities has taken place. An 
organizational structure to support both the manager and worker in early intervention 
includes a workplace-based disability management professional (DMP) (so called: case 
manager). These professionals are expected to contact the worker to request partici-
pation in RTW activities and ask for the worker’s input in RTW planning (e.g., perceived 
limitations for work on either a straightforward plan for less than six weeks in duration 
or a complex plan for longer than six weeks). These professionals are also expected to 
ask for the manager’s input in RTW planning (e.g. suggest adjustments on the plan). 
The DMP is thought to support the workers and employers (frontline managers) to 
complete their responsibilities in RTW and guide them through the various complex 
systems as well as focus on combining the different, may be even opposing perspec-
tives of the workers and managers on the plan. Providing support and guidance plus 
focusing on getting the potential differing perspectives on the plan is supposed to get 
done in consultation with the local trade union representatives. The bipartite policy 
formulation in this setting thus draws a parallel between place-based disability man-
agement staff and trade union representatives’ involvement when carrying out the 
policy in practice.  
 RTW programming is meant to include access to various support services (e.g., 
ergonomist, workplace rehabilitation advisors, -whom have a range of specialties to 
assess limitations the worker has to meet work demands). This is mostly done because 
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the employer (frontline manager) has an obligation to make every reasonable effort to 
find a way to accommodate the worker (e.g., make a supernumerary (‘extra’) worker 
available upon RTW, carefully scrutinize their workplace for potential jobs into which 
the worker can be placed or, if equipment is required, investigate the cost of purchas-
ing such equipment, provide access to internal human resources to help with the im-
plementation of work -, job accommodations and further care. 
 The DMP must obtain consent of the workers’ physician for re-integration at the 
workplace. They also must seek funding approval by insurers (e.g., workers compensa-
tion agencies, private disability benefits institutions) or by the employer (e.g., human 
resources) for needed support in RTW. External health and safety programming ser-
vices may help with the implementation of work-, job accommodations and further 
care (as described above). Whether bipartite involvement in RTW policy formulation 
enhances practicability in terms of experienced effectiveness in a Canadian healthcare 
setting is not evaluated yet. That is what is evaluated in this thesis. 

5. Theoretical focus of this study 

In this thesis, a policy evaluation approach is taken. A basic distinction in the policy 
process that is often made is that between agenda setting, policy formulation, policy 
implementation and policy evaluation (see figure 1, based on Buse et al. [56]). Our 
research centers on the evaluation of the implementation of a specific policy as expe-
rienced by the various stakeholders. This contrasts with an effect evaluation that fo-
cuses on outcome parameters (e.g., duration of work disability).  

 
Figure 1. Diagram of the policy process (based on Buse et al. [56]) 

 
In BC Healthcare a bipartite policymaking approach is used and worker and employer 
representatives are involved in policy formulation to enhance practicability [50]. In 
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general, it has been demonstrated that workers focus on their health, financial stability 
and happiness while employers focus on financial viability, workforce productivity and 
satisfaction, safety/security and their public image [57]. Explorative research in the 
context of BC Healthcare shows that, as in other contexts, both representative groups 
indeed have different, almost opposite interests. The worker representatives from the 
trade unions consider protection of workers’ rights of the utmost importance. Their 
aim is to try to regulate and standardize the process as far as possible, as the explica-
tion of tasks and responsibilities of workers and employers can protect workers from 
arbitrariness and potential manipulation by employers [50]. The employer representa-
tives from the health organization emphasize the importance of focusing on efficiency 
and practical solutions per regional health organization [50]. Thus, the basic distinction 
is that between defending workers’ rights and the ‘rights’ (or rather effectiveness) of 
individual organizations. The BC healthcare RTW policy tried to combine these differ-
ent aims.  
 
The focus of the current study is to investigate how this policy, that is the result of a 
bipartite process, is experienced by the different stakeholders. Stakeholders we stud-
ied were ‘designers’ – those stakeholders who formulated the RTW policy (study 1), 
and ‘deliverers’ and ‘receivers’ – those stakeholders who implemented the RTW policy 
in practice (study 1-4). 
 
To study how the policy is experienced, a social constructivist view on the policy pro-
cess is taken, which starts with the assumption that policy often turns out differently 
and in unexpected ways in practice [58, 59]. This is the case because policies consist of 
abstract rules that are based on broad assumptions of the situations they have to gov-
ern. In practice, stakeholders have to give meaning to these rules. They apply the ab-
stract rules from the policy to concrete individual cases [58, 59]. Rules do not deter-
mine their application but have to be interpreted and professionals have more or less 
discretionary space. This process of interpretation in practice is influenced by means of 
professional norms, social costumes, peer norms, moral beliefs and existing practices 
[38, 39, 58-61]. Local understandings or interpretations of rules by those involved in 
determining the best action also counts for transformations in policy. Discretionary 
space allows transformation of the policy. From a social constructivist point of view, 
this room is not a mistake of the rules as such but thought necessary to allow for in-
cluding individual differences and contextual circumstances in decision-making pro-
cesses to enhance fairness in social security processes [60]. Depending on the com-
plexity of the situation that is governed by the rules, more or less discretionary space is 
needed to enable stakeholders to apply them. Thus, application of rules from a policy 
is a highly contextual and dynamic enterprise [58]. How the rules in the policy are 
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given meaning in practice and how the discretionary space is experienced and handled, 
needs to be studied in the specific context of a specific policy. 
 Some research on the interpretation and transformation of rules regarding RTW 
has been done, which demonstrate the limited reach of policy in practice due to vari-
ous reasons and which offer handles to improve policy and practice [38,39]. 

6. The research in this thesis 

Below the aims, research questions and methodology is explained. 

Aims and research questions 
The aim of this study was to investigate whether the BC Healthcare RTW policy is expe-
rienced as successful by the stakeholders. This was done by first getting more insight in 
the exact differences in perspectives of the stakeholders on the policy, including the 
designers. Second, detailed understanding of how the policy was experienced by re-
ceivers (workers) and deliverers (frontline managers, disability management staff and 
trade union representatives) was gained.   Our research questions focused on how the 
stakeholders experience the RTW policy and these were addressed in four studies:  
- What are the various stakeholders’ appreciations of the BC Healthcare RTW poli-

cy? (study 1) 
- How are the workers experiencing their new role in work reintegration trajectories 

and to what extent do they appreciate the policy? (study 2) 
- How are the employers, that is the frontline managers or supervisors, experienc-

ing their new role in work reintegration trajectories and to what extent do they 
appreciate the policy? (study 3) 

- How are the occupational health professionals, that is the disability management 
staff and trade union representatives, experiencing their new role in work reinte-
gration trajectories and to what extent do they appreciate the policy? (study 4) 

Methodology 
Qualitative research methods were selected because we considered this the best 
method, given that we intended to gain insight in stakeholders’ experiences with im-
plementation of RTW policy. We wanted to focus on the process of meaning making, 
and to get an in-depth understanding of their experiences. 
 
To support data collection, (former) Occupational Health and Safety Agency for 
Healthcare (OHSAH-a provincially funded and bipartite-governed social services agen-
cy, in combination with university-affiliated researchers), BC, Canada was approached 
to collaborate in this doctorate study. In addition, two regional BC healthcare organiza-
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tions were contacted to participate in the studies, that were organized in two phases. 
In the first phase of this study we aimed to get a general overview of similarities and 
differences in perceptions of stakeholders on the bipartite agreed-upon RTW policy 
(chapter 2) at one small rural healthcare site (a geographical region in this province 
which holds small towns and has low population density, located outside the Lower 
Mainland). Because of the experienced short comings of the RTW policy in this small 
rural setting and since the BC Healthcare organizations varied in terms of role in RTW 
policymaking in this province, we then aimed to get detailed understanding of how the 
(reformed) bipartite agreed-upon RTW policy was experienced by stakeholders in an-
other setting. In the second phase of this study (chapter 3-5), we thus selected a large 
considered provincial leading BC Healthcare organization and urban healthcare site (a 
geographical region called the Lower Mainland, which holds the main cities (e.g., Van-
couver and surroundings) in this province and has high population density). Further-
more, three trade unions in BC healthcare agreed to facilitate this work. With local 
support of these various institutions, administrative materials on work disability and 
RTW were reviewed to gain understanding of local RTW policy-as intended. 
 
The data collection methods we used in the studies, were individual semi-structured 
interviews with various stakeholders about RTW policy in practice. 
 In selecting participants for individual interviews, purposive and snowball sam-
pling strategies were used to maximize variability of experiences, including negative 
experiences. Feedback loops were put in place to optimize recruitment and the inter-
view questions. 
 
Qualitative analyses of the collected data were completed to gain deep insight into 
stakeholders’ perspectives [62-64]. In the first study, a somewhat different analysis 
was used compared to the other studies.  In this study, also participant observations in 
provincial and local stakeholder meetings and notes of the discussions in the focus 
group meetings were included. By structuring data, identifying themes, initial coding 
and categorizing experiences and perceptions [65] we reconstructed stakeholders’ 
ideas on work disability leading to sickness absence, on possible solutions to address it, 
and the effectiveness of current program services at this evaluation site in our analysis. 
In studies 2-4, inspired by ethnographic approaches [66, 67], we reconstructed imple-
mentation of RTW policy, based on stakeholders’ experiences, their actions and practi-
cal reasoning in our analyses. Firstly, by structuring data, identifying themes, initial 
coding and categorizing experiences and perceptions [65] we aimed to unravel the 
stakeholders’ perspectives on bottlenecks and how these affected RTW. Secondly, we 
reconstructed patterns to interpret experiences and perception on challenges and 
opportunities [68]. Our interpretative analyses [62, 66, 67] focused on the role of legis-
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lation, policy, organizational characteristics and the individual context on involvement 
in RTW planning. For this thesis, various review processes were put in place to ensure 
the accuracy of the descriptions, emerging themes, and revealed arguments (continues 
consideration of the data, comparing coding, comparing situations, relations and pat-
terns of themes). 

7. Outline of the thesis 

In this thesis a bipartite agreed-upon RTW policy, that was implemented in BC 
Healthcare in Canada, is evaluated. The aim of bipartite involvement in RTW policy 
formulation is to include the workplace and worker perspectives in the assumption 
that this results in policies that are more workable in practice [40-42]. The aim of this 
study was to investigate whether the BC Healthcare RTW policy is experienced as suc-
cessful by the stakeholders. We examined stakeholders’ perspectives and investigated 
this from a social constructivist view. Chapter 2 presents a study on local stakeholders’ 
(designers, deliverers, receivers) perspectives on RTW and the RTW practice in general 
(research question 1, study 1). Chapter 3 presents a study on how various workers 
(receivers) experienced RTW policy, in particular input in decision making processes in 
RTW planning (research question 2, study 2). Chapter 4 presents a study on how a 
number of frontline managers or supervisors (deliverers) experienced RTW policy, in 
particular input in decision making processes in RTW planning (research question 3, 
study 3). Chapter 5 presents a study on how different occupational health profession-
als, that is disability management staff and trade union representatives (deliverers), 
experienced RTW policy, in particular to bring varying worker and managers’ perspec-
tives forward; and on individual RTW plans (research question 4, study 4).  In the gen-
eral discussion, chapter 6, an overview of the main findings will be provided and the 
results will be discussed. Furthermore, recommendations for future research will be 
offered. In addition, recommendations for practice will be provided.  
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Abstract 

Introduction: Workplace disability prevention is important, but stakeholders can differ 
in their appreciation of such interventions. We present a responsive evaluation of a 
workplace disability prevention intervention in a Canadian healthcare organization. 
Three groups of stakeholders were included: designers of the intervention, deliverers, 
and workers. The aim was to examine the appreciation of this intervention by analyz-
ing the discrepancies with respect to what these various stakeholders see as the caus-
es of work disability, what the intervention should aim at to address this problem, and 
to what extent the intervention works in practice. 
 
Methods: A qualitative research method was used, including data-triangulation: (a) 
documentary materials; (b) semi-structured interviews with the deliverers and workers 
(n = 14); (c) participatory observations of group meetings (n = 6); (d) member-checking 
meetings (n = 3); (e) focusgroup meetings (n = 2). A grounded theory approach, includ-
ing some ethnographic methodology, was used for the data-analysis. Results Stake-
holders’ perceptions of causes for work disability differ, as do preferred strategies for 
prevention. Designers proposed work-directed measures to change the workplace and 
work organizations, and individual-directed measures to change workers’ behaviour. 
Deliverers targeted individual-directed measures, however, workers were mostly seek-
ing work-directed measures. To assess how the intervention was working, designers 
sought a wide range of outcome measures. Deliverers focused on measurable out-
comes targeted at reducing work time-loss. Workers perceived that this intervention 
offered short-term benefits yet fell short in ensuring sustainable return-to-work. 
 
Conclusion: This study provides understanding of where discrepancies between stake-
holders’ perceptions about interventions come from. Our findings have implications 
for workplace disability prevention intervention development, implementation and 
evaluation criteria. 
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Introduction 

Work disability is a major problem in western industrialized countries, from the per-
spective of individual burden, public health, and economic costs. Long-term absence 
due to disability particularly contributes to these costs [1]. In Canada, as in many other 
countries, the largest numbers of days lost from work were recorded for full-time em-
ployees in health occupations in 2008 [2]. Illness and disability among healthcare 
workers in British Columbia (BC) costs an estimated one billion dollars annually [3]. 
 Work disability prevention and return-to-work of workers who report sick is a 
complex phenomenon [4]. In the healthcare sector in BC, a workplace-based initiative 
called the ‘Prevention and Early Active Return-to-work Safely’ (PEARS) program was 
introduced in 2001. To meet the complexity, this intervention was designed by the 
Occupational Health and Safety Agency for Healthcare (OHSAH) in BC (a governmental 
agency with bipartite -employer and (labour) union representative- governance) in 
collaboration with affiliated researchers, and local employer and union representatives 
at a regional healthcare organization [5, 6]. The reason for the bipartite involvement in 
designing this workplace-based intervention was that earlier studies [5-8] demonstrat-
ed the importance of an integrated workplace-based and work-focused approach, 
which is built around recognizing the importance of getting all the stakeholders in-
volved in effective communication.   
 The intervention thus was designed to include primary prevention strategies to 
prevent work disability from occurring, as well as secondary and tertiary prevention 
strategies to reduce time-loss and to support return-to-work after a sickness absence. 
The focus of the PEARS program was work-related musculoskeletal disorders. The 
specific interventions involved individual and work- directed measures, and ‘20 princi-
ples’ – a basic-framework or set of rules to guide the intervention in practice [9]. 
 Quantitative evaluation of this intervention showed a reduction in work time-loss 
of registered nurses by 27-40% (depending on the comparison year), and reduced 
costs of claims by 27- 44% [10, 11]. The basic framework of this intervention had been 
disseminated to other regional healthcare organizations province-wide. The PEARS site 
of this study had significantly lower average days lost per time-loss claim (30% reduc-
tion) and had significantly lower average compensation costs per time-loss claim than 
non-PEARS sites (23% reduction) [12, 13].  
 What is not known from the above evaluations is ‘how’ this work-place interven-
tion is appreciated by the different stakeholders. In order to attune policy with local 
workplace needs, stakeholders’ perceptions about program workings in workplace 
reality ought to be considered [13-19]. 



26 

Aim 
The aim of this article is to examine various stakeholders’ appreciation of the interven-
tion by analyzing the discrepancies between what these stakeholders see as the causes 
of work disability, what the intervention should aim at to address this problem, and to 
what extent the intervention works in practice. 
 Further, through collaboration with local stakeholders this inquiry aims to im-
prove and refine program implementation, which may in turn improve its longevity 
[19-21]. Analysis of discrepancies between relevant stakeholders and unraveling ten-
sion between policy and practice can further improve intervention effectiveness [22].  

Theoretical Framework 
According to Guba & Lincoln [19], how stakeholders judge the worth of an intervention 
largely depends on the degree to which this intervention aims to change what they see 
as the causes of the underlying problem that needs to be addressed. In social construc-
tivist terms, the formulation of a problem is a social construction, reflecting how we 
make sense of patterns of difference between people [23]. Stakeholder’ ideas on pos-
sible solutions to address a problem logically follow their ideas about underlying 
cause(s) [19]. 
 The topic of our evaluation is an intervention for preventing work disability, often 
referred in the literature as sickness absence. Explanations of sickness absence have 
traditionally followed a ‘reductionist’ approach and medical model to treat ‘disease or 
illness’; assuming that lay people, in this case healthcare workers who report sick from 
work, will respond to ‘prescribed’ treatments and life-style changes [24]. In recent 
scientific literature, the causes for sickness absence are attributed to (a) the individual 
worker; and/or (b) workplace/job-station; and/or (c) work organization. In relation to 
conceptualizing disability prevention, there seems to be a shift away from workers’ 
personal characteristics (physical and psychosocial factors) towards the interaction 
between the worker and the workplace environment, compensation, and healthcare 
delivery system in addressing this societal problem [1, 25]. Even though, workplace 
interventions often focus their strategies on the individual workers’ behaviour [26]. 
 Literature suggests that those who design an intervention (planning) often do this 
with a different rationale or perspective than those who are impacted, that being the 
workers in the workplace [19]. Moreover, program deliverers, this being executers of 
the planning in the workplace, are charged with translating the policy into daily prac-
tice. Designers and deliverers might all have different norms and values than the 
workers who are most impacted by strategic policy on work disability [20, 21, 27].  
 In the intervention studied, employer and union representatives were expected to 
contribute to the design of the intervention, which was intended as the axis for a para-
digm shift in the domain of work disability prevention [28]. Traditionally however, 
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employer and union representatives do not regard each other as ‘natural’ partners in 
formulating policies, such as disability prevention interventions. Disability prevention 
might be regarded as a political arena where differences in perspectives of employer 
and union representatives exist in relation to perceived power differences. 
 Several authors argue that to ensure success of interventions, the interventions 
should reflect the diverse interests of societal stakeholders i.e. those of laypersons, 
administrators, clinicians and scholarly researchers [14-21, 25, 28, 29]. Building collab-
oration between various stakeholders, however, is often difficult, and action frequent-
ly breaks down [30].  This study intends to illuminate where and how stakeholders’ 
differences in perspectives on disability prevention interventions originate and are 
perpetuated. 

Methods 

Qualitative research methods are shown to be useful when exploring stakeholders’ 
perceptions [31]. Data for this study were collected between 2006 and 2008, in one 
regional health organization in BC that includes a regional hospital, a community hos-
pital and a community health centre. Data triangulation was used to secure an in-
depth understanding of stakeholders’ perceptions. This included five types of data 
collection:  First, administrative and background documents, which included PEARS 
principles and guides, scientific articles on the intervention and internal evaluation 
reports on the PEARS program, were reviewed, by first author KM, to develop an un-
derstanding of the views and intent of the designers of the program.  
 Second, we conducted individual semi-structured interviews to ascertain the 
perspectives of deliverers executing and workers receiving services. Purposive and 
snowball sampling strategies were used to maximize variability of ideas and obtain 
information from the full range of stakeholders, including those with negative experi-
ences. Interviews were taped and transcribed verbatim. To be included in this study, 
participants had to be adults over 18 years old and belong to one of the three above 
mentioned stakeholder groups. 
 Program deliverers (n= 10; those who were responsible for executing policy on 
disability prevention, including implementation and evaluation) included: (a) bipartite 
committee members including employer and union representatives (n=3), Occupation-
al Health and Safety (OHS) director (n=1) and staff (n=3; who performed the initial 
assessment of workers who reported sick from work, determined program eligibility, 
and coordinated return-to-work); (b) work-place based physiotherapists (n= 3; who 
provided physiotherapy services and return-to-work planning).    
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The workers (n=4) included registered nurse(s), licensed practical nurse(s) and lab 
technician(s).  Types of injuries included work-related musculoskeletal disorders of the 
back, shoulder(s) and shoulder-neck, based on physician’s medical diagnoses. 
Participants in the interviews included 14 women, all between 30 and 60 years of age 
with a considerable range of working experience in the healthcare sector.  All partici-
pants took part in the intervention between 2005 and 2008. Individual interviews last-
ed until saturation of information was reached. 
 Third, the principal researcher participated in local bipartite committee meetings 
(n= 3), and annual OHSAH-PEARS meetings (n=3) that included designers, and prov-
ince-wide program deliverers. She made notes of spoken discourse on justifications, 
explanations, motives of actions among and between stakeholder groups. 
 Fourth, notes of spoken discourse during within stakeholder groups i.e. workers 
only (n=3) were made. Fifth, notes of spoken discourse during participatory observa-
tions of focus group meetings (n=2) between stakeholder groups were made. (See 
Table I for all five types of data collection) 
 

Table 1 All five types of data collection 

 Stakeholders involved in disability prevention at this workplace 

Those who  
designed the 
intervention 

Those who delivered 
the intervention 
 

Those who 
received the 
intervention 

 
Data collection 

 
OHSAH 
Employer and      
employee          
representatives 
 

 
Bipartite Committee 
  OHS director 
  and program staff 
  Front-line manager 
  and union representa-
tives 
 

 
Work place based 
physiotherapists  

 
Workers 

Documentary mate-
rials 

    Central PEARS 
      documents 

Local PEARS documents                           - 

Individual semi 
structured   inter-
views 

 - N = 7 N = 3 N = 4 

Group meetings N = 3   N = 3   

Member checking  - N = 1 N = 1 N = 1  

Focus group meet-
ings 

 N = 2   
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Data Analysis 
The administrative and background documents and the transcribed texts of the inter-
views were analyzed [19, 32]. The emerging themes were identified and categorized 
using an open coding system, deriving and developing concepts from the data. Peer 
review for checking of codes was carried out by researchers outside the setting of this 
study. Then, a constant comparison of the concepts, to assess the similarities and dif-
ferences between stakeholders’ perceptions, was conducted [33]. 
 Next, separate within stakeholders group discussions were held (member-
checking) with the deliverers and the workers to present the preliminary findings, 
including obtaining feedback on the interpretation of the data to ensure accuracy and 
increase credibility of the analysis [34, 35]. These meetings were used to introduce 
differing perspectives (on causes, solutions and workings) to each stakeholder group. 
The meetings were followed by between stakeholder group meetings with the deliver-
ers and workers combined to prioritize issues that needed to be addressed and to find 
shared solutions to improve the implementation of the local intervention. To facilitate 
a democratic-process for decision-making, the nominal-group technique was used to 
structure the meetings [36]. 
 Finally, with ethnographic methodology [33, 37] we reconstructed patterns in 
similarities and differences in stakeholders’ perceptions. Here, the stakeholders’ per-
ceptions were interpreted in terms of existing theories explaining sickness absence in 
scientific research; unraveling what sorts of differences in problem definitions regard-
ing sickness absence are visible. Next, emerging patterns regarding perceptions on 
solutions and the perceived impact of this intervention were re-created. AY, original 
key designer of the PEARS program reviewed and discussed interpretation of docu-
ment analysis to ensure accuracy. Thus, based on assembled evidence, we recon-
structed stakeholders’ ideas on work disability leading to sickness absence, on possible 
solutions to address it, and the effectiveness of current program services at this evalu-
ation site in our analysis. 
 Computer-assisted qualitative data analysis (NVivo) was used to facilitate struc-
turing and coding of data, and to explore relations [32-35, 37].  

Ethical Considerations  
Two research ethics boards approved this project. Participants were made aware they 
were free to refuse to participate. Written consent was obtained before the interviews 
took place. Participants were requested by the research study team to keep all group 
discussions confidential, but were aware that the researchers could not guarantee this. 
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Results 

We present stakeholders’ perceptions on what, according to them: (1) are the causes 
of work disability (their problem definitions); (2) should the solutions be to address 
these problems; 
and (3) to what extent this workplace intervention works in practice. 

Views on Problem Definitions 
Stakeholder groups defined the causes of work disability in similar ways however their 
emphasis differed. All stakeholders explained work disability as a lack of proper 
equipment usage, and/or individual behaviour such as skills in using equipment 
properly. Hereby, deliverers emphasized the attribution of work-related musculoskele-
tal disorders as a result of ‘poor’ health of the worker i.e. general fitness and an ageing 
workforce. 
 

/ . . . / we’re aging, I think we’ve all got aging bodies and we all have probably been 
lifting things, stuff, for years. (Interview 2) 
 
/ . . . / start out with older staff, older staff as we age, I don’t necessarily think 
they’re necessarily more prone to injury but they may, and this goes for all staff and 
not, so maybe more physically fit than others and being able to carry out the duties 
with their position, so certainly physical fitness has something to do with it. (Inter-
view 3) 
 

All stakeholder groups also defined the cause of work disability as a result of physical 
working conditions, improper job-station ergonomics and work-place organization 
such as work pressures. Hereby, workers emphasized the attribution of work-related 
musculoskeletal disorders as a result of a high turn-over rate of frontline managers and 
co-workers which impacted getting the necessary support to deal with work pressures 
on the floor and having a say in the health organization.  
 

I guess we can go to our manager but I mean, I find that we’re had 7 managers in 
10 years / . . . / and we’re rotating through all this new staff all the time, every 2 
months or so we rotate through 4 staff, for different rotations right, so your always, 
like, okay; who am I working with? You don’t get to know how they lift, you don’t 
know, do you know what I mean. It’s difficult/ . . . / the thing is it’s too hard on the 
floor to have all these new managers and then not being supported. (Interview 8) 
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Designers and deliverers largely explained that returning to work could be predicted in 
specific time phases i.e. acute, sub-acute, or chronic phases after reporting sick. De-
signers and deliverers also both attributed return-to-work to workers’ skills, to be 
influenced through individual-directed measures i.e. education, and exercises. 
 Deliverers moreover attributed return-to-work to workers’ motivation, attitude 
and personality. In this view, return-to-work is to be influenced through individual-
directed measures i.e. persuasion, demonstration, goal setting and re-assurance to 
change the worker. 
 Designers and deliverers agreed that these individual-directed measures were to 
be supported by work-directed measures i.e. job station modifications and workplace 
organization directed measures i.e. temporary exemption of duties and hours. One 
deliverer put it like this: 
 

Two different kinds; the work site assessment basically starts head-to-toe, looking 
at awkward postures, what force, what equipment is in place, what are the risks, 
that’s pretty much where it starts / . . . / And recommendations are made, you 
know here is plan A, here is plan B, plan C, because lots of times we can’t just engi-
neer the problem out, so it might be here is a ‘retrofit way’ to handle this in the in-
terim, but you may need to consider renovating, because this is an issue and it will 
be an issue for all of your staff / . . . / but the assessments are not just about the 
physical environment, often times your assessment will take into administrative is-
sues, so, if it was a so called work load. (Interview 11) 
 

In contrast, workers perceived that return-to-work was largely dependent on their 
physical discomfort - that is the extent to which they can “make it through the day”. To 
support their ability to “make it through the day”, work-directed measures were need-
ed, including front-line manager and co-workers support, and a reduction of work 
pressure on the entire floor. Moreover, according to workers, sustainable return-to-
work depended on permanent work-directed measures i.e. ‘no-[patient] lift’, staffing 
level and teamwork thus organizational policy changes. 

Views on Possible Solutions 
All stakeholders agreed on the importance of a safety work climate in the workplace. 
This was defined as a work climate that included cooperation and trust between man-
agement and unions to address work disability. 
 As part of this work climate model, the intervention was designed to have a 
strong primary prevention component, linked to the secondary prevention approach. 
Designers included primary prevention strategies (prior to reporting sick) including a 
work-site assessment, to be offered as a continuum by the health organization. Here, 
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recommendations for individual and work-directed measures were to be given by a 
work-place based occupational health and safety program staff.  
 Designers emphasized next to a primary prevention focus, a two-pronged ap-
proach combining individual and work-directed organization of secondary prevention 
strategies to support return to work. To achieve this, designers proposed a step-wise 
approach with detailed ideas about specific steps: early contact with the worker re-
porting sick from work; a work site assessment, including work-place based occupa-
tional health and safety program staff, the front-line manager, the relevant union rep-
resentative; and the option of workplace-based physiotherapy services. Most steps 
were to include individual and work-directed measures. 
 Deliverers agreed with this view in that they executed a two-pronged approach 
combining individual and work-directed organization of secondary prevention strate-
gies to support return to work. 
 OHS program staff (part of deliverers) viewed that by making recommendations 
for work-directed measures for a worker returning to work to the frontline managers, 
they supported return to work. Deliverers viewed that as the front-line manager im-
plemented work-directed measures for the returning worker, co-workers would also 
benefit from this measure. Here, deliverers linked their secondary prevention service 
with the primary prevention component of the intervention. 
 Workplace-based physiotherapists (part of deliverers) however focused solutions 
on individual-directed measures such as (medical) re-assurance, and emphasized to 
influence the workers’ behaviour [read: decision] to return-to-work. 
 Interviewed workers reasoned that recommendations for work-directed 
measures coming out of a work site assessment would act as convincing information or 
evidence for the front-line manager to make changes to the workplace/job-station. 
One worker put it like this: 
 

/ . . . / needs a new [workplace] room as it is too confined and apparently, there is 
not enough money in the budget to make any improvements.  How else do we know 
to be able to access a work-site assessment to help with the process of trying to 
convince the higher up?  Or is this program not accessed for that reason? Maybe we 
are off topic? (Focus group meeting 1) 
 

Workers viewed that that workplace- based physiotherapy services were to ameliorate 
their physical discomfort – in the short term to treat the musculoskeletal injury and 
offer professional advice – to ensure sustainable return to work in the long term. 
Workers appreciated receiving this workplace-based service without the involvement 
of (perceived as particularly unpleasant) insurance personnel i.e. from WorkSafeBC. 
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 All stakeholders agreed that early graduated return-to-work services were to 
ensure the worker would stay connected and participate at the workplace. Designers 
and deliverers both agreed return-to-work was also important to reduce costs and 
increase productivity. 
 

We were paying a lot of these folks sick leave to stay at home and do nothing when 
we could be paying them to be at modified work. (Interview 10) 
 

Designers and deliverers differed in the interpretation and meaning of bipartite in-
volvement. Designers and some local bipartite committee members (part of deliverers) 
were in ‘receive-mode’ with the aim to obtain feedback and ideas from these stake-
holders ‘bottom-up’ to improve the intervention’ workings. 
 

Well, I mean you can sent a piece of paper, but that will never get read, you can 
sent an e-mail, they get about a 100 a day, and there’s all this nuances. I think and 
there is no opportunity to ask questions usually so I think a face to face is a way 
better route to go. I look at a lot more networking than a formal presentation. Let-
ting them know what the possibilities are, allowing questions and answers, you 
don’t get that with the other kinds of things, other stuff. (Interview 10) 
 

However most bipartite committee members (part of deliverers) were in ‘top-down 
transmit-mode’, with the aim to find support for their activities among frontline man-
agers and union representatives during bipartite meetings. 
 
To summarize, stakeholders agreed on possible solutions to support return-to-work, 
however differed on their prioritization. It also included differing prioritizing individual 
and work-directed measures in relation to the return-to-work process, including im-
plementation.  

Views on Program (Component) Effectiveness 
Designers, OHS bipartite committee members (part of the deliverers) valued monitor-
ing the numbers of workers reporting sick from work. These stakeholders reasoned 
that as individual-directed and work-directed recommendations fall into place, these 
numbers will go down. However, deliverers got frustrated when the number of work-
ers reporting sick did not really change over time. Moreover, deliverers started to 
doubt the value of these ‘numbers’. Did perhaps the number of workplace related 
musculoskeletal disorders go up because the intervention included no charge physio-
therapy services? Deliverers viewed that this workplace-based service served as an 
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incentive to report musculoskeletal problems. They also viewed that these numbers 
didn’t tell them ‘how’ to improve the intervention.  
 Organizing a work-site assessment that included frontline managers, union repre-
sentatives and workers together proved difficult in practice. This was mostly due to 
busy work schedules, vast geographical distances, and a high-turnover rate of frontline 
managers; there was little time to built a working relationship with these important 
stakeholders. Nor did workers always want all these other stakeholders involved in, 
according to them, personal business [read: health issues]. Further, workers would 
have highly appreciated not having to report sick before getting a work-site assess-
ment.  
 The workplace-based physiotherapists (part of deliverers), perceived that their 
services mostly targeted the individual worker. If workers returned to work, physio-
therapists had reached their goal, that is, to effect workers’ behaviour. If workers did 
not return to work, physiotherapists tended to brush this it off with “you can lead a 
horse to water, but you cannot get it to drink”. These deliverers were not clear on their 
responsibilities to recommend work-directed measures. They perceived that imple-
mentation of recommendation largely depended on frontline managers’ willingness to 
comply. As a consequence, these deliverers were frustrated that their services were 
only a small part of the return-to-work process. 
 

/ . . . / we make recommendations; there is a paper trail that those recommenda-
tions have been made but depending on the individual manager and how valuable 
return to work and safety are to them I find sometimes I run into barriers there that 
people don’t get accommodated as well as maybe they should. (Interview 5) 
 
It’s challenging because I have no power to change the work site. (Interview 13) 
 

According to workers, work-directed measures, including support by their frontline 
managers and co-workers, and reduction of organizational work-pressures were not in 
line with their individual efforts to return-to-work, which was frustrating:  
 

I didn’t see paperwork, they push you out, you come to work, you are out on the 
floor, you are so busy, everybody sees you, they really want you, so I said ‘well I 
can’t do any lifting’, I was bullied. They told us we could take micro breaks and stuff 
but the thing is you know, I mean when you’re overworked at the floors and the 
floor is very heavy and there’s limited amount of staff. I had lots of comments say 
‘well what are you doing here if you can’t lift, if you can’t work?’ (Interview 9) 
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Workers agreed that return-to-work was effective for staying connected to the work 
place, it had relevance towards the importance of work in their life, and to their feeling 
valued for their remaining skills: 
 

You know I enjoy my job, I love my job as a [job position], working with people, to 
prevent, you know, getting depressed being at home, not able to be out. I mean I’ve 
got lots of friends here, my co- workers, we get along well, I mean that’s a big one 
right there, to keep up my skills. (Interview 9) 
 

Bipartite steering committee members (part of deliverers) differed in perceptions on 
the role and responsibilities of this committee and the meaning of bipartite collabora-
tion to address disability prevention. Designers had used multi-disciplinary evidence-
based practices, and various stakeholders’ input, to develop, implement and evaluate 
this workplace intervention. However, local deliverers mostly used their own discipli-
nary training and experiential knowledge to interpret and implement the intervention. 
 Additionally, perceptions differed on the process to develop policy on disability 
prevention. Designers had planned a profound shift in authority-structures: to main-
tain a power balance between front-line manager and union representatives they had 
proposed a voting-procedure for shared decision-making. In practice, ‘voting’ never 
took place. Although front-line manager and union representatives were willing to 
influence this policy, they were unsure of their roles and responsibilities to achieve 
this. 
 

I don’t even know what my role is as a steering committee member. Am I supposed 
to be out there connecting with the [people they represent]. I have no clue. / . . . / 
Its like, am I supposed to be doing something here or you know, we, is this just a 
planning thing, or what is it? (Interview 6) 
 

Difficulties around front-line manager and union representative involvement in the 
process to develop policy on disability prevention were accentuated when pilot-
funding by OHSAH ended and financial costs of maintaining and reviewing this inter-
vention were transferred back to the health organization. Front-line manager and 
union representatives themselves appeared resigned in the face of a ‘traditional top-
down’ policy-making process: “that is just the way it is around here”. (Group meeting 
6) 
 Interviewed workers were not aware this workplace intervention was designed 
and delivered through front-line manager and union representative involvement. 
These interviewed workers reported difficulties they encountered in returning to work 
to their front-line manager, OHS program staff, and workplace based physiotherapists. 
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Union representatives mentioned to reach some members however not all and report 
regional issues to their provincial union. 
 
To summarize, deliverers’ views about program effectiveness, including implementa-
tion differed from those of designers and workers. 

Discussion 

A Canadian work disability prevention intervention named PEARS was evaluated at one 
site. We examined the perceptions of three stakeholder groups on how they define the 
causes of work disability, what the intervention should aim at, and to what extent the 
intervention works in practice. Data were collected from various sources. Based on our 
data, we concluded that this intervention had been carefully designed with the partici-
pation of diverse stakeholders such as the employer and union representatives. A 
striking similarity among the stakeholder groups was their aspiration to approach work 
disability as something that can positively be affected by workplace-based interven-
tions. Profound differences in views were however found between deliverers and de-
signers, and between deliverers and workers on whether and how workplace-based 
interventions interact with the worker’s disability. Whereas for designers the make-up 
and dimensions of the problem were mostly tied to the workplace and work organiza-
tion, the deliverers mostly tied this to the individual worker. For workers, the make-up 
and dimensions of the problem were mostly tied to the workplace and work organiza-
tion, including implementation. To workers the work organization did not only relate 
to addressing work demands when returning to work – in the short term, but moreo-
ver to the quality of work life, including support by frontline managers and co-workers, 
and organizational policy changes to ensure sustainable return to work - in the long 
term. Consequently, this differing focus for necessary change across stakeholder 
groups, and finding temporary versus permanent solutions, may impact the interven-
tion itself and thus work disability. 
 Local deliverers and workers were frustrated that they were only a small part of 
the process to improve policy on work disability. Power struggles at the provincial and 
health organization level hampered bipartite steering of this intervention, including 
implementation. Moreover, it is not clear from this study if local union representatives 
represent rural healthcare workers at the provincial level.   

Differing Conceptions of Cause and Thus Solutions 
Deliverers had a predominant biomedical-psychological and administrative perspective 
on work disability. They mostly explained the problem in terms of risk factors, causes 
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and phases at the individual level. From this perspective, return-to-work can be strictly 
planned and prescribed; stepwise early re-integration of workers who report sick from 
work is what is at stake – the goal is mostly to reduce costs, improve productivity and 
encourage work participation. 
 Workers, in contrast, mostly explained work disability in terms of the workplace 
and work organization. According to them, maintenance of their health is what is at 
stake, including a ‘continuum’ perspective to ensure this is achieved, more in line with 
the designers view. This was consistent with the results of studying the same interven-
tion as implemented in a different health organization [38]. 
 Interviewed workers felt that this intervention did not take measures to ensure 
sustainable return-to-work, including implementation. Consequently, workers got 
frustrated; they perceived being blamed for delaying a capricious process that was 
planned based on time-frames outside their control. Even though workers returned to 
work, they were less motivated to deal with employers’ productivity demands. 
 Ståhl and colleagues [39] also found these profound differences in perspectives 
on work ability and named these a reductionist view versus a holistic view. However, 
these were held by different stakeholders than studied here (health professionals and 
Social Insurance Agency). Guzman and colleagues [40] found that the choice of priori-
ties to address back-pain disability among researchers and occupational health stake-
holders is primarily influenced by different views about disability and other compo-
nents of personal experience.  

Program Effectiveness 
Designers and deliverers used formative and administrative criteria to evaluate if pro-
gram services had been offered i.e. if a work-site assessment had taken place. Howev-
er, despite the original design’s calling for evaluation of whether recommendations for 
work-directed measures were indeed implemented at the organizational level, this did 
not take place – although this would have been highly appreciated by designers and 
the workers. 
 This is in line with Westmorland and Buys [41], who found that employees ex-
pressed concerns about employers who put employees back into work situations 
where they were at risk of re-injury. These authors reported that there was a lack of 
follow-up once the worker has returned to work. 
 Several authors argue that the outcome ‘reported-injuries’ should always be sup-
plemented with measures more inclusive of recurrences of the injuries, and supple-
mented by other measurements i.e. impact on work-role functioning, quality of life 
[42, 43]. Policy-makers and insurance companies are often tempted by guidelines and 
cost-effectiveness analyses as an ideal way to control work disability prevention inter-
ventions, and thus, to control the costs of health care [44]. 



38 

 This study found that stakeholders differed in ideas on the effectiveness of pro-
gram services. 
 As a result of the varying dimensions of conceptualizing the underlying problem, 
and of the differing characteristics on the return-to-work process, their logic on what 
works to achieve disability prevention differed. OHS director and program staff (part of 
deliverers) focused on reducing time-loss and cost-benefit analysis – a management 
and administrative perspective. Workers focused on their health – a health perspec-
tive. 
 Earlier figures showed positive results for PEARS, but focused on reduced time-
loss and costs at this health organization. The current study showed that, although 
intended otherwise by the designers, the intervention seems to have been delivered in 
a too narrow-scoped way which might reduce workers’ motivation and their productiv-
ity. Our findings are in line with previous research [45] showing that different groups 
view success of interventions in significantly different ways. 

Bipartite View Versus Unilateral View 
Designers and deliverers also differed in ideas on bipartite collaboration to develop, 
implement and evaluate this intervention. Roles and responsibilities of these stake-
holders were unclear, and agreements on monitoring and reviewing the bipartite pro-
cess were not endorsed. These differences in perceptions of the meaning of bipartite 
collaboration/steering to develop policy on disability prevention at this evaluation site, 
lead to frustration between designers and deliverers. Ideas on bipartite policy formula-
tion, execution, and evaluation of workplace-based interventions might even differ 
among the designers themselves.  

Implementation 
Differences between stakeholders seem inevitable and even indispensable. An earlier 
study [46] found that lay persons as well as professionals involved in health care deci-
sion-making recognized the importance of incorporating a diversity of expertise and 
opinion. This could be addressed by, among other things, paying attention to process-
es by which decisions are reached. As a result, participants will explore a wider range 
of possible solutions and reach decisions in the interest of everyone. 
 This study found that RTW coordinators and workplace-based physiotherapists 
(both deliverers) complained that they did not oversee the complexity of work disabil-
ity. They were unsure about, and some were overwhelmed with, responsibilities for 
measures to be executed within this local intervention. Additionally, they had few 
means to actually implement workplace and/or work organization change besides 
forwarding information i.e. paper-trail, ‘preaching’, facilitate discussions between the 
worker and the workers’ front-line manager. These difficulties can be regarded as the 
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difficulty of interdisciplinary teams. Durand and colleagues [47] attributed implemen-
tation difficulties to the diversity of interventions and proposes to have agreements in 
place that are more precise in regard to the content of measures. Pransky and col-
leagues [48] attributed such difficulties to a lack of specific attributes by RTW coordi-
nators and argued for specific training. 
 A second problem shown in this study was the limited focus on intervention at the 
individual level. Although both individual and work-directed measures were designed, 
most deliverers tended to individualize the focus of change. This was based on their 
disciplinary background; practical experiences (overseeing complexity, overwhelmed 
with responsibilities, means –or lack thereof) and finally, the underlying norms and 
beliefs that the problem to address is mostly behaviour related. Designers had pro-
posed a continuum, an on-going, non-linear process, of seeking best solutions to ad-
dress disability prevention through bipartite ‘top and bottom’ dialogue that included 
multidisciplinary collaboration with employer and union representatives. Stakeholders 
will always differ but can only compromise on solutions. However, this shift in authori-
ty requires time and money, and when pilot funding to this regional health organiza-
tion stopped, this process stopped. 
 Finally, we found that in a multi-pluralistic health organization stakeholders may 
respond to policy differently. When the policy on bipartite collaboration/steering and 
policy on individual and organizational change fits local traditions- they may be easily 
internalized by the individuals and by the organization, whereas if they differ they may 
not [27]. The execution of policy is thus a rather capricious process in reality, which 
needs continuous attuning with (local) workplace reality [49].  

Methodology Discussion 
The findings of this study are limited to the local context. However, as our discussion 
shows, the findings match with the literature and have broader implications for work-
place interventions. The small number of interviewees could be seen as a limitation. 
The study was designed to conduct interviews and focus groups with all three stake-
holder groups. However, formal interviews, and focus groups were only conducted 
with the deliverers and workers. By recruiting participants through purposive and 
snowball sampling strategies, we addressed not getting a selection of dissatisfied in-
terviewees only. Although it is not unusual in responsive evaluation to compare the 
perspectives of program deliverers and receivers with that in written policies [19], 
interview material would have added more depth.  The use of data-triangulation im-
proves the validity of the findings presented here, including observations of meetings 
in which designers participated, and verification with designer, co-author AY. 
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 The selection procedure of including three different stakeholder groups, and our 
dialectic and pluralistic approach support this study in getting an in-depth insight and 
understanding of workplace-based practical reality of workplace interventions. 

Conclusion 

Recognizing differing perspectives alone is not sufficient in the arena of work disability. 
In our view, improving our understanding of the background of stakeholders’ logic and 
reasoning is a next step towards a more productive working relation and relationship 
between relevant stakeholder groups.  
 This study identified that deliverers’ reasoning on the prevention of work disabil-
ity and leading to sickness absence are not in agreement with the reasoning of work-
ers. For deliverers, the focus is on productivity, encourage work participation and in-
deed saving money, which can be managed by a clear stepwise approach. For workers, 
their health is indeed at stake whereby prevention and sustainable return to work is a 
continuum process, including implementation. More specific, this includes implemen-
tation of workplace and work organization changes, which includes modifying work 
demands and improve social support- in the long term. In brief, what is at stake for 
workers to address work disability is organizational policy change. The latter is more in 
line with designers’ intentions. 
 The existing discrepancies in perspectives of the stakeholders correspond to the 
natural differences. Even though the current study sheds new light on this, it also 
showed that these differences do not prevent many similarities to exist among the 
stakeholders on workplace-based intervention components to approach work disabil-
ity. In the end, stakeholders can only compromise on common interventions for differ-
ent reasons. Our findings show the consequences of these differences and compro-
mises in regard to workplace disability prevention intervention development and im-
plementation. This study also provides ideas to guide the design of evaluation research 
on work disability. We recommend  including various measures for success at various 
levels and at varying time-lines, representing the differing stakeholder perspectives. 
 Furthermore, professional education and training on improving workplace-based 
intervention structures and procedures differs among the deliverers. These issues 
complicate agreement on appropriate strategies to address work disability at this 
health organization, including implementation. 
 Calls for employer and union representatives to cooperate in an approach to work 
disability and interventions at the workplace have an undeniable logic. However, the 
present study in the Canadian context suggests that constitution of a bipartite commit-
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tee is not a full guarantee for a productive analysis of this public health problem, nor 
for workplace-based interventions, including implementation in practice.  
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Abstract 

Purpose: Canada has a long tradition of involving employee representatives in devel-
oping work reintegration policies and expects this to positively affect employee in-
volvement to improve work reintegration success. The purpose of this study was to 
examine employee involvement in reintegration in a Canadian province as experienced 
by employees. 
 
Methods: Fourteen semi-structured interviews were held with employees in a 
healthcare organization. The interview topic list was based on a review of local reinte-
gration policy documents and literature. Interviews were transcribed verbatim and 
analysed using ethnographic methodology. 
 
Results: Employees do not feel in control of their reintegration trajectory. In the phase 
of reporting sickness absence, they wrestle with a lack of understanding on how to 
report in sick. In the phase of reintegration planning and coordination, they hesitate to 
get involved in the organization of reintegration. In the phase of reintegration plan 
execution, employees encounter unfulfilled expectations on interventions.  
 
Conclusion: Employee involvement in the organization of reintegration makes them 
responsible for the development of reintegration trajectories. However, they consider 
themselves often incapable of completing this in practice. Moreover, employees expe-
rience that their contribution can boomerang on them.  
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Introduction  

There is widespread agreement that governments should encourage labour participa-
tion of people with disabilities [1-3]. Regional policies are believed to be more effective 
when the employee perspective is taken into account or employee representatives are 
involved in developing the (local) policy on disability management [4-6]. Work reinte-
gration is supposed to have a better outcome if individual employees with disabilities 
are involved in selecting return-to-work activities [7-9]. Canada has a long tradition of 
involving employer and employee representatives in developing regional policies on 
disability management. Various scholars have however provided evidence that the 
provincial bipartite policies on work reintegration for employees with disabilities do 
not always work as expected in the local context either [10-12]. Unexpected effects of 
this policymaking approach were that employees and various involved institutional 
actors were troubled by (role) conflict, tension, frustration and power struggles in 
organizational processes to develop reintegration policy. The outcome is that competi-
tive meanings and values regarding cooperative interactions with respect to labour 
participation can potentially exclude employees from enduring return-to-work and can 
ultimately affect employees’ health, thereby bothering all parties. In the Netherlands, 
some evidence was found that the organizational approach of involving bipartite ac-
tors in processes to develop reintegration policy for employees with disabilities cannot 
avoid bottlenecks in practice [13]. For example, proposed bipartite solutions in reinte-
gration activities could influence work modifications or accommodations but lacked 
binding authority to ensure implementation. Some scholars explain policy implementa-
tion difficulties in continually reforming work reintegration policy [14], its unintended 
consequences [15], and because of too many rules on forced collaboration [16, 17]. 

In a Canadian province in 2009 health employer association representatives and 
employee representatives re-formulated rules on work reintegration in a (public) 
health organization as part of the collective bargaining process between the social 
partners and provincial government. These reforms were built upon earlier local initia-
tives in such a way that employees who reported sick for work and local bipartite ac-
tors (front-line managers and respective trade union stewards) could provide input to 
align early work reintegration activities. According to provincial, health organization-
employer organization representative and trade-union representative policymakers, 
the employer-employee cooperation is supposed to be guided by local work-
reintegration experts or disability managers professionals (DMP) [18, 19]. The new 
policy strongly emphasizes expediting the reintegration of employees who report sick 
for work: they should reintegrate to work before full recovery of either their illness or 
injury has taken place which includes an invitation for employees to contribute in rein-
tegration (ask for their ideas, suggestions they have) to optimize this process (see sec-
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tion below). Requiring employees with incapacities to contribute to the early reinte-
gration plan offers this employee a new role in the work reintegration process. 
 To re-iterate, this local work place based intervention programming is designed 
and approved by employee and employer representatives. Although the assumption is 
that such bipartite involvement in policy development will improve its effectiveness, 
there is little evidence that this specific bipartite reintegration policy improves em-
ployee involvement in work reintegration and indeed is experienced as being effective 
by employees in terms of return-to-work. 

Policies can always turn out differently and in unexpected ways in practice as they 
include general rules which allow for discretionary space for those delivering services. 
Thus an interpretation of the policy takes place [20, 21], influenced by social customs, 
peer norms, moral beliefs and existing practices [21]. To improve policies, knowledge 
about these influences is necessary, so policies can be better linked to local norms and 
values and ensure enduring implementation of policy [21]. One of the most important 
backgrounds of these influences is the differing perspectives of the various involved 
stakeholders. Guba and Lincoln [4] have therefore argued that policy evaluation should 
focus on these exact stakeholders’ perspectives. 

Studying the implementation of work reintegration policy in a Canadian setting that 
was developed together with the employee representatives is the focus of our study. 
This kind of research is important to gain more knowledge on how to positively affect 
work reintegration of employees after reporting sick for work. In the current study we 
take the focus of the ‘receivers’ of local work reintegration policy: the employees 
themselves [22-24]. Our research questions for this current study were: 
 1) How are Canadian employees experiencing their new role in work reintegration 
trajectories?  
 2) To what extent is policy on employee involvement in work reintegration 
deemed successful, according to the sick-listed employees?  

Compensation benefits and social insurance as regards re-integration       
In Canada, work-place based DM structures need to be embedded in the system of 
social security. There is however no uniform compensation benefits and social insur-
ance system for people reporting sick for work. For one thing, employees’ social securi-
ties in the public and private sector are determined differently and organized different-
ly. In the public sector, securities are part of the collective bargaining structure e.g. 
short-term or long-term disability criteria and coverage. The outcome is that the levels 
of coverage vary by collective agreement. In the private sector, employee’ securities 
are dependent on coverage the employer has chosen to purchase.  

For this paper, we discuss arrangements for the public healthcare sector in one Ca-
nadian province. In this setting, compensation benefits and social insurance are orga-
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nized depending on the cause of sickness absence. It is not always easy to receive cov-
erage and benefits and there are two main routes employees take. If sickness absence 
is work-related then all health services, including medical workplace accommodations 
and rehabilitation programming (related to the specific disability) and earnings re-
placement (90% of net pay) are covered through an umbrella provincial workers com-
pensation system. Under the Workers Compensation Act and Occupational Health & 
Safety Regulations, employers are responsible for short- and long term disability bene-
fits for employees who experience work-related injury/illness, e.g. WorkSafeBC, an 
independent agency governed by a Board of directors appointed by government. Gov-
ernment regulations impose stringent parameters around what type of claim will be 
accepted, and the anticipated recovery time. If sickness absence is not-work related, 
employees access various insurance and benefits systems. For all employees, basic 
health care costs are covered, which means there is a public healthcare system in place 
which all provincial residents are entitled to (publicly funded medical insurance, run by 
the federal government department of human resources and social development). In 
addition, unionized regular employees have coverage for medical, dental and extended 
health benefits. (We note that casual or flex-workers do not). The provincial govern-
ment however deregulated many paramedical health services several years ago, which 
means that there is no cost sharing for services such as physiotherapy, massage thera-
py, chiropractor, etcetera. The levels of coverage vary by collective agreement and 
entitlements for disability are coordinated through various (provincial, national based) 
employer-funded insurance agencies. In other words, if the employee does not have 
some kind of coverage for these services under their extended health benefit then 
they are responsible for the full cost. For earnings assistance, unionized regular em-
ployees will access an accrued sick leave bank. They may have to utilize their accumu-
lated sick bank until such time as they have completed the waiting period for long term 
disability which is generally anywhere from 4 to 6 months. During that time, should the 
employee exhaust their accumulated sick, overtime, and vacation banks then, if they 
have worked sufficient hours, they can apply for government benefits through the 
employment insurance medical disability benefit program (around 70% of wages). A 
medical leave of absence claim may or may not be accepted by the insurance compa-
ny. Then, unionized regular employees usually have long term disability coverage un-
der their collective agreements. After undergoing the stipulated waiting period, they 
can apply for disability benefits, which may or may not be accepted by the insurance 
company. Premiums for these disability plans may be employee paid, employer paid, 
or may be cost-shared. If a claim is accepted then benefits may be paid while an em-
ployee is disabled from their own job during the first 1 to 2 years. During and after that 
timeframe, the employee must be able to prove ongoing disability from any gainful 
occupation or employment. If deemed employable, the long term disability benefit 
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may simply end. In other words, the person is expected to return to work (own job or 
another job). If a person can no longer work they can apply for social assistance. This 
program provides individuals with access to employment search assistance and/or 
income assistance. Access to income assistance is determined by a review of income, 
assets, and defendants (the provincial programs are run by the provincial ministry of 
social development. They are funded by both provincial taxes and federal transfer 
payments to the province). There is also a federal disability income program called 
Canada Pension Plan Disability Benefits. The threshold for access to these benefits is 
very high in terms of required level of demonstrated disability. 
 If people report sick for work as a result of a motor-vehicle accident that is non-
work related, there is a government run auto insurance plan in place. Payments cov-
ered for injuries depend on the driver being ‘at fault and injured’ (accident benefits) or 
‘not at fault and injured’ (may be able to claim a settlement payment). Rehabilitation 
services may be reimbursed by the insurance company upon resolution of the insur-
ance claim. Meaning, the individual usually must pay those costs up front and most 
individuals involved in motor-vehicle accidents must get by on their own until such 
time as the claim settles. (The material presented here was taken from federal and 
provincial government and provincial insurance agencies’ websites, and various pro-
vincial healthcare sector trade unions’ websites and collective agreements. Infor-
mation was completed by data provided by local healthcare sector trade union in-
formants.)  
 Nevertheless, regardless which route an employee takes upon reporting sick for 
work, regular employment status is secured for about two years whereby benefits and 
coverage vary per cause of sickness absence and collective agreement.  
 In our research setting (one Canadian province; health-care sector), organizational 
structures to positively affect early work reintegration include a work-place based 
centralized intake system, where employees, management included are supposed to 
call an absence call line, using voice prompts to report sick for work and for claim sta-
tus changes. According to policymakers, this automated reporting system aims to track 
and monitor sickness absence of the workforce and automatically notify the organiza-
tion about individual employees’ sickness absence. An internal-based DMP is then 
supposed to contact the employee and request their participation in work-place based 
disability management programming. Next, a reintegration plan is prepared, either a 
straight forward one (less than six weeks in duration) or a complex one (longer than six 
weeks). The DMP is supposed to check with, follow-up and contact the employee and 
other involved actors e.g. the physician, manager, union steward and insur-
er/compensation agency concerning progress, re-design and extensions of the reinte-
gration plan. Disability management programming is supposed to include access to 
various other work-place based services e.g. ergonomist, workplace rehabilitation 
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advisors to support transitional or gradual work reintegration. As part of the collective 
agreement a supernumerary worker can be made available upon reintegration (‘extra 
worker’). Employee participation in work-place based disability management pro-
gramming is voluntary in the first six weeks of sickness absence but mandatory there-
after and must include the consent of the employee’s physician. 

Methods 

We found the support of a large regional health organization which provides general 
and specialized public healthcare services to a large portion of the provincial popula-
tion to conduct this project. Public acute health care services are offered in their 13 
hospitals across a vast geographical area whereby they also offer a number of other 
services including, primary care, community-based residential and home health care, 
mental health, addiction services, and public health. As per provincial collective 
agreements, this organization voluntarily created workplace-based reintegration inter-
vention programming for its 22,000 employees. The three hospitals we selected are 
the largest, and considered leading hospitals for health service delivery. To find an-
swers to our research questions, we selected qualitative research methods [25-27]; to 
obtain good insight on the experiences and perceptions of the employees, in-depth 
individual interviewing was selected as the best method of data gathering [25].  

Study sample  
Inclusion criteria were that the employee had participated or still was enrolled in rein-
tegration intervention programming at this organization anytime between April 2009, 
when the ‘new’ policy on reintegration came into effect, and June 2010. Employees 
who only had reintegration experiences previous to April 2009 were excluded from this 
study.  
 To maximize variability in perspectives and to acknowledge the opportunity to 
obtain information from the full range of employees in this organization, purposive 
sampling [28, 29] strategies were used. Moreover, various recruitment strategies were 
used: a) dissemination of a one-page advertisement about this policy evaluation by 
DMPs to current and past users of work reintegration services; b) snowball sampling, 
where interviewees facilitated the recruitment of potential participants and sent in-
troductory letters to others; c) announcements such as e-blast notifications by the 
organization’ research institute to all employees and group-emails by trade union 
leadership for representatives to encourage its members to participate in the study. 
Recruitment strategies via anonymous email blasts by the work-place based research 
institute were more successful than recruitment by DMPs which included a one-page 
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brief that was handed out during contact moments. This recruitment strategy has 
limitations, which we will discuss in the conclusion. The first round of interviews with 
10 employees was held between September-December 2009. To reach the point of 
saturation another 4 additional interviews were held in May 2010. When an employee 
initiated contact to participate, he/she received a detailed four-page information 
sheet. Upon his/her agreement to participate, an interview was booked. Interviewees 
ranged in cause of sickness absence (as diagnosed by a physician), differed in age from 
21-57, included both new and experienced employees, and held various occupations at 
three differing work sites (see Table 1 for a detailed summary of participant character-
istics).  
 
Table 1. Detailed summary of participant characteristics. 

Healthcare employees (14 interviewees) 

Cause of sickness absence (as diagnosed by physician) 

   Medical disorder    

      Orthopaedica Work-related                     
 Not-work related               
 Motor vehicle accidents    
      Systemic         
   Mental disorder        

Age  21- 57 years of age 

Length of service 1.5 - 35 years of service 

Occupations Nursing staff; Health sciences professionals; 
Facility support staff; Management support staff 

Gender   

   Female 13  
   Male 1  
Place of employment   

   Work site 1   955 beds  
   Work site 2   268 beds   
   Work site 3  191 beds  
aThe type of health problem is categorized according to insurance coverage. Motor-vehicle accidents which 
are not work related fall under a different coverage than non-work related illness or injury. 

Ethical Considerations  
Besides obtaining the support from the organization itself, we obtained the support of 
the trade unions (3 – all of which had been part of the policymaking process) to con-
duct this study. Further, we received the approval of two local Research Ethics Boards 
from the University of British Columbia and the local (public) health organization. In-
terviewees were made aware that they were free to refuse to participate and were 
welcomed to ask questions and express concerns about the study any time before, 
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during and after the interview. Informed consent forms to participate, to record the 
interview, and to review the findings were signed prior to each interview. Each inter-
viewee was offered (hourly) wage replacement for the duration of the interview. Par-
ticipants were given the option to receive the final study report. 

Interview procedure 
To prepare our topic list we reviewed administrative materials about local reintegra-
tion intervention programming, which we started collecting in April 2009 through vari-
ous means, i.e. via DMP and the organization’s intranet. Materials included formal 
documents and draft papers for example, local brochures for employees and manag-
ers, procedures, roles and responsibilities of DMP, referral process, purpose and prin-
ciples, employee participation agreement forms, letter to the physician, process and 
policies on the disability management program, presentations, trade union letter of 
agreement. This review provided a basic understanding of what organizational and 
bipartite policymakers had developed and the provisions included in reintegration 
programming as planned. On the basis of this information, together with literature on 
work reintegration interventions and policy science, an interview topic list was devel-
oped, including questions such as: a) why the participant reported sick from work – 
from their perspective, followed with questions about: b) what happened after that, c) 
what they considered as their tasks and responsibilities, d) who was involved, e) what 
happened at meeting(s), f) how and what did they talk about, g) how was the involve-
ment experience for them, h) were there differences in ideas during contact moments, 
i) how were differences handled, j) how did that work or not work for them, et cetera. 
In addition, each interviewee was given the opportunity to speak freely and elaborate 
on topics they brought up on work reintegration in this setting. In this way, we fine-
tuned our interview questions as data collection progressed. Both the first author, KM 
and the research assistant had previous research experience, qualitative data collec-
tion included. The individual face-to-face interviews were conducted in a private room, 
took between one to two hours, and were taped and transcribed verbatim. During the 
first round of interviews, the verbatim texts were reviewed to improve interviewing 
technique and interview questions. 

Analysis 
Following ethnographic methodologies, we completed qualitative analyses to gain 
deep insight into employees’ perspectives [25-30]. In ethnography, detailed under-
standing of interviewees’ experiences, actions and practical reasoning is gained. We 
focused our interpretative analyses on which aspects of the institutional arrange-
ments, organization, and individual context of the reintegration trajectory facilitate 
employee involvement and which do not; and how that affected employee activities, 
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according to the reintegrating employees themselves. So, the analysis of work reinte-
gration experiences by employees resulted in an empirical description of the organiza-
tional context of their reintegration and the typical consequences. A review process 
was put in place to ensure the accuracy of the descriptions, emerging themes, and 
revealed arguments. After the first round of interviews, the first author, research assis-
tant and a Canadian-based researcher performed the first-phase of the data-analysis 
(structuring data, initial coding). After the second round of interviews, the authors 
completed the data-analysis for this paper (continues consideration of the data, com-
paring coding, comparing situations, relations and patterns of themes, control). Mem-
ber checking, to review preliminary study findings for the purpose of accuracy by in-
terviewees, was completed after the first round of interviews.  

Results  

For clarity in the presentation of our results, we distinguished three main phases which 
more or less follow the chronology of reintegration processes. Roughly speaking, the 
reintegration process consists of three phases: reporting sickness absence, reintegra-
tion planning and coordination, and reintegration plan execution. In practice work 
reintegration is not clearly structured; the process is not simply onward and upwards 
and is rather capricious. Three themes emerged from our data analysis. We describe 
the most central experience-aspects or bottlenecks that dominate in these phases. The 
experience in practice however does not limit itself to the phase in which we describe 
it. 

Reporting sickness absence: a lack of understanding 
A key point to expedite reintegration is an absence call line which is a phone system 
that all employees, management included are required to call to report unplanned 
absences from work. This system is expected to centralize intake, notify the organiza-
tion when an employee is off and if they qualify for the services designed to support 
them (claim status). This automated system will prompt the employee and ask a series 
of short questions about the expected absence. Once the system has recorded ab-
sence information of the employee, the live call is transferred to the manager and 
human resources, disability management included. The sickness absence claim needs 
supporting medical approval by a physician. Employees indicated that reporting sick-
ness absence is done in different ways and denoted concerns about the procedures.  
 
Despite the change in reporting policy, the first concern expressed by employees is 
that they felt unsure about how or where to report in sick in their workplace. There are 
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“So I just emailed [the workplace] and let them know, but it was [motor-vehicle ac-
cident] related so I don’t think work got involved at all because it wasn’t employees’ 
compensation or anything” [w4]. 

 
Employees reason that if reporting sick for work is non-work related the organization 
does not get involved in their care/work reintegration. In some situations employees 
were aware they could report in sick through the automated phone reporting system, 
yet they found that this system did not work well in terms of phone lines (frequently) 
being busy, inability to change their claim status, and not receiving a timely response 
after entering the prompt scheme.  
 

Yeah, I think I was supposed to use the system and I was so frazzled that I didn’t ini-
tially [use the system], but I did after (…) The [name] system is not a very good sys-
tem (…) All the lines are busy. I don’t bother [anymore]. I just call the unit. (w3) 

 
Employees sometimes take the required action to try reporting in sick or change their 
status through the centralized reporting system, but they experience this system is not 
always available. In turn, they don’t know what to do next and may go back to old 
reporting habits.  
 
The second concern verbalized by employees was that they felt inept during medical 
consults. For starters, they understand, by virtue of working for a health organization, 
that medical professionals hold a position of authority. As a result, some employees 
felt intimidated when seeing a medical professional for the first time. Employees stat-
ed that during these consults they were asked how long they needed to be off and 
what they can do for work. Employees indicated that sometimes they do not know 
what is going on concerning their injury or illness and, or how long their recovery may 
take until they return to work. 
 

There’s no test so he [GP] would say to me, “Well, what do you think you can do?” 
and again with him, I don’t know until I actually do it. At that time, I didn’t know 
what I was capable of doing because I hadn’t been at work for 5 months. (w1) 

 
In this view, knowing what is best to choose in terms of predicting abilities and limita-
tions and taking additional time off can be hard.  
 

employees who report in sick by emailing and/or phoning their supervisor and/or the 
manager. 
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So I went to my physician and she asked me what I wanted – which is crazy to me. 
So she had a form, she just said “I can give you a week to 10 days off or longer” es-
sentially – I can’t remember exactly what the numbers were and I had no idea. (…) 
Everyone was just like, “what do you want to do” and what I want to do is work or 
you know, live my life. And so that was difficult. (w2) 

 
Medical practitioners are responsible for identifying the illness/injury and providing 
advice about relevant time off work to the employee and other involved actors. Em-
ployees expect these professional steps from these actors, yet then find out they are 
supposed to determine activities and set timelines themselves. Involvement in identi-
fying the illness/injury and providing input about recovery and estimate timing for 
work reintegration is often difficult for employees. Employees’ self-evaluations are 
used on medical reports and are sent to insurance or compensation agencies to ap-
prove the claim and grant services or eligibility for compensation.  
 
The third concern brought forward is that employees felt ignorant about administra-
tive paperwork they needed to complete. Employees felt that the various parties and 
differing people involved, i.e. family physicians, compensation and insurance agents, 
and healthcare professionals, provided them with equivocal information. There are 
employees who were only partly clear on the administrative paperwork which left 
them to wonder which party needed which kind of information.  
 

One thing I found sort of unfortunate – I do find the wording of a lot of the docu-
ments rather difficult to understand. I’m not a complete idiot, however, I found the 
wording very difficult (…) I’d make an hour and a half appointment to go over some 
of the forms – and again, my doctor’s not an idiot, and he just went, “this is like ri-
diculous”. (w5) 

 
Employees are unsure as to which information is the most relevant to them when 
filling out paperwork. What employees write down, through appraisal and guessing, 
goes to the insurance or compensation agencies and their workplace to meet their 
claim and to grant services. Completing paperwork is a tricky and time-consuming 
process.  
 
In summary, self-reporting sick leave makes employees feel responsible for getting 
accurate information in place for organizing their work reintegration. If reporting sick 
for a non-work related illness/injury, employees do not assume the organization is 
involved in their care/work reintegration – different from when their illness/injury is 
seen as a work-related illness/injury. They understand that their claim to report in sick 
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needs medical approval. However, they struggle because they lack understanding on 
their tasks and responsibilities, and what happens with what physicians write down 
during medical consultations and what they write down on insurance/compensations 
forms. This lack of understanding worries them because at the same time they are, as 
we will see in the next section, supposed to get involved in the organization of reinte-
gration.  

Reintegration planning and coordination: Hesitations to get involved 
Key points to plan and coordinate reintegration is that the DMP, in consultation with 
the employee, is supposed to determine if the employee is suitable for enrolment in 
the program and to facilitate access to services and work reintegration within the em-
ployee’s restrictions and limitations. The DMP is expected to hold a meeting with man-
agers, staff, unions, and outside experts to develop a reintegration plan and monitor 
reintegration. The plan is supposed to receive medical accordance. 
 The intent is thus for a local DMP to seek input from the individual employee and 
the respective bipartite actors in the organization of reintegration. Employees appreci-
ate the opportunity for such contact moments. These contacts can have different 
forms and employees pointed out concerns in practice. 
 
The first concern indicated by employees is that they felt pressured when they re-
ceived unexpected phone calls at home by the various involved actors from the differ-
ent involved agencies/organizations after reporting sick for work. They appreciated the 
opportunity to set reintegration into motion but felt these multiple, sudden calls were 
awkward. Some employees stated that this left them feeling overwhelmed. For exam-
ple, they may not have had their paperwork ready, or they did not recognize who was 
calling them and for what reason. This, in turn, left employees unprepared to reply to 
questions or to ask their own.  
 

I said, you know, “it’s not really a good time; I’m just going to an appointment.” (…) 
Well, it wasn’t tremendously clear the information I gave her, but I felt sort of pres-
sured.(w5) 

 
Employees experience an inability to oversee what their responsibilities are, and those 
of the other actors involved; yet feel they were given the greatest responsibility. As a 
consequence, they feel put under pressure to become involved. If someone supports 
the employee in getting a better overview, this is in fact highly appreciated. For exam-
ple, sometimes front-line managers did a great job in terms of working out details on 
how to carry out a reintegration plan, casually checking in, and streamlining issues if 
needed. Other employees report that DMPs did a good job for them, for example, by 
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improving the coordination of the planning with the frontline manager and/or co-
workers. A trade union steward sometimes did a good job for them in terms of clarify-
ing union linguistics and, or speeding up logistics on arrangements and referring them 
on to good contacts. 
 
The second concern denoted by employees is that they felt insecure and fearful and 
alone during group meetings. In some situations, employees experienced that the 
other actors involved seemed to be familiar with one another yet they did not know 
who these people were or why they were present. This was tricky to them because 
their care plan or health records, which are private matters to them, were talked about 
publicly.  
 

It was very uncomfortable for me because the meeting was about “me” (…) here I 
am feeling vulnerable, being talked about, being put on the spot (…) I didn’t have 
any guidance and didn’t really know what to expect because I had never been in-
jured [before - at work]. (w2) 

 
Some employees encountered an involved actor who did not acknowledge their pres-
ence, and felt that thoughtless comments about the employee were made. In line with 
this, some employees were uncomfortable with various actors taking differing posi-
tions, i.e. were too outspoken, aggressive, flirtatious or evasive. Employees indicated 
they did not want to come across as a difficult person and, thus, avoided asking ques-
tions, being frank and speaking openly.  
 

I’m a little bit intimidated by asking those questions because I don’t 
want to seem like a difficult person. I just kind of go along withwhat they say. (…) So 
that was what’s the most upsetting part because it’s almost like being in a court of 
law (w1). 

 
Employees find it difficult to phrase problems and verbalize their point-of-view on 
work reintegration in group meetings. This is particularly hard if the various involved 
actors take different positions towards them and the meeting itself. Employees are 
hesitant about getting involved and feel they do not get a fair opportunity to be heard 
in group meetings.  
 
Employees argued that over time they have improved insight on what they can and 
can not do for work. From this perspective, they were bothered that then, regardless 
of their and sometimes bipartite actor contributions, medical approval was required 
before modifications or accommodations can be made. In some situations, employees 
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experienced that interpretational difficulties and nitpicking on word-differences of 
medical reports became the focus of the meeting. In a related way, employees found it 
hard that when they repeatedly came forward with issues or difficulties they were 
countered only with encouragements to try harder. 
 

I would have the opportunity to address these [barriers] at the meeting (…) It just 
fell on deaf ears (…). They just disagreed with me and said that that has never hap-
pened and that wouldn’t happen and that I’m well supported. And that’s it and 
that’s how it’s been every step of the way. (w2) 

 
Employees are expected to get ahead through sharing their experiences (contribution) 
yet can experience not being taken seriously.  
 
Employees experienced on occasion that a trade union steward, who was involved as 
employee representatives - was not stepping forward as expected. 
 

I feel like the union should have stepped in and said, “It’s not okay to accommodate 
her in this way” (…) I was really taken aback because, I tried but I could not get any-
one to fix it. (w8) 

 
Employees are sometimes taken aback when expected support does not remain firm 
or is not persistent. They can get stuck and may not know where to turn. That getting 
some help is an important issue to them is also demonstrated by data showing the 
appreciation of “helpers”. 
 
Employees indicated that the introduction of an outside person with special know-how 
or expertise was helpful, especially if previous reintegration attempts failed. For this 
they pointed at long-term disability expert(s) or trade union relations personnel. 
 

[Person] came in, and this was the first time anyone has ever done this, and imme-
diately said: “I have to apologize if you’re intimidated with all of these people on 
the table. I’m really sorry”. (…) The [person] knew exactly how I was feeling and 
that just put me right at ease (…) so that was a wonderful [meeting], that’s the best 
meeting we’ve had. (w1) 

 
Employees find the introduction of an ‘outsider’ helpful if they can keep their reinte-
gration afloat.  
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The third concern employees indicated is that they were sometimes inconvenienced by 
follow-up contact moments. For example, there were employees who felt that work 
visits were poorly timed, which left them frazzled with having to organize duties before 
they could actually talk. In some situations, employees were put off if, instead of get-
ting a chance to chat about their difficulties, they were called to account for complet-
ing un-listed tasks or hours. Employees stated they understand that they were to fol-
low reintegration plans but pointed out they need to make appraisals and choices to 
deal with day-to-day circumstances, i.e. patient load, staffing levels, and how they feel 
in terms of not feeling very well on some days. 
 

So I started working [more], but [DMP] was quite mad at me and said, “You can’t 
do this. You have to learn to say no.” So I talked with my manager 
and my co-employees and said, “I don’t want to jeopardize my return to work”. (w1) 

 
When it needed to be altered, I found it – I was given information but it’s not like I 
was given - the [DMP] wasn’t pleased, you know? Or it would be challenging, or my 
progress was not what [DMP] wanted. (w3) 

 
Employees find that unexpected work visits can frazzle them which can leave them 
with little room to have a serious discussion. Employees can experience that what they 
say or do was not appreciated or seen as a reasonable attempt on their behalf to make 
reintegration happen. Forcing the issue to stick with the strict planning does not help 
them to deal with struggles in practice: they need some flexibility.  
 
When employees initiated action for follow-up themselves, such as when they were 
having difficulties, they sometimes received an extension and advice. However, they 
experienced little motivation by other involved actors to dive into the difficulties they 
encountered. 

 
I just have this opinion of him [DMP] that his mind is set – that at the end of 8 
weeks, I’m going to be cured, and that I’m going to be able to go back to my old job 
– and he’s not really wavering from that (w1). 

 
They get that the general mood or attitude is that what they say about obstacles is not 
explored. 
 

Call if you’ve got a problem”. So it came down to the last week, and I said “my 
[physical area] is really bad”. [DMP] is like, “So you’re waiting till the last week to 
tell me what’s going on! (…) this is unacceptable, I’m sorry!” and I was like, “what 
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am I supposed to do? It got worse in the last week!” (…) [DMP] basically said, 
“there’s nothing more we can do for you (…) I’m closing your file”. (w7) 

 
Employees experience that when they take the required action to alert other involved 
actors, that reintegration turns out differently than expected, their practical difficulties 
are not explored. They encounter that they are reprimanded on failing to meet the 
expected outcome: a return to work in a specific 4-6 (8) week time frame. Then em-
ployees don’t know what to do.  
 
In sum, employees take part in the organization to develop work reintegration plans, 
which makes them feel responsible. However, employees hesitate on what and how 
their contributions actually influence decisions on work reintegration and return-to-
work. This is bothersome because organizational promises on intervention program-
ming, which are supposed to support their reintegration, are being dealt with differ-
ently. This is explained in the next section.  

Reintegration plan execution: Unfulfilled expectations 
The DMP is supposed to maintain regular contact with the employee to offer support 
in performing work reintegration, services included. Cases are expected to be reviewed 
every thirty days by the union representative and DMP. 
 
The first concern regarding the intervention that employees raised is that they felt 
failed in regards to the fitness intervention program component or vocational rehabili-
tation. For example, in some situations, employees found that exercise routines had 
little to do with the work duties they are supposed to return to.  
 

They have no understanding what chronic pain is like. And yet they keep telling us 
it’s in our mind. And some of the sessions were good but a lot of it was just a crock 
of shit (w13). 

 
In other situations, employees experienced that the combination of continuing with 
their fitness routine while reintegrating was too much to keep up. Employees found on 
occasion that the assumption was made that after completing a 4 – 6 (8) week fitness 
program, which at times was extended, they ought to be fit-for-duty. However, they 
indicated that this was not always the case. They blindly agreed to this option; yet if 
the work-reintegration attempt then failed, employees sometimes received the blame.  
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The thing about this [fitness] program too is that once you’re finished it, they say, 
“fine, you’re ready to work full time” so they put you in and then they say, “okay get 
back.” (w3) 

 
Employees experience a lack of individual care and limited practical benefit when fol-
lowing a fitness or vocational rehab program. This may only become clear during or 
after its completion, thus, upon reintegration. They agree to this option with the ex-
pectation to get ahead; however they can understand that in practice this may not be 
the result. This is frustrating to them, especially when, in the end, they are being 
blamed. Yet those who deliver the intervention are not held accountable for their 
delivery of services. 
 
The second concern employees indicated is that they had ambiguous feelings about 
the supernumerary option. Some employees indicated a lack of coordination occur-
ring: sometimes the employee was the ‘extra person’ on the floor to meet workplace 
demands and sometimes there was an ‘extra person’ on the floor to meet the reinte-
gration employee’s job demands. This left the employee needing to sort out who does 
what components of the job position. In other situations, the employee needed that 
‘extra pair of hands’; yet the supernumerary or another co-worker was just too busy to 
help out. This was particularly tough when a co-worker called in sick and, in turn, the 
supernumerary was absorbed to meet daily staffing levels and workload. In some situ-
ations, employees feared re-injury for having to work with supernumeraries who had 
different job qualifications. There were employees who indicated that they felt dis-
rupted within this option in terms of getting extra breaks and, or leaving the floor 
while everyone else was busy.  
 

Cause our ward is busy (…) you just get sucked into so many things, like “oh, can 
you do this, or “oh, can you do that?” and sometimes I say, “No, like I really have to 
do my own work and I need to get out of here” but I just feel bad. (w4) 

 
Employees are dependent on varying inter-organizational arrangements, and the will-
ingness, availability and qualifications of colleagues to benefit from the supernumerary 
option. The option can cause additional work and moreover, emotional burden; if this 
option fails they have nowhere to go.  
 
The third concern employees stated in this phase is that they felt disillusioned about 
finding work that fits their work abilities. For example, there were employees who 
worked reduced hours at their regular job versus (other, new) transitional work as 
promised, which left them to wonder: what is so new about that? In some situations, 
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employees were indeed offered alternate work, yet this was in another department 
and, or outside their usual shift hours. This does not always make sense to them and 
may not work in practice because of uneasiness working with unknown co-workers or 
other commitments such as family responsibilities. In a related way, finding permanent 
modification or accommodation work to meet their revised abilities was a long and 
arduous process, leading employees to ask themselves if they would ever be able to 
make reintegration happen. 
 

Nobody has ever explained my options and, I have been worried sick for a year now 
(…) Every single day I was so worried because nobody was telling me. (w1) 

 
Making my return-to-work plan was not accommodating me; it was accommodat-
ing the workplace (…) What sort of pressure is that going to put on the employee?. 
(w14) 

 
Employees with a temporary or permanent limitation get no guarantees and may have 
to wait for a long time to reintegrate to the workplace. They become conscious of this 
and come to realize they may not get anywhere with their experienced difficulties (as 
described in the previous theme).  
 
