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Introduction

Beginning in June 2016, stakeholders including AWARE-NS (Nova Scotia’s Health and Community Services Safety Association), the NS Departments of Labour and Advanced Education (LAE), Health and Wellness (DHW), and Community Services (DCS), the Nova Scotia Health Authority (NSHA), the IWK Health Centre (IWK), Workers’ Compensation Board (WCB) Nova Scotia, employers in the home care, long term care (LTC), and community services sectors, and labour representatives of workers in these sectors came together to develop a 5 year Workplace Safety Action Plan for Nova Scotia’s Health and Community Services Sectors, with particular focus on publicly-funded home care, LTC and community services.

The work on the Action Plan was led by AWARE-NS and coordinated by a small Project Team. The work was also guided by a Steering Committee and an Advisory Committee that include representation from AWARE-NS, WCB Nova Scotia, the LAE, DHW, DCS, the NSHA, the IWK, employers in the home care, LTC, and community services sectors, and labour representatives of workers in these sectors. Project Sponsors (senior representatives from WCB, DHW, LAE, and NSHA) have the final decision-making authority, and the Deputy Minister of Heath is the project owner. A consulting firm, Research Power Inc. (RPI) was engaged to support the work. 

The development of the Action Plan included several components:
· An environmental scan (review of the grey and academic literature, and interviews with key informants from other jurisdictions outside of Nova Scotia) to identify best practices for improving health and safety in the health and community services sectors that could be included the Action Plan.
· An assessment of the current state of workplace health and safety for these sectors in Nova Scotia, including current health and safety performance in health and community services, possible causes of work-related injuries, challenges or barriers that contribute to work-related injuries, and current or planned assets and activities that contribute to improving health and safety outcomes in these sectors. This work involved a review of related documents and data, and interviews with key informants working in these sectors from across the province.

· Consultations with stakeholders in the LTC, home care, and community services sectors, including frontline employees (direct care providers, housekeeping, dietary, maintenance, etc.), managers/supervisors, senior leaders, and others (e.g., union representatives, care coordinators/discharge planners, licensing and audit staff, etc.). Stakeholder input was gathered through large group consultation sessions, smaller focus groups, and an online survey. Over 1,200 people provided their input across all three methods.

In addition, over 90 individuals across stakeholder groups (employers, workers, government, organized labour, etc.) were engaged in a working group process to identify potential actions for inclusion in the Action Plan. This brief report provides a description of the working group process, as well as the associated materials developed to support the working groups.

Working Group Action Planning Process
Purpose

Following completion of the research and consultation phases of the project, a working group process was developed to further engage all stakeholders as active participants in identifying and recommending actions for inclusion in the Action Plan. The Project Steering Committee and Project Sponsors remained responsible for approving and recommending the Action Plan to the Project Owner for approval. 
Structure and Membership
In March and April 2017, five Working Groups were established to provide advice and input on the actions that should be included in the Action Plan. Each Working Group addressed one of the following topics: safe handling and mobility (SHM); slips, trips and falls (STF); mental health and wellness (MHW); workplace violence (WPV); and stay-at-work/return-to-work (SAW/RTW). The topics for the Working Groups were identified based on the findings from the previous work (i.e., the environmental scan, assessment of the current state, and the consultations), with input from the Project Steering Committee.
Each Working Group consisted of 15-20 members (over 90 individuals) representing organizations that deliver services in the home care, LTC, or community services sectors, and/or organizations that provide support and/or direction to these sectors. Each Working Group was co-chaired by two individuals, one from organized labour and one from an employer. Individual representatives and co-chairs were identified by the Project Steering Committee and the Project Team and formally invited to participate in the process by the Deputy Minister of DHW. Efforts were made to ensure that Working Group members represented a range of perspectives including government, employers, and front-line workers, and provided representation across sectors, types of organizations, size of organizations, and geography. Each Working Group included:
· 2 representatives from home care

· 2 representatives from long term care

· 2 representatives from community services

· 3 representatives from government (1 each from DHW, DCS and LAE)

· 5 representatives from organized labour, one representing each of the four unions representing workers in this sector and one as the co-chair. The four unions are: Nova Scotia Nurses’ Union (NSNU), Nova Scotia Government and General Employees Union (NSGEU), Canadian Union of Public Employees (CUPE), and UNIFOR.

· 1 representative from the Health Authorities (IWK and NSHA)

The Working Group Terms of Reference and a list of the members of each Working Group can be found in the Appendix.

Operating Principles
The operation of the Working Groups was guided by the following principles:

· Collaboration: Working Group members are committed to finding strategies that will be in the best interests of all, and they will work collaboratively in the preparation of their input and recommendations.

· Evidence: Working Group members will use best-available evidence, including scientific and technical evidence, to inform decision-making and completion of the deliverables.

· Transparency: Working Group members will keep the Working Group Co-Chairs apprised of any conflicts of interest and the status of all deliverables assigned to them.

Activities
Each Working Group met at least five times in May and June 2017 for two to three hours each time. Meetings were supported (i.e., planning each meeting, preparing materials, developing meeting minutes and other documentation, engaging experts as needed to provide input, facilitating meetings, etc.) by the Project Team and the consultant. Each Working Group followed the same basic work plan, though this varied somewhat across groups depending on the needs and priorities of each group.

Each Working Group completed the following tasks (see the Appendix for more detailed information on the work plan):

· Reviewed the project background, the purpose and Terms of Reference for the Working Group, the proposed process to identify potential actions, and the evidence gathered to date related to the Working Group’s topic area (i.e., information from the evidence from the environmental scan, current state assessment and stakeholder consultations).

· Brainstormed potential actions addressing the Working Group’s topic area, considering areas such as policies and legislation, occupational health and safety management systems, accountability mechanisms, education and training, leadership, communication, work environment, and the social context.
· Refined and prioritized potential actions using a prioritization matrix that considered the anticipated level of impact/value and effort/cost required to implement the action.

· For each recommended action, identified accountability, timeline, required resources, and indicators of success.

Each Working Group was also able to engage subject matter experts or request additional research as required to help them identify recommended actions.
Prioritizing Potential Actions
As described above, each Working Group brainstormed potential actions that could help to address their topic area based on the evidence gathered to date as well as their own knowledge and experience. The initial lists of potential actions were quite long (e.g., 50-60 actions for each Working Group), so refining and prioritizing the actions was an important part of the process. Groups worked to refine and combine actions where appropriate. As indicated, they also assessed each action according to the anticipated level of impact/value and effort/cost required to implement the action as part of the prioritization process, and actions that were believed to have high impact/value were prioritized over those with lower impact/value.
In addition, the Project Team reviewed all the actions identified across the five Working Groups and compiled a list of the high-level actions that were common across groups (e.g., all groups identified the need for education on their specific topic area). These high-level actions impact health and safety in all areas, including all five of the Working Group topics. Most of these actions were identified in all Working Groups. A few of the actions came from only one or two Working Groups but were identified as actions that would affect health and safety more broadly. Members of all the Working Groups also provided input into the further refinement of these high-level actions.

Final Actions from the Working Groups
Once the Working Groups completed their work, the recommended actions from the Working Groups, including both the high-level and topic-specific actions, went to the Project Steering Committee for further review and feedback. The final recommended actions from the Working Groups as of September 2017, which include comments and feedback from the Steering Committee, are presented in the Appendix of this report (both long and short versions).

Next Steps

Throughout the fall of 2017, the Project Steering Committee continued to review and refine the actions identified by the Working Group and develop the formal report that will outline the commitment going forward. The actions identified through the Working Group process formed the basis for this report but were modified by the Project Steering Committee and Project Sponsors as the process of developing the report progressed. 
Appendix

Working Group Terms of Reference
April 6, 2017, Final - updated

Project Overview:

Nova Scotia’s health and community services sectors combined are the province’s largest employer group and an important contributor to our economy but are more likely to be injured on the job than any other type of worker. The sectors are challenged by the high cost of service delivery, complexity of needs, and increasing demands, which are exacerbated by a high rate of work-related injury and illness. 

In 2016, representatives from AWARE-NS, the Nova Scotia government, Nova Scotia’s health authorities, and WCB Nova Scotia came together to facilitate the development of a five-year Workplace Safety Action Plan, a partnership that in 2017 has grown to include employers and organized labour. Work on the Action Plan is being guided by a Steering Committee and an Advisory Committee. Project Sponsors (senior representatives from WCB, DHW, LAE, and NSHA) have decision-making authority for project related activities, however the Deputy Minister of Health and Wellness, as Project Owner, has final approval for the Action Plan. 

Working Groups are being established to provide advice and input on the actions that should be included in the Action Plan. Five Working Groups will be formed, each addressing one of the following topics: safe handling and mobility; slips, trips and falls; mental health and wellness (staff); workplace violence; and stay-at-work/return-to-work.

Purpose:

The Working Group will provide strategic advice and evidence-based recommendations to the Project Steering Committee to address the issues pertaining to its identified topic (safe handling and mobility; slips, trips and falls; mental health and wellness (staff); workplace violence; and stay-at-work/return-to-work) for consideration and possible inclusion in the Action Plan.

Roles and Responsibilities:

In identifying and selecting recommended actions, the Working Group will consider the following influencers: policies and legislation; occupational health and safety management systems (OHSMS); accountability mechanisms; education and training; leadership; communication; and work environment. The Working Group will also consider the various levels for recommendations (e.g., the system [including various sectors], organization, and employee).

Each Working Group member is responsible for: preparing for, attending, and actively participating in meetings; reviewing relevant research and information gathered through the Action Plan development process; and providing subject matter expertise.

Chair and Membership:

Each Working Group will consist of 15-20 members and be co-chaired by organized labour and employer representatives. Members will be representatives from organizations that deliver services in the home care, long-term care, or community services sectors, and/or organizations that provide support and direction to these sectors. Efforts will be made to ensure that Working Group members represent a range of perspectives and provide representation across sectors, types of organizations, size of organizations, and geography.  Each WG will include the following representatives at a minimum:

· 2 representatives from home care

· 2 representatives from long term care

· 2 representatives from community services

· 3 representatives from government (1 each from the Departments of Health and Wellness, Community Services, and Labour and Advanced Education)

· 5 representatives from organized labour

· 1 representative from the Health Authorities (IWK Health Centre and Nova Scotia Health Authority)

Term of Membership and Commitment:

There will be four to five meetings in total, held bi-weekly, over an eight to 10-week period between April and end of June 2017. The anticipated time commitment to participate in meetings and complete needed work before and after meetings is approximately two to three hours weekly.

Accountability: 

The Working Group is accountable to the Project Steering Committee. Members are also accountable to each other and to their respective organizations. Members of the Working Group are responsible for communicating progress to their respective organizations and seeking input requested to help inform work.
Selecting Recommended Actions:

The Working Group will provide recommendations for actions to be included in the Action Plan to the Project Steering Committee, which will then review all recommended actions, agree on those to be included, and circulate this draft Action Plan to stakeholders for feedback. The Project Sponsors will review the final draft of the Action Plan and submit it to the Project Owner for approval.

Within the Working Group, identification of recommended actions will be adopted by consensus of the members. Consensus means that all members must either a) agree to a recommended action as their top choice OR b) agree to fully support a recommended action, even if it is not their top choice. While group consensus is the ideal, if a decision about recommended actions cannot be reached, the Working Group may provide the Project Steering Committee with a range of options for a recommendation, based on the different views of members.

Operating Principles:

The operation of the Working Groups will be guided by the following:

· Collaboration: Working Group members are committed to finding strategies that will be in the best interests of all, and they will work collaboratively in the preparation of their input and recommendations.

· Evidence: Working Group members will use best-available evidence, including scientific and technical evidence, to inform decision-making and completion of the deliverables.

· Transparency: Working Group members will keep the Working Group Co-Chairs apprised of any conflicts of interest and the status of all deliverables assigned to them.

Confidentiality:
Working Group members agree to respect and keep confidential the opinions and discussions that take place in the Working Group. Working group members are expected to treat information they receive and work on as draft and potentially sensitive. The Working Group may agree to share information with others (e.g., to gather feedback from constituencies/other stakeholders on a proposed recommendation), however, if sharing information outside the Working Group takes place, members will agree on the information to be shared, and agree not to attribute specific ideas/concerns/recommendations to any one group or individual. Working Group members will not make public statements regarding the work of the Working Group while the recommendations are under development and until released by the Minister of Health and Wellness.

Resources:

· Working Group Meetings will be supported by a member of the consulting team from Research Power Inc. or a member of the Project Team (i.e., a representative from AWARE-NS or WCB Nova Scotia) – includes providing materials, meeting minutes, etc.

· Working Group members that are required to travel to attend face-to-face meetings will be reimbursed for their travel costs (with pre-approval).

· The project lead (AWARE-NS), and WCB Nova Scotia will work together to provide logistical support for Working Group meetings and liaise with Working Group members as required.

· The Working Group may request support from subject matter experts as needed (e.g., to attend a meeting or provide information).

Working Group Membership

The Co-Chairs for each group are highlighted in green.
· Workplace Violence

	Name
	Title
	Organization

	Janet Hazelton
	President
	Nova Scotia Nurses' Union

	Jason Shannon
	CEO
	Shannex

	Carolann MacLeod
	 
	New Waterford Homemakers

	Heather Croft
	 
	CUPE

	Heather Matthews
	 
	AWARE-NS

	Jackie Rogers
	Coordinator of Assessment 
	Dept. of Community Services

	Jeanne Ju / Mary Anne Johnston
	CBS - OT / RN 
	NSHA - Continuing Care

	Jill Baxter
	Executive Director
	Conway Workshop

	Joanna Johnson
	Resident Care Manager
	Saint Vincent's Nursing Home

	John MacMillan
	 
	QUEST

	John MacMillan
	 
	Dept. of Labour & Advanced Ed

	Judy Heffern
	 
	LTC (CGO Managing Director)

	Katrina Philopoulos
	Manager, Occupational Health Safety & Wellness
	NSHA

	Krista Caldwell
	NSGEU Local 86 Mountain Lea Lodge
	NSGEU

	Kyla Bourgois
	Executive Director
	City Homemakers

	Melanie Delaney
	 
	Conway Workshop

	Noel Bungay
	NSNU -Rep
	NSNU

	Sheri Roach
	Senior Nursing Policy Analyst 
	Department of Health & Wellness

	Susan Hines-Kennedy
	Director of Client Care – In-Centre
	Kings Regional Rehabilitation

	Tanya Moss
	Social Worker
	Grand View Manor

	Vicky Pye
	Service Delivery Supervisor
	VON


· Slips, Trips and Falls
	Name
	Title
	Organization

	Elizabeth MacDonald
	District Executive Director
	VON

	Kelly Ritcey
	 
	NSGEU

	April Hobson
	Local 34 Northwood Home Support 
	NSGEU

	Bernita Stevens
	 
	NSNU

	Donna Aumell
	Human resources
	VON

	Greg Lee
	Maintenance Supervisor
	Grand View

	Jacki Purcell
	Coordinator, Residential
	Department of Community Services

	Jason Holm
	 
	Regional Residential Services Society

	Kenzie Fraser
	 
	AWARE-NS

	Lindsey Fenton
	OH&S Manager
	Shannex

	Lisa Walters 
	 
	CUPE

	Monique Hillier
	LPN
	Lunenburg County Home Support

	Nida DeChamp
	RN - Patient Safety / Falls Prevention
	IWK

	Shannon McLellan
	 
	Colchester Regional Services Society

	Trevor Routledge
	 
	Dept. of Labour & Advanced Ed


· Mental Health and Wellness

	Name
	Title
	Organization

	Jenna Brookfield
	 
	CUPE

	Patricia Bland
	CEO
	Riverview Home

	Anne MacRae
	Project Lead, Accessibility 
	Dept. of Community Services

	Beth Campbell
	Industrial Hygenist
	Dept. of Labour & Advanced Ed

	Cindy Marble
	Director of Care (RN)
	Rosecrest Communities

	John Moore
	CCA
	VON

	Joyce D'Entremont 
	CEO
	Moutainlea Lodge

	Kim Ward
	Director of Care
	Grand View Manor

	Lilo Wessels
	 
	NSNU

	Lindsey Power
	 
	NSGEU

	Lucinda MacDonald  
	 
	UNIFOR

	Mike Kelly
	 
	CUPE

	Richard Bush
	Executive Director
	Gateway Homes

	Sarah Pettipas
	Workplace Health Promotion Coordinator
	NSHA

	Sharon Crane
	Executive Director
	Cape Breton County Homemakers

	Tony Prime
	Coordinator Community Supports
	Dept. of Health and Wellness

	Tonya Boudreau
	Agency Director
	Digby Clare Home Support Agency

	Trisha MacIsaac 
	OHS Coordinator
	AWARE-NS


· Stay-at-Work/Return-to-Work

	Name
	Title
	Organization

	Jo-Ann Bailey
	 
	NSGEU

	Laura Williams
	Director, Environmental and Support Services
	Grand View Manor

	Alexandra Smith
	Director, Health Sector Labour Relations and Compensation
	Dept. of Health and Wellness

	Dawn Munroe
	Director of Human Resources
	Regional Residential Services Society

	Jamie Pollock 
	 
	UNIFOR

	Janice Jorden 
	Employee Relations Specialist
	Glen Haven Manor

	Krista Covert
	Service Delivery Supervisor
	VON

	Krista Stultz 
	Safety Consultant
	IWK

	Lisa Briers
	Manager OHS
	VON

	Patricia Bishop Grant
	CFO
	New Waterford Home Support

	Paul Curry
	 
	NSNU

	Rose Best
	 
	CUPE

	Shannon McLellan
	CEO
	Colchester Regional Services Society

	Sheila Landry
	Director, Labour Relations
	Dept. of Community Services

	Shelley James
	Manager Organizational Health & Safety 
	Northwood

	Susan Dempsey
	Executive Director
	AWARE-NS

	Tracey Best
	Local 66 Regional Residential Services Society
	NSGEU


· Safe Handling and Mobility

	Name
	Title
	Organization

	Devon Green
	Kinesiologist and Personal Fitness Coach
	Glen Haven Manor 

	Jessica Dauphinee
	LPN, Northwood Home care
	UNIFOR

	Vanessa Roy
	Physiotherapist
	Northwood

	Alice Bangay
	Therapeutic Mobility Assistant
	Grand View Manor

	Audrey Oliver
	CCA
	VON

	Colleen Rogerson
	Occupational Health and Safety Engineer
	Dept. of Labour & Advanced Ed

	Dianne Frittenburg
	 
	CUPE

	Dianne Thimot-Hankinson
	RN Supervisor
	Digby Clare Home Support Agency

	Ginger Gates
	Supervisor  
	YACRO

	Heather Matthews
	OHS Specialist
	AWARE-NS

	Jennifer Pauley
	 
	Building Futures

	Jill Ramsay-Stewart
	Occupational Therapist / Injury Prevention Specialist
	NSHA

	Josh MacDonald
	Coordinator, Adult Day Programs
	Dept. of Community Services

	Laura MacMaster 
	Manager Compliance & Investigation
	DHW

	Ricardo Garcia
	 
	NSNU

	Terry MacIntyre
	Director of Clinical Services
	RK MacDonald Nursing Home

	Tracy Groves
	NSGEU Local 83 Northside Homemakers
	NSGEU

	WeeWana Sprague 
	 
	UNIFOR


Work Plan
Over approximately 2 months, each Working Group will meet for two to three hours bi-weekly (if possible) to identify and recommend potential actions for inclusion in the Action Plan related to their area of focus (approximately 4-5 meetings per Working Group). The table below outlines the basic work plan for the Working Groups. This plan varied somewhat across Working Groups depending on the needs and priorities of each group.

	Meeting
	Purpose
	Deliverables
	Meeting Preparation/Materials

	#1
	· Participant introductions and experience/interest

· Overview of project background and context

· Review and approve Terms of Reference

· Review and approve work plan & proposed process for identifying actions

· Review research/information related to the topic

· Handout of potential structure for action planning (the influencers)  
	· Approved Terms of Reference

· Approved Work Plan


	· Review Terms of Reference

· Review Work Plan 

· Review topic research summaries (topic specific and influencers)



	#2
	· Discuss and approve structure for action planning

· Brainstorm potential actions

· Identify needs for additional research/information

· Subject matter experts may be engaged in this meeting

· Handout of potential criteria for prioritization 


	· Approved structure for action planning

· List of potential actions 

· Identification of additional research/information requirements
	· Review research/information related to the topic (e.g., consultation report, other topic reports/research, etc.)

· Review the influencers and potential as a structure for action planning

· Think about potential actions – discuss with colleagues as appropriate

	#3
	· Further identification of actions if required

· Review criteria for prioritization and approve

· Begin prioritization of actions (based on criteria such as strength of evidence, the benefits, sequencing, feasibility, etc.)

· Subject matter experts may be engaged in this meeting

· Handout of action plan template


	· Approved criteria for prioritization

· Additional actions identified

· Prioritized list of actions (initial)
	· Review additional research 

· Review the prioritization 

· Review recommended actions brainstormed at previous meeting 

· Think about other potential actions

	#4
	· Further prioritization of actions (if required)

· Review and approve action plan template 

· For selected actions, begin to identify accountability, timeline, required resources, indicators of success

· Subject matter experts may be engaged in this meeting


	· Completed prioritized list of actions 

· Action Plan template approved

· Action plan template completion underway


	· Review additional research

· Continue to review recommended actions

· Review action plan template

	#5
	· Continue identifying accountability, timeline, required resources, indicators of success for selected actions (if required)

· Wrap up
	· Final recommend actions for inclusion in the Action Plan


	· Review additional research

· Review action plan completed to date and continue to think about accountability, etc. for actions


Completed Action Planning Template for Working Group Recommended Actions – Short Version
	#
	Recommended Action 
	Primary Responsibility
	Expected Timeline
	Expected Resources/Source
	Indicators of Success
	Comments from July 27th, August 8th and August 29th Steering Committee Meetings

	Policy and Legislation

	1
	Establish and implement a policy and process that requires allocation of inter-professional staffing based on client needs and acuity levels


	-DHW - Continuing Care

-DCS
	-Strategy is Short term/

-Implementation is long term

-Timeline dependant on interim steps for both DHW and DCS (e.g., Continuing Care Strategy)
	-DHW/DCS

- Funding, people, time, business acumen


	-Improved employee engagement – work life pulse – trust in employer

-Appropriate staff and mix

-Decreased injury rates
	-Did not complete table for this action as felt this would be done through CC Strategy 

-Standardize the process for requesting additional staff based on needs - so all organizations are aware of the process and using it. 

- DCS – has a tool on functionality.  

-DHW uses RAI tool. RAI tool not as useful for social/functional assessment)

-Different tools based on community care, LTC. Collect and use the data.) 

–Need to standardize a tool and develop an internal process within DCS to assess and address staffing based on tool result.  -Physical infrastructure is also important to consider in staffing 

-DCS has already embedded a standardized tool in policy

 --The RAI and DCS tools for assessment of staffing will include appropriate level of supervision

-Make sure standardized tools are implemented (RAI for LTC and HC and new tool being identified for DCS).;

Once implemented use the data to inform

-Sub-actions should include implementation of the tool and using the results to plan

	2


	Implement centralized equipment inventory and loan program.


	Multi stakeholder group to advance with passion for safety – WCB, DHW, DCS
	Short to medium term
	-DHW, DCS and other stakeholder groups such as Red Cross, HANS Clinical Engineering Services

-Funding, training in use of devices for family and care providers, people, time

-NSHA, IWK


	Appropriate use of new equipment, increased awareness, reduced injuries

-Adjudicated process that is being used.

-Easy access to equipment.

-Increased inventory, reduced wait times
	- Look at Atlantic provinces to explore partnerships

--Can learn from DCS. DCS has process/policy for reviewing requests that includes a risk assessment and justification for additional resources

-Ensure description includes information about evidence, best practice and risk assessment



	3
	Implement standards for designs of physical spaces.


	-DHW, DCS, NSHA, Health Authorities
	-Short term to adopt. 

-Phased in over time
	-DHW

-Partner with Office of the Fire Marshall

- IWK
	-Standard adopted
	-Need to look at applicability for DCS

-Lessons learned from the last Continuing Care strategy and other work re: rebuilds and new builds

-Community Health Facility Design and Construction as best practice standard and sub-standard

-Would need to incorporate in licensing regulation. 

-Include establishment of a provincial WG to examine this; include education and awareness and requirement to use standards before it goes to Treasury Board

-Ensure there is recognition that some standards are already in place

-Need to build awareness about design standards such as the CSA Z8000

-Need to obtain agreement on a standard

-Cannot set standards for Home Care – this would be addressed through risk assessments

	4
	Implement standardized risk assessments


	-AWARE NS to lead and establish sector specific provincial groups to guide. 

-DHW, DCS, Employers, JOHS committees, Individuals


	Medium
	-HR, time

 DHW, LAE, DCS, WCB, sector reps

-NSHA, IWK have tools

-HR and time

WCB, NSHA, IWK, Providers, HC, organized labour cross sector of organizations
	-Way to measure this is implemented (leading indicator)

Policy framework established. 

-Tools are available and used. 

-Consistency in risk assessments. 

-Risk assessments become a component of licensing and auditing 

-Agreed upon response mechanisms. 

-Providers understand the process and tools to support them and they feel confident with the process.
	-There is currently a Working Group addressing this – Heather Osborne from the IWK is a member of this WG. This group is exploring a provincial risk assessment for Home Care (check in app). Krista will provide Sue with the details

-Still need policy for LTC and CS

-Some organizations have tools, so the work would be coordinating existing work for review and to identify and address gaps

-Including client homes

-Right tools for right settings anywhere where care and service are provided

-Process - Who does it, when, appropriate, continuous nature of risk assessments and continuum in system as clients move through system



	5
	Review standards of care performance measures and ensure alignment with safe work practice.


	-DHW, DCS, Health Authorities 

 
	Short Term
	-HR and time

-DHW, Employers, HANS (Continuing Care Council)
	-Clarification of the issues/barriers and refined KPIs that do not impede worker safety
	-DHW is beginning to address this action – exploring issues with first quarter reporting – this is specific to Home Care.

-This action is covered for LTC through the staffing action above (action #1)

-Make sure statement re payment practices is clear



	6


	Implement a Safe Handling and Mobility (SHM) program across all sectors.


	AWARE-NS to pull together a group of stakeholders from across the sector (front line workers, DCS, DHW, labour, WCB, employers, Health Authorities, workers, etc.).

-Sector organizations adopt and LAE enforces

-LAE write into regulations

	Medium term
	-People, time, funding for printing, travel, replacement staff, project lead (1 FTE)

-NSHA code of practice, Aware NS, legislation and code of practice from other jurisdictions, what’s being taught in schools (input and resource); (interested WG members)
	-Code of practice exists and is adopted by employers; LAE enforces
	 

	7


	Adopt the National Standard for Psychologically Healthy Workplaces.


	AWARE-NS would lead a Working Group that draws key stakeholders together. Determine if there an appetite in the sectors for a code of practice. After development would be to take to LAE to discuss next step to make it enforceable
	Long term
	-People resources from AWARE-NS; AWARE-NS would require financial resources to support this work

-Partner with NSHA, major employers such as Shannex, MacLeod Group, representatives from sector organizations - CC Council, Health Care Unions, HANS, LAE, DHW, DCS
	Composition of WG - is it diverse, level of commitment to the WG. Draft code of practice is ultimate outcome (2020 if start tomorrow).
	- Jurisdictional scan to inform this work is required - what is happening across the country. Need buy-in from government departments. Need initial buy-in from across diverse organizations. Need support at high level for redirection of resources.

-Continuous process, may not be adoptions of full standard



	8


	Develop a fatigue management strategy.


	LAE leads related to Labour Standards Act and involves other groups - if LAE are not the right people then LAE would identify who is


	Long term
	-HR - 1 or 2 FTEs; policy person. 1 or 2-year process. Dedicated HR required. 

-Front line providers to be involved and there is the need to back fill positions so that the front line can participate. Support from DHW, DCS, NSHA, LAE is required (and they need to be involved). And AWARE-NS to be involved in the development.
	Licensing body and standards or changes to Labour Standards Act
	- Need support at high level for redirection of resources.

Other issues need to be addressed prior to this action

-Nest this action in #1

	
	Implement a requirement for provision of mandatory Employee and Family Assistance Programs (EFAP)  

-Explore bulk purchasing to support employers with this requirement

- Explore other community assistant supports such as 211

- If a requirement, it needs to be funded
	DHW /DCS
	Short term
	Financial resources from DHW to fund it. HR to support negotiation of rate or service provision

- DHW & DCS
	Increase in # of employers with EFAP
	- Evidence backgrounder to show cost effectiveness and benefit of service.

-DCS larger employers have them; DCS may passively fund it but (e.g. organs that are members of HANS) not line by line

-Potential to piggy back 

-MASH sector together?

-Contract due in 2018 – mass contract to include all and will be more affordable for smaller organizations
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	Develop and implement a provincial workplace violence program for all sectors


	Provincial table – AWARE NS to facilitate – include Unions, DHW, DCS, Health Authorities
	
	-Funding, timing and HR
	-Striving for zero incidence of workplace violence

	-Tie recommendations to Premier’s report are linked to this

-Identification of individual at high risk of violence is key – include in descriptor
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	Research creating stabilization and specialