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Foreword

The BC Healthcare system is under unprecedented, multiple financial pressures driven by an
increased prevalence of chronic diseases such as hypertension, diabetes, heart disease, stroke, cancer
and mental health conditions. By 2017, assuming no changes to the system, it is projected that
government funding will only be able to sustain the costs of the Ministries of Health and Education
leaving all other areas of government responsibility without adequate funds.

This financial trend is a consequence of the combined effects of an aging population and lifestyle
factors - such as obesity, unhealthy eating, inadequate physical activity and smoking — all of which
are driving up the health care costs. Most jurisdictions, including British Columbia, are already
addressing these issues on many fronts, including in the home, in communities, schools, workplaces
and in healthcare settings. The BC government, for example, has set ambitious, yet manageable
goals for the health of British Columbians — with the goal of making this province the healthiest
jurisdiction to host the Olympics in 2010.

The workplace is of particular importance as employment has been recognized as an important
positive determinant of health. Considerable evidence exists suggesting that efforts to improve
working conditions can improve health and productivity of employees and their families and
interventions to improve workplace health in all settings show a positive return on investment.

However, the 2004/2005 report of the provincial Auditor General, In Sickness and in Health: Health
Workplaces for British Columbia’s Health Care Workers, found that the costs to the healthcare system
of injuries, absenteeism and loss of productivity due to ill health — including claims of mental and
emotional stress — are significant. It was estimated that the direct costs of absenteeism and injury
to health employers in 2002/2003 was more than $250 million and that annual indirect costs were
projected to be more than $1 billion.

The financial stability of the healthcare sector and its ability to care for increasing numbers of aging
citizens is inextricably linked to the health and wellness of its employees. The magnitude of this
challenge is underlined by the fact that the healthcare sector represents more than 10% of the entire
labor force of BC.

Ironically, the healthcare sector has been identified as lagging behind when it comes to buying-in to

workplace health initiatives. The reasons are many — among them, the limited opportunity to devote

time to workplace health during extremely busy days and the sectors’ inherent bias of the biomedical
model which adheres to stringent definitions of “results” and “evidence”.

A consequence is that the evidence around effective healthy workplace strategies within the health
sector is thin. Although many healthcare organizations have implemented proven programs
aimed at injury prevention, healthy diets and exercise, there is a lack of available evidence from this
sector even though other workplaces show that comprehensive and coordinated workplace health
programming has proven again and again to be effective. In fact, to address the relatively limited



evidence about healthcare workplace health in BC, results and case studies relevant to healthcare and
other sectors have been examined and extrapolated to the BC context in this paper.

This review — Creating Healthy Health Care Workplaces in BC: Evidence for Action; A Discussion Paper
— has identified opportunities for the healthcare sector that have shown encouraging results in other
sectors, such as:

B The workplace, particularly in the health sector, has the ability to effectively monitor the
trajectories for chronic diseases related to healthy weights, nutrition, physical activity and tobacco
use and to encourage positive lifestyle choices.

B Workplaces which have management cultures attuned to the positive health outcomes of healthy
work environments and which incorporate strategies of participatory management, increased
decision latitude, and span of control for employees, foster the concept of employment as a
positive determinant of health.

The Provincial Health Services Authority (PHSA) recognizes this dynamic and understands that
comprehensive programming, including prevention- centered initiatives focused upstream, along
with other workplace wellness initiatives can lead to success. PHSA is uniquely positioned to help
BC healthcare organizations understand, discuss and address workplace health by supporting
comprehensive and coordinated programming as well as the development and dissemination of
knowledge products through its Prevention, Promotion, Protection strategic direction.

This paper is designed to spark discussion among health authority administrators and staff at all
levels. It is our conviction that utilizing evidence to guide dialogue and discussion around the health
and wellness of our employees in the health sector will help organizations across BC meet future
challenges, lead to healthier employees and, in turn, a healthier and more sustainable healthcare
system.

John Millar BSc, MHSc, MD, FRCP (C)
Executive Director, Population Health Surveillance
and Disease Control Planning

Oy 7l

Mark Allen MBA, BSc (Hons)
Chief Human Resources Officer
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Key Messages

B There is a business case for investing in healthier work environments within health care.
Furthermore, there are substantial costs to inaction.

B Return on investment (ROI) analyses has been used to evaluate workplace health promotion
programs in various settings, but rarely in health care.

B Designing evaluation into healthy workplace interventions, and disseminating the findings, will
go a long way to filling this information gap.

B Workplace health promotion interventions that are comprehensive, well designed, and
successfully implemented tend to have good ROI.

B Decision-makers must be aware of the limitations of conducting ROI research on organizational
interventions.

B Research on the causes and consequences of healthy and unhealthy work environments also
indicates directions for change.

B Further improvements in employee health and organizational performance will require changes
in job design, organizational systems and structures, and work environments.

B Healthy workplaces can contribute to the major strategic directions of health care system renewal.

B Creating healthier workplaces requires a shift in leadership thinking and organizational culture so
that human assets are highly valued.

B Successful healthy workplace change requires strong commitment from top management that is
reinforced in all their decisions and actions.

B [n healthy workplaces, all managers and supervisors have the time, encouragement, and training
needed to be effective people leaders.

B Measuring progress requires four categories of indicators: healthy workplace drivers, working
conditions, employee outcomes, and organizational benefits.

8 © 2006 PHSA
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Executive Summary

Overview

B There is a business case for investing in healthier work environments within health care.
Furthermore, there are substantial costs to inaction.

B There is relatively little intervention research on the return-on-investment (ROI) for healthy
workplace change, so the direction for change comes from research on the causes of workplace
illness and disability.

B Designing evaluation into healthy workplace interventions, and disseminating the findings, will
go a long way to filling this information gap.

B Healthy workplace solutions must go beyond workplace health promotion programs.

B An organization’s structures, values, culture, working relationships, and human resource
management practices all contribute to a healthy work environment.

B This situation is not unique to health care. Indeed, most organizations lack rigorous return-on

investment (ROI) research for healthy workplace change, and most organizational change does
not involve academic researchers.

Benchmarking BC’s Health Care Workplaces
B Health care workers in BC exhibit symptoms associated with unhealthy work environments.

B Reducing absenteeism in BC’s health care workforce on par with health care workforces in
Alberta, Manitoba and Ontario could yield annual savings of $10.85 million.

B Most overtime by hospital employees and managers is unpaid. Employers should set optimal
overtime levels and establish fair practices regarding unpaid overtime.

B The relatively high levels of self-reported stress among health care workers, compared to other
occupations, call for immediate action.

Unhealthy Health Care Work Environments

B There is extensive research showing that health care workplaces pose a wide range of health and
safety risks to workers.

9 © 2006 PHSA
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High stress levels are associated with increased health care and disability costs, absenteeism,
turnover, and reduced productivity.

For nurses, healthy outcomes are associated with job control, job demands balanced with
resources, positive relationships, skill development, and good supervision.

Hospitals exhibiting positive work environments have better organizational performance, in terms
of staff recruitment and retention, and patient outcomes.

Health care restructuring and reorganization have had negative unintended consequences for
organizational performance and worker health.

Healthy Workplace Interventions

Return on investment (ROI) analysis has been used to evaluate workplace health promotion
programs in a wide range of settings, but rarely in health care.

Workplace health promotion interventions that are comprehensive, well designed, and
successfully implemented tend to have good ROI.

The strongest evidence is for reduction of personal health risk factors such as smoking, weight,
inactivity, and diet.

Most of the interventions with documented ROI do not involve work-environment modifications
to reduce stress or work-life conflict.

Decision-makers must be aware of the limitations of conducting ROI research on most kinds of
organizational interventions.

While specific job and organizational factors pose risks to health and productivity, few studies
evaluate the effectiveness of interventions to make workplaces healthier.

There is sufficient evidence to justify health care employers making investments intended to
create healthier workplaces.

Benefits and Costs of Healthy Workplaces

Savings in time-loss injuries, disability costs, and compensation payments can result from
targeted interventions to reduce musculoskeletal injuries.

Positive employment relationships, supportive work environments, and increased satisfaction
influence employee self-reported health and productivity outcomes.

10 © 2006 PHSA
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B Absenteeism rates in hospitals vary systematically by the presence of healthy and supportive work
environments.

B Nurses’ absenteeism is related to high levels of stress and high risk of injury.
B International research shows that nurses’ job satisfaction impacts turnover.

B Magnet hospitals achieve positive retention, recruitment and health service quality outcomes
through organizational change guided by a leadership focus on people.

Determinants of Healthy Health Care Workplaces

B Research on the causes and consequences of healthy and unhealthy work environments seeks to
understand etiology, not the ROI of changes.

B Workers’ health and performance improve when they have active job conditions, which provide
more control, autonomy, and opportunities to use and develop their skills.

B Lack of control over work and lack of participation in decision making have been associated with
injury and disease among health care workers.

B To address this problem, there have been initiatives in health care to increase employee
involvement through various forms of work redesign.

B Job stress can be reduced by better communication, stable work teams, decision making
involvement, recognition, fairness and respect, and professional development.

B Nursing research shows the positive influence of job empowerment on employee well-being and
job performance.

B Organizational justice research suggests that when fairness is present, employees experience less
job stress and their productivity is higher.

B Organizational change that is guided by a clear leadership vision, open communication, and the
participation of staff and unions contributes to positive results.

B Creating healthier workplaces requires a shift in leadership thinking and organizational culture so
that human assets are highly valued.

n © 2006 PHSA
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Healthy Cultures

B A healthy organizational culture nurtures employee well-being, engagement, and performance.

B A truly healthy health care environment takes a systemic, holistic approach to creating positive
employee and organizational outcomes.

Evidence on Healthy Workplaces in Other Industries

B Stress management interventions aimed at increasing an individual’s coping skills are generally
ineffective.

B Worksite health promotion programs aimed at modifications to lifestyle have limited to mixed
results in terms of reducing health risk factors.

B Clinical and cost outcomes for comprehensive worksite health promotion and disease
management programs are generally positive, if modest.

B Further improvements in employee health and organizational performance will require changes
in job design, organizational systems and structures, and work environments.

B Future research must evaluate the impact of working conditions, and planned interventions, on
health and performance.

Reframing the Case for Healthy Workplaces
B Healthy workplaces can contribute to the major strategic directions of health care system renewal.

B A prerequisite for interprofessional teams is a workplace culture of mutual understanding and
respect.

B Healthy work environments contribute to long-range health human resource goals.

B Quality and safety frameworks could usefully be expanded to include work-environment factors. A
safety culture is a healthy culture too.

Making Health Systems Healthier

B Creating healthy workplaces is based on population health and health promotion thinking.

B Successful, healthy workplace change requires strong commitment from top management that is
reinforced in all their decisions and actions.

12 © 2006 PHSA
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B A successful, healthy workplace strategy requires that all managers and supervisors have the time,
encouragement, and training needed to be effective people leaders.

B There is inadequate accountability within health care organizations for human resource outcomes.
Performance measures can fill this gap.

B Measuring progress requires four categories of indicators: healthy workplace drivers, working
conditions, employee outcomes, and organizational benefits.

Closing the “Knowing-Doing” Gap

B Barriers to moving from talking to action are a perceived shortage of time, and the inertia created
by entrenched systems, practices, and ways of thinking.

B Enablers of healthy workplaces include executive and board support for cultural change goals, a
supportive policy framework, and active employee involvement.

B Better coordination and integration at the provincial level is needed to speed up the diffusion of
innovation and implement system-wide healthy workplace goals.

B The way forward is a comprehensive and coordinated approach to creating and maintaining
healthy work environments in all health care work settings.

13 © 2006 PHSA



1. Introduction

A human resource crisis threatens the viability of Canada’s health system. Workforce aging and
unhealthy, low-quality work environments pose significant risks to achieving health system goals.
Creating healthy work environments is not optional — it must be viewed as an essential prerequisite
for building future health human resource capacity. Retention, development, and better utilization of
existing staff has to be a top priority, and for this to happen, work environments must be healthy.

To move in this direction, health system decision-makers need answers to very practical questions.
Foremost among these are the following:

B Which interventions will make the biggest improvements in employee health and wellness?

B How can healthy workplace change be designed for maximum positive impact on system
outcomes, particularly patient care and operational efficiency and effectiveness?

B What combination of human resource management, health and safety, and work organization
practices will contribute most to a more sustainable and high-performing health system?

In short, while improving the health and well-being of people working in the health system is
important in its own right, health authority boards and executive teams require a business case for
making these investments.

The purpose of this report is to provide some answers to these questions. Initially, the report was
intended as a synthesis of the scientific literature on the costs and benefits of healthy workplace
interventions in the health care sector. However, the literature review found that within the limited
range of intervention studies of healthy workplace change, very few focused on health care. This does
not mean that healthy workplace changes are not being introduced in health care organizations. On
the contrary, there is a groundswell of front-line healthy workplace initiatives. Yet few of these have
systemic evaluation components, and few have been documented in peer-reviewed scientific journals.
This situation is not unique to health care. Indeed, most organizations lack rigorous return-on-
investment (ROI) research for healthy workplace change, and most organizational change does not
involve academic researchers.

Where does this leave us? The short answer, expanded throughout the report, is that the cumulative
weight of the evidence on the causes and consequences of unhealthy work environments supports

a business case within health care for investing in healthier work environments. However, this is
based on inferences from research findings in a range of disciplines and research settings. It also
comes from exploring the workplace implications of research on quality, safety, and interdisciplinary
collaboration within health care. The report’s advice to decision-makers is that a lack of direct
evidence should not be grounds for inaction. That’s because of the substantial, and unsustainable,
costs of the status quo. Another key recommendation flowing from the report’s review of healthy
workplace research relevant to health care is to rigorously evaluate the costs and benefits of
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any healthy workplace change. Designing evaluation into healthy workplace interventions, and
disseminating the findings, will go a long way to filling the basic information gap identified in this
report.

More broadly, the intent of the report is to stimulate creative discussions among BC’s health system
stakeholders about opportunities for coordinated action on employee and workplace health. The best
available evidence suggests that the scope and depth of workplace health challenges today require
solutions that go beyond traditional workplace health promotion programs. This is true regardless
of the industry. An organization’s structures, values, culture, working relationships, and human
resource management practices contribute to a healthy work environment. This perhaps is the

most compelling lesson from the rapidly accumulating research on the causes and consequences of
healthy, or unhealthy, workplaces.

15 © 2006 PHSA
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2. Benchmarking BC’s Health Care Workplaces

The Auditor General’s 2004 report, In Sickness and in Health: Healthy Workplaces for British Columbia’s
Health Care Workers helped to put workplace health issues on the agendas of health authority boards

and executive teams. Since the report’s release, relatively few of the recommendations for enhancing
leadership, accountability, and change have been fully implemented. However, health authorities are
moving sincerely and incrementally to create healthier work environments. Human resource departments
and occupational health, safety and wellness professionals have been developing new initiatives. Real
progress requires embedding employee and workplace health within each health authority’s strategic
thinking and planning at the board, executive, and line manager levels — and accountability through
internal performance management systems and public performance reporting.

This section of the report uses the best available benchmarking data, from Statistics Canada, to expand on
a key conclusion in the BC Auditor General's report: health care workers in BC (and across Canada) exhibit
symptoms associated with unhealthy work environments (see “Healthy workplace benchmarks” text box
below). Four basic indicators of healthy workplaces are examined: absenteeism, overtime, and self-reported
health and stress. These benchmarks should prompt health system decision-makers to reflect on the costs
these trends currently impose on the health care system and, looking into the future, the costs of not
acting to find proactive solutions that will reduce absenteeism, hospital overtime, and work stress.

Healthy workplace benchmarks

Statistics Canada data (see Figures 1 to 4, below) provide accurate benchmarks on key indicators of healthy
workplaces: absenteeism, overtime, and self-perceived health and stress.

= Absenteeism: Full-time health care employees in BC have absenteeism rates due to own illness or injury that
are higher than in the workforce as a whole. BC's full-time health care workers have higher absenteeism rates
than their counterparts in 6 of g other provinces. Health care workers in Alberta and Ontario have relatively
low absenteeism.

= Qvertime: Overtime work can be paid, unpaid, or both. If unpaid, it reflects high job demands on workers.
Paid overtime reflects additional wage costs to an employer, especially if overtime premiums are paid. Also
at issue is the voluntary nature of overtime work. In BC, the overall incidence of overtime in the health care
sector is close to the provincial workforce average, and is only slightly higher than the national rate for health
care. Overtime use is considerably higher in hospitals than in ambulatory care or nursing and residential
care facilities. While average overtime hours reported by BC hospital employees is somewhat less than the
workforce (6.6 versus 8.2 hours), more than 1in 4 hospital employees work overtime.

= Health and stress: Health care workers in BC perceive themselves to be in better overall mental and physical
health than workers in other occupations. However, health care workers are more likely to report high levels
of self-perceived stress in their lives. Furthermore, among health care workers, the incidence of work stress
is notably higher than for overall life stress. While work stress among BC's health care workers is below the
national average for health care, the gap between BC health care workers and other workers is nonetheless
striking: 39% compared with 26% reporting that most days at work are “quite a bit” or “extremely” stressful.

Source: Statistics Canada, Labour Force Survey; Canadian Community Health Survey.

16 © 2006 PHSA
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Figure 1: Average days lost per full-time employee due to own illness or disability,
all employees and health care employees, by province, 2005*

British Columbia
Alberta
Saskatchewan
Manitoba
Ontario

Quebec

New Brunswick
Nova Scotia

PEI
Newfoundland

Canada

|l Total ™ Health care |

14.7
8.5
1.2
6.5
15.1
8.9
10.7
7-9
10.6
6.7
14.8
9.6
13.9
8.5
16.3
9.0
8.8
6.9
1.8
8.1
12.7

7.8

T T T T T 1
8 10 12 14 16 18

Source: Statistics Canada, Labour Force Survey, custom tabulation.
* Self-employed are excluded. Excludes maternity leave and leave for other personal reasons.

The absenteeism rate in BC’s health care workforce in 2005 was higher than the provincial average,
and higher than health care workers in most other provinces (see Figure 1). Inaction means incurring
substantial and unjustified productivity costs. Reducing absenteeism in BC’s health care workforce
by 3.7 days to 11 days — the level in the health care workforces in Alberta, Manitoba and Ontario —
would yield direct wage savings of approximately 488,000 worker days, or the equivalent of 271 full-

time positions. This represents an annual cost saving of at least $10.85 million.! Bringing the health
care absenteeism rate down to the level of the BC workforce would almost double these savings. This

is not to advocate absenteeism management programs, which only focus on symptoms. Cost savings
can be best realized by addressing the root causes within the work environment. As a start, health
employers need to understand what these causes are, and the research reviewed in the next section

can be helpful in this regard.

17
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Figure 2: Paid and unpaid overtime, employees in all industries and in health
care, Canada and British Columbia, 2005

Number of employees

% of employees working

. . \ % of empl ki A ber of
working paid and/or paid and/or unpaid A.o emp oyees woring verage nimber o
B oy o e paid overtime only overtime hours per week
CANADA

All Industries 2,910.7 23.2% 10.2% 8.5
Health Care Total 208.3 19.8% 9.0% 6.6
Ambulatory Health C

m .u atory riealth Lare 43.5 171% 7.2% 6.1
Services
Hospitals 124.2 23.3% 1.1% 6.7
Nursing & Residential . .
Care Facilities 40 154% 6.4% 70

BRITISH COLUMBIA

All Industries 348.4 22.2% 9.7% 8.2
Health Care Total 28.2 213% 9.1% 6.3
Ambulatory Health

mblu atory Health Care . 61% 6.5% 3
Services
Hospitals 17.0 26.6% 11.3% 6.6
Nursing & Residential

. 6.8% 3% 6.

Care Facilities 53 16.8% 73% 4

Source: Statistics Canada, Labour Force Survey, custom tabulation

* Self-employed are excluded.

The fact that 277% of hospital workers in the province worked overtime in 2005 raises concerns about
excessive job demands resulting from a combination of adequate staffing levels and overwork (see
Figure 2). Hospital employers’ tracking of overtime does not capture the full cost burden. That’s
because most overtime is unpaid, imposing costs that are borne by the employee, such as foregone
earnings and reduced personal time. Considering that some overtime is inevitable in health care, it
would be useful to have a detailed analysis of optimal overtime levels for patient care and employee

health, and to establish fair practices regarding expectations of unpaid overtime.

18
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Figure 3: Self-perceived health, comparing health occupations with all other
occupations, British Columbia, 2003

|EI Poor/fair/good M Very good M Excellent

Overall health

Mental health

Health
occupations

Overall health

All other
occupations

Mental health

Survey respondents were asked: “In general, would you say your health is (excellent, very good, good, fair or poor)?” “In general,
would you say your mental health is (excellent, very good, good, fair, poor)?” Source: Statistics Canada, Canadian Community
Health Survey, custom tabulation.
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Figure 4: Self-perceived stress, comparing health occupations with all other
occupations, British Columbia, 2003

‘EI Quite a bit/extremely B A bit @ Not at all/not very |

Overall life stress

Health
occupations

Work stress

Overall life stress

All other
occupations

Work stress

Survey respondents were asked: “Thinking about the amount of stress in your life, would you say that most days are (not at
all stressful, not very stressful, a bit stressful, quite a bit stressful, extremely stressful)?” “The next question is about your
main job or business in the past 12 months. Would you say that most days were (not at all stressful, not very stressful, a bit
stressful, quite a bit stressful, extremely stressful)?” Source: Statistics Canada, Canadian Community Health Survey, custom
tabulation.

A systemic view of healthy workplaces

“Health care workers need healthy workplaces, yet the common cry in Canada is that we have too few people
working too hard. Staffing shortages and workload problems have led to stress, burnout, and early retirement. The
resulting impact on the health of the workforce and the loss of experience and training investment represent a

massive and unnecessary burden on our health care system.”

Source: Health Council of Canada. (2005). Modernizing the Management of Health Human Resources: Identifying Areas for
Accelerated Change. Report from a National Summit. Toronto: Health Council of Canada. p. 44.

The relatively high levels of self-reported stress among health care workers, compared to other
occupations (see Figure 4), call for immediate action to document the impact on employee health and productivity,
building on initiatives already underway. The Occupational Health and Safety Agency for Healthcare (OHSAH)

in BC has launched several action-research programs that will address the psychological and social factors in
workplaces that affect stress and mental health. These include the development, for future use, of a common
survey tool to assess and report worker and workplace health, including psychosocial factors known to be related
to stress, and a focus on mental health-related disability and its workplace causes. OHSAH also is analyzing BC
results from the Canadian Institute of Health Information’s 2005 national survey of nurses, to obtain baseline data
on the relationship between health, the work environment, and the work-life experiences of nurses.
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3. Evidence of Unhealthy
Health Care Work Environments

While the healthy workplace indicators of absenteeism, overtime, and self-perceived work stress

are sufficient grounds for action, other health and wellness issues also must be addressed as part

of comprehensive healthy workplace change strategies. This section presents a broader context
through an overview of the main health-related outcomes and their determinants in health care work
environments.

There is extensive research showing that health care workplaces in general pose a wide range of
health and safety risks to workers.? Musculoskeletal injuries are well above the national average.
Front-line care providers, especially nurses, are subject to violence from patients, clients or
residents. Workers in health care occupations, compared with other occupational groups, have the
highest incidence of stress from too many demands or hours, risk of accident or injury, and poor
interpersonal relations. These elevated stress levels are associated with higher health care and
disability costs, absenteeism, turnover, and reduced productivity. Health professionals, compared
with other occupations, have lower levels of trust, commitment, communication and decision-
making influence; their job satisfaction is below the national average and they are least likely of all
occupations to describe their work environment as healthy.

Studies of health care workers document that psychosocial working conditions directly affect sickness
absence and physiological stress, including increased blood pressure and stress hormone responses.
For nurses, positive health outcomes are associated with high job control, a balance of job demands
with sufficient resources (adequate staffing, time available to plan and carry out work), positive
relationships with colleagues and supervisors, opportunities for skill development and use, and good
supervision as measured in particular by regular communication and feedback.+ Many studies have
linked organizational factors to nurses’ quality of work life and health, which in turn can influence
the quality of patient care. Hospitals exhibiting positive work environments have demonstrated better
organizational performance, in terms of staff recruitment and retention, and patient outcomes.’

Research on psychosocial work environments reveals that job strain in the health care sector

— and elsewhere — affects personal relationships, increases sick time and job dissatisfaction,

and is associated with increased workplace conflict and turnover.® Other studies have linked

work organization characteristics with injury and disease among health care workers. The main
organizational factors associated with negative health outcomes include work overload or pressure,
a lack of control over work or a lack of participation in decision making, relations in the workplace,
including poor social support or problems with management style, such as unsupportive leadership
or a lack of communication and feedback.”

Workload, work pace and work scheduling are among the most serious work-environment risks
facing health care workers. Chronic understaffing, mandatory overtime and on-call, reduced time off
for education and training, and placements in areas outside of their specialty have become common
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conditions for nurses and other health professionals. These problems are not uniquely Canadian; a
five-country survey found that the majority of nurses reported inadequate human resources in their
work areas to meet patient needs.®

There is growing evidence that the work environment of physicians is becoming increasingly
stressful and less satisfying. Higher levels of physician stress and dissatisfaction have been linked
to a variety of adverse work outcomes that affect not only the health and well-being of the physician,
but also impact other health care employees and patients. Job burnout is a theme in research on
physicians and residents, focusing on depersonalization and emotional exhaustion.? For example,
a recent study of Canadian physicians found that 46% are in advanced stages of burnout.” Major
causes of burnout, distress, and dissatisfaction include heavy workloads, long work hours, lack of
influence over daily work and work processes, institutional resource constraints, perceptions of
unit management and organizational leadership, and opportunities for personal growth. Negative
consequences for physicians include diminished work performance, including suboptimal patient
care, higher levels of absenteeism and turnover, disengagement from the organization, increase in
the frequency of accidents and adverse events, greater alcohol and drug abuse, and suicide.

