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A B S T R A C T

Work-related psychosocial hazards have substantial effects on risks of both musculoskeletal and mental health
disorders (MSDs, MHDs). Recent Australian research on workplace risk management practices in 19 work or-
ganisations found that risks from work-related psychosocial hazards were poorly managed. This study identified
factors impeding better management of MSD and MHD risks within those organisations.
Method: Interviews were conducted with staff from residential aged care and logistics/transport organisations in
Australia. Transcripts were analysed using a worker-centred systems framework.
Results and conclusions: Many barriers to more effective risk management were identified. Most fundamentally,
few people knew of the need to manage MSD risk arising from work-related psychosocial hazards, and OHS-
related skills of key managers were often reported as inadequate, particularly concerning management of risk
from psychosocial hazards. Also, funding and staffing levels were often reported as problematic, and OHS issues
were seen as lower priority than accreditation and commercial requirements.

1. Introduction

Musculoskeletal injuries and disorders (MSDs) are the most common
type of serious occupational injury and disease worldwide, and in many
countries stress-related mental health disorders (MHDs) are the second
most common type (International labour Organisation, 2015; Safe Work
Australia, 2015a). Both these risks are influenced by exposure to work-
related psychosocial hazards, which have been defined as “aspects of
the design and management of work and its social and organisational
contexts that have the potential for causing psychological or physical
harm” (Leka and Cox, 2008). The impact of psychosocial hazards on
MHD risk is well established (e.g. Nieuwenhuijsen et al., 2010; Way,
2012). For MSD risk also, it is now clear that psychosocial hazards can
have a major impact, together with effects of physical ‘manual hand-
ling’ hazards (e.g. Eatough et al., 2012; Gerr et al., 2014; Lang et al.,
2012; Marras et al., 2009; NRC & Institute of Medicine, 2001).

In accord with this evidence, workplace occupational health and
safety (OHS) risk management practices need to address work-related
psychosocial hazards to achieve more effective management of both
MHD and MSD risk. As depicted in Fig. 1, workplace risk management
entails hazard identification, risk assessment and resultant im-
plementation of risk control actions (Safe Work Australia, 2018). Actual
workplace risk management practices are very poorly documented, but

available evidence indicates that they largely fail to identify, assess and
control risk from work-related psychosocial hazards (Leka et al., 2015;
Macdonald and Evans, 2006; Macdonald and Oakman, 2013, 2015;
Oakman et al., 2018; Whysall et al., 2004). Oakman et al. (2018) found
that, regardless of whether the issue was seen as MHDs or MSDs, po-
licies and practices addressing psychosocial factors mainly addressed
personal factors such as bullying, harassment and individual stress
management, rather than the work and organisational factors for which
managers have clear responsibility.

Reasons for this situation are unclear, since guidance on how to
manage risks from work-related psychosocial hazards is readily available
(British Standards Institute, 2011; Canadian Standards Association, 2013;
Comcare, 2008; Health and Safety Executive, 2012; International Labour
Organisation, 2012; Leka and Cox, 2008). One possibility is that work-
place managers responsible for OHS risk management are largely una-
ware of the need to address risk from work-related psychosocial hazards.
Consistent with this, a 2015 review of European policies related to psy-
chosocial factors affecting occupational health found that workplace
hazards are predominately seen as physical in nature, even in the context
of MHDs (Leka et al., 2015); findings from the Australian residential aged
care sector accorded with this (Oakman and Bartram, 2017). In the case
of MSD risk management, Whysall et al. (2004) found that a key barrier
to more effective workplace practices of ergonomics consultants was
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their perceived need to meet “clients’ needs and expectations”, which the
ergonomists saw as focused on physical hazards. Macdonald and Oakman
(2015) suggested that psychosocial hazards might be largely ignored by
those responsible for workplace MSD risk management simply because
they are unaware that a physical health problem such as MSDs can be
influenced by exposures to psychosocial hazards.

Within the Stages of Change framework (Prochaska and
DiClemente, 1982; Whysall et al., 2007) awareness of the need for a
particular behavioural or workplace change is an important pre-re-
quisite for successful implementation of interventions to achieve such
change. That is, lack of awareness of the need to control work-related
psychosocial hazards would constitute a fundamental barrier to more
effective risk management (Oakman et al., 2016). However, little is
known about the views of workplace stakeholders who have direct re-
sponsibility for OHS risk management. Langenhan et al. (2013) re-
ported the views of 14 Europeans (4 representing employer organisa-
tions, 3 policy makers, 2 trade unionists and 5 experts), including what
they saw as key barriers to incorporation of ‘psychosocial risks’ into
organisations' strategic decision making. However, the beliefs and
opinions of ordinary workplace personnel on work-related MSD and
MHD risk management requirements, and associated barriers to more
effective management, have not previously been documented.

In addition to the possible lack of awareness among workplace man-
agers of the importance of managing risk from work-related psychosocial
hazards, the absence of established ergonomics procedures for assessing
and controlling such hazards within the context of MSD risk management
has been identified as a barrier to more effective workplace practices
(Macdonald and Oakman, 2015; Whysall et al., 2004). To address the need
for such a procedure, an MSDs risk management ‘toolkit’ that includes
procedures to manage risk from psychosocial as well as physical hazards
has been developed (Macdonald, 2012a; Macdonald et al., 2007;
Macdonald and Oakman, 2013) and field tested (Oakman, 2014).

However, management of risk from psychosocial hazards requires
substantial input from workers, via surveys or other activities entailing
worker participation. This means that implementation of procedures to
address risk from psychosocial hazards, including the above toolkit, will
require the active involvement of line managers along with OHS spe-
cialists. The role of line managers is particularly important because “the
workplace decisions and behaviours of supervisors and managers are
the source of many hazards, particularly psychosocial ones, and tech-
nical experts typically lack the necessary authority to deal effectively
with such issues” (Macdonald and Oakman, 2015). The support of

senior managers is also crucial because they prioritise allocation of
funds and other resources, and inadequate resources has been identified
as a major barrier to more effective management of risk from psycho-
social hazards (Langenhan et al., 2013).

More active involvement of line managers in OHS risk control
procedures will require substantial changes in most workplaces, be-
cause currently there are known to be undesirable barriers “between
safety and operations” (International Network of Safety and Health
Practitioner Organisations (INSHPO, 2017)). In light of this, it is clear
that the implementation of procedures to manage OHS risks from
psychosocial hazards requires careful preparation. The research re-
ported here was part of preparations to implement the MSDs risk
management toolkit mentioned above.

The Quality Implementation Framework developed by Meyers et al.
(2012) is based on a review of implementation science literature and
synthesis of key elements in previously developed frameworks. This
framework identifies four main phases of effective implementation, the
first of which is “Initial Considerations Regarding the Host Setting”
(Meyers et al., 2012, Tables 2 and 3).

The primary purpose of the research described in the present article
was to document the current situation in typical host settings, in terms of
beliefs and opinions of workplace stakeholders about various issues
identified as important for this initial phase of preparing for im-
plementation. Results reported here focus on barriers to more effective
prevention of MSDs and MHDs. Stakeholder responses threw light both
on their level of awareness of the need to manage risk from work-related
psychosocial hazards and on other potential barriers to achieving change.

2. Method

In-depth semi-structured interviews with senior managers and other
workplace stakeholders were conducted in a sample of organisations
from two high-risk industry sectors – residential aged care and transport/
logistics – where rates of workers’ compensation claims for both MSDs
and MHDs are relatively high (Safe Work Australia, 2015b, 2016a).
Oakman et al. (2018) have previously reported on the nature of current
OHS practices in these organisations, based on analyses of their current
risk management documentation supplemented by analyses of related
interview responses. Additional findings from the interviews are reported
here, concerning interviewee perceptions of various aspects of existing
risk management procedures and potential barriers to improving these.

Ethics approval S15/176 was obtained from the La Trobe University
Human Ethics Committee.

2.1. Recruitment

A total of 29 organisations from targeted industry sectors contacted
the researchers in response to a letter sent to them by the Victorian
State Government OHS regulator, which was the funding agency for the
research. Of those 29, 14 consented to participate and another 5 were
recruited through snowball sampling, giving a final total of 19 parti-
cipant organisations. Inclusion criteria were: employs greater than 150
staff, and has employees based in Victoria, Australia. Information on
non-responders was unavailable. (For further details of the recruitment
process see Oakman et al., 2018.)

Following an organisation's recruitment, the primary contact person was
usually the first person interviewed. That person then acted as a liaison to
recruit further participants from within their organisation. Inclusion criteria
were: has some legal responsibility for OHS risk management (either in an
OHS-specific role, or more generally as a line manager or executive board
member); aged over 18 years; and able to read and speak English.

2.2. Data collection

Most interviews were by telephone, with the remainder in person.
Interview duration ranged from 45 to 90 min and all were audio

Fig. 1. The conventional OHS risk management process (Safe Work Australia,
2018).
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recorded. The first five interviews were conducted jointly by two re-
searchers who conferred and revised the interview schedule. Of the
remaining interviews, one of the researchers conducted 16 interviews,
and the other conducted 46 interviews. At the start of each interview,
the interviewee was informed that:

We will ask a range of questions relating to your involvement in
management of workplace risk factors for musculoskeletal disorders,
and also for mental health or stress-related disorders. We'd also ap-
preciate your feedback about some proposed new risk management
procedures. In order to obtain your feedback, I am going to email you a
YouTube link to a presentation. Can you please ensure that you have
access to the Internet, and a device that will enable you to open this?

Participants were advised of the latter requirement prior to the in-
terview.

Interviewees were asked what they saw as the main causes of MSDs
and stress-related MHDs in their workplace, and about their existing
risk management practices for which results have previously been re-
ported (Oakman et al., 2018). Other questions explored participants'
beliefs and perceptions about factors limiting their own ability to take
effective actions to reduce risk, and the effectiveness of existing risk
management strategies. For example, “What are the main factors limiting
your ability to reduce current levels of MSDs [or MHDs]?“, and “Thinking
about your existing risk management procedures targeting musculoskeletal
[or mental health] problems, how effective do you think they are?“. Re-
sponses were probed (mostly unscripted) to elucidate barriers to more
effective risk management, separately for MSD and MHD risk, although
responses sometimes extended to address OHS risk management more
widely. Participants were encouraged to describe things in their own
words and interviewers avoided use of formal terminology such as
‘psychosocial’, since the meaning of such terms is often unclear and the
aim here was to document people's own perceptions, unprompted by
formal definitions. There were also more general questions relating to
the adequacy of communication of MSD/MHD risk management po-
licies and procedures throughout the workplace.

Following those questions, information about the nature and role of
psychosocial hazards and associated risk management issues was pre-
sented to interviewees as part of the YouTube presentation on the ra-
tionale, structure and main components of the ‘toolkit’ mentioned in the
Introduction above. After watching that and having any questions an-
swered, they were asked: “Had you previously known about the link between
MSDs and psychosocial hazards?“. Finally, there was a series of questions
about specific aspects of the toolkit, but responses to those questions are
not reported here because that would require detailed explanation of the
toolkit, which is beyond the scope of the present article.

2.3. Data analysis

Audio-recordings of interviews were transcribed, and the worker-
centred systems framework shown in Fig. 2 was used to guide initial coding
of each transcript. This framework represents the broad system of work and
external factors affecting people's health, safety and work performance. As
such, it encompasses but is not confined to the work-related hazards af-
fecting MSD and MHD risk (Eatough et al., 2012; Gerr et al., 2014; Lang
et al., 2012; Marras et al., 2009; Nieuwenhuijsen et al., 2010; NRC &
Institute of Medicine, 2001; Way, 2012), as well as potential barriers to
more effective risk management. Within both OHS and ergonomics pro-
fessional contexts, the importance of ‘systems thinking’ has been recognised
as important for the development of more effective OHS risk management
practices (Borys et al., 2012; International Network of Safety and Health
Practitioners, 2017; Singleton, 1974; Wilson, 2014). Use of a systems fra-
mework is particularly important when the risk in question is influenced by
a large and diverse range of potentially interacting hazards, as is the case for
both MSDs and MHDs (Macdonald, 2012b).

Work-related psychosocial factors fall mainly within the framework's
Work Organisation & Job Design component. Some other psychosocial

factors, such as hazards arising from the high emotional demands of
dealing with distressed or aggressive clients, fall within Task &
Equipment Factors. Physical issues associated with ‘manual handling’
work tasks also fall within the Task & Equipment category, while phy-
sical environment factors are part of Workplace Environment. Individual
Factors that each worker brings with them, including health-related
variables associated with age and gender, are shown as external to the
workplace since these are not primarily a workplace responsibility. Other
external factors include OHS legislation and enforcement practices of the
jurisdiction within which a workplace operates. For further explanation
of these system components, see Oakman et al. (2018).

Transcripts were coded using NVivo software v.11.0. After the in-
itial ‘top down’ coding outlined above, responses within each of those
high-level themes were coded thematically in a data-driven or ‘bottom
up’ way. Two researchers independently analysed the first few inter-
views, with any coding issues being resolved via discussions with other
team members. Having identified a final set of themes (i.e. once no new
themes were emerging), remaining transcripts were coded by one of the
first two researchers and then a third researcher reviewed the content
and names of all themes; final amendments were made jointly. This
process followed the ‘phases of thematic analysis’ identified by Braun
and Clarke (2006, Table 1), except that the initial set of high-level
themes were derived from the system components shown in Fig. 2.

3. Results

3.1. Interviewees

Interviews were conducted with 26 people from 9 aged care organi-
sations and 41 people from 10 logistics/transport organisations. As shown
in Table 1, they represented a range of management levels, including
Executives (top management team), Site Managers and other Senior
Managers; some of them had specialist OHS roles. Workers’ Health and
Safety Representatives (HSRs) were also included, where practicable. Most
organisations provided three participants from different job roles, except
for one aged care organisation where only one, a senior manager, was
interviewed, and two logistics/transport companies where it was only
possible to interview managers due to the limited availability of others.

Table 2 shows that in aged care, only 3 of the 10 people in specialist
OHS manager or coordinator roles had professional-level qualifications

Fig. 2. The worker-centred system of workplace factors affecting workers'
health, safety and performance (Simplified version of model in Macdonald et al.,
2003, Fig. 1.).
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(i.e. Graduate Diploma or higher), and 2 had minimal or none. Of the
13 general managers (Executive, Senior and Site Manager levels) 6 of
the 13 had minimal or no formal OHS training/education, and none of
these had completed more than a 5-day OHS course. Participants from
the transport/logistics sector tended to have higher levels of OHS
training, although still only 8 of the 17 people in specialist OHS man-
ager or coordinator roles had professional qualifications. Of the 14
general managers in this sector, 4 had minimal or no OHS training.
Over both sectors, only 11 of the 27 in specialist OHS roles (excluding
HSRs) had professional-level OHS qualifications.

3.2. Interview responses

Responses are summarised in Tables 3–6, categorised according to
whether factors identified as hindering effective risk management were
related to: workers; task/equipment; work organisation, job design and
management; or factors external to the organisation. In each of these

tables, responses are grouped according to the context in which they
were made: MSD risk management, MHD risk management, or both
MSDs and MHDs (i.e. more general OHS management issues), and
within each of these are the two industry sector subgroups. Numbers of
interviewees who made at least one such comment are shown for each
of these sub-groups, along with the most common sub-themes with il-
lustrative quotes for each.

3.2.1. Work organisation, job design and management
This largest category of comments (n = 83) is shown in Table 3.

Across both industry sectors, two of the most commonly reported bar-
riers to more effective management of MSD risk were seen as in-
adequate funding and inadequate staff numbers, and consequently in-
adequate time for staff with OHS responsibilities to do everything
required. The low priority accorded to workers' OHS, relative to the
wellbeing of residents (aged care) or to the organisation's profitability
(logistics/transport), was also frequently mentioned.

In the context of MHD risk management, managers’ lack of compe-
tence to deal with stress-related problems was often identified as pro-
blematic; this was sometimes mentioned directly by interviewees and
sometimes illustrated indirectly by responses demonstrating poor
knowledge or understanding of this topic. Examples of the latter type of
comment are asterisked in Table 3 within the MHDs aged care subgroup.