Intervention programming which promises to support reintegration raises expecta-
tions. However, the solution’s timing is important. Employees have committed to pro-
posed programming, yet are restless because they can encounter additional demands, 
more work and emotional pressures. Furthermore, they run into a lack of accountabil-
ity on the relevance of interventions or a measure of the quality to in fact return-to-
work. In the end, employees do not feel in control of their reintegration trajectory.  

Discussion 

In a Canadian province, new policy was developed to encourage employee involve-
ment in work reintegration. The current study examined how this employee involve-
ment in work reintegration is experienced by the sick-listed employees themselves. We 
asked ourselves how these employees experienced their new role in work reintegra-
tion trajectories and to what extent this policy on employee involvement in work rein-
tegration was deemed successful, according to the reintegrating employees.  In order 
to answer these questions, we conducted 14 interviews with health care workers who 
had been off work because of sickness in a Canadian setting. 
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To resume our analysis, it appears that employees are often uncertain about local 
procedures and daily routines on reporting in sick for work and planning RTW, which 
makes them insecure. Invitation for more employee involvement in decision making is 
recurrently a frightening experience in frequently intimidating circumstances. In turn, 
employees often hesitate to get involved and experience being (put) under pressure. 
 Next, the experiences reported in this study demonstrate that even though the 
employees are given responsibility in RTW, substantive discussions and concrete 
agreements regarding interventions or services to support the individual employee are 
not maintained. 
 Finally, based on practical insights it seems that when employees encounter that 
their expectations on interventions are not fulfilled, they feel they are being backed in 
a corner. On the other hand, employees appreciate those stakeholders involved in 
their care who offer social support and take responsibility to make concrete changes in 
order to keep the reintegration trajectory afloat. 

Discussion of the results 
Several implications for practice and further research can be made. As a consequence 
of the inflexibility of set agreements, there is little room for the employee’s side and 
therefore options to better coordinate the process and support the employee are 
missed. It is critical to recognize the importance of feeling believed and taken seriously 
regarding disorders and work capacity for successful work reintegration [31]. In a simi-
lar vein, calls to assess individual levels of empowerment in people with long-term 
disability are being made [32]. In a related way, some scholars have demonstrated the 
importance for caregivers to respond in such a way to patients i.e. reintegrating em-
ployees’ so competence can be raised, and to help them in making sense of their situa-
tion and in decision-making [33]. Empowering approaches may encourage employees 
to consider that they are capable to become involved in influencing processes for work 
participation and career options. Settings out procedures that are inflexible in practice 
do however not recognize that employee involvement in work reintegration trajecto-
ries can develop over time [32].  Being ill in particular when having a disease with an 
unpredictable course limits capacities [34]. Even though the assumption is made by 
policymakers that giving the employee responsibility in organizing work reintegration 
can improve return-to-work outcomes, our data demonstrate that employees consider 
themselves incapable in completing this.  
 According to the new policy, the DMP has a central role in organizing and support-
ing employee involvement in work reintegration. However, the employees do not 
experience this is indeed happening. Difficulties on the DMP to have a central role in a 
multi-actor arena in care are also reported in other studies [35- 42]. More research on 
the DMP perspective is necessary.  
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The incentives by the system (compensation/insurance/organization) for management 
strategies appear to affect the health of employees in different ways and, in turn, can 
exclude employees from work reintegration [43- 45]. Some other scholars provided 
evidence that less strict compensation policies to be eligible for long-term (partial) 
benefits, contributed to sustainable return to work; the rationale of these policies is 
that less disagreement between claimants, employers and insurers creates a safe and 
secure workplace environment for return-to-work without risk of losing benefits [46]. 
Above all, it has been demonstrated that the institutional arrangements and local 
interpretations can be hindering factors in terms of options for approaching disability 
[21, 47, 48]. Employee representatives could point out that organizational structures 
itself may need correction to deliver quality and/or optimize employee involvement. 
Employee representatives should steer the development and adjustment of measures 
to ensure that the various employees with differential needs are met (flexibility of set 
agreements). They also ought to take steps to observe that employees’ contributions 
are taken into account to realize individual work opportunities (concrete action based 
on employee’ contribution; attunement and/or integration of the new role of the em-
ployee to organize work reintegration in the existing organizational structures). On top 
of that, measures to improve chances and/or create options are needed to improve 
the contribution of the employee to organize work reintegration activities (empower-
ment strategies; DMP support). How policymakers position the various involved health 
care professionals in care and intervention programming delivery practices (controlling 
and/or judgment role; guiding strategies) to improve work reintegration successes 
needs further exploration.  

Study limitations and strengths 
The findings of this study on employee involvement in work reintegration are specific 
to the local context. The number of interviewees involved in this study may be seen as 
a limitation. We cannot guarantee that bias in case selection did not take place be-
cause the respondents were self-selected. Yet, our methods ensured the selection of a 
diverse range of employees from different workplaces within this research setting and 
we were able to reach saturation. In addition, in policy-making processes it is im-
portant to also consider negative cases and to address unexpected negative conse-
quences or bottlenecks that policies simply have in practice. Furthermore, the meth-
ods selected support this study’s in-depth insight and our understanding of the practi-
cal reality of policy and intervention programming at this organization. By using both a 
theoretical framework to design this study and analyze the data, and employing peer 
review and member-checking processes we are confident in the trustworthiness of our 
findings. For these various reasons, the content of the conclusion might raise the 
awareness of policy-makers that changing the policy on employee involvement in work 
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reintegration alone is not a guarantee for success when the system to organize work 
reintegration does not sway. In other words, this study shows that the necessary con-
ditions under which employees are able to exert influence (knowledge, opportunities – 
options and capacities) in finding solutions for problems in reintegration need to be 
considered. 

Conclusions 

Although promising, our study shows that employee involvement policy does not au-
tomatically result in better re-integration practice and the employees’ contributions 
might boomerang on them. Employee involvement in the organization of reintegration 
makes employees responsible for the development of work reintegration activities; 
however they consider themselves incapable of completing this. The inability to com-
plete responsibilities can be understood as inflexibility of the formalized agreements. 
Assessment is agreed-upon and then committed to papers. Notably, it is not that em-
ployees are not able to think along or decide on their reintegration trajectory. Rather 
they are expected to do so at times when they cannot oversee their illness and/or 
recovery trajectory [35, 49-51]. 
 This study has demonstrated that the specific policy on employee involvement in 
organizing work reintegration is in fact a dynamic organizational principle that is influ-
enced by contextual factors. To guide these dynamics more measures are needed to 
support implementation in the entire organizational structure of work reintegration. 
Also, local workplace based intervention programming and implementation needs to 
be adapted regarding timing of interventions and planning. Start of the involvement in 
rehabilitation for work should fit with what is feasible for an individual employee and 
there should be acknowledgement that employees can often not exert influence over 
the development of their illness. Finally, in the implementation DMP support needs to 
be guaranteed.  

Implications for rehabilitation 
- It is not that employees are not able to think along or decide on their reintegration 

trajectory but rather they are expected to do so at times when they cannot over-
see their illness and/or recovery trajectory.  

- Settings out reintegration procedures that are inflexible in practice do not recog-
nize that employee involvement in work reintegration trajectories can develop 
over time. 
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- The disability management professional has a central role in organizing and sup-
porting employee involvement in work reintegration, however, the employees do 
not experience this is indeed happening.  
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Abstract 

Background: In Canada and other countries, sickness absence among workers is a 
significant concern. Local return-to-work policies developed by both management and 
workers’ representatives are preferred to tackle the problem. 
 
Objective: This article examines how managers perceive this local bipartite agreed 
upon return-to-work policy, wherein a social constructivist view on the policy process 
is taken. 
 
Methods: In-depth interviews were held with 10 managers on their experiences with 
execution of this policy in a Canadian healthcare organization. Interviews were tran-
scribed verbatim and qualitative analyses were completed to gain deep insight into the 
managers’ perspectives. 
 
Results: Results show that the managers viewed themselves as a linchpin between the 
workplace and the worker. They did not feel heard by the other stakeholders, wrestled 
with worker’s limitations, struggled getting plans adjusted and became overextended 
to meet return-to-work objectives. 
 
Conclusions: The study shows that the managers felt unable to meet the responsibili-
ties the policy demanded and got less involved in the return-to-work process than this 
policy intended. RTW policy needs to balance on the one hand, flexibility to safeguard 
active involvement of managers and, on the other hand, strictness regarding taking 
responsibility by stakeholders, particularly the health care and re-integration profes-
sionals. 
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Introduction 

In Canada, as well as in other societies, sickness absence is a significant concern and 
challenge [see e.g. 1-3]. In particular the health care workforce faces the risk of illness 
[4]. Therefore policymakers from various countries have agreed to find solutions [see 
e.g. 5]. 
 Several policies and interventions for return to work (RTW) have been tried in 
Canada. They are often referred to as disability management (DM), that is “a process in 
the workplace designed to facilitate the employment of persons with a disability 
through a coordinated effort and taking into account individual needs, work environ-
ment, enterprise needs and legal responsibilities” [5, page 3]. Westmorland and Buys 
identified key DM principles from the literature namely: integrated prevention and 
remediation; corporate leadership; joint union and management collaboration; timely 
return to work and employee involvement [6]. New policies were developed to sup-
port early RTW of workers with incapacities (the inability to work due to sickness or 
injury). These particular strategies do, however, not always have the expected results 
from the perspectives of re-integrating workers with incapacities in Canada [6-11]. 
Workers’ disappointment with early RTW policy is also found in other countries [12]. 
 To improve effectiveness of RTW, collaboration was sought with both manage-
ment and worker organization representatives when developing RTW policy in Canada: 
the so called bipartite policy-making approach. At the provincial level, this bipartite 
policy process has even been institutionalized [13, 14]. In this setting, provincial Occu-
pational Health and Safety (OHS) regulations and legislation define DM intervention 
programming per industrial sector. Taking the bipartite perspectives into account is 
firmly believed to an effective remedy to reduce sickness absence [15] due to reduc-
tion of bottlenecks in the planning, implementation and management of RTW pro-
gramming [16, 17]. Involvement of bipartite stakeholders to formulate the RTW policy 
in British Columbia (BC), Canada for the healthcare sector seemed, however, not to 
prevent practical bottlenecks when implementing the policy according to the diverse 
stakeholders [10]. These findings raise the question what the reasons are for stake-
holders’ difficulties in the execution of RTW policy and that is the focus of our re-
search. 
 In 2009, RTW policy in BC, Canada for the healthcare sector was reformed as part 
of the collective bargaining process between the provincial government and 
healthcare management- and trade union representatives. Local bipartite stakeholders 
(human resource executive and management, senior executive, trade union repre-
sentatives) also provided input in policymaking process. This new bipartite agreed 
upon RTW policy was built upon earlier provincial, sector-specific initiatives [18].  
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 The finding of our earlier study on the workers’ perspectives on the reformed 
RTW policy in practice showed that the policies and procedures made workers with 
incapacities responsible for the design of RTW plans. At the same time, however, re-
integrating workers considered themselves incapable to answer this responsibility, 
within which they were offered too little flexibility regarding involvement and inter-
ventions in RTW planning to meet their needs [11]. 
 Our current study focuses on the managers’ perspectives on RTW policy in prac-
tice. The scarce literature that takes a manager perspective on RTW policies and pro-
cedures illustrate this particular stakeholder group struggles with not knowing how to 
respond to the worker with health problems [19], finds it difficult that re-integrating 
workers may not be qualified to meet certain functions in terms of limitations and 
productivity demands [20], and worries about increased costs and fear legal liability 
[21]. The scarce studies also show that RTW decisions and outcomes are affected by 
managers’ behaviour [22, 23].  
 To study how RTW policy works from the managers’ perspectives in the BC 
healthcare practice, a social constructivist view on the policy process [24] is taken. 
Policy often turns out differently and in unexpected ways in practice and can have 
normative implications [24]. This happens because policies and procedures that have 
to govern daily practice include general rules that are based on general assumptions of 
the situations in that same practice. Therewith rules and policies permit discretionary 
space for those stakeholders who deliver the services and have to apply rules and 
policies on individual situations [24, 25].  
 Discretionary space, on the one hand, allows for including individual differences 
and contextual circumstances in decision-making in the execution of rules and policies 
in practice. Thus discretionary space is thought to enhance fairness in process. On the 
other hand, as the rules and policies itself do not predict how the discretionary space is 
used in practice, this space also counts for transformations in rules and policy inten-
tions in practice. In applying abstract rules and policies to concrete individual cases, 
rules have to be interpreted. This process of interpretation-in practice is influenced by 
professional norms, social costumes, peer norms, moral beliefs and existing practices 
which may transform the meaning of the rules and policy-as intended [24-29]. Re-
search of Meershoek et al. [26, 27], for instance, showed how administrative proce-
dures can have counter-productive effects in practice in the Dutch setting of work re-
integration. They concluded that, in practice, the duty for the employers to work on re-
integration of workers who reported ill became an empty letter, due to formal proce-
dures and control mechanisms.  
 The application of rules and policies is thus a highly contextual enterprise, and 
therefore implementation process in practice often has consequences that cannot be 
predicted by the policy itself [24]. Insight in and understanding of the environmental 
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and workplace context in which the rules and policy have to function can help to for-
mulate rules and policy that are better adapted to this local context, within which the 
risk of unintended consequences can be reduced. 
 In our research into Canadian RTW rules and policy execution, we therefore inves-
tigate how RTW policy functions in practice in the BC healthcare sector. How do local 
stakeholders interpret and apply the new RTW policy, which is intended to add to what 
is already arranged by social security legislation in Canada and how do these  stake-
holders handle the discretionary space? Insight in these practices will answer the ques-
tion whether bipartite stakeholder involvement in the RTW policy development phase 
in policy process indeed guarantees that policies and procedures are adjusted to the 
dynamics of daily re-integration practice.  In this article we focus on the perspective of 
the managers of workers who had reported ill and were re-integrating in their own or 
in accommodated jobs.   

The policy studied 
The RTW policy in this setting contains the following aspects. Generally, both the man-
agers and individual workers are expected to participate in coordinating the organiza-
tion of early RTW activities and development, wherein absent workers should reinte-
grate before full recovery of either their incapacities has taken place. Organizational 
structures to positively affect RTW include a workplace-based disability management 
professional (DMP) (so called: case manager) who is supposed to contact the worker to 
request their participation in RTW programming and ask for the workers input in RTW 
planning (e.g. either a straightforward plan for less than six weeks in duration or a 
complex plan for longer than six weeks). The DMP is further supposed to check with, 
follow-up and contact the manager and other stakeholders (e.g. the physician, a trade 
union steward and insurer/compensation agent) to aide and steer decision-making 
during re-integration. RTW programming is supposed to include access to various sup-
port services (e.g. ergonomist, workplace rehabilitation advisors). A supernumerary 
(‘extra’) worker can be made available upon RTW as well as access to internal human 
resources (e.g. help with the implementation of work -, job accommodations and fur-
ther care). Participation in RTW programming is voluntary in the first six weeks of sick-
ness absence but mandatory thereafter and must include the consent of the worker’s 
physician. External health and safety programming services may also help with the 
implementation of work-, job accommodations and further care (as described below).   

Social security in Canada    
As said, in Canada, as in many other countries, RTW policy only adds to what is already 
arranged by social security legislation. In the BC healthcare sector, management is 
responsible for disability benefits for workers who experience work-related inju-
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ry/illness under the Workers Compensation Act and OHS regulations. If sickness ab-
sence is deemed not work-related or is result of a motor-vehicle accident that is non-
work related, there are various other insurance and benefits systems available. For all 
workers, basic health care costs are covered on the basis of a public healthcare system.  
 Employment status for regular staff is secured for about two years during which 
management needs to relate to the Compensation Act and OHS regulations. Benefits 
and coverage for workers vary per cause of sickness absence and collective agreement. 
The management has an obligation to make every reasonable effort to find a way to 
accommodate the worker (e.g. must carefully scrutinize their workplace for potential 
jobs into which the worker can be placed or, if equipment is required, investigate the 
cost of purchasing such equipment).  

Aim and research questions  
The aim of this article is to gain deep insight in managers’ perspectives on reformed 
bipartite-agreed RTW policies and procedures in practice.  The experiences with and 
perceptions on the reformed bipartite-agreed RTW policy is part of our study how RTW 
policy works in practice to, in turn,  find out how bipartite involvement in policy pro-
cess in the BC healthcare sector functions. The research questions are: 
1) How do the managers experience their new role in organizing RTW trajectories for 

absent workers described in the bipartite-agreed upon RTW policy? 
2) To what extent is the bipartite agreed upon RTW policy to give local managers 

more responsibility perceived as successful by the managers?  
3) How are contributions by the DMPs to steer and guide collaboration in the rela-

tion management-worker in RTW experienced and perceived by the managers? 

Methods 

This study took place in the largest and considered leading health organization in BC, 
Canada which provides general and specialized public healthcare services to a large 
portion of the provincial population. Public acute health care services are offered in 
their 13 hospitals across a vast geographical area whereby they also offer a number of 
other services including, primary care, community-based residential and home health 
care, mental health, addiction services and public health. As per provincial collective 
agreements, this organization created workplace-based RTW policy for its 22,000 
workers. To find answers to our research questions, qualitative research methods were 
selected [30-32] and to obtain good insight on the experiences and perceptions of the 
management, in-depth individual interviewing was selected as the best method of 
data gathering [31]. The first author performed the data collection and had the main 
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role in data analysis. All authors had experience with qualitative data collection and 
analysis. Besides the involvement of the other authors, two staff members of the Oc-
cupational Health and Safety Agency for Healthcare (OHSAH) of BC supervised the 
data-collection. OHSAH had been involved in the development and evaluation of the 
workplace-based RTW policy.  The first author and supervisors did have professional 
work relationships with the participating BC health care organization. None of the 
authors or supervisors had professional or private relationships with the interviewees. 

Study sample  
Managers were defined as the clinical managers and direct supervisors. Inclusion crite-
ria were that they had or still were involved in re-integration of staff with work inca-
pacities anytime between April 2009, when the ‘new’ RTW policy came into effect, and 
June 2010. Managers who only had experiences with re-integrating workers previous 
to April 2009 were excluded from this study. Purposive sampling with various recruit-
ment strategies were used to maximize variability in perspectives and to acknowledge 
the opportunity to obtain information from the full range of local managers for inten-
sive study [30, 33]. The first round of interviews with eight managers was held be-
tween September and December 2009 and the second round with two managers was 
held in May 2010.  When a manager initiated contact to participate, he/she received a 
detailed four-page information sheet and upon agreement to participate an interview 
was booked. Interviewees ranged in management-level, differed in age from 35-60, 
included both new and experienced managers, and managed various size department, 
delivered differing health care services at multiple work sites (see Table 1 for a descrip-
tion of participant characteristics).  

Ethical Considerations  
For this study, support was obtained from the organization itself and various trade 
unions (three – all of which had been part of the policy process) to conduct this study. 
Further, we received the approval of two local Research Ethics Boards from the Uni-
versity of BC and the health organization. Interviewees were made aware they were 
free to refuse to participate and were welcomed to ask questions and express con-
cerns about the study any time. Informed consent forms to participate, record the 
interview, and review the findings were signed prior to each interview. Participants 
were given the option to receive the final report. 

Interview procedure 
The topic list was based on administrative materials about the local RTW policy formal 
documents and draft papers (e.g. brochures, procedures on DM that were collected via 
DMPs and the organization’s intranet), RTW literature and from policy science. The 
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topic list included the following topics: on imposing rules and responsibilities, monitor-
ing and reviewing, decision making, controversy and conflict, influence and authority 
structures in RTW. To increase validity, interviewees were invited to address these 
topics by means of various real worker cases they brought up themselves during the 
interviews. They were also given the opportunity to elaborate on topics they brought 
up on RTW in this setting. Interview questions were fine-tuned as data collection pro-
gressed. The individual face-to-face interviews were conducted in managers’ office, 
took from 40 min to two h, and were taped and transcribed verbatim.  

Analysis 
Following ethnographic methodologies, qualitative analyses were completed to gain 
deep insight into stakeholders’ perspectives [34, 35], within which detailed under-
standing of interviewees’ experiences, actions and practical reasoning was gained [31, 
32]. By identifying, coding and categorizing experiences and perceptions [36] (with pen 
and paper and word processor) and, then, pattern-seeking to interpret experienced 
challenges and opportunities [30] we were able to unravel how practical bottlenecks 
affected RTW. Our interpretative analyses [31, 32, 34] focused on the role of policy, 
legislation, organization characteristics and the individual context on involvement; and 
how that affected RTW activities, from managers’ perspectives. The analysis of RTW 
policy as experienced and perceived by these stakeholders resulted in an empirical 
description of organizational process in RTW and the typical consequences in practice. 
A review process was put in place to ensure the accuracy of the descriptions, emerging 
themes, and revealed arguments between the authors. After the first round of inter-
views, the first and second author performed the first-phase of the data-analysis 
(structuring data, initial coding). After the second round of interviews, the interpreta-
tions and patterns were discussed stepwise during the process of analysis among all 
authors. Member checking, to review preliminary study findings for the purpose of 
accuracy by interviewees, was not done in this study.  
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Table 1 Detailed summary of participant characteristics 
Clinical managers and supervisors (10 interviewees) 
Participants supervise(d) workers 
with cause of sickness absence of 
(as diagnosed by physician) 

Medical disorder   
 Orthopaedic*  Work-related                     

Not-work related               
Motor vehicle accidents    

Systemic          
Mental disorder       

Positions  Regional Supervisor; Team Director; Team Leader; Clinical Supervisor; 
Regional Practice Lead; Charge Nurse; Supervisor 

Gender 8 Female 2 Male 
Health care services Hospital; Community Health Centre; Clinic; Residential Care 

* The type of health problem is categorized according to insurance coverage. Motor-vehicle accidents which 
are not work related fall under a different coverage than non-work related illness or injury.  

Results 

On the basis of the experiences and perceptions of the managers, we identified three 
main phases regarding their involvement in RTW: (1) return-to-work plan design; (2) 
execution of the return-to-work plan; and (3) final re-integration strategy. In practice, 
re-integration is not clearly structured; the RTW process is not simply onward and 
upward and is ever-developing. We describe the most central experience-aspects or 
bottlenecks that succinctly dominate in these phases. However, the experiences do not 
limit itself to the phase in which we describe it.  

Developing a return-to-work plan: feeling unheard 
The procedure calls for a DMP to determine safe work options for the re-integrating 
worker. A group meeting is supposed to be held with the manager, worker, union 
steward, and possible other stakeholders to review and finalize details of the plan. The 
managers argued that involvement is difficult and they identified concerns in practice. 
RTW plans need medical accordance and approval by the insurance/compensation 
agency. 
 
The managers’ first concern was that RTW policies and procedures were unclear to 
them. In some situations the managers felt unaware of where to find this information.  
 

‘How does it work? Who is responsible for what? That would be nice to have, an 
outline, kind of how this process works and for the employee to be able to say: 
Okay, at this point I should be here, and this is who I would contact if I had any con-
cerns.’ 
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Besides difficulties experienced in finding information on policies and procedures, the 
second concern the managers indicated was that an expected routine in organizing re-
integration was not happening. According to the managers, not getting regular up-
dates around workers’ progress, an anticipated re-integration date and readiness for 
work was confusing.   
 

‘It was all very confusing ( . . . ) you know, getting information and making sure the 
person’s ready.’ 
 

Besides challenges perceived in getting information on worker’s progress and confu-
sion around organizing re-integration, the third concern the managers pointed out 
were the developments of the RTW plans itself. As explained above, the managers 
were interested in finding out whether the worker was ready for work. This was mostly 
because their experience told them that over- or underestimations of work abilities by 
workers themselves, including pressure and coercion by insurers and trade union 
stewards do take place. Keeping the right to privacy in mind, the managers stated it 
was nevertheless difficult that the assessment on work abilities was kept silent, that 
ways on how the assessments on limitations and hours came about was not made 
clear and that they were given no guidelines or direction on what they could or could 
not say to make suggestions to adjust the plan (e.g. during contact moments).  
 

‘I wanted to make it work and I didn’t want to have unnecessary conflict ( . . . ) I was 
in a position of sort of receiving information from them around how things would 
go.’ 
 

In similar vein, the managers’ experienced that selected support services on the plan 
did not work on their specific department, nor were aligned with specialized job re-
sponsibilities.  
 

‘They said: “Well, she can come back supernumerary.” And I said, “What do you 
mean, supernumerary? I’m three positions down. So there’s no way you can come 
and be somebody’s shadow here. It doesn’t work like that”.’ 
 

In realizing a plan, the managers expect better insight in worker’s expected progress 
and a better understanding of worker’s abilities. Yet they do not receive this. On the 
contrary, the managers are left to feel dubious about how assessments and selected 
services come about and if the individual worker can meet the complexities of work. 
They feel they cannot contribute their practical insights to improve the plan before 
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finalizing it. As a result of not including the workplace perspectives, the RTW plan does 
not materialize well in practice as will be addressed next.  

Return-to-work plan execution: getting frustrated 
The managers saw themselves as having a key-role in the interface between the work-
er and the workplace: 
 

 ‘I think that the manager has a really key role in helping the employee see what’s 
happening in the workplace. I think that’s the extent of it. We have to help them 
and that we’re interested in having them back to work but not having them back to 
work if they’re not able. ( . . . ) if they’re not able [to complete work], then it be-
comes a risk issue for themselves and a risk issue for care.’ 
 

From this perspective, the first concern regarding the RTW plan was that re-integrating 
workers did not always function as well as expected, according to the managers. They 
felt that the worker was sometimes not motivated for work (‘work ethic’) and/or did 
not meet what they perceived as agreed upon tasks, duties and hours. The managers 
mentioned they discussed unforeseen, subtle factors with the worker. However, they 
experienced it was sometimes hard to know how to approach this worker’s situation 
(see also previous theme on what they could or could not say, or ask).  
 

‘When we first started this, it was like, “Don’t try to take on too much.” And that’s 
the other problem is that the person feels like you’re telling them, they’d better take 
on more, which makes them less productive. You know, so it’s hard to know how to 
approach them.’ 
 

The managers experience difficulties when re-integration plans are not working out as 
expected. They find it sometimes difficult how to best address practical difficulties.  
 
The second concern the managers pointed out was that difficulties in RTW could, in 
their view, create unwanted tension at the workplace (e.g. the worker reported sick 
again). They stated that (repeated) sickness absence and limited work ability puts 
more responsibility and pressure on co-workers. The managers perceived this could 
result in turn and over time in tension, resentment and mistreatment among other 
staff members:  
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‘So sometimes there is that resentment. I know that goes on. Now whether that’s 
verbal, or you just sort of hear it through the grape vine, “don’t bring her in my ar-
ea; she’s really of no help to me” or “he can’t help”. So it’s the chronic ones that I 
think are probably mistreated, maybe because they’re misunderstood.’ 
 

The managers obtain better insight into practical difficulties in re-integration efforts, 
and experience tension on the floor if RTW plans do not work as expected. 
 
The third concern the managers pointed out were unfilled expectations on monitoring 
by ‘experts’. According to them, reviewing progress and, in turn, their expectation to 
address practical difficulties with ‘experts’ early on was not happening:  
 

‘I didn’t know enough about Return To Work ( . . . ). I emailed the advisor, just with 
my questions and it took a long time to get any response. That was the most frus-
trating for me, that time kept passing and I wasn’t getting any kind of response! ( . . 
. ) It would be nice to be able to go back to the Return To Work advisor and say, 
“This is what I’m noticing, is there any[thing we can do]?”.’. 
 

There are managers who argued that upon making contact with ‘experts’ to voice 
practical concerns they were countered with ‘must’ arguments to follow organizational 
routines and procedures on RTW versus reconsidering the appropriateness of plans: 
 

‘Return To Works are always set up Monday to Friday because that’s when they say 
the most support is in the hospital, but it’s also the busiest. ( . . . ) But [a] Return to 
Work is not allowed to work in the evening and they’re not allowed to work on a 
weekend. So you’re putting them in at the busiest time!’ 
 

Other managers mentioned that being countered with arguments to ‘follow the rules’, 
upon raising worker’s difficulties to complete workload and the person functioning on 
the floor was not improving does nothing to solve re-integration problems, which they 
expected: 
 

‘I've tried talking to the unions [that the worker could not meet work demands] but 
I guess because it’s in the Collective Agreement that’s what we have to do, that’s 
what we have to do.’ 
 

The managers experience that measures for evaluating practical problems and inte-
grating the workplace perspective in RTW process are unclear to them. They find that 
careful handling by ‘experts’ of daily difficulties is not taking place. This is upsetting to 
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the managers, especially in perceived (poor) combination with ‘experts’ counters to 
follow the rules. Workers oftentimes return to their own job or accommodated job 
before details on work (in-) capacities are worked out as we will see in the next sec-
tion.  

 Final return-to-work strategy: getting overextended  
In the final phase, formal assessment on RTW or integration to own job or accommo-
dated job is completed. Workers are no longer designated for RTW programming or 
‘extra’ support services and are expected to complete duties and tasks in line with the 
job responsibilities. 
 
The first concern the managers highlighted was that workers’ capacity to meet the 
complexities of work remained unpredictable and unexpected limitations could still 
become clearer upon formalized re-integration. For example, there are managers who 
stated getting concerned when other staff (silently, discretely) pointed out that the re-
integrated worker to his/her own job or accommodated job was making errors in pa-
tient care:  
 

‘He is needing to be directed much more than he did prior to going off on his illness. 
He is missing treatments and medications and, you know, those small mistakes that 
I don’t believe he ever made prior to being off.’ 
 

The managers mentioned tenseness at the department rising (also see previous theme 
on tension) as re-integrated workers were on occasion assigned duties/tasks which 
other staff considered ‘promotion opportunities’: 
 

‘There are people who have worked within that department for over 20 years. All of 
a sudden someone comes in, kind of what they perceive as through the back door ( . 
. . ) and you’re kind of feeling . . . frustrated.’ 
 

The managers thus experience that unexpected, subtle worker’ incapacities around 
healthcare service delivery and inconsiderate job accommodations raises tension on 
the work floor. 
 
The second concern the managers pointed out was the lack of follow-up care to deal 
with such unforeseen practical difficulties in relation to the re-integrated worker and 
the workplace: 
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‘Once they go on their own nobody is following them up.  I mean, I am and their co-
workers are, but we don’t have any way of returning that. Maybe they are not in-
terested in how they do once they go back on their own; I don’t know.’ 
 

In more detail, there are managers who highlighted that the human resources depart-
ment (which they have to deal with and includes DMPs) and external agents did not 
recognize their calls, e-mails, consultations hence workplace arguments that workers 
were having unexpected, new incapacities in meeting (fluctuating, increasing) job de-
mands. They argued that ‘experts’ encouraged a ‘keep going’ approach and in doing so 
failed to acknowledge they might set re-integration up to fail: 
 

‘They didn’t understand the disabilities we were talking about ( . . . ) The people in 
terms of [name organization] were useless, absolutely non helpful.’  
 

The managers experience there is a lack of follow-up in care to ensure workers with 
incapacities meet job complexities. They find a lack of accountability of support ser-
vices in terms of recognizing experienced difficulties, help problem solve and offer 
possible solutions. In the end, the managers find that the worker’s limitations might 
not be acknowledged by the worker themselves (e.g. in light of financial worries the 
worker may have to report ill again, or worries to lose their job) and may neither be 
recognized, explored nor considered by (health, re-integration) professionals.  
 
The managers respond in different ways to these practical bottlenecks. In some situa-
tions, managers left it up to the worker to report in sick again (see previous themes), 
whereas other managers attempted to work out details. The managers acknowledged 
getting a better understanding what was going on from worker’s perspective was im-
portant and could require a shift in working relations (e.g. for the worker to start shar-
ing personal/private difficulties, for the individual and team to cooperate - a give-and-
take approach), which did not always occur. They pointed out to realize that some-
times the re-integrated worker really needed to see a physician for a better diagnosis 
and, in turn, better targeted treatment and support at work. For this realization to 
mature, the managers mentioned successful interactions with knowledge allies they 
had (e.g. College of Nurses, physicians). Building this bridge between external health 
professionals and the workplace, however, was a lot of effort:   
 

‘I had to do a lot of work around articulating what we were seeing and whether 
that made any sense for him and gave him stuff to take to his physician. ( . . . ) 
What worked well was finally to help both this employee and his physician realize 
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that by continuing to put him in the workplace he was going to lose any prospective 
( . . . ) which in my mind was completely unfair.’ 
 

The managers experience that improving work relations can, in turn, enhance articula-
tion of re-integration difficulties. This, in turn again, can support decision-making in 
organizing individual re-integration relative to operational work processes. The man-
agers find it unacceptable that failure to get a good diagnosis for accurate treatment 
and to coordinate work demands and support can potentially result in workers losing 
their job or professional license. 
 
Nevertheless, the managers pointed out that worker’s incapacity could sometimes 
permanently hamper work flow and ultimately organizational objectives. They some-
times simply could not solve nor stretch themselves any further, according to them. 
For this the managers pointed to the system/organization and their responsibility for 
better organizing RTW policy: 
 

‘My concern actually is, is how the system is put in place ( . . . )  I think there should 
be some more consideration about what we do and how they can help us opera-
tionally, make it work. I don’t feel that. It’s as simple as that.’ 
 

The managers experience that despite their willingness to meet the expectation to re-
integrate workers with incapacities, the formal RTW policies and procedures do not 
comply with the work they have to do.  They find that if they improve their under-
standing of health issues that affect the worker’ capacity they can, in turn make efforts 
in adjusting the specific strategies the worker employs to meet work demands. But 
which cause worker health problems (e.g. being too altruistic or “can do” approach 
which can result in problems relating to what are called issues in psychosocial func-
tioning) they cannot change. The managers then feel wronged and overextended hav-
ing to sort-out RTW difficulties and issues (e.g. work stress, when work demands ex-
ceed the worker’s ability to cope or control on their own).  

Discussion 

In a leading healthcare organization in BC, Canada, RTW policy was reformed in which 
(early) re-integration of workers with incapacities as well the management’ participa-
tion and the inclusion of the workplace perspectives in RTW process was encouraged. 
The study examined how, in practice, policy execution of this bipartite agreed upon 
organizational RTW policy was experienced by the management. We conducted 10 
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interviews with clinical managers and direct supervisors who were each involved in 
several RTW trajectories of various re-integrating workers.  
 
The management took steps to meet the organizational objective of re-integrating 
workers with incapacities. However, they experienced their organization and other 
involved institutions not keeping the bipartite agreement that encourages managers’ 
participation and inclusion of the workplace perspectives in RTW process. Consequent-
ly, the management found it unacceptable that poorly implemented RTW policy can 
put the delivery of healthcare services at stake and can exclude workers with incapaci-
ties from participating in the workforce. Moreover, managers felt oftentimes blamed 
as the ones at fault. This study is one of few studies with a management perspective 
on RTW policy [6, 37-39]. Though some studies on workers’ perspectives on RTW poli-
cy suggest that management oftentimes does not want to support workers with inca-
pacities in re-integration [37, 38], our study illuminates the management’ trials to do 
just that.  
 
RTW policy gives managers the responsibility to ensure the plan is attuned to the 
worker’s limitations relative to the job responsibilities. Asking for manager’s input is in 
line with the obligation to find a way to accommodate the worker and is supposed to 
ensure plans fit the practical experiences of managers. In practice, however, at the 
moments when decisions on a plan have to be made, managers do not have a clear 
picture of worker’s limitations. The management thus has to offer adapted work places 
without knowing what to adapt. At the same moment, as RTW plans are formal deci-
sions, the management is bound to the proposals they make on the plan. In addition, 
RTW policy demands that the management implements this RTW plan and supports 
this re-integration. It is managers’ responsibility to notify the workplace and organize 
the selected strategies. Yet, due to uncertainties in the assessment of limitations dur-
ing the design of the plan, the management finds often that unexpected worker’s limi-
tations occur during re-integration. Furthermore, managers encounter that re-
integration trajectories are time and again unpredictable and non-linear. The man-
agement gets that unpredictability of illness process are not taken into account within 
the plans and they do not get help or facilitation to deal with the various limitations 
and differing dilemmas that happen. The mistaken assessments of re-integration result 
in costs and efforts shouldered by the management. RTW policy also gives the man-
agement responsibility for workers who completed RTW programming. The ‘idea’ is for 
workers to be recovered after four-six weeks of support services, albeit extensions can 
be requested. In practice, however, the managers find unexpected limitations and 
various dilemmas remain to be an issue for which, again, they are not facilitated. They 
can sometimes work these difficulties out but it stretches managers and in some cases 
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they simply do not succeed in getting or keeping adaptations in place. Managers are 
forced to deal with costs and effort to figure out unresolved value disputes on implica-
tions of illness and guidance for re-integration. 
 
When compared to the findings of an earlier study on workers’ experiences with and 
perceptions on the same RTW policy [11] striking similarities were found. These au-
thors demonstrated with empirical research how policies for involvement, in this Ca-
nadian setting of work re-integration, were not as effective as intended, and excluding 
consequences of these policies. They concluded that, in practice, the procedures did 
not result in better RTW practice due to timing of involvement, recognition of practical 
insights and support services or lack of it. 

The discretionary space 
The social constructivist view on the policy process assumes a natural gap to exist 
between policy and policy execution, which allows for discretionary space. The findings 
of Maiwald et al., [11] among workers and the current study among managers demon-
strate that the misconception on the extent to which RTW can be planned in advance 
is the major bottleneck. In bipartite agreed upon RTW policy the importance of both 
worker’ and manager’ involvement in re-integration is acknowledged, and both stake-
holders’ perspectives have to be included on the plan. The first assumption in this RTW 
policy is that at the moment the plans have to be defined, which is before RTW itself 
starts, both stakeholders can provide information relevant for this re-integration. Alt-
hough medical advisors demand workers’ input, the advisors cannot predict what the 
limitations and possibilities of the worker are and how they will develop, resulting in 
plans based on inadequately defined limitations. While managers are asked for input 
on plans that appear inadequate, they cannot suggest appropriate adjustments or 
make adjustments on the plan. A second assumption in this RTW policy is that ‘sitting 
around the table with all the stakeholders’ is the best process to guarantee that deep-
rooted differing interests of managers and workers are brought forward on the plan 
and are reckoned with during re-integration. However, these (re-) negotiations are far 
more difficult than assumed. Workers are uncomfortable in meetings and managers 
find that, despite seeing themselves as having a key-role, they cannot get practical 
difficulties addressed. Both workers and managers find that internal health and re-
integration professionals and external compensation agents do not help to problem 
solve nor facilitate. 
 This study demonstrates that inflexibility and inability of arrangements for RTW 
are counterproductive for managers to meet re-integration objectives, in combination 
with other organizational demands. This same inflexibility and inability of arrange-



88 

ments for RTW affected the workers’ chances to succeed in the work abilities they 
theoretically had and their real work participation [11].  
 This study thus shows clear tension between bipartite-agreed upon RTW policy 
and policy execution, and the discretionary space becoming an organizational sub-level 
battleground. Insight in how the discretionary space is interpreted is relevant because 
it demonstrates the nucleus of this tension in this organizational context, and further 
draws attention to unintended consequences of these bipartite policies in this setting. 
 The finding of Maiwald et al., [11] and the current study demonstrates the same 
policy paradox [24]. The policy intention is more responsibility to be given to the man-
agement and workers and better support by health and re-integration professionals. 
However, both the managers and workers experience the inability to complete re-
sponsibilities and run into practices of (social) exclusion in consultation processes. The 
findings of both studies therefore support the tentative conclusion that bipartite in-
volvement in RTW policy process does not guarantee that policies and procedures are 
better adjusted to processes in practice. More research is needed regarding what input 
these bipartite representatives have and how they interpret and translate managers 
and workers interests into policy to meet the complexity of work re-integration. 

Limitations 
The number of interviewees involved in this study may be seen as a limitation. Bias in 
case selection could not be avoided as the respondents were self-selected. Our meth-
ods ensured the selection of a diverse range of managers and data collection was per-
formed in two stages, yet, saturation might not have been reached on the practice of 
work re-integration in the entire BC healthcare sector in Canada. Using both a theoret-
ical framework to design this study and analyse the data supports trustworthiness of 
findings and gained insight into various mechanisms which hamper implementation of 
reformed RTW policy. 

Implications for practice and further research 
Several implications of the study for practice and recommendations for further re-
search can be made. The results of this study demonstrate that illness processes are 
capricious and RTW trajectories are dynamic and therefore re-integration planning 
requires continued adaptations. To address this, the management indeed seemed to 
need a more central role during re-integration, which is in line with conclusions from 
other research [22, 23]. Nonetheless, on-going modification of plans based on practical 
insights must be guaranteed. For example, in the Netherlands there is room for ad-
justments and RTW plans should be allowed flexibility in which try-out opportunities 
and room (timing for involvement and choosing another intervention) must be based 
on gained insights in the various stakeholders’ perspectives [26, 40]. 
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 Another vital point for practice improvement is that health and re-integration 
professionals are supposed to support the new role of the management during re-
integration [41]. Nonetheless, the management does not experience this service is 
happening in practice. Research shows challenges and opportunities regarding the 
supporting role of health care and re-integration professionals [6, 22, 42, 43], also 
from the perspective of costs being made by management [39]. Soklaridis and col-
leagues demonstrated in a Canadian setting that management felt the relevance of 
making medical costs but also experienced them as a financial burden on the man-
agement [39].   
 While the findings of this study on RTW policy are specific to the local context, 
there are lessons to be learned for other settings. First, RTW policy implementation is 
linked to the social security legislation regarding RTW. The current positive attitudes of 
managers towards RTW might be rooted in the extensive RTW legislation in Canada. 
Lack of management involvement is found in settings with dearth of legislation, such 
as in Belgium [44]. Second, the implementation of a new policy in the health care sec-
tor needs to be understood in the light of its structural characteristics [45]. The present 
positive views and behaviours of managers towards seeking alternative ideas on guid-
ance in re-integration might be because they embrace changing professional and 
work/organizational structures in this sector.   

Conclusions  

Management representatives’ involvement in RTW policy process does not reduce 
bottlenecks in re-integration programming and thus does not secure implementation 
of agreed upon policy. Our current study shows that on the one hand, more flexibility 
in practice is needed to allow for active participation of managers. On the other hand, 
strictness is needed regarding taking responsibility by stakeholders, particularly the 
health care and re-integration professionals. The findings did not contradict that found 
in a study among workers who were re-integrating into work in the same setting, but 
rather appeared to parallel these. Bipartite representation in the RTW policy process 
and how representatives exert their authority to formulate rules and policies needs 
further study.  
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Abstract 

Background: In Canada and other countries, sickness absence among workers is a 
significant concern. Return-to-work policies developed by both employer and worker’ 
representatives are preferred to tackle the problem. 
 
Objective: We examined how bipartite agreed-upon return-to-work policy works from 
the occupational health professionals’ perspectives in a healthcare organization in 
Canada. This is the perspective of disability management staff and trade union repre-
sentatives who are given responsibility to implement RTW policy. 
Methods: In-depth interviews were held with 9 professionals on their experiences with 
execution of return-to-work policy. Interviews were transcribed verbatim and qualita-
tive, social constructivist, analysis was completed. 
 
Results: The professionals experienced four main problems: 1) timing and content of 
physician’ medical advice cannot be trusted as a basis for plans; 2) legal status of the 
plans and thus needing workers’ consent and managers’ approval can create tension, 
conflict and delays; 3) limited input and thus little fruitful inference in meetings; and 
yet 4) the professionals can be called to account for plans. 
 
Conclusions: Bipartite representation in return-to-work policy process does not entire-
ly delete bottlenecks in executing RTW policy. More room is needed allowing the pro-
fessionals to get and keep quality RTW plans in place. Additionally, enhanced profes-
sionalism is needed to complete the RTW mandate given. 
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Introduction 

In Canada, as well as in other societies, sickness absence2 is a significant concern and 
challenge [1-3]. The health care workforce faces a higher risk for sickness absence [4]. 
Policymakers from various countries have been working for years and agreed upon a 
code to guide employers to adopt a positive strategy in managing disability-related 
issues in the workplace [5]. Return to work policies and procedures were developed to 
support early work re-integration of workers with disabilities (the inability to work due 
to illness while in employment) in Canada. These particular strategies to enhance par-
ticipation in the workforce do not always yield the results expected from re-integrating 
workers’ perspectives though [6-9]. In other countries, also workers’ disappointment 
with early return-to-work (RTW) policy has been demonstrated [10]. 
 In Canada – where the current study took place-, federal social security arrange-
ments, provincial Occupational Health and Safety (OHS) regulations, Workers Compen-
sation Act and collective agreements define disability management (DM) programming 
(also referred to as return to work programs) per industrial sector. To improve effec-
tiveness of RTW policy, collaboration was sought with both employer and worker rep-
resentatives: the so called bipartite policy-making approach. This approach has largely 
been institutionalized in Canada [11-12]. 
 Bipartite involvement in RTW policy process is firmly believed to be an effective 
remedy to reduce sickness absence [13] as it is assumed that including employer and 
worker perspectives in policy will align policy to the complex practical settings and 
make it  more workable [14-17]. But bipartite agreed-upon RTW policy in British Co-
lumbia (BC), Canada for the health care sector, as is the case with policy in general, 
seemed no guarantee that the policy is implemented as intended by the policy-makers 
[9, 16]. In this study, we investigated the implementation through the eyes of the oc-
cupational health professionals.  
 In 2009, DM for the BC health care sector in Canada was reformed as part of the 
collective bargaining process between the provincial government, employer- and 
worker (trade union) representatives. Further, place-based stakeholders (e.g. human 
resources executives, disability management staff and trade union representatives) 
provided input in this policy process.  
 The finding of our earlier studies on the workers’ and frontline managers’ per-
spectives on this bipartite agreed-upon BC Healthcare RTW policy showed that the 
policies and procedures made these stakeholders indeed responsible in RTW process-
es. On the other hand, the workers and frontline managers considered themselves 
                                                                 
2 In Europe, work disability is often referred to as sickness absence. Even though the concepts are not entire-
ly interchangeable, the legislative measures used to promote early work re-integration of workers with 
incapacities that are to guide work re-integration policy are similar.   
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incapable to answer this responsibility because they were offered too little flexibility 
regarding involvement and interventions in RTW planning to meet their needs [18, 19]. 
Furthermore, these stakeholders did not feel supported by occupational health profes-
sionals in RTW reference.  
 Our current study focuses on the occupational health professionals perspectives’ 
on this (same) RTW policy. This refers to the perspectives of those stakeholders who 
are given responsibility to deliver programming that addresses the needs of those 
workers considered able to return to work. They are disability management (DM) staff 
who report to the organization as well as trade union representatives who report to 
the respective union. The trade union representatives are included in this study as 
‘policy executers’ because in Canada they are involved in supporting the worker during 
RTW  by optimizing treatment and services, handling of compensation claims in consul-
tation with the workers etc. [16]. The literature that takes a professionals’ perspective 
on RTW policy illustrate the struggle of these stakeholders with their role in the RTW 
processes. For example, some scholars demonstrate problems around dependence 
and funding resources concerning that occupational health professionals experienced 
difficulties getting and keeping needed support in place [20-22]. Other scholars show 
problems around professional development in that professionals’ body of knowledge 
and skills and interpretations (of rules, cause of ill-health) largely vary [23, 24]. In a 
recent study by Pranzky et al. [25] it was argued that other stakeholders are, in turn, 
not sure what they can expect from ‘occupational health professionals’ to deal with 
individual (and social) problems.  
 For the current study on occupational health professionals’ perspective, a social 
constructivist view on the policy process is taken, which starts with the assumption 
that policy often turns out differently and in unexpected ways in practice [26]. The 
theory explains that this occurs because policies that have to govern everyday practice 
include abstract rules that are based on broad assumptions of the situations in that 
same practice. In doing so, policy permits discretionary space for those stakeholders 
who deliver the services and have to apply rules from the policy on individual situa-
tions [26, 27]. Discretionary space is in fact not a mistake of the policy but necessary to 
allow for including individual differences and contextual circumstances in decision-
making in the execution of policy in practice. Thus discretionary space is thought to 
enhance fairness in processes. However, as this space also counts for transformations 
in policy in practice, the policy itself does not predict how the discretionary space is 
used in practice. In applying the abstract rules from the policy to concrete individual 
cases, rules and policy have to be interpreted. This process of interpretation-in prac-
tice is influenced by means of professional norms, social costumes, peer norms, moral 
beliefs and existing practices which may transform the meaning of the rules and policy-
as intended [26-31]. To really understand how this transformation of policy takes place 
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in executing the policy, empirical research is needed. Meershoek et al. [28, 29], for 
instance, demonstrated with empirical research how administrative procedures can 
have counterproductive effects in the Dutch setting of work re-integration. These au-
thors concluded that, in practice, the duty for the employers to work on re-integration 
of workers who reported ill became an empty letter, due to formal procedures and 
control mechanisms. The execution of policies is thus a highly contextual enterprise 
[26]. In this article we investigate how the RTW policy transforms when executed in 
practice.  

The RTW policy studied 
The BC Healthcare RTW policy under study contains the following aspects. Absent 
workers should re-integrate before full recovery of either their incapacities has taken 
place. They are expected to participate in place-based RTW programming, which is 
voluntary in the first six weeks of sickness absence but mandatory thereafter.  The 
employer has an obligation to make every reasonable effort to find a way to accom-
modate the worker (e.g. must carefully scrutinize their workplace for potential jobs 
into which the worker can be placed or, if equipment is required, investigate the cost 
of purchasing such equipment). The place-based professionals are expected to support 
the frontline managers and workers to complete their responsibilities in RTW and 
guide them through the various complex systems. More precise, a disability manage-
ment professional (DMP) (so called: case manager, RTW advisor) is expected to ask for 
worker’s input (e.g., perceived limitations for work on either a straightforward plan for 
less than six weeks in duration or a complex plan for longer than six weeks) as well 
frontline managers’ input in RTW planning (e.g. suggest adjustments on the plan). 
Next, this DM staff member is supposed to combine the differing perspectives on the 
plan in RTW in consulting with a trade union representative in order to meet judicial 
arrangements (e.g., workers’ rights, collective agreements) in RTW process. The DMP 
may invite colleagues/other DM staff, whom have a range of specialties to assess limi-
tations the worker has to meet work demands. For example, they may ask a place-
based rehabilitation advisor (with differing training background as physiotherapists, 
kinesiologists, etc.) to assess the worker and recommend treatment and services on a 
plan (e.g., first offer external-based ‘fitness’ programming before RTW in the work-
place, suggest place-based support services such as a ‘supernumerary’ (an extra work-
er) and duration). Last but not least, the DM staff must include the consent of the 
worker’s physician for re-integration at the workplace and seek funding approval by 
financial institutions (e.g. insurance/compensation agencies, employer) for needed 
support in RTW. Stakeholders were informed about the RTW policy in several ways: an 
organization-wide press release; several presentations to various management levels 
of the organization and to different (smaller) work sites; a training session for all occu-
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pational health professionals (DM staff and trade union representatives); participation 
in redefining policies and procedures (DM staff and trade union representatives).   

Social security in Canada    
In Canada, as in many other countries, RTW policy only adds to what is already ar-
ranged by social security legislation. In the BC healthcare sector, the employer  is re-
sponsible for disability benefits for workers who experience work-related injury/illness 
under the Compensation Act and OHS regulations. If sickness absence is deemed not 
work-related or is a result of a motor-vehicle accident that is non-work related, there 
are various other insurance and benefits systems. Employment status for regular staff 
is secured for about two years. Benefits cease to be paid when a worker fails to pro-
vide satisfactory evidence of medical disability during the benefit period. For all work-
ers, basic health care costs are covered on the basis of a public healthcare system. The 
employer pays the full cost of coverage of this public benefit for regular (working) 
staff. Extended benefits and coverage for workers vary per cause of sickness absence 
and differ per collective agreement. 

Aim and research questions  
The aim of this article is to gain deep insight in the occupational health professionals’ 
(DM staff and trade union representatives) experiences in the execution of RTW policy 
in a Canadian healthcare setting. How do these stakeholders interpret and apply the 
reformed bipartite agreed-upon RTW policy? Insight in and understanding of the work 
context in which the regulations and policy have to function can help to formulate 
regulations and policy that are better adjusted to the dynamics of daily re-integration 
practice in this work context, and reduce unintended consequences. 
The research questions are: 
1) How do the occupational health professionals interpret their new roles to advice 

and facilitate RTW planning? 
2) What are the occupational health professionals’ experiences with executing the 

RTW policy? 

Methods 

This study took place in the largest and considered leading health organization in BC, 
Canada which provides general and specialized public healthcare services to a large 
portion of the provincial population. Public acute health care services are offered in 
their 13 hospitals across a vast geographical area whereby they also offer a number of 
other services including, primary care, community-based residential and home health 
care, mental health, addiction services and public health. As per collective agreements, 
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this organization created place-based RTW policy for its 22,000 workers. To find an-
swers to our research questions, qualitative research methods were selected [32-34] 
and to obtain good insight on the experiences with and perceptions of the occupation-
al health professionals on the RTW policy, in-depth individual interviewing was select-
ed as the best method of data gathering [33]. The first author performed the data 
collection and had the lead role in data analysis. Besides the involvement of the other 
authors, two staff members of the Occupational Health and Safety Agency for 
Healthcare (OHSAH) of BC supervised the data-collection in Canada.  

Study sample  
The inclusion criterion was: the occupational health professional had or still was in-
volved in re-integration of workers with work incapacities anytime between April 2009, 
when the RTW policy came into effect, and June 2010. Professionals who only had 
experiences with re-integrating workers previous to April 2009 were excluded from 
this study. Purposive sampling with various recruitment strategies were used to max-
imize variability in perspectives and to acknowledge the opportunity to obtain infor-
mation from the full range of place-based professionals for intensive study [32, 35]. 
Interviews with (different) professionals were held between September and December 
2009 and two more professionals were interviewed in May 2010 to deepen our gained 
insights.  When a professional initiated contact to participate, he/she received a de-
tailed four-page information sheet and upon agreement to participate an interview 
was booked. Interviewees ranged in representative status and authority level, differed 
in age from 35-55, included both new and experienced professionals, managed various 
caseloads and delivered differing support services at multiple work sites (see Table 1 
for a description of participant characteristics).  

Ethical Considerations  
For this study, support was obtained from the organization itself and various trade 
unions (three – all of which had been part of the policy process) to conduct this study. 
Further, we received the approval of two local Research Ethics Boards from the Uni-
versity of BC and the healthcare organization. Interviewees were made aware they 
were free to refuse to participate and were welcomed to ask questions and express 
concerns about the study any time. Informed consent forms to participate, record the 
interview, and review the findings were signed prior to each interview. Participants 
were given the option to receive the final report. 

Interview procedure 
The topic list was based on administrative materials about the RTW policy formal doc-
uments and draft papers (e.g., brochures, procedures on DM that were collected via 
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DM staff and the organization’ intranet), RTW literature and from policy science. The 
topic list included the following topics: on imposing rules and responsibilities, monitor-
ing and reviewing, decision making, controversy and conflict, influence and authority 
structures in RTW. To increase validity, interviewees were invited to address these 
topics by means of various real worker cases they brought up themselves during the 
interviews. They were also given the  
opportunity to elaborate on topics they brought up on RTW in this setting. Interview 
questions were fine-tuned as data collection progressed. The individual face-to-face 
interviews were conducted in private offices, took from 1h30 min to two h, and were 
taped and transcribed verbatim. 
 
Table 1 Detailed summary of participant characteristics 
Re-integration professionals and trade union representatives (9 interviewees) 
Participants supported re-
integration of workers with cause 
of sickness absence of 
(as diagnosed by physician) 

Medical disorder   
 Orthopaedic*  Work-related                     

Not-work related               
Motor vehicle accidents    

Systemic          
Mental disorder       

Representative status** Report to the organization Report to the union and the organi-
zation 

Authority levels** Disability management profes-
sionals; 
Workplace rehabilitation 
advisors 

Union stewards; 
Union leaders  
(of three different trade unions) 

Gender 6 Female 3 Male 
Age Differed in age from 35-55 
*The type of health problem is categorized according to insurance coverage. Motor-vehicle accidents which 
are not work related fall under a different coverage than non-work related illness or injury.**(Training) 
Background not specified for reasons of participant confidentiality.   

Analysis 
Qualitative analyses were completed to gain deep insight into stakeholders’ perspec-
tives [36, 37], within which detailed understanding of interviewees’ experiences, ac-
tions and practical reasoning was gained [33, 34]. By identifying, coding and categoriz-
ing experiences and perceptions [38] and, then, pattern-seeking to interpret experi-
enced challenges and opportunities [32] we were able to unravel how practical bottle-
necks affected RTW from stakeholders’ perspectives. Our interpretative analyses [33, 
34, 36] focused how professionals see the role of policy, legislation, organization char-
acteristics and the individual context plays in RTW activities. The analysis of RTW policy 
as experienced and perceived by these stakeholders resulted in an empirical descrip-
tion of decision making processes in RTW and experienced bottlenecks. A review pro-
cess was put in place to ensure the accuracy of the descriptions, emerging themes, and 
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revealed arguments between the authors. Firstly, the first and second author per-
formed the first-phase of the data-analysis (structuring data, initial coding). Secondly, 
the interpretations and patterns were discussed during the process of analysis among 
all authors. Member checking, to review preliminary study findings for the purpose of 
accuracy by interviewees, was not done in this study. 

Findings 

On the basis of the experiences and perceptions of the professionals, we identified 
four main phases regarding decision making processes in RTW processes, which we 
called: (1) Assessing for RTW plan; (2) Facilitating for RTW plan; (3) Execution of RTW 
plan; (4) Re-negotiation for RTW plan. In practice, re-integration is not clearly struc-
tured; these four decision-making phases are not simply onward and upward but are 
‘on-going’. We describe four domains of experience-aspects or bottlenecks that domi-
nate in these phases according to the professionals. The bottlenecks are not limited to 
the phases in relation to which we describe them. We start the description of profes-
sionals’ perspectives with a short factual summary of what the policy says about this 
phase, to allow the reader to place the findings in context.  

Assessing for RTW plan: Difficult start  
The RTW policy dictates RTW planning to start as soon as the worker reports sick for 
work. In this phase, DM staff  need to focus on assessments to prepare advice for a 
RTW plan. The professionals have to adequately define worker’s limitations (and how 
they will develop) to know where to adapt the workplace to or, have a supernumerary 
option on the plan (for regular staff – as part of the collective agreement).   
 
Assessing for a RTW plan is experienced as a rather doubtful process. The professionals 
mentioned three concerns. The professionals’ first concern was that preparing a work-
er’s file/dossier was more difficult than they thought. They experienced that requests 
to prepare a RTW plan and start programming came from different directions and that 
the next steps were unpredictable.  
 

‘That comes from a family physician or a specialist or it could be from WorkSafe BC 
or it could be from our Long Term Disability carrier, it could be anything; ( . . . ) I re-
view basically any benefits, because again, who is funding it?’ [P9] 
 

Besides difficulties experienced in preparing workers’ files, the professionals’ second 
concern was that medical advice could not be trusted as a basis for a RTW plan.  The 
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professionals experienced that due to workers’ financial pressures (e.g. no or exhaust-
ed sick bank, that is a system of sick leave credits according to a formula of hours paid 
per month of service, which can be utilized in the event of sick leave deemed non-work 
related) the worker was sent back to work by the physician, despite not having recov-
ered enough from their illness/injury to meet the demands of any job, be it their for-
mer job or another one.    
 

‘They have no income coming in so they need to get back doing something. Yeah, 
that’s the main reason why they would come back earlier than they should.’ [P3] 
 

Medical advice could also not be trusted, because the professionals felt that this was 
not professional as the fit notes often changed within a worker’s re-integration process 
and physicians relied too heavily on what workers told them they could do for work.  
 

‘I had a case where a doctor wrote six different notes.  Can work, can’t work, can 
work, can’t work ( . . . ) it’s not going to be successful ( . . . ) They are looking at their 
stingy reasons why the person wants to return to work. “I need funds.  I’m bored”.’ 
[P4] 
 

Medical advice (including notes from community health - and vocational rehabilitation 
professionals) could also not be trusted because worker’s limitations were inadequate-
ly defined in relation to worker’s actual job requirements.  
 

‘A doctor may say: “Don’t lift more than 5 pounds.” So where have they got that 5 
pounds from? ( . . . ) And if you really want to get sticky, is that in a day, or in every 
hour?’ [P1] 
 

Moreover, given medical advice on work limitations did not line up with the demands 
on the floor according to the professionals.  
 

‘And is the doctor aware of the fact that when he’s making these limitations, well, 
really in the Return To Work that means that they can’t do their job. So really, that 
takes – that would require either an accommodation, a temporary accommodation 
or whatever.’ [P2] 
 

Professionals explained they needed (more) time for assessments to define limitations 
and needed support on a RTW plan because of the difficulties they had to collect in-
formation to prepare a file and unreliability of medical judgments. The professionals 
handled these problems in different ways. Some DMPs reported that at times they 
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went back to the involved stakeholders, including referring/treating physicians to clari-
fy a worker’s situation.  
 

‘If it doesn’t match, what is the area of concern? ( . . . ) We need to have the medi-
cal because I have employees that will push themselves too much, right, and we 
have to show due diligence on our [employer] part.’ [P9]  
 

In other cases, the professionals mentioned that by getting a supernumerary (extra) 
worker in place potential problems in re-integration would likely be minimized.  
 

‘Ninety-five percent of our Return To Works the employees are supernumerary ( . . . 
) So in most cases the Return To Works are feasible because they have that ability 
to step away and they’re attached to a person, right?’ [P9] 
 

In sum, the professionals experienced that despite their willingness to meet the expec-
tation to define worker’s abilities for a RTW plan, this effort might not go well because 
file and medical advice conditions do not orient themselves to the protocol. The pro-
fessionals find that if they could improve their understanding of health issues that 
potentially affect the worker’s capacity, they could get the workload accurate. Now, 
they tended to emphasize sending the worker back to work with a supernumerary.  

Facilitating for RTW plan: Tough interactions  
Prior to entry into RTW programming, the professionals are expected to hold a group 
meeting to give workers and frontline managers a chance to modify the (draft) RTW 
plan, after which the plan needs to be confirmed in writing.  
Facilitating for a RTW plan is experienced as a rather unpredictable process and the 
professionals mentioned three concerns. The professionals’ first concern was that 
health-related issues and re-integration needs could not be discussed in an open man-
ner due to privacy rules (professional health act, collective agreement).  To meet con-
fidentiality demands, they narrowed the meeting on work limitations in terms of re-
duced (physical) tasks and hours on the plan.  
 

‘They won’t talk about what the actual medical condition is.  So they’ll only talk 
about restrictions, what a person can and can’t do, what they can lift, how long 
they can stand, how long they walk, how long they can sit, based on the medical 
[advice].’ [P4] 
 

From this perspective, the professionals’ second concern was that the thinking along 
approach to planning was difficult to carry out. Some professionals experienced that 
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tension and conflicts between for example frontline managers and trade union repre-
sentatives as well as among professionals occurred during meetings to formalize plans. 
One DM staff member explained that this way:  
 

‘The client’s just sitting there going, “What’s going on here?” Like they were happy 
with the way it [the plan] was drawn up in the first place and suddenly this back 
and forth is going on. They’re just sitting there taking it all in, going “Uh, should I be 
here for this?”.’ [P3] 
 

In similar vein, other professionals explained tension and conflict occurred during 
meetings because they experienced that frontline managers disputed the medical 
recommendations that were given for timelines on the plan. 
 

‘A lot of times the doctor will say, “I think it should be six weeks.” The employer 
thinks every doctor says it should be six weeks so they’re going to say two weeks, 
right? Because it’s supernumerary, right?  So there is a cost to the employer ( . . . ) 
I’m generally successful in getting them to agree whether it should be, generally it 
falls around the four week mark, like I say.  Most Return To Works in my experience 
are four weeks.’ [P4]   
 

The thinking along approach for the plan was further difficult because this approach 
was not felt to be the best for all medical conditions. More precisely, due to (varied) 
unpredictable conflicts and tensions between frontline managers and union repre-
sentatives, some professionals felt it was better to discuss the situation of the workers 
with diagnosed mental health problems and re-integration plans in separate stages - as 
to not upset the worker.  
 

‘Mental health and/or addiction issue ( . . . ) there’s got to be some sensitivity there; 
I want to make sure that we’re all on the same page before we meet with an em-
ployee with that type of a condition.’ [P9] 
 

Another difficulty that hampered the thinking along approach for the plan was the 
delays caused by organizing the required place-based meetings. The professionals felt 
that delays or lagging RTW was not in line with early re-integration objectives (using up 
sick time bank, or lack of it; productivity demands). 
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‘I would try my best, because I don’t want employees being off sick or on paid sick if 
they can return back to work [ . . . ] but setting up meetings can be a bit of a chal-
lenge with everyone’s schedules [ . . . ] that’s probably one of the most time-
consuming aspects.’ [P6] 
 

Professionals explained that they need (more) space for finalizing plans by difficulties 
they have to bring perspectives together (privacy rules, case specificity) and unpredict-
ability how meetings will go (tension and conflict between the stakeholders, adminis-
trative delays). Depending on the perceived cause, the professionals chose different 
ways to handle the problem. For example, there are professionals who felt that going 
ahead before formalizing the plan can keep re-integration from lagging.  
 

‘And so I’ll outline the gradual Return To Work, I’ll send it in an email to the union, 
I’ll send it in an email to the manager.  I won’t start a gradual Return To Work if I 
don’t hear back from the manager because it’s their employee; it’s their depart-
ment.  I want to make sure they are aware.  But if I don’t hear back from the union, 
because they’re out of the office or no one’s getting back to me, I won’t delay the 
gradual Return To Work because I feel like, “We can meet next week”.’[P6] 
 

Some professionals felt that taking a careful line to formalize the plan can be a more 
successful approach.  
 

‘If you don’t have everybody in agreement it’s going to skew sideways ( . . . ) It has 
to be an agreed-to plan that is bipartite, tripartite, whatever you want to call the 
process now. It is a collaborative approach ( . . . ) especially somebody that’s been 
off for an extended period of time, seeing that the supports are in place ( . . . ) it’s a 
huge piece.’ [P9] 
 

In sum, the professionals experienced that despite their commitment to facilitate 
meetings for formalizing a RTW plan, this process is hampered because open discus-
sions and the think along approach cannot always be realized in practice. They limited 
the discussion on limitations and hours, and in doing so, they focused on getting the 
plan approved (and obtain workers’ consent to participate). Having a discussion on 
timelines is felt important because the frontline manager/employer has to organize 
the support services (and thus needs to approve the plan). To limit the discussion on 
worker’s limitations is felt necessary because the frontline manager has to accommo-
date the worker or to prove undue hardship.  
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Execution of RTW plan: Stubbornness of the reality 
The professionals are expected to monitor the execution of the RTW plan and pro-
gress. They are supposed to signal if problems occur and to use their (professional, 
practical) insights to respond appropriately.  
 
Execution of a RTW plan is experienced as a rather bumpy process and the profession-
als mentioned two concerns. The professionals’ main concern was that the plan was 
not working as planned. There are professionals who experienced (i.e. during a work 
visit) that the worker could not meet the work demands outlined in the RTW plan. 
They felt it was important to try to get a sense of how the worker was doing (at work, 
outside work) but expressed feeling unsure how to interpret what the workers said 
regarding the extent to which they were able to meet job demands.  
 

‘You still base it on a lot of subjectivity in respect of what the person’s saying, right? 
( . . . ) really you’re relying on the employee to give you details of how they’re do-
ing.’ [P1] 
 

Regarding the interpretation of what workers themselves tell about meeting the job 
demands, some professionals reacted by contacting the worker to alert them they 
need to stick to the plan (i.e. by means of education, encouragements). If that did not 
work they responded by recommending to change the plan (i.e. extension, delay RTW, 
try getting another service through the family physician).  
 

‘I’ll just follow them through the Return To Work and ask them if they’re having any 
difficulties with anything. I might observe them while they’re doing some of their 
activities to see if there’s anything I can give them support with or show them a 
safer way, or maybe a more efficient way of doing something [ . . . ] maybe give 
them more time [ . . . ]  If it takes a lot longer than that then maybe they’re not 
ready. Maybe they should stay off a little bit longer. But unfortunately that’s not up 
for me to say; it’s up for the doctor to say.’ [P3] 
 

This reaction is based in their idea that workers have tendencies to be hesitant (due to 
various reasons), do too much (due to differing causes) and/or have other thing going 
on they do not know about (due to different views).  
 
Plans were furthermore not working because the worker’s manager did not implement 
the plan according to the professionals. For example, they heard from the worker that 
the frontline manager did not follow-through with an agreed-upon services i.e. the 
supernumerary option was not in place.  
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‘Yeah, they [the worker] mainly say that supernumerary or the plan looks great on 
paper, but in practicality it doesn’t happen.’ [P1] 
 

Regarding the experience that workers say that frontline managers do not implement 
the plan, some professionals reacted by contacting this manager.  
 

‘You’re just giving advice ( . . . ) It’s mainly to make them aware that this person is 
an extra on their ward ( . . . ) They’re an extra, the union doesn’t want the person 
being taken advantage of, right? They’re very tricky in that you’re not telling the 
supervisor what to do. Right? You’re just giving advice ( . . . ) So it’s mainly want of 
a reminder.’ [P1] 
 

This reaction is based in their idea that managers have many organizational responsi-
bilities and do not understand illness processes. Moreover, the professionals’ reaction 
is based in rooted hierarchical structures to address the managers.  
 
Plans were also not working because a worker and frontline manager did not get along 
to follow-through on the plan. For example, they experienced hearing from colleagues 
about work-relations complications. 
 

‘Okay, I know that this relationship that someone’s had with, let’s say their manag-
er or their unit or whatever it is hasn’t been the best scenario so you can almost see 
it coming ( . . . ) we’re dealing with people who interact. You know, we’re not ro-
bots, right!’ [P8] 
 

Regarding difficulties in the frontline manager-worker relationship, some professionals 
reacted by giving, what one person named, a ‘mother’ spiel to try to get the worker 
and manager talking again. [We note that not all professionals perceived having au-
thority to approach managers and workers this way].  
 

‘I give what I call my ‘mother’ spiel ( . . . ) So it’s sitting down and actually outlining 
again the requirements ( . . . ) My role is to get them talking again, right, between 
the two of them so that they understand what the role is.’ [P9] 
 

This reaction is based in rooted approaches to manage RTW difficulties.  As well, this 
reaction is based in their idea that a frontline manager and worker just sometimes do 
not get along and do not progress together to meet RTW objectives (due to inter-
personality issues) but must meet set forth requirements. 
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Regarding plans not working for differing reasons, professionals explained they needed 
clearer channels to face these difficulties.  
 

 ‘There’s not a formalized process to go back and to visit this scenario and say, 
“Well, in this scenario, the accountability lies in the system . . .” It’s not really that 
clear, I guess; it’s probably a little grayer than that ( . . . ) Those things aren’t always 
made completely clear to me. I don’t get all those conversations ( . . . ) They’re our 
co-workers, right, so we know a little bit about them, so we can kind of sense 
what’s happened and kind of get a scenario.’ [P8] 
 

In sum, the professionals experienced that despite their willingness to meet the expec-
tation of executing the RTW plan, this can be complicated because workers and front-
line managers do not connect to the plan and difficulties in worker-manager relation-
ships are experienced. They found that if they get a better understanding of worker’s 
limitations to meet workload they can recommend changing the plan but sticking to 
the plan is imperative. To focus on sticking to plans is felt important because the work-
er has to show medical evidence of illness to change the plan and the employer has a 
duty to accommodate the worker (or to prove undue hardship). The professionals 
realized they perceived practical problems differently but felt clarifying them did not 
really happen (for making the judgment or choice how to adequately answer this). 

Re-negotiation for RTW plan: Be left empty handed and having little control 
According to the policy, the professionals are given time to gain insight in workers and 
workplace’ perspectives and integrate these ideas in RTW planning. It is the profes-
sionals’ responsibility to re-negotiate the distribution of responsibility and support 
demands, including to obtain advice (internal, external) if they are not satisfied with 
decision making processes in RTW processes.  
 
Re-negotiation for a RTW plan is experienced as a rather potholed process and the 
professionals mentioned two concerns. The professionals’ main concerns were that 
improving certain situations and finding solutions if a plan continued to fail was more 
difficult than expected. Some trade union representatives experienced too much lee-
way for frontline managers to implement the plan e.g. around the supernumerary 
option. What is more, the trade union representatives felt they were not really in the 
position to speak to a manager about implementing the plan.   
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‘So there’s a barrier to come back because the advisor [DM staff] isn’t pushing the 
manager to help set things up ( . . . ) Because it’s not me as the union steward. I 
have to agree to the process is of due diligence ( . . . ) but I’m not the one that’s go-
ing to facilitate that.’ [P8] 
 

On approaching the frontline manager to improve the situation, DM staff experienced 
however no flexibility to find out worker’s real work abilities due to protective union 
rules. More precisely, DM staff perceived that to keep, again and again, a supernumer-
ary on the plan did not help to find out actual worker’ abilities.  
 

‘Now the problem with than come is the union, who says that the person cannot 
have their own patient, right? You can’t assign them a patient. Somebody has to be 
over them. That’s fine, but the main thing is you need to give them a patient to see 
how they are doing.’ [P1] 
 

In similar vein, some union representatives perceived not enough progress was made 
to fit the work better to the individual worker by the DM staff. They felt that due the 
large size of the organization this should be handled better. 
 

‘Their level of undue hardship [name organization] is much higher – if they can’t fa-
cilitate someone exactly here but they could facilitate them over here or over there, 
or they could do some modifications to things that would allow for that person to 
come back, right? And that’s what they’re expected to do.’ [P8] 
 

On attempts to fit the work better to the individual worker, DM staff oftentimes expe-
rienced that the frontline manager countered them that there was no (accommodat-
ed, alternate) work available the worker could do. Generally, DM staff felt little sup-
port by the executive management and union-leadership to meet this RTW demand.  
 

‘They [managers] didn’t want to have union problems on their doorstep so a lot of 
them were very nervous about it, they didn’t see the point in it ( . . . ) I don’t have 
any authority, okay, so I’m going to go and I’m going to preach to a manager that 
they should be doing transitional work.  Because I told them so?  Maybe it should 
come from higher up.’ [P3] 
 

The professionals handled these difficulties with not being able to enhance the plan in 
different ways. The first way was by calling another team meeting. According to the 
professionals, this could be done by any of the professionals and can work well to 
enhance the plan. 
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‘Sometimes it’s by us, to say we really need to talk about this plan. I think that was 
one scenario; and the other one was just the advisor recognizing that we really 
needed to readdress a bunch of the issues again, and so brought everybody back to 
the table. I think that was good.’ [P8] 
 

Other good experiences to handle difficulties was by contacting senior professionals 
for suggestions, advice and help. Generally, the reaction to contact ‘authorities’ was 
felt as a fine line: the professionals perceived asking for higher-level support could be 
viewed as a ‘push’ within RTW planning teams, which could negatively affect 
team/workplace relations in turn. 
 

‘And we don’t really want to bring [Labour Relations] into the picture because she 
plays hardball, right? ( . . . )  it’s a fine line. Like how much you push for certain 
things to facilitate that and how you try to keep a good working relationship with 
the people you are dealing with.’ [P8] 
 

In accordance with the (senior-level) professionals’ experiences of the situation, they 
interpreted difficulties in different ways and thus responses to enhance the RTW plan 
varied. For example, a trade union representative (leader) perceived that a way to try 
to improve the situation was by arguing with a manager (e.g., because they oftentimes 
do not understand illness processes, they said). 
 

‘Oh, you don’t want a diabetic on your floor?”  “That’s different!”. I said: “Oh, is it? ( 
. . . )  So every time they say the words ‘drug addict’ I say ‘diabetic’ and then I finally 
get them [the frontline manager] along, and they say, “Okay.  We’ll take her back.’ 
[P5] 
 

Another positive way to improve RTW planning was, according to senior-level profes-
sionals, to attempt the frontline manager and worker to work out troubles by coach-
ing. For example, a trade union representative (leader) said they sometimes knew 
about the workplace/manager’ dilemmas to meet organizational demands and they 
perceived the worker was really trying hard to stay at work.  
 

‘Rather than get involved from a union perspective ( . . . ) we sent him directly to the 
manager, and [with coaching] said [cannot cope with workload demands, can you 
prioritize for me?]. The manager’s response to that was ( . . . ) “you’re saying the 
same thing as the two previous people. I’m going to try to get a budget for [extra 
staff]”.’ [P4] 
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Nevertheless, all professionals experienced that at any point in time efforts to improve 
plans had to stop because insurance/compensation agencies’ coverage for benefits 
ended (due to disproving medical evidence of illness or prove undue hardship). They 
felt they could neither oversee funding nor predict how funding would be organized.  
 

‘If it’s not a WorkSafe BC claim and it’s someone who’s had an illness or an injury 
outside of work, then there’s not as much money around to support a long Return 
To Work so the shorter the better. So it all depends on the circumstances as well.’ 
[P3] 
 

In sum, the professionals experienced that despite their willingness to meet the expec-
tation of re-negotiation for a RTW plan, this advancement could be problematic be-
cause genuine dialogue about gained insights around particular difficulties did not 
come off the ground. As the professionals could not reflect on and analyze perceived 
problems in RTW processes, the professionals felt empty handed and asked for an 
extra meeting or help from senior-level professionals who had more power in the 
organization. They found that if they gained insights in worker’s and frontline manag-
er’s perspectives on the plan (regarding work stress, when they observed the worker’s 
ability to cope or control work demands; hearing/understanding the manager’ dilem-
mas) they are better able to bring the perspectives together and then RTW planning is 
more effective. The professionals experienced that despite their efforts to combine the 
perspectives on the plan (i.e. demanding more effort, offer support to relate to each 
other’s account), impossibilities to come to agreement and sudden funding stops oc-
curred. The professionals then feel having no control in decision-making in RTW yet 
can be called to account concerning RTW process (and outcomes).  

Discussion 

In a leading healthcare organization in BC, Canada, bodies of worker and manager 
representatives were involved in RTW policy process. The bipartite agreed-upon RTW 
policy included (early) re-integration of workers with incapacities as well as inclusion of 
the workplace’ and worker’ perspectives in RTW planning. The study examined how 
the execution of this specific RTW policy was experienced by the occupational health 
professionals, that is, the disability management (DM) staff who report to the organi-
zation, and the trade union representatives (in Canada they are involved in actual 
worker support) who report to their respective union and also to the organization. A 
social-constructivist perspective was taken on the policy execution by these profes-
sionals, aiming to highlight the processes of giving meaning to the policy in its actual 
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work context. We conducted 9 interviews with the professionals who were each in-
volved in the RTW process of various re-integrating workers at different workplaces. 
We then analyzed how the professionals interpreted the policy and what problems 
they experienced in executing the RTW policy in practice.  
 The professionals took steps to meet the organizational objective to encourage 
participation of both the frontline manager and worker in RTW planning and combine 
these stakeholders’ perspectives on the RTW plan. Our study illuminates in detail that 
the professionals experienced four main problems: 1) timing and content of physician’ 
medical advice cannot be trusted as a basis for RTW plans; 2) legal status of the plans 
and thus needing workers’ consent and frontline managers approval can create ten-
sion, conflict between the various stakeholders and administrative delays; 3) limited 
input and thus little fruitful inference in meetings; and yet 4) the professionals can be 
called to account for RTW plans (in spite of being empty handed and having little con-
trol). Given the persistent importance placed on collaboration among stakeholders to 
the effective management of work disability [16, 17, 39, 40], we demonstrate that 
according to the professionals the bipartite agreed-upon RTW policy only partially 
supports RTW, and the policy does not withstand the many problems arising in prac-
tice. The new directions can even be counterproductive to achieve this mandate. 

