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

In Canada, as well as in other societies, sickness ab-
sence is a significant concern and challenge [1–3]. In
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particular the health care workforce faces the risk of
illness [4]. Therefore policymakers from various coun-
tries have agreed to find solutions [5].

Several policies and interventions for return to work
(RTW) have been tried in Canada. They are often re-
ferred to as disability management (DM), that is “a
process in the workplace designed to facilitate the em-
ployment of persons with a disability through a coordi-
nated effort and taking into account individual needs,
work environment, enterprise needs and legal responsi-
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bilities” [5, p. 3]. Westmorland and Buys identified key
DM principles from the literature namely: integrated
prevention and remediation; corporate leadership; joint
union and management collaboration; timely return
to work and employee involvement [6]. New policies
were developed to support early RTW of workers with
incapacities (the inability to work due to sickness or
injury). These particular strategies do, however, not al-
ways have the expected results from the perspectives of
re-integrating workers with incapacities in Canada [6–
11]. Workers’ disappointment with early RTW policy
is also found in other countries [12].

To improve effectiveness of RTW, collaboration
was sought with both management and worker orga-
nization representatives when developing RTW pol-
icy in Canada: the so called bipartite policy-making
approach. At the provincial level, this bipartite pol-
icy process has even been institutionalized [13,14]. In
this setting, provincial Occupational Health and Safety
(OHS) regulations and legislation define DM interven-
tion programming per industrial sector. Taking the bi-
partite perspectives into account is firmly believed to
an effective remedy to reduce sickness absence [15]
due to reduction of bottlenecks in the planning, imple-
mentation and management of RTW programming [16,
17]. Involvement of bipartite stakeholders to formu-
late the RTW policy in British Columbia (BC), Canada
for the healthcare sector seemed, however, not to pre-
vent practical bottlenecks when implementing the pol-
icy according to the diverse stakeholders [10]. These
findings raise the question what the reasons are for
stakeholders’ difficulties in the execution of RTW pol-
icy and that is the focus of our research.

In 2009, RTW policy in BC, Canada for the health-
care sector was reformed as part of the collective bar-
gaining process between the provincial government
and healthcare management- and trade union represen-
tatives. Local bipartite stakeholders (human resource
executive and management, senior executive, trade
union representatives) also provided input in policy-
making process. This new bipartite agreed upon RTW
policy was built upon earlier provincial, sector-specific
initiatives [18].

The finding of our earlier study on the workers’
perspectives on the reformed RTW policy in practice
showed that the policies and procedures made workers
with incapacities responsible for the design of RTW
plans. At the same time, however, re-integrating work-
ers considered themselves incapable to answer this re-
sponsibility, within which they were offered too little
flexibility regarding involvement and interventions in
RTW planning to meet their needs [11].

Our current study focuses on the managers’ perspec-
tives on RTW policy in practice. The scarce literature
that takes a manager perspective on RTW policies and
procedures illustrate this particular stakeholder group
struggles with not knowing how to respond to the
worker with health problems [19], finds it difficult that
re-integrating workers may not be qualified to meet
certain functions in terms of limitations and produc-
tivity demands [20], and worries about increased costs
and fear legal liability [21]. The scarce studies also
show that RTW decisions and outcomes are affected
by managers’ behaviour [22,23].

To study how RTW policy works from the man-
agers’ perspectives in the BC healthcare practice, a so-
cial constructivist view on the policy process [24] is
taken. Policy often turns out differently and in unex-
pected ways in practice and can have normative impli-
cations [24]. This happens because policies and proce-
dures that have to govern daily practice include general
rules that are based on general assumptions of the situ-
ations in that same practice. Therewith rules and poli-
cies permit discretionary space for those stakeholders
who deliver the services and have to apply rules and
policies on individual situations [24,25].

Discretionary space, on the one hand, allows for in-
cluding individual differences and contextual circum-
stances in decision-making in the execution of rules
and policies in practice. Thus discretionary space is
thought to enhance fairness in process. On the other
hand, as the rules and policies itself do not predict how
the discretionary space is used in practice, this space
also counts for transformations in rules and policy in-
tentions in practice. In applying abstract rules and poli-
cies to concrete individual cases, rules have to be inter-
preted. This process of interpretation-in practice is in-
fluenced by professional norms, social costumes, peer
norms, moral beliefs and existing practices which may
transform the meaning of the rules and policy-as in-
tended [24–29]. Research of Meershoek et al. [26,27],
for instance, showed how administrative procedures
can have counter-productive effects in practice in the
Dutch setting of work re-integration. They concluded
that, in practice, the duty for the employers to work
on re-integration of workers who reported ill became
an empty letter, due to formal procedures and control
mechanisms.

The application of rules and policies is thus a highly
contextual enterprise, and therefore implementation
process in practice often has consequences that can-
not be predicted by the policy itself [24]. Insight in
and understanding of the environmental and workplace
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context in which the rules and policy have to function
can help to formulate rules and policy that are better
adapted to this local context, within which the risk of
unintended consequences can be reduced.

In our research into Canadian RTW rules and pol-
icy execution, we therefore investigate how RTW pol-
icy functions in practice in the BC healthcare sector.
How do local stakeholders interpret and apply the new
RTW policy, which is intended to add to what is al-
ready arranged by social security legislation in Canada
and how do these stakeholders handle the discretionary
space? Insight in these practices will answer the ques-
tion whether bipartite stakeholder involvement in the
RTW policy development phase in policy process in-
deed guarantees that policies and procedures are ad-
justed to the dynamics of daily re-integration practice.
In this article we focus on the perspective of the man-
agers of workers who had reported ill and were re-
integrating in their own or in accommodated jobs.

1.1. The policy studied

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

1.2. Social security in Canada

As said, in Canada, as in many other countries, RTW
policy only adds to what is already arranged by social
security legislation. In the BC healthcare sector, man-
agement is responsible for disability benefits for work-
ers who experience work-related injury/illness under
the Workers Compensation Act and OHS regulations.
If sickness absence is deemed not work-related or is
result of a motor-vehicle accident that is non-work re-
lated, there are various other insurance and benefits
systems available. For all workers, basic health care
costs are covered on the basis of a public healthcare
system.

Employment status for regular staff is secured for
about two years during which management needs to
relate to the Compensation Act and OHS regulations.
Benefits and coverage for workers vary per cause of
sickness absence and collective agreement. The man-
agement has an obligation to make every reasonable
effort to find a way to accommodate the worker (e.g.
must carefully scrutinize their workplace for potential
jobs into which the worker can be placed or, if equip-
ment is required, investigate the cost of purchasing
such equipment).

1.3. Aim and research questions

The aim of this article is to gain deep insight in
managers’ perspectives on reformed bipartite-agreed
RTW policies and procedures in practice. The experi-
ences with and perceptions on the reformed bipartite-
agreed RTW policy is part of our study how RTW pol-
icy works in practice to, in turn, find out how bipar-
tite involvement in policy process in the BC healthcare
sector functions. The research questions are:

1) How do the managers experience their new role
in organizing RTW trajectories for absent work-
ers described in the bipartite-agreed upon RTW
policy?

2) To what extent is the bipartite agreed upon RTW
policy to give local managers more responsibility
perceived as successful by the managers?

3) How are contributions by the DMPs to steer and
guide collaboration in the relation management-
worker in RTW experienced and perceived by the
managers?

2. Methods

This study took place in the largest and considered
leading health organization in BC, Canada which pro-
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Table 1
Detailed summary of participant characteristics

Clinical managers and supervisors (10 interviewees)
Participants supervise(d) workers with cause Medical disorder
of sickness absence of Orthopaedic∗ Work-related
(as diagnosed by physician) Not-work related

Motor vehicle accidents
Systemic

Mental disorder
Positions Regional Supervisor; Team Director; Team Leader; Clinical Supervisor; Regional Practice

Lead; Charge Nurse; Supervisor
Age 35–60 years of age
Gender 8 Female 2 Male
Health care services Hospital; Community Health Centre; Clinic; Residential Care

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

vides general and specialized public healthcare ser-
vices to a large portion of the provincial population.
Public acute health care services are offered in their
13 hospitals across a vast geographical area whereby
they also offer a number of other services including,
primary care, community-based residential and home
health care, mental health, addiction services and pub-
lic health. As per provincial collective agreements,
this organization created workplace-based RTW pol-
icy for its 22,000 workers. To find answers to our re-
search questions, qualitative research methods were se-
lected [30–32] and to obtain good insight on the experi-
ences and perceptions of the management, in-depth in-
dividual interviewing was selected as the best method
of data gathering [31]. The first author performed the
data collection and had the main role in data analysis.
All authors had experience with qualitative data col-
lection and analysis. Besides the involvement of the
other authors, two staff members of the Occupational
Health and Safety Agency for Healthcare (OHSAH)
of BC supervised the data-collection. OHSAH had
been involved in the development and evaluation of the
workplace-based RTW policy. The first author and su-
pervisors did have professional work relationships with
the participating BC health care organization. None of
the authors or supervisors had professional or private
relationships with the interviewees.

2.1. Study sample

Managers were defined as the clinical managers and
direct supervisors. Inclusion criteria were that they
had or still were involved in re-integration of staff
with work incapacities anytime between April 2009,
when the ‘new’ RTW policy came into effect, and June
2010. Managers who only had experiences with re-
integrating workers previous to April 2009 were ex-

cluded from this study. Purposive sampling with vari-
ous recruitment strategies were used to maximize vari-
ability in perspectives and to acknowledge the oppor-
tunity to obtain information from the full range of
local managers for intensive study [30,33]. The first
round of interviews with eight managers was held be-
tween September and December 2009 and the second
round with two managers was held in May 2010. When
a manager initiated contact to participate, he/she re-
ceived a detailed four-page information sheet and upon
agreement to participate an interview was booked. In-
terviewees ranged in management-level, differed in
age from 35–60, included both new and experienced
managers, and managed various size department, de-
livered differing health care services at multiple work
sites (see Table 1 for a description of participant char-
acteristics).

2.2. Ethical considerations

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

2.3. Interview procedure

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

2.4. Analysis

Following ethnographic methodologies, qualitative
analyses were completed to gain deep insight into
stakeholders’ perspectives [34,35], within which de-
tailed understanding of interviewees’ experiences, ac-
tions and practical reasoning was gained [31,32]. By
identifying, coding and categorizing experiences and
perceptions [36] (with pen and paper and word proces-
sor) and, then, pattern-seeking to interpret experienced
challenges and opportunities [30] we were able to un-
ravel how practical bottlenecks affected RTW. Our in-
terpretative analyses [31,32,34] focused on the role of
policy, legislation, organization characteristics and the
individual context on involvement; and how that af-
fected RTW activities, from managers’ perspectives.
The analysis of RTW policy as experienced and per-
ceived by these stakeholders resulted in an empirical
description of organizational process in RTW and the
typical consequences in practice. A review process was
put in place to ensure the accuracy of the descriptions,
emerging themes, and revealed arguments between the
authors. After the first round of interviews, the first and
second author performed the first-phase of the data-
analysis (structuring data, initial coding). After the sec-
ond round of interviews, the interpretations and pat-
terns were discussed stepwise during the process of
analysis among all authors. Member checking, to re-
view preliminary study findings for the purpose of ac-
curacy by interviewees, was not done in this study.

3. Results

On the basis of the experiences and perceptions
of the managers, we identified three main phases re-

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

3.1. Developing a return-to-work plan: Feeling
unheard

The procedure calls for a DMP to determine safe
work options for the re-integrating worker. A group
meeting is supposed to be held with the manager,
worker, union steward, and possible other stakeholders
to review and finalize details of the plan. The managers
argued that involvement is difficult and they identi-
fied concerns in practice. RTW plans need medical ac-
cordance and approval by the insurance/compensation
agency.

The managers’ first concern was that RTW policies
and procedures were unclear to them. In some situa-
tions the managers felt unaware of where to find this
information.

‘How does it work? Who is responsible for what?
That would be nice to have, an outline, kind of how
this process works and for the employee to be able
to say: Okay, at this point I should be here, and this
is who I would contact if I had any concerns.’

Besides difficulties experienced in finding informa-
tion on policies and procedures, the second concern
the managers indicated was that an expected routine in
organizing re-integration was not happening. Accord-
ing to the managers, not getting regular updates around
workers’ progress, an anticipated re-integration date
and readiness for work was confusing.

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

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

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

In similar vein, the managers’ experienced that se-
lected support services on the plan did not work on
their specific department, nor were aligned with spe-
cialized job responsibilities.

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

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

3.2. Return-to-work plan execution: Getting
frustrated

The managers saw themselves as having a key-role
in the interface between the worker and the workplace:

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

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

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

The managers experience difficulties when re-inte-
gration plans are not working out as expected. They
find it sometimes difficult how to best address practical
difficulties.

The second concern the managers pointed out was
that difficulties in RTW could, in their view, create un-
wanted tension at the workplace (e.g. the worker re-
ported sick again). They stated that (repeated) sickness
absence and limited work ability puts more responsi-
bility and pressure on co-workers. The managers per-
ceived this could result in turn and over time in ten-
sion, resentment and mistreatment among other staff
members:

‘So sometimes there is that resentment. I know that
goes on. Now whether that’s verbal, or you just sort
of hear it through the grape vine, “don’t bring her
in my area; she’s really of no help to me” or “he
can’t help”. So it’s the chronic ones that I think are
probably mistreated, maybe because they’re mis-
understood.’

The managers obtain better insight into practical dif-
ficulties in re-integration efforts, and experience ten-
sion on the floor if RTW plans do not work as expected.

The third concern the managers pointed out were un-
filled expectations on monitoring by ‘experts’. Accord-
ing to them, reviewing progress and, in turn, their ex-
pectation to address practical difficulties with ‘experts’
early on was not happening:

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

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

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

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

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

The managers experience that measures for evaluat-
ing practical problems and integrating the workplace
perspective in RTW process are unclear to them. They
find that careful handling by ‘experts’ of daily difficul-
ties is not taking place. This is upsetting to the man-
agers, especially in perceived (poor) combination with
‘experts’ counters to follow the rules. Workers often-
times return to their own job or accommodated job be-
fore details on work (in-) capacities are worked out as
we will see in the next section.

3.3. Final return-to-work strategy: Getting
overextended

In the final phase, formal assessment on RTW or
integration to own job or accommodated job is com-
pleted. Workers are no longer designated for RTW pro-
gramming or ‘extra’ support services and are expected
to complete duties and tasks in line with the job re-
sponsibilities.

The first concern the managers highlighted was
that workers’ capacity to meet the complexities of

work remained unpredictable and unexpected limi-
tations could still become clearer upon formalized
re-integration. For example, there are managers who
stated getting concerned when other staff (silently, dis-
cretely) pointed out that the re-integrated worker to
his/her own job or accommodated job was making er-
rors in patient care:

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

The managers mentioned tenseness at the depart-
ment rising (also see previous theme on tension) as
re-integrated workers were on occasion assigned du-
ties/tasks which other staff considered ‘promotion op-
portunities’:

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

The managers thus experience that unexpected, sub-
tle worker’ incapacities around healthcare service de-
livery and inconsiderate job accommodations raises
tension on the work floor.

The second concern the managers pointed out was
the lack of follow-up care to deal with such unfore-
seen practical difficulties in relation to the re-integrated
worker and the workplace:

‘Once they go on their own nobody is following
them up. I mean, I am and their co-workers are, but
we don’t have any way of returning that. Maybe
they are not interested in how they do once they go
back on their own; I don’t know.’

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

‘They didn’t understand the disabilities we were
talking about (. . . ) The people in terms of [name
organization] were useless, absolutely non helpful.’
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The managers experience there is a lack of follow-
up in care to ensure workers with incapacities meet job
complexities. They find a lack of accountability of sup-
port services in terms of recognizing experienced dif-
ficulties, help problem solve and offer possible solu-
tions. In the end, the managers find that the worker’s
limitations might not be acknowledged by the worker
themselves (e.g. in light of financial worries the worker
may have to report ill again, or worries to lose their
job) and may neither be recognized, explored nor con-
sidered by (health, re-integration) professionals.

The managers respond in different ways to these
practical bottlenecks. In some situations, managers left
it up to the worker to report in sick again (see previous
themes), whereas other managers attempted to work
out details. The managers acknowledged getting a bet-
ter understanding what was going on from worker’s
perspective was important and could require a shift
in working relations (e.g. for the worker to start shar-
ing personal/private difficulties, for the individual and
team to cooperate – a give-and-take approach), which
did not always occur. They pointed out to realize that
sometimes the re-integrated worker really needed to
see a physician for a better diagnosis and, in turn, better
targeted treatment and support at work. For this real-
ization to mature, the managers mentioned successful
interactions with knowledge allies they had (e.g. Col-
lege of Nurses, physicians). Building this bridge be-
tween external health professionals and the workplace,
however, was a lot of effort:

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

The managers experience that improving work rela-
tions can, in turn, enhance articulation of re-integration
difficulties. This, in turn again, can support decision-
making in organizing individual re-integration relative
to operational work processes. The managers find it un-
acceptable that failure to get a good diagnosis for ac-
curate treatment and to coordinate work demands and
support can potentially result in workers losing their
job or professional license.

Nevertheless, the managers pointed out that worker’s
incapacity could sometimes permanently hamper work

flow and ultimately organizational objectives. They
sometimes simply could not solve nor stretch them-
selves any further, according to them. For this the man-
agers pointed to the system/organization and their re-
sponsibility for better organizing RTW policy:

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

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

4. Discussion

In a leading healthcare organization in BC, Canada,
RTW policy was reformed in which (early) re-integra-
tion of workers with incapacities as well the man-
agement’ participation and the inclusion of the work-
place perspectives in RTW process was encouraged.
The study examined how, in practice, policy execu-
tion of this bipartite agreed upon organizational RTW
policy was experienced by the management. We con-
ducted 10 interviews with clinical managers and direct
supervisors who were each involved in several RTW
trajectories of various re-integrating workers.

The management took steps to meet the organiza-
tional objective of re-integrating workers with inca-
pacities. However, they experienced their organization
and other involved institutions not keeping the bipar-
tite agreement that encourages managers’ participation
and inclusion of the workplace perspectives in RTW
process. Consequently, the management found it un-
acceptable that poorly implemented RTW policy can
put the delivery of healthcare services at stake and can
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exclude workers with incapacities from participating
in the workforce. Moreover, managers felt oftentimes
blamed as the ones at fault. This study is one of few
studies with a management perspective on RTW pol-
icy [6,37–39]. Though some studies on workers’ per-
spectives on RTW policy suggest that management of-
tentimes does not want to support workers with inca-
pacities in re-integration [37,38], our study illuminates
the management’ trials to do just that.

RTW policy gives managers the responsibility to en-
sure the plan is attuned to the worker’s limitations rel-
ative to the job responsibilities. Asking for manager’s
input is in line with the obligation to find a way to ac-
commodate the worker and is supposed to ensure plans
fit the practical experiences of managers. In practice,
however, at the moments when decisions on a plan
have to be made, managers do not have a clear pic-
ture of worker’s limitations. The management thus has
to offer adapted work places without knowing what to
adapt. At the same moment, as RTW plans are for-
mal decisions, the management is bound to the pro-
posals they make on the plan. In addition, RTW policy
demands that the management implements this RTW
plan and supports this re-integration. It is managers’
responsibility to notify the workplace and organize the
selected strategies. Yet, due to uncertainties in the as-
sessment of limitations during the design of the plan,
the management finds often that unexpected worker’s
limitations occur during re-integration. Furthermore,
managers encounter that re-integration trajectories are
time and again unpredictable and non-linear. The man-
agement gets that unpredictability of illness process
are not taken into account within the plans and they
do not get help or facilitation to deal with the various
limitations and differing dilemmas that happen. The
mistaken assessments of re-integration result in costs
and efforts shouldered by the management. RTW pol-
icy also gives the management responsibility for work-
ers who completed RTW programming. The ‘idea’ is
for workers to be recovered after four-six weeks of
support services, albeit extensions can be requested. In
practice, however, the managers find unexpected limi-
tations and various dilemmas remain to be an issue for
which, again, they are not facilitated. They can some-
times work these difficulties out but it stretches man-
agers and in some cases they simply do not succeed in
getting or keeping adaptations in place. Managers are
forced to deal with costs and effort to figure out un-
resolved value disputes on implications of illness and
guidance for re-integration.

When compared to the findings of an earlier study
on workers’ experiences with and perceptions on the

same RTW policy [11] striking similarities were found.
These authors demonstrated with empirical research
how policies for involvement, in this Canadian set-
ting of work re-integration, were not as effective as in-
tended, and excluding consequences of these policies.
They concluded that, in practice, the procedures did
not result in better RTW practice due to timing of in-
volvement, recognition of practical insights and sup-
port services or lack of it.