3.2.2. Workers
Comments in this second largest category (n = 65; see Table 4) were

about problems seen by interviewees as caused by workers themselves. Poor
worker attitudes were frequently mentioned in both industry sectors as a
barrier to more effective MSD risk management, usually because they were
seen as causing workers to take risky ‘short cuts’ rather than follow specified
procedures. In the logistics/transport sector, such attitudes were often seen as
due to a ‘macho’ culture among the workforce, and in relation to MHD risk
this culture was seen as stigmatising people with mental health problems.

Ageing workforces were reported by people in both industry sectors
as a particular factor making MSD risk management more difficult. And
people in the aged care sector often reported that cultural differences
among Personal Care Assistants (the largest category of workers there),
arising from their highly diverse countries of origin, present problems
for risk management, as do low literacy levels more generally.

3.2.3. Tasks and equipment
Fewer people commented on barriers related to these factors

(n = 46; see Table 5), and in both industry sectors the most common
topic was sources of risk, both physical and psychosocial, that are un-
avoidable because they are inherent in the nature of the work itself.

Table 1
Participant details.

Participant Numbers

Aged Care Transport/Logistics

Gender
Female 18 14
Male 8 27

Age (yrs)
18–24 0 1
25–34 2 5
35–44 5 9
45–5 14 17
55–65 5 9

Highest Education Level
≤ Year 12 3 11
Certificate/Diploma 5 14
Bachelor 2 5
Graduate Certificate/Diploma 11 7
Masters Degree 5 4

Specialist OHS Responsibility
Executive 1 0
Senior Manager 4 7
OHS Consultant/Adviser 5 10
Health & Safety Rep (HSR) 3 9

General OHS Responsibility
Executive 2 7
Senior Manager 4 2
Site manager/Coordinator 7 5
HR Officer 0 1

Table 2
Participants’ level of OHS training (numbers of participants).

Job Type of OHS training

Masters Bachelor Graduate diploma Graduate certificate Diploma Certificate IV 5-day course Short course No training

AGED CARE SECTOR
Executive, OHS Specialist (1) – – 1 – – – – – –
Executive, General (2) – – – 2 – –
Senior Manager, OHS Specialist (4) – – 1 – – 1 2 – –
Senior Manager, General (4) – – – – – – – 1 3
Site coordinator/manager (7) – – – – – – 4 1 2
OHS consultant/advisor/coordinator (5) – – 1 1 – – 1 1 1
HSR (3) – – – – – – 2 – 1
TRANSPORT/LOGISTICS SECTOR
Executive, General (7) – – – – – 2 2 1 2
Senior Manager, OHS Specialist (7) 1 1 3 – 2 – – – –
Senior Manager, General (2) – – – 1 – 1 – – –
Site coordinator/manager (5) – – – – – – 4 – 1
OHS consultant/advisor/coordinator (10) 1 1 1 – 3 2 1 – 1
HSR (9) – – – – 1 1 6 – 1

Qualifications were not presented for one participant (HR Officer) due to risk of infringing anonymity.
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Despite the mandatory use of lifting machines in aged care, physically
demanding postures and intermittently forceful actions are still re-
quired during frequently performed tasks such as assisting residents to
move around, shower and toilet. And because many residents have
some form of dementia and may be uncooperative or aggressive, such
tasks are often psychosocially difficult also. Similarly in some logistics/
transport jobs, physical sources of risk continue to arise where drivers
are seated for long periods, or are required to load and unload trucks;
some jobs in this sector can also be psychosocially difficult due to in-
teractions with aggressive passengers. Problems of these types were
usually seen as largely unavoidable aspects of such jobs.

3.2.4. External factors
This was the smallest category (n = 44; see Table 6). Most of the com-

ments related to external factors causing inadequate funding, and causing
OHS to be seen as a relatively low priority – two of the most common
barriers identified in Table 3. The Australian government's funding model for
residential aged care was seen as inadequate, and government accreditation
requirements for aged care facilities were identified as a major factor causing

residents' safety and wellbeing to be routinely prioritised over the health and
safety of workers caring for them. In logistics/transport, ‘commercial im-
peratives’ were similarly seen to cause OHS risk management to be a low
priority relative to the organisation's profitability, or in some cases, relative
to requirements for accreditation as a customer service organisation.

Comments on the physical workplace environment were made by only
two interviewees. Both were in the logistics/transport sector and related to
MSD risk. For example: “… the floor is frozen and it's slippery and you're
trying to manually pallet jack stuff in or out of it, or even using an electric
pallet jack on a frozen floor can be difficult.” (OHS Consultant/Advisor).

Finally, when asked whether they had previously known about the link
between MSD risk and psychosocial hazards (near the end of the interview,
after the YouTube presentation), only 5 aged care interviewees and 6 lo-
gistics/transport interviewees responded with an unequivocal ‘yes’.

4. Discussion

This research has identified barriers to more effective management
of MSD and MHD risk in two high-risk industry sectors, based on the

Table 3
Barriers related to Job Design, Work Organisation & Management.

Typical Barriers related to Job Design, Work Organisation & Management
Context and numbers of organisations with at least one such comment (n = 83)

MSDs Aged Care: 14
Gaps between policy and practice, inadequate funds, staffing: “… manual handling training is a mandatory training for this company and it's a mandatory competency
but I know we don't do it. We just don't do it … it's probably a staffing issue, it's probably a funding issue because it would take probably several days to assess staff as
competent. You've got to take them off the floor to do that. You've got to replace them.” (Senior Manager, General)
“I don't think that we actually provide all the necessary manual handling aids or actually enforce our own procedures for safe lifting and movement of things.” (OHS
Consultant/Advisor)
Logistics: 16
Inadequate funding, OHS low management priority: “Money, without question, is a big [barrier].” (Senior Manager, Specialist OH)
“I don't know that manual handling, specifically, is high on the list for a lot of people in management positions, because they say or they see it's part of the job, it's an
acceptable risk. Whether that's true or not, but I think sometimes that's how people perceive it.” (Senior Manager, Specialist OHS)
“Running profitable businesses. That sounds terrible, but that's a limitation in itself because there are some pretty fantastic solutions out there, but all come with a lot of
cost as well.” (Site Manager)
Staffing: “I think we're too thin on the ground at the worker level to be able to effectively multi-skill our workforce and therefore effectively have some job rotation for
people and manage that job rotation.” (Senior Manager, OHS Specialist)

MHDs Aged Care: 11
Inadequate OHS stress-related competencies: “… that's why I wanted to participate in this for some direction on how to stop it because I don't know how I can make
people less stressed in this environment without, perhaps, paying them more.” (Senior Manager, Specialist OHS)
a “I think it's just the interaction with other staff members … in my experience is what causes people stress, just people [not] understanding that not everyone's the same.”
(Site manager)a

a “If someone's fairly stressed, I would always say to them, take some time off. That's what your annual leave is there for.” (HSR)a

a “It's difficult to gauge how many people are feeling stressed.” (Site Manager)a

Logistics: 13
Inadequate competencies re stress-related issues: “… no one here has any formal training into all of those issues, so it's based on what we've learned and research
ourselves. So some formal training would probably help quite a fair bit.” (Senior Manager, General)
“I don't think we [the business] really understand what our problems with stress and anxiety are at the moment.” (OHS Consultant/Advisor)
Managers' communications: “You know in leadership roles they really should sort of come to the party and talk to drivers a lot better than they do.” (OHS Consultant/
Advisor)

Both Aged Care: 13
Inadequate general OHS competencies: “Lack of knowledge, understanding. Maybe lack of education themselves in what to look for. Lack of understanding about risk
factors and risk management.” (Site Manager)
“… our risk manager is an accountant, so he's used to managing financial risk, so he's on a steep learning curve at the moment … (OHS consultant/advisor)
“We used to have a safety manager but we don't have one anymore …” (Site Manager)
Managers' inadequate time, resources: “I'm the first health and safety manager to ever work in the organisation … I have only just employed an injury management
specialist to work with me … so in terms of resource, there is [a] very, very low level of resource put into this area … I can't envisage myself actually physically visiting
each of those facilities more than twice a year.” (OHS Consultant/Advisor)
“Look, there's 400 staff and I'm only one person and I do have multiple roles as well in the organisation.” (Senior Manager, General)
Inadequate staffing: “Staffing. You know, like not enough. Working … a staff member down or things like that.” (HSR)
“… if they're working short staffed … it tends to happen at the time of year before the end of financial year … probably because they've run out of money to pay people …
if people take sick leave you've got to back fill and pay that person, so it's double wages.” (OHS Consultant/Advisor)
Logistics: 16
Inadequate OHS competencies, communications: “… the information can get lost in the communication because … we can't pick up the big lingos or like this is why this
happens. And sometimes we have these workshops for Team Managers that just don't make sense. Sometimes makes no sense because we can't understand what exactly
the problem is.” (Site Manager/Coordinator)
OHS a low management priority: “We're going through our bi-annual risk matrix now and developing them. We do that every year, but at this time it's not the injuries
that's the priority. Its other factors … like running the business for revenue and that type of thing.” (Senior Manager, General)
Inadequate staffing: “… being such a small team, and yeah there's only so much time to do those things unfortunately. But … never enough money in a budget to employ
anyone else.” (Senior Manager, General)
OHS admin system issues: “It's quite hard to find the exact form you have to fill out or know who exactly to send it to.” (HSR)

a Interpreted by researchers as illustrating lack of knowledge or competence, although not reported as such by informant.
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perceptions and beliefs of general managers and others with OHS spe-
cialist roles about factors hindering more effective risk management in
their own workplaces. These factors were categorised according to
different components of the work system, using a worker-centred sys-
tems model (Fig. 2). Results indicate that barriers are distributed across
most work system components, including some external influences.

One of the most striking findings was the high incidence of barriers
categorised as psychosocial. These included: all factors in Work
Organisation, Job Design and Management (Table 3); all factors Ex-
ternal to the workplace (Table 6); and some Task/Equipment factors
(Table 5: MHDs and Both). However, interviewees showed no aware-
ness of the need to manage risk from most of the work-related

Table 4
Barriers related to workers.