The discrepancy between policy and concrete situations in context  
According to the social constructivist view on the policy process discrepancies between 
policy and concrete situations exist. This is because policy consists of ‘general or ab-
stract rules’ that are based on assumptions of the practical situation which do not 
always reflect the actual situation. In this paper we identified several assumptions in 
RTW policy that create difficulties for professionals to execute the policy in practice 
and we have discussed how the stakeholders deal with those tensions and how that 
impacts RTW process.   
 In bipartite agreed-upon RTW policy the importance of both worker and frontline 
manager involvement in RTW planning is acknowledged, and both these stakeholders’ 
perspectives have to be included on the RTW plan. This feat is supposed to get done 
with the help and insights of trained occupational health professionals. A first assump-
tion in this RTW policy is that at the moment the plans have to be defined, medical 
advisors (physicians) can provide information relevant for planning this re-integration. 
In addition, it is presumed that the professionals have collected medical, social and 
financial information in the context of this individual situation. Although medical and 
occupational health professionals demand workers and managers’ input, these profes-
sionals ultimately cannot predict what the limitations and possibilities of the workers 
will be and how they will develop. This results in plans based on inadequately defined 
work limitations. A second assumption in this RTW policy is that ‘joint meetings’ are 



115 

the best approach to guarantee that deep-rooted differing interests of frontline man-
agers and workers are brought forward in discussions. In addition, it is presumed the 
professionals can eventually bring the differing perspectives together on the plan in 
the work context (and social security system). Nonetheless, meetings are far more 
vexing than presumed. Even though the professionals get together they experience 
they cannot facilitate the dialogue that is necessary to overcome differing apprecia-
tions of a worker’s progression to meet the work demands. They cannot resolve the 
distribution of responsibility and support demands and moreover, they feel that they 
cannot break established structures. 
 
The disability management staff and trade union representatives thus experienced 
bottlenecks in implementing the RTW policy. This group perceived that more flexibility 
was needed to allow for getting and keeping quality plans in place regarding capricious 
RTW process, including unpredictable recovery and unforeseen health issues. This was 
because disability management staff and trade union representatives felt they could 
not truly fulfill their function to get the perspectives on the RTW plan. Further, patient 
confidentiality made it,  according to the professionals, impossible to discuss individual 
worker’s health-related issues and limitations (medical proof of  as well as perceived) 
to meet work demands with other stakeholders; trade union stewards who were sup-
posed to advice on the workplace and OHS Regulations/collective agreements did not 
feel comfortable to point managers in the right direction; disability management staff 
who were expected to get the perspectives on the plan did not feel supported to come 
with possible solutions that could thwart workers’ right for protection as well as 
chance funding/earning arrangements. Because influences by contemporaneous priva-
cy rules, social hierarchy structures and judicial arrangements were too fickle, this 
group of deliverers did not feel well-equipped, actually, stifled to complete the RTW 
mandate given and combine this with the other organizational objectives. For all these 
reasons, this study demonstrates a paradox in the execution of the RTW policy by 
professionals: inflexibility and inability of arrangements for RTW in the policy affect the 
professionals’ chances in achieving the RTW objectives in sequence with the specific 
characteristics of this work context.  
 
The current findings are in line with earlier studies in the same setting among workers 
[18] and frontline managers [19]. These stakeholders perceived a lack of flexibility 
regarding timing and involvement. This was because both the workers and managers 
experienced that the RTW process was unpredictable and their expectations that the 
occupational health professionals (and their employer, agencies) will support them to 
coordinate RTW in deliberation with them stayed unfulfilled. For example, in RTW 
planning, both the workers and frontline managers found it troublesome that RTW 
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plans could not be modified on the basis of practical ideas and experiences. They felt 
that details were not worked out. To follow-up on the agreed-upon RTW plan, both 
groups found it bothersome that when RTW did not work as expected - for example 
when diverse, sudden and unexpected changes in a worker’s capacities occurred - 
neither disability management staff nor trade union representatives took concrete 
action. Time and again, both the workers and frontline managers encountered that 
services (administrators) tended to be unresponsive to support them in RTW and they 
then felt unsubstantiated to complete their responsibilities in RTW in combination 
with the demand to meet other organizational objectives. The findings of these studies 
therefore support our conclusion that the professionals (DM staff and trade union 
representatives) and frontline managers and workers can ultimately do nothing but 
function suboptimal in RTW. We purport that the policy makers’ assumptions are in-
adequate: they assume predictability of RTW process, and are far too optimistic about 
the idea that if you just involve everyone in RTW planning than everything in the work 
context will turn out fine. In turn, the discretionary space is left too small in places and 
becomes a muffled space when it comes to bringing the differing perspectives forward 
and on the RTW plan. Therefore, stakeholder representation in the policy formulation 
phase will not lead per definition to a policy that better fits practice.  

Limitations 
The number of interviewees involved in one setting may be seen as a limitation. Bias in 
case selection could not be avoided as the respondents were self-selected. Yet our 
methods ensured the selection of a highly diverse range of occupational health profes-
sionals (which in Canada includes both DM staff and trade union representatives) and 
this purposive sample served our specific need to examine how RTW policy functions 
from these stakeholders’ perspectives. This study is one of few who examine (differing) 
professionals’ perspectives on RTW policy. In addition, the interviewees also reported 
good experiences (e.g., calling an extra team meeting sometimes helped to get all 
noses in one direction, coaching between the worker and frontline manager some-
times helped to enhance planning) and are thus not a selective subsample of those 
with only negative experiences. Although saturation might not have been reached on 
the practice of RTW planning in the entire BC healthcare sector in Canada, the inter-
views still show relevant bottlenecks in RTW-policy. Using both a theoretical frame-
work to design this study and analyze the data supports trustworthiness of findings 
and gained detailed insight into various mechanisms which hamper implementation of 
the RTW policy and how that creates troubles (that do not seem insoluble though). 
Thus, this study contributes to fill the knowledge gap on the professionals’ perspec-
tives on RTW policy and that can, in turn, support policy developments in Canada. 
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Implications and recommendations  
Several implications of the findings of the study for practice and recommendations for 
further research can be made. The results of this study clearly demonstrate friction 
between a bipartite agreed-upon RTW policy and policy execution. To address this, 
occupational health professionals (DM staff and trade union representatives) in the 
practical setting really need more flexibility on arrangements to allow for adjustment 
of individual plans, which is in line with conclusions from research in the Swedish con-
text [40]. Also, continual adjustment and attuning of the plan must be made possible in 
terms of financial support in the work context in case of work disability [41].  
 Another vital point for practice improvement is that professional strategies are 
supposed to fill the gap between policy and individual circumstances [30]. As West-
morland et al. [42] repeated, everyone agrees that professionals at various levels can 
advise on work adjustments in a way that these fit workers’ limitations. In practice, 
however, involvement and professional measures in a RTW process is anything but a 
straightforward drill. Supporting RTW is a social process, in which emotions, uncertain-
ties, differing perspectives and various interests play a role. Professionals in our study 
struggle with this social dimension of RTW-support. They don’t seem to be very well 
equipped to coach such dialogue. For starters, the rules from the policy don’t leave 
enough room, but, what is more, it can be questioned whether professionals are edu-
cated enough to coach a deliberative process of this kind. This social dimension in 
RTW, requiring more expertise from professionals than they actually have, is also indi-
cated as a key point in conclusions from research in the Dutch context [43]. Thus, how 
professionals are trained and educated for improving RTW guidance in complex prac-
tices and how the implementation of these professional strategies is sealed in work 
contexts seems a direction for in-depth study [25, 43-47]. 
 While the findings of this study on RTW policy are specific to this local context, 
there are lessons to be learned for other settings. In the first place, RTW policy imple-
mentation is linked to the social security legislation. The current positive attitudes of 
professionals in RTW development might be rooted in the extensive RTW legislation in 
Canada. Lack of professionals’ involvement in RTW developments is found in settings 
with dearth of legislation, such as in the US [25]. Second, despite regulations and 
commitment regarding RTW, there can still be many problems in practice. More flexi-
bility in arrangements and expertize in collaborative efforts for sickness absence is 
needed, which is in line with conclusions from research in various public health con-
texts [25, 43, 48-49]. To improve our understanding of implementation processes, 
future studies how bipartite representatives in the RTW policy process and other poli-
cymakers grasp the intention of involvement  (e.g., important differences in argu-
ments, what demands do they make on collaboration in RTW planning and expected 
outcomes) in this and other public health contexts is warranted. 
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Conclusions 

Bipartite representation in return-to-work policy process does not entirely delete bot-
tlenecks in executing RTW policy. On the one hand, more room is needed allowing the 
professionals to get and keep quality RTW plans in place (regarding timing of involve-
ment, short and finite time frames, and strict formalized plans from start reintegration 
- because RTW process are capricious, including unpredictable recovery and unfore-
seen health issues). On the other hand, enhanced professionalism is needed to com-
plete the RTW mandate given. The findings of this study on executing RTW policy in 
the practice deepen those found in studies among workers who tried to re-integrate 
and one among the frontline managers who were involved in re-integration planning 
of (their) workers in the same setting [16,17]. The advances notwithstanding, how 
bipartite agreed-upon reformed DM policy will function cannot be predicted and might 
not have the expected results from various stakeholders’ perspectives.  
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1. Introduction 

In this thesis a bipartite agreed-upon RTW policy, that was implemented in BC 
Healthcare in Canada, is evaluated. Return to work (RTW), or work reintegration after 
work disability (WD) with sickness absence, is considered necessary to support work-
ers’ health and social inclusion. Several organizational policies, often referred to as 
disability management (DM), which focuses on early intervention and includes both 
the employer and worker, have been developed. A basic distinction in the policy pro-
cess that is often made is that between agenda setting, policy formulation, policy im-
plementation and policy evaluation [1] (see figure 1, introduction). Our research cen-
ters on the implementation phase. In policy formulation in BC Healthcare, various 
stakeholders (worker and employer representatives) had been involved to enhance 
practicability [2]. The aim of bipartite involvement in RTW policy formulation is to 
include the workplace and worker perspectives in the assumption that this results in 
policies that are more workable in practice [3-5]. The aim of this study was to investi-
gate whether the BC Healthcare RTW policy is experienced as successful by the stake-
holders. This was done by first getting more insight in the exact differences in perspec-
tives of the stakeholders on the policy, including the designers. Second, detailed un-
derstanding of how the policy was experienced by receivers (workers) and deliverers 
(frontline managers, disability management staff and trade union representatives) was 
gained.    
 
A qualitative approach was chosen to be able to study the perspectives in-depth and in 
context. We examined stakeholders’ perspectives and investigated this from a social 
constructivist view.  
 
Our research questions focused on how the stakeholders experience the RTW policy 
and these were addressed in four studies:  
- What are the various stakeholders’ appreciations of the BC Healthcare RTW poli-

cy? (study 1) 
- How are the workers experiencing their new role in work re-integration trajecto-

ries and to what extent do they appreciate the policy? (study 2) 
- How are the employers, that is the frontline managers or supervisors, experienc-

ing their new role in work re-integration trajectories and to what extent do they 
appreciate the policy? (study 3) 

- How are the occupational health professionals, that is the disability management 
staff and trade union representatives, experiencing their new role in work re-
integration trajectories and to what extent do they appreciate the policy? (study 
4) 
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In this last chapter, we start with a summary of the main findings. Next, we interpret 
these findings in the light of empirical research and theory. To conclude, we reflect on 
strengths and limitations of this study, and suggest recommendations for future re-
search and practice. 

2. Main results 

In the first phase of this study we aimed to get a general overview of similarities and 
differences in perceptions of stakeholders on the bipartite agreed-upon RTW policy 
(chapter 2). In this phase of the study we included three types of stakeholders groups: 
First, designers of the policy. In our case study designers -at provincial level-  are (for-
mer) Occupational Health and Safety Agency for Healthcare, BC and employer repre-
sentatives (Health Employers Association of BC) and worker representatives (BC 
Healthcare trade unions); Deliverers - at programming level in BC Healthcare- are oc-
cupational health staff (occupational health and safety director, programming staff) 
and management representatives and trade union representatives, and -at service 
level- workplace based physiotherapists; Receivers of the policy are the workers with 
incapacities themselves.   
 
We identified that stakeholders’ perceptions of causes for work disability differ, as do 
their preferred strategies for prevention. Designers proposed work-directed measures 
to change the workplace and work organizations, and individual-directed measures to 
change workers’ behaviour. Deliverers targeted individual-directed measures however 
receivers were mostly seeking work-directed measures. To assess how the intervention 
was working, designers sought a wide range of outcome measures. Deliverers focused 
on measurable outcomes targeted at reducing work time-loss. Receivers perceived 
that this intervention offered short-term benefits yet fell short in ensuring sustainable 
return-to-work. This answers research question one.  
 
Because of the experienced short coming of the RTW policy in this small rural setting, 
in the second phase of this study, we selected a large urban and considered provincial 
leading BC Healthcare setting.  
 
In this setting, we first completed an in-depth study of the perspectives of receivers, 
that are workers with incapacities, on the RTW policy and what their practical experi-
ences in coordinating RTW planning in meetings were (chapter 3). This study demon-
strated that according to the workers the involvement procedures during policy mak-
ing did not result in a better work re-integration practice. In the phase of reporting 
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sickness absence, they had difficulties to find their way in the complexity of the proce-
dures on how to report sick. In the phase of work re-integration planning and coordi-
nation, workers struggled they were expected to think along at times when they could 
not oversee their illness and/or recovery trajectory. In the phase of work re-integration 
plan execution, they find they were not able to make RTW, despite being committed 
and devoted to the plans. In addition, workers encountered a lack of recognition in 
that involvement or practical insights in work re-integration trajectories could develop 
over time yet they find those who were expected to offer support tend to be non-
supportive to get their perspective on the plan. Over time, according to the workers, 
they were being backed in a corner and did not feel in control of their work re-
integration trajectory. This answers research question 2.  
 The deliverers we distinguished in the first phase included occupational health 
staff and trade union representatives. It appeared however, that frontline managers 
also played an important role as deliverer even though they have different tasks and 
responsibilities in the RTW process. Therefore, we made separate analyses for the 
frontline managers on the one hand and occupational health staff and trade union 
representatives on the other hand.  
 
So, next, we completed an in-depth study of the perspectives of the frontline manag-
ers on the RTW policy and what their practical experiences in coordinating RTW plan-
ning in meetings were (chapter 4). This study demonstrated that according to the 
frontline managers the formal RTW procedures did not comply with the work that 
managers had to do. For starters, it was found that the managers viewed themselves 
as a linchpin between the workplace and the worker. Nevertheless, in the phase of 
preparing a work re-integration plan, the managers did not feel heard by the other 
stakeholders. In the phase of executing the work re-integration plan, the managers 
wrestled with worker’s unexpected limitations and struggled to get the plans adjusted 
to deal with unforeseen issues. Such issues were for example work stress, when work 
demands exceeded the worker’s ability to cope or control on their own in service de-
livery and RTW. In turn, managers felt that they became overextended to make RTW of 
workers with incapacities possible. Over time, managers argued, they could not get 
blamed for poorly following the RTW plan and felt they could not meet RTW and 
healthcare objectives at the same time. This answers research question 3. 
 
Finally, we completed an in-depth study of the perspectives of the occupational health 
professionals (disability management staff and trade union representatives) on the 
RTW policy and what their practical experiences in coordinating RTW planning in meet-
ings were (chapter 5). This study showed that giving everyone input in RTW planning 
insufficiently guaranteed that the plan was workable in practice according to the disa-
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bility management staff and trade union representatives. These stakeholders experi-
enced four main problems regarding RTW: 1) timing and content of physician’ medical 
advice cannot be trusted as a basis for plans; 2) legal status of the plans and thus need-
ing workers’ consent and managers’ approval can create tension, conflict and delays; 
3) limited input and thus little fruitful inference in meetings; and yet 4) the supporters 
can be called to account for plans (in spite of being empty handed and having little 
control). Over time, according to these stakeholders, the new directions in decision-
making in RTW planning were in the way, and can even be counterproductive regard-
ing increased tension between the stakeholders to achieve the RTW mandate. In par-
ticular in complex cases, these stakeholders might not know what to do to get workers 
and managers perspectives on the plan in RTW. Involving various stakeholders is a 
complex process that asks for space to precisely shape adjusting RTW planning to the 
situation, which is not a fixed moment in which all stakeholders must be at the table. 
This answers research question 4.  
 
What we saw is that all the stakeholders who were expected to execute the reformed 
bipartite agreed-upon RTW policy struggled with it in practice. They found this policy 
not workable to effectively deal with capricious RTW process, including unpredictable 
recovery process and unexpected health issues in varying cases of RTW they met in 
practice.  
 
The stakeholders perceived a lack of flexibility in arrangement regarding timing and 
involvement. This was because both the workers and managers experienced that the 
RTW process was unpredictable and their expectations that the occupational health 
professionals (and their employer, agencies) will support them to coordinate RTW in 
deliberation with them were unfulfilled. For example, in RTW planning, both the work-
ers and frontline managers find it troublesome that RTW plans could not be modified 
on the basis of practical ideas and experiences. They felt that details were not worked 
out. To follow-up on the agreed-upon RTW plan, both groups found it bothersome that 
when RTW did not work as expected - for example when diverse, sudden and unex-
pected changes in a worker’s capacities occurred - neither disability management staff 
nor trade union representatives took concrete action. Time and again, both the work-
ers and frontline managers encountered that services (administrators) tended to be 
unresponsive to support them in RTW and they then felt unsubstantiated to complete 
their responsibilities in RTW in combination with the demand to meet other organiza-
tional objectives. 
 
Also the disability management staff and trade union representatives experienced 
bottlenecks in implementing the reformed bipartite-agreed upon RTW policy. This 
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group also perceived that more flexibility was needed to allow for getting and keeping 
quality plans in place regarding capricious RTW process, including unpredictable re-
covery and unforeseen health issues. This was because disability management staff 
and trade union representatives felt they could not truly fulfill their function to get the 
perspectives on the RTW plan. 
 
Further, patient confidentiality made it,  according to disability management staff and 
trade union representatives, impossible to discuss individual worker’s health-related 
issues and limitations (medical proof of  as well as perceived) to meet work demands 
with other stakeholders; trade union stewards who were supposed to advice on the 
workplace and OHS Regulations/collective agreements did not feel comfortable to 
point managers in the right direction; disability management staff who were expected 
to get the perspectives on the plan did not feel supported to come with possible solu-
tions that could thwart workers’ right for protection as well as chance funding/earning 
arrangements. Because influences by existing privacy rules, social hierarchy structures 
and judicial arrangements were too fickle, this group of deliverers did not feel well-
equipped, actually, stifled to complete the RTW mandate given and combine this with 
the other organizational objectives.  

3. Key gained insight  

The idea was that bipartite involvement in policy formulation would result in policy 
that better fits practice, yet the execution of RTW policy still appears markedly ham-
pered in the Canadian BC healthcare settings studied. In the next section, we interpret 
these findings in the light of empirical research and theory. Even though the findings of 
previous research suggests that the bipartite approach to RTW is having positive ef-
fects in terms of measurable RTW outcomes targeted at reporting sick for work, claim 
duration, worker’ satisfaction and cost savings [6-9], the findings of this dissertation 
illustrate that the process is not working very well in terms of the implementation.  
 
On the basis of our findings, we argue that the bipartite agreed-upon RTW policy 
which set to guarantee management and worker involvement is based on assumptions 
of the local setting which do not fit with how the reality is experienced. These assump-
tions include that rules on timing of involvement, short and finite time frames, and 
strict formalized plans from start work re-integration alone can steer the daily practic-
es. These assumptions need to be reconsidered in policy processes. Firstly, because the 
RTW process is capricious, more flexibility in arrangement to support translation of 
work incapacities to actual workload is needed. Secondly, involving perspectives in 
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RTW planning is intricate and does not automatically and simply come off the ground. 
Thirdly, RTW is a capricious process and the procedures/rules do not facilitate the 
worker, frontline managers, disability management staff and trade union representa-
tives to integrate this crystallize (out) process in the local context. Fourthly, because 
these assumptions all combined ultimately set workers with incapacities up for failure 
to return-to-work and be part of the workforce (and society).  
 
In our research setting (one Canadian province, healthcare sector), RTW policy is for-
mulated by representative bodies of workers and employers. Explorative research [2] 
suggests that those bodies define the interest of workers respectively employers in a 
different way, than the stakeholders in the practical reality [10-13]. We saw that the 
RTW policy frustrates the practice and might stunt the prospect of workers with inca-
pacities to RTW over time and can even blight the reality of recovery pace. In an at-
tempt to guarantee workers’ right for protection, the trade unions emphasized the 
importance of formal procedures to guide stakeholders through the work re-
integration trajectory. Those procedures however, appear to hamper the process: they 
do not allow for adaptions needed in practice to accommodate individual workers. We 
have seen this problem in other situations as well. On the traditional assumptions of 
policy makers, Tjulin et al. [14]) showed with empirical research how early work re-
integration policy can have unwanted effect in the Swedish setting of RTW. These 
scholars inferred that in practice, the expectation for workers to start early work re-
integration activities before full health recovery became an unfair process, due to 
complex social relations conditions at the workplace and (possible) infringement on 
the workers’ recovery process. In the Dutch setting, Meershoek et al.[15] demonstrat-
ed with empirical research how administrative procedures can have counterproductive 
effects in work re-integration. These authors concluded that, in practice, the duty for 
employers to work on re-integration of workers who reported ill easily becomes an 
empty letter due to formal procedures and control mechanisms. 
 
RTW is a capricious process, including unpredictable recovery and unforeseen health 
issue. This capriciousness of RTW trajectories is difficult to cover in abstract rules and 
procedures. They are not general enough to give room to consider individual circum-
stances and adjust work re-integration trajectories to individual situations. We have 
seen this dilemma in other settings too. On room to operate, Kozny et al. [16], in the 
Canadian context, highlighted with empirical research how professional (which they 
named: healthcare providers) involvement in RTW planning can have null effect in the 
Canadian setting of work re-integration. These authors found that, in practice, the duty 
for occupational health professionals to get the workers’ perspective on the RTW plan 
became a meaningless process, due to lack of influence in RTW planning and conflict-
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ing organizational systems. So to improve RTW, rules and procedures should be made 
less strict and detailed to create more room to effectively deal with capricious RTW 
process, including unpredictable recovery process and unexpected health issues in 
varying cases of RTW that professionals simply encounter in practice. Tiedtke et al. 
[17], in the Belgian context, demonstrated that professionals seek their own room to 
effectively deal with individual situations in variable trajectories. 
 
However, if criteria are rather general and leave too much discretionary space, the risk 
of ad-hoc services increases [18]. In order to organize RTW trajectories and prevent 
mishandling and hampering of the RTW trajectory, managers (employers) and workers 
appeared to need support to improve their professionalism regarding four main tasks 
with respect to RTW process. First, the task of substantiating what a worker can or 
cannot do for work given his/her incapacities along with attuning the content of the 
RTW plan.  Second, dealing with capriciousness in trajectories which includes unpre-
dictable recovery and unforeseen health issues in which continual adjustment and 
attuning of the plan must be possible. Third, integrating differing perspectives of 
stakeholders which includes to consider both workers interest and managers interest. 
Four, handling power differences between the worker with his/her health complaints 
and the manager (employer). Therefore, occupational health professionals need to be 
thoroughly qualified and well equipped. Given the substantial struggles the deliverers 
in our study report, the DM staff as well as the trade union representatives and the 
managers, we can doubt whether that is the case in the BC healthcare setting. Loisel et 
al. [19], in the Canadian context, showed that RTW is complex and suggested that 
facilitation and adjusting RTW as well as dialogue and negotiation are skills needed by 
occupational health professionals. Pranzky et al. [20], in the US context, also demon-
strated that RTW is complex but also contextual and proposed that dealing with power 
are skills needed by professionals in the work reintegration domain. 
 
It seemed that representative bodies of worker and employer in policy process did not 
develop a shared understanding of the problems underlying the bottlenecks for ad-
dressing work disability namely the implementation in practice. Special focus on ab-
stract or general rules, which gives space to executors of the policy through which they 
can operate more flexible, appears needed in the institutional/work context. Addition-
ally, enhanced professionalism seems necessary to effectively deal with potential ten-
sion between workers and managers in RTW planning in order to complete the RTW 
mandate given. As our study shows, the managers cannot complete the responsibility 
of RTW planning alone. 
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To enhance the quality of professionals’ actions and reflective control over the quality 
of professional services the focus should not only be on increasing knowledge, but 
more on improving skills and competencies. 
 Therefore more attention is needed for schooling of professionals in the practical 
setting (on the job training; mentorship; supervision, and feedback) [19, 20]. Once the 
professionals are at the site, peer review, inter-collegial meetings and reflection might 
be useful to optimize professionalism [20, 21]. 

4. Strengths and limitations of this study  

The strengths of this study are that we involved various stakeholders at differing work 
sites in different geographic locations, and used in-depth inquiry to gain detailed in-
sight in how the bipartite agreed-upon RTW policy functions in the practice. Further, 
the findings of the studies at various workplaces identified the different stakeholders 
were experiencing the same problems in RTW process. That strengthens our conclu-
sions. Moreover, using both a theoretical framework to design this study and analyze 
the data supports trustworthiness of findings and gained detailed insight into imple-
mentation bottlenecks, that is, the bottlenecks in trying to execute the policy in prac-
tice in this setting at the time of this study. The selected methods to study the imple-
mentation in daily practice from stakeholders’ perspectives were therefore relevant to 
understand the workings and consequences of BC Healthcare RTW policy develop-
ments in the Canadian context and provide tools as direction for further policy making.  
 
The sample of interviewees involved in this large study may be seen as a limitation. 
Bias in case selection could not be avoided as the respondents were self-selected. Yet 
our methods ensured the selection of various stakeholder groups (workers, managers, 
occupational health professionals - DM staff, trade union representatives) and within 
these groups a highly diverse range of individual stakeholders. In addition, the various 
interviewees also reported good experiences in the execution of RTW policy and are 
therefore not a selective subsample of those with only negative experiences. Thus this 
purposive sample served our specific need to examine how RTW policy, that is a result 
of a bipartite process, functions from the stakeholders’ perspectives. Saturation was 
not always possible in practice and might not have been reached on the total practice 
of RTW planning in the entire BC healthcare sector in Canada. There might be other 
bottlenecks in BC Healthcare. However that makes the bottlenecks we found not less 
relevant. Furthermore similar problems can be expected in other sectors; however, to 
identify the exact character of bottlenecks in other sections, extra research is needed 
(all context are different). Nonetheless, this study demonstrated that representative 
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bodies of worker and employer in policy process may not automatically develop a 
shared understanding of the problems underlying the bottlenecks for addressing work 
disability namely the implementation in practice and highlighted that RTW effective-
ness can be seen in a different light. 

5. Recommendations for future research 

A key recommendation could be made for future research with regard to bipartite 
policy formulation. This is to examine how RTW policy process works in different con-
texts. How and to what extent do policy makers leave enough discretion for practical 
circumstances?   
 
Future studies to gain more precise insight in bottlenecks to implement RTW policy in 
practice may also be done. These studies could focus on specific themes: to distinguish 
between type of health problems (e.g., work-related injury/illness versus non-work 
health related issues, physical versus mental and psychological problems- as diagnosed 
by a physician); arranging problems over time (e.g., short-term disability claims versus 
long-term disability claims, chronic problems); employment status problems (e.g., 
regular versus temporary employment status); industry-related issues (e.g., specific to 
healthcare versus re-employment in another social service or industry); and in public 
and private schemes (public disability schemes versus compensation schemes versus 
private disability benefits).  
 
How professionalism of work re-integration professionals gets done in particular to-
wards competence is a question that needs further study. What works and how do 
professionals think about inclusive support in a variety of contexts? 

6. Recommendations for practice  

Two recommendations could be made for practice with regard to RTW policy adjust-
ment. As mentioned, the results of this study suggest that managers and workers need 
professionals who can effectively deal with potential tension between workers and 
managers (because, as our study shows, the manager cannot complete the RTW plan-
ning alone) in order to complete the RTW mandate given. First, less strict rules allow-
ing executors of the policy to operate more flexible could be demanded by govern-
ment policy in particular with respect to timing of involvement, time frames, and for-
malizing plans to steer daily practices. Second, professional education in terms of 
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thoroughly qualify and equip, actually, allowing professionals to complete their huge 
responsibility could be demanded by government policy. Professional education and 
training should not only focus on increasing knowledge but centering on optimizing 
skills and competencies regarding RTW support.  Therefore more attention is needed 
for schooling in the practical setting (on the job training, mentorship, supervision and 
feedback space) [15, 16]. In general, it has been shown that schooling could center 
possible themes in actual situations (in facilitation and adjust RTW [15, 16]; and dia-
logue and negotiation [15], plus dealing with power [16]). Once the professionals are 
at the site, peer review, inter-collegial meetings and reflection might be useful to op-
timize professionalism [16, 17]. 
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Summary 

The aim of the study was to investigate whether a bipartite agreed-upon return to 
work policy in a healthcare setting in Canada is experienced as successful by the stake-
holders. 
 Return to work (RTW), or work reintegration after work disability (WD) with sick-
ness absence, is considered necessary to support workers’ health and social inclusion. 
The ambition is to provide inclusive support to assist as many people as possible who 
have a disability to participate in the work process in a beneficial, integrative and sus-
tainable way. To prevent mild symptoms developing into more severe and permanent 
ones and to allow access to appropriate RTW support when receiving a medical diag-
nosis is regarded as crucial. 
 Several organizational policies, often referred to as disability management, which 
focuses on early intervention and includes both the employer and worker, have been 
developed. The aim of bipartite involvement in RTW policy formulation is to include 
the workplace and worker perspectives in the assumption that this results in policies 
that are more workable in practice.  
 A basic distinction in the policy process that is often made is that between agenda 
setting, policy formulation, policy implementation and policy evaluation. Our research 
centers on the implementation phase. 
 The healthcare sector workforce faces a higher risk for WD compared to other 
industries. In policy formulation in the healthcare sector in British Columbia (BC), Can-
ada, various stakeholders (worker and employer representatives) are involved to en-
hance practicability. In this thesis the bipartite agreed-upon RTW policy, that was im-
plemented in the healthcare sector in British Columbia, Canada, is evaluated. 
 
A qualitative approach was chosen to be able to study the perspectives in-depth and in 
context. We examined stakeholders’ perspectives and investigated this from a social 
constructivist view.  
 
Our research questions focused on how the stakeholders experience the RTW policy 
and these were addressed in four studies:  
- What are the various stakeholders’ appreciations of the BC Healthcare RTW poli-

cy? (study 1) 
- How are the workers experiencing their new role in work reintegration trajectories 

and to what extent do they appreciate the policy? (study 2) 
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- How are the employers, that is the frontline managers or supervisors, experienc-
ing their new role in work reintegration trajectories and to what extent do they 
appreciate the policy? (study 3) 

- How are the occupational health professionals, that is the disability management 
staff and trade union representatives, experiencing their new role in work reinte-
gration trajectories and to what extent do they appreciate the policy? (study 4). 

 
Chapter 2 presents the study on local stakeholders’ (designers, deliverers, receivers) 
perspectives on RTW and the RTW practice in general. This study identified that stake-
holders’ perceptions of causes for work disability differ, as do their preferred strategies 
for prevention. Designers (those who formulated the policy at provincial and organiza-
tional level) proposed work-directed measures to change the workplace and work 
organizations, as well as individual-directed measures to change workers’ behaviour. 
Deliverers (occupational health professionals) targeted individual-directed measures 
however receivers (workers) were mostly seeking work-directed measures. To assess 
how the intervention was working, designers sought a wide range of outcome 
measures. Deliverers focused on measurable outcomes targeted at reducing work 
time-loss. Receivers (workers) perceived that this intervention offered short-term 
benefits yet fell short in ensuring sustainable return-to work.  
 
Because of the experienced short coming of the RTW policy in this small rural setting, 
in the second phase of this study we selected a large urban and considered provincial 
leading BC Healthcare setting, and analyzed how their perceptions influenced policy 
implementation. 
 
Chapter 3 presents the study at another healthcare setting in BC, Canada, on how 
various workers (receivers) experienced RTW policy, in particular input in decision 
making processes in RTW planning. This study demonstrated that according to the 
workers the involvement procedures during policy making did not result in a better 
reintegration practice. Workers had difficulties to find their way on how to report in 
sick, struggled they were expected to think along at times when they could not over-
see their illness and/or recovery trajectory and find they were not able to make RTW. 
Workers encountered a lack of recognition of experienced difficulties in RTW and find 
those who were expected to offer support tend to be non-supportive to adjust the 
plan. Over time, they felt being backed in a corner and did not feel in control of their 
reintegration trajectory. 
 
The deliverers we distinguished in the first phase included occupational health staff 
and trade union representatives. It appeared however, that frontline managers also 
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played an important role as deliverer even though they have different tasks and re-
sponsibilities in the RTW process. Therefore, we made separate analyses for the front-
line managers on the one hand and occupational health staff and trade union repre-
sentatives on the other hand. 
 
Chapter 4 presents a study on how a number of frontline managers or supervisors 
(deliverers) experienced RTW policy, in particular input in decision making processes in 
RTW planning. This study demonstrated that according to the frontline managers the 
formal RTW procedures did not comply with the work that managers had to do. For 
starters, it was found that the managers viewed themselves as a linchpin between the 
workplace and the worker. Nevertheless, in the phase of preparing a reintegration 
plan, the managers did not feel heard by the other stakeholders. In the phase of exe-
cuting the reintegration plan, the managers wrestled with worker’s unexpected limita-
tions and struggled to get the plans adjusted to deal with unforeseen issues. Such 
issues were for example work stress, when work demands exceeded the worker’s 
ability to cope or control on their own in service delivery and RTW. In turn, managers 
felt that they became overextended to make RTW of workers with incapacities possi-
ble. Over time, managers argued, they could not get blamed for poorly following the 
RTW plan and felt they could not meet RTW and healthcare objectives at the same 
time.  
  
Chapter 5 presents a study on how different occupational health professionals, that is 
disability management staff and trade union representatives (deliverers), experienced 
RTW policy, in particular to bring varying worker and managers’ perspectives forward; 
and on individual RTW plans.  This study showed that giving everyone input in RTW 
planning insufficiently guaranteed that the plan was workable in practice according to 
the disability management staff and trade union representatives. These stakeholders 
experienced four main problems regarding RTW: 1) timing and content of physician’ 
medical advice cannot be trusted as a basis for plans; 2) legal status of the plans and 
thus needing workers’ consent and managers’ approval can create tension, conflict 
and delays; 3) limited input and thus little fruitful inference in meetings; and yet 4) 
they can be called to account for plans (in spite of being empty handed and having 
little control). Over time, according to these stakeholders, the new directions in deci-
sion-making in RTW planning were in the way, and can even be counterproductive 
regarding increased tension between the stakeholders to achieve the RTW mandate. In 
particular in complex cases, these stakeholders might not know what to do to get 
workers and managers perspectives on the plan in RTW. Involving various stakeholders 
is a complex process that asks for space to precisely shape adjusting RTW planning to 
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the situation, which is not a fixed moment in which all stakeholders must be at the 
table.  
 
What we saw is that all stakeholders who were expected to execute the reformed 
bipartite agreed-upon RTW policy struggled with it in practice. They found this policy 
not workable to effectively deal with capricious processes, including unpredictable 
recovery process and unexpected health issues in varying cases of RTW they met in 
practice.  

Discussion and conclusion 

Chapter 6 provides an overview of the main results and a discussion of the results. As 
well, the strengths and limitations of this thesis are considered and recommendations 
for future policy and practice are provided. This study showed that in the specific set-
ting of BC Healthcare the result of bipartite policy formulation does not support the 
practice that contains complex and contextual work disability problems according to 
the stakeholders. The results imply that the created RTW policy should permit more 
space allowing executors of the policy to operate more flexible to steer daily RTW 
practice. In addition, professionals should be more professional to complete their huge 
responsibility to achieve the return-to-work mandate given. 
 Early intervention is an important aspect of contemporary approaches to RTW 
support. To prevent mild symptoms developing into more severe and permanent ones 
and to allow access to appropriate return-to-work support when receiving a medical 
diagnosis is regarded as crucial. The expectation that workers and managers, together 
with occupational health professionals come to a full analysis of the problems underly-
ing practical difficulties and, moreover, in accordance with each other settle on care 
and support services in early interventions might be too high.  
 In an attempt to guarantee workers’ right for protection, the trade unions em-
phasized the importance of formal procedures to guide stakeholders through the RTW 
trajectory. Those procedures however, appear to hamper the RTW trajectories: they 
do not allow for adaptions needed in practice to accommodate individual workers in 
varying circumstances. 
 Therefore we conclude that a bipartite policymaking approach may not function 
and that might not get us very far for addressing work disability; however other studies 
in this and different contexts are needed.  
 In this thesis on the interpretation and transformation of rules regarding return to 
work, we demonstrate the limited reach of policy in practice due to various reasons 
which offer handles for policy makers to consider in policy formulation. In policy for-
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mulation a balance in programming must be found with respect to space on the one 
hand and enhanced professionalism on the other hand towards supporting early RTW, 
or work reintegration after work disability with sickness absence, which is considered 
necessary to support workers’ health and social inclusion. 
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Samenvatting  

Is bipartiet overeengekomen arbeidsre-integratie beleid ook werkbaar? Een beleids-
evaluatie gebaseerd op ervaringen van belanghebbenden in Canadese gezondheids-
zorginstellingen. 
 
In dit proefschrift verkennen we of de verschillende belanghebbenden ervaren dat 
bipartiet overeengekomen arbeidsre-integratiebeleid in Canadese gezondheidszorgjn-
stellingen succesvol is.  
 Arbeidsre-integratie na ziekteverzuim wordt in Canada in toenemende mate als 
noodzakelijk beschouwd om de gezondheid van werknemers te bevorderen en hun 
voor de arbeidsmarkt te behouden, oftewel de sociale inclusie te bevorderen. De am-
bitie is om werknemers met uiteenlopende arbeidsbeperkingen zoveel mogelijk te 
ondersteunen zodat zij in staat zijn weer op de werkplek te functioneren en hen te 
motiveren richting arbeid. Een juiste medische diagnose wordt als cruciaal veronder-
steld om verergering van milde symptomen en blijvende beperkingen te voorkomen en 
om de juiste ondersteuning te kunnen selecteren. 
 ‘Disability management’, het beleid in organisaties dat zich richt op werknemers 
met ziekte en beperkingen, is tegenwoordig gericht op snelle interventie. In de ge-
zondheidszorg in British Columbia, Canada, is de keuze gemaakt om werkgevers en 
werknemers vertegenwoordigers te betrekken in de ontwerpfase van beleid, de zoge-
naamde bipartiete structuur. De gedachte hierachter is dat als belangentegenstellin-
gen tussen werkgevers en werknemers al in de ontwerpfase van beleid overbrugd 
worden, de uitvoering beter zal verlopen.  
 Dit brengt ons naar waar deze dissertatie over gaat namelijk het evalueren van 
het bipartiet overeengekomen arbeidsre-integratiebeleid, dat werd geïmplementeerd 
in de gezondheidszorg in British Columbia, Canada. De gezondheidszorg is een geschik-
te sector om arbeidsre-integratiebeleid te onderzoeken omdat werknemers in de ge-
zondheidszorg een groter arbeidsongeschiktheid risico lopen in vergelijking met ande-
re sectoren. 
 In dit bipartiet overeengekomen beleid is overeengekomen dat de disability ma-
nagement medewerker verantwoordelijk is voor het opstellen van een re-integratie-
plan voor een individuele werknemer die zich heeft ziek gemeld. De disability ma-
nagement medewerker is verplicht dat te baseren op medisch advies en heeft tot taak 
om andere belanghebbenden (werknemer, werkgever, en vakbondvertegenwoordiger 
-in Canada is deze laatste groep betrokken bij arbeidsre-integratie) daarin te betrekken 
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en met hen tot overeenstemming te komen over de koers van het plan. Vervolgens 
heeft de disability management medewerker tot taak te monitoren of het plan con-
form de afspraken wordt uitgevoerd waarin hij/zij is verplicht te (her-)overleggen met 
de belanghebbenden, indien gaandeweg wijzigingen van het plan nodig zijn.  
 Een basisonderscheiding van het beleidsproces die vaak gebruikt wordt is het 
opstellen van de beleidsagenda, ontwerpfase, implementatie van beleid en een be-
leidsevaluatie. Ons onderzoek richt zich op de implementatiefase van beleid, ofwel 
beleidsuitvoeringonderzoek.  
 Om gedetailleerd inzicht in de perspectieven van belanghebbenden met betrek-
king tot het bipartiete ontwikkelde arbeidsre-integratiebeleid te verkrijgen hebben we 
gebruik gemaakt van kwalitatieve onderzoeksmethoden. Daarbij werd een sociaal-
constructivistische onderzoeksbenadering gehanteerd. 
 Onze onderzoeksvragen richtten zich op hoe de verschillende belanghebbenden 
het arbeidsre-integratiebeleid ervaren en daarvoor deden we vier studies: 
- Hoe waarderen de verschillende groepen belanghebbenden het arbeidsre-

integratiebeleid in de gezondheidszorgsector in British Columbia, Canada? (studie 
1) 

- Hoe beleven de werknemers hun nieuwe rol in arbeidsre-integratietrajecten en in 
hoeverre waarderen ze het nieuwe beleid? (studie 2) 

- Hoe beleven de werkgevers, hier direct leidinggevenden of afdelingshoofden, hun 
nieuwe rol in arbeidsre-integratietrajecten en in hoeverre waarderen ze het nieu-
we beleid? (studie 3) 

- Hoe beleven de re-integratie ‘professionals’, hier disability management mede-
werkers en vakbondsvertegenwoordigers, hun nieuwe rol in arbeidsre-integratie-
trajecten en in hoeverre waarderen ze het nieuwe beleid? (studie 4). 

 
Ten behoeve van de verkenning van de uiteenlopende betekenissen die de verschil-
lende belanghebbenden toekennen aan het arbeidsre-integratiebeleid (beleidsmakers, 
beleidsuitvoerders, en ‘de doelgroep’) is een empirische studie uitgevoerd (hoofdstuk 
2). De resultaten geven inzicht in de verschillende perspectieven op de oorzaak van 
arbeidsongeschiktheid, en op de benodigde oplossingen. Beleidsmakers,  zo bleek uit 
de maatregelen die zij opstelden, vonden zowel de werkomgeving, aanpassingen op de 
werkplek en het (re-) organiseren van werkprocessen, als individuele gedragsverande-
ring van belang. Beleidsuitvoerders (re-integratieprofessionals) zijn vooral gericht op 
verandering van het individu. De doelgroep (de werknemers) daarentegen vond juist 
maatregelen ter verandering van de werkomgeving, aanpassingen op de werkplek en 
het (re-)organiseren van werkprocessen van belang. Bij de bepaling van de effectiviteit 
van het arbeidsre-integratiebeleid richtten beleidsmakers zich op verschillende uit-
komstmaten zoals ziekmelden, ziekteverzuimduur, kosten en tevredenheid. Beleidsuit-
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voerders richtten zich op het verminderen van de verzuimduur. De ervaringen van de 
doelgroep (de werknemers) waren dat de interventies wel oplossingen op de korte 
termijn boden maar tekortschoten met betrekking tot de benodigde ondersteuning 
van duurzame arbeidsre-integratie.  
 Gezien de ervaren tekortkomingen van het arbeidsre-integratiebeleid in de gese-
lecteerde plattelands locatie, selecteerden we in het tweede deel van de studie een 
stedelijke locatie, die in de provincie British Columbia gezien wordt als meest toonaan-
gevende locatie voor wat betreft de onderhandelingen over collectieve arbeidsover-
eenkomsten en arbeidsre-integratiebeleid in de gezondheidszorgsector. Ook in dit 
vervolgonderzoek hebben we de perspectieven van belanghebbenden op de imple-
mentatie van het bipartiet overeengekomen beleid geanalyseerd. We zijn daarin die-
per ingegaan op de achtergronden van de perspectieven van de verschillende belang-
hebbenden.  
 Op de eerste plaats hebben we bestudeerd hoe het arbeidsre-integratiebeleid 
ervaren werd door de doelgroep (de werknemers) en hoe het uitvoeren en aanpassen 
van overeengekomen arbeidsre-integratieplannen ging (hoofdstuk 3). De resultaten 
laten zien dat volgens de werknemers de betrokkenheid van beleidsmakers vanuit 
beide groepen belanghebbenden in de ontwerpfase van het beleid niet leidde tot ver-
betering van de arbeidsre-integratiepraktijk. Werknemers wisten niet goed hoe ze zich 
moesten ziekmelden, worstelden met de verwachting om mee te denken op het mo-
ment dat ze hun ziekte en hersteltraject nog niet konden overzien en ze vonden dat 
arbeidsre-integratie op zo een manier niet haalbaar was. Werknemers kregen maar 
moeilijk erkenning voor de door hun ervaren problemen tijdens arbeidsre-integratie en 
vonden dat de re-integratieprofessionals die geacht werden hen te ondersteunen, het 
niet voor elkaar kregen de re-integratieplannen op een juiste manier aan te passen. Na 
verloop van tijd voelden werknemers zich in een hoek gedrukt en vonden ze dat ze 
geen invloed kregen op hun arbeidsre-integratietraject.  
 Op de tweede plaats hebben we bestudeerd hoe het arbeidsre-integratiebeleid 
ervaren werd door de werkgevers en hoe het uitvoeren en aanpassen van overeenge-
komen arbeidsre-integratieplannen ging (hoofdstuk 4). De resultaten laten zien dat 
volgens de werkgevers de arbeidsre-integratie procedures en het dagelijkse werk dat 
ze moeten doen niet aaneensluiten. Ten eerste herkenden we dat werkgevers zichzelf 
als spil zagen tussen de werknemer en de werkomgeving. Desondanks voelden de 
werkgevers zich in de voorbereidingsfase van een arbeidsre-integratieplan niet ge-
hoord door de andere belanghebbenden. In de uitvoeringfase van een re-integratie-
plan  worstelden de werkgevers met onverwachte arbeidsbeperkingen van de werk-
nemer en hadden ze moeite om plannen aangepast te krijgen. Arbeidsbeperkingen 
waren bijvoorbeeld werkstress, wanneer de werkeisen de mogelijkheden van de werk-
nemer om hier goed mee om te gaan of er controle over te krijgen te boven gingen. 
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Het ging dan om eisen met betrekking tot het waarborgen van de kwaliteit van zorg in 
combinatie met het nakomen van een overeengekomen arbeidsre-integratieplan. Als 
gevolg hiervan voelden werkgevers zich overvraagd bij het mogelijk maken van ar-
beidsre-integratie van hun werknemers met arbeidsbeperkingen. De werkgevers bear-
gumenteerden dat zij uiteindelijk niet de schuld zouden moeten krijgen als ze re-
integratieplannen niet precies opvolgen en verder vonden zij dat de doelen arbeidsre-
integratie en het leveren van goede gezondheidszorg zo niet goed verenigbaar waren. 
 Op de derde plaats hebben we bestudeerd hoe het arbeidsre-integratiebeleid 
ervaren werd door de re-integratieprofessionals, dus disability management mede-
werkers en vakbondvertegenwoordigers (beleidsuitvoerders) en hoe het uitvoeren en 
aanpassen van overeengekomen arbeidsre-integratieplannen ging (hoofdstuk 5). In de 
Canadese praktijk zorgen vakbondsvertegenwoordigers dat de rechten van werkne-
mers in acht worden genomen door de werkgever. De resultaten laten zien dat volgens 
de re-integratieprofessionals het organiseren van overleg om inbreng te creëren hun 
onvoldoende garantie gaf dat de re-integratieplannen daadwerkelijk praktisch beter 
haalbaar waren. Deze belanghebbenden ondervonden vier typen problemen met be-
trekking tot arbeidsre-integratie: 1) de keuze van het tijdstip en de inhoud van medisch 
advies door artsen vormen geen betrouwbare basis voor de re-integratieplannen; 2) 
juridische ‘status’ van het plan en de daarvoor benodigde toestemming van de werk-
nemer en akkoord van de werkgever kunnen spanning, conflict en vertraging opleve-
ren; 3) beperkte inbreng en daarom weinig vruchtbare uitwisselingsmomenten; 4) ze 
kunnen ter verantwoording worden geroepen (ondanks dat ze met lege handen staan 
en weinig controle hebben). Na verloop van tijd, bleek meestal dat het gezamenlijk 
overeengekomen re-integratieplan niet aansloot op de veranderde situatie en grillige 
processen tijdens arbeids-re-integratie. Met name in complexe situaties wisten deze 
belanghebbenden niet wat ze moesten doen om de verschillende perspectieven van 
de werknemer en werkgever te verwerken in het re-integratieplan. Vervolgens kon, 
volgens deze belanghebbenden, het idee dat het aanpassen van het arbeidsre-
integratieplan alleen op basis van gezamenlijke besluitvorming tussen werknemer en 
werkgever (en -onder begeleiding van re-integratieprofessionals) mag geschieden de 
re-integratie in de weg zitten en zelfs contraproductief zijn. Het betrekken van verschil-
lende belanghebbenden is een complex proces waarbij beslissingsruimte nodig is (ook 
met betrekking tot het moment van aanpassing) om het plan zo in te vullen dat het bij 
de individuele situatie past, en dit conflicteert met de eis van een vast overlegmoment 
tussen alle belanghebbenden.  
 Kortom, de resultaten laten zien dat alle belanghebbenden die het hervormde 
bipartiet overeengekomen arbeidsre-integratiebeleid moeten uitvoeren, er in de prak-
tijk mee worstelen. Zij vinden het nieuwe beleid onwerkbaar en niet effectief omdat 
het onvoldoende oog heeft voor de grillige processen tijdens verzuim en arbeidsre-
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integratie, zoals de onvoorspelbare herstelprocessen en onverwachte gezondheids-
problemen. 

Discussie en conclusie 

Hoofdstuk 6 geeft een overzicht van de belangrijkste bevindingen en bediscussieert de 
resultaten. Verder bespreken we de kracht en beperkingen van het onderzoek en ko-
men aanbevelingen voor toekomstig onderzoek en voor de praktijk aan de orde. Deze 
studie laat zien dat in een specifieke locatie, namelijk de gezondheidszorgsector in 
Britisch Columbia, Canada, het bipartiet overeengekomen arbeidsre-integratiebeleid 
het uitvoeringsproces niet goed ondersteunt. Processen rondom ziekteverzuim en 
arbeidsongeschiktheid zijn volgens de belanghebbenden uiterst complex en context-
gebonden, terwijl regels en procedures in het bipartiet–overeengekomen arbeidsre-
integratiebeleid juist sterk gestandaardiseerd zijn. Het beleid geeft met andere woor-
den onvoldoende beslissingsruimte aan uitvoerders (en de doelgroep), terwijl beleids-
uitvoerders flexibel moeten kunnen handelen, om de dagelijkse praktijk rond arbeids-
re-integratie te kunnen sturen. Dat geeft de uitvoerders wel een grotere verantwoor-
delijkheid in het begeleiden van het arbeidsre-integratie proces. Om die flexibiliteit te 
kunnen hanteren is het dan ook nodig dat re-integratieprofessionals de professionali-
teit van hun handelen verbeteren.  
 Vroeg interveniëren na ziekmelden is een belangrijk aspect van de huidige aanpak 
om arbeidsre-integratie te ondersteunen. Zoals reeds gezegd, wordt een juiste medi-
sche diagnose als cruciaal verondersteld om verergering van milde symptomen en 
blijvende beperkingen te voorkomen en om de juiste ondersteuning te kunnen bepa-
len. De verwachting dat werknemers en werkgevers, samen met disability manage-
ment medewerkers en vakbondsvertegenwoordigers tot een volledige analyse van 
onderliggende praktische problemen kunnen komen en - in samenspraak met elkaar -  
definitief regelen wat benodigde zorg en ondersteuning bij vroeg interveniëren be-
hoeft is wellicht te hoog gegrepen.  
 In een poging om rechten van werknemers te beschermen, benadrukken werk-
nemersvertegenwoordigers het belang van formele procedures. Deze procedures blij-
ken echter het arbeidsre-integratietraject te hinderen: ze staan niet toe om in de prak-
tijk benodigde aanpassingen te realiseren om gerichte ondersteuning van individuele 
werknemers in verschillende situaties mogelijk te maken.  
 Daarom concluderen wij dat een bipartiete aanpak van arbeidsre-integratie, 
waarbij zowel werkgevers als werknemers vertegenwoordigd zijn in de ontwerpfase 
van het beleid, niet goed genoeg functioneert en dat het onvoldoende helpt om grip 
en controle te krijgen op ziekteverzuim en arbeidsongeschiktheid. Vervolgonderzoek in 
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deze en andere institutionele contexten is nodig om beter zicht te krijgen op hoe ar-
beidsre-integratie dan wel verbeterd kan worden.  
 In deze dissertatie is onderzocht hoe beleid in de praktijk geïnterpreteerd en ge-
transformeerd wordt. Daarmee leveren wij handvatten voor beleidsmakers in de be-
leidsontwerpfase. In de beleidsontwerpfase zal een balans gevonden moeten worden 
tussen enerzijds het reguleren van het uitvoeringsproces en anderzijds het geven van 
ruimte aan beleidsuitvoerders (werkgevers en re-integratieprofessionals). Voor dat 
laatste is vertrouwen in re-integratieprofessionals (disability management professio-
nals, vakbondsvertegenwoordigers) nodig; dergelijk vertrouwen kan worden bevor-
derd door de professionaliteit van het handelen te vergroten. Dat wil zeggen dat er 
aandacht moet komen voor scholing van re-integratieprofessionals, gericht op verhel-
dering van en reflectie op verschillen in keuzes en argumenten in gezamelijke besluit-
vormingsprocessen in re-integratie begeleiding voor werknemers met een uiteenlo-
pende arbeidsbeperking. Het op deze wijze aanpassen van beleid zou vervolgens een 
steuntje in de rug kunnen zijn om het doel van arbeidsparticipatie te bereiken, wat als 
noodzakelijk wordt beschouwd om de gezondheid van werknemers en sociale inclusie 
te bevorderen. 
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