Research also documents that organizational change has affected the health of health care workers.
Health care restructuring and reorganization have had negative unintended consequences for
organizational performance and worker health.> These effects include decreases in job satisfaction,
professional efficacy, and ability to provide quality care; physical and emotional health problems;
increased turnover; and disruptions to team relationships. Several studies show that this type

of change contributes to the perception among those staft most affected that patient care has
deteriorated. Costs can rise as a result of an increased incidence and duration of sick leave.
Furthermore, the benefits of initiatives designed to increase front-line provider quality of work life
and job effectiveness can be negated if restructuring or downsizing happens at the same time.3

Most of the research on health care workers and their work environments focuses on nurses and
hospital settings. These limitations have practical implications for decision-makers. First, the
abundant evidence on the causes and consequences of healthy and unhealthy work environments on
nurses can be used to inform the design of healthy workplace interventions for this profession. To
reiterate a key conclusion in the Canadian Nursing Advisory Committee report, after more than 20
years of research on nursing quality of work life and retention, we know what needs to be improved.*
Given that nurses are the largest occupational group in health care, any improvements in health
outcomes could have significant cost and performance benefits, such as better retention, for the
health system. Moreover, applying insights from studies of nurses or hospitals to other groups of
health care workers can be achieved by using pilot studies with built-in evaluation components to
facilitate learning and adaptation.
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4. Healthy Workplace Interventions

This section offers an overview of research on interventions and addresses the question: Is there
evidence that specific workplace changes can improve health care providers’ health and quality of
work life, show a net ROI, and contribute in other ways to organizational performance? Note that
this question uses three rigorous criteria for assessing published research: impact on individual
health, ROI, and impact on non-financial performance. Readers are encouraged to reflect on whether
these are appropriate criteria. To this end, as a prelude to reviewing healthy workplace interventions,
we will critically assess the assumptions that underlie calls for a “business case” and “evidence” for
decision making.

Making the “business case”

There will always be some employers who invest in healthy work environments because this reflects
organizational values. However, most employers require ROI data to be convinced of the value of
workplace health promotion interventions. A business case for workplace health and productivity
interventions can utilize three kinds of health-related cost data: direct costs of medical treatment, lost
time, and lost performance at work (referred to as presenteeism).s

ROI and other cost-benefit analyses have been used to evaluate workplace health promotion
programs in a wide range of settings. Benefits typically are calculated as reduced absenteeism and
employer health care costs; costs are those associated with the program or intervention. Recent
reviews of workplace health promotion research conclude that workplace health promotion
interventions that are comprehensive, well designed, and successfully implemented will have ROI in
the range of $3 to $8 for every dollar over a five-year period invested in the intervention. But there
are relatively few ROI studies. Despite the huge volume of literature on workplace health promotion,
a recent meta-analysis of this literature found approximately 450 formal program evaluation studies
published, only 42 of which calculate financial benefits.” The overall conclusion from these studies
(based on close to 1.5 million person years of observations) is that multi-component worksite

health promotion programs result in average reductions in sick leave, health plan costs, workers’
compensation and disability costs of just over 25%.

Most ROI is achieved through reduced absenteeism. For example, a review of 13 studies found a
mean benefit of $3.72 in reduced health care costs (per dollar invested in the program) and $5.06
in reduced absenteeism.”® Another review shows a median benefit of $8.88 for workplace disease
management programs.' Other potential cost benefits include short- and long-term disability,
workers’ compensation, administrative costs, and employee productivity. The strongest and most
convincing evidence is for reduction of personal health risk factors such as smoking, weight,
inactivity, and diet.>°

Most of the interventions that have been studied for ROI do not involve work-environment
modifications to reduce stress or work-life conflict. There are many methodological challenges for
researchers, among them finding accurate measures of productivity, for which there are no standard
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measures. Health and productivity researchers in the US are addressing this gap, but the focus

is on providing evidence that will enable employers to more precisely target health and disease
management programs. US researchers have examined the top 10 physical and mental health
conditions affecting employees, concluding that employee absenteeism and disability accounted for
29% of the health and productivity related costs for physical health conditions and 47% for mental
health conditions.*

An emerging area of research integrates data from administrative claims databases with self-
reported measures of presenteeism to obtain a comprehensive assessment of the cost burden of
specific illness conditions.>* Presenteeism costs (based on self-reported work productivity) account
for 61% of total costs associated with 10 common health conditions (allergies, arthritis, asthma,
cancer, depression, diabetes, heart disease, hypertension, migraines and headaches, and respiratory
disorders). Four conditions (arthritis, hypertension, depression/sadness/mental illness, allergies)
have an annual presenteeism cost, per employee reporting these conditions, of over $200 (based on
$23.15/hour wages and benefits).

Workplace health experts point to a double standard of evidence required by employers for investing
in workplace health interventions that are proactive and preventative. Employer-sponsored health
plans fund expensive medical treatments that are based on evidence of efficacy rather than on ROI
data. As observed in one article, “The health promotion field, however, is continually challenged

to prove something medical researchers cannot—that the financial benefits of health promotion
exceed its costs.” The number of studies in the area of health and productivity management has
increased substantially since the late 1990s. However, lack of convincing data is only one reason for
management inaction. Research by the Institute for Health and Productivity Management in the US
found that in many large companies, the resistance of senior management was the major barrier to
the diffusion of healthy workplace innovation.? Even more pervasive is the lack of internal data that
could be used to assess how productivity and health are related.

A useful point of comparison is with quality improvement interventions in health care organizations.
Despite the diffusion of many types of quality-enhancing changes, there is insufficient hard evidence
of financial payoffs.* In short, there is no solid ROI “business case” for quality. Only 1% of articles
reporting quality improvement interventions have business case data. A search of MEDLINE for
evidence of positive financial returns (a “business case”) for quality-enhancing interventions found
only 15 studies published between 1980 and 2004 in peer-reviewed journals (mainly in the US)

that calculated ROI, cost benefit, or cost-effectiveness. Interestingly, this was fewer studies than the
number published on the positive ROI for workplace health promotion.

The US Joint Commission on the Accreditation of Healthcare Organizations
links high-quality care and healthy workplaces

“A healthy workplace is one where workers will be able to deliver higher-quality care and one in which worker health
and patients’ care quality are mutually supportive. That is, the physical and emotional health of workers fosters
quality care, and vice versa, being able to deliver high-quality care fosters worker health.”

Source: John M. Eisenberg, et al. (September 2001). Does a healthy health care workplace produce higher-quality care? Journal
of Quality Improvement. p. 447.
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To shift our focus away from the ROI of specific changes, it also is important to assess the costs of
inaction.?® The current cost burden for organizations and society of unhealthy and unsafe workplaces
include absenteeism, accidents, rising drug benefits costs, turnover, reduced commitment and

job satisfaction, related health care costs, errors, and lost productivity. For example, one estimate
suggests that stress, depression, anxiety, violence at work, harassment, and intimidation account for
18% of all health-related problems at work, with a quarter of these resulting in absences of two or
more weeks. Another estimate suggests that unhealthy workplaces account for 20% of total health
care costs. Work-life conflict alone is estimated to cost Canadian organizations roughly $2.7 billion
in work absences.?” Indirect costs include job dissatisfaction, disengagement, lower commitment,
and turnover. However, rising work pressures do not necessarily lead to increased absenteeism,
because some workers may feel compelled to work even when sick or injured — another form of
presenteeism.?®

In summary, decision-makers must be aware of the realities of conducting this ROI research

on most kinds of organizational interventions. In the case of health care quality improvements,

the constraints are clear. Most investigators are not trained to calculate ROI, being clinicians

more concerned with improving care delivery and patient outcomes. Internal sponsors of quality
initiatives may not require or be interested in such information. Calculating a business case presents
considerable methodological challenges. Peer-reviewed journals do not require this information for
publication purposes.? Yet nobody is suggesting that health care organizations not invest in quality
improvement.

Much needed, then, are rigorous evaluation techniques as part of implementation strategies — and
skepticism — when faced with calls for an ROI-based business case before proceeding with change.
Successful change results from a process of learning and continuous improvement. The same points
apply to healthy workplace change. An organization can readily develop a healthy workplace action
plan by drawing on the large body of workplace health etiological research, summarized in the next
sections of this report.

Assessing the evidence

We know from several decades of research that specific job, work-environment, and organizational
factors pose risks to workers’ health, well-being, and productivity. The goal of the vast majority

of these studies is to better understand underlying causes, or etiology, of specific health-related
outcomes. Relatively few studies evaluate the effectiveness of interventions to make workplaces
healthier, though more of these studies have been published this decade than previously. Given the
extent of unhealthy working conditions in health care, do we have sufficient evidence to justify health
care employers making investments intended to create healthier workplaces? Based on a review of
current research across many disciplines, the answer is a qualified “yes.”°

A reasonable standard for judging whether there is adequate evidence for action within health care is
to use the entire field of intervention research on healthy workplaces. Only a small percentage of the
voluminous research on healthy workplaces presents evaluations, including ROI of interventions. In
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occupational epidemiology, a field where one would expect to find use of the most rigorous evaluation
methods, there are very few intervention studies using a randomized controlled trial (RCT) design

to assess changes in worker behaviour, work organization or the psychosocial environment. Some

of these are in health care, focusing on injury reduction through the introduction of mechanical

lifts, ergonomic education, and handwashing to prevent nosocomial infection.» None assessed
comprehensive workplace health promotion interventions in health care.

Another recent systematic review of RCT studies of interventions that made modifications to the
work environment intended to change employee dietary and exercise behaviours. This review

found 13 mostly multi-centre trials, with a few including health care. None focused exclusively on
health care worksites. The review concluded that environmental modifications (e.g., awareness and
educational campaigns, changes in cafeteria and vending machine food, food labeling) can positively
influence diet. However, there is no evidence from these studies showing how environmental
interventions can increase physical activity among employees.’*

The most recent review available of the impact of comprehensive worksite health promotion and
disease management programs observes a decrease in the use of RCT research designs. Nonetheless,
research results continue to demonstrate that a combination of comprehensive and high-risk
interventions show positive, if modest, clinical and cost outcomes. The author of this review
concludes that given the cumulative evidence, the relevant issue for management is not whether

to introduce such programs to reduce health risks and increase productivity, but how to design,
implement, and evaluate programs to achieve the best outcomes.?

It is unlikely we will ever have “gold standard” evidence from RCT about the impact of specific
worksite interventions on individual and organizational health in any industry, never mind in health
care. Workplaces have never been ideal research settings, largely due to research costs, logistical
constraints, and ethical limitations of conducting research in real work settings, compared with
laboratories. Furthermore, the urgency of addressing unhealthy work environments in health

care leaves practitioners with no option but to apply existing knowledge, however incomplete, to

find solutions now. Reflecting these realities, the Canadian Health Services Research Foundation
(CHSRF) is promoting the concept of “evidence-informed decision making.”34 Even this may be
difficult to achieve, however, given that managers face many organizational barriers to using evidence
in any decision making.’s
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5. Benefits and Costs of Healthy Workplaces

Having acknowledged the paucity of intervention studies, especially ones that conduct cost-benefit
analysis, there nonetheless is some useful research in health care settings that highlight the value of
improving workplace health and safety. This section is illustrative of this research. We will examine
three areas — injury, absenteeism, and retention — where researchers sometimes provide actual or
estimated costs of improving the health, safety, and overall quality of health care work environments.

Injury

Interventions aimed at reducing musculoskeletal injuries have been thoroughly evaluated.

For example, the Occupational Health and Safety Agency for Healthcare (OHSAH ) in British
Columbia has developed and evaluated, in partnership with employers and unions, an integrated
musculoskeletal injury (MSI) prevention, early intervention, and return to work process.3® The goal
of PEARS (Prevention and Early Active Return to Work Safely) is to reduce the incidence, duration,
time loss, and related costs of workplace MSIs through early intervention and the implementation of
preventative strategies, such as ergonomic assessments and workplace accommodation. Evaluation of
pilot sites found no reduction in incidence. However, the program was effective in returning injured
nurses and health science professionals (but not facility support staft) to work more quickly, resulting
in savings in time loss and compensation payments.s”

Patient lifts also have been carefully evaluated for their contributions to reducing the risk and
associated costs of injuries caused by lifting, transferring and moving patients. OHSAH also

has studied this by conducting a longitudinal case study in an extended care facility, examining
injury trends over a 6-year period: 3 years before the introduction of lifts and 3 years after their
introduction.’® Analysis of injury trends showed a sustained decrease in days lost, workers’
compensation claims, and direct costs associated with patient-handling injuries. This translated into
cost savings that support further investments in patient lifts.

Absenteeim

Absenteeism is perhaps the most widely measured and reported health outcome in workplaces.
The Ontario Hospital Association’s (OHA) Healthy Hospital Employee Survey (© HHES) provides
strong evidence of how work-environment factors directly influence levels of absenteeism. This
research found that positive employment relationships, safe and supportive work environments,
and increased satisfaction were consistently related within work units to employee self-reported
health status, absenteeism, job performance, and intention to quit.?* The @ HHES was developed
in partnership by Brock University’s Workplace Health Research Unit (WHRU) and the Ontario
Hospital Association (OHA).
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Costs of absenteeism and presenteeism

“Based on rates for workers’ compensation, long term disability, and medically-related absenteeism, a conservative
estimate of the total direct and indirect costs to BC Health Authorities attributable to medically related
absenteeism and presenteeism (reduced productivity of employees who remain working when ill or injured) is

$1 billion annually.”

Source: Dr. Larry Myette. Great Expectations: Investing in Workplace Health. A discussion paper for Healthcare Executives in
BC, Healthcare Benefit Trust, January 2004.

The survey of 8, ooo employees in 19 hospitals compared absenteeism levels by six job types:
nurses, RPNs, support service workers, clerical workers, paramedics (allied health professionals),
and administration. The researchers created a composite score that measured elements of healthy
and supportive work environments, including leadership support, working relationships, respect,
recognition and rewards, involvement in decision making, and communication. Absenteeism rates
within all occupational groups varied systematically by healthy and supportive work-environment
scores. The difference between high-scoring and low-scoring groups in average number of annual
sick days absent ranged from 1.9 for paramedics to 3.5 for RPNs and 3.9 for support service workers.

The OHA’s research suggests that healthy workplaces will improve hospital effectiveness by
substantially lowering absenteeism. While the study was not intended to make these calculations,
extrapolating from its absenteeism findings to direct cost savings is a straightforward exercise.
For example, for every service worker whose work environment improves from unhealthy and
unsupportive (low score) to healthy and supportive (high score), the expected annual wage cost
savings (based on an hourly wage rate of $17.00) would be $530 per worker. For 1,000 workers
to experience this improvement nets $530,000. The costs of these improvements have not been
documented. However, the fact that both healthy and unhealthy hospital work environments
exist within the same jurisdiction and fiscal constraints suggests that this has more to do with
management’s human resource priorities than it does with funding of special initiatives. Sound
management and human resource practices, such as giving workers feedback, having open

and effective communication, treating workers respectfully, and involving workers in decisions
that affect their work life, appear to make the most difference. In fact, the © HHES found that
hospital employees, when given a choice, put much higher priority on these work-environment
improvements than on having a health promotion or wellness program.

Veterans Health Administration (VHA), the largest integrated health system in the US, has calculated
the costs of absenteeism. Since 1996, the VHA has undergone a remarkably successful structural
and cultural transformation. This transformation is based on electronic health records, performance
management, and a patient-centric focus.+° Quality of care, patient safety, and cost-effectiveness of
service delivery have been substantially improved. One of the outcomes tracked is absenteeism. An
evaluation of nurse staffing in VHA facilities found that by reducing absenteeism in a group of 2,349
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inpatient FTEs, 23.6 FTEs could be saved. Projecting this reduction across the VHA would save $17.8
million, using average national annual salary costs.#

A synthesis of the research on nursing work environments and how they affect the health of the
nursing workforce and the quality of nursing care reached several key conclusions. Absenteeism
among nurses is related to high levels of stress and high risk of injury. The same factors affect
nursing shortages, because unhealthy work environments tend to burn out experienced nurses
and discourage new entrants to the profession.+* Another review of research literature on health
care work setting factors that influence the quality of work life for nurses in health care identified
the following key factors: teamwork (coordination and communication); organizational culture
and climate; span of control of nurse managers; nursing workload and productivity; autonomy and
decision making; and professional development. Outcomes include absenteeism and overtime
utilization.®

While there have been far fewer studies of physician health, there are parallels with studies of nurses.
Feelings of being overloaded and having lack of job control are common sources of stress among
physicians. A Finnish study that examined the determinants of sickness absence among physicians
in 11 hospitals over a 2-year period corroborated other studies in terms of the impact of workload

and job control, but identified teamwork as having the greatest impact on physician absenteeism.#
Teamwork did not have the same effect on absenteeism in comparison groups of nurse supervisors
and managers. Physicians working on poorly functioning teams were 1.8 times at greater risk of
taking absences of longer than three days compared with physicians on well-functioning teams. This
finding is especially important in light of the growing emphasis on multi-disciplinary teamwork.

Despite evidence on the costs and causes of absenteeism, health care organizations encounter
considerable barriers to reducing sickness absenteeism. This is illustrated by the experiences

of National Health Service (NHS) trusts in Wales, who were mandated to set corporate targets

and timelines for reducing sickness absenteeism by 30% of 2000-01 levels by 2003-04. Only 2

of 15 trusts achieved any reductions in absenteeism. An audit by the Auditor General for Wales
documents that total absenteeism costs in the 15 NHS trusts amounted to 6% of total staff time

or a cost of 66 million pounds.# By reducing absenteeism to the level of trusts in England, direct
and indirect savings would be 17 million pounds (additional staff time, costs of agency and locum
staff). The biggest barrier identified was the lack of information on the causes and costs of sickness
absenteeism, preventing targeted resource allocation, and effective evaluation of interventions.

Taking a different approach to understanding root causes, opportunities to make improvements, and
change barriers, Canadian researchers documented the perceptions of nurses, chief nurses, CEOs,
and occupational health experts in 10 Ontario acute care hospitals regarding the causes of nurses’
musculoskeletal injuries, stress, and related absenteeism.4® Consistent with previous research,
nurses rated adequate staffing and reasonable workloads and job demands as the most important
interventions to improve their health. However, Chief Nursing Officers and CEOs did not identify
workload as a leading cause of injury or stress. This discrepancy in perceptions and experience likely
explains a lack of action to address workload and its relationship to absenteeism. While workload
interventions are costly, this study notes that in Ontario in the late 1990s, $171 million was spent on



overtime for inpatient nurses and $39 million on inpatient nurses sick time — money available for
reallocation to increase regular staffing, assuming of course that additional staff are available and
willing to work for the organization.

Retention

Retention is another outcome that reflects both employee quality of work life — including health and
wellness — and organizational performance. International research on nurse retention shows that

job satisfaction causally impacts turnover.#” Organizational factors associated with job satisfaction
among nurses include workloads, emotional exhaustion, negative effects of staffing on patient care,
hours worked, how executive nurse leaders value front-line nurses, a facilitative style that promotes
autonomy, self-managed units and teams, autonomy, the quality of nurse-physician relationships,
career development, and learning opportunities. The effects of pay on turnover is less consistent than
the impact of work-environment factors. These findings apply in hospital and non-hospital settings.4®

The magnet hospital concept is viewed by experts as “the single most successful organizational
reform to attract and retain highly qualified professional nurses in hospital practice” in the past 20
years.4 The extensive research on magnet hospitals provides a clear picture of the key determinants
of retention, recruitment, and health service quality. The approximately 200 hospitals that have
achieved Magnet Hospital certification from the American Academy of Nursing exhibit the following
characteristics: good relationships with colleagues and supervisors; adequate staffing and time
available to plan and carry out work; participatory management; opportunities for skill development
and use; and strong leadership on people issues.’® All these attributes also define healthy workplace
cultures.

A strength of many magnet hospital studies is that by comparing magnet hospitals with similar
non-magnet facilities, they can identify how and to what extent magnet working conditions,
organizational systems, and cultures make a difference for nurses and patients.” Evidence shows
that magnet hospitals are very successful at recruiting and retaining highly skilled nurses, because
of the professional practice environments they provide. This in turn has positive impacts on nurses’
quality of work life — satisfaction, safety, psychological well-being — and patient care. Indeed, magnet
hospitals consistently have lower turnover than non-magnet hospitals. Total per-patient costs of
care can be lower with better patient outcomes achieved because of lower nurse-patient ratios. For
example, magnet hospitals had a 4.6% lower mortality rate than a matched control group of non-
magnet hospitals, taking into account severity of illnesses among patients. Patient satisfaction and
nurse satisfaction are higher, and nurse burnout rates lower.

The organizational features of magnet hospitals — increased nurse autonomy and control, a
decentralized and participatory management style, extensive training and career development
opportunities, and positive working relations between nurses and physicians — do not increase
operational costs. Magnet facilities also are less likely to have implemented restructuring,
reengineering, and downsizing initiatives — organizational changes known to seriously erode the
quality of nursing work environments. Magnet hospital standards, and the supporting research,
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provide an opportunity for organizational leaders to engage staff in improving existing programs and
initiatives, thereby strengthening the culture.’* The immediate challenge is to expand this and other
hospital-based nursing models to address the needs of all staff groups and all types of health service
organizations.

Research by the VHA also amplifies the benefits of magnet hospital characteristics by documenting
turnover costs.’ Direct and indirect turnover costs include recruiting, reduced productivity, training,
and termination. VHA uses 100% of a nurse’s annual salary to estimate the cost of filling a vacated
nursing position. This is a conservative estimate; research by the Nursing Executive Centre in the
US shows that actual turnover costs can be 4 to 5 times higher than estimated, mainly due to lost
productivity in orienting and integrating new hires.’* Nonetheless, the VHA looked at turnover in
specific facilities, estimating substantial cost savings of bringing these to the VHA national average
(9.4%). Also found was that excessive use of overtime and mandatory on-call — by-products of high
absenteeism rates — led to job dissatisfaction. One of the VHA recommendations is to involve nurses
in staffing decisions — an approach we will consider next.
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6. Determinants of
Healthy Health Care Workplaces

By focusing on three major health-related outcomes, we have seen how work and organizational
factors influence employee well-being and some aspects of health system performance. Injuries,
absenteeism, and turnover are widely measured by health care employers and can be used to evaluate
the costs of specific interventions without incurring costs of additional data collection. However, as
noted, such cost calculations are rarely published. Still, it is reasonable to assume that reductions in
any of these indicators have cost savings potential, if these are not offset by intervention costs (which
are especially scarce in the published research).

Another way of looking at healthy workplaces is to examine the determinants of healthy outcomes for
employees and organizations. This section summarizes several key themes in this extensive literature
on health care. The purpose of this research is to understand the causes and consequences of healthy
and unhealthy work environments; it does not examine the ROI of changes. Yet it is possible to
identify specific changes that are consistently related with either healthy or unhealthy outcomes for
health care workers. As such, this research offers insights helpful in designing interventions.

Stressful conditions

There is solid evidence on the impact of stressful working conditions in health care, using the demand-
control model and the effort-reward imbalance model of work stress outlined in Section 8. However, there
are few rigorous evaluations of interventions targeting these causal factors.’> One example of an evaluated
intervention used a quasi-experimental design to test the impact among hospital cleaning staff of increased
control over work and support received at work on rates of sickness absenteeism 12 months before and
after the intervention.’® The study was theory-based, using the demand-control-support model of job strain.
While sickness absenteeism fell 2.3% in the intervention group 6 months after the intervention, this was
not sustained. The researchers recommended a longer follow-up period and collection of additional data,
especially staff perceptions of changes, on factors influencing sickness absenteeism.

More generally, health care studies confirm a basic finding in job stress research: worker health and
performance improve when they have active job conditions, which provide more control, autonomy,

and opportunities to use and develop their skills. Lack of control over work and lack of participation in
decision making have been associated with injury and disease among health care workers. To address this
problem, there have been numerous initiatives in health care to increase employee involvement through
various forms of work redesign, with goals such as better skill utilization and increased organizational
commitment.” Evaluations of employee involvement programs in health care organizations have focused
on nursing subunits, and include quality of work-life programs, quality improvement teams, pay-for-
performance, shared governance, and various employee suggestion systems.s® Job design strategies aimed
at increasing health care providers’ decision-making participation and improving communication positively
contribute to employee commitment, job satisfaction, and job and team performance. The same research
identifies manageable workloads as a determinant of employee and workplace health.
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Participation and empowerment

Research in health care settings identifies practical steps that can be taken to alleviate known sources
of job stress and burnout, such as communication and information sharing, stable work teams,
participation in decision making, encouraging local initiatives, recognition, fairness and respect,

and individual and team development.’¥ Positive outcomes are associated with participatory work
redesign initiatives. For example, job satisfaction increases among nurses following the introduction
of autonomous clinical practice in which nurses are involved in decision making and believe they
have control.®® Yet most nurses lack autonomy and have few opportunities to participate in decisions
that affect them.® Additional organizational factors consistently linked to nurses’ job satisfaction
include the value placed on nursing throughout the facility by administration and by physicians. Also
important are supportive relationships with peers, physicians, and management, based on mutual
respect and mutual concern for providing quality care.®?

A related theme in nursing research is the positive influence of job empowerment on employee well-
being and job performance. Empowerment is achieved through work redesign, specifically through
teams that enable learning and professional development, access to information, adequate support
and resources, and control over decisions affecting care delivery. Furthermore, empowerment
conditions among nurse managers improve their ability to create positive work environments and
mentoring.® It is important to recognize that empowerment, or employee involvement, are not
stand-alone programs. Lasting impact on employee commitment, performance and job satisfaction
interventions requires a total approach to human resource management that fosters an employee-
centred culture.®

Organizational justice

Other factors also have been related to health and performance outcomes for employees. Organizational
justice is a growing theme in health care research. Perceived lack of respect in relationships with
supervisors or other professions, or perceived lack of fairness in organizational procedures, can reduce
nurses’ job satisfaction and trust in management, increase the risk of burnout (emotional exhaustion),
and lead to perceptions of reduced quality of care.® Interactional injustice (being treated with a lack of
dignity and disrespect in relationships) has been identified as a predictor of poor self-reported health
status, psychiatric problems, and high absenteeism among 4,000 hospital staff.®®

A longitudinal study of over 3,000 hospital employees, controlled for the effects of baseline health and
demographic characteristics, also predicted poor self-reported health status, psychiatric problems, and
high absenteeism. Because this was a longitudinal research design, researchers were able to confirm
that injustice was the causal factor in job strain, ruling out the possibility that healthy workers are less
likely to perceive injustice in their organization.®” The practical implication of this research is that when
fairness is present, employees experience less job stress and their productivity is higher.
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Unhealthy organizational change

There are important lessons about healthy change processes in health care that will not put
individual health and service quality at risk. This is a key point emerging from the research on the
negative impacts of health care restructuring and downsizing. Compared with other industries,
health care has experienced more organizational change since the early 1990s.%® For example, the
restructuring process itself is a critical factor in staff morale, stress, job satisfaction, and perceived
job effectiveness. Change that is guided by a clear leadership vision, open communication, and
the participation of staff and unions will contribute to a positive transition. Change strategies that
provide opportunities for empowerment, increasing nurses’ sense of control over their practice
environment, have been shown to improve worker engagement as well as physical and mental
health. It also is important for leaders to acknowledge the need to maintain a healthy environment
during periods of rapid change and to clearly communicate this to staff.®

[lustrative of the challenges of conducting evaluation research in constantly changing health care
settings, two studies designed to test the impact of workplace interventions were both affected

by downsizing that happened simultaneously. A study at a Swedish hospital used surveys and
collaborative groups to improve employee well-being.”> Surveys provided baseline measures and a
12-month follow-up of psychosocial work quality, supporting resources, and self-reported health and
well-being. Management and staff in each department used the survey results to improve workplace
social climate, leadership, performance feedback, goal clarity, skills development, workload,
employee involvement, organizational efficiency, and mental energy. However, a 20% staff reduction
prior to the follow-up assessment resulted in a decline in most outcome measures, though the
intervention buffered the negative impact of the downsizing. Another study used an RCT design to
assess the efficacy of nurse-manager consultation and problem-solving meetings for improving staff
morale and care quality, and reducing absenteeism.” Outcomes were measured through a survey of
employee morale, absenteeism, incident reports, and patient satisfaction to assess quality of care.
The experimental group receiving problem-solving training showed more positive perceptions of the
work environment and working relationships, but there was no effect on absenteeism. However, the
study began at the same time as significant layoffs, making it very difficult for nurse managers to
apply the problem-solving skills they may have acquired.

“At Baptist Health Care, we recognize the strong correlation between employee commitment
and customer satisfaction. We know that happy, committed employees work more productively
and provide better service. By valuing and recognizing our staff, we harness the power of moti-
vation and generate sustained levels of achievement.”

Source: Al Stubblefield. (2005). The Baptist Health Care Journey to Excellence. Hoboken, NJ: John Wiley & Sons. p. gs.

Furthermore, organizational change also directly affects employee health and job functioning.
In a study of over 8oo Hamilton hospital employees in diverse occupations during a period of
organizational restructuring, researchers found that while reengineering increases workers’ level of
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emotional exhaustion, especially if they are in demanding jobs, active job conditions improve health
outcomes and better enable workers to cope with organizational change.” Active jobs that provide
employees with control over challenging tasks and enable problem-solving not only contribute to
health and psychological well-being, especially a sense of mastery, but these conditions also support
workers to initiate and contribute to organizational change. These findings are even stronger in
situations where workers have supportive colleagues. This can have substantial organizational
performance benefits.

Creating healthier workplaces requires a shift in leadership thinking and organizational culture

so that human assets are more highly valued and nurtured over the long term. Health and
performance can be enhanced by applying concepts such as autonomy, involvement in decision
making, procedural and interactional justice, and empowerment. Other factors, such as workload,
communication, supervisory support, learning and development also contribute to positive outcomes
that benefit both employees and employers. However, there are limits to the above research. Most
studies are in hospital settings and focus on nurses. So in order to generalize these findings, it is
important in the future to examine these relationships in other health care settings and with other
groups of providers. Interestingly, these organizational conditions accurately describe the magnet
hospital model, discussed earlier.
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7. Healthy Cultures

It is difficult to imagine a healthy job or workplace without a healthy culture as the foundation. A
healthy organizational culture nurtures employee well-being, engagement, and performance. Culture
refers to a system of shared understanding about how organizational life ought to be conducted

— how things get done. In a healthy and high-performing workplace, behaviours are guided by
people-centred values that are embedded in the culture. Management consistently treats staff as core
assets, and these behaviours are supported by human resource management policies and practices.
This section provides brief overviews of three health care organizations in the US and one in Canada
that have linked people and performance by building strong cultures that put patients first by valuing
employees.

Baptist Health Care

Baptist Health Care in Pensacola, Florida, employs 5,500 employees in 5 acute care hospitals,
nursing homes, mental health facilities, and outpatient centres.” Baptist Health Care launched its
cultural transformation in 1996 with the goal of improving the quality of health services. Patient
satisfaction was in the 18th percentile, positive employee morale was at 44%, and turnover was
27% annually. The five directions of transformation were: creating and maintaining a great culture;
selecting and retaining great employees; committing to service excellence; continuously developing
great leaders; and hardwiring success through systems of accountability. As a result of succeeding
in all these areas, by 2003 Baptist Health Care was in the ggth percentile in patient satisfaction
(Press-Ganey scores), turnover was 13.9%, and positive employee morale was 83%. Baptist defines
the key characteristics of a healthy culture as open communication, no secrets, a sense of employee
ownership, and no excuses.”

Baptist Health Care attributes its current high levels of service excellence to the transformation of its
culture and work environment, guided by three principles: employee satisfaction; patient satisfaction;
and leadership development. Responsibility for renewing the culture, and sustaining these changes,
was handed over to employee-led committees. There were teams on culture, communication,
customer loyalty, employee loyalty, and physician loyalty. Teams used a variety of measures to create
transparency and accountability for key goals. Regular surveys of employees, physicians, and patients
informed continuous communication and action planning. Baptist Health Care is on Fortune
magazine’s 2006 list of “100 Best Companies to Work for in America” and has won awards for the
quality of its patient care.

Bronson Healthcare

Bronson Healthcare, a community-based health system in Michigan, has 4,000 employees. It
used a four-step organizational transformation process to improve the work environment and the
quality of patient care: make workforce engagement a strategic priority with executive commitment
and champions; create a workforce development plan; focus on employee buy-in and feedback;
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and record measurement. The goal was to be not just above average, but “best practice.” Between
2001 and 2005, 32% of the questions on the employee opinion survey were “best practice.” Overall
turnover went from 19.4% in 2001 t0 9.5% in 2003 (the Advisory Board considers best practice 15%
and less). RN turnover fell to 5.1% in 2005, from more than triple that rate in 1998 (the American
Nurses Credentialing Center considers 12.9% best practice).” Bronson does not track absenteeism,
in part because of their paid time-off policy, which makes accurate identification of sickness-related
absenteeism more difficult.

Northwest Community Hospital

Northwest Community Hospital, a non-profit facility in the Chicago area, recently achieved magnet
status and made the Fortune 2006 list of “100 Best Companies to Work for in America.” A goal in
the hospital’s strategic plan was to make the Fortune list in 2007. The hospital has created a high-
trust, caring culture that enables employees and physicians to put patients first. Leadership decisions
and accountability are based on four measures: employee satisfaction, quality, patient satisfaction,
and financial results. Among the commitments it makes to employees is 50 hours of annual
training, many opportunities to communicate with the leadership team, full budget disclosure, and
active support of community involvement. The hospital is in the top 10% nationally for physician
satisfaction. The vacancy rate is 3.5%. Since the late 199o0s, the ratio of total salaries and benefits to
revenues has declined from 55% to 50%, which for the executive team and board is a key measure
of successful cultural transformation. More is actually being spent on salaries and benefits, but
revenues are higher because employees are more productive.

These three US non-profit hospitals are on Fortune magazine’s 20006 list of “100 Best Companies to
Work for in America,” a ranking based on an assessment of the levels of trust, employee pride, and
camaraderie.”® This is further validation of the positive cultures each has created. It is interesting that
9 of the 100 organizations on the 2006 Fortune list are hospitals, which attests to how health care
employers can combine very high levels of workplace and performance excellence.

Trillium Health Centre

It is more difficult to identify similar examples in Canada, and furthermore, there are no magnet
hospitals in this country. Nonetheless, one conclusion from magnet hospitals research and the
Fortune list hospitals is that high-performing health care organizations do not focus on just
reducing injury risks, absenteeism, or turnover. Indeed, the hallmark of a truly healthy health
care environment is that a systemic, holistic approach yields a range of positive employee and
organizational outcomes. Trillium Health Centre has been informally recognized by its peers as a
leading example in Canada of this direction of change.”” A brief overview of Trillium’s successes
shows that an integrated and strategic approach to healthy workplaces pays off.

Trillium operates two community hospitals in Mississauga, Ontario, with 4,000 employees and
goo volunteers. One of Trillium’s strategic directions is to “engage people fully.” The concept of an
“organic organization” has been used by CEO Ken White to describe a non-bureaucratic environment

37 © 2006 PHSA



that encourages innovation and individual leadership by fully engaging all employees, physicians,
and volunteers to make decisions and take ownership for them. For people to be fully engaged,
they must be supported by a healthy environment. Trillium strives to achieve healthy outcomes for
its people in a work environment that nurtures innovation and health service excellence. Trillium
annually surveys (using the @ HHES, described previously) staff, physicians, and volunteers to
assess health and work experiences. Managers are accountable for acting on the survey results and
employees also are involved in this process. Healthy workplace changes also support other major
human resource goals, including recruitment, flexible work options, talent management, and
professional development.

Taking this approach, Trillium has achieved improvements in work satisfaction, training and
professional development opportunities, perceived quality improvements, and overall satisfaction.
Trillium’s scores in these areas are consistently higher than provincial benchmarks provided by

the Ontario Hospital Association. Trillium’s annual sickness absenteeism rate has declined to well
below the provincial average for hospitals. Retention, measured by the “labour stability rate” (the
percentage of staff employed at Trillium at the beginning of a fiscal year who were there 12 months
earlier), increased from 79% to 91% between 2002 and 2004. In 2006, human resource and healthy
workplace indicators will be integrated into Trillium’s Dashboard, which uses a balanced scorecard
concept to provide all managers with easy access to its key performance indicators.

The four health care organizations described above have adopted what researchers in other industries
identify as best-practices for people management and organizational performance. Leading-edge

HR management places high value on treating employees as core business assets and “bundles”
together practices such as teamwork, extensive training, employment security, reduced hierarchy,
performance-based pay, employee involvement in decision making, and employee wellness into a
comprehensive strategy directly tied to business goals.” This approach is slowly being adapted by
Canadian health care organizations, yielding benefits such as improved client and staff satisfaction
and operating efficiency.”

Most organizations don’t have unifying cultures built around strong core values. Large multi-unit
organizations — like health regions — are more likely to have weak and fragmented cultures, making
it difficult for employees to see the connection between the stated values and vision and their job.
The strength of positive workplace cultures will be found within health service sites — an emergency
department, a residential care facility, a community hospital — not at the regional level. Any attempt
to improve the work environment must leverage the strengths of these local cultures, address the
barriers to change that a local culture may pose or, in the worst cases, recognize that a local culture is
part of the problem, contributing to an unhealthy workplace.
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8. Evidence on Healthy Workplaces
in Other Industries

Now to expand our discussion beyond health care settings, most of the relationships between
working conditions and health documented in health care also are found in other work settings. In
short, the basic links between work and health transcend the specifics of industries and occupations.
The broad contours of a healthy and supportive workplace has the same underlying ingredients in

a hospital as it does in a bank, police service, or software manufacturer — regardless of how much
health care professionals may see themselves as unique. Practically, this means that health care
decision-makers can gain useful insights from looking at successful practices in other industries.

Lessons from healthy workplace intervention studies

Assessing cumulative evidence on how various job, workplace, management and organizational
factors influence health and productivity, a clear picture emerges of what makes a positive difference
— and poses the biggest risks — to human resources. This section offers a high-level synthesis of key
research findings relevant to practitioners and policy-makers seeking a better understanding of the
changes that contribute to healthy and productive workplaces.

Accepting the argument that we need to extract practical lessons from the voluminous etiological
research, doing so will reinforce the broad direction of change suggested in the more limited
research on workplace health interventions. Distilled down to essentials, here are four conclusions
from evaluation research on healthy workplace interventions:

B Despite their popularity, stress management and other superficial interventions aimed at
increasing an individual’s coping skills are generally ineffective.®°

B Worksite health promotion programs aimed at reducing an individual’s health risks, such as
modifications to diet, physical activity and other lifestyle factors, have limited to mixed results in
terms of reducing health risk factors.®

B Clinical and cost outcomes for comprehensive worksite health promotion and disease
management programs are generally positive, if modest, showing the best results for
individualized risk reduction for employees with the highest risk of heart disease and other
chronic conditions.? Comprehensive health promotion programs take an integrated, ongoing
approach to health risk reduction, include an evaluation component, and are linked to corporate
objectives.

B There is a growing consensus among researchers that further improvements in employee health
and well-being and organizational performance will require changes in job design, organizational

systems and structures, and work environments.*

Logically, these points apply as much to health care as they do to any other work setting.
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Current thinking on healthy workplaces

There is growing recognition among researchers of the need to develop a more comprehensive
approach that moves beyond individual workers’” health outcomes to examine the underlying
workplace determinants. Many workplace health researchers and practitioners now use the term
“health and productivity management” to integrate health promotion into all corporate functions,
from human resources, benefits, employee assistance programs, occupational health and safety,
workers’ compensation, organizational development, and business operations.®* Comprehensive
approaches to improving workplace health can take two directions.® One focuses on the workplace
conditions that support positive mental and physical health outcomes for employees. The other
focuses on both individual and organizational outcomes, including decreased health care costs,
absenteeism and performance. Both approaches use the World Health Organization’s (WHO)
definition of health as complete physical, mental and social well-being, not just absence of disease or
ill health.

The logic of a healthy organization

Using population health thinking, leaders must strategically link a healthy work environment, people
capacity, and organizational effectiveness:

Healthy work environment:

v'Challenging job, but not

overworked People capacity: Results:
v'Trust, respect, and fairness v Healthy /e;su >
v'"Mutual commitment v Engaged nnovation

gaged v Performance

v'Adequate job resources v Collaborative ||I[ L, .
v'Job autonomy and decision v Skilled g Quality care .

input v Accountable Reduced HR risks
v Effective, supportive v Adaptable

supervision

v'Open communication
v'Recognition and rewards

Source: Graham Lowe Group Inc.

The emerging concept is of a healthy organization, defined as “...one whose culture, climate

and practices create an environment that promotes both employee health and safety as well as
organizational effectiveness.”®® The figure above outlines the logic of a healthy organization, showing
how work-environment characteristics influence the development and utilization of an organization’s
people capacity, which is required to achieve the organization’s goals. Healthy organizations are
financially successful and have healthy workforces.
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How working conditions affect health

This section briefly summarizes key research findings from several disciplines about how working
conditions affect health. It is not intended to be comprehensive, but instead highlights key causal
pathways that are well known and, moreover, are of most direct relevance to health care workplaces.
In terms of the physical work environment, progress is being made in addressing musculoskeletal
and other injuries in hospitals. The applied research and interventions being conducted by OHSAH
in BC exemplify this direction of change. While more needs to be done to reduce the high costs of
lost-time injuries, disability, and workers’ compensation, there are greater risks — and organizational
change challenges — in the area of psychosocial work environments. The focus is on work
environment and organizational risks to health, wellness, and organizational effectiveness that have
not been adequately addressed.

There is a well-established scientific research tradition for studying psychosocial work environments.
This differs from biomedical occupational health research because, rather than using direct physical
measurement or biological measures, work-environment stressors are identified, mainly through
questionnaires, in the form of specific job characteristics. These environmental health risk indicators
can be examined in any industry or occupation.®”

Work stress research has been guided by two validated theoretical models.® The experience of
chronic stressors (or “strain”) is used in these models to predict increased risk of mental and physical
health problems. Job stress has been linked causally to chronic degenerative disease processes, such
as heart disease, as well as depression, diabetes, asthma, migraines, and ulcers.® This research

relies on worker self-reports because an individual’s perceptions of their objective work environment
is what mediates how it may affect their health and well-being. As one expert explains, “in order

for something in an organization to be a ‘stressor,” it must be perceived and labeled as such by the
employee.”9°

The first approach is the demand-control model. This documents how mental and physical health is
influenced by a worker’s opportunities for decision making, job autonomy, and skill development.
High psychological demands and a low level of control over these demands increases a worker’s
exposure to “job strain,” and through this, an elevated risk of morbidity ranging from depression to
heart disease. Conversely, if a worker experienced high psychological demands and has the autonomy
and learning opportunities to manage these demands, that individual will have positive mental health
outcomes in the form of a greater sense of self-efficacy and mastery. This is an “active job” that not
only enhances the quality of work life, but also contributes to organizational performance through
increased initiative, learning, and collaboration.

The second approach to studying psychosocial work environments is the effort-reward imbalance
model. Taking a distributive justice perspective, the model proposes that the level of mental and
physical effort individuals expend at work must be symmetrical with job rewards, including pay,
job security, career opportunities, self-esteem, and satisfaction. There is growing evidence that lack
of reciprocity between work effort and rewards is associated with increased risks of cardiovascular



disease, depression, alcohol dependence, and poor self-rated overall health.” Increasingly, researchers
are combining the demand-control model and the effort-reward model to better understand how
work environments adversely affect individuals’ health and well-being.

When it comes to the impacts of stressful working conditions (high demands with low decision
control, and high effort with low rewards) on health and performance, we have strong evidence from
panel studies that track the same people over many years.9* Longitudinal panel studies are considered
the gold standard research design in social science for understanding causal relationships in
changing social contexts. Stressful working conditions are associated with mental and physical health
problems, as well as reduced organizational performance. Onerous job demands can undermine
effective work relations, increase sick time and job dissatisfaction, and increase workplace conflict
and turnover. This research also documents that downsizing and restructuring undermines workers’
health status, generating stress, insecurity, increased absenteeism, and demoralization, as well as an
increased risk of morbidity.

None of these findings is specific to one sector or occupation. They reflect job and organizational
conditions that can be present in any workplace. However, some stressors are more prevalent in
specific industries. For example, work hours and schedules warrant close attention in health care,
which must provide services around the clock, every day of the year. Long work hours alone can have
a direct effect on individuals’ health.9 Working long hours contributes directly to unhealthy lifestyles,
which are well-documented risk factors in heart disease and serious health conditions. Shift work
creates health risks because of disruptions to the body’s circadian rhythms. Health problems

directly related to shift work include gastrointestinal disorders, cardiovascular diseases, cancer, and
menstrual and pregnancy complications in women.%* Lack of sleep is a common complaint among
shift workers, which in addition to reduced quality of life also creates safety risks.%

Work-life balance is a widely recognized component of employee well-being. The extensive body

of research on work-life conflict documents how the relationship between work and family affects
an individual’s health as well as their performance in work and family roles.9® These studies
corroborate one of the key findings from job stress research: work-role demands, and control over
these demands, affect workers’ health and well-being. Indeed, work—family conflict is regarded as a
major stressor, contributing to reduced general mental health and well-being, dissatisfaction with
life, psychosomatic symptoms, depression, general psychological distress, use of medication, alcohol
consumption, substance abuse, clinical mood disorders, clinical anxiety disorders, and emotional
exhaustion. There also are costs that employers can incur as a result of high levels of work—family
conflict, including intention to quit, low morale and increased absenteeism.9”

Evidence-based strategies for achieving work-life balance in organizations focus on providing work
time and location flexibility and the development of ‘supportive managers.’®® A supportive manager
is a good communicator, focuses on output rather than hours, shows respect for employees, and
supports their career development.?® The presence of formal work—family policies makes little
difference unless their use is fully supported by management.
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A prominent theme in workplace research is that workers’ perceptions of the quality of their
work environment are critical for outcomes such as job satisfaction, commitment, absenteeism
and performance.°® A study of Canadian workers’ perceptions of healthy workplaces discovered
that these are shaped by individuals’ relationships with their co-workers, supervisors, and senior
management. Workers who experience their work environment as healthy are far more likely
than those who do not to have good communication, friendly and helpful co-workers, a positive
relationship with their supervisor, and to receive recognition. What seems to contribute most to
perceptions of being in an unhealthy work environment is job demands: having a job that is very
stressful, hectic, and has a heavy workload with conflicting demands.

Excessive workloads and job strain can quickly erode workers’ sense of trust and commitment in
their employer, with potentially negative implications for job satisfaction, morale, and turnover.

The emerging field of occupational health psychology reflects the increasingly interdisciplinary
perspective required to fully understand these dimensions of workplace wellness and design effective
interventions.'*
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9. What We Know, and What We Need to Know

This section synthesizes the key concepts that have been examined in published research on worker
health and healthy workplaces. The table below organizes the main concepts for which there is some
evidence to show that they matter in worker and workplace health. Concepts are organized into four
categories, reflecting their assumed logical ordering by researchers: determinants (or “causes”),
moderators, individual outcomes, and organizational outcomes.

Several caveats must be kept in mind when reviewing this table. First, it is not based on a systemic

literature review but, rather, attempts to illustrate general themes and patterns in the research

reviewed for this report. Second, there is not consensus among researchers about where some
of these concepts logically belong. For example, some researchers may study “moderators” as
determinants. Other researchers may not distinguish between individual-level and organizational-

level outcomes. Third, while there is an underlying logic to most of the research reviewed for this

report, implying that specific workplace factors influence certain health and productivity outcomes,
there is much work still to be done to unravel the often complex pathways of causation.

From the table, it is clear that in health care most of the research focus has been on nurses and
hospital settings — often one and the same. A wide range of determinants and outcomes have been
examined in this research. It also is evident that there is very little intervention research, especially

ROI or cost-benefit analysis.

Synthesis of research

on healthy workplace determinants and outcomes

KEY CONCEPTS AND CAUSAL POSITIONING

Nursing,
hospitals

DETERMINANTS

Major areas of research and evidence

HEALTH CARE NON-HEALTH CARE

Return on
Other health care |investment |
workers, settings | cost-benefit

analysis

Return on
investment / cost-
benefit analysis

Diverse
workers and
work settings

Abuse and violence in the workplace 4 4

Staffing levels v

Bundled, high-involvement human resources v

Chronic stressors, or strain 4 4 v

Communication v v

Comprehensive workplace health promotion v v
programs

Effort-reward imbalance v

Employee empowerment v v v
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Major areas of research and evidence

HEALTH CARE NON-HEALTH CARE
KEY CONCEPTS AND CAUSAL POSITIONING Return on Diverse Retur o
Nursing, Other health care |investment | .
hospitals  |workers, settings |cost-benefit workers a.nd investment / C.OSt-
- work settings | benefit analysis
Employee involvement 4 v
Ergonomic equipment v v v 4
Facilitative management style 4
Feedback, recognition v v
Goal clarity 4 4
Health behaviour modification targeting high-risk v v
groups
High job demands - low decision-making autonomy v v
Injury prevention and early return-to-work programs 4 4 4 v
Job control, job autonomy, participation in workplace v v
decision making
Job insecurity v v
Job resources 4 4
Job rewards v v
Leadership commitment to healthy workplace goals 4 v
Learning and development opportunities v v
Nurse-patient ratios v
Overtime hours 4 v
Organizational change, restructuring, reengineering, v v
downsizing
Organizational culture and climate v v
Organizational justice v v
Participatory management v
Positive co-worker relationships 4 v
Respect v v
Safety education and procedures 4 v v
Shift work v v
Supportive supervisor v v
Time to plan work v
Work hours 4 4
Work-life balance v v
Workloads, job demands v v
Workplace disease management programs v v
MODERATORS
Individual coping skills v
Job resources 4 v
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Major areas of research and evidence

HEALTH CARE NON-HEALTH CARE

KEY CONCEPTS AND CAUSAL POSITIONING Return on
Nursing, Other health care |investment |

hospitals  |workers, settings |cost-benefit
analysis

Diverse Return on
workersand | investment [ cost-
work settings | benefit analysis

Nurse-physician relationships

Social support from co-workers

Supportive supervisor

AN NN

Team relationships

INDIVIDUAL OUTCOMES
Anxiety v
Asthma

Burnout, emotional exhaustion 4 v

AN

Change readiness

Depression v
Diabetes

Direct medical care costs

Gastrointestinal disorders

Heart disease

Injuries

Job satisfaction

Long-term disability

AN NN
AN

Lost-time musculoskeletal injury

Migraines

Personal efficacy v

Physician visits

Psychological distress/well-being v v

Self-esteem
Self-rated health v

Substance abuse

Ulcers

AN N N N YN N N N N N N N N VN N N NI RN

Use of medication
ORGANIZATIONAL OUTCOMES
Absenteeism 4 v

Commitment v

Early retirement
Health benefit utilization

AN NN YN

Lost performance at work, or presenteeism
Medical error v v
Morale v v
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Major areas of research and evidence

HEALTH CARE NON-HEALTH CARE
KEY CONCEPTS AND CAUSAL POSITIONING Return on Diverse Returmon
Nursing, Other health care |investment | .
hospitals  |workers, settings |cost-benefit workers a.nd investment / C.OSt-
- work settings | benefit analysis

Number of applicants per vacancy v

Organizational learning v v

Patient mortality 4

Patient satisfaction v

Per-patient costs of care 4

Quality of job applicants v

Quality of patient care v

Retention, voluntary turnover v v

Return to work after long-term disability 4 4 v

Sickness absenteeism v v v v
Skill development v v

Skill utilization 4 v v

Team effectiveness v v v

Workers’ compensation claims 4 4 4

Workplace conflict v v

Indeed, the table shows that while there is a substantial body of evidence that can help us to
understand how a wide range of workplace factors influence the health and well-being of workers
in health care, and in some instances also affect organizational performance, many unanswered
questions remain. For decision-makers, the most important areas for future research are, first

to evaluate the impact of current working conditions, and planned interventions, on health and
performance. Second, it is essential to better understand how work-environment and organizational
factors known to affect employee health also impact the performance of the health system.

Here, then, is a summary of the biggest knowledge gaps on healthy health care workplaces.

What we need to learn more about within health care

B Total direct and indirect costs of absenteeism at the organizational level.

B Total direct and indirect costs of voluntary turnover for each major occupational group at the
organizational level.

B Total direct and indirect costs of long-term disability at the organizational level.

B Total direct and indirect costs of lost-time injuries at the organizational level.
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Healthy workplace determinants and outcomes among non-nursing health care workers and in
non-hospital settings.

Which job, work-environment, and organizational factors “mediate” the effects of workload on
employee health outcomes.

Return on investment, or cost-benefit analysis, for specific interventions designed to improve
employee health and wellness, with this evaluation component built into the project.

The causal mechanisms by which work-environment factors known to influence employee health
and well-being have direct and/or indirect effects on patient safety, the quality of health services,
and operational efficiency and effectiveness.

The causal mechanisms by which work-environment factors known to influence employee health
and quality of work life have direct and/or indirect effects on individual job performance.

The causal mechanisms by which work-environment factors known to influence employee health
and quality of work life have direct and/or indirect effects on team performance.

The implications for the delivery of high-quality health service, and for system sustainability, of
chronic self-reported stress among health system workers.

The impact of unhealthy work environments on the retirement decisions, and work-retirement
transition patterns, of health system workers in BC.

The influence of organizational culture on employee health, the influence of organizational
culture on safety and quality, and how these two sets of outcomes are interrelated.
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10. Reframing the Case for Healthy Workplaces

Healthy workplace actions potentially can contribute to the major strategic directions of health
system renewal. Three major goals can be more fully and quickly achieved by giving higher priority
to healthy workplaces as an enabler of these changes: collaborative patient-centred care, workforce
renewal, and quality and safety.

Health care delivery

A strong case for investing in healthy and supportive work environments is to enable reforms in
health services delivery. There is a growing consensus that the future health and wellness needs of
Canadians can best be met by transforming the current health care delivery system. A pathway for
health system renewal is collaborative, interprofessional, patient-centred care.*s A prerequisite for
interprofessional teams is a workplace culture of mutual understanding and respect, which are core
components of a healthy psychological and social work environment. The health care division of
labour is evolving in the direction of collaborative and interdisciplinary care. This makes it imperative
that all health professionals are able to fully apply their knowledge and abilities at the point of care.
This goal is supported by healthy work environments.

Health human resources

Healthy work environments also have the potential to contribute to long-range health human
resource strategies. Nurses comprise about 40% of the health care workforce, so utilization of nurses
already in the workforce has a major impact on system capacity. Looking at projected RN retirements
in Canada, using a scenario projecting retirement at age 55, BC was projected to lose 32% of its

2001 nursing workforce by 20006, assuming an average retirement age of 55.°4 Retention incentives
are ineffective if older nurses are cynical, fatigued, or burned out.”> BC’s Nursing Strategy focuses
on recruitment, retention and education. For instance, the province has increased nursing spaces.
However, the provincial strategy does not address work-environment drivers, such as turnover, early
retirement and barriers to professional development.'*® New Canadian evidence shows that job strain
(high job demands and low control) is a significant predictor of early retirement among baby-boom
professionals and managers, regardless of industry.*” In short, healthy workplaces are an incentive
for older, experienced health providers to continue contributing to the system by delaying retirement.

Quality and safety

The quality of care and patient safety are major concerns in all health systems. Quality and safety
frameworks could usefully be expanded to include work-environment factors, but this will require

a commitment by health care organizations to systematically document these relationships. The
2004 Canadian Adverse Events (AE) Study concludes that: “...the greatest gains in improving patient
safety will come from modifying the work environment of health care professionals, creating better
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defenses for averting AEs and mitigating their effects.”°® This is reinforced by the US Agency for
Healthcare Research and Quality, which concludes that working conditions affect patient outcomes,
including safety.?

Calls for a ‘safety culture’ are an increasingly common theme in discussions of how to improve
patient safety. Health care quality experts point out that the research on healthy work organizations
identifies similar work organization factors that affect employee healthy, wellness and safety, and
organizational outcomes such as care quality, safety and operational efficiency.” In Canada, health
care leaders are being urged to act on the considerable evidence linking the working conditions

of nurses, particularly staffing ratios and skill mix, to patient outcomes, including satisfaction,
morbidity, and mortality.” By integrating a quality improvement approach within a healthy workplace
framework, greater improvements should be realized in the health and well-being of health care
providers and the people they serve. Evidence strongly supports this integrated approach.

Research and interventions to improve patient safety draw on the model for a culture of safety
developed in high-hazard industries, such as commercial aviation and nuclear power. In a safety
culture that has strong accountability for achieving safety goals, everyone is aware of the importance
of safety, and this is communicated through organizational values and beliefs, and organizational
learning is supported as a means for maintaining safety.”? The key is to create a non-punitive
learning environment where health practitioners are able to communicate mistakes without fear of
reprisal and feel they can take action to fix unsafe conditions in their work.” Safety cultures move
beyond a “blame and shame” mentality.

Safety, quality and organizational culture

“While a variety of levers — clinical training and guidelines, information technology, organizational structures and
industry regulations — are being pushed in healthcare organizations to improve patient safety, the belief is growing
that an institution’s ability to avoid harm will be realized only when it is able to create a culture of safety among its
staff. Safety culture is a performance shaping factor that guides the many discretionary behaviours of healthcare
professionals toward viewing patient safety as one of their highest priorities.”

Source: V.F. Nieva and ). Sorra. (2003). Safety culture assessment: A tool for improving patient safety in healthcare
organizations. Quality and Safety in Health Care. 12:ii17.

The US Agency for Healthcare Research and Quality (AHRQ) conducted a systemic review of the
research evidence from 115 studies on the impact of health care working conditions on patient
safety.™ Five categories of working conditions were examined: staffing, workflow design, personal
and social factors, physical environment, and organizational factors. The review concluded that
specific working conditions affect outcomes that are related to patient safety, and that some working
conditions affect rates of medical error. This is consistent with research in other industries, which
shows that working conditions affect all aspects of service quality.
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Based on this systematic review, the AHRQ recommends that improved patient outcomes could

be achieved by organizational changes, such as increasing staffing levels for nurses, reducing
interruptions and distractions, and improving information exchange within and across hospital and
non-hospital settings. This is echoed by the US Institute of Medicine of the National Academies,
which recommends improvements in nurses’ environments, adequate staffing levels, mandatory
limits on nurses’ work hours, and strong nurse leadership at all levels.™ It also recommends the
development of management structures and systems that foster trust and staff involvement in
decision making. A more recent synthesis of research on nurse-sensitive patient outcomes concludes
that adverse events decline as the level of RN staffing and skill mix increases."® The links to quality of
work life — essentially, employee wellness — are through appropriate workloads and scope of practice.

Research on patient safety suggests that a culture of communication, openness, learning and
collaboration is the foundation for patient safety and health care quality. Training, guidelines,
information technology and regulation all contribute to meeting safety goals. More fundamentally,
“safety culture is a performance shaping factor that guides the many discretionary behaviours of
healthcare professionals toward viewing patient safety as one of their highest priorities.”” A study of
15 California hospitals concluded that short-term interventions will be ineffective unless management
structures and the culture of the organization give high priority to safety."® This requires breaking
down organizational barriers and silos separating managers and front-line workers.

Six studies involving 80,000 workers in acute care, home care, long-term care and primary care
settings were combined in order to test a new integrative model of climate derived from the patient
safety studies.” Climate encompasses perceptions of leadership, decision making, and work norms.
Culture is broader, referring to shared norms, values, beliefs, and assumptions. This research shows
that the same factors contributing to healthy outcomes for employees also affect quality processes
and outcomes. These factors include cultures and climates “that have supportive and empowering
leadership and organizational arrangements, along with positive group environments.”2° Outcomes
examined in this research include absenteeism, patient satisfaction, use of evidence-based clinical
practices, and performance. However, more research is needed to understand how these outcomes
are interrelated.

Patient safety research focuses mainly on health care workers who have direct contact with patients.
While these front-line providers are vitally important to the quality and efficiency of services
provided, it is important not to overlook the contributions of other professional and non-professional
groups. Needed, then, is an inclusive approach that recognizes that the performance of the system
depends on each staff member being supported to do their best work. For the individual worker, the
likely benefit will be a healthier work environment.
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11. Making Health Systems Healthier

There are a number of regional and national initiatives underway to address health human resource
challenges by creating healthier, higher quality work environments. Momentum is building for such
change at the front-lines of health care organizations, and more slowly, at the governance level of the
system. Actions at all levels of the health system are required for substantial progress to occur. As BC
health employers and health care providers stakeholders seek innovative ways to improve the health
of workers and workplaces within the system, it is instructive to understand change strategies outside
the province.

Canadian initiatives

The Canadian Council on Health Service Accreditation (CCHSA) recently revised its accreditation
standards to include quality of work-life measures. Influential in this regard was work by the
Canadian Nurses Association and its provincial affiliates to improve nurses’ professional practice
environments and their quality of work life, drawing on evidence that a quality practice environment
for nurses is a healthy and safe environment. The CCHSA uses the following definition: “Work

life provides a work atmosphere conducive to performance excellence, full participation, personal/
professional and organizational growth, health, well-being and satisfaction.”* The CCHSA and the
Ontario Hospital Association recently developed and piloted a 20-item, web-based survey to assess
improvements in the quality of work life on the front-lines of health care.

At the policy level, several provinces are creating long-term health human resource strategies

with explicit goals for healthy, or “high-quality,” workplaces. For example, in Alberta, a provincial
health policy initiative by the regional health boards created a provincial human resources action
framework, the “Strengthening People Strategy.” Its intent is to guide unified action to build higher
quality workplaces across the system. Its basic assumption is: “A high quality workplace benefits

all stakeholders.” The strategy has been endorsed by regional health boards and the provincial CEO
council.

Health Quality Councils (HQC) in Alberta, Saskatchewan, Ontario, and New Brunswick have
mandates to monitor and publicly report on health system performance.?2 A broad interpretation

of the mandate of HQC would include key determinants and outcomes of quality care from the
providers’ perspective. HQC have the potential to create a more robust monitoring, reporting, and
accountability framework that includes key indicators for health care providers. A logical next step is
to incorporate the settings in which providers work as determinants of system outcomes.

The Quality Worklife — Quality Healthcare Collaborative is a multi-disciplinary coalition of health
care leaders and national organizations who are working together to develop an integrated action
strategy to transform the quality of work life for Canada’s health care providers. The Coalition
defines a healthy health care workplace as: “a work setting that takes a strategic and comprehensive
approach to providing the physical, cultural, psychosocial and work/job design conditions that
maximizes health and well-being of health care providers, quality of patient outcomes and
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organizational and system performance.” One of the initiatives is to develop standardized definitions,
models, indicators, measurement processes and tools, and targets for improving health care work
environments.

Health promoting hospitals

Creating healthy workplaces is based on population health and health promotion thinking, which
inform health policy within BC and across Canada. BC’s population health and public health model
recognize the need to foster a “healthy and sustainable environment for all.”’>4 The challenge is to
apply this thinking within workplaces, starting with health care workplaces.

The health promoting hospital

Health promotion of
patients

HEALTH
PROMOTING
HOSPITAL

Health promotion of
employees, physicians,
volunteers

Healthy organization

Health promotion of
population

Source: Association of Health Promoting Hospitals in Finland (www.hph.tutka.net/english/home.htm)

The WHO Europe has taken the lead by developing a model of Health Promoting Hospitals

(see figure above).””s The WHO defines health promotion as “the process of enabling people to
increase control over, and to improve, their health.” Developing healthy environments in hospitals
makes health promotion a quality management goal, ensuring the quality of services provided.
Furthermore, the providers of health services must be actively involved in creating positive working
conditions for themselves as an enabler of their own health and well-being, and supportive of their
health promotion activities with patients, their families, and the community.
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The WHO model is a high-level framework to guide change. It does not, however, provide evaluation
tools for assessing the impact of moving in this direction. The WHO advocates benchmarking,
identification of best practices, learning resources, and incentives for continuous improvement.
Hospitals are encouraged to set and meet targets for key worker and workplace health outcomes. One
of the WHO standards requires hospitals to have written policies for health promotion that explicitly
apply to patients, their relatives, and hospital staff. Another requires management to establish
conditions for the development of the hospital as a healthy workplace. All of this is within a quality
improvement framework. There is no reason that this standards approach could not be extended to
all types of health care facilities.

While the application of health promotion thinking within health care work settings makes good
sense, implementation has been sporadic. A study of the European health promoting hospitals
movement concludes that in 15 years, diffusion and positive impacts have been limited to “pockets”
of success, with many more sites running into difficulties once moving beyond an initial “project”
phase.® This raises the issue of organizational change. Research on a major hospital in Australia
suggests that internal health-promoting activities require new organizational systems.”” This study
proposes a change continuum, from “doing a health promotion project” to “being a health promotion
setting and improving the health of the community.” Moving along the continuum requires
leadership commitment, support at all levels of the organization, and changes in a range of policies
and practices to align them with this comprehensive approach to health promotion. One major
barrier we might anticipate is that while health regions in Canada espouse population health and

health promotion policies, few actively use research from these areas for decision making.=?

Management standards approach

The WHO recognizes the need for standards to achieve high quality in health promotion in hospitals.
One of five core standards for health-promoting hospitals focuses on management’s responsibility to
establish conditions for the development of hospitals as healthy workplaces. The leading example of
using a management standards approach to create healthier workplaces is in the United Kingdom,
where the Health and Safety Executive (the national body responsible for occupational health and
safety) developed evidence-based good management practices to reduce the risks of work stress.29

Based on statistics from the UK’s Health and Safety Executive, 36% of sickness absenteeism due to work-related
illness or workplace injuries is caused by stress, depression and anxiety — which means that between 30% and
40% of the direct costs of sickness absenteeism can be attributed to these causes. The Confederation of British
Industry estimates that the average direct and indirect (including reduced customer satisfaction, lower productivity,
higher staff turnover) costs of work stress to be approximately $3,000 (Canadian) per worker per year.

Source: Henderson Global Investors. Less stress, More value. Henderson’s 2005 survey of leading UK employers. December
2005. www.henderson.com
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The Health and Safety Executive’s (HSE) preventative approach aims to promote healthier outcomes
for employees and organizations. Its six evidence-based standards address work demands, employee
control over their work, support, relationships at work, role clarity, organizational change, and
culture. A bottom-up approach to changes required to reduce stress risks is advocated by the HSE.
Standards define the future state the organization should strive to achieve; risk assessment identifies
the hazards that need to be reduced.

The standards are not legally enforceable but are principles designed to help employers meet their
legal obligation to provide their employees with a hazard-free workplace. This is a continuous
improvement process, with baseline measures and progress measured with an employee survey
tool that asks a series of questions derived from each of the standards. The standard is set for 85%
for each indicator. (e.g., 85% saying they are able to deal with the demands of their jobs). Standards
are considered an effective, practical way to reduce work stress. The HSE approach resembles the
UK’s successful human resource management standard, the Investors in People program. However,
experience with the Investors in People standard shows the limits of a voluntaristic model. One
study of its impact in a National Health Service hospital suggests that some organizations that attain
a standard for people practices may already have these in place, and by linking training to business
needs rather than employees’ requirements, less developmental training actually may occur.»°

An evidence-based framework of key influences on staff performance was developed for the UK
health care system, drawing on research in management and psychology.®* An extensive review of
international literature identified predictors and mediators of outcomes. This review concluded that
good evidence supporting an association between organizational culture and performance in health
care is limited. There are strong links between human resource management (people) practices and
individual, team, and organizational performance.

Standards for professional practice have been advocated for health care in Canada. For example,
evidence-based standards for nurse staffing and performance set a nursing unit productivity/
utilization level at 85% (plus or minus 5%).3* Higher levels can result in higher costs, reduced
patient-care quality, and poorer outcomes for nurses. Productivity and utilization targets can be better
achieved by giving nurses greater autonomy, reducing emotional exhaustion. One result can be the
retention of experienced nurses, which contributes to reduced operating costs.

The more fundamental goal is to raise the standards of people management practices. In this
regard, it is important to monitor the application of HR practices to all employees, rather than to
monitor policies that essentially are statements of intent. Research reviewed elsewhere in this paper
suggest that leaders who focus on good people management contribute to employee well-being, skill
development, conflict management, trust, teamwork, and alignment to the organization’s goals.
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12. Leading the Way to Healthy Change

Successful healthy workplace change requires strong commitment from top management.ss This
commitment must be continuously communicated and, most important, consistently reinforced in
all management decisions and actions. More broadly, the same applies to any quality improvement
initiative to enhance organizational effectiveness in health care.

For example, research on 464 National Health Service Trusts in the UK identified “best practices”

for organizational effectiveness.?* The leading practice was the style of management, based on
leadership attributes that included rebuilding trust, and able to address stress and help others during
organizational change. Two management practices most aligned with organizational effectiveness
were “total staff involvement with open communication” — the underpinnings of a healthy
psychosocial work environment.

Strong leadership on a healthy workplace agenda is essential to get the buy-in of managers and
supervisors at all levels. Mid-level and front-line managers often lack the time, incentives or

skills to champion healthy workplace goals. As such, they can be one of the biggest barriers to
achieving higher quality work environments. Historically, these groups have been most resistant to
organizational change, in part because they lack the resources to respond positively to change.

Moreover, it is well documented that supportive supervision — defined by good communication skills
and support for employee learning and development — is a defining feature of a healthy workplace.s
A successful healthy workplace strategy therefore must ensure that all managers and supervisors
have the time, encouragement, and training needed to be effective people eaders.

Accountability measures

The following selective menu of measures illustrates what could be used to evaluate actions, report outcomes and
track progress within health care organizations, and to compare across organizations:

= Employee health and well-being outcomes: Sickness absenteeism, work-life balance, lost-time injuries,
workers’ compensation claims, disability leave, stress and burnout, job satisfaction, and employee
engagement.

= Organizational performance outcomes: Adverse events, patient satisfaction, health providers’ assessment
of quality of care they provide, and other assessments of internal and external service quality, effectiveness
and efficiency.

= Workforce retention and development outcomes: Turnover, staff learning and development opportunities
and investments, assessment of training and development benefits, exit interview findings, and assessment
of new employee orientation and mentoring.

= Work environment determinants: \Workload and work schedules, staffing levels, supportive supervision, job
autonomy, participation in decision-making, and communication.

= Organizational culture determinants: Leadership commitment, resource allocation to creating a healthy
and productive work environment, trust, and respect.

= Moderators: Individual readiness to change, employee demographics, occupation or function.

Source: Graham Lowe Group Inc.

56 © 2006 PHSA



It is essential to create accountability for following through on healthy workplace commitments.
There is inadequate accountability within health care organizations for human resource outcomes.
As one health care human resource expert put it, “if one of your managers unwittingly destroyed a
piece of equipment valued at $30,000, you would certainly take the matter seriously and at the very
least hold the manager accountable for ensuring that the problem did not recur.”3° Yet managers
are rarely held accountable for preventable turnover in their unit. The same is true for medical staff
members, whose behaviour toward nurses can directly contribute to turnover.

Performance measures can help to create management accountability and beyond this, a

shared responsibility among health care providers to continuously improve the quality of work
environments. Currently, there are no “best practices” for measuring progress in organizations trying
to achieve healthy workplace goals. However, the Institute for Work and Health has developed an
evidence-based healthy workplace performance measurement framework that can apply to any work
setting.”” Indicators and the change process it supports were validated through consultations with
stakeholders. While this is innovative in the area of workplace health, it is modelled on performance
measurement tools considered best practice and overseen by the organization’s senior human
resources manager. Indicators are intended for use in reporting, action planning and accountability
through targets that individual managers and organizational units must meet within specified
timelines.

The framework comprises four categories of indicators: healthy workplace drivers, working
conditions, employee outcomes, and organizational benefits. Specifically,

B Healthy workplace drivers measure organizational factors with known potential to improve
employee physical and mental health. These factors contribute to changes required to achieve
healthier workplaces. Included would be employee survey measures of organizational values,
learning and development opportunities, safety leadership, and occupational health and safety
management audit scores.

B Workplace conditions include factors known to directly impact health and well-being, such as
the workers’ immediate physical and psychosocial work environment as measured by worker
self-reports on questionnaires. Key indicators would include employee participation in decision
making, workload, and violent incidents with clients.

B Health outcomes include indicators of physical and mental health, as obtained from
administrative data (e.g., long-term disability, injury rates), or self-reports of a range of physical
and mental health conditions (e.g., psychological distress, musculoskeletal conditions) through
questionnaires.

B Organizational benefits include performance-related outcomes known to be related to employee
health and wellness. These include retention, absenteeism, customer (or patient) satisfaction
scores, and employee commitment or engagement.
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The development and implementation of quality of work-life (QWL) indicators has become a
significant trend within the Canadian health care sector. Even though the Canadian Council on
Health Services Accreditation has revised its accreditation framework to include a quality of work-
life quadrant, the vast majority of health care organizations are a long way from having an integrated
“scorecard” or “dashboard” that shows leading and lagging QWL indicators. Human resource
information systems are only beginning to incorporate health-related outcomes so that managers
have on-demand human resource and occupational health and safety information to guide their
decisions. Research on other industries that have made significant strides toward creating healthier
workplaces define comprehensive monitoring and evaluation data as best practice.3®

The health sector’s uniqueness requires careful attention to the “fit” of HR practices, and

measures of the impact of these practices on organizational performance also need to be sector-
specific.39 Health organizations must strive to document and report these relationships. This is

the kind of evidence that will be useful in evaluating the cost-effectiveness of work-environment
interventions. As one expert argues, health sector performance indicators that assess the impact

of HR interventions, which would include initiatives to create healthier work environments, could
include: clinical activity or workload (staff per occupied bed, patient acuity), output (number of
patients treated), although outcomes mortality rates, post-surgery complications) are more difficult to
measure and relate back to human resource management strategies.'«°

More generally, researchers are now emphasizing the importance of tailoring worksite health
promotion interventions to an organization’s context and immediate environment, such as the labour
markets in which it recruits. As one researcher advises, “it is important that the intervention design
process blend social science theory and evidence with local preferences, experiences, and needs.”# In
other words, expert knowledge alone is insufficient to guide change, and must be integrated with the
perspectives of organizational stakeholders. The knowledge exchange process needs to be two-way.
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13. Closing the “Knowing-Doing Gap”

Making use of the above evidence for decision making and action requires bridging what
organizational experts call the “knowing-doing gap.”+* Two of the greatest barriers to moving

from talking to action are a perceived shortage of time, and the dead weight of inertia created by
entrenched systems, practices, and ways of thinking. So it takes strong collective will to move

to implementation. It also takes collective effort. With restructuring behind them, BC health
authorities are better positioned to promote healthy worksites across the provincial health system by
collaborating on research, best practice dissemination, and coordinated change.

Increasingly, health care leaders are recognizing that health providers’ work environments and health
system performance are interwoven. For example, in June 2005 the Health Council of Canada’s
consultation with 120 health care leaders recommended the following actions to improve job
satisfaction, workplace health, and quality of patient care: make professional development a regular
part of budget planning and provide time for staff to enhance their training; provide time for people
to take on new roles; invest in prevention; create flexible work options; remove financial disincentives
to encourage the right mix of people and to recruit and retain workers; and translate innovations
from one profession to others."s

Three major enablers will advance a healthy workplace agenda. The first is strong and consistent
executive and board support for clear cultural change goals, with the necessary resources, measures,
and accountability to make this happen. The second enabler is a supportive policy framework at the
federal and provincial/territorial levels, which includes putting into place the infrastructure needed
to share information, lessons, and tools. A third enabler is the active involvement of front-line
providers, and their professional associations and unions, in reshaping their own work environments
so they can better serve the needs of patients, residents, and clients.

A step on the path to healthier work environments is better coordination and integration at the
provincial level, to speed up the diffusion of innovation and set higher goals across the health system.
Enabling flexibility at the local level is important. But this must be balanced with the identification
and dissemination of leading practices across the system. The public’s interest will not be served if
BC’s health system employers compete with each other to be “magnets” or award-winning healthy
workplaces. BC is unique in Canada in having two organizations, Healthcare Benefit Trust and
OHSAH, with mandates to address healthy workplace issues. Potentially, the Provincial Health
Services Authority also could play a role in facilitating province-wide healthy workplace actions.
This calls for a coordinated agenda in order to raise the floor for healthy workplace practices across
the province. Ideally, BC’s efforts at health care workforce renewal should be guided by a provincial
health human resource strategy that speaks to the needs of all stakeholders, and an expansion of
performance agreements to include key workplace health progress markers.

Accountability also is essential for achieving healthy workplace goals. Despite the steps taken by
governments and their partners to create accountability for major health system outcomes, especially
related to patient care, far less has been done to create accountability for the quality of health system
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work environments. This is a serious gap, especially given mounting pressures for workforce
renewal, reform of primary care, and the costs of unhealthy work environments.

As noted above, a growing number of knowledge-based organizations in many industries are
applying the same rigour to their human resource performance as they do to their measures of
financial and market performance. In BC, for example, the Ministry of Health Services requires all
divisions to have integrated business and HR plans to achieve goals such as collaboration, learning,
innovation, and a flexible, motivating, and respectful work environment. Accountability for progress
is achieved by key indicators obtained from an employee survey. If a similar approach were used by
health authorities, this could give real substance to a 7th priority — employee and workplace health
— for performance agreements.*+

Like so many other large and inherently complex organizations, health employers understand

the pathways to improved workplace well-being and employee performance. However, successful
implementation requires identifying and overcoming barriers embedded within its systems and
culture to using its own HR information in strategic decision making. Health employers can start
by making better use of the data they have. They need to be mindful, however, of two major barriers
to evidence-based management, which are, paradoxically, too much evidence, yet not enough good
evidence relevant for a specific organization.ss

Another significant challenge for health policy-makers is how to build into decision making
considerations about the unintended human resource consequences of structural change in health
systems and organizations. We know from the past decade of restructuring that this kind of change
causes disruptions that can be unhealthy for people working in the system. Now is the time to
translate these lessons into positive actions for the future — and to avoid history repeating itself.

The way forward is a comprehensive and coordinated approach to creating and maintaining healthy
work environments in all health care work settings. Employees, physicians, students, and volunteers
represent the human resource capacity of the system to deliver the timely and high-quality health
care that Canadians need and expect. Evidence reviewed in this report has linked healthy work
environments, broadly defined, to organizational performance, including reduced absenteeism and
health benefits costs, increased skill utilization, employee effectiveness, patient care quality, and
medical error.

Treating employees as core assets begins by supporting each and every one of them in a healthy
and safe environment. The health system’s sustainability will depend on creating healthier work
environments that forge a strong link between worker well-being and organizational performance.
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