Typical Comments on Barriers related to Workers
Context and numbers of interviewees making at least one such comment (n = 65)

MSDs Aged Care: 13
Attitudes: “I think the challenge that we have … identified is that we still may have elements of our workforce that want to take shortcuts.” (Senior Manager, General)
“I think people's attitude towards work, health and safety, and I guess attitude towards compliance and stuff like that, some have a bad attitude. And so, people that do
have that sort of attitude, they're more at risk as well.” (Executive, General)
Cultural differences: “[Personal Care Assistants] tend to come from quite a diverse range of country of origins and therefore have different concepts of what manual
handling is and what safe behaviour is.” (OHS consultant)
Ageing workforce: “Demographics certainly plays a large part in the injuries and most of the facts that we get when we're lodging a claim is that there is an underlying
degenerative condition that has been aggravated at work.” (Senior Manager, General)
Logistics: 24
Attitudes: “Some of them are a bit lazy [about reporting vehicle faults]. I guess sometimes they forget. But most of the times they just can't be bothered. (HSR)
… with the older guys who have that mentality of, you know, “I've done it that way for a hundred years, it's okay. Nothing's ever going to happen …” (Senior Manager,
OHS Specialist)
“It's … somewhat of a generational thing I think in that sense. It's really hard, a lot of people are set in their ways.” (Executive, General)
“It's ‘That takes too long,’ or ‘I'm not using that [mechanical lifting device], I'm doing it the short-cut way because it's faster’.” (OHS Consultant/Advisor)
“There are great lifting jigs and lifting tools out there but blokes being blokes who are tough guys don't take the time to use the available lifting devices that are there.
They'll lift things as a team or themselves.” (OHS Consultant/Advisor)
Ageing workforce: “… you've been doing it for 30 or 40 years, your body just starts to wear out, and an injury that might have not fazed you when you were 25, at 55 can
put you off work for a couple of days you see, and takes longer - and also it becomes a cumulative type of thing. So it gets worse, particularly things like backs and knees.”
(OHS Consultant/Advisor)

MHDs Aged Care: 7
Cultural differences: “We've got a very multicultural workforce as well, so there's going to be some different values and beliefs that people bring to their role as well.”
(OHS Consultant/Advisor)
Logistics: 9
‘Macho’ culture among workers: “I think right up till now there's a stigma attached to mental health. Especially in our organisation which is pretty much a blue collar
macho sort of culture.” (Senior Manager, General)
Lack of personal skills: “… there are some people that's not their forte [dealing with difficult passengers] or they don't have the aptitude about dealing with difficult
situations.” (Executive, General)

Both Aged Care: 6
Level of education: “We do have a workforce where some … aren't necessarily literate …“ (Senior Manager, General)
Logistics: 6
Workforce culture: “Our culture and that Aussie mentality of, roll up the sleeves and get the job done, especially what I've seen in the transport industry with our drivers
and the subcontractors.” (OHS Consultant/Advisor)

Table 5
Barriers related to Task/Equipment.

Typical Comments on Barriers related to Task/Equipment
Context and numbers of interviewees making at least one such comment (n = 46)

MSDs Aged Care: 13
Demands inherent in work tasks: “Well you can't get away with not leaning over residents and not bending down to wash lower extremities. We have lifting machines
and transfer aids to try and minimise any injury, but you can never fully get away without having to handle people.” (Site Manager)
“… sometimes there's things that are just unavoidable like somebody twists the wrong way and it's going to happen regardless of what you've got in place.” (Senior
Manager, General)
Logistics: 18
Demands inherent in work tasks: “… there still is a lot of climbing involved. When they drive the trucks onto the trailers, they have to climb around it to get straps over
wheels and things like that …” (OHS Consultant/Advisor)
“… they're not here, they're not monitored, they're all over the countryside so it's very hard to control someone that you don't see, you mightn't see for six months.”
(Senior Manager, OHS Specialist)
“The product [being transported] and its awkward nature. (Site Manager)

MHDs Aged Care: 4
Demands inherent in work tasks: “Residents, their care needs change over time. They do get harder. They do get more demented. They do become more challenging.
They do become more aggressive.” (OHS Consultant/Advisor
Logistics: 3
Demands inherent in work tasks: “But the pressure comes from the nature of the business. When it's busy - like we're coming up to our busy season now - that's when we
start to watch people [i.e. monitor their wellbeing]” (Senior Manager, OHS Specialist)
Equipment: “The mesh we have– we don't have a Perspex panel on our driver door. We have a mesh panel so unfortunately people spit on drivers …” (OHS Consultant/
Advisor)

Both Aged Care: 2
Client expectations: “The residents want what they want. In [this place] we have a higher-type clientele than some other homes, and we are definitely experiencing the
increased demand with multiple things but, in particular, they want something done and they want it there and then and they want it done their way.” (Site Manager)
Logistics: 6
Workers difficult to contact … poor communications: “Because our staff spend 95% of their day out … you can't take phone calls, you can't get onto a computer, and you
really can't communicate with them.” (Senior Manager, General)
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psychosocial hazards that are known to be important determinants of
occupational stress and associated health problems (Macdonald, 2003).
For example, one long-established model of factors causing problematic
levels of workplace stress identifies key psychosocial hazards as: ex-
cessive work demands, inadequate levels of worker control or decision
latitude, and inadequate levels of worker support from supervisors and
colleagues (Karasek et al., 1998). An equally well-established model
identifies the need to avoid a mismatch between the level of effort
workers are required to expend and the level of recognition or reward
they receive for this (Siegrist, 1996).

The only one of these hazards mentioned by interviewees was ex-
cessive workload: inadequate staffing and associated excessive work-
loads were widely mentioned as hindering efforts to improve risk
management. They saw most of the reported psychosocial factors as
largely or entirely beyond their own control, and were evidently una-
ware of available risk assessment and control procedures for psycho-
social hazards. Consistent with this, these workplaces typically had
many policies and procedures addressing MSD risk from biomechanical
hazards arising from ‘manual handling’ work tasks but no specific
procedures to assess and control risk from work-related psychosocial
hazards (Oakman et al., 2018). Clearly, interviewees' lack of awareness
of the nature of such hazards, and of procedures available to manage
them, constitutes a fundamental barrier to improving current practices.

