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Executive Summary
The nursing workforce has a high risk of injury in the workplace due to a very active
and heavy manual handling workload and associated hazards(1). Previous studies
have focused on the problem of manual handling injuries in a range of professions.
This study focused specifically on the nursing workforce and the experience of
occupational rehabilitation from two perspectives: Return to work coordinators and
injured nurses.
Occupational rehabilitation is a complex process involving several stakeholders. The
employer, insurer, return-to-work coordinator, various medical and allied health service
providers, the injured person and their colleagues all contribute to this process. The
study has included participants representing a range of health care facilities and
working environments. Nurse participants were recruited from a range of specialty
areas of practice and across a range of nursing roles or classifications.
This study was designed to provide evidence about current practices associated with
the rehabilitation of injured nurses in New South Wales from:
1. Nurses’ perspectives regarding factors that helped or hindered their successful
rehabilitation and
2. Employers’ perspectives regarding factors that aided or impeded the successful
rehabilitation of nurses.
3. To achieve these aims, the objectives of the study were:
4. To identify the practices and processes used in the return-to-work of injured nurses.
5. To evaluate the perceptions and experiences of injured nurses and workplace
return-to-work coordinators with respect to these practices.
6. To identify if any differences in practices between rural, regional and metropolitan
geographical areas exist.
7. To identify if any differences in practices between aged care, public and private
sectors exist.
8. To identify types of nursing activities employed as suitable duties in a return-towork program for injured nurses.
9. To recommend desirable practices to facilitate the return-to-work of injured nurses.
The study was designed, and is reported in two parts:
Part 1 was a series of focus groups conducted with return-to-work coordinators from a
range of health care facilities and work environments to determine the practices and
v
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processes used in the return-to-work of injured nurses; and their perceptions and
experiences of these practices.
Part 2 was a cross sectional survey of injured nurses to determine the practices and
processes used in the return-to-work of injured nurses; and their perceptions and
experiences of these practices.
The response rate in the survey was low (14.2%) however, these data provide a
unique insight into the practices and processes involved in the occupational
rehabilitation of injured nurses, that has not previously been reported from the injured
nurses’ perspective.
The key results of this study were as follows. The organisational context in which the
return-to-work process is conducted varies substantially and is more challenging in
rural areas due to distance, isolation and access to services. This is complicated by a
lack of clarity about case management and barriers within the process and anxiety on
the part of injured workers. Most employers were notifying insurers about injuries in a
timely manner and most injured nurses reported a successful return-to-work. The key
person in the return-to-work process is the return-to-work coordinator. Most nurses
were provided with a graded return-to-work program that was developed in
consultation with the injured nurse, employer, return-to-work coordinator and
nominated treating doctor. Most nurses reported returning to work with the same
employer and in the pre-injury area of practice, however ten percent reported being
unable to return-to-work. Most nurses returned to work on suitable duties and reported
being supported and valued by management and co-workers. Numerous factors
contributed to delayed return-to-work and a negative rehabilitation experience for
injured nurses. Nurses, who sustained psychological injury, worked longer hours, were
older or who worked in aged care facilities were less supported and had more negative
experiences. Nurse shortages were an incentive for successful return-to-work of injured
nurses. Travel is a key factor involved in access to health services and arranging
return-to-work shifts and suitable duties – particularly in rural areas. General
practitioners were perceived by some to create barriers in the return-to-work process.
Nurses working in aged care have reduced odds of returning to work with the same
employer and have more manual handling injuries.
Nurses who had a high manual workload (enrolled nurses and assistants in nursing)
and highly specialised nurses (intensive care and operating theatre nurses) had more
difficulty being provided with suitable duties, however the highly specialised nurses
were more likely to be able to return to work. Suitable duties were also difficult for
nurses who had suffered psychological injuries or worked alone, such as community
vi
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nurses. Nurses with supervisory or management roles were more able to be assigned
suitable duties. A range of light clinical and administrative (suitable) duties were
reported by participants – most of whom were registered nurses. Some also returned to
work on modified or restricted duties – especially if they had been involved in manual
handling pre-injury – for example assistants in nursing and enrolled nurses. One
quarter of nurses found that the suitable duties assigned were not suitable and some
were not supported by their colleagues resulting in a less-than-ideal return-to-work
experience. Nurses who suffer workplace bullying are usually unable to remain in
workplace teams. Nurses who are subject to negative attitudes and expectations by
management and staff often have difficulty undertaking suitable duties and returning to
work.
The data reported in this study indicate that occupational rehabilitation of injured
nurses is a complex process involving several stakeholders and may be even more
challenging in rural areas and for some nurse classifications and some work
environments. This evidence may inform numerous groups (including nurses, their
employers, the NSWNA, WorkCover and insurers) about practices that contribute to
the successful rehabilitation of injured nurses. The implications for future research and
improving this process and related practices are described below as recommendations
based on the results of this study.
Key recommendations
In synthesising the results from the two arms of the study a number of
recommendations for facilitating the return-to-work of injured nurses emerge. These
can be considered in two main groups; possible changes to the current process and
suggestions for further research.
Changes to the current process
1. There is clearly and commonly confusion on the part of the injured nurse regarding
the rehabilitation process. There is a need for clear guidelines on the roles and
responsibilities of the key players in the process, particularly those related to case
management.
2. Casual employees, and nurses with several employers, are not adequately
considered in the current rehabilitation processes. Suitable duties are not
necessarily always made available to such individuals, and responsibility for their
occupational rehabilitation is often not defined across multiple employers.
3. Suitable duties should be appropriate to the level of training and experience of the
injured nurse. Similarly, further consideration is needed regarding mechanisms for
vii
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successfully retraining injured nurses into other nursing roles rather than effectively
forcing them to leave the profession.
4. There is an urgent need for nationally recognised training for return-to-work
coordinators as the present levels of training and skill vary substantially across
some jurisdictions, with an extension of the harmonisation achieved between NSW,
Queensland and Victoria required.
5. The relative invisibility of psychological injuries is associated with the risk of
accusations of malingering and non-validation of injury, as well as workplace
bullying. It is important that workplaces are accountable in their organisational
processes in relation to rehabilitating nurses with occupational mental health
issues.
Directions for future research
1. Elucidating differences in experiences in the occupational rehabilitation process
between the various nursing roles and the factors that lead to these differences
may help inform the development of more successful occupational rehabilitation
processes.
2. There is an urgent need to further explore the reasons why some injured nurses
are not being offered suitable duties.
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1.

Introduction

Occupational Rehabilitation is a managed process that involves appropriate, adequate
and timely services based on assessed needs, and which is aimed at maintaining an
injured worker in, or returning them to suitable employment.
This study was conducted by the University of Newcastle in collaboration with the NSW
Nurses’ Association (NSWNA) to determine the return-to-work practices for injured
nurses in the health care sector in NSW by evaluating the perceptions and experiences
of injured nurses and the perceptions and experiences of workplace return-to-work
coordinators. The study was undertaken in two parts:
Part 1 – qualitative focus groups with workplace return-to-work coordinators were
conducted to identify current practices, as well as the experiences and perceptions of
the rehabilitation process from the employer perspective. Return-to-work coordinators
of employers of nurses within rural, regional and metropolitan geographical areas and
public, private and aged care sectors were invited to participate.
Part 2 – a cross-sectional survey study of injured nurses to determine their experiences
and perceptions of the rehabilitation process. The sample was nurses who experienced
a workplace injury and for whom a claim was submitted in two financial years 2005/07.

2.

Literature Review

Workplace Injuries in Australian/NSW Nurses
Occupational Rehabilitation is the restoration of ...injured worker(s) to the fullest
physical, psychological, social, vocational and economic usefulness of which they are
capable, consistent with pre-injury status. It is a managed process aimed at
maintaining injured or ill workers in/or returning them to suitable employment. It
involves early intervention with appropriate, adequate and timely services based on
assessment of the injured workers’ need (2). The outcome of occupational
rehabilitation is often considered in relation to return-to-work rates for those who
sustain an injury at work; however specific rates for NSW nurses are not readily
available in the literature.
Data available for the Health and Community Services industry in NSW indicate that
this sector had an rate of 16.5 employment injuries per 1000 employees during the
2008/2009 financial year(3). While this rate is substantially lower than that reported in
several other industries including Mining, Agriculture, Forestry and Fishing and
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Manufacturing, it is greater than the state average of 14.2 injuries per 1000 employees
(3).
National statistics available from Safe Work Australia’s on-line statistical database(4)
indicate that the rate of employment injuries for the occupation group ‘Nursing
Professionals’ was 12.7 per 1000 employees for the 2007/2008 financial year.
Importantly, the term Nursing Professionals does not include Enrolled Nurses (ENs),
whose injury rate is reported as 23.4 per 1000 employees for the same period. The
employment injury rate over the same period for the occupation group Carers and
Aides, which includes Nursing Assistants, was 20.0 per 1000 employees.
Manual handling is the most common cause of injury in NSW workers accounting for
29% of occupational injuries sustained in 2008/2009 (3). Although the rate of manual
handling injuries has declined in NSW by 46% in the past 10 years(3), it remains the
single largest cause of injury reported in NSW nurses (5). Occupational injuries
resulting in sprain and strain impairments accounted for 48%, 66.4% and 61.8% of all
national claims made by registered nurses, enrolled nurses and personal care / nursing
assistants respectively in 2007/2008(4).
Although recent statistics specific to NSW nurses are unavailable, preliminary national
statistics for the 2007/2008 financial year indicate that the back is the most commonly
injured bodily region, accounting for 36.2%, 34.3% and 38.2% of all registered nurse,
enrolled nurse and personal care / nursing assistant injury claims respectively(4). The
proportion of back injury claims for workers in the NSW Health and Community
Services industry approximates this figure (34%)(3). The relative proportion of back
occupational injuries reported for Australian nurses appears much greater compared to
the national mean proportion of 22.7% for all occupations(4). This observation is
consistent with international data that report the prevalence of work related back injury
in nursing to be amongst the highest of any profession(6).
Claims made for mental disorders represented a small proportion (7.9%) of the total
claims made nationally by nursing professionals in 2007/2008(4). Statistics available
for NSW for the same period suggest that this proportion of claims for mental disorders
is close to that of the state average of 6.3% for all occupational groups (7).
Preliminary national data for 2007/2008 indicate that slightly more than one quarter of
registered nurses, enrolled nurses and personal care / nursing assistants returned to
work within two weeks of an occupational injury, with between 70-75% returning before
twelve weeks post-injury(4). This is comparable to the national statistics for all
occupations over the same period of 31.1% returning within two weeks and 75.7%
returning within twelve weeks(4).
2
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Barriers and Facilitators of Return-To-Work
A substantial number of literature reviews, in both the peer-reviewed and grey
literature, have been conducted upon the dimensions, processes, and practices of
workplace-based return-to-work as well as the facilitators and barriers which affect
timely return-to-work. Based upon the body of evidence, it has been hypothesised that
there are seven key ‘principles’ for successful return-to-work that may hold the key to
the duration of work disability, costs of work disability, and quality of life of workers (811). The seven principles are as follows:
3. The workplace has a strong commitment to health and safety which is
demonstrated by the behaviours of the workplace parties.
4. The employer makes an offer of modified work (also known as work
accommodation) to injured/ill workers so they can return early and safely to work
activities suitable to their abilities.
5. Return-to-work planners ensure that the plan supports the returning workers
without disadvantaging co-workers and supervisors.
6. Supervisors are trained in work disability prevention and included in return-to-work
planning.
7. The employer makes an early and considerate contact with injured/ill workers.
8. Someone has the responsibility to coordinate return-to-work
9. Employers and health care providers communicate with each other about the
workplace demands as needed and the worker’s consent.
In a report prepared for the South Australian WorkCover Corporation, Foreman et al
(12) conducted a systematic review of peer-reviewed studies investigating the
facilitators and barriers of return-to-work published between 1995 - 2006. Due to the
anticipated heterogeneity of the included studies, no attempt was made by the authors
to quantitatively synthesize the results. Among the key findings of this review, the
outcome of return-to-work was found to be determined by numerous factors that extend
well beyond the underlying medical impairment. Worker characteristics, aspects of
medical and rehabilitation interventions, job requirements, workplace factors, insurance
schemes, legal frameworks and broader socioeconomic conditions were all
demonstrated to influence a worker's return-to-work. The authors of this review
recommended effective management of each of the determining variables and
emphasised a coordinated approach between stakeholders. As a result of the search
strategy employed in this review, the included primary studies were conducted across
many different geographic regions with variations in legislative requirements and
3
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occupational rehabilitation practices. Further, the studies reflect a range of industries
and occupations in mixed populations across a relatively broad time-frame.
To explore the barriers of return-to-work in NSW, Kenny (1995) (13) conducted indepth semi-structured interviews with a purposeful sample of 49 workers with injuries
and 23 employers from the Newcastle-Hunter region. The four key findings of this study
were;
1. Poor knowledge of the legislated requirements
2. Poor communication and information pathways among key stakeholders
3. A generally negative perception toward the injured worker and
4. Organisational difficulties in the implementation of occupational rehabilitation.
This study found that injured workers reported experiencing negativity and
discrimination from one or more of the stakeholders. This occurred in various forms,
including being treated with disrespect, being told that their injuries ‘were all in their
heads’, and being threatened both directly and indirectly with the loss of their jobs if
they did not return to their full duties. Furthermore the injured workers believed they
were being alienated by their co-workers and experienced a lack of support from the
workplace which was difficult to overcome.
Kenny (13) identified a perception of issues related to the provision of suitable duties
with an apparent inflexibility of some employers in accommodating a worker with an
injury. Factors associated with finding suitable duties were restricted finances, no
alternative productive work and the belief that workers preferred time off work rather
than suitable duties and that worker attitude to suitable duties was negative, thus
creating a barrier to their successful provision.
Kenny (14) adds that the worker’s perception of the return-to-work coordinator is that
they lack authority within the workplace to be in an advocate role for the injured worker
or to implement the appropriate workplace modifications. The injured worker often
perceived a conflict of interest inherent in the role of the return-to-work coordinator
when they are concurrently an employee of the company and an advocate of the
worker who has been injured within the company. Furthermore, injured workers
indicated that the structural problem of this role conflict should be addressed at the
policy level within management. Workers often expressed bitterness and anger
regarding the way they were treated by their return-to-work coordinator, frequently
feeling threatened or insecure and returning to work because of intimidation by the
return-to-work coordinator. As a result, the perception of the injured worker was that
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the return-to-work coordinator and the employer were in a triangulated relationship
working against them(13).
While informative to the discussion upon the experiences of injured workers and the
barriers of return-to-work in NSW, this work produced by Kenny (13, 14) is reflective of
the knowledge, attitudes, beliefs of injured workers in NSW during the early 1990’s.
Furthermore, legislative, policy and practice change in occupational rehabilitation since
this time significantly limits the generalisability of these findings.
More recently in 2004, WorkCover NSW in conjunction with Unions NSW investigated
the barriers to returning to work in a cohort of 1000 seriously injured NSW workers
(15). Thirteen percent of the sample included workers within the Health and Community
Services industry. The perceived barriers of return-to-work were multi-factorial and
included communication with stakeholders, the development and implementation of
injury management plans, return-to-work plans, approval of treatment, receipt of
payment and support throughout the process. The results of this study highlighted that
workers with mental disorder injuries had significantly more barriers to return-to-work
than any other occupational injury group.

The Return-To-Work Experiences of Injured Nurses
Nurses comprise the largest proportion of the Australian health workforce (40.5%) (16).
Although much is known about the number and nature of occupational injury claims
made by Australian nurses, reports upon the occupational rehabilitation experiences of
this population are quite limited. A 2007 review of the literature by the Australian
Nurses’ Federation in Victoria identified that there was limited information available
specifically in regard to nurses both in Australia and internationally in the return-to-work
process following workplace injuries or illnesses (8).
The Nursing and Health Services Consortium (17) compiled a report for the NSW
Health Department Nursing Branch in 2000. The report outlined that injured nurses felt
that there was often a lack of support from co-workers and management, in addition to
a perception of abandonment. Little if no assistance in providing alternative duties
raised concerns of diminished value as a nurse if unable to perform the modified
duties. Furthermore, nurses believed there is a need to address the cause of injuries
sustained.
Sager and James(18) used a qualitative phenomenological study design to examine
the perspectives of injured workers within a large regional health service in NSW. Six
women, including three nurses, were interviewed to explore their experiences of the
rehabilitation process and their interactions with Occupational Therapists. Four major
5
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themes were identified. Interviewees perceived that they had poor knowledge of the
rehabilitation process including the roles and responsibilities of involved parties.
Participants in this study also reported a lack of support and a feeling of being alone.
The duties performed by some interviewees upon their return-to-work were perceived
to be unsatisfying and did not accurately reflect their abilities or match their level of
skill. The fourth theme that emerged from this study was a perception of negativity
toward the injured worker from co-workers, management and the insurer.
Outside of New South Wales, several other Australian reports have identified similar
themes to those of Sager and James(18). A 1997 report by Elizabeth Langford detailed
the experiences of injured nurses within the Victorian health service industry(19).
Based upon the results of a survey of injured and ill nurses, the report found that often
nurses were unaware of the available rehabilitation services within their workplace.
Injured nurses receiving rehabilitation considered that confidentiality was not being
maintained and their best interest was not the primary reason for rehabilitation.
Distress and pain from their injuries was not the only problem that nurses had to
endure, with many fearing that they would lose their jobs after the rehabilitation
process was completed. The injured nurses expressed concern over the lack of
support at the workplace stating that they were being treated unfairly by their work
colleagues. The perception by the injured nurses was that the employer could not wait
to get rid of them and of the added resentment by their co-workers due to the extra
work load that they were required to endure. Comments were made by distressed
younger nurses regarding the disappointment of losing careers that they value and
enjoy, and the implication that their degrees were considered worthless because they
were unable to return to their normal duties. Langford recommended that the health
industry negotiate with stakeholders and develop a meaningful, integrated rehabilitation
system that could address the specific issues that injured nurses’ face (19).
More recently the Victorian Nurses Recruitment and Retention Committee (20)
reported nurses were leaving the profession and not seeking employment within the
nursing industry due to injury and illness. The Committee identified several issues that
nurses are confronted with when making these decisions. Contributing factors were
management’s lack of support and their inability to provide suitable duties, heavy
workloads, understaffing and the perception that work injuries are a natural by-product
of nursing duties.
The Australian Nursing Federation (Victorian Branch) completed a project in 2007 upon
the return-to-work of nurses within hospitals. This was a 36 month project focused
upon the identification of the barriers and facilitators of successful return-to-work of
6
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injured and ill nurses. A series of four focus groups involving 37 participants were
conducted as part of this project (21) with the primary needs of injured nurses identified
as:
1. The opportunity to continue to contribute as nurses
2. Acknowledgement of their injury and/or illness and its impact on their lives
3. Return-to-work to focus on what they can do rather than what they cannot do
4. Return-to-work duties that are identified nursing duties
5. To be seen as a whole person, who have not lost mental capabilities just because
they have a physical injury
6. To be seen for who they are not just an injury and/or illness
The documented experiences of injured nurses in other countries highlight several
similarities to those reported in Australia. Anne Hudson, founder of the Work Injured
Nurses’ Group in the United States, advocate for back-injured nurses and a registered
nurse herself, sustained a back injury with her employer denying it occurred at the
workplace. Anne’s rehabilitation process required her to perform suitable duties for the
duration of her rehabilitation plan. After this period, Anne was unable to return to her
normal nursing duties and as a result her employer did not want her to return-to-work if
she was unable to fulfil her normal role within the workplace. During the course of her
injury Anne discovered that it was typical of employers, to terminate injured nurses,
rather than provide suitable duties. Anne felt that the job was as ‘good as long as her
back held out’ leaving her to believe that all of the study, years of experience and
acquired nursing skills meant nothing to her employer (22).

3.

Study aims and objectives

1.1 Study aims
The expected benefits of this study were to provide evidence of current practices
relating to the rehabilitation of injured nurses; from nurses’ perspectives regarding
factors that helped or hindered their successful rehabilitation and from employers’
perspectives regarding factors that aided or impeded the successful rehabilitation of
nurses. This evidence has the potential to inform numerous groups (including nurses,
their employers, the NSW Nurses Association, insurers and Australian state and
national regulators) about practices that contribute to the successful rehabilitation of
injured nurses.
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1.2 Study objectives
1. To achieve these aims, the objectives of the study were:
2. To identify the practices and processes used in the return-to-work of injured nurses.
3. To evaluate the perceptions and experiences of injured nurses and workplace
return-to-work coordinators with respect to these practices.
4. To identify if any differences in practices between rural, regional and metropolitan
geographical areas exist.
5. To identify if any differences in practices between aged care, public and private
sectors exist.
6. To identify types of nursing activities employed as suitable duties in a return-towork program for injured nurses.
7. To recommend desirable practices to facilitate the return-to-work of injured nurses.

Ethical considerations
Ethical approval was obtained from the Human Research Ethics Committee of the
University of Newcastle prior to the administration of the questionnaire and focus group
interviews. Approval number H-2008-0192.

4.

Focus groups with return-to-work coordinators

1.3 Introduction
Located within the broader research literature on workers compensation systems, is a
small but growing body of qualitative research which seeks to highlight barriers and
facilitators in the return-to-work process. The strength of qualitative research lies in its
ability to identify physical, social and organisational factors which facilitate or impede
return-to-work from the perspectives of different stakeholders in the process (10, 23).
This necessarily entails theorising issues of power, control and conflict in the return-towork process, and critically examining contextual and structural factors that constrain
or enable the behaviour of individuals and groups.
This chapter reports on findings from the qualitative study of the experiences of returnto-work coordinators in New South Wales (NSW), Australia. Under State legislation,
Return-to-work coordinators facilitate the return-to-work of injured employees. This
study focused on the experiences of return-to-work coordinators who manage this
process with injured nurses. The broad aim of the study was to identify, from the
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perspective of return-to-work coordinators, enabling factors and barriers in the returnto-work process for injured nurses.

1.4 Background
Nursing injury and return-to-work
There are several important reasons for investigating factors that impact on the returnto-work process for injured nurses. Firstly, while it is difficult to pinpoint the exact
incidence of workplace injury for nurses in Australia (due to differential methods of
categorising injury for professional groups by compensation reporting systems), there
are indications that the nursing profession is significantly affected by workplace
injury(6). Data available for the Health and Community Services industry in NSW
indicate that this sector had an rate of 16.5 employment injuries per 1000 employees
during the 2008/2009 financial year (3). It can be assumed that nurses constitute a
reasonable proportion of this group. The 2006 census indicated that the rate of growth
in the nursing workforce has decreased slightly since 1986. However, as with other
health professionals, demand for nurses has increased. Amongst the health
occupations, nurses are the single largest group, with some 219,788 nurses counted
as working in 2006 in Australia (24). It is reasonable to assume that, in “raw number”
terms, there are likely to be hundreds of nurses affected by workplace injury in
Australia at any one time.
The second reason for investigating the return-to-work process for injured nurses
relates to workforce issues. There is currently a critical shortage of nurses, nationally
and internationally (25, 26). This workforce shortage has been attributed to a range of
factors associated with high attrition rates from the profession (27); an historical lack of
education places (28) and an ageing workforce (29). The ageing of the workforce is of
current concern, with 33.6% of Registered Nurses (RNs) being aged 45-54 years, and
15.6%.being aged 55 and over (29). Some research suggests that as the workforce
ages, rates of workplace injury and length of disability will rise(30). The ageing of the
nursing workforce coupled with existing shortages, highlights the importance of
identifying factors that facilitate the successful return-to-work of injured nurses. Getting
injured nurses back to work in a timely, safe and sustainable manner, benefits not only
individual nurses, but the health care system including clients.
Anecdotally, there is a view that nursing as a profession represents a challenge to the
return-to-work process because of its holistic clinical focus. This holistic focus means
that nurses are responsible for all facets of patient care rather than a task-based
approach(31). This holistic perspective emphasises the “heavy” nature of nursing work;
9
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that is, that nursing patients involves a high level of manual handling. This manual
handling emphasis within a holistic care model it thought to impede the return-to-work
of nurses with physical injuries. Further investigation of this assertion is required.

The unique perspective of return-to-work coordinators
In a number of industrialised nations, the workers compensation systems mandate that
a designated person (internal or external to an organization) facilitate the return-towork process for injured workers(30). In NSW, Category 1 must have a designated
return-to-work coordinator. Category 1 employers are defined as:
Basic tariff premium exceeding $50,000 per annum
Self insured
Insured by a specialised insurer and who employs more than 20 workers
The RTW coordinator role can be held by an employee or a contractor engaged
specifically for the role. The return-to-work coordinators’ role focuses on assisting
injured workers to return-to-work in a safe and timely manner and includes such duties
as developing workplace policies and procedures; developing and implementing returnto-work plans for injured workers; coordinating and monitoring progress in treatment
and rehabilitation; and education of workers and supervisors. Return-to-work
coordinators in NSW must complete a mandatory two day training course (or
equivalent) run by the statutory body WorkCover NSW(32).
Research indicates that return-to work interventions that include return-to-work
coordinators results in shorter durations of disability for injured employees and lower
costs for employers(33). A recent review of the literature on the role of return-to-work
coordinators suggests that successful return-to-work coordination may depend on a
core set of competencies, including ergonomic job accommodation, communication
and conflict resolution skills, with less certainty surrounding medical knowledge(30).
The authors of this literature review indicate that future studies, using qualitative
research methods such as focus groups, should explore these competencies and
document the influence of specific settings or contextual factors on the effectiveness of
the return-to-work coordinators’ role(30). The present study directly responds to this
imperative. In this chapter we report on findings from focus groups held with return-towork coordinators in NSW responsible for coordinating the return-to-work of injured
nurses.
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1.5 Theorising the return-to-work process
The value of the micro-meso-macro social theory framework as an analytic and
explanatory tool is well recognised amongst public health researchers (34-36). This
systems theory framework provides a unique perspective on where and how
“blockages” or “obstacles” occur (37). A number of researchers have argued that there
is a need for a theoretically informed, multilevel approach to research on occupational
health and safety, and rehabilitation (10, 22, 38-40), including Friesen and colleagues
who used a similar framework to highlight the importance of human interaction and
organisational structure in return-to-work processes (41).
Close attention to movement in and between micro-meso-macro levels is required. For
example, the return-to-work coordinators must understand and negotiate the microlevel world of the injured individual with their particular life circumstances and specific
work (team) environment. They must also negotiate the meso-level or organisational
context of the employees’ organisation, with its specific workforce composition, mode
of governance and management structures, and approach to human resource
management. Finally they must move through the macro domain which encompasses
not only the legislative realm but the many and varied stakeholders involved in the
rehabilitation process (insurer, nominated treating doctor and medical specialists, allied
health professionals and the statutory organisations). Figure 1 exemplifies the micromeso-macro realms return-to-work coordinators mediate in their everyday work:

Figure 1 Micro-meso-macro social theory framework.
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This multilevel framework should be viewed as a heuristic device or a tool to assist with
analysis (42). As a device, the framework assists in identifying enabling factors and
barriers in the return-to-work process for injured nurses from the perspective of returnto-work coordinators. It is however, only a “thinking” tool. As a device it does not merely
describe the phenomena under study; it brings it into being (43). From a sociological
realist perspective, the framework has great explanatory power, in that it effectively
highlights blockages and obstructions within the complex workers compensation
system. However, to treat the device as a reflection of “reality” belies the complexities
of the social world. This is exemplified in decisions about the organisation of particular
themes within this chapter. For instance, while gender is a recognised structural issue,
that is, it is a recognised key social phenomenon at a macro level; it has been primarily
treated at the micro level in this analysis because the thematic flow of the analysis best
placed it there. Furthermore, the systems analysis is taken from one perspective – that
of the return-to-work coordinators. The perspectives of other stakeholders are equally
important and may create very different versions of the micro-meso-macro framework
(41, 44).
Despite this theoretical “warning”, it is useful to view the return-to-work coordinators’
role as one of mediator and conduit in and between the levels. Return-to-work
coordinators constantly move in and between the multiple contexts or levels in which
the return-to-work process occurs with differential levels of influence based on personal
and contextual factors. Return-to-work coordinators are simultaneously accountable to
the employees, employer and the insurers. In the return-to-work process, Return-towork coordinators are wedged between the conflicting demands of the injured worker
and management or the insurer. They are required to deal with a range of stakeholders
internal and external to their organisation, in situations which often require a
combination of tenacity, diplomacy, inventiveness and pragmatism. Their constant
movement in and between micro-meso-macro levels, puts return-to-work coordinators
in a unique position to not only identify obstacles and facilitators to a timely and
successful return-to-work, but also to describe the intricacies of doing so.

1.6 Method
Aim
The aim of conducting the focus groups was to identify enabling factors and barriers to
return-to-work for injured nurses, from the perspective of return-to-work coordinators.
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Study design
The focus group method involves assembling groups of individuals to discuss and
comment on specific topics (45). This study consisted of five focus groups conducted in
metropolitan and rural areas of New South Wales. The focus groups involved return-towork coordinators who had responsibility for the return-to-work of injured nurses. While
the limitations of focus groups are well recognised (46), the method was chosen
because it allowed for interaction between professionals who, while undertaking the
same role, had wide variance in their qualifications, work experience, and the type of
health organisation in which they were employed. The collective, interactive aspects of
the method enabled participants to query each other and prompt explanations of
practices, beliefs and attitudes(47).

Ethical considerations
The research was approved by The University of Newcastle Human Research Ethics
Committee. The Information Statement forwarded to potential participants explained
the voluntary nature of participation and participant confidentiality and anonymity.
During the telephone conversation with potential participants the above was re-iterated.
Prior to the commencement of each focus group, participants were provided with a
consent form and invited to discuss any issues with the researchers. The participants
were then invited to sign the consent form. Focus groups were audio recorded and
transcribed. Transcripts were “cleaned” of any identifiers (people, place or organisation
names). The cleaned transcript was used for analysis. Participants had the right to
withdraw from the study at any time including during and after the focus group and
could have their comments erased from the final transcript.

Sample recruitment and population
The focus group study used purposive sampling which uses criterion based selection in
order to locate rich cases from which a researcher can gain critical insight into the area
of study (48). In this case return-to-work coordinators were recruited from a selection of
large public, private, and/or charitable health organisations. Large organisations were
targeted because under NSW legislation, as Category 1 employers they are more likely
to have on-site workplace return-to-work coordinators. Moreover, larger organisations
were more likely to employ reasonable numbers of nursing staff; giving the return-towork coordinators we recruited more experience in dealing with injured nurses. We
aimed to capture a breadth of experience across several differentiating factors:
Ownership (public, private and charitable); type of health organisation (government
health service, private hospitals, aged care facilities and disability services); and
13

The Outcome of Occupational Rehabilitation of Injured NSW Nurses

geographic location (metropolitan/regional and rural) correlated with ABS Australian
Standard Geographic Classifications (49).
In all, return-to-work coordinators from 25 large organisations located through the
yellow pages directory were invited to participate in the study. These organisations
were spread across metropolitan/regional and rural areas. A letter with an information
sheet inviting participation in the study was sent to the return-to-work coordinator and
chief executive officer of the organisation (see Attachment 1, Attachment 2, Attachment
3 and Attachment 4). If no response was received, a follow-up phone call was made a
week later, and an invitation to participate was reiterated.
Return-to-work coordinators were required to meet the following eligibility criteria for
inclusion in a focus group:
1. Be currently employed as a workplace return-to-work coordinator in either an
government health service, private hospital, aged care facility or a disability service;
2. Have worked within the last 12 months on a rehabilitation matter with a registered
nurse;
3. Be reasonably proficient in spoken English.
Prior to the commencement of the focus groups, participants were supplied with an
information sheet and completed a consent form (See Attachment 3 and Attachment
5).
In all 25 return-to-work coordinators from 14 different organisations participated in the
study. These return-to-work coordinators had a mean number of 6 years experience in
this role (range 6 months – 15 years). The following table represents the profile of
return-to-work coordinators who participated in the study.
Table 1 Study Participants
Location
Metropolitan/regional

Rural

Employer category

Number of participants

Public Hospital

3

Private Hospital

5

Aged Care Facility

3

Disability Services

4

Public Hospital

5

Private Hospital

3

Aged Care Facility / Disability services

2

All return-to-work coordinators who took part in this study were employees of the
organisations we contacted. No external contractors participated in this study.
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Procedure
The focus groups were held during business hours and the return-to-work coordinators
had permission from their employer to attend. It was originally anticipated that 3 focus
groups would be conducted. However, a further 2 groups were conducted in rural
areas to ensure better representation across ownership and type of health
organisation. In all 5 focus groups consisting of 25 return-to-work coordinators, were
held between September 2008 and October 2008. Three focus groups were held in
rural areas and two in metropolitan/regional areas. Focus groups were 1-1.5 hours in
duration and were conducted according to a schedule of questions and prompts (see
Attachment 6). A moderator and scribe from the research team attended each focus
group. The research team consisted of one experienced focus group moderator, who
trained two other members of the team in scribing and moderation skills. The positive
influence of a skilled moderator on the quality of focus group data has been noted in
research (50).

Data analysis
The focus groups were audio recorded and transcribed for analysis and cleaned of
identifying information. This includes the use of pseudonyms for people and
organisations in this report. The focus group data was initially analysed according to a
group meeting process, where the researchers who took part in the focus group study
read the transcripts, and coded them according to key themes, categories and issues.
The group continued to meet to discuss and debate the categories they had created.
This ongoing dialogic process lead to what Kvale calls “inter-subjective agreement” on
final codes (51). Key themes were checked for “confirming and disconfirming evidence”
within the data set to check the validity of the interpretation (52). As with qualitative
research generally, the theoretical framework for the study also informed the
interpretative process (53).

1.7 Findings
The micro level - responding to individual need
At a micro or individual level, return-to-work coordinators noted that successful returnto work often involved addressing the unique needs of individual nurses. They were
very much aware that, while a sound and consistent organisational (meso level)
approach to the issue was essential, it was often the one-on-one attention paid to
individuals that made the real difference in timely return-to-work.
While recounting difficult workers compensation cases (or “doozies”), all return-to-work
coordinators did articulate a genuine respect for nursing as a profession and the
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injured nurses they dealt with in their professional lives. Return-to-work coordinators
provided a range of possible explanations why some nurses did not initially report
injury, continuing to work until the pain became unbearable (19). They noted that
despite widespread education on the need to report workplace injuries, some nurses
were sometimes reluctant to report because of their dedication to the job and their
team. Return-to-work coordinators thought that some nurses did not immediately report
their injury for fear of leaving their work teams short-staffed (particularly where
supernumerary provisions are limited or not available). Return-to-work coordinators
also thought that some nurses were reluctant to report for fear of getting “a black mark”
on their human resources file and because their cultural/linguistic background acted as
a barrier to them understanding the importance of reporting an injury (23, 54). There
was also speculation about whether older nurses were less likely to report, and
continue working with an injury, because they were “tougher” and did not possess the
same feelings of “entitlement” to workers compensation as their younger counterparts.

Dealing with the emotional and financial impacts of injury
Part of this focus on individual responses and need, involved understanding and
validating the trepidation, fear and frustration nurses may experience as part of the
return-to-work-process:
Our philosophy is…to get to people immediately and say, ‘Look, it is a complicated
system, it can be quite worrying, so don’t panic…We’ll take you through everything
that you need to know, and you need to ask a lot of questions.’ We’ve got lots of
leaflets and things with information, but we just try and make them feel like there’s
no problem …they can’t come to us about…So we just like put people at ease as a
first step, because it can be scary. A (workers compensation) claim can be a very
scary place to be. [Clare, Private Hospital, Metropolitan]

I think from what the nurses have said to me is that they’ve suddenly got an injury
and they’ve been dedicated and looking after patients (and) they find it frustrating
not to be able to step into that role immediately again. (I give) them permission (and
say it’s okay to have time to recover, and take it a bit slower. [Nicole, Private
Hospital, Rural]
A primary fear related to the financial impacts of injury. Once injured, nurses can be
financially disadvantaged as a result of receiving only the award rate of pay: they lose
out on shift penalty rates and overtime opportunities. Return-to-work coordinators
suggested that early and frank discussion of financial matters related to treatment and
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rehabilitation was important. Furthermore, nurses needed to be informed about loss of
wages in order to make personal and familial adjustments. In some cases, return-towork coordinators suggested that in some cases, early knowledge about loss of wages
acted as an incentive to full recovery:
(I) think (injured nurses) mostly want to know, are they still going to get paid. That is
a huge issue for them…The ones that work weekends and penalties, they only get
the base rate, so they realise ‘Oh, I’m not going to get my penalties, so therefore I
want to get back to work as soon as possible. [Iris, Government Health Service,
Aged and Disabilities Sector, Rural]

You lose them (injured nurses) when there’s surprises. Be upfront about their
wages; upfront about what will be covered (and what won’t be covered…We give
them a document…It gives them an outline of what we pay for, what we won’t pay
for, how long the insurer’s got to make a decision (and) a rough guideline on wages.
[Frances, Private Hospital, Metropolitan]

There’s nothing worse than when you’re injured and you’re off, and you’re not
getting your correct pay and your entitlements. [Queenie, Government Health
Service, Rural]

Tailoring return-to-work plans
Return-to-work coordinators emphasised that knowledge of an individual’s life
circumstances allowed them to tailor return-to-work plans to suit the lifestyle needs and
personal circumstances of individuals. This knowledge was acquired by forging an
early supportive relationship with the injured nurse(30). A range of individual
circumstances that might impede the return-to-work process were identified. For
example, while a shift change may initially seem appropriate after injury, this might be
reconsidered as the injured nurse has set child care arrangements or commitments to
care for children, grandchildren or older relatives. The importance of understanding the
impact of personal circumstances on return-to-work is encapsulated in the following
quote:
I suppose the fact that some nurses are used to working across seven shifts and the
weekends, and when you look to return-to-work being five days, of course some
issues with the arrangements (of) childcare and family personal circumstances
arise. That is something we work together through and we’ll work around and try to
accommodate as much as possible. But certainly from a nurse’s point of view, often
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the barriers come from what’s going on in their personal circumstances. (You need
to work) through that with the worker first before you can actually focus on moving
them forwards with their injury. [Nicole, Private Hospital, Rural]
Several RTW coordinators suggested that gender might act as a barrier to timely
return-to-work, a factor identified in various studies on the rehabilitation process (40,
55-57). Female nurses with caring responsibilities for children, grandchildren or elderly
relative, and traditional housework duties, were thought to exacerbate injuries because
of the manual demands of these domestic jobs:
But nurses as a group, I think, have a social risk built in because they’re
predominantly women. And women when they get home don’t stop doing things. I
think that has a big impact on injured nurses because you don’t go home and go,
“Well I’ll just be good now and do a bit of home physio and nothing else.’ You pick
up the kids and make beds and wash and run around like a mad woman…when you
really should be resting, and then come back to work. It’s one of our biggest
problems. [Wendy, Private Hospital, Metropolitan]
Return-to-work coordinators considered it important to address, earlier rather than
later, how travel arrangements might impact on return-to-work. These personal travel
needs included taking into account the distance and time travelled, the type of travel
surface or mode of transport, and individual travel arrangements, in order to determine
shifts and suitable duties. This was particularly true for injured nurses living in rural and
remote areas. Flexibility and inventiveness in addressing individual needs was
considered key to a successful outcome, as exemplified by this dialogue between two
return-to-work coordinators:
I often think of one which was a shoulder injury, and they lived on a farm, and they
had a four wheel drive, and they couldn’t drive the (car)…They could actually work.
They were actually a nurse manager role. [Queenie, Government Health Services,
Rural]

The first stage of (her) coming back to work was their daughter (who also worked at
the hospital gave her)…a lift, and (she) only worked the daughter’s hours and then
(got) a lift back (home) again. [Xavier, Government Health Service, Rural]
Some return-to-work coordinators arranged for injured nurses to be given extra
resources (often above those paid for by the insurer) to maintain their connection to the
workplace and assist them in their recovery:
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(We had a clinical care coordinator) fall out of a car…and fracture her hip…(She
was) a single mum, so no other person (could bring her in (to work). (We) sent the
IT boys out and set her up at home – she’s still working, she’s still valued. [Tanya,
Aged Care, Government Health Service, Metropolitan]

(We had an injured nurse) at one of the big hospitals who had a great deal of
difficulty being in traffic…even on a train…or in a car. So we went to extreme
lengths to rearrange her so that she…had the least peak period on the road. And we
paid for childcare. [Clare, Private Hospital, Metropolitan]

(The nurse severed an artery at work on the Saturday). On the Monday I went to
see her and said, ‘What do you need? What support?’ That woman was back in the
workplace within four weeks…I think it was because we visited her at home. We
provided her with cabs to all her doctor’s appointments. (We) offered childcare
assistance for her. I mean we offered her as much support as we could give to help
her rehabilitation. [Lisa, Private Hospital, Metropolitan]

The benefits of case management
Return-to-work coordinators identified a need for sensitivity to the emotional impacts of
injury, an understanding of the importance of early and ongoing open communication
and support, and an open-minded approach to tailoring return-to work programs to suit
the life circumstances of an individual as important factors in facilitating successful
return-to-work for injured nurse (23, 30). While not verbalised as such, what return-towork coordinators are describing is a particular style of case management. This style of
case management not only acknowledges the need for timely information provision and
support for injured workers, but is fundamentally driven, by a “collaborative process of
assessment, planning, facilitation and advocacy for options and services to meet an
individual’s health needs”(58). Certainly, return-to-work coordinators recognise that
collaboration with injured workers is moderated by financial, organisational, legal and
clinical factors. Nevertheless, the collaborative approach adopted by many of the
return-to-work

coordinators

revealed

a

preference

for

negotiation

with

and

empowerment of injured nurses. The empowerment of injured workers is recognised in
the literature as important in facilitating successful return-to-work (23, 54, 59). This
style of case management, which included a preference for negotiation and
empowerment, was generally considered to be very effective by the return-to-work
coordinators who took part in our focus groups:
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The key emphasis (in our organisation) is the relationship between the worker and
the (return-to-work coordinators), and we try to push that relationship – that we are
their advocate, we are here to guide them through the process. [Zac, Government
Health Service, Metropolitan]

Communication at the first point and then all the way through it is important…Don’t
isolate them (injured workers)…Let them think they’ve got some control in the
process…Let them have some buy-in…to make…decisions. [Frances, Private
Hospital, Metropolitan]

I think one of the hardest parts, when you mention all the players that are involved,
is that sometimes the injured worker is just totally overwhelmed. And it’s sort of
trying to keep the injured worker focused, and trying to keep them in control of
what’s happening. [Helen, Government Health Services, Aged and Disabilities,
Metropolitan]
This “validate, accommodate and collaborate” approach to case management is similar
to the “good will” factor identified in international research as significant in promoting
timely, safe, sustainable return-to-work (40). Good will is of course generated at many
levels of the return-to-work process. At a macro level, good will involves the promotion
a workplace cultures where there is blame-free (and guilt-free) reporting of injuries via
legislative and educational processes. At the meso level, organisations themselves
need to adopt this attitude and marry it with flexible and inventive responses to
provision of suitable duties. Acceptance of the legitimacy of claims is a key component
of good will (60). At a micro level, return-to-work coordinators identify the need to
imbue their role with good will in order to build positive, collaborative relationships with
injured nurses:
I’ve had some good success making the key focus the relationship with (the) worker.
So one nurse I can think of…had been off for eighteen months (with a psychological
injury) and I rang him up and I said, ‘Meet me for a coffee.” He said, ‘What do you
mean?’ “I said, ‘Just come and meet me for a coffee and we’ll have a chat.’ ….(T)he
first meeting I did nothing but chat, and he said, ‘You’re the first person that that’s
met with me that hasn’t had a sub agenda of getting me back to work. So after
that…the focus was on the relationship with him, and he started to become
personally accountable to me as a person, not me as an organisational
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representative. He’s now back doing six hours a week, and starting to get back into
the habit of being back at work. [Frances, Private Hospital, Metropolitan]

The return-to-work coordinator role and its impact on return-to-work
Return-to-work coordinators identified a range of professional qualities that they felt
were key to building positive relationships with injured nurses, which in turn facilitated
success in return-to-work. Some return-to-work coordinators, who were nurses
themselves, thought that that their professional background gave them credibility with
injured nurses. Others disputed this and thought that more generic professional
qualities were essential to the job(30). These included the ability to openly and
empathetically communicate with injured workers, coupled with “broad shoulders”
capable of carrying the emotional outpourings of people who are distressed and in
pain. Maintenance of confidentiality was considered paramount. Moreover, return-towork coordinators considered that they needed excellent negotiation skills and tenacity
in dealing with the many and varied stakeholders in the workers compensation
process, particularly medical practitioners. The ability to withstand being the “meat in
the sandwich” between the often differing (and conflicting) interests of these
stakeholders was also mentioned. There was also a need to “follow through” with
actions so that trust was maintained with the injured worker (61). A proactive, “can do”
attitude was considered vital in achieving good results for all involved:
(I) think…we’re so proactive. I mean…we get the employee back come hell or high
water. It’s only in rare cases we don’t. And I think because you’re there like from the
minute something happens and you’ve followed it through and you’re dogmatic
about it, you usually get them back. [Sharon, Private Hospital, Rural]
A number of the return-to-work coordinators described how the role involved an “after
hours” commitment, where injured workers could phone them anytime to receive
support. In a few cases, return-to-work coordinators described the stress of having to
manage injured nurses who were severely depressed and even suicidal due to injury.
Indeed, the stressors placed on return-to-work coordinators cannot be underestimated.
return-to-work coordinators undertake a specialised form of “emotional labour” where
they are often required to manage high levels of distress and conflict (62). The role
often involves dealing with degrees of conflict from both internal (managers,
supervisors, team members) and external stakeholders (insurer, treatment providers,
union representatives). Moreover, the return-to-work coordinators role is itself imbued
with a conflict of interest (14, 19). The return-to-work coordinators in our focus groups
were employees attempting to represent the interests of both injured workers and
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employers. They suggested that anyone taking up the role needed to be able to
manage conflict and the emotional impacts of the job:
And when things aren’t successful, or are difficult, don’t take it personally because
there are a lot of processes beyond your control. [Wendy, Private Hospital,
Metropolitan]
The complexity and demands of the return-to-work coordinators role are not
commensurate with the formal training required to undertake the role. In NSW, returnto-work coordinators are required to undertake a two day training course in order to do
the role(32). Access to professional development is haphazard. While some return-towork coordinators in our focus groups were very experienced, had professional
qualifications and were well situated within a supportive team environment, some were
isolated,

inadequately

resourced

and

supported

and

bereft

of

professional

development opportunities. These issues will be explored further in the next section on
meso-level organisational culture.

The meso level: organisational culture and local conditions
The meso or mid level is situated between the realm of everyday interaction between
individuals and small groups (micro level) and the realm of broad, societal and
institutional forces that shape responses to return-to-work (macro level). In this model,
the meso-level is conceptualised as the organisational setting in which return-to-work
occurs, and how this setting is shaped by local conditions. This section focuses on the
influence of organisational culture and structure on timely, safe and durable return-towork for injured nurses, and the importance of local conditions in shaping process and
outcomes.

Variations in organisational models for return-to-work
The return-to-work coordinators we interviewed came from a variety of organisational
contexts including public and private hospital systems and public and private
organisations operating aged care facilities and disability services (residential and
community-based). The focus groups highlighted significant differences between
organisational approaches to return-to-work, including the model for return-to-work
within the organisation; managerial and supervisory attitudes; and resourcing. Some
studies have attempted to crack open the “black box” of organisational culture in order
to understand how it impacts upon return-to-work (63-67). For example, Baril (64) and
colleagues found that early return-to-work was determined by the structural
characteristics of companies (size and sector), but that significantly more research was
required. Furthermore there is limited research on organisational factors and return-to22
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work in the health care sector (11, 12, 68). Within this section we consider return-towork coordinators descriptions of how their organisations operate in terms of return-towork. These insights are particularly important given the return-to-work coordinators we
spoke to worked in the health care sector where organisations are differentiated by
ownership (public, private, or charitable sector); sector specialisation (for example
hospital, aged care and disability services); location (metropolitan/regional versus
rural); and different workers compensation insurance arrangements (WorkCover
scheme agents, self-insurers, specialised insurers)(69).
The model for integrating return-to-work within organisations varied significantly. For
example, return-to-work coordinators from one Government Health Services described
how they operated within an integrated occupational and health and safety (OH&S)
model, where return-to-work was just one aspect of their broader OH&S duties. In this
model, they not only responded to the needs of injured nurses but used their
investigation of the cause of the injury as an opportunity to improve workplace safety:
(We) focus on return-to-work for the injured worker and OH&S….I suppose the
OH&S is looking at why the injury occurred and doing some preventative stuff so we
don’t have further injuries. (We can identify) if there’s a particular fault in our OH&S
system. [Alice, Government Health Services, Aged and Disabilities, Metropolitan]
This integrated approach was not, however, the norm. Indeed the variation between
organisational approaches to return-to-work was considerable. Organisational
approaches varied from well-resourced and highly supported return-to-work systems to
poorly resourced return-to-work coordinators who were simply unable to do the job
effectively due to their part-time status or because the return-to-work position was just
one of many “hats” or roles they assume in the workplace.
The contrast between organisations is exemplified in the following organisational
snapshots. One private health care provider had established a centralised return-towork system that provided fast, ongoing support to their return-to-work coordinators
operating in regional or rural settings (away from the metropolitan head office). Within
this model, return-to-work coordinators were connected electronically and personally to
head office, with the State Manger of the section supporting them with regular visits to
their site. This particular organisation had made a substantial investment in return-towork “tools” such as generic critical job demand descriptions designed to assist doctors
in assessing the return-to-work potential of injured workers. The high status, and
concomitant resources, given to within this organisation can be contrasted with other
organisations which relegated the area to a marginalised human resource function.
This is exemplified by one not-for-profit organisation which, despite having many
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hundreds of employees, relegated the return-to-work coordinators position to a parttime role in which the return-to-work coordinators was also expected to undertake
OH&S, payroll and other human resources duties. It was not unusual for return-to-work
coordinators to have “several hats” or multiple roles within an organisation. For some
this was not considered an issue. While others considered that ‘juggling many jobs”
detrimentally affected their ability to effectively perform the return-to-work coordinators
role. Adequate resourcing of the return-to-work coordinators was considered key,
particularly in large, complex or multi-site organisations. Adequate resourcing meant
that full-time return-to-work coordinators could concentrate on timely and innovative
case management of injured workers instead of “juggling” competing job demands and
large workloads:
(Our organisation) took on a state-wide focus four years ago. (P)rior to that …I was
the return-to-work coordinator for 300 odd claims…(So after the state-wide focus
when they) actually reviewed the process. We now have three positions to look after
those claims. So that’s good. [Helen, Government Health Services, Aged and
Disabilities, Metropolitan]

I’m managing about 700 workers at the moment…We were pretty similar to other
return-to-work coordinator situations where they have a predominantly full time role,
and the return-to-work coordinator (is) an additional role to their full time job. So
we’ve implemented a full time return-to-work coordinator role and that seems to
have piloted well over the last (year or so). The return-to-work rates are now very
high within our service and the focus of the employer group is retaining the workers.
[Nicole, Private Hospital, Rural]
While some return-to-work coordinators felt isolated within their organisation and from
networks of peers outside of their organisation, a number were fortunate enough to
operate within a supportive team environment. These return-to-work coordinators
remarked that there were numerous benefits to this. For instance, other team members
and immediate managers could not only lessen the work load but offer ongoing
personal and professional support, particularly with emotionally difficult cases. Team
work could also produce positive and innovative solutions to difficult return-to-work
cases. As one return-to-work coordinator suggested:
That’s one of the strengths of the unit (I work in)…We have regular meetings as a
group and we look at the difficult (return-to-work) cases as a group…There’s nurses
around the table, but we’ve got (a) physio, we’ve got OTs and we’ve got people from
non-medical backgrounds as well. So everyone (in the team) brings different ideas
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to the table…So I think that’s another strength of the Unit, is that ability to share.
[Alice, Government Health Services, Aged and Disabilities, Metropolitan]
The ability of return-to-work coordinators to effectively perform their role was also
influenced by the level of support they received from executive and supervisory
management within an organisation. The importance of managerial and supervisory
support for return-to-work is supported in the research literature (9, 12, 65). Return-towork coordinators considered managerial support key to getting out the return-to-work
message. They noted that when executive management support the return-to-work
philosophy this usually results in adequate resourcing for the return-to-work
coordinators role and investment in the development of “tools” to assist timely, safe and
durable return-to-work. For example, organisations committed to the return-to-work
philosophy invested in the development of substantial return-to-work policies and
procedures; information packages for injured workers; generic critical job demand
descriptions to assist treatment providers; education and training programs for
supervisors and staff; and electronic reporting systems that allowed for almost instant
notification of incidents. This latter point is significant as there is evidence to suggest
that, early supportive communication is key to successful return-to-work (10, 70).
Secondly, the commitment of executive management imbues the role of return-to-work
coordinator with legitimacy, something that was required when dealing with supervisory
level managers who were less than supportive of injured workers. This is illustrated in a
story told by one return-to-work coordinator who was required to intervene on behalf of
an injured nurse who, while recovering at home, was contacted by her immediate
supervisor and performance managed:
How silly would it have been when that (supervisor) rang her up and performance
managed her over the phone…But then again how crucial is it that you’ve got senior
management support to say, OK we now need to sit down with that (supervisor), so
that the situation doesn’t get repeated. [Jeremy, Government Health Services,
Metropolitan]
The significance of executive management support for a return-to-work approach is
also captured in the following quote:
(Our) chief executive says, ‘This is how it is.’ So we’re coming from a very strong
point (with our commitment to return-to-work) and I think that’s so important….
There’s a policy behind it. (It) isn’t just (return-to-work coordinators) going on and
saying this is what we’re going to do. I suppose I do negotiations with (supervisory
management)…So (the) worst possible scenario is that the (injured) worker gets the
flak or the negativity from (their supervisor)….You know we really need to have got
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through those barriers. And they can yell and scream at me as much as they
like…So long as by the time the worker get there it’s OK.” [Ursula, Government
Health Services, Rural]
Thirdly, return-to-work coordinators point out that the philosophical and financial
commitment of executive management appreciably contributes to the development of
an organisational culture that valued a return-to-work approach. A key aspect of
developing this culture is the provision of meaningful suitable duties for injured
workers:
I’d say I noticed in the three years, I’ve been doing this role…(that there has been) a
big change. We now have a culture, I mean culture is an easy word, but we do have
a culture within management that suitable duties are a given…We have a culture I
think in our workers now that suitable duties are going to be looked at. And there’s
an obvious culture out there with workers and worker’s comp (that) you hit a certain
age, you go on compo, they retire you or you just get paid forever, or you just sit
around and do nothing. And I think we are losing that culture, which is great. [Xavier,
Government Health Services, Rural]

Suitable duties
The importance of work accommodation or suitable duties is documented in the
research literature (9, 71). The provision of suitable duties allows injured workers to
return to the workplace in a timely manner. Research indicates that longer durations off
work, lower the chances of workers returning to their pre-injury duties (12). All the
return-to-work coordinators we interviewed were committed to the provision of
meaningful suitable duties for injured nurses. As one return-to-work coordinators
remarked, “Our guide is that we always have suitable duties.” Some organisations had
invested in “tools” to reinforce the necessity of suitable duties. For example, one
organisation had a register of suitable duties attached to each position description.
They used this with treatment providers to ensure injured workers were provided with
suitable duties. Other organisations had developed systems where injured nurses
carried their work accommodation schedule with them so that restrictions were clearly
specified should the injured nurse be challenged by supervisors (and work colleagues).
Innovative, flexible and meaningful work accommodation for injured nurses was
considered vital in aiding recovery. Return-to-work coordinators maintained that early
provision of suitable duties helped alleviate some of the negative feelings associated
with workplace injury:
And (I) talk to them from day one, about the importance of coming back on suitable
duties as well. So that they get that in their head that it’s not about being off work for
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a long period of time. It’s about actually trying to come back to work and how we can
accommodate them with their injury no matter what the restrictions are. [Barbara,
Private Hospital, Rural]

I mean the longer you’re out the harder it is to come back. People need to see you
back contributing. You need to feel good about yourself. People are worried about
losing skills. They are petrified about coming back and losing skills, which is where
light duties are so important. To get people back in a capacity that’s manageable.
(It’s) giving them self worth. [Xavier, Government Health Services, Rural]
The return-to-work coordinators we spoke to all stated that the suitable duties they
provided to injured nurses were nursing duties. Some of these were clinical nursing
duties while others were administrative tasks commonly undertaken by nurses in their
everyday work. Some return-to-work coordinators considered it important to provide a
mix of nursing administrative and clinical suitable duties:
I think …when nurses start to get disgruntled is if their restrictions don’t allow them
even to do some light clinical duties. [Patricia, Private Hospital, Metropolitan]
This practice of return-to-work coordinators in providing suitable nursing duties,
administrative and clinical, contradicts anecdotal suggestions that injured nurses are
often given less meaningful, non-nursing suitable duties. This goes against the idea
that the holistic approach to nursing (or total patient care) precludes the return of
nurses to the clinical coalface:
For a registered nurse…no matter what the injury is, unless they’ve fallen and
fractured both wrists, they can still do admissions, discharges, patient education,
observations, medications, documentation. For an enrolled nurse, sometimes it gets
a little bit harder, because often they’re doing the more physical tasks; but they can
still do patient education, admissions, discharges, observations, feeds…and they
can spend the time with the patients. We have a lot of follow-up…discharge phone
calls…And I sell it to them by saying, ‘You know when you sit there and you say, we
don’t have time to do this. Now’s your time to do it. You don’t have time to go
through…your drug cupboard. You’ve got time now because you’ve got a couple of
extra hours on the ward’. [Frances, Private Hospital, Metropolitan]
Return-to-work coordinators expressed varying opinions on the importance of keeping
injured nurses within their regular work teams and shifts. Some return-to-work
coordinators thought that, where possible, it was important to maintain the regular
team/roster work patterns of the injured nurse in order to minimise disruption to lifestyle
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and allow nurses to undertake their familial caring commitments. Furthermore, keeping
nurses within their usual team provided important levels of collegial support. The
significance of psycho-social support for injured workers in the workplace is
acknowledged in research (72). Some return-to-work coordinators stated while it was
easy to provide a range of accepted nursing duties, that they only allowed weekend or
night shift work under particular circumstances:
We don’t usually put them on weekends, unless by chance they ask for a
Saturday…Because we’re sort of an extended family for our staff, because we know
them all so well, we tend to be a little bit more lenient. And because I work shift work
and I do weekends…it’s not such a hassle to have them doing the non-heavy work
at a weekend because there’s still admissions, discharges, ECGs. And they love
learning something new, especially enrolled nurses…They get to do medication
rounds more often when they’re on return-to-work…(our injured nurses) are still
doing nursing things…They’re not doing admin. They’re on the ward. They’re not put
in any other department. [Barbara, Private Hospital, Rural]
Return-to-work coordinators suggested that there are a complex range of factors come
into play when making decisions about keeping injured nurses with their team on their
regular roster. Some return-to-work coordinators felt that placing nurses with physical
injuries on their usual weekend or night work put them at risk as these shifts were
staffed on a “skeleton” basis and injured nurses may feel they need to do “heavy” jobs
that could exacerbate their condition. Others felt that some injured nurses needed
close supervision (supplied on Monday to Friday shifts) in order to prevent them
exacerbating injury. Others considered that it was the nurse’s level of qualification or
specialisation that affected the provision of suitable duties and the decision to keep
them on the usual teams and roster. Return-to-work coordinators remarked that in the
case of psychological injury due to workplace bullying, it was often difficult to maintain
the worker in their original work team and roster.
The issue of educational qualification and suitable duties prompted different responses
from the return-to-work coordinators. There was agreement that enrolled nurses (ENs)
and assistants in nursing (AINs) were likely to do the lifting work in clinical situations,
with registered nurses generally undertaking supervisory roles. Some thought that
placing ENs and AINs with physical injuries back on their wards presented a challenge,
as they were unable to lift (a key part of their job). It should be noted that while there
was much talk of “no lift” policies within their organisations, there was also an
acknowledgment that physical injuries did occur because of lifting and that ENs and
AINs were at increased risk of this because they undertook the “heavier work”. This
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area certainly warrants further investigation as there is a fundamental tension between
the “no lift” discourse and the lifting practices of clinical settings which are influenced by
a hierarchy of nursing qualifications. Further research is required on the provision of
suitable duties for ENs and AINs as there was a general consensus that the provision
of suitable duties for these types of nurses was more problematic than for RNs. There
has been a call for more research to be conducted on the situation of less qualified
workers, particularly in relation to risk and the workplace(40). Increasing our
understanding of the qualification hierarchies in the nursing profession and their
possible impact on risk and the return-to-work process is vital.
Return-to-work coordinators offer a fascinating insight into the way nursing
specialisation can impact on provision of suitable duties. Nurses in intensive care units
(ICU) and operating theatres were considered especially difficult to find suitable duties
for as they represented a kind of separate culture within clinical settings. return-to-work
coordinators commented that these types of nurses were used to working within their
own team, roster and clinical milieu making it difficult for them to undertake suitable
duties outside of their usual work context. Return-to-work coordinators conceded that
they often had to “think outside the square” to accommodate ICU and theatre nurses,
but that it was worth being innovative as it kept the expertise of these nurses on site:
I’ve had the issue where in ICU…I’ve had a highly specialised nurse who had a
back injury who couldn’t do any lifting, but we needed her mental skills and her
knowledge within the unit. So what happened is we actually brought an EN in to
work with her, who did all the physical work, but she was there with the knowledge
to be able to function. So you know, sometimes we can’t afford for these people not
to be in the workplace either. I mean, we are limited in the knowledge, so we can’t
afford to lose the knowledge. But we need to support them, that we’re not, because
sometimes people will work outside their limitations because they feel the workplace
needs it, they hate to see their co-workers overdoing it so they push themselves
past their limitations. [Queenie, Government Health Services, Rural]
There were a number of other specialised areas of nursing which were mentioned as
offering challenges to the provision of suitable duties within the nurses existing work
context. These included community nursing where physical injury restricted the
extensive car travel required by the job and aged care or disability nursing where
physical assaults by clients posed a risk to nurses with physical injuries.
Broadly speaking, psychological injuries posed unique challenges to provision of
suitable duties. Return-to-work coordinators considered this area to be fraught with
difficulties including their inability to discuss the issue with the injured workers
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colleagues, who may be less supportive than if the injury was physical. Cases of
workplace bullying were considered exceedingly difficult because the injured worker
was often unable to return to their team for suitable duties. Psychological injury claims
were thought to often cause a ripple effect, where all parties, the injured nurse, work
colleagues and supervisory management, were affected. There is an urgent need to
further investigate the challenges faced by all in this area. The complex factors
impacting upon return-to-work for psychological injury is captured in this vignette:
I look after (aged care facilities) and I mean they only have one nurse on at night….I
recently had one nurse that was assaulted fairly badly by a client when she was on
night duty, and it took some time for help to get to her, so it was a fairly traumatic
thing, as you’d imagine. …The assault was both a physical and psychological
injury…Like that was an RN who’s been (a nurse) for 25-30 years. She found it
difficult to admit that psychologically she wasn’t coping. She really did…because
she had nursed these types of clients for many years, so she found it very hard to
admit…But it’s really hard to get through, because of the amount of time that she’s
been nursing, and that she really doesn’t want to give in. And getting her to agree to
go to (physical and psychological) treatment is another issue. (Helen, Area Health,
Aged and Disabilities, Metropolitan)

Providing supernumerary positions
A key mediating factor regarding the provision of suitable duties was the organisation’s
financial commitment to supernumerary positions. This involved the provision of a
budget to pay for the injured nurse to undertake suitable duties without creating a
burden on their work mates. Research indicates the importance of supporting return-towork without disadvantaging co-workers and supervisors(40). Most return-to-work
coordinators viewed the provision of supernumerary positions as important in
facilitating return-to-work for injured nurses, as it allowed these workers to remain with
their regular team and on their usual roster. There were widely divergent
supernumerary practices within the organisations represented in our focus groups. For
example, some organisations fully supported the supernumerary decision making of
their return-to-work coordinators as it was seen to increase psychosocial support for
injured workers and alleviated the pressure their colleague may feel to “pick up the
slack.” Others organisations provided supernumerary positions if the injury was “finite”
or likely to have a fairly quick recovery time. Still, others had decentralised decision
making where the manager of the unit decided, on budgetary ground, whether a
supernumerary position was offered. The following quotes illustrate some of the
different organisational positions on the provision of supernumerary positions:
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I say to the managers, even while the person is still off, I anticipate that this person
will come back on a supernumerary basis. And I say it, even if the nursing admin
says, “Well, we can’t afford that.’ The reality is they can, because if they don’t then
the premiums push up. It’s actually cheaper to bring the person back on
supernumerary, than not to have them back on at all. [Zac, Government Health
Services, Metropolitan]

I leave (the supernumerary decision) to the managers. The managers have to have
some buy-in and that’s the manager’s decision to make. They’re the ones who have
to wear…the cost of the budget. [Frances, Private Hospital, Metropolitan]

Nursing in (our organisation)…is the only area that does this supernumerary thing
for people in suitable duties. All other departments don’t get that luxury, so they just
run short. [Glenn, Government Health Services, Aged and Disabilities, Metropolitan]

Rural issues
Organisational approaches to return-to-work are influenced by local conditions. The
geographic location of an organisation can have a profound effect on a range of factors
linked to successful return-to-work. This is particularly true for organisations operating
in rural or remote locations. For example, injured workers in rural or remote locations
may have to travel great distances in order to be diagnosed and treated:
You know some of the people that live in really remote locations are much harder to
get to rehab, because…the treatments not accessible. But where it is accessible,
there’s a huge amount of travelling. We’ve had people who’ve had to travel basically
a day to get to physio, and then a day home, which undoes all the good the physio
does. [Queenie, Government Health Services, Rural]
As stated above, travel to treatment providers can involve long journeys that
exacerbate the injury. Indeed, trying to get injured nurses back to work is sometimes
problematic as they are required to travel long distances under less than ideal
conditions:
People are travelling 50kms on dirt roads to get to work. (T)he car trip is a killer.
[Xavier, Government Health Services, Rural]

We had one (nurse) with an ankle injury that couldn’t drive. But it turned out that the
cost of getting her driven to work each day (because of the distance) was almost
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exactly the same as what her wages were…(A)nd there seems to be other issues
with actually getting her (to work). Like you can’t send another employee out to pick
them up…because then there are other issues involved…She ended up, she had a
friend who could drop her by. Yeah, that was a bit tricky’. [Kelly, Government Health
Services, Aged Care and Disabilities Sector, Rural]
There were differing views amongst return-to-work coordinators about whether working
in smaller, more isolated communities created better relationships with general
practitioners (GPs), who generally diagnosed and treated injured nurses. Some returnto-work coordinators thought that they were able to forge closer relationships with GPs
because of the small communities in which they worked and that these relationships
supported a timely return-to-work ethos. Others however did not think that rural GPs
were any more accessible or supportive than their urban counterparts. In fact one
return-to-work coordinators remarked that there were some GPs in her area that had a
grudge against her employer and were therefore less likely to support timely return-towork.
Most return-to-work coordinators working in these settings agreed that they needed to
do everything possible to retain their injured nursing staff as there was a dire shortage
of nurses in these areas. Unlike their urban counterparts, most did not have the option
of calling in agency nurses to fill the gap if someone was injured. Some return-to-work
coordinators felt that because their organisations were located in rural and remote
areas, that they adopted a different attitude towards return-to-work and that this was
intimately linked to the issue of staff retention:
The other aspect is from an employer perspective, because I’ve worked in the
city…and lots of different regions. The readiness for the employer to judge a claim
by its premium impact is not prevalent from what I can see in this region. To the
greater extent insofar as that the prime focus of the employers (here) is that, you
know, we’ve got this pool of available staff, this pool of expertise, we’ve invested this
amount of money with our staff, we’ve invested time, we’re a family, you know. They
are about retaining staff, looking at every way possible to have those staff come
back to work and stay with them, and the impact too on the families, the community,
the small region and the feedback from the community about that employer, with
regards to not retaining staff, you know. There are all these sort of corporate issues
that they look at, and the onus in these regions, that I can see, is that employers are
more ready to have a look at the best way they can retain. In the city, because there
are so many other employment opportunities available in varied amounts, you know,
if they’re not, going to complain here, and they’re not happy to do this role, they can
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get a job elsewhere. But, you know, that tends to be more readily so in the city.
[Nicole, Private Hospital, Rural]
The focus groups conducted in rural areas highlighted the isolation of some return-towork coordinators. The focus group was the first opportunity for some return-to-work
coordinators to connect with other return-to-work coordinators. These return-to-work
coordinators were not in contact with other return-to-work coordinators either within
their own organisation or from other organisations. A lack of peer support was
considered detrimental to ongoing professional development, affecting knowledge and
skill acquisition and the ability to innovate. This in turn was thought to impact on the
effectiveness of the return-to-work coordinators role. Given the demands of the role
and the pivotal part it plays in the return-to-work process, closer attention needs to be
paid to professional development, peer support and mechanisms to promote ongoing
education and innovation in the field.

The macro level - negotiating with external stakeholders and issues
with the nursing workforce
The macro level deals with the broader social (or structural) realm in which individuals,
groups and organisations are situated. In our analysis this includes the legislative
environment and the range of external stakeholders and institutions involved in the
return-to work process. The macro level analysis also takes into account structural
issues such as workforce composition and change.

Negotiating the workers compensation system
Return-to-work coordinators conceded that they found the workers compensation
process, with its many and varied stakeholders and detailed legislative requirements,
complicated and often difficult to negotiate. The complicated nature of the workers
compensation system has been noted elsewhere, mainly by injured workers (23, 59).
Return-to-work coordinators observed that nurses often found the system confusing
and frustrating. The combination of a painful injury, loss of income and having to come
to terms with a complex compensation system involving multiple stakeholders, and
delays in treatment, increased the stress on nurses:
The main barrier is that they (injured nurses) want everything to happen like that
and you have to explain that…for certain procedures, I have to get the OK for it
(from the insurer)….Say it’s some specialist they may have to go to that the
insurance company has had trouble with in the past…. They don’t want (the injured
nurse to) go to this person because he overcharges, but then you have an
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orthopaedic (doctor) who has referred (the injured worker) to this person and you
know. (Injured nurses) do find this difficult. [Barbara, Private Hospital, Rural]
For those suffering from a psychological injury, the workers compensation system often
created further frustration and confusion (73). For example, once a claim is lodged for a
psychological injury, the insurer sends the injured worker to a psychiatrist for an initial
consultation to determine liability. This often caused confusion for the injured worker
who thought they were seeing the psychiatrist for treatment purposes. Return-to-work
coordinators remarked on the fundamental tension between the injured nurse’s desire
for rapid and effective therapy to treat the psychological injury and the delay that
liability determination created. Confusion regarding treatment, existing mental suffering
and financial duress can combine to exacerbate the nurse’s mental condition. Some
return-to-work coordinators remark that, when dealing with psychological injury, it is
best to be “honest” in explaining the complicated process so that negative impacts are
mitigated:
Those (initial psychological) assessments are purely about liability. What they’re
saying is, this person meets a DSM-IV1 (and) then the next bit is, if they meet the
DSM-IV, the workplace was a significant contributing factor to that, or it’s a
constitutional issue and it’s not work related. They don’t offer, they should never
offer opinion on treatment or anything, because it’s very clear in their opening
statement they are not a treatment, they are purely looking at liability. And that’s
where the worker’s get really confused, because obviously they think they’re going
to a psychiatrist, you know, there’s going to be some outcomes, but it’s purely from
an insurance perspective, it’s a liability issue only….It has a negative impact on
(injured workers)….(W)e tell people up front… so if I then have a psychological
injury, (they) don’t feel like, ‘I’m being picked on.’…I say these (initial consultations)
are fact finding issues around liability. It’s an insurance company’s way of
determining whether they are liable or not liable for this claim. It still has a negative
impact but I think if you’re honest, it mitigates that negativity. [Queenie, Government
Health Services, Rural]
The relationship between different return-to-work coordinators and their insurance
companies was variable, complex and riven with conflict and tension. Some return-to-

1

The Diagnostic and Statistical Manual of Mental Disorders (DSM) is published by the

American Psychiatric Association and provides a common language and standard criteria for
the classification of mental disorders. The last major revision was the fourth edition ("DSM-IV")
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work coordinators felt that the insurer drove the process, sometimes to the detriment of
the return-to-work process. Other return-to-work coordinators took a very proactive
approach, “managing” the relationship with the insurer. They did this to maximise the
best outcome for the injured worker and iron out tensions between insurer and returnto-work coordinators roles. These tensions sometimes resulted in unnecessary “angst”
for injured workers:
“We have a bit of a different emphasis. The key emphasis is the relationship
between the worker and the rehab coordinator, and we try to push the relationship
that we are their (the injured worker’s) advocate. We are here to guide them through
the process. We find a lot of conflict between us and the insurer, because claims
analysts from the insurers ring up and say (to the injured worker), ‘I’m managing
your case’, and that’s not true. They are managing the injury management; we are
managing the return-to-work rehabilitation, and workers can’t tell the difference. So
when somebody on the phone rings up and says, ‘I’m from the insurance company
and I’m managing your case.” They immediately think (that) this person, whom I’ve
never met and is only ever on the phone, (is) the one calling the shots. So we
always make an effort…to contact the worker ASAP and say, “I’m the one that will
be supporting you.’…And we never over complexitise (sic) the process’. [Zac,
Government Health Services, Metropolitan]

Doctors and the return-to-work process
Research suggests that the care provided by the nominating treating doctors is key to
the successful rehabilitation of injured workers (73, 74). However, Australian research
conducted in the 1990s points out that there are often conflicts between return-to-work
coordinators, workplace rehabilitation providers and nominating treating doctors (75).
Our focus groups indicate that fundamental tensions still exist between doctors and
return-to-work coordinators. Nominated treating doctors, in particular general
practitioners (GPs), were described as a key barrier in the return-to-work process. Only
a couple of return-to-work coordinators indicated they had positive relationships with
doctors. Generally, return-to-work coordinators thought that doctors had minimal
knowledge of the workers compensation system and were poor at completing the
required paperwork. Some GPs were thought to deliberatively obstruct the return-towork process (76). Return-to-work coordinators bemoaned the fact that there were no
consequences for doctors who did not comply with the spirit and legislative
requirements of the workers compensation system:
The hardest thing and how it’s negatively affecting nurses, is you see people’s lives
destroyed….And the hardest thing is the GPs that just will not return people to work.
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And it’s the worst thing in my job….There are doctors in (a specific suburb) that are
WorkCover accredited (that) won’t answer calls (and) will never return a worker to
work. I’ve got one; she’s been off work for three years. She’s got a neck strain. And
it does not matter what I do…I know that’s a waste of my time. (T)he GP will not
respond to the WorkCover, IMEs2 and… all that sort of thing, because they think
they’re fantastic, and from my side of things that’s frustrating, because our
premiums have got to go up to pay for this strained neck, but the other thing is that
nurse’s life is destroyed. She’s off work, she’s now saying that she’s in permanent
pain,

she’s

going

to

pain

clinics,

she’s

on

an

enormous

amount

of

medication….(She) won’t ever come go back to work. She’s 45, 46….Yes I’m
frustrated…and that’s life, but the other side of it is, that woman’s life is destroyed
because that doctor has, no accountability under the WorkCover scheme. [Jeremy,
Government Health Services, Metropolitan]
Some return-to-work coordinators thought that family GPs were the most reluctant to
support timely return-to-work. Return-to-work coordinators argued that family doctors
had long term relationships with the injured worker and were therefore more likely to
recommend extended time away from work in order to “protect” their patient (76):
I’ve had the experience where a company that was very generous (to an injured
worker), who had an injury but there was a psychological component to it. And the
GP, because they had a long term relationship, was very protective, which was
understandable, of her patient. And she said to me, ‘Companies like yours just chew
up people and spit them out, and that’s what you’re trying to do.’ And it really wasn’t
the case at all, because we’d done everything we could for this lady. [Wendy,
Private Hospital, Metropolitan]
In order to manage the perceived recalcitrance of doctors, some employer
organisations had developed relationships with particular general practitioners and
devised rapid payment mechanisms for these doctors. They recommended these
doctors to their injured staff. Some organisations had devised information packs to
promote the return-to-work message to doctors treating their injured workers. This
paperwork included lists of suitable duties, critical job demand sheets or functional
assessment tools, all designed to alert the doctor that the employer supported timely
return-to-work. Despite this, return-to-work coordinators thought that some injured
nurses gave the impression to their treating doctor that there were no suitable duties
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available. Moreover, some doctors continued to believe that all nursing was “heavy
work” and that there were no “lighter duties” on offer:
If I do have a person that has been declared unfit, and I think that they can return-towork, I will then refax or try and contact that doctor and say look, we’ve got this that
we can offer, make it a very reasonable offer, and then see whether I can get that
certificate changed. Often workers will go to the doctor and say, ‘Oh look, I couldn’t
possibly, there are no light duties in my job.’ [Kelly, Government Health Services,
Aged Care and Disabilities Sector, Rural]
Speaking for myself I think one of our major barriers is the actual doctors
themselves. The treating doctor still sees that all a nurse does is wipe people’s
backsides and help them to the shower and back, and when you start saying look,
there’s patient care, there’s admissions, there’s discharges, there’s paperwork,
patient care plans, we’ve got quality improvement stuff going on, there’s education
stuff going on. But trying to actually physically sit a doctor down and say look…if you
tell us they can’t lift more than 5kgs and they can’t be on their feet for more than an
hour at a time, that’s fine, we’ll then we’ll work with that. But you know, give us a
bone so that we can go and actually see if we can modify the workplace or find
these duties. [Xavier, Government Health Services, Rural]
Many return-to-work coordinators had adopted the strategy of accompanying injured
workers to their initial medical consultations with treating doctors. They did this in order
to understand the diagnosis and relay their return-to-work message, in person.
There are some GPs…who still grapple with the WorkCover system, and really don’t
like it, really have an opinion that the employers are never supportive of their
workers. So it’s an educative process, and that’s why we’ve chosen to attend the
doctor’s visits certainly in the first few sessions, to let the doctors know that our
agenda is to keep the employment pathway open, keep the duties flowing the best
we can, you know, get a clear understanding of the diagnosis so that we’re all on
the same page and we can help the worker get back to work. [Nicole, Private
Hospital, Rural]
According to return-to-work coordinators the practice of accompanying injured workers
often created friction between return-to-work coordinators and the nominated treating
doctor who saw it as intrusive and an attack on professional judgment. Indeed returnto-work coordinators, who were not trained as nurses or allied health professionals,
remarked that they often found doctors rude and difficult to communicate with, while
some with medical backgrounds remarked that this was to be expected:
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I attended one session with an employee. The doctor felt I shouldn’t be there. And I
said, well I feel that this is her duties. You haven’t sort of done much with her returnto-work…Why haven’t you signed off (one her return-to-work plan) and he just
looked at me as if to say – you’re nothing…So that was a really bad
experience…(H)e said to me, ‘You wait outside. I want to talk to this person first.’ I
said “Fine, not a problem.’ And then he sort of asked me to come in and completely
ignored me…So I got onto the insurance company and said that I found that the
doctor was not cooperating…The insurance company agreed with me and so
followed it on from there’. [Iris, Government Health Services, Aged and Disabilities
Sector, Rural]
We have been unable to locate any research on the effectiveness of the practice of
return-to-work coordinators or workplace rehabilitation providers attending doctor’s
consultations with injured workers. Many return-to-work coordinators felt that despite
the tensions it often produced, the practice was beneficial in promoting timely return-towork. The effectiveness of the practice and its impact on injured workers warrants
further investigation. At face value it is difficult to make the case that injured workers
would benefit from attending medical consultations which were tense or even hostile,
without evidence of any benefits.
Return-to-work coordinators complaints about doctors highlight some fundamental
areas of conflict that exist within the return-to-work framework. There is conflict
inherent in the role of return-to-work coordinators. The multiple strands to the role;
injured worker advocate, case manager and employee, are sometimes at odds, even
when return-to-work coordinators themselves attempt to balance out conflicts of
interest. Conflict is most apparent when the stakeholders involved in workers
compensation are unsure about diagnosis or disagree about the best path to recovery.
In workers compensation cases, doctors not only treat patients, but also advocate on
behalf of them. Doctor’s advocacy is sometimes at odds with return-to-work
coordinators advocacy, the latter of which is called into question given that return-towork coordinators are the employer representative. Further conflict arises around
notions of judgement, roles, and the place of cooperation, an area intimately linked to
the status of professions (77). Return-to-work coordinators use their professional
judgment to tailor return-to-work plans for injured workers within medical restrictions
provided; their right to use this judgement is embedded within the legislative framework
of workers compensation, however despite this, the status of this judgement is
sometimes challenged by doctors who, with their high professional status and
concomitant specialist knowledge, can effectively delay the return-to-work process
(78).
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Using professional judgment to prevent injured workers returning to work is a legitimate
part of a doctor’s job. So too is protecting patient privacy and confidentiality (76); hence
the possible reluctance of some doctors in allowing return-to-work coordinators to
attend patient consultations. However, the point that return-to-work coordinators make,
and it is one worth considering given the legislative framework in which they operate, is
that there appears to be no accountability for some doctors who, at best, refuse to
engage with the idea of suitable duties, and at worst, actively obstruct the return-towork process. It appears that the only option return-to-work coordinators have is to put
pressure on doctors via the insurance companies. This produces variable outcomes.
Without resolution, conflicts between return-to-work coordinators (or employers) and
doctors can seriously undermine the case management or best practice approach to
rehabilitation. Understanding the interplay between professional judgement and status
is vital if inter-professional cooperation solutions are to be devised in response to the
long standing “doctor problem” in the return-to-work literature (76).

The nursing workforce
The focus groups highlighted a number of structural workforce factors affecting returnto work. Return-to-work coordinators were aware of the ageing of the nursing
workforce, although there were differing opinions on whether older nurses were more
prone to physical injury than younger ones. Some return-to-work coordinators thought
that older nurses were more likely to be physically injured because of a combination of
their age and their reliance on outdated lifting practices. Others thought that older
nurses were more likely to “struggle on” through injury and not report it. Many return-towork coordinators thought that younger nurses or those trained in the University
system were much more likely to report injury and that these nurses were much less
aware than their older, hospital trained counterparts, of correct manual handling
practices:
I think that one of the issues with the ageing workforce is that I find a lot of the older
nurses, unlike the younger ones, have learned how to lift or move safely, whereas
the younger ones haven’t got the work experience. They’ve been taught in uni, and
maybe they’ve gone through a manual handling course, but they haven’t had the
education and the experience that the older nurses have in terms of…like years ago
there was the emphasis on good lifting moving technique, especially when I trained
as a nurse, and you did know how to brace, how to move, how to do those things,
whereas the younger ones are not taught those techniques….They’re taught there’s
a no lift technique, or they’re not taught them to the same extent, that would be my
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experience. [Glenn, Government Health Services, Aged and Disabilities Sector,
Metropolitan)
Current research does not supply a definitive answer to the age issue and workplace
injury amongst nurses, although one Australian study indicated that younger nurses,
despite their high level of fitness, were more likely to be injured than older nurses(1).
One return-to-work coordinators made the observation that the change from hospital to
University trained nurses had negatively influenced a protective element in traditional
nursing culture. He suggested that older, more experienced nurses traditionally looked
out for those who were less experienced and that the loss of a culture of care had
adversely affected injury prevention and management:
I have one little philosophical thing that’s probably related but probably not, but
coming from a nursing background I trained in the hospital system, when it was
hospital trained, not University. One of the key things I think nursing lost when that
happened was a culture of nurses looking after each other, you know? Much as the
senior nurse was revered in the day, nurses always have a culture that they trained
their junior nurses, and they looked after them, and they were responsible for them.
And they’ve lost that, because it’s now somebody else’s job - it’s the University’s job
to pump them out. I think it’s irretrievable, but I think it’s had a big impact on the way
we do our business as well. And in terms of injury I think some strategy for nurses to
reacquaint themselves with a philosophy that says, less experienced staff are my
responsibility to help and nurture and work with, would be a good thing in general,
and for injury management specifically. [Zac, Government Health Services,
Metropolitan]
While the gendered nature of the nursing workforce has already been discussed in the
previous section on micro-level factors, it is important to reiterate that the caring and
home duties traditionally undertaken by women can exacerbate the work injuries of
female nurses. To maximise return-to-work outcomes there is a need for the
rehabilitation processes to take into account the total workload undertaken by a
person, including paid and unpaid (domestic) work. There is also a need to understand
if trends towards workforce casualisation impact on increased vulnerability to injury,
efficacy of injury prevention and rehabilitation outcomes. Furthermore the casualisation
trend is associated with broader social factors such as socio-economic status, gender
and, in some instances, ethnicity, all of which require investigation as a whole(40). It is
worth noting that some return-to-work coordinators mentioned that their most difficult
return-to-work cases involved nurses from non-English speaking backgrounds. More
research is required to uncover the experiences of injured nurses from these
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backgrounds, particularly given the relatively recent increase in the Australian context
of the proportion of nurses from culturally and linguistically diverse backgrounds (79).
Furthermore, return-to-work coordinators, mainly from urban areas, observed that
agency staff presented special challenges to injury prevention:
The other issue to us which you might touch on as well is the increasing use of
agency staff who come into an organisation without a good orientation or induction,
who don’t know the local policy on lift and move and all those things, and so they
cause an injury to another staff member because they tend to stop…halfway
through a trained or a set move that is safe, and (our full-time nurse is) left with the
weight of the patient. [Glenn, Government Health Services, Aged and Disabilities
Sector, Metropolitan]
Internationally, there is concern that the reliance on agency staff may result in
organisations shifting more hazardous jobs and tasks to members of this alternative
workforce and that casual staff are more likely to be at increased risk of stress because
of their more precarious employment position(40). Research is required that looks at
the use of agency nurses across a range of health sectors, including the issue of less
qualified nurses undertaking heavier work. It would be also worth investigating if casual
nurses are more reluctant to report injury because of their more precarious
employment positions.
The final workforce issue involves the need to provide adequate initial training and
ongoing professional development for return-to-work coordinators. It was not unusual
for return-to-work coordinators to have been “thrown into the job” with minimal support,
their only formal professional training opportunity being the mandatory two-day
WorkCover course. Previous research has documented the return-to-work coordinators
role is both complex and demanding (63). This is confirmed by the return-to-work
coordinators who participated in our focus groups. Research indicates that their role
and the interventions they initiate have significant positive effects on disability
outcome(30). Therefore it makes sense that there is serious consideration given to
providing return-to-work coordinators with ongoing, evidence-based education and
professional development opportunities.

1.8 Discussion
This study responds to a call in the international literature for theoretically informed
qualitative research on the return-to-work process(30). Return-to-work coordinators
who participated in this study volunteered and all were employed by specific
organisations and were not contractors. All were interested in the return-to-work
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process, and keen to discuss their experiences and to hear the views of others within
this field. Whilst some return-to-work coordinators highlighted problems with resourcing
of return-to-work within their organisations, most presented positive views of their
organisations approach to return-to-work. The small sample of return-to-work
coordinators we captured was passionate about their jobs and this may not be
indicative of all coordinators.
This study indicates that there are similarities between the NSW Workers
compensation and Workplace Injury Management system and other systems both
nationally and internationally (80). Furthermore many of the barriers to return-to-work
identified in the literature were also identified in this study. For example, the present
study revealed that doctors are still considered a barrier in the return-to-work process
and that the complexity of the workers compensation system and the confusion and
fear felt by injured workers, continues to impede successful return-to-work (76).
Existing research highlights that psychological injury is often the most difficult to deal
with and often coexists with physical injury – the present study reinforces this for
injured nurses(31).
In addition to these barriers our research identified factors that influence the return-towork process that are not well documented in the literature.
While the literature highlights the importance of responding to individual needs, our
research identified that there is often confusion and conflict surrounding case
management. While technically the insurer is considered the designated case
manager, the return-to-work coordinators we spoke with characterised their role as
case managers. This created confusion and anxiety for many injured workers who were
unsure who was actually managing their best interests. The return-to-work coordinators
thought that the combination of anxiety with this lack of clarity constituted a major
barrier for the injured worker. There needs to be more clarity about which of the
stakeholders takes on primary case management responsibility.
Recent literature indicates the return-to-work coordinators role is important in
facilitating an early return-to-work; however, there is little research which looks at the
professional backgrounds and approaches of return-to-work coordinators (30). The
present study addresses this gap and finds that there is significant variation in the
professional backgrounds, experience and training of these key personnel. Our
research highlights the complexities and demands of this role which is often given
limited resources and part time status within large organisations. The effectiveness of
this role is dependent upon adequate support within the organisation, appropriate
resourcing, initial training and ongoing professional development.
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There has been limited research on the effects of organisational structure, resourcing
and culture on the return-to-work process (81). This includes a lack of research on
organisational culture in health settings and return-to-work. The present study
describes a wide variation and differences within the organisational context in which
the return-to-work coordinators operate. This includes wide variation in the way returnto-work is valued and resourced; the model for injury prevention and management; the
leadership and supervisory commitment to the process; the commitment to education
of return-to-work process within the organisation and professional development for the
return-to-work coordinators. In particular there were large differences in the financial
commitment the organisation made, and budgetary arrangements for funding both the
return-to-work coordinators role and supernumerary staffing positions.
Other issues highlighted by the present study related to the differences between rural
and metropolitan areas. Availability of resources, and the distances to access services
in rural areas both for treatment and rehabilitation impact upon the timely injury
management process. Return-to-work coordinators in rural areas recognise that the
reputation of their organisation rested upon fair management of injured workers. This
factor and the lack of nurses in rural areas (both permanent and agency) contributed
towards a creative and committed approach to return-to-work for injured nurses.
Our research identified nursing workforce issues that impact upon return-to-work.
These include a general shortage of qualified nurses. Amongst the return-to-work
coordinators in the present study there was a real commitment to achieving a
successful return-to-work for injured nurses because of workforce shortages. However,
return-to-work coordinators highlighted that factors such as qualification and
specialisation can affect the successful return-to-work. For example, RN’s are the most
valued because there are fewer of them and they often have a supervisory /
management role in many settings. Return-to-work coordinators identified that it was
often more difficult to find appropriate suitable duties for ENs and AINs due to the
nature of the manual work they are required to complete.
Another factor that was highlighted was the differences with nurse specialisation. Some
specialisations were more difficult to provide suitable duties for as a result of the nature
of their work. For example, intensive care unit and theatre nurses are highly specialised
and are not easily placed in more general or administrative nursing roles. The other
group of nurses that presented issues for return-to-work duties were community
nurses, as a result of the nature of the job that requires extensive travel and work
alone. For community nurses with physical injuries driving poses a significant barrier to
return-to-work, as does psychological injury with the solitary nature of the job. For other
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nurses particularly in residential facilities, limited staffing numbers and the physical
arrangement of these facilities can impede return-to-work where nurses are normally
working alone.
The present study found that casual and agency staff present different challenges for
return-to-work, particularly where they have several jobs. There is some evidence to
suggest that nurses from culturally and linguistically diverse backgrounds have some
difficulties in negotiating the return-to-work process. Finally the gendered nature of the
profession cannot be underestimated as many nurses have caring duties outside of
work which may impact upon injury recovery and therefore timely and successful
return-to-work.

Areas for further study
At a micro level larger studies of the return-to-work coordinator role are needed. This
should include investigation in relation to the professional backgrounds and
experiences of the return-to-work coordinators and the initial training needs and
ongoing professional development for return-to-work coordinators.
At a meso level, the black box of industry specific organisational structure and culture
needs to be systematically explored to provide an understanding of the efficacy of
different organisational approaches to return-to-work. It is noted the seven ‘principles’
of return-to-work (9) provide a framework for industry; however, it is unknown to what
degree these are being interpreted, resourced, applied and supported within industry.
Large scale multi-sited comparative studies into organisational practices in specific
industries such as health, are required in order to provide a robust evidence base for
the development of best practice guidelines for the return-to-work process. The focus
of this type of study would be on organisational scale, specialisation and practice and
outcomes of return-to-work. While this study has touched on the issue of geographical
isolation and return-to-work, further study of this issue is required.
At a macro level there are aspects of the nursing workforce that require further
qualitative study. This includes study to highlight the impact of nurse specialisation and
qualification on the provision of suitable duties and the casualisation of the nursing
workforce, with the increase in part-time workers with multiply jobs. Another area of
study should focus on the needs of nurses from culturally and linguistically diverse
backgrounds. Case management practices within the Workers Compensation system
need exploration in order to clarify roles and to determine which stakeholders are best
positioned to undertake case management and to establish best practice. The efficacy
of return-to-work coordinators attending medical appointments with injured workers
also requires investigation to assess the value of this practice.
44

The Outcome of Occupational Rehabilitation of Injured NSW Nurses

In line with international literature, more research is required on the impact of
psychological injury. This would include investigating psychological injury and provision
of suitable duties; psychological injury and coexistence with physical injury; and the
organisation of nursing work and exposure to workplace stressors.

5.

Cross-sectional study of injured nurses

1.9 Introduction and background
Nursing has a high rate of injuries (82-84); however details of rehabilitation processes
for nurses are limited. The nursing profession has moved from task based nursing to
holistic care increasing the complexity of the job in the context of increased demands
on resources (18, 85). Sager and James found that injured workers within a health
service (including some nurses) had limited understanding of the rehabilitation process,
felt unsupported, often experienced negative attitudes from key stakeholders and had
unsatisfying return-to-work duties (18).Anecdotally, suitable duties for nurses are
considered not to include significant patient related nursing duties, particularly for those
suffering back injury, as a result of the physical demands of working with patients. This
chapter reports on findings from a cross sectional survey study of injured nurses to
determine their experiences and perceptions of the rehabilitation process in NSW
Australia.

1.10 Method
Aim
The aim of conducting the postal survey was to identify current practices and
processes as well as the experiences and perceptions of the return-to-work process
from the injured nurses’ perspective.

Study design
The study design consisted of a cross sectional study of injured nurses completing a
questionnaire to determine their experiences and perceptions of the rehabilitation
process.

Study population and recruitment
Selection of study sample
The study sample was nurses (Australian Standard Classification of Occupation code
2320, 2321, 2322, 2323, 2324, 2325, 2326, 3111, 3411 or 6314) who had experienced
a major workplace injury or illness and for whom a claim had been submitted in the
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2005/06 and 2006/07 financial years. The WorkCover NSW definition of a major claim
is as follows:
1. The injury resulted in death, permanent disability, or temporary disability when five
or more days were paid for incapacity, and
2. The claim entered the insurer’s/scheme agent’s computer system within the
reporting period (e.g. on or after 1 July 2006 and on or before 30 June 2007, for
2005/06) (86)
The sample size was 5067. To select the study sample WorkCover NSW extracted all
nurses from their claims database as detailed above.
Table 2: Number of Injured Nurses 2005-2006 and 2006-2007
Type of Nurse

Major Claims
2005/2007

2321: Nurse Managers

760

2322: Nurse Educators and Researchers

30

2323: Registered Nurses

1317

2324: Registered Midwives

39

2325: Registered Mental Health Nurses

27

2326: Registered Developmental Disability Nurses

14

3111: Medical Technical Officers

136

3411: Enrolled Nurses

696

6314: Personal Care and Nursing Assistants

2030

6314: Unknown

18

Total

5067

Based on the number of major claims received from those in designated occupations
Source: WorkCover's statistical files, 2005/06 and 2006/07

Study Instrument
Data relating to the occupational rehabilitation of NSW nurses was collected using a
purpose constructed seven section questionnaire instrument (See Attachment 8).
The development of the questionnaire was conducted in three stages (to meet the aims
and objectives of the study with reference to the current literature and following
consultation with an expert panel). The stages are as follows:
Stage 1
1. Question 1 is an inclusion of study eligibility question to assist the respondent to
determine if they meet the criteria for participating and responding to the
questionnaire.
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2. Objective numbers 1 and 2 is to evaluate the perceptions and experiences of
injured nurses with respect to practices and processes used in the return-to-work of
injured nurses. The questions in Section G: 1 through to 84 are likert scale
questions designed to measure factors that are considered to impact on nurses’
and their rehabilitation experiences with all stakeholders involved in the process.
Questions G85 to G91 are open ended questions that require a written response. In
particular question G91 allows the respondent to provide a personal account of
their perceptions and experiences of the rehabilitation process. The Australian
Nursing Federation (Victoria Branch) completed a study in 2007 on nurses’ returnto-work in hospitals (21). Questions in this section were developed using this
resource and also the findings from our review of the literature (14, 19, 65, 75).
3. Questions 11 through to 13b provide details of the injury/illness. The questions in
this section provide information on nurses’ experiences with their initial injury such
as how and where the injury/illness occurred and the response of the employer.
The literature review revealed that nurses are encountering difficulties with their
employers with particular reference to their employer’s attitudes towards their
injury/illness. (13, 14, 87)
4. Questions 18 through to 23b provide details of the experiences and perceptions of
the initial management of the injury/illness. The questions identify if any barriers
were experienced in the initial management of their injury such as delays in seeking
medical assistance, reasons for delays and whether they were able to return-towork immediately after their injury/illness (19, 23, 87).
5. Objective number 3 is to identify any differences in practices between rural/regional
and metropolitan geographical areas. Question 2 requests the respondents provide
the postcode of their principal place of employment at the time of their injury/illness
occurred. Young, Wasiak, Webster, Shayne (2008) used this method to distinguish
between urban and rural areas (44).
6. Objective number 4 is to measure the differences in practice between aged care,
public and private hospitals exist. Question 3 allows the respondent to provide the
type of health facility in which they were employed in at the time of the injury.
7. Objective number 5 of the study is to identify the activities employed as suitable
duties in a return-to-work program for injured nurses. This provides the basis for
questions 32 through to 45. The questions have been developed using the
information provided in the literature review and have been designed to produce
appropriate responses in reference to suitable duties.
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8. Objective number 6 seeks to develop recommendations that will benefit and
encourage practices to facilitate the return-to-work of injured nurses. The results of
the questionnaire will assist with identifying both the perceptions and experiences
of nurses during their rehabilitation process.
Additional Questions:
1. Questions 14 through to 17 were taken from the Australian Standard AS1885.1
Workplace injury and disease recording standard (88). This allows for identifying
the type of injury/illness, bodily location, principal area of practice and how the
injury was sustained.
2. Demographic questions such as Q4 gender and Q5 age were included to
determine if there was any relationship between gender, age and injury/illness.
Stage 2:
This stage included a search of the literature and identification of previous studies
relevant to this project. Each study and associated instruments were analysed and
where relevant items were identified, they were either added or modified for use in this
study.
Injured workers reported difficulties with the nature, support, supervision and provision
of suitable duties. (18) The key issue related to provision of suitable duties is the
apparent inflexibility of some employers in accommodating a worker with an injury.(14)
This information was measured with questions 32 through to 45 in section F, the
rehabilitation process.
Kenny (14) reviewed employer-employee experiences and was able to deduce some of
their perceptions. Injured workers felt they were being left stranded in a complex
system with little support. Injured workers believed the return-to-work coordinator and
the employer were working a triangulated relationship against them. Questions G1 to
G84 were designed for the respondents to rate their experiences and perceptions with
a scale ranging from strongly agree to strongly disagree. Furthermore questions G85
through to G91 allowed the respondents to provide their personal experiences and
perceptions through written responses.
The literature reports nurses are experiencing many difficulties within the rehabilitation
process with the stakeholders. Injured workers often experienced negativity and
discrimination from one or more stakeholders.(14) Questions in Section E were
designed to identify the underlying issues relating specifically to the stakeholders
involved in the process.
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Stage 3:
This stage involved an expert panel of nurse clinicians and academics, which was
convened to test and provide feedback and advice about the draft questionnaire. This
process provided face and content validity of the questionnaire. The questionnaire was
revised on the basis of the expert panels’ advice. Subsequently minor changes were
made to a number of questions and it was resubmitted for ethical approval.

Optical mark readable scanner
To facilitate speed and accuracy of data entry an Optical Mark Readable Scanner was
utilised. The ethics approved questionnaire was formatted by an external organisation.
In addition a ScanTools Plus program was produced to enable the scanner to read the
questionnaire forms.

Distribution of questionnaire
When ethical approval was received and potential participants had been selected from
the WorkCover NSW database, WorkCover NSW mailed potential participants a study
package which included: an invitation to participate in the form of an Information
Statement, a questionnaire and a pre-addressed reply paid envelope (see Attachment
7 and Attachment 8). Participation was voluntary, with consent deemed to be given
through the completion and return of the questionnaire to the researchers. The
returned questionnaire was non-identifiable.

Allocation of Study Numbers
Questionnaires were sequentially numbered at the time of printing. A participant’s
study number was the questionnaire number. Therefore the study numbers were not
linked to individuals, and there was no individual follow-up. If the response rate was
below 30% a thank you reminder postcard was sent to all study participants (see
Attachment 9). Study numbers would only be used for the purpose of logging the
receipt of questionnaires and for data checking (i.e. to check electronic data with paper
records for possible data entry error, etc).

Promotion of the study
Prior to the distribution of the questionnaire, an article appeared in the NSW Nurses’
Association publication, “The Lamp” (see Attachment 10). This article announced the
study to the membership, and included a description of the study encouraging
members who received an invitation to participate.
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Data storage
Data security was maintained by ensuring that study records were held on password
protected computers with hard copies stored in locked filing cabinets in secure offices
of the researchers.

Data analysis
Statistical analysis was performed using statistical/data analysis software (STATA V10,
Statacorp, College Station, Texas USA) by a qualified statistician.
The following data analysis plan was used:
1. Simple associations were examined using a Chi-squared or Fishers Exact Test.
2. Multiple logistic regression models were used to examine the association between
type of health facility and employer’s response on notification of injury/illness, ability
to return-to-work, ability return-to-work on pre-injury injuries, and ability to return-towork with same employer adjusting for potential risk factors (gender, nursing role,
workload, geographical region, area of practice and type of injury). Final
parsimonious models were determined for each endpoint.
3. Analysis of Section G: an exploratory analysis of each question in Section G by
tabulating by nursing role and area to explore differences in responses across
these two variables of interest. A factor analysis was conducted using Questions 1
to 59 to reduce the amount of information and identify common themes. Differences
in the main factors across nursing roles and area were tested using linear
regression. Firstly we explored the simple association between the two predictor
variables and the factors and then included the additional predictors (type of health
facility, gender, nursing role, workload, geographical region, area of practice and
type of injury) to adjust for potential confounding.

Advisory Panel
An advisory panel was established to assist the investigators with specialist advice
when required. The members included:
1. Velma Gersbach from the NSW Nurses Association
2. Mary McLeod from the NSW Nurses Association
3. Dr. Patrick McElduff from the University of Newcastle for statistical consultation
4. Dr. Erica Southgate from the University of Newcastle for qualitative focus group
expertise (method, facilitation, analysis and write up)
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1.11 Results
Sampling results
A total of 5067 nurses had made a claim to WorkCover NSW between 1 July 2006 and
30 June 2007. Each nurse was sent a study package to the address provided.

Participation rate
The final figures for participation are shown in Table 3. From the assembled sample of
5067, 332 were returned to sender. A total of 674 participants from the 4734
contactable participants responded yielding a response rate of 14.2%. Of these, 170
were ineligible and 20 did not consent to participate.
Table 3: Participation rates
Numbers
Study package sent

5067

Returned to sender

332

Potential Participants

Number of Participants

4734

Participants responses

674

Ineligible

115

Ineligible by date of injury

55

Returned blank, non-consenting

20

Eligible participants – returned completed questionnaire

484

Characteristics of participants
The characteristics of the participants are reported in Table 4 below. Sixty four percent
of participants worked in facilities in a major city or regional locations, with almost half
(48%) working in a public hospital. Twenty six percent worked in aged care facilities.
Fifty two percent were registered nurses and 91% were female. The mean age of
participants was 48.4 years and the mean years of experience were 20.3 years. Thirty
nine percent of participants reported working between 30-39 hours per week at the
time of their injury. A further 29% reported working 40-49 hours and this suggests that
one third of participants regularly worked overtime. Ninety percent of participants
reported their employment status as permanent at the time of their injury with equal
proportions reporting full and part time work. A further 6.6% reported being a casual
employee. Eighty six percent of injuries were classified as physical.

51

The Outcome of Occupational Rehabilitation of Injured NSW Nurses

Table 4: Characteristics of participants
Variable
Geographic
region

Employment
sector

Nursing role

Hours
worked/week

Category

Total (N=484)*

Major city

196 (41%)

Inner and outer regional

106 (23%)

Remote and very remote

138 (29%)

Not reported

Variable
Gender

Category

Total (N=484)*

Male

44 (9.1%)

Female

440 (91%)

Full time
(permanent)

216 (45%)

44 (9.1%)

Part time
(permanent)

220 (45%)

Public hospital

230 (48%)

Casual

32 (6.6%)

Private hospital

36 (7.4%)

Not reported

16 (3.3%)

Aged care

128 (26%)

Medical/surgical

80 (17%)

Disability / community

65 (13%)

Emergency,
intensive care,
operating
theatre

75 (16%)

Other

23 (4.8%)

Aged care

149 (31%)

Not reported

2 (0.4%)

Mental health,
drug & alcohol

46 (9.5%)

Mode of
employment

Principal area
of practice

Assistants in nursing

125 (26%)

Other

115 (24%)

Enrolled nurses

76 (16%)

Not reported

19 (3.9%)

Registered nurses

250 (52%)

Physical

414 (86%)

Other nurses

28 (5.8%)

Psychological

38 (7.9%)

Not reported

5 (1.0%)

Other

31 (6.4%)

less than 9 hours per
week

2 (0.4%)

Not reported

1 (0.2%)

10-19 hours

24 (5.0%)

20-29 hours

98 (20%)

Age

48.4 (10.5)

30-39 hours

190 (39%)

Years of
experience

20.3 (12.4)

40-49 hours

142 (29%)

greater than 49 hours

13 (2.9%)

Not reported

15 (3.1%)

Injury type

Mean (S.D.)

Please note: data presented in the following tables are reported by nursing role for a
total of 479 participants. Numbers in tables may not always total 479 due to
unanswered questions or if a sub-set of participants were required to answer a
question.
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Details of injury/illness
Employees are required to notify their employer that they have sustained an injury as
soon as possible following their injury. Sixty eight percent of study participants notified
their employer on the same day they sustained the injury (see Table 5).
Table 5: When did you notify your employer of initial injury?
AIN
(n=117)

EN
(n=75)

RN
(n=240)

Other
(n=28)

Total
(N=460)

Same day

82 (70%)

50 (67%)

158 (66%)

22 (79%)

315 (68%)

Next day

24 (21%)

12 (16%)

51 (21%)

1 (3.6%)

89 (19%)

Within a week

9 (7.7%)

6 (8.0%)

18 (7.5%)

3 (11%)

36 (7.7%)

More than a week

2 (1.7%)

3 (4.0%)

8 (3.3%)

1 (3.6%)

14 (3.0%)

4 (5.3%)

5 (2.1%)

1 (3.6%)

11 (2.4%)

More than a month

It is acknowledged that it is good practice for the employer to make contact with the
injured worker. Sixty one percent of study participants indicated they were contacted
either the same day or the following day, however 15.2% were contacted after a week
or later (see Table 6).
Table 6: How long after your initial injury did your employer contact you?
AIN
(n=116)

EN
(n=68)

RN
(n=232)

Other
(n=28)

Total
(N=444)

Same day

39 (34%)

20 (29%)

78 (34%)

13 (46%)

150 (34%)

Next day

43 (37%)

21 (31%)

50 (22%)

4 (14%)

118 (27%)

Within a week

23 (20%)

22 (32%)

61 (26%)

3 (11%)

109 (25%)

More than a week

5 (4.3%)

4 (5.9%)

25 (11%)

4 (14%)

38 (8.6%)

More than a month

6 (5.2%)

1 (1.5%)

18 (7.8%)

4 (14%)

29 (6.5%)

Question 14 of the study questionnaire required the participant to describe their major
injury. Responses were subsequently categorised to physical, psychological or other.
Eighty six percent of respondents indicated they had sustained a physical injury (see
Table 7).
Table 7: Type of injury/illness
Type of injury

AIN
(n=125)

EN
(n=76)

RN
(n=249)

Other
(n=28)

Total
(N=479)

108 (86%)

70 (92%)

208 (84%)

25 (89%)

414 (86%)

Psychological

6 (4.8%)

2 (2.6%)

27 (11%)

2 (7.1%)

38 (7.9%)

Other

11 (8.8%)

4 (5.3%)

14 (5.6%)

1 (3.6%)

31 (6.4%)

Physical
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Question 17 asked participants to select how their injury/illness was sustained from a
list, selecting all that applied. Overall, the most common mechanism of injury was
lifting/positioning patients (22%), however as shown in Table 8 proportions differed by
type of nurse with AINs reporting 36% of injuries were due to this mechanism.
Table 8: Mechanism of injury
Mechanism of injury

AIN
(n=125)

EN
(n=76)

RN
(n=250)

Other
(n=28)

Total
(N=479)*

Breaking a fall

17 (14%)

7 (9.2%)

19 (7.6%)

3 (11%)

46 (9.6%)

Taking a patient’s weight

28 (22%)

14 (18%)

40 (16%)

3 (11)%

85 (18%)

Lifting/positioning patients

45 (36%)

17 (22%)

40 (16%)

5 (18%)

107 (22%)

Lifting/assembling equipment

10 (8.0%)

10 (13%)

40 (16%)

1 (3.6%)

61 (13%)

Falls on the same level (including trips
and slips)

11 (8.8%)

10 (13%)

40 (16%)

6 (21%)

67 (14%)

Falls from height

3 (2.4%)

4 (5.3%)

4 (1.6%)

2 (7.1%)

13 (2.7%)

Contact with objects to a part of the body

7 (5.6%)

2 (2.6%)

10 (4.0%)

1 (3.6%)

20 (4.2%)

Contact with chemical or substance

2 (1.6%)

0

4 (1.6%)

0

6 (1.3%)

Contact with, or exposure to, biological
factors

1 (0.8%)

0

5 (2.0%)

0

6 (1.3%)

Patient resistance to care/aggression

30 (24%)

8 (11%)

28 (11%)

0

66 (14%)

Staff bullying/aggression

2 (1.6%)

3 (3.9%)

18 (7.2%)

2 (7.1%)

25 (5.2%)

Exposure to other mental stress factors
(not including bully

2 (1.6%)

1 (1.3%)

13 (5.2%)

1 (3.6%)

17 (3.5%)

Vehicle accidents/travelling

4 (3.2%)

5 (6.6%)

20 (8.0%)

3 (11%)

32 (6.7%)

* Respondents could select more than 1 category

Study participants were asked in question 13b to describe “when advised of your
injury/illness, how your employer responded?” The descriptive responses were
subsequently categorised to either a positive/appropriate or negative response. Sixty
eight percents of respondents reported a positive/appropriate initial response from their
employer (see Table 9).
Table 9: Employer’s response on notification of injury/illness
Response of
Employer

AIN
(n=110)

EN
(n=70)

RN
(n=217)

Other
(n=26)

Total
(N=423)

Positive/appropriate

72 (65%)

51 (73%)

145 (67%)

18 (69%)

290 (68%)

Negative

38 (35%)

19 (27%)

72 (33%)

8 (31%)

138 (32%)

A logistic regression model was constructed to identify if any nurse characteristic could
predict a negative response on notification of injury/illness from their employer. As
shown in Table 10 below, the only characteristic was type of injury sustained;
compared to sustaining a physical injury, those reporting a psychological injury and
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receiving a negative response the odds were 70% larger than the odds for receiving a
physical injury and positive response. No other nurse characteristics were identified as
statistically significant by logistic regression modelling.
Table 10: Logistic regression model for employer’s response on notification of injury/illness
Outcome: Q13b Employer response (Positive (1) vs. Negative(0))
Predictor
Variable
Type of health facility

Gender

Crude
Category

1

Private hospital

0.8 (0.4, 1.8)

0.6

Aged care

0.8 (0.5, 1.3)

0.3

Disability / community

1.3 (0.6, 2.5)

0.5

Other

0.7 (0.3, 1.8)

0.5

Female

Age

Workload

Geographic region

Area of practice

Injury type

P-Value

Public hospital

Male
Nursing role

Odds Ratio (95% CI)

Adjusted
Odds Ratio
(95% CI)

P-Value

1
0.9 (0.4, 1.7)

0.7

1.0 (1.0, 1.0)

0.5

Registered nurses

1

Enrolled nurses

0.9 (0.6, 1.5)

0.8

Assistants in nursing

1.3 (0.7, 2.4)

0.3

Other nurses

1.1 (0.5, 2.7)

0.8

Normal (30-39 hrs)

1

1

< 30 hrs

0.9 (0.5, 1.5)

0.7

0.9 (0.5, 1.5)

0.6

> 40 hrs

0.8 (0.5, 1.2)

0.2

0.8 (0.5, 1.2)

0.2

Major city

1

Regional

1.2 (0.7, 2.1)

0.5

All other

0.7 (0.4, 1.1)

0.1

Medical, surgical

1

Emergency/ICU/OP

1.2 (0.6, 2.4)

0.6

Aged care

0.9 (0.5, 1.7)

0.8

Mental health

0.6 (0.3, 1.3)

0.2

Other

1.0 (0.5, 2.0)

0.9

Physical

1

1

Psychological

0.3 (0.2, 0.7)

<0.01

0.3 (0.2, 0.7)

<0.01

Other

0.6 (0.3, 1.4)

0.2

0.6 (0.3, 1.4)

0.2
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Initial management of injury/illness
Question 18 asked participants to indicate how long after their injury/illness they first
sought medical assistance. Overall, the most common time period was less than 3
hours (36%), however as shown in Table 11, 23% did not seek assistance until after 24
hours had passed. There were no statistically significant differences between the
various nursing roles in the length of time.
Table 11: Length of time after injury/illness medical assistance sought
Response

AIN
(n=122)

EN
(n=75)

RN
(n=248)

Other
(n=27)

Total
(N=472)

Less than 3 hours

43 (35%)

31 (41%)

87 (35%)

11 (41%)

172 (36%)

3-6 hours

11 (9.0%)

4 (5.3%)

16 (6.5%)

2 (7.4%)

33 (7.0%)

7-24 hours

47 (39%)

25 (33%)

81 (33%)

7 (26%)

160 (34%)

Greater than 24 hours

21 (17%)

15 (20%)

64 (26%)

7 (26%)

107 (23%)

Question 19 asked participants to indicate which service they first attended for their
injury/illness. Table 12 shows that almost two-thirds of participants (63%) first attended
a General Practitioner for medical assistance, with approximately one quarter of
respondents attending an Emergency Department (24%). There were no statistically
significant differences between the various nursing roles in the service first attended.
Table 12: First service attended for medical assistance
Response

AIN
(n=119)

EN
(n=74)

RN
(n=243)

Other
(n=28)

Total
(N=464)

First aid

4 (3.4%)

3 (4.1%)

7 (2.9%)

2 (7.1%)

16 (3.4%)

Staff health

4 (3.4%)

2 (2.7%)

7 (2.9%)

0

13 (2.8%)

Emergency department

17 (14%)

22 (30%)

63 (26%)

8 (29%)

110 (24%)

General practitioner

83 (70%)

40 (54%)

153 (63%)

16 (57%)

292 (63%)

Occupational physician

3 (2.5%)

0

1 (0.4%)

0

4 (0.9%)

Other

8 (6.7%)

7 (9.5%)

12 (4.9%)

2 (7.1%)

29 (6.3%)

Question 20a asked if participants required further medical assistance to manage their
injury/illness, with 95% answering in the affirmative (Table 13).
Table 13: Further medical assistance required to manage injury/illness
Response

AIN
(n=124)

EN
(n=76)

RN
(n=247)

Other
(n=28)

Total
(N=479)

Yes

118 (95%)

73 (96%)

233 (94%)

27 (96%)

451 (95%)

No

6 (4.8%)

3 (3.9%)

14 (5.7%)

1 (3.6%)

24 (5.0%)
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Respondents indicating they required further medical assistance to manage their
injury/illness were asked to indicate the type of Nominated Treating Doctor (NTD) who
managed their injury/illness in question 20b. As seen in Table 14, 59% were managed
by a General Practitioner.
Table 14: Type of Nominated Treating Doctor who managed injury/illness
Response

AIN
(n=118)

EN
(n=73)

RN
(n=233)

Other
(n=27)

Total
(N=451)

General Practitioner

73 (62%)

46 (63%)

136 (58%)

11 (41%)

264 (59%)

Occupational physician

9 (7.6%)

8 (11%)

20 (8.6%)

4 (15%)

41 (9.1%)

Specialist

45 (38%)

20 (27%)

87 (37%)

13 (48%)

165 (37%)

* participants could answer more than 1 type of treating Doctor

The period after the onset of their injury/illness until they saw the treatment provider
was indicated in question 20b. Responses in Table 15 indicate 54% were seen in the
first three days, an additional 28% between three and 21 days and 18% waited more
than 21 days.
Table 15: Length of time after injury/illness until saw treatment provider
Response

AIN
(n=109)

EN
(n=71)

RN
(n=223)

Other
(n=26)

Total
(N=439)

On the day of the injury

18 (17%)

13 (18%)

29 (12%)

6 (23%)

66 (15%)

1-3 days

43 (39%)

27 (38%)

97 (42%)

5 (19%)

172 (39%)

3-7 days

14 (13%)

8 (11%)

32 (14%)

5 (19%)

59 (13%)

8-14 days

7 (6.4%)

3 (4.2%)

19 (8.2%)

2 (7.7%)

31 (7.2%)

14-21 days

9 (8.3%)

7 (9.9%)

14 (6.0%)

1 (3.8%)

31 (7.1%)

More than 21 days

18 (17%)

13 (18%)

42 (18%)

7 (27%)

80 (18%)

In question 22 participants were asked to indicate the time period after their
injury/illness exposure that they were able to return-to-work in any capacity. Thirty
seven percent of respondents reported a return-to-work within two weeks, however,
over half (54%) indicated they were unable to return-to-work within two weeks. An
additional nine percent of participants were unable to return-to-work at all (see Table
16).
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Table 16: Length of time after injury/illness until able to return-to-work
Response

AIN
(n=112)

EN
(n=69)

RN
(n=234)

Other
(n=26)

Total
(N=441)

Immediately

7 (6.3%)

4 (6.0%)

17 (7.5%)

4 (15%)

32 (7.3%)

For the next rostered shift

6 (5.4%)

4 (6.0%)

10 (4.3%)

2 (7.7%)

22 (5.0%)

Less than one week

5 (4.5%)

3 (4.4%)

23 (9.8%)

1 (3.9%)

32 (7.3%)

1-2 weeks

29 (26%)

8 (12%)

36 (15%)

2 (7.7%)

75 (17%)

More than 2 weeks

53 (47%)

44 (64%)

129 (55%)

14 (54%)

240 (54%)

Unable to return-to-work

12 (11%)

6 (9%)

19 (8.1%)

3 (12%)

40 (9.1%)

Question 23a asked all participants who returned to work whether suitable or pre-injury
duties were undertaken following return-to-work. Table 17 shows that over threequarters (76%) of all respondents returned on suitable duties. Of participants who were
able to return-to-work in less than three weeks (n = 158), the proportion changed; 31%
returned to pre-injury duties. This indicates that the longer a nurse is away from work in
any capacity the less likely they were to return to pre-injury duties.
Table 17: Duties on return-to-work
Response

AIN
(n=95)

EN
(n=62)

RN
(n=214)

Other
(n=23)

Total
(N=394)

Suitable duties

75 (79%)

51 (82%)

159 (74%)

14 (61%)

299 (76%)

Pre-injury duties

20 (21%)

11 (18%)

55 (26%)

9 (39%)

95 (24%)

The final question in this section (question 23b) asked participants who returned to
work to indicate whether they considered that their return-to-work affected their
recovery. Forty two percent of respondents reported that they continued to recover
when they returned to work. A similar proportion reported that returning to work
delayed their recovery (see Table 18). Of participants who were able to return-to-work
in less than three weeks (n = 158), 37% reported they continued to recover.
Table 18: Effect of returning to work on recovery
Response

AIN
(n=92)

EN
(n=60)

RN
(n=209)

Other
(n=23)

Total
(N=384)

No change

22 (24%)

8 (13%)

30 (14%)

3 (13%)

63 (16%)

Continued recovery

38 (41%)

24 (40%)

89 (43%)

10 (43%)

161 (42%)

Delayed recovery

32 (35%)

28 (47%)

90 (43%)

10 (43%)

160 (42%)
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Continuing management of injury/illness
Question 24a enquired whether rehabilitation was required following the injury/illness
exposure. Table 19 shows that about three-quarters of the sample (76%) underwent
rehabilitation, with no significant difference between the nursing groups.
Table 19: Rehabilitation required
Response

AIN
(n=120)

EN
(n=75)

RN
(n=248)

Other
(n=28)

Total
(N=471)

Yes

96 (80%)

60 (80%)

184 (74%)

19 (68%)

359 (76%)

Question 26 asked whether various key individuals were involved in the respondent’s
case (more than one response was possible). Notably, an external rehabilitation
provider was only involved in about one-third (34%) of all cases (Table 20) and an
employer return-to-work coordinator was considered to be involved in 79% of cases.
There were significant differences between the nursing roles with respect to
involvement of an employer return-to-work coordinator (  32 = 10.7, p = 0.01), and for
that of an external rehabilitation provider (  32 = 9.4, p = 0.002) (p=0.02). In both
instances there was more involvement for enrolled nurse cases. A total of 126 did not
report the involvement of any person undertaking these roles.
Table 20: Involvement in management of case
Key individuals

Response

AIN
(n=125)

EN
(n=76)

RN
(n=250)

Other
(n=28)

Total
(N=479)

Employer return-to-work
coordinator

Yes

87 (70%)

66 (87%)

204 (82%)

21 (75%)

378 (79%)

External rehabilitation provider

Yes

42 (34%)

36 (47%)

82 (33%)

5 (18%)

165 (34%)

Insurer case manager

Yes

96 (77%)

54 (71%)

178 (71%)

20 (71%)

348 (73%)

Questions 27 and 28 asked how long after the injury/illness exposure it took for the
return-to-work coordinator and insurer case manager to contact the participant,
respectively. There was no contact by return-to-work coordinators in 8.6% of cases and
by insurance case managers in 9.3% of cases (Table 21). Contact took more than two
weeks in 22% of cases by both key individuals. There was a significant difference
( 122 = 22.5, p = 0.03) between the nursing roles in the time taken for contact by returnto-work coordinators, but not for insurer case managers.
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Table 21: Length of time until contact
Key individual

Response

AIN

EN

RN

Other

Total

Return-to-work coordinator

No contact

13 (11%)

5 (6.9%)

19 (7.9%)

2 (7.4%)

39 (8.6%)

First day

8 (6.8%)

6 (8.3%)

20 (8.4%)

8 (30%)

42 (9.2%)

2-7 days

51 (43%)

26 (36%)

108 (45%)

7 (26%)

192 (42%)

8-14 days

23 (19%)

19 (26%)

37 (15%)

3 (11%)

82 (18%)

Other

23 (19%)

16 (22%)

55 (23%)

7 (26%)

101 (22%)

Total

118 (100%)

72 (100%)

239 (100%)

27 (100%)

456 (100%)

No contact

7 (5.7%)

6 (8.2%)

28 (12%)

2 (7.7%)

43 (9.3%)

First day

3 (2.4%)

1 (1.4%)

4 (1.7%)

1 (3.8%)

9 (1.9%)

2-7 days

52 (42%)

20 (27%)

70 (29%)

10 (38%)

152 (33%)

8-14 days

40 (33%)

30 (41%)

85 (35%)

4 (15%)

159 (34%)

Other

21 (17%)

16 (22%)

54 (22%)

9 (35%)

100 (22%)

Total

123 (100%)

73 (100%)

241 (100%)

26 (100%)

463 (100%)

Insurer case manager

Question 29 required a response as to whether the participant had been referred to a
medical specialist for further treatment. Almost two-thirds (64%) of respondents replied
in the affirmative (see Table 22) with the average waiting time being 6.9 weeks. There
was however a large variation in the waiting time; the range was 1day to 78 weeks.
Table 22: Referral to a medical specialist
Response
Yes

AIN
(n=122)

EN
(n=76)

RN
(n=247)

Other
(n=28)

Total
(N=473)

82 (67%)

50 (66%)

153 (62%)

20 (71%)

305 (64%)

The final question in this section (question 31) asked the participant to indicate all
health services that they had received. Table 23 shows that physiotherapy (78%) was
the most frequently accessed service overall, closely followed by radiological imaging
services such as X-rays (77%). Functional exercise programs were only utilised by one
third of respondents (33%), surgery was provided to 25% and work conditioning was
reported by 7.3%.
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Table 23: Health services utilised
Health service

AIN
(n=125)

EN
(n=76)

RN
(n=250)

Other
(n=28)

Total
(N=479)

X-rays/ cat scans / MRI

97 (78%)

63 (83%)

187 (75%)

23 (82%)

370 (77%)

Physiotherapy

97 (78%)

68 (89%)

186 (74%)

22 (79%)

373 (78%)

Occupational therapy

10 (8.0%)

7 (9.2%)

19 (7.6%)

2 (7.1%)

38 (7.9%)

Psychological treatment

17 (14%)

21 (28%)

55 (22%)

7 (25%)

100 (21%)

Chiropractic treatment

6 (4.8%)

7 (9.2%)

18 (7.2%)

2 (7.1%)

33 (6.9%)

Osteopathy

6 (4.8%)

1 (1.3%)

18 (7.2%)

0

25 (5.2%)

Surgery

32 (26%)

23 (30%)

55 (22%)

10 (36%)

120 (25%)

Rehabilitation counselling

15 (12%)

8 (11%)

28 (11%)

4 (14%)

55 (11%)

Work conditioning

8 (6.4%)

7 (9.2%)

19 (7.6%)

1 (3.6%)

35 (7.3%)

Functional exercise programs

43 (34%)

27 (36%)

84 (34%)

6 (21%)

160 (33%)

Blood test or other pathology

15 (12%)

12 (16%)

28 (11%)

3 (11%)

58 (12%)

Vaccination

2 (1.6%)

0

4 (1.6%)

0

6 (1.3%)

Allergy tests

0

0

3 (1.2%)

0

3 (0.6%)

Rehabilitation process
The stakeholder most frequently identified by nurses to be involved in workplace
assessments prior to returning to work, was the employer return-to-work coordinator
(39%). AINs were significantly less likely (30%) to have this done by the return-to-work
coordinator (  32 = 8.4, p = 0.04). However, 42% of nurses overall did not know if the
workplace was assessed by any of these stakeholders prior to their return-to-work and
this was statistically significantly higher (58%) for AINs (  32 = 16.8, p = 0.001).
Table 24: Stakeholders involved in assessing workplace before nurse returned to work*
Response

AIN
(n=125)

EN
(n=76)

RN
(n=250)

Other
(n=28)

Total
(N=484)

Employer return-to-work coordinator

37 (30%)

36 (47%)

104 (42%)

13 (46%)

191 (39%)

External rehabilitation provider

13 (10%)

13 (17%)

36 (14%)

4 (14%)

67 (14%)

Insurer case manager

11 (8.8%)

6 (7.9%)

16 (6.4%)

3 (11%)

37 (7.6%)

Do not know

72 (58%)

26 (34%)

96 (38%)

9 (32%)

205 (42%)

* participant could select more than one category

There were 448 nurses for whom a graded return-to-work plan was applicable. Of
these, 355 (79%) reported that this had been established, ranging from 52% (RN), 26%
(AIN) to 17% (EN).
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Table 25: Graded return-to-work plan established
Response

AIN
(n=121)

EN
(n=71)

RN
(n=246)

Other
(n=28)

Total
(N=466)

Yes

93 (77%)

60 (85%)

183 (74%)

19 (68%)

355 (76%)

No

21 (17%)

9 (13%)

55 (22%)

8 (25%)

93 (20%)

NA

7 (5.8%)

2 (2.8%)

8 (3.3%)

1 (3.6%)

18 (3.8%)

In responding to question 33b, only 289 participants reported how long after they
reported their injury that their employer provided them with a return-to-work plan. The
average number of weeks reported was 7.2 (sd 9.0) however, the median number of
weeks was 4 (iqr 2 – 8), ranging from 1-62 weeks. Only 16.4% of participants reported
that their return-to-work plan was provided within one week.
For the 93 respondents who did not have a return-to-work plan, 11% resigned or did
not return-to-work. Others returned to work on normal duties, or modified duties or
reduced hours and a few commenced working for new employers (see Table 26).
Table 26: How nurses returned to work without return-to-work plan
Response

AIN
(n=21)

EN
(n=9)

RN
(n=51)

Other
(n=8)

Total
(N=89)*

Return-to-work on normal duties

9 (43%)

7 (78%)

22 (43%)

3 (38%)

42 (46%)

Return-to-work SD/ on modified duties,
reduced hours

7 (33%)

1 (11%)

23 (45%)

3 (38%)

34 (38%)

No return-to-work / resigned

3 (14%)

1 (11%)

5 (9.8%)

1 (113%)

10 (11%)

Return-to-work with new employer

2 (9.5%)

0

1 (2.0%)

1 (13%)

3 (4.5%)

4 participants did not answer question

The most frequently reported stakeholders involved in the development of return-towork plans were injured nurses and their nominated treating doctors. Approximately
50% of respondents also reported their employer/supervisor and employer return-towork coordinators were involved in developing these plans. There were differences in
the distribution of stakeholder involvement for developing return-to-work plans by
nursing role for employer return-to-work coordinators (  32 = 7.9, p = 0.05) and the
insurer (  32 = 19.2, p = <0.001) (see Table 27).
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Table 27: Stakeholders involved in development of return-to-work plan*
Question

AIN
(n=125)

EN
(n=76)

RN
(n=250)

Other
(n=28)

Total
(N=479)*

You

72 (58%)

54 (71%)

176 (70%)

20 (71%)

322 (67%)

Nominated treating doctor

83 (66%)

55 (72%)

168 (67%)

22 (79%)

328 (69%)

Employer / supervisor

60 (48%)

41 (54%)

121 (48%)

10 (36%)

234 (48%)

Employer return-to-work
coordinator

57 (46%)

47 (62%)

149 (60%)

16 (57%)

269 (56%)

Rehabilitation provider

18 (14%)

14 (18%)

32 (13%)

3 (11%)

67 (14%)

Physiotherapist

40 (32%)

22 (29%)

53 (21%)

6 (21%)

121 (25%)

Chiropractor

2 (1.6%)

0

2 (0.8%)

0

4 (0.8%)

Insurer

39 (31%)

12 (16%)

32 (13%)

6 (21%)

89 (19%)

Other

6 (4.8%)

4 (5.3%)

16 (6.4%)

3 (11%)

29 (6.1%)

*Participants could select any that were involved

One third of respondents reported no change in the hours worked however, there was
a difference in the distribution for nursing role of no change in hours worked (  32 = 9.8,
p = 0.02).
Half of the respondents reported working reduced hours per day to assist their
rehabilitation and a third reported reduced hours per week.
Table 28: Changes in working hours to assist rehabilitation
Question

AIN
(n=125)

EN
(n=76)

RN
(n=250)

Other
(n=28)

Total
(N=479)*

No change in hours worked

39 (31%)

19 (25%)

106 (42%)

9 (32%)

173 (36%)

Reduced hours per day

59 (47%)

48 (63%)

122 (49%)

15 (54%)

244 (51%)

Reduced days per week

54 (43%)

29 (38%)

77 (31%)

10 (36%)

170 (36%)

Have not returned to work

6 (4.8%)

2 (2.6%)

7 (2.8%)

1 (3.6%)

16 (3.3%)

Other

10 (8%)

7 (9.2%)

11 (4.4%)

1 (3.6%)

29 (6.1%)

Respondents could select more than one category

Provision and type of suitable duties
Of the 355 respondents who reported that a graded return-to-work plan was
established 303 (87%) reported they were provided with suitable duties consistent with
the restriction recommended. However, overall 343 respondents (75%) reported they
were provided with suitable duties consistent with the restriction recommended by their
NTD (see Table 29).
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Table 29: Were suitable duties provided consistent with restrictions
Response

AIN
(n=117)

EN
(n=70)

RN
(n=243)

Other
(n=28)

Total
(N=458)

Yes

87 (74%)

60 (86%)

174 (72%)

22 (79%)

343 (75%)

No

30 (24%)

10 (13%)

69 (28%)

6 (21%)

115 (25%)

There were 110 responses to the question about why suitable duties were not provided
from 115 “No” respondents in Table 29. The most frequent response was that tasks
provided were unsuitable (25%) however, approximately 20% also reported the
following reasons: no suitable duties were required and supervisors’ or peers were
unsupportive (see Table 30).
Table 30: Reasons why suitable duties were not provided
Response

AIN
(n=28)

EN
(n=10)

RN
(n=66)

Other
(n=6)

Total
(N=110)

No suitable duties required

4 (14%)

0

17 (26%)

2 (33%)

23 (21%)

No suitable duties available

6 (21%)

2 (20%)

9 (14%)

1 (17%)

18 (16%)

Tasks provided unsuitable

8 (7.1%)

3 (30%)

14 (21%)

2 (33%)

27 (25%)

Unsupportive supervisor/peers

2 (7.1%)

4 (40%)

15 (23%)

1 (17%)

22 (20%)

Casual employment, rostered work ceased

2 (7.1%)

0

0

0

2 (1.8%)

Duties provided by different employer

2 (7.1%)

1 (10%)

0

0

4 (3.6%)

Other reasons

4 (14%)

0

10 (15%)

0

14 (13%)

There were 333 responses to question 36c which asked about the type of suitable
duties provided from the 343 “Yes” respondents in Table 29. One third of respondents
reported restricted or light duties were provided by their employer. There was a
significant difference in the distribution of types of duties provided by nursing role ( 182 =
34.5, p = 0.01). ENs reported higher restricted or light duties. One third reported they
were provided with modified nursing duties (22% doing same nursing duties and 13%
doing different nursing duties), and 20% were provided with clerical duties (see Table
31).
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Table 31: Type of suitable duties provided by nurse role
AIN
(n=84)

EN
(n=59)

RN
(n=169)

Other
(n=21)

Total
(N=333)

1 (1.2%)

0

16 (9.5%)

1 (4.8%)

23 (5.4%)

0

0

2 (1.2%)

0

3 (0.6%)

Modified, same nursing duties

21 (25%)

12 (20%)

35 (20.7%)

5 (24%)

77 (22%)

Modified, different nursing duties

12 (14%)

3 (5.1%)

21 (12%)

6 (26%)

45 (13%)

Clerical, including medical records

18 (21%)

15 (25%)

31 (18%)

3 (14%)

73 (20%)

Restricted or light

27 (32%)

29 (49%)

54 (32%)

4 (19%)

119 (34%)

5 (6%)

0

10 (5.9%)

2 (9.5%)

28 (5.1%)

No restrictions/unchanged nursing duties
Changed employers site or employer

Other
Chi Squared (18) 34.5, Pearson p=0.01

Examples of suitable duties reported are:
1. Reduced hours or reduced days of work
2. Restrictions to lifting, pushing and pulling and/or duration of standing
3. Patient observations
4. Clinical administration
5. Clerical work, ward clerk, photocopying, filing and phone duties
6. Triage
7. Showering patients, feeding and activities of daily living
8. Wound dressings
9. Charts and documentation including writing reports
10. Management and scheduling duties
11. Medications including ordering
12. Stock audits
13. Short theatre cases
14. Aged care assessments
15. Pre-admissions, history taking and pre-operation preparation
16. Discharges including discharge planning
17. Patient enquiries
18. Diversional activities
19. Cleaning
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20. Community mental health team
21. Clinic work, including outpatients, immunisation, wounds, antenatal
22. Restricted patient contact or home visiting
23. Computer data entry and auditing
24. Education of patients and/or staff and orientation and new staff training
25. Respite care and day care
26. Recovery room nursing
27. Special care nursing
28. Stock inventory including restocking
29. Policy revision and accreditation documentation
30. Assessment and reviewing plans
31. Case management
32. Community health
33. Occupational health and safety including updating material safety data sheets and
safety audits
34. Clinical governance including risk management and root cause analysis
35. Research and special projects
36. Selection and modification of equipment
37. Clinical supervision including team leader
38. Nurse buddy to assist with normal duties
39. Supernumerary
40. Promoted to new role
For this analysis the description of suitable duties is collapsed to nursing duties,
restricted/light duties and clerical/other duties.
Suitable duties were reported to have been provided to 346 eligible participants in
Table 29 however, some participants who responded to question 36A and to the
question about type of suitable duties (36C) who should not have responded: some
had returned to pre-injury duties, or did not require rehabilitation, or had no graded
return-to-work plan. When these respondents were excluded from the data, the actual
number of eligible participants who were provided with suitable duties was 270 (63%)
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The following tables contain data for 270 respondents who responded appropriately to
the question about provision of suitable duties.
There is a statistically significant difference in the distribution of the types of suitable
duties provided by nursing role (see Table 32).
Table 32: Type of suitable duties provided by nursing role – clerical vs. other
Q36c (Suitable duties provision) vs. Q6 (Nursing role)
AIN
(n=72)

EN
(n=50)

RN
(n=131)

Other
(n=14)

Total
(N=256)

Nursing

26 (36)

12 (24)

60 (44.6)

8 (57)

106 (40)

Clerical / other

23 (32)

12 (24)

29 (22.3)

3 (21)

67 (25)

Restricted / light

23 (32)

26 (52)

42 (33.0)

3 (21)

94 (35)

Chi Squared (6) 12.9, Fishers Exact p=0.05

There were no statistically significant differences between types of suitable duties
provided by geographic area (see Table 33).
Table 33: Type of suitable duties provided by geographic area
Q36c (Suitable duties provision) vs. ra_cat (Area)
Major City
(n=103)

Regional
(n=63)

Other
(n=79)

Total
(N=245)

Nursing

36 (35)

33 (52)

34 (43)

103 (42)

Clerical / other

25 (24)

14 (22)

17 (22)

56 (23)

Restricted / light

42 (41)

16 (25)

28 (35)

86 (35)

Chi Squared (4) 5.7 Fishers Exact p=0.2

There were no statistically significant differences between types of suitable duties
provided by type of health facility (see Table 34).
Table 34: Type of suitable duties provided by type of health facility
Q36c (Suitable duties provision) vs. Q3 (Type of health facility)
Public
Hospital
(n = 125)

Private
Hospital
(n = 24)

Aged Care
(n = 74)

Disability
(n = 36)

Other
(n = 11)

Total
(N = 270)

Nursing

56 (45)

9 (38)

28 (38)

10 (28)

5 (45)

108 (40)

Clerical / other

24 (19)

7 (29)

21 (28)

12 (33)

3 (27)

67 (25)

Restricted / light

45 (36)

8 (33)

25 (34)

14 (39)

3 (27)

95 (35)

Chi Squared (8) 5.9 Fishers Exact p=0.6
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There were no statistically significant differences between types of suitable duties
provided by principal area of practice (see Table 35).
Table 35: Type of suitable duties provided by principal area of practice
Q36c (Suitable duties provision) vs. Q10 (Principal area of practice)
Med
Surg
(n = 47)

Emergency
ICU
OT
(n = 44)

Aged Care
(n = 83)

Mental Health
(n = 17)

Other
(n = 67)

Total
(N = 258)

Nursing

18 (38)

20 (45)

28 (34)

8 (47)

32 (48)

106 (41)

Clerical / other

10 (21)

8 (18)

28 (34)

6 (35)

13 (19)

65 (25)

Restricted / light

19 (40)

16 (36)

27 (33)

3 (18)

22 (33)

87 (34)

Chi Squared (8) 9.5 Fishers Exact p=0.3

There were 401 respondents who reported the length of time they were on suitable
duties. Of these, 40% reported being on suitable duties for 1-5 months and an
additional 20% reported 6-12 months. Less than 20% were on suitable duties for less
than a month or more than one year (see Table 36).
Table 36: Length of time on suitable duties
AIN
(n=109)

EN
(n=67)

RN
(n=202)

Other
(n=23)

Total
(N=401)

1 week or less

2 (1.8%)

4 (6.0%)

11 (5.5%)

2 (8.7%)

19 (4.7%)

2-3 weeks

16 (15%)

10 (15%)

26 (13%)

4 (17%)

56 (14%)

1 month - 5 months

38 (35%)

29 (43%)

83 (41%)

9 (39%)

159 (39%)

6 months -12 months

23 (21%)

9 (13%)

44 (22%)

4 (17%)

80 (20%)

More than one year

17 (16%)

8 (12%)

16 (7.9%)

3 (13%)

44 (11%)

Other

13 (12%)

7 (10%)

22 (11%)

1 (4.3%)

43 (11%)

Length of Time

There were 428 responses to a question asking participants whether they were able to
undertake the suitable duties recommended in their return-to-work plan. Of these, 336
(79%) reported they were able to undertake these duties (see Table 37).
Table 37: Were you able to undertake the suitable duties recommended
AIN
(n=114)

EN
(n=68)

RN
(n=221)

Other
(n=25)

Total
(N=428)

Yes

85 (75%)

56 (82%)

173 (78%)

22 (88%)

336 (79%)

No

29 (25%)

12 (18%)

48 (22%)

3 (12%)

92 (21%)

There were 89 responses describing reasons why participants were unable to
undertake suitable duties. These responses were categorised as follows:
68

The Outcome of Occupational Rehabilitation of Injured NSW Nurses

1. Unrelieved pain/exacerbation of injury or unable to work (28 responses)
2. No suitable duties/no work plan provided or staff shortages that prevented
compliance with suitable duties (28 responses)
3. Negative attitudes and expectations from management or staff (includes bullying)
(17 responses)
4. Termination of employment or no work offered (6 responses)
5. Other responses (10 responses)
Of the 336 respondents who were able to undertake the suitable duties recommended,
255 respondents that reported that they performed their suitable duties in the
department/area/ward they were working in prior to their injury. This suggests that
more than 75% of nurses, who are provided with suitable duties, continue to work in
the same area following their injury.
Table 38: Suitable duties performed in the pre-injury department/area/ward
AIN
(n=125)

EN
(n=54)

RN
(n=171)

Other
(n=22)

Total
(N=328)

Yes

57 (70%)

42 (78%)

134 (78%)

22 (100%)

255 (78%)

No

24 (30%)

12 (22%)

37 (22%)

0 (0%)

93 (22%)

There were 411 responses to the question about whether duties were supplied on a
supernumerary basis. Of these, 39% reported that they were provided with
supernumerary duties.
Table 39: Were the duties supplied on a supernumerary basis
Response

AIN
(n=125)

EN
(n=76)

RN
(n=218)

Other
(n=25)

Total
(N=411)

Yes

47 (47%)

30 (45%)

78 (36%)

6 (24%)

161 (39%)

No

54 (55%)

37 (55%)

140 (64%)

76 (76%)

250 (61%)

Chi Squared (3) 6.6 Fishers Exact p=0.086

There were 450 responses to the question about whether nurses were still participating
in their return-to-work program. Of these, 16% of respondents were still participating in
their return-to-work program. There is a difference in the distribution of participants still
participating in the return-to-work program by nursing role (see Table 40). Registered
nurses most frequently responded that they were not still participating in a return-towork program.
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Table 40: Still participating in the return-to-work program
AIN
(n=116)

EN
(n=71)

RN
(n=237)

Other
(n=26)

Total
(N=450)

Yes

22 (19%)

18 (25%)

27 (11%)

6 (23%)

73 (16%)

No

94 (81%)

53 (75%)

210 (89%)

20 (77%)

377 (84%)

Chi Squared (3) 10.0 Fishers Exact p=0.015

Of the 73 respondents who responded they were still participating in a return-to-work
program 69 provided an estimation of when they expect to return to pre injury duties.
Eighty percent were either uncertain or reported they would not be able to return to
their pre-injury duties (see Table 41).
Table 41: Do you expect to return to pre injury duties?
AIN
(n=22)

EN
(n=17)

RN
(n=25)

Other
(n=5)

Total
(N=69)

Yes, within 1 week

0

1 (6.0%)

1 (4.0%)

0

2 (2.9%)

Yes, within 1 month

2 (9.0%)

0

2 (8.0%)

0

4 (5.8%)

Yes, within 3 months

3 (14%)

0

1 (4.0%)

0

4 (5.8%)

Yes, within 6 months

1 (5.0%)

1 (6.0%)

0

0

2 (2.9%)

Yes, within 1 year

1 (5.0%)

0

0

0

1 (1.5%)

Uncertain

7 (32%)

6 (35%)

7 (28%)

1 (20%)

21 (30%)

No

8 (36%)

9 (53%)

14 (56%)

4 (80%)

35 (51%)

Participants (n=377) not still participating in a return-to-work program reported their
current status in Table 40. Of these, 61% had returned to same duties with the same
employer and 8.6% returned to modified or different duties with the same employer.
Others found employment with a different employer either doing the same duties
(2.8%) or modified or different duties (10%). Unfortunately, 10% reported being unable
to work and 6.9% were unable to find suitable employment consistent with
recommended restrictions (see Table 42).
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Table 42: Current status of participants NOT still participating in a return-to-work program
AIN
(n=79)

EN
(n=50)

RN
(n=199)

Other
(n=20)

Total
(N=348)

Completed return-to-work program and returned to
same duties / same employer

42 (53%)

32 (64%)

126 (64%)

12 (60%)

214 (61%)

Completed return-to-work program and returned to
modified duties / same employer

3 (3.8%)

2 (4.0%)

5 (2.5%)

3 (15%)

13 (3.7%)

Completed return-to-work program and returned to
different duties / same employer

3 (3.8%)

2 (4.0%)

12 (6.0%)

0

17 (4.9%)

Completed return-to-work program and returned to
same duties / different employer

3 (3.8%)

1 (2.0%)

5 (2.5%)

1 (5.0%)

10 (2.8%)

Completed return-to-work program and returned to
modified duties / different employer

1 (1.8%)

1 (2.0%)

4 (2.0%)

1 (5.0%)

7 (2.0%)

Completed return-to-work program and returned to
different duties / different employer

8 (10%)

2 (4.0%)

17 (8.5%)

2 (10%)

29 (8.3%)

Unable to find suitable employment consistent with
restrictions as recommended by NTD

8 (10%)

6 (12%)

10 (5.0%)

0

24 (6.9%)

Unable to work

11 (14%)

4 (8.0%)

18 (9.0%)

1 (5.0%)

34 (9.8%)

Nurses who reported doing different duties (n=46) were doing nursing-related duties in
most instances (76%). Here was a significant difference in the distribution of doing
different duties related to nursing by nursing role (see Table 43). Registered and other
nurses responded more frequently that they were doing nursing-related different duties.
Table 43: Nurses doing different duties related to nursing
AIN
(n=11)

EN
(n=4)

RN
(n=29)

Other
(n=2)

Total
(N=46)

Yes

5 (45%)

3 (75%)

26 (90%)

1 (50%)

35 (76%)

No

6 (55%)

1 (25%)

3 (10%)

1 (50%)

11 (24%)

Chi Squared (3) 9.3 Fishers Exact p=0.01

Participants who were doing different duties and reported that they were given
assistance to find these duties reported this occurred in 16 of 37 responses (43%).
Logistic regression models were used to determine respondents’ ability to return-towork associated with the following factors: type of health facility, gender, age, nursing
role, workload, geographic area, principal area of practice and type of injury (see Table
44). Whilst differences are noted in the full model for type of health facility, age and
area of practice, in the parsimonious model only area of practice remains a significant
factor in ability to return-to-work; compared to medical and surgical nurses
emergency/intensive care/operating theatre nurses are 10.8 the odds of being able to
return-to-work. The result for emergency/intensive care/operating theatre nurses is
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statistically significant (p=0.03) and has occurred because all bar one of these nurses
who sustained an injury were able to return to work (see Table 44).
Table 44: Logistic regression model for ability to return-to-work
Outcome: Q38c Returned to Work (Able (1) vs. Unable (0))
Predictor
Variable

Q3
(Type of health
facility)

Q4
(Gender)

Crude
Category

Odds Ratio
(95% CI)
1

Private hospital

0.7 (0.26, 2.03)

0.5

Aged care

0.6 (0.32, 1.12)

0.1

Disability / community

0.5 (0.24, 1.1)

0.0850

Other

0.3 (0.12, 0.92)

0.0340

Female
Male

Area
(Geographical)

0.9 (0.36, 1.99)

0.7

1 (0.95, 1)

0.05

Assistants in nursing

0.7 (0.38, 1.24)

0.2

Enrolled nurses

0.8 (0.38, 1.61)

0.5

Other nurses

1.9 (0.43, 8.43)

0.4

Normal (30-39 hrs)

0.98 (0.95, 1)

0.09

1

< 30 hrs

0.6 (0.33, 1.1)

0.10

> 40 hrs

1.2 (0.6, 2.2)

0.7

Major city

1

Regional

1.1 (0.57, 2.27)

0.7

All other

1.4 (0.73, 2.77)

0.3
1

1
11.8 (1.48,
93.78)

0.02

10.8 (1.36, 86.24)

0.03

Aged

0.7 (0.31, 1.4)

0.3

0.7 (0.32, 1.47)

0.3

Mental health

0.7 (0.28, 2.04)

0.60

0.8 (0.3, 2.34)

0.8

Other

0.8 (0.36, 1.8)

0.60

0.8 (0.35, 1.78)

0.6

Emergency/ICU/OT

Physical
Injury type

P-Value

1

Med, surg
Q10
(Area of practice)

Odds Ratio
(95% CI)

1

Registered nurses

Q8
(Workload)

P-Value

Public hospital

Q5 (Age)

Q6
(Nursing role)

Adjusted

1

Psychological

0.4 (0.2, 0.93)

0.03

Other

1.4 (0.42, 4.86)

0.5

Logistic regression models were used to determine respondents’ ability to return-towork on pre-injury duties associated with the following factors: type of health facility,
gender, age, nursing role, workload, geographic area, principal area of practice and
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type of injury. Nurses who work more than 40 hours have significantly less odds of
going back to work on the same duties (see Table 45).
Table 45: Logistic regression model for able to return-to-work on pre-injury duties
Outcome: Q38c Returned to Work (Same duties (1) vs. modified duties (0))
Predictor
Variable

Q3
(Type of health
facility)

Q4
(Gender)

Crude
Category

Q8
(Workload)

Area
(Geographical)

Q10
(Area of practice)

Injury type

P-Value

Public hospital

1

Private hospital

2.1 (0.71, 6.66)

0.17

Aged care

0.9 (0.52, 1.77)

0.9

Disability / community

0.9 (0.43, 1.79)

0.7

Other

0.4 (0.13, 1.19)

0.10

Female

1

Male

Q5 (Age)

Q6
(Nursing role)

Odds Ratio
(95% CI)

Adjusted
Odds Ratio
(95% CI)

P-Value

1

1.7 (0.7, 4.43)

0.2

1.0(0.99, 1.03)

0.33

1.8 (0.72, 4.8)

0.18

Registered nurses

1

Enrolled nurses

0.8(0.43, 1.44)

0.4

Assistants in nursing

0.8(0.41, 1.62)

0.5

Other nurses

0.7 (0.27, 1.68)

0.4

Normal (30-39 hrs)

1

< 30 hrs

0.6 (0.31, 1.07)

0.08

0.6 (0.32, 1.11)

0.10

> 40 hrs

0.6 (0.32, 1)

0.05

0.54 (0.3, 0.96)

0.04

Major city

1

Regional

0.9 (0.5, 1.82)

0.88

All other

0.7 (0.43, 1.35)

0.3

Med, surg

1

Emergency/ICU/OT

1.8 (0.76, 4.08)

0.2

Aged

1.3 (0.61, 2.81)

0.5

Mental health

1.4 (0.52, 4.03)

0.5

Other

0.9 (0.42, 1.8)

0.7

Physical

1

Psychological

0.6 (0.24, 1.39)

0.2

Other

1.7 (0.55, 5.17)

0.3

1

Logistic regression models were used to determine respondents’ ability to return-towork with the same employer associated with the following factors: type of health
facility, gender, age, nursing role, workload, geographic area, principal area of practice
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and type of injury (see Table 46). Nurses working in aged care facilities have
significantly reduced odds of returning to work with the same employer.
Table 46: Logistic regression model for able to return-to-work with same employer
Outcome: Q38c Returned to Work (Same employer (1) vs. Different employer (0))
Predictor

Odds Ratio
(95% CI)

Public hospital

1

Private hospital

1 (0.27, 3.54)

0.9

Aged care

0.52 (0.25,
1.12)

0.09

Disability / community

0.5 (0.21, 1.21)

0.13

Other

0.2 (0.07, 0.75)

0.02

Female

1

Male

0.9 (0.35, 2.61)

0.9

1.0 (1, 1.06)

0.06

Q4
(Gender)
Q5 (Age)
Q6
(Nursing role)

Q8
(Workload)
Area
(Geographical)

Q10
(Area of practice)

Injury type

Adjusted

Category

Variable

Q3
(Type of health
facility)

Crude
P-Value

Odds Ratio
(95% CI)

P-Value

1.0 (1, 1.06)

0.09

Registered nurses

1

Enrolled nurses

0.7 (0.34, 1.46)

0.3

Assistants in nursing

1.5 (0.54, 4.11)

0.4

Other nurses

0.6 (0.21, 1.78)

0.4

Normal (30-39 hrs)

1

< 30 hrs

0.6 (0.3, 1.46)

0.3

0.6 (0.27, 1.42)

0.2

> 40 hrs

0.6 (0.31, 1.27)

0.2

0.5 (0.23, 1.04)

0.06

Major city

1

Regional

0.9 (0.43, 1.92)

0.8

All other

1.7 (0.81, 3.88)

0.1

Med, surg

1

Emergency/ICU/OT

0.5 (0.12, 1.92)

0.3

0.4 (0.11, 1.91)

0.3

Aged

0.3 (0.08, 1.14)

0.08

0.2 (0.07, 1)

0.05

Mental health

0.3 (0.06, 1.28)

0.10

0.2 (0.05, 1.03)

0.06

Other

0.2 (0.06, 0.7)

0.01

0.2 (0.05, 0.64)

0.01

Physical

1

Psychological

0.5 (0.18, 1.28)

0.1

Other

1.7 (0.38, 7.51)

0.5

1

1

Nurses who had completed their rehabilitation reported hours of work following
rehabilitation (n=325). Of these, 80% reported they returned to pre-injury hours (see
Table 47)
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Table 47: Hours of work after rehabilitation
AIN
(n=71)

EN
(n=49)

RN
(n=183)

Other
(n=22)

Total
(N=325)

Pre-injury hours

54 (76%)

37 (76%)

150 (82%)

19 (86%)

260 (80%)

Reduced hours per day

1 (1.4%)

1 (2.0%)

4 (2.2%)

0

6 (1.9%)

Reduced days per week

5 (7.0%)

5 (10%)

17 (9.3%)

3 (14%)

30 (9.2%)

Reduced days and hours per week

11 (15%)

6 (12%)

12 (6.7%)

0

29 (8.9%)

For nurses doing different duties and who were satisfied with these duties, 106 of 148
were satisfied (72%) (see Table 48).
Table 48: Nurses satisfaction with different duties
AIN
(n=43)

EN
(n=30)

RN
(n=68)

Other
(n=7)

Total
(N=148)

Yes

32 (74%)

17 (57%)

53 (78%)

4 (57%)

106 (72%)

No

11 (26%)

13 (43%)

15 (22%)

3 (43%)

42 (28%)

Participants were asked if they had received vocational, functional or workplace
assessments. Fifty percent of respondents reported that they had none of these
assessments. The most frequently reported assessment was workplace assessment
(30%). There were differences in the distribution of assessments received by nursing
role. ENs had more vocational assessments than other nurses (see Table 49).
Table 49: Assessments received
Question

Response

AIN
(n=125)

EN
(n=76)

RN
(n=250)

Other
(n=28)

Total
(N=479)

Pvalue

Vocational assessment

Yes

10 (8.0%)

13 (17%)

13 (5.2%)

0

36 (7.5%)

0.0052

Functional assessment

Yes

19 (15%)

21 (28%)

42 (17%)

2 (7.1%)

84 (18%)

0.0570

Workplace assessment

Yes

28 (22%)

31 (41%)

75 (30%)

8 (29%)

142 (30%)

0.0540

None of the above

Yes

70 (56%)

27 (36%)

124 (50%)

16 (57%)

237 (50%)

0.0326

Participants were asked whether they were offered retraining. There were 434
responses to this question and 396 (91%) reported that they were not offered
retraining. There was a statistically significant difference by types of nurse and being
offered retraining as shown in Table 50.
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Table 50: Offered retraining
AIN
(n=125)

EN
(n=76)

RN
(n=250)

Other
(n=28)

Total
(N=484)

Yes

14 (13%)

11 (15%)

13 (5.7%)

0

38 (8.8%)

No

95 (87%)

60 (85%)

215 (94%)

26 (100%)

401 (91%)

Chi Squared (3) 11.47 Fishers Exact p=0.009

Of the 38 participants who were offered retraining participants reported which
stakeholders offered retraining. The employer was the most frequently identified
stakeholder to offer retraining (see Table 51).
Table 51: Stakeholders who offered retraining
Question

AIN
(n=14)

EN
(n=11)

RN
(n=13)

Other
(n=0)

Total
(N=38)

Employer

7 (50%)

6 (55%)

9 (69%)

0

22 (58%)

Return-to-work coordinator

5 (36%)

3 (27%)

4 (31%)

0

12 (32%)

Rehabilitation provider

3 (21%)

6 (55%)

2 (15%)

0

11 (29%)

Insurance case manager

2 (14%)

2 (18%)

3 (23%)

0

7 (18%)

Experiences and perceptions of injured nurses with rehabilitation
process
Section G of the questionnaire asked participants to rate 59 questions relating to their
experiences and perceptions of the rehabilitation process using a five item likert scale.
As an exploratory analysis, this section is reported by nursing role and area to explore
differences in responses across these two variables of interest. A factor analysis was
conducted, as a method of data reduction, to reduce the amount of information and
identify common themes. Differences in the main factors across nursing roles and area
were tested using linear regression. The association between the two predictor
variables (nursing role and area) and the factors, and subsequently type of health
facility, gender, age, nursing role and average hours worked and the factors was also
completed.
To interpret the factor analysis item loadings on each factor greater than 0.3 were
considered satisfactory for inclusion in that factor and is viewed as an indication of
some relationship. Items within each identified factor were subsequently analysed and
each factor characterised.
Five factors emerged from the questionnaire:
1. Nurses’ perceptions of support and their value;
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2. Nurses’ perceptions of the return-to-work process/ plan;
3. Nurses’ perception of long term future;
4. Nurses perceptions of compensation and financial aspects of their injury; and
5. Nurses’ perceptions of a negative experience.

Factor 1: Nurses’ perceptions of support and their value
Of the 59 items in the questionnaire, 29 reflected nurses’ perceptions of support and
their value (see Table 52). The factor loadings indicate support from the employer,
supervisor and co-workers in the injury process. Injured nurses felt valued as a nurse
with steps being taken to keep them in the nursing profession. This factor accounted
for 15.1% of the variation within this section of the questionnaire.
Table 52: Nurses’ perceptions of support and their value
Question

Question

Loadings

g20

I believe I am valued by my employer as a nurse

0.77

g15

My supervisor was supportive during my return-to-work

0.76

g22

I was valued as a long standing employee

0.75

g14

My employer was supportive during my return-to-work

0.73

g21

Steps were taken to keep me in the nursing profession

0.65

g13

My co-workers were supportive during my return-to-work

0.61

g35

At no time have I felt discriminated against by any party because of my injury/illness

0.54

g25

My supervisor cooperated with my return-to-work coordinator in return-to-work program

0.52

g12

The genuineness of my injury/illness has never been questioned

0.48

g54

After my injury, my employer provided me with all the relevant information I needed

0.47

g31

I believe I was provided with acceptable suitable duties

0.40

g16

I received support from the return-to-work coordinator when my claim was lodged

0.37

g56

Other injured co-workers can be supportive to nurses attempting to return-to-work

0.337

g18

My supervisor was kept informed of my progress

0.327

g48

I was provided with information about my rights and responsibilities

0.307

g24

I feel alienated from my co-workers as a consequence of my injury/illness

-0.317

g4

I feared losing my job because of my injury/illness

-0.317

g6

I have considered leaving nursing because of my injury/illness

-0.337

g32

I was subject to undue pressure to return-to-work

-0.407

g33

I was subject to undue pressure to change my restrictions

-0.497

g34

I was subject to pressure to resign

-0.55

There was no difference in perception of support and value as a nurse between the
different nursing roles or geographical area (see Table 53).
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Table 53: Simple Linear Regression models Outcome: Factor 1 vs. Area and nursing role
Predictor
Variable

Area
(Geographical)

Q6
(Nursing role)

Coefficient
Category

Estimate
(95% CI)

Major city

0

Regional

0.05 (-0.17, 0.27)

0.6

All other

-0.05 (-0.26, 0.15)

0.6

Registered nurses

0

Enrolled nurses

-0.03 (-0.24, 0.17)

0.8

Assistants in
nursing

0.12 (-0.12, 0.36)

0.3

Other nurses

0.22 (-0.15, 0.58)

0.3

P-value

Table 54 shows the results of a multiple linear regression with factor 1 (nurses’
perceptions of support and value). Those working more than 40 hours per week,
suggesting those working overtime, gave lower overall responses to factor 1, to feeling
supported and valued, when compared to nurses working a normal week of 30-39
hours.
Those nurses who indicated they had a psychological injury gave lower overall
responses to feeling supported or valued (factor 1) when compared to those with
physical injuries. Nurses’ age is significantly associated with feeling less supported and
valued (see Table 54).
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Table 54: Multiple Linear Regression model Outcome: Factor 1
Predictor

Adjusted

Variable

Category

Q5 (Age)
Q6
(Nursing role)

Q8
(Workload)

0.01 (0.01, 0.02)

<0.01

0

Enrolled nurses

0.17 (-0.14, 0.47)

0.3

Assistants in nursing

0.19 (-0.09, 0.46)

0.2

Other nurses

0.25 (-0.16, 0.65)

0.2

Normal (30-39 hrs)

0

< 30 hrs

-0.06 (-0.29, 0.16)

0.6

> 40 hrs

-0.23 (-0.44, -0.01)

0.04

Major city

0

Regional

-0.06 (-0.28, 0.17)

0.6

All other

-0.08 (-0.29, 0.14)

0.5

Med, surg

0

Emergency/ICU/OT

0.25 (-0.07, 0.58)

0.13

Aged

0.14 (-0.28, 0.56)

0.5

Mental health

-0.1 (-0.48, 0.28)

0.6

Other

0.11 (-0.2, 0.41)

0.5

Physical

0

Psychological

-0.58 (-0.93, -0.22)

<0.01

Other

0.13 (-0.27, 0.52)

0.5

Public hospital

0

Private hospital

0 (-0.38, 0.38)

1.0

Aged care

-0.38 (-0.79, 0.04)

0.07

Disability / community

0.08 (-0.24, 0.39)

0.6

other

-0.16 (-0.62, 0.3)

0.5

Injury type

Q3
(Type of health facility)

P-Value

Registered nurses

Area
(Geographical)

Q10
(Area of practice)

Estimate (95% CI)

Factor 2: Nurses’ perceptions of the return-to-work process/plan
Of the 59 items in the questionnaire, 14 reflected the nurses’ perceptions of the returnto-work process/ plan. Nurses’ reported being involved in the development of the
return-to-work plan, felt they were assigned realistic duties, were informed and
supported in the process and had supervisors who were involved, informed and
cooperative (see Table 55). This factor accounted for 12.3% of the variation within this
section of the questionnaire.
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Table 55: Nurses’ perceptions of the return-to-work process/plan
Question

Question

Loadings

g26

I was involved in the development of my return-to-work plan

0.72

g17

My rehabilitation and return-to-work plan was realistic

0.71

g28

The rehabilitation process was explained and I understood the process

0.71

g16

I received support from the return-to-work coordinator when my claim was lodged

0.69

g19

I was kept informed about all aspects of my case

0.68

g18

My supervisor was kept informed of my progress

0.62

g25

My supervisor cooperated with my return-to-work coordinator in return-to-work program

0.56

g54

After my injury, my employer provided me with all the relevant information I needed

0.54

g31

I believe I was provided with acceptable suitable duties

0.48

g48

I was provided with information about my rights and responsibilities

0.46

g14

My employer was supportive during my return-to-work

0.40

g21

Steps were taken to keep me in the nursing profession

0.34

g15

My supervisor was supportive during my return-to-work

0.34

g33

I was subject to undue pressure to change my restrictions

-0.34

There was no difference in nurses’ perception of the return-to-work process between
the different nursing roles or geographical area (see Table 56).
Table 56: Simple Linear Regression models Outcome: Factor 2 vs. Area and Q6
Predictor
Variable
Area
(Geographical)

Q6
(Nursing role)

Coefficient
Category

Estimate (95% CI)

P-value

Major city

0

Regional

0 (-0.22, 0.23)

1.0

All other

-0.01 (-0.22, 0.2)

1.0

Registered nurses

0

Enrolled nurses

-0.01 (-0.22, 0.2)

1.0

Assistants in
nursing

0.12 (-0.12, 0.37)

0.3

Other nurses

0.18 (-0.19, 0.56)

0.3

Table 57 shows the results of a multiple linear regression with factor 2 (nurses’
perceptions of the return-to-work plan/process).
Statistically significant differences in responses were found for those nurses working
more than 40 hours per week, when compared to nurses working a normal week of 3039 hours, and to those nurses who indicated they had a psychological injury when
compared to those with physical injuries. This indicates that those working more than

80

The Outcome of Occupational Rehabilitation of Injured NSW Nurses

40 hours and those with psychological injury reported a less satisfying experience of
the return-to-work process.
Table 57: Multiple Linear Regression model Outcome: Factor 2
Predictor
Variable

Adjusted
Category

Q5 (Age)
Q6
(Nursing role)

Q8
(Workload)

Area
(Geographical)

Q10
(Area of practice)

Injury type

Estimate (95% CI)

P-Value

0.01 (0, 0.02)

0.02

Registered nurses

0

Enrolled nurses

0.11 (-0.19, 0.41)

0.5

Assistants in nursing

0.17 (-0.11, 0.45)

0.2

Other nurses

0.16 (-0.25, 0.58)

0.5

Normal (30-39 hrs)

0

< 30 hrs

-0.07 (-0.3, 0.16)

0.5

> 40 hrs

-0.21 (-0.43, 0.02)

0.07

Major city

0

Regional

-0.09 (-0.32, 0.15)

0.5

All other

-0.01 (-0.23, 0.22)

0.9

Med, surg

0

Emergency/ICU/OT

0.22 (-0.11, 0.55)

0.2

Aged

-0.11 (-0.44, 0.23)

0.5

Mental health

-0.14 (-0.53, 0.25)

0.5

Other

0.15 (-0.15, 0.45)

0.3

Physical

0

Psychological

-0.47 (-0.84, -0.1)

0.01

Other

0.13 (-0.28, 0.53)

0.5

Factor 3: Nurses perception of long term future
Eleven items of the 59 in the questionnaire reflected the nurses’ perceptions of the long
term future. Nurses’ felt that injury permanently affected their ability to work in the
future. This included affecting the length of their working life; need to change career,
fear of losing their job and feeling alienated from their co-workers (see Table 58). This
factor accounted for 12.2% of the variation within this section of the questionnaire.
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Table 58: Nurses perception of long term future
Question

Question

Loadings

g9

I believe my ability to work will be permanently affected

0.87

g7

I believe that my working life has been reduced due to my injury/illness

0.80

g10

I believe I will have to change my career/profession as a result of my injury/illness

0.76

g11

I believe I will not be able to work in the future because of this injury/ illness

0.68

g6

I have considered leaving nursing because of my injury/illness

0.61

g4

I feared losing my job because of my injury/illness

0.46

g24

I feel alienated from my co-workers as a consequence of my injury/illness

0.40

g59

Injured nurses live in fear of re-injury

0.31

g32

I was subject to undue pressure to return-to-work

0.31

g1

My medical treatment has been successful

-0.65

g8

I believe my physical condition will return to what it was before I was injured

-0.74

AINs and ENs were more concerned regarding the long term future when compared to
registered nurses (see Table 59). However, there was no difference between
geographical areas.
Table 59: Simple Linear Regression models Outcome: Factor 3 vs. Area and Q6
Predictor
Variable
Area
(Geographical)

Q6
(Nursing role)

Coefficient
Category

Estimate (95% CI)

P-value

Major city

0

Regional

-0.11 (-0.35, 0.13)

0.4

All other

0.05 (-0.17, 0.27)

0.7

Registered nurses

0

Enrolled nurses

0.25 (0.03, 0.47)

0.03

Assistants in
nursing

0.27 (0.01, 0.53)

0.04

Other nurses

-0.17 (-0.57, 0.23)

0.4

Table 60 shows the results of a multiple linear regression with factor 3 (nurses’
perceptions of the long term future).
Enrolled nurses gave lower overall responses to the long term future (factor 3) when
compared to registered nurses. Nurses working in Emergency/ICU/OT (very
specialised nurses) and those working in other areas not covered by emergency, aged
or mental health also gave lower overall responses to the long term future when
compared to nurses working in medical or surgical wards.
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Statistically significant differences in responses were found for those nurses who
indicated they had a psychological injury when compared to those with physical injuries
indicating those with psychological injury were more concerned regarding their long
term future.
Table 60: Multiple Linear Regression model Outcome: Factor 3
Predictor
Variable
Q6
(Nursing role)

Q10
(Area of practice)

Injury Type

Adjusted
Category

Estimate (95% CI)

P-Value

Registered nurses

0

Enrolled nurses

0.3 (0, 0.61)

0.05

Assistants in nursing

0.17 (-0.11, 0.45)

0.2

Other nurses

-0.17 (-0.57, 0.23)

0.4

Med, surg

0

Emergency/ICU/OT

-0.36 (-0.69, -0.03)

0.03

Aged

-0.26 (-0.6, 0.07)

0.1

Mental health

-0.17 (-0.56, 0.21)

0.4

Other

-0.34 (-0.64, -0.04)

0.02

Physical

0

Psychological

0.23 (-0.13, 0.59)

0.2

Other

-0.43 (-0.83, -0.04)

0.03

Factor 4: Nurses’ perceptions of compensation and financial aspects of
their injury
Table 61 shows Factor 4 – the nurses’ perceptions of the compensation and financial
aspects of their injury. Nurses reported positively to being paid on time, being
reimbursed for expenses and having timely treatment approved. Five items of the 59 in
the questionnaire were included in this factor.
Table 61: Nurses’ perceptions of compensation and financial aspects of their injury
Question

Question

Loadings

g30

The insurer paid my weekly payments on time

0.74

g29

The insurer approved all of my medical treatment in a timely manner

0.70

g52

I was reimbursed for all of my out of pocket expenses

0.70

g12

The genuineness of my injury/illness has never been questioned

0.40

g19

I was kept informed about all aspects of my case

0.32

There was no difference in nurses’ perception of compensation and financial aspects of
their injury between the different nursing roles or geographical area (see Table 62).
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Table 62: Simple Linear Regression models Outcome: Factor 4 vs. Area and Q6
Predictor
Variable
Area
(Geographical)

Q6
(Nursing role)

Coefficient
Category

Estimate (95% CI)

P-value

Major city

0

Regional

0.1 (-0.13, 0.34)

0.4

All other

0.06 (-0.15, 0.28)

0.6

Registered nurses

0

Enrolled nurses

0.06 (-0.15, 0.28)

0.6

Assistants in
nursing

0.16 (-0.09, 0.42)

0.2

Other nurses

0.25 (-0.13, 0.63)

0.2

Table 63 shows the results of a multiple linear regression with factor 4 (nurses’
perceptions of compensation and financial aspects of their injury).
Enrolled nurses gave lower overall responses to compensation and financial aspects of
their injury (factor 4) when compared to registered nurses. Nurses working in
Emergency/ ICU/ OT (very specialised nurses) and those working in other areas not
covered by emergency, aged, medical, surgery or mental health also gave lower
overall responses to compensation and financial aspects of their injury when compared
to nurses working in medical or surgical wards.
Statistically significant differences in responses were found for those nurses who
indicated they had a psychological injury when compared to those with physical injuries
and for nurses working in aged care facilities when compared to those working in a
public hospital.
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Table 63: Multiple Linear Regression model Outcome: Factor 4
Predictor
Variable

Adjusted
Category

Q5 (Age)
Q6
(Nursing role)

Area
(Geographical)

Q10
(Area of practice)

Injury type

Q3
(Type of health facility)

Q8
(Workload)

Estimate (95% CI)

P-Value

0.02 (0.01, 0.03)

< 0.001

Registered nurses

0

Enrolled nurses

0.29 (-0.03, 0.61)

0.07

Assistants in nursing

0.13 (-0.16, 0.41)

0.4

Other nurses

0.32 (-0.1, 0.75)

0.1

Major city

0

Regional

0 (-0.24, 0.24)

1.0

All other

0.04 (-0.18, 0.27)

0.7

Med, surg

0

Emergency/ICU/OT

0.36 (0.02, 0.7)

0.04

Aged

0.16 (-0.28, 0.59)

0.5

Mental health

-0.24 (-0.63, 0.16)

0.2

Other

0.29 (-0.03, 0.61)

0.08

Physical

0

Psychological

-0.4 (-0.77, -0.02)

0.04

Other

0.17 (-0.24, 0.59)

0.4

Public hospital

0

Private hospital

0.07 (-0.32, 0.47)

0.7

Aged care

-0.38 (-0.81, 0.06)

0.09

Disability / community

-0.13 (-0.45, 0.2)

0.4

Other

-0.39 (-0.87, 0.09)

0.1

Normal (30-39 hrs)

0

< 30 hrs

-0.01 (-0.24, 0.23)

1.0

> 40 hrs

-0.19 (-0.42, 0.03)

0.1

Factor 5: Nurses’ perceptions of a negative experience
Table 64 shows the items included in factor 5 – nurses’ perceptions of a negative
experience. Five items of the 59 in the questionnaire were included in this factor.
Nurses reported being unfamiliar with terminology, pressured to attend an employer
nominated doctor; to change restrictions and to resign.
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Table 64: Nurses’ perceptions of a negative experience
Question

Question

Loadings

g27

Terminology was often used that was unfamiliar to me

0.71

g49

I was subject to undue pressure to attend a treating doctor nominated by my employer

0.66

g24

I feel alienated from my co-workers as a consequence of my injury/illness

0.40

g33

I was subject to undue pressure to change my restrictions

0.33

g34

I was subject to pressure to resign

0.31

Enrolled nurses perceived a more negative experience to the rehabilitation process
when compared to registered nurses (Table 65), however, there was no difference
between geographical areas.
Table 65: Simple Linear Regression models Outcome: Factor 5 vs. Area and Q6
Predictor
Variable
Area
(Geographical)

Q6
(Nursing role)

Coefficient
Category

Estimate (95% CI)

P-value

Major city

0

Regional

-0.11 (-0.34, 0.13)

0.4

All other

0.02 (-0.19, 0.24)

0.8

Registered nurses

0

Enrolled nurses

0.43 (0.22, 0.65)

< 0.001

Assistants in
nursing

0.21 (-0.04, 0.46)

0.1

Other nurses

-0.2 (-0.58, 0.18)

0.3

Table 66 shows the results of a multiple linear regression with factor 5 (nurses’
perceptions of a negative experience).
Enrolled nurses gave lower overall responses to negative experiences (factor 5) when
compared to registered nurses. Nurses working more than 40 hours per week had a
more negative experience than those working a normal, 30-39 hour week. Nurses
working in ‘Other’ areas not covered by emergency, aged, medical, surgery or mental
health also gave lower overall responses of negative experiences when compared to
nurses working in medical or surgical wards.
Those nurses with psychological injury also reported a more negative experience when
compared to those with physical injury and male nurses reported lower overall
responses of negative experiences when compared to female nurses.
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Table 66: Multiple Linear Regression model Outcome: Factor 5
Predictor

Adjusted

Variable

Category

Q6
(Nursing role)

Q8
(Workload)

Estimate (95% CI)

P-Value

Registered nurses

0

Enrolled nurses

0.55 (0.25, 0.86)

< 0.001

Assistants in nursing

0.15 (-0.12, 0.41)

0.3

Other nurses

-0.26 (-0.64, 0.13)

0.2

Normal (30-39 hrs)

0

< 30 hrs

-0.09 (-0.31, 0.14)

0.4

> 40 hrs

0.19 (-0.03, 0.4)

0.08

Med, Surg

0

Q10
(Area of practice)

Injury type

Q3
(Type of health facility)

Q4
(Gender)

Emergency/ICU/OT

-0.13 (-0.45, 0.18)

0.4

Aged

-0.24 (-0.66, 0.18)

0.3

Mental health

0.02 (-0.35, 0.39)

0.9

Other

-0.3 (-0.61, 0)

0.0470

Physical

0

Psychological

0.68 (0.35, 1.02)

< 0.001

Other

-0.2 (-0.57, 0.18)

0.3

Public hospital

0

Private hospital

0.02 (-0.34, 0.38)

0.9

Aged care

0.08 (-0.34, 0.49)

0.7

Disability / community

-0.2 (-0.51, 0.1)

0.1950

Other

0.25 (-0.2, 0.69)

0.3

Female

0

Male

-0.3 (-0.62, 0.01)

0.06

Delays in process
Thirty five percent of respondents indicated there was a delay in the medical
management of their injury; however this was not significantly different between the
different nursing roles (see Table 67).
Table 67: Were there any delays in the medical management of your injury?
Question
G85

Response

AIN
(n=119)

EN
(n=75)

RN
(n=243)

Other
(n=28)

Total
(N=465)

Yes

46 (39%)

22 (29%)

85 (35%)

8 (29%)

161 (35%)

No

73 (61%)

53 (71%)

158 (65%)

20 (71%)

304 (65%)
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Delays in the development and implementation of the return-to-work program was
reported by 23% of respondents, however this did not vary between the different
nursing roles (see Table 68).
Table 68: Were there any delays in development and implementation of your return-to-work
program?
Question
G87

Response

AIN
(n=116)

EN
(n=74)

RN
(n=238)

Other
(n=28)

Total
(N=456)

Yes

28 (24%)

20 (27%)

55 (23%)

3 (11%)

106 (23%)

No

88 (76%)

54 (73%)

183 (77%)

25 (89%)

350 (77%)

Forty percent of nurses reported having sustained an injury since the initial injury.
Almost half of the AINs and ENs reported having sustained an injury since the original
injury, a third of registered nurses and a quarter of ‘other’ nurses reported this (see
Table 69).
Table 69: Have you sustained an injury/illness since your initial injury?
Question
G90A

Response

AIN
(n=117)

EN
(n=76)

RN
(n=243)

Other
(n=28)

Total
(N=464)

Yes

55 (47%)

38 (50%)

87 (36%)

7 (25%)

187 (40%)

No

62 (53%)

38 (50%)

156 (64%)

21 (75%)

277 (60%)

1.12 Discussion
This study aimed to provide evidence of the current practices relating to the
rehabilitation of injured nurses in NSW. The research focused on the return-to-work
practices for injured nurses, identification of practices being used, the experiences and
perceptions of these practices by nurses, as well as differences between geographical
locations, type of facilities and type of nurse.
Key results from this research include: nurses feeling valued, supported and involved
in their return-to-work; the effect of injury on their future work life; positive and negative
experiences of the process; and the differences in relation to age, type of injury
(psychological), number of hours worked per week and nurse specialisation. Specialist
nurses (emergency, intensive care and operating theatre) are more likely to be
returned to work.
The sample was representative of the nursing workforce as follows (see Table 4): most
were working in major cities or regional locations (64%) and in public hospitals (48%), a
quarter (26%) worked in aged care facilities, half were registered nurses (52%) and
most were female (91%). The type of injury recorded was also representative. Physical
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injuries accounted for 86% of injuries in our sample with manual handling injury being
the most common injury recorded. Notably, nurses reported lifting and positioning of
patients as the most common cause of these injuries (see Table 8). This is consistent
with the current literature for nurses in which it is reported that the health and
community industry has the second highest rate of workplace injury in NSW, with
manual handling injuries contributing to >43% of these injuries (3). It is of particular
interest that 33% of those reporting physical injuries in this study were working in aged
care facilities (n=128). This may be related to the amount of manual handling involved
in such work with heavier manual handling tasks potentially being more prevalent in
these facilities.

Workplace injury management practices
Most nurses in this study notified their employer of the injury on the day it occurred
(68%) (see Table 5) and indicated that their employers contacted them promptly
afterwards (62%) (see Table 6). However, it is of concern that 15.2% of injured nurses
in this study experienced a delay of more than a week before being contacted by their
employer after they sustained a workplace injury. This is clearly not consistent with the
research evidence which suggests the employer should work closely with the injured
worker as soon as possible after the injury and emphasises the importance of early
return-to-work for injured workers (89, 90).
The present study found that 51% of injured nurses were contacted by a return-to-work
coordinator within the first week of the injury occurring and 35% of insurance case
managers were also reported to have contacted the injured party within the first week
(see Table 21). This indicates that employers are generally notifying insurers about
injuries within the required time. There was however a significant difference in the time
taken for involvement with the return-to-work coordinator between nursing roles, which
was not identified with contact from the insurance case manger. No contact with a
return-to-work coordinator was reported by 8.6% of participants (most frequently for
AINs), and 12% of RNs had no contact from the insurance case manager. Delays in
contact between the injured worker and the various stakeholders has been identified in
other studies as detrimental to the rehabilitation process, whereas proactive
communication has been linked with better rehabilitation outcomes (87, 90, 91).
Approximately two-thirds of injured nurses in this study consulted a general practitioner
for care, with about a quarter of injured nurses presenting at emergency departments
(see Table 12). The process of workplace injury management requires the injured
worker to see a medical practitioner for a certificate if they cannot work. When
managing a worker’s injury the nominated treating doctor may need to obtain further
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diagnostic assistance or therapies such as X-rays or physiotherapy. This is consistent
with regulatory obligations under the Workplace Injury Management and Workers’
Compensation Act 1998 (69). For those injured nurses who required such interventions
half of those in this study received this within three days however 18% waited more
than 21 days (see Table 15). Indeed, substantial waiting periods were identified by
some respondents in this study, with the range of time to see a medical specialist
varying from 1 day to 78 weeks in duration (see Table 22). Delayed periods of time in
receiving treatment may impact upon return-to-work and rehabilitation outcomes. Other
studies have shown that the longer an injured worker is away from work the less likely
they are to return (90, 92, 93).

Rehabilitation
Many nurses in this study reported being able to return-to-work within two weeks after
injury (37%), although another nine percent reported being unable to return-to-work at
all (see Table 16). Over three-quarters (76%) of the nurses who returned to work
required rehabilitation and returned on suitable duties, with no difference found
between the various nursing roles (see Table 17).
The present study found that the return-to-work coordinator was a key individual
involved in the respondent’s case and a rehabilitation external provider was only
involved in about one third of cases (34%) (see Table 20). Interestingly, Kenny (13)
found return-to-work coordinators were the most frequently reported source of
perceived inadequacy by injured workers, however this was not identified in this study.
Recent research concludes that one key element in the successful return-to-work
process is the active involvement of the return-to-work coordinator (94).
In this study AINs indicated that they were less likely to have involvement with the
return-to-work coordinator in workplace assessments (see Table 24). Enrolled nurses
were significantly more likely than other nurses to have involvement from the return-towork coordinator and from an external rehabilitation provider in workplace
assessments. In this study 20% of participants reported that they did not have a graded
return-to-work plan established (see Table 25). Of these, almost half (46%) returned to
work on normal duties and 38% reported returning to work on suitable/modified duties
(which suggests plans were actually adopted for these participants) (see Table 26).
Sixteen percent of participants reported that their return-to-work plan was provided
after one week. This is consistent with the data reported in Table 16 indicating that
19.6% of respondents returned to work within one week.
Suitable duties were rated both positively and negatively by the respondents in this
questionnaire. Eighty-seven percent of injured nurses in this study reported being
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provided with suitable duties to return-to-work, with 75% reporting these were
consistent with restrictions recommended by their medical practitioner (see Table 29).
According to regulatory requirements (95), when an injured nurse requires a return-towork plan, the nominated treating doctor and the injured worker are the key
stakeholders involved in the development of the return-to-work plan. This is consistent
with the findings in this study, where nurses reported being involved in the
development of the return-to-work plan (67%) with the nominated treating doctor
(69%), the employer/supervisor (48%), and return-to-work coordinator (56%) (see
Table 27). Suitable duties were provided in the pre-injury area of practice and ward for
75% of respondents in this study (see Table 38). Successful outcomes have been
linked to return-to-work with the pre-injury employer and location (33).
Suitable duties identified in this study were essentially modified nursing duties (35%) or
different duties such as clerical duties (20%) (see Table 31). A significant difference in
the types of suitable duties provided between the various nursing roles was identified,
with more ENs reporting returning to work on restricted or light duties (49%) than AINs
or RNs (see Table 32). Even though injured nurses reported that the suitable duties
provided were nursing related, RNs were significantly more likely to perform nursing
related clinical duties than other nurses. These differences may be related to the type
of duties normally undertaken by AINs and ENs, who may have more duties that
involve manual handling and a more limited range of duties, when compared to RNs.
However, further investigation is needed to determine the reasons for these differences
in rehabilitation associated with nursing role. More ENs had involvement with external
workplace rehabilitation providers who are engaged to provide specialised expertise in
case management (see Table 20) (in addition to that generally available to the
employer and insurer (96)) and assist in returning an injured worker to work in the preinjury area or in a new area. The reason for this cannot be determined from the data
collected.
There were no differences between type of health facility, geographical area or
principal area of practice in relation to the type or availability of suitable duties in this
study (see Table 33, Table 34 and Table 35). In contrast, the literature suggests that
employers from hospitals find the task of providing suitable duties particularly difficult
(13).
The present study found that some nurses believed that suitable duties were often
actually unsuitable (25%) and 20% reported that the supervisor/peers were noted as
being unsupportive (see Table 30). However, 62 % nurses in this study reported they
were assigned realistic duties and were supported during the process by their
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supervisor (see Table 55). Unsupportive supervisors and co-workers, and inflexibility of
employers has been identified in other literature as an impediment in the provision of
suitable duties for injured workers (13, 19).
In this study, the most frequently reported assessment as part of the rehabilitation
process was a workplace assessment (30%) (see Table 49). However, 42% of injured
nurses in this study were not aware if a workplace assessment had been completed by
key stakeholders prior to their return to work (see Table 24) and AINs were significantly
less aware than other nurses. Workplace assessments are conducted by qualified
assessors to ensure that a return-to-work plan is precisely matched to the worker’s
current work capacity, thus providing for safe upgrading of duties with the intention of
improving the worker’s capacity (14)(97). Under the NSW WorkCover guidelines,
workers referred to an external rehabilitation provider must undergo a workplace
assessment. In relation to the AINs in this study, their response may be linked to an
increased involvement from the insurance case manager and less involvement from a
rehabilitation provider prior to returning to work.
Of the respondents in this study, 39% were provided with supernumerary duties, but
this occurred less frequently for RNs (see Table 39). Supernumerary duties are those
where nurses work as an ‘extra’ on a shift. However, there is limited literature regarding
the use of duties in a supernumerary capacity and further research into the value and
benefits of these duties is required.
Most injured nurses in this study (58%) reported spending between one week and five
months on suitable duties, and 30% reported spending between 6-12 months on
suitable duties (see Table 36). Provision of suitable duties is documented as commonly
being provided as part of the rehabilitation process, however the length of time injured
workers spend on suitable duties is not clearly articulated(33, 98).
Return-to-work with the same employer and in the pre-injury area of practice was
reported by the majority (61%) of the injured nurses in this study (see Table 42), which
is in contrast to the literature (19). Ten percent of nurses in this study were unable to
return-to-work. This is a little less than in other environments in Australia and New
Zealand where 15% and 13% of injured workers were reported as being unable to
return-to-work respectively.

Nurse experiences and perceptions
Most injured nurses in this study reported feeling valued (56%) and supported (57%)
by their employers (see Table 52). Most nurses also reported receiving a positive
and/or appropriate initial response from their employer when notifying them of the injury
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and felt valued as an individual and professional. However about one-third (32%)
reported a negative response from their employer (see Table 9). This may be reflective
of longer term outcomes for these injured nurses. Although the majority of nurses
reported a positive initial response from their employers in this study, the data about
difficulties undertaking suitable duties suggest that some nurses subsequently
experienced negative attitudes and expectations from management or staff.
In addition, nurses who reported a psychological injury were less likely to experience a
positive response from their employer than a nurse reporting a physical injury. Those
nurses who indicated they suffered a psychological injury also gave significantly more
negative responses in their perceptions of compensation and financial aspects of their
injury when compared to those suffering physical injury, and also reported more
negative experiences of the rehabilitation process (see Table 63 and Table 66).
Workplace stress in nurses has been identified in previous research(31), with
psychological injuries among nurses and working women generally increasing(73) .
The characteristics of the workload and working environment are reported to be the
primary causes(31). In the present study, nurses working more than 40 hours per week
or those who worked overtime were less likely to feel supported than nurses working
less hours (see Table 54). There were no significant differences in perceived support
between nursing roles or geographical areas.
The factor analysis identified that age was a significant factor for nurses feeling
supported and valued, in relation to perceptions of the return-to-work process and
regarding perceptions of compensation and financial aspects of injury. Older nurses
were more likely to feel less valued and have more negative perceptions of the returnto-work process and of the compensation aspects. This is consistent with literature that
indicates older workers, and older workers with a disability have been identified as
experiencing stereotyping and discrimination on the part of employers, with the
suggestion that they experience more sickness and injury and therefore are not as
productive as younger workers (99, 100).
When reflecting on the nurse’s perception of their future post injury, 52% of nurses in
this study indicated that the injury may permanently affect their ability to work in the
future (see Table 58). Nurses suggested their injury may potentially affect the length of
their working life and alienate them from their co-workers. It also created a fear of
losing their employment. AINs, ENs and very specialised nurses (such as those
working in Emergency, Intensive Care and Operating Theatres) and nurses suffering
psychological injury were more concerned regarding their longer term future than RNs.
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Concerns regarding the longer term future have also been identified in other research
involving injured workers in NSW (18).
Although the responses from this study are encouraging regarding the provision of
suitable duties, it is important to note that 42% of the respondents believed that their
recovery continued to improve while on suitable duties, and another 42% suggest that
it potentially delayed their recovery (see Table 18). Suitable duties or modified work
has been reported to facilitate return-to-work, increase the likelihood of return-to-work
for injured workers and improve outcomes(71), however these benefits are often simply
considered in economic terms such as a reduced numbers of days lost from work and
reduced costs. Further study to investigate delays in recovery associated with suitable
duties is required.
Nurses working more than 40 hours per week were significantly less likely to return-towork on the same duties (see Table 45) compared with those working less than 40
hours, and they reported more negative experiences of the rehabilitation process.
Overtime is unlikely to be part of the post injury return-to-work plan, however in the
study by the Heads of Workers’ Compensation Authorities, 55% of injured Australians
reported returning to work on their pre-injury hours (93).
Aged care nurses in this study had reduced odds of returning to work with the same
employer (see Table 46). Almost all injuries to nurses in the aged care sector were
manual handling injuries (92%). Further study investigating the nature of the work and
the type of, and ratio of nurses in this sector is required to determine reasons why this
occurs. Characteristics of the work environment, the dependency levels of aged care
patients, and the amount and nature of manual handling involved in this sector requires
further study.
Nurses’ perceptions reported in this study may provide some insight into the process
and outcomes of occupational rehabilitation.

Study Limitations
The response rate to the cross-sectional study was modest (14.2%) and consequently
the results may not be representative of the target nursing population. Nonetheless, the
return-to-work rates reported in this study and several other related factors, such as a
lack of support and negative attitudes of key stakeholders, are similar to those reported
in studies of injured workers in other occupations (13). Secondly, the retrospective
nature of this study involved respondents reporting data for a period of two years prior
to completing the questionnaire. The results therefore may have been affected by
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recall bias and associated under-reporting. However, the more memorable, serious or
significant cases are likely to have been well represented in the sample.
The sample approached to participate in the cross-sectional study was nurses
identified by WorkCover NSW using their Workers’ Compensations claims database.
Injured workers submit claims via employers or directly to agents or insurers. The
agent/insurer processes this information and enters it into a system, which at the end of
each month, is reported to WorkCover. This system includes descriptive fields which
describe the occupation of the injured worker and involves the allocation of the most
appropriate Australian Standard Classification of Occupation code, which assigns the
injured worker to an occupation category. A poor description or a data entry error can
therefore give rise to a coding error such that the occupation of the injured worker is
recorded incorrectly. From the substantial number of workers initially approached to
participate in the study who reported they were not nurses, it is evident that coding
errors for occupation affected recruitment to this study. As such, these coding/data
entry errors may have impacted on the determination of the sample and its
appropriateness.
The determination of the sample may also have been affected by the difference
between the injury date and the claim date. Typically, there is a lag between when a
claim is lodged with an insurer, known as the ‘claim date’, and when the injury
occurred, the ‘date of injury’. Given the sample data provided by WorkCover was based
on the claim date, there may therefore have been a slight mismatch between the
intended sample (nurses who experienced injuries in the last two years) and the actual
sample. This is unlikely to have affected the representativeness of the sample but may
have impacted the response rate. Similarly, the data provided by WorkCover (claim
dates between 1 July 2005 and 30 June 2007) did not exactly match with questions in
the survey instrument which asked respondents to report on injuries sustained in the
last two years, depending on when they completed the questionnaire and considering it
was posted in November 2008.
Finally, respondents were asked to report on injuries requiring rehabilitation. It is
possible that some injured nurses may not have reported injuries for which they
perceived they did not undergo rehabilitation although they actually did, despite a
definition of ‘occupational rehabilitation’ being provided at the outset of the
questionnaire.
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6.

Achievement of study aims and objectives

This study was conducted in two parts and was designed to achieve the research aims
and objectives outlined below.
Part 1 of the study was a series of qualitative focus groups (one in each of the three
geographical areas) with workplace return-to-work coordinators will be conducted, to
identify current practices, as well as the experiences and perceptions of the
rehabilitation process from the employer perspective.
Part 2 of the study was a cross sectional study of injured nurses utilising a posted
questionnaire to determine their experiences and perceptions of the rehabilitation
process.
The study aimed to determine:
1. What are the institutional practices and processes that are utilised following injury
to nurses in NSW?
2. What are the perceptions and experiences of injured nurses involved in the
occupational rehabilitation process in health facilities in NSW?
3. What are the perceptions and experiences of workplace return-to-work coordinators
involved in the occupational rehabilitation process for injured nurses in health
facilities in NSW?
To achieve these aims the study objectives were:
4. To identify the practices and processes used in the return-to-work of injured nurses.
5. To evaluate the perceptions and experiences of injured nurses and workplace
return-to-work coordinators with respect to these practices.
6. To identify if any differences in practices between rural, regional and metropolitan
geographical areas exist.
7. To identify if any differences in practices between aged care, public and private
sectors exist.
8. To identify types of nursing activities employed as suitable duties in a return-towork program for injured nurses.
9. To recommend desirable practices to facilitate the return-to-work of injured nurses.
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1.13 Practices and processes used; and perceptions and
experiences of return-to-work coordinators in the returnto-work of injured nurses
The practices involved in returning injured nurses to work from return-to-work
coordinators’ perspective are reported by return-to-work coordinators in Part 1 of the
study included:
There is wide variation in the organisational context in which return-to-work
coordinators operate including: the way the return-to-work process is valued and
resourced, models for injury prevention and management, leadership and supervisory
commitment to the process; and financial support for return-to-work coordinators roles,
training and supernumerary staffing. In rural areas the injury management process is
also affected by limited resources and services, and distances involved in travelling to
access services. Return-to-work coordinators were sincerely committed to assisting
and supporting nurses to return-to-work and were motivated to do this by nursing
shortages.
There is often a lack of clarity about case management which may be viewed by both
return-to-work coordinators and insurers as ‘their’ role, resulting in confusion and
anxiety for injured nurses because they are uncertain about who is managing their
case. There is a perception that doctors often contribute to barriers that delay the
return-to-work process. This process is viewed as complex and may be compounded
by confusion and fear of injured workers, also resulting in delays in successful returnto-work. These same issues have been reported in the literature previously, (12, 18,
41) yet they continue to interfere with the return-to-work process. Return-to-work
coordinators recognised that timely return-to-work may be affected by carer
responsibilities for some injured nurses.

1.14 Practices and processes used; and perceptions and
experiences of injured nurses in the process of returning to
work following an injury
Overall, most nurses in Part 2 of this study reported being able to return-to-work
successfully. Seventy per cent of nurses sought medical assistance within 24 hours of
being injured and most of them presented to a general practitioner or emergency
department. Fifty per cent of injured nurses were contacted by a return-to-work
coordinator within the first week of the injury occurring and 35% of insurance case
managers were also reported to have contacted the injured party within the first week.
This indicates that employers are generally notifying insurers about injuries within the
required time.
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The return-to-work coordinator was a key individual involved in the respondent’s case
and a rehabilitation external provider was only involved in about one third of cases.
Most participants returned to work on a graded return-to-work plan and nurses reported
being involved in the development of the return-to-work plan with the nominated
treating doctor, the employer/supervisor and return-to-work coordinator. More than one
third of nurses reported being able to return-to-work two weeks after their injury;
although approximately ten percent reported being unable to return-to-work at all. Most
nurses reported returning to work with the same employer and in the pre-injury area of
practice. Workplace assessments were reported by one third of participants however,
almost half of them were not aware if a workplace assessment had been completed by
key stakeholders prior to their return-to-work.
Over three-quarters of the nurses who returned to work, returned on suitable duties.
More than half the participants reported spending between one week and five months
on suitable duties, and one third reported spending between 6-12 months on suitable
duties. For those who returned to work successfully, most reported being supported
and valued by management and co-workers.
Various factors were identified by nurses that delayed their return-to-work or that
contributed to negative rehabilitation experiences. Some injured nurses experienced a
delay of more than a week before being contacted by their employer after they
sustained a workplace injury. Initial management responses were positive however,
some nurses reported negative attitudes that contributed to the negative rehabilitation
experiences, in particular for those who suffered a psychological injury. Nurses who
worked longer hours and who were older also reported that they felt less supported.
Aged care nurses in this study were less likely to return-to-work with the same
employer and most likely to sustain manual handling injuries. Half of the nurses in this
study indicated that the injury may permanently affect their ability to work and may
potentially affect the length of their working life.
This study provides two perspectives of the practices and processes used in the returnto-work of injured nurses. Both perspectives suggest that the return-to-work coordinator
is the key role that facilitates the successful return-to-work of injured nurses. The
process is conducted in a complex organisational context and while many nurses were
successfully rehabilitated, numerous factors may contribute to delayed return-to-work
and a negative rehabilitation experience for injured nurses. Nurses who are valued by
their employer and provided with adequate support are more likely to have a positive
rehabilitation experience. Nurses’ who sustained psychological injury, worked longer
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hours, were older or who worked in aged care, received less support and had more
negative rehabilitation experiences.
Large scale multi-site comparative studies into health care organisational practices are
required in order to provide a robust evidence base for the development of best
practice guidelines for the return-to-work process. The focus of this type of study would
be on organisational processes and outcomes of return-to-work. While this study has
touched on the issue of geographical isolation and return-to-work, further study of this
issue is required. Case management practices within the Workers Compensation
system need exploration in order to clarify roles and to determine which stakeholders
are best positioned to undertake case management and to establish best practice.
Nurses who are at risk for negative rehabilitation experiences may require additional
support systems to assist their successful return-to-work.

1.15 Differences in practices between rural/ regional and
metropolitan geographical areas
This study aimed to identify if there were any differences in practice between rural,
regional and metropolitan areas in relation to the occupational rehabilitation of injured
nurses. Our survey included injured nurses from major cities (41%), inner and outer
regional areas (23%) and remote (29%) geographical areas. The focus groups
included return-to-work coordinators from metropolitan/regional (n=15) and rural
geographical areas (n=10).
Differences in practice between rural and metropolitan/ regional geographical areas
were identified in relation to workforce issues for nurses, travel, GP’s and in relation to
the organisation.

Workforce issues
Issues associated with the nursing workforce impacted upon return-to-work in all areas.
This included the general shortage of qualified nurses which is globally documented
(25-27). Return-to-work coordinators outlined a real commitment to achieving a
successful return-to-work for injured nurses because of the workforce shortages.
However, in rural areas the return-to-work coordinators indicated they needed to do
everything possible to retain their injured nursing staff due to the nurse shortage and
as most did not have the option of calling in agency nurses to fill the gap. Some returnto-work coordinators felt that because their organisations were located in rural and
remote areas, that they adopted a different attitude towards return-to-work and that this
was intimately linked to the issue of staff retention.
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Return-to-work coordinators in all geographical areas felt they needed to be creative to
accommodate specialised nurses on suitable duties, due to the expertise they hold,
however in rural settings this was identified as being particularly important due to the
limited number of specialist nurses available. Innovation to assist such nurses to
remain at work was identified as being essential in rural settings.
The use of agency staff varied between the geographical areas. Rural return-to-work
coordinators discussed the limited availability of agency staff and their urban
counterparts discussed the special challenges that agency staff presented.
Internationally, there is concern that the reliance on agency staff may result in
organisations shifting more hazardous jobs and tasks to members of this alternative
workforce and that casual staff are more likely to be at increased risk of stress because
of their more precarious employment position(40).
Although differences between rural and metropolitan areas were discussed in the focus
groups, there was no statistically significant difference between type and availability of
suitable duties, return-to-work or return to pre-injury duties of injured nurses between
geographical areas identified in the survey.

Travel
Travel arrangements were discussed as impacting upon return-to-work in all
geographical areas. Personal travel such as the distance and time travelled, the type of
travel surface or mode of transport, and individual travel arrangements needed
consideration in order to determine shifts and suitable duties. This was particularly true
for injured nurses living in rural and remote areas who travel longer distances over a
variety of terrain to get to work and who often needed to be accommodated on shifts
that allowed them to car pool to work.
Availability of resources, and the distances to access services in rural areas both for
treatment and rehabilitation impact upon the timely injury management process, with
travel being identified as an issue, as the long journeys required often exacerbate the
injury.

General Practitioners
General Practitioners (GPs) have been identified as one of the barriers to return-towork for injured workers (12),and this was also identified in the present study. Those in
rural settings identified that in some instances working in smaller, more isolated
communities created better relationships with GPs and this supported a timely returnto-work ethos, however not all return-to-work coordinators working in rural settings
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agreed with this indicating they did not think that rural GPs were any more accessible
or supportive than their urban counterparts.

Organisational issues
A wide variation of organisational contexts in which the return-to-work coordinators
operate was identified in the present study. This includes wide variation in the way
return-to-work is valued and resourced; the model for injury prevention and
management; the leadership and supervisory commitment to the process; the
commitment to education of return-to-work process within the organisation and
professional development for the return-to-work coordinators. In particular there were
large differences in the financial commitment the organisation made, and budgetary
arrangements for funding both the return-to-work coordinators role and supernumerary
staffing positions. Organisational approaches to return-to-work are influenced by local
conditions and the geographic location can have a profound effect on a range of
factors linked to successful return-to-work. Factors such as the distances travelled from
rural areas to services for diagnosis and treatment is one example.
The organisational attitude towards return-to-work was also discussed as varying
between geographical areas. Return-to-work coordinators in rural areas recognised
that the reputation of their organisation rested upon fair management of injured
workers. The community focus of employers was identified as important with
consideration of the impact of injured workers upon the local community and the
subsequent feedback from the community about the employer needing to be
considered.
Another difference between geographical locations highlighted the isolation of some
rural return-to-work coordinators. Some return-to-work coordinators were not in contact
with other return-to-work coordinators either within their own organisation or from other
organisations. A lack of peer support was considered detrimental to ongoing
professional development, affecting knowledge and skill acquisition and the ability to
innovate.

1.16 Differences in practices between aged care facilities,
public hospitals and private hospitals
This study aimed to identify if there were any differences in practice between aged care
facilities, public and private hospitals in relation to the occupational rehabilitation of
injured nurses. Our survey included injured nurses from public hospitals (48%), private
hospitals (7.4%), aged care facilities (26%) and also those working in disability or
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community (13%). The focus groups included return-to-work coordinators from public
hospitals (n=8), private hospitals (n=8) and Aged care/disability sectors (n=5).
There were few differences identified between aged care facilities, private and public
hospitals, however some of the differences identified in relation to organisational
approaches maybe the result of differences within these sectors. Aged care nurses
were the exception with some differences being identified.
The model for return-to-work within organisations; managerial and supervisory
attitudes; and resourcing varied between facilities. Some studies have attempted to
understand how organisational culture impacts upon return-to-work (54, 63, 65-67).
The structural characteristics of companies (size and sector) have been identified as
impacting upon early return-to-work (64). In the present study organisational
approaches varied from well-resourced and highly supported return-to-work systems to
poorly resourced return-to-work coordinators who were simply unable to do the job
effectively due to their part-time status or because the return-to-work position was just
one of many “hats” or roles they assume in the workplace.
Aged care nurses in the present study have reduced odds of returning to work with the
same employer and when compared to other nurses those working in aged care had
more manual handling injuries. Thirty three percent of those reporting physical injuries
in the present study were working in aged care facilities. This may be related to the
amount of manual handling involved with potentially heavier work being more prevalent
in these facilities. Further study investigating the nature of the work and the type of and
ratio of nurse in this area is required to determine reasons why this maybe the case.
Differences in the nature of the work environment, the dependency levels of these
patients, the amount of manual handling involved with potentially heavier work may be
more prevalent in these establishments requires further study.
There was no statistical difference between ability to return-to-work, to return-to-work
on pre-injury duties or type of suitable duties provided between facility, in our survey
results, however it was noted in the focus groups that return-to-work can be impeded
where nurses normally work alone, such as in residential facilities with limited staffing
numbers and with the physical arrangement of these facilities. Literature however,
suggests that employers from hospitals find the task of providing suitable duties
particularly difficult (13).

1.17 Types of nursing activities deemed as suitable duties in a
return-to-work program for injured nurses
Return-to-work coordinators in Part 1 of the study reported that:
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For nurses who had a high manual workload, it was often more difficult to find
appropriate suitable duties (ENs and AINs). This was also true for nurses in highly
specialised areas (ICU and OT). One of the most novel results relates to community
nurses who have significant issues due to difficulties driving following physical injuries
and carrying out solitary nursing activities following a psychological injury. Nurses in
residential facilities have both a heavy manual workload and often work alone.
For nurses who had supervisory or management roles prior to injury, return-to-work
coordinators were more often able to find them suitable duties. These roles were
viewed as more likely to constitute suitable duties following injury.
Most return-to-work coordinators supported the view that it was important to maintain
regular teams, however in the case of psychological injuries due to workplace bullying
it was often difficult to maintain the worker in the original work team.
The range of suitable duties offered included administrative, light clinical duties. Some
examples of suitable duties were:
1. Admissions
2. Discharges and follow-up discharge phone calls
3. Patient education
4. Patient observations
5. Medications
6. Feeding patients
7. Spending time with patients
8. Supervision/mentoring of clinical staff
9. Documentation (including patient care plans, medical records, organisational
policies and procedures, electronic documentation including data entry)
10. Administration and coordination activities (continuity of care)
Nurses in Part 2 of the study reported that:
Three quarters of the injured nurses reported they were provided with suitable duties
that were consistent with restrictions recommended by their nominated treating doctor.
They also reported being involved in the return-to-work plan and most continued to
work in their pre-injury area of practice. Suitable duties were modified nursing duties or
different duties such as clerical. AINs and ENs were more likely to have duties which
involved manual handling prior to sustaining an injury. ENs returned to work more often
on restricted or light duties. RNs were more likely to perform nursing duties than other
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nurses. There were no differences between health facility, geographical areas or
principal area of practice in relation to the type of availability of suitable duties in this
part of the study.
Examples of suitable duties reported are:
1. Reduced hours or reduced days of work
2. Restrictions to lifting, pushing and pulling and/or duration of standing
3. Patient observations
4. Clinical administration
5. Clerical work, ward clerk, photocopying, filing and phone duties
6. Triage
7. Showering patients, feeding and activities of daily living
8. Wound dressings
9. Charts and documentation including writing reports
10. Management and scheduling duties
11. Medications including ordering
12. Stock audits
13. Short theatre cases
14. Aged care assessments
15. Pre-admissions, history taking and pre-operation preparation
16. Discharges including discharge planning
17. Patient enquiries
18. Diversional activities
19. Cleaning
20. Community mental health team
21. Clinic work, including outpatients, immunisation, wounds, antenatal
22. Restricted patient contact or home visiting
23. Computer data entry and auditing
24. Education of patients and/or staff and orientation and new staff training
25. Respite care and day care
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26. Recovery room nursing
27. Special care nursing
28. Stock inventory including restocking
29. Policy revision and accreditation documentation
30. Assessment and reviewing plans
31. Case management
32. Community health
33. Occupational health and safety including updating material safety data sheets and
safety audits
34. Clinical governance including risk management and root cause analysis
35. Research and special projects
36. Selection and modification of equipment
37. Clinical supervision including team leader
38. Nurse buddy to assist with normal duties
39. Supernumerary
40. Promoted to new role
Overall nurses in this study reported that they were assigned realistic duties and were
supported during the process by their supervisors. However, one quarter of nurses
reported that their suitable duties were not suitable, and some were not supported by
their supervisors and co-workers and these factors may have negatively impacted their
return-to-work experience.

Similarities
The data from the return-to-work coordinator’s focus groups is consistent with the data
from the nurses’ questionnaire as follows:
ENs and AINs had more difficulties with the provision of suitable duties due to their
high manual handling workload.
For nurses who had supervisory or management roles prior to injury, return-to-work
coordinators were more often able to find them suitable duties. These roles were
viewed as more likely to constitute suitable duties following injury. The questionnaire
data tends to support these findings.
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The range of suitable duties offered included administrative, light clinical duties. Some
examples of suitable duties provided in parts 1 and 2 of the study were:
1. Admissions
2. Discharges and follow-up discharge phone calls
3. Patient education
4. Patient observations
5. Medications
6. Feeding patients
7. Spending time with patients
8. Supervision/mentoring of clinical staff
9. Documentation (including patient care plans, medical records, organisational
policies and procedures, electronic documentation including data entry)
10. Administration and coordination activities (continuity of care)
Differences
Nurses in highly specialised areas (ICU and OT) were thought to have more difficulties
with the provision of suitable duties by return-to-work coordinators, however the
responses of injured nurses in the questionnaire showed that emergency, intensive
care and operating theatre nurses were highly likely to be able the return to their
normal duties.
In part 1 of the study, the novel results relates to community nurses who have
significant issues due to difficulties driving following physical injuries and carrying out
solitary nursing activities following a psychological injury was not supported by the
questionnaire data.
In part 1 of the study the results relating to nurses in residential facilities having both a
heavy manual workload and often working alone, is not supported by the questionnaire
data.
Part 1 of the study found that return-to-work coordinators supported the view that it was
important to maintain regular teams, however in the case of psychological injuries due
to workplace bullying it was often difficult to maintain the worker in the original work
team. This is supported in part 2 of the study where nurses reported being unable to
undertake suitable duties for reasons including negative attitudes and expectations of
management and staff including bullying and termination of employment.
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There were ten types of suitable duties identified in parts 1 and 2 of the study which
were consistent; however there were an additional 30 types of suitable duties identified
by nurses in the part 2 questionnaire responses. Importantly, a quarter of nurses also
reported that the suitable duties provided were not consistent with the restrictions
recommended by their nominated treating doctor.

1.18 Recommended practices to facilitate the return-to-work of
injured nurses
In synthesising the results from the two arms of the study a number of
recommendations for facilitating the return-to-work of injured nurses emerge. These
can be considered in two main groups; possible changes to the current process and
suggestions for further research.

Changes to the current process
1. There is clearly and commonly confusion on the part of the injured nurse regarding
the rehabilitation process. There is a need for plain English and user friendly
information. This should include clear guidelines on the roles and responsibilities of
the key players in the process, particularly those related to case management.
2. Casual employees, and nurses with several employers, are not adequately
considered in the current rehabilitation processes. Suitable duties are not
necessarily always made available to such individuals, and responsibility for their
occupational rehabilitation is often not defined across multiple employers.
3. There needs to be greater emphasis given to the positive influence senior
management may bring to the rehabilitation process. Their role with respect to
supernumerary positions and organisational culture related to occupational
rehabilitation of injured nurses appears critical and underutilised.
4. General Practitioners need to be more actively involved in the rehabilitation process
and play a greater role in supporting the injured nurse. Education of GPs should be
reviewed and adapted to their needs, and rehabilitation processes that involve GPs
simplified as much as possible.
5. Suitable duties should be appropriate to the level of training and experience of the
injured nurse. Similarly, further consideration is needed regarding mechanisms for
successfully retraining injured nurses into other nursing roles rather than effectively
forcing them to leave the profession.
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6. Delays in implementing treatment related to issues with payment need to be
overcome. Early intervention is highly desirable to reduce the likelihood of
psychosocial issues developing.
7. Education aimed at reducing age discrimination in the workplace should be
provided, particularly with ageing of the workforce and the increasing need to retain
nurses.
8. There is an urgent need for nationally recognised training for return-to-work
coordinators as the present levels of training and skill vary substantially across
some jurisdictions, with an extension of the harmonisation achieved between NSW,
Queensland and Victoria required. Injured nurses are entitled to similar levels of
service and care wherever they may work and live in Australia.
9. The relative invisibility of psychological injuries is associated with the risk of
accusations of malingering and non-validation of injury, as well as workplace
bullying. It is important that workplaces are accountable in their organisational
processes in relation to rehabilitating nurses with occupational mental health
issues. In many cases, significant cultural change is required.

Directions for future research
1. Elucidating differences in experiences in the occupational rehabilitation process
between the various nursing roles and the factors that lead to these differences
may help inform the development of more successful occupational rehabilitation
processes.
2. There is an urgent need to further explore the reasons why some injured nurses
are not being offered suitable duties.
3. The relationship between nursing role satisfaction and the success of occupational
rehabilitation merits investigation.
4. Manual handling injuries continue to be over-represented in nurses and require
further workplace-based study.
5. Further research investigating what GPs perceive as the barriers to successful
occupational rehabilitation may be useful in promoting their engagement.

7.
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Attachment 10: The Lamp: Media Release

Helping injured nurses’ return to work
Occupational

Rehabilitation

project

aims

to

improve

the

occupational

rehabilitation process for injured nurses.
The NSWNA is undertaking a project called The Outcome of Occupational
Rehabilitation of NSW Nurses that aims to improve the occupational rehabilitation
process for injured nurses in NSW.
A collaborative project between the NSWNA and the University of Newcastle – funded
by a WorkCover Partnerships Grant awarded in 2007, this research study sets out to
explore the experiences and perceptions of injured nurses and workplace return-towork coordinators of the rehabilitation process and identify the barriers to the
successful occupational rehabilitation of injured nurses employed in health care
settings in metropolitan and rural NSW.
The research is being conducted by the Faculty of Health at the University of
Newcastle.
An important source of information will be a questionnaire sent to a sample of injured
nurses in November. Nurses will be asked to complete and return the questionnaire.
Focus groups have been also held with a number of rehabilitation co-ordinators from a
range of employers.
NSWNA General Secretary Brett Holmes said the project derives from the
Association’s concern about the occupational rehabilitation process and how it is being
managed for injured nurses in NSW.
‘Nursing is a profession with a high rate of injury and currently the rehabilitation
processes for nurses are limited,’ he said.
‘If you have been injured recently you may be invited to participate in this research
project. I encourage members to share their experiences and perceptions of the
rehabilitation process so we can improve the process for injured nurses.’
All nurses who have sustained an injury and have required rehabilitation between July
2005 and June 2007 are eligible to participate. Potential participants will be identified
by WorkCover NSW and receive a study package inviting participation. Participation in
this research is entirely voluntary, anonymous and confidential. No information will be
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collected that will identify the participants. The questionnaire should take about 30
minutes to complete.
‘The NSWNA will provide members with information about the research findings in
future editions of The Lamp, or you will be able to obtain a copy of the research
findings from the research team at the University of Newcastle,’ said Brett.
If you would like further information about this study, please email Maya Guest at
maya.guest@newcastle.edu.au or phone 02 49217735.
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