4.1. The discretionary space

The social constructivist view on the policy process
assumes a natural gap to exist between policy and pol-
icy execution, which allows for discretionary space.
The findings of Maiwald et al. [11] among workers and
the current study among managers demonstrate that
the misconception on the extent to which RTW can be
planned in advance is the major bottleneck. In bipar-
tite agreed upon RTW policy the importance of both
worker’ and manager’ involvement in re-integration
is acknowledged, and both stakeholders’ perspectives
have to be included on the plan. The first assumption
in this RTW policy is that at the moment the plans
have to be defined, which is before RTW itself starts,
both stakeholders can provide information relevant for
this re-integration. Although medical advisors demand
workers’ input, the advisors cannot predict what the
limitations and possibilities of the worker are and how
they will develop, resulting in plans based on inade-
quately defined limitations. While managers are asked
for input on plans that appear inadequate, they cannot
suggest appropriate adjustments or make adjustments
on the plan. A second assumption in this RTW policy is
that ‘sitting around the table with all the stakeholders’
is the best process to guarantee that deep-rooted dif-
fering interests of managers and workers are brought
forward on the plan and are reckoned with during re-
integration. However, these (re-) negotiations are far
more difficult than assumed. Workers are uncomfort-
able in meetings and managers find that, despite seeing
themselves as having a key-role, they cannot get practi-
cal difficulties addressed. Both workers and managers
find that internal health and re-integration profession-
als and external compensation agents do not help to
problem solve nor facilitate.

This study demonstrates that inflexibility and inabil-
ity of arrangements for RTW are counterproductive for
managers to meet re-integration objectives, in combi-
nation with other organizational demands. This same
inflexibility and inability of arrangements for RTW af-
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fected the workers’ chances to succeed in the work
abilities they theoretically had and their real work par-
ticipation [11].

This study thus shows clear tension between bipar-
tite-agreed upon RTW policy and policy execution, and
the discretionary space becoming an organizational
sub-level battleground. Insight in how the discretionary
space is interpreted is relevant because it demonstrates
the nucleus of this tension in this organizational con-
text, and further draws attention to unintended conse-
quences of these bipartite policies in this setting.

The finding of Maiwald et al. [11] and the current
study demonstrates the same policy paradox [24]. The
policy intention is more responsibility to be given to
the management and workers and better support by
health and re-integration professionals. However, both
the managers and workers experience the inability to
complete responsibilities and run into practices of (so-
cial) exclusion in consultation processes. The findings
of both studies therefore support the tentative conclu-
sion that bipartite involvement in RTW policy process
does not guarantee that policies and procedures are
better adjusted to processes in practice. More research
is needed regarding what input these bipartite repre-
sentatives have and how they interpret and translate
managers and workers interests into policy to meet the
complexity of work re-integration.

4.2. Limitations

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

4.3. Implications for practice and further research

Several implications of the study for practice and
recommendations for further research can be made.
The results of this study demonstrate that illness pro-
cesses are capricious and RTW trajectories are dy-
namic and therefore re-integration planning requires
continued adaptations. To address this, the manage-

ment indeed seemed to need a more central role during
re-integration, which is in line with conclusions from
other research [22,23]. Nonetheless, on-going modi-
fication of plans based on practical insights must be
guaranteed. For example, in the Netherlands there is
room for adjustments and RTW plans should be al-
lowed flexibility in which try-out opportunities and
room (timing for involvement and choosing another in-
tervention) must be based on gained insights in the var-
ious stakeholders’ perspectives [26,40].

Another vital point for practice improvement is that
health and re-integration professionals are supposed to
support the new role of the management during re-
integration [41]. Nonetheless, the management does
not experience this service is happening in practice.
Research shows challenges and opportunities regard-
ing the supporting role of health care and re-integration
professionals [6,22,42,43], also from the perspective
of costs being made by management [39]. Soklaridis
and colleagues demonstrated in a Canadian setting
that management felt the relevance of making medical
costs but also experienced them as a financial burden
on the management [39].

While the findings of this study on RTW policy are
specific to the local context, there are lessons to be
learned for other settings. First, RTW policy imple-
mentation is linked to the social security legislation re-
garding RTW. The current positive attitudes of man-
agers towards RTW might be rooted in the extensive
RTW legislation in Canada. Lack of management in-
volvement is found in settings with dearth of legisla-
tion, such as in Belgium [44]. Second, the implemen-
tation of a new policy in the health care sector needs
to be understood in the light of its structural character-
istics [45]. The present positive views and behaviours
of managers towards seeking alternative ideas on guid-
ance in re-integration might be because they embrace
changing professional and work/organizational struc-
tures in this sector.

5. Conclusions

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