Further, many of the identified barriers in the Worker category
(Table 4) were about ‘bad attitudes’ related to workers' willingness to
take risky shortcuts rather than follow prescribed procedures. The great
majority of interviewees saw attitudes to complying with OHS-related
procedures as characteristics of the workers themselves – for example,
the attitude that it is acceptable for an aged care staff member to move

a resident by him or herself rather than wait for a colleague to assist,
particularly when staffing levels are too low. There appeared to be no
awareness of the large body of evidence that workplace psychosocial
climate or culture (comprising a set of work-related psychosocial fac-
tors) is a major determinant of such attitudes; when a particular ‘bad
attitude’ is widespread within the workforce, it should be understood as
a product of how the work system overall is functioning (e.g. Kundu
et al., 2016; Lyu et al., 2018).

This situation is unsurprising in view of participants' generally low
levels of OHS education; even among those employed in OHS specialist
roles, few had professional-level qualifications. OHS courses at sub-pro-
fessional levels focus primarily on compliance with the relevant regula-
tions, which is very inadequate preparation for managing MSD and MHD
risk. Inadequate manager competence was a frequently reported barrier,
seen as particularly problematic in relation to stress-related issues. This
finding is consistent with evidence from Langenhan et al. (2013), and
from research by Natali et al. (2008) who surveyed some EU stakeholders
and reported that the need for skill development related to ‘psychosocial
risk’ was recognised by over 80 percent of interviewees.

Inadequate funding was often reported as a major barrier to more
effective risk management and some interviewees linked this back to
the Australian government's inadequate funding model for the re-
sidential aged care sector overall (Table 6), or to the over-riding need to
run profitable businesses in the logistics/transport sector (Table 3). This
evidence supports and extends that reported by Langenhan et al.
(2013), who identified “competing priorities” (such as commercial
concerns) and “insufficient resources” (inadequate knowledge, ex-
pertise, time and money) as two of three key barriers to incorporation
of ‘psychosocial risks’ into organisations' strategic decision making. The

Table 6
Barriers related to External Factors.

Typical Comments on Barriers related to External Factors
Context and numbers of interviewees making at least one such comment (n = 44)

MSDs Aged Care: 6
Inadequate funding model: “I think there is a general conflict between the commercial model by which aged care operates, which is a very lean resource model, and the
requirements for safe handling and the manual movement of residents and equipment.” (OHS Consultant/Advisor)
Organisational structure … focus on accreditation: “The way the organisation is structured just does not lend itself to supporting health and safety and I think there is an
over-emphasis on care of residents and not care for staff being balanced appropriately.” (OHS Consultant/Advisor)
Logistics: 16
Lack of control over clients' workplaces: “[Drivers have] exposure to say five different workplaces that are not our sites. Those things. We got a lack of control over some
of the safety standards that may be on-site.” (Senior Manager, OHS Specialist)
Commercial imperatives: “[Need to run} profitable businesses. That sounds terrible, but that's a limitation in itself because there are some pretty fantastic solutions out
there, but all come with a lot of cost.” (Site Manager)
Industrial relations issues: “You'd change the roster and you'd introduce the option for part-time work … the unions just knocked back part-time drivers.” (OHS Consultant)

MHDs Aged Care: 2
Inadequate funding model: “We get funded by government, so we can't pay more and we're in competition with the state-run hospitals that can afford to pay more.”
(Senior Manager, OHS Specialist)
“The way the organisation is structured just does not lend itself to supporting health and safety and I think there is an over emphasis on care of residents and not care for
staff being balanced appropriately.” (OHS Consultant/Advisor)
Logistics: 9
Commercial imperatives: “So there's the intensity of the work. I think that we run such a lean business. We run a lean business because our profit margin's around two to
three percent …” (Senior Manager, OHS Specialist)
Lack of control over external operating conditions: “… peak hours will always be bad and [drivers] need to understand that sometimes jobs like these, it's a part of their
package that it comes with some sort of environmental stresses.” (OHS Consultant/Advisor)
“Yeah, we can't control the behaviour of [public transport] passengers.” (OHS Consultant/Advisor)

Both Aged Care: 5
OHS is a relatively low priority: “There absolutely is an incident reporting system, of course there is. It's just that it goes into a database which belongs to the quality
team, because quality obviously is very important with aged care accreditation standards it has to comply with. So what is captured is really being captured to meet the
needs of accreditation, not meet the needs of OHS and injury management.” (Executive, OHS Specialist)
“I think in reality the concept of health and safety in aged care is probably about 10 years behind where it needs to be quite clearly, and it has not been considered as an
essential part of running the business.” (OHS Consultant/Advisor)
Inadequate funding model: “The funding model for aged care is, I think, chronically underfunded and under-staffed. (Executive, General)
“… the government has made so many changes to the funding that your margin is pretty small. So you want to give great care, great food, and give people a value end of
their life, and that all costs money, unfortunately.” (Site Manager/Coordinator)
Logistics: 6
Competing priorities: “… we're in the process at the moment of becoming … an accredited customer service organisation, so there's a lot of talk about our customers,
there's a lot of communications about our customers, and we need to turn the volume down on that, or else it is counter-productive to the discussion around personal
safety. So it's some of those conflicting things that we're just trying to work through.” (Senior Manager, OHS Specialist)
Industrial relations: “… the union play a big part which–everything has to be run past them. They're like a doorstop for everything you try and do, unfortunately.” (OHS
Consultant/Advisor)
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present study found that poor funding was considered by interviewees
as the main cause of inadequate staff numbers, provision of sub-optimal
equipment, and failure to implement ‘mandatory’ training programs.

Many interviewees commented on the low priority given to OHS
issues. In one aged care organisation, for example, it was reported that
incident reports were routinely collected but their primary purpose was
to satisfy external accreditation standards, and this information was not
used for OHS-related purposes. Such a situation reflects current ac-
creditation procedures and criteria, which focus predominately on the
quality of resident care; of the 44 points listed in the Australian
Accreditation Standards for these facilities, only one directly relates to
staff health and safety.

4.1. Strengths and limitations

This study appears to be the only one of its kind to have documented
in detail the views of workplace-level stakeholders on their own OHS
risk management practices and issues relating to their effectiveness. Use
of semi-structured interviews elicited in-depth information from people
with extensive knowledge of actual work practices and conditions in
two industry sectors where researchers have identified a need for
changes to achieve more effective prevention of MSDs and MHDs.
Inclusion of participants from diverse roles within each organisation
ensured that a wide range of insights and perspectives were included.

The time required for data collection and subsequent coding and
analysis necessarily limited the number of participants and organisa-
tions that could be included in the study, which limits generalisability.
In Australia, the residential aged care industry is highly regulated and
the frameworks within which organisations operate differ across states,
which also limits generalisability. On the other hand, the recent ‘har-
monisation’ of OHS legislation across Australian states (Safe Work
Australia, 2016b) would be expected to minimise variation across jur-
isdictions, thereby enhancing generalisability. Such differences also
exist in the logistics/transport sector, although to a lesser extent.

During recruitment of organisations, the initial response rate to the
letter sent by the state OHS regulator (asking interested organisations to
contact the researchers) was very low, and was expected to produce a
sample biased towards organisations that are generally ‘good perfor-
mers’ in OHS terms. Similarly, the role played by the senior manager
who initially contacted the researchers in recruiting other participants
within their organisation might tend to produce results depicting the
workplace more favourably, although any such effect would be small
because apart from HSRs, there was usually only one person employed
in the role requested by researchers (e.g. OHS Manager, Site Manager).

5. Conclusions and future directions

It has previously been established that to reduce current numbers of
work-related MSDs and MHDs, workplace management practices need
to address risk from work-related psychosocial hazards. This will re-
quire changes that can only be achieved with the active involvement of
workplace managers, and the successful implementation of such
changes will require that managers understand why changes are
needed. The present study found that most interviewees were unaware
that work-related psychosocial hazards affect MSD risk; this constitutes
a fundamental barrier to improved practice, which will need to be
addressed at an early stage of implementing the new MSDs risk man-
agement toolkit.

Managers' current lack of knowledge and skills relevant to work-
related psychosocial issues was widely reported as a barrier to im-
proved risk management practices, and other evidence supported this
view. Many interviewees reported psychosocial factors (without label-
ling them as such) as barriers to improving OHS more generally, but
they saw most of these factors as beyond their control. Importantly,
they failed to mention the majority of well established, work-related
psychosocial hazards, for which risk management procedures are

available. Instead, they tended to focus on individual worker char-
acteristics, such as what they perceived as ‘poor attitudes’. Clearly there
is a need for greater awareness among workplace managers that com-
pliance with the established OHS risk control hierarchy requires stra-
tegies that address risks at their work-related sources rather than fo-
cusing on workers (Alli, 2008; SafeWork Australia, 2018), and that such
strategies are likely to be more effective.

In light of this evidence, it appears that implementation of risk
management procedures to address work-related psychosocial hazards,
including the newly developed MSDs risk management toolkit, may
require initial support from external sources of expertise, at least in the
short term. This problem would be alleviated if more of the people
employed as OHS specialists had professional-level qualifications. In
addition, a need exists for ongoing professional development programs
for both general and OHS specialist managers, to provide better cov-
erage of requirements for effective MSD and MHD risk management.

It seems likely that inadequate funding and resultant inadequate
staffing will be the most difficult barriers to surmount when im-
plementing the required changes to MSD and MHD risk management,
because these are strongly influenced by factors external to the work-
place – that is, accreditation or compliance requirements, and/or the
overarching requirement for commercial viability. Many comments
made it clear that OHS is given lower priority than these requirements,
and OHS-related expenditures are often seen to be in conflict with
commercial needs. In fact, there is evidence that the contrary is more
often the case (e.g. British Safety Council, 2014; International Social
Security Association, 2013; Oxenburgh and Marlowe, 2005), and gov-
ernment regulators have developed guidance on how to prepare a
business case in support of OHS requirements (e.g. Australian Safety
and Compensation Council, 2007). It appears that such evidence and
practices have not yet had any substantial impact within the industry
settings investigated in the present study. To address this issue, it may
be helpful to prepare case studies customised for typical work organi-
sations in industry sectors being targeted for change.

Finally, it is worth considering some implications for OHS profes-
sional bodies of the reported influences on OHS of aged accreditation
criteria and government funding models. The importance of external
influences on OHS is well recognised in the case of workers' health-
related behaviours external to the workplace, and some workplaces
have implemented ‘total worker health’ programs targeting these
sources of risk (Anger et al., 2015). The external factors identified in the
present study operate by influencing work organisation, job design and
management rather than directly affecting workers' health. However,
both types of external factors affect OHS outcomes, and on this basis it
can be argued that OHS professionals can be regarded as legitimate
stakeholders within a broader system of factors influencing health
(Culyer, 2005; Rouse, 2008). As such, OHS professional bodies should
be involved, along with worker representatives, in the decision-making
processes determining accreditation criteria and funding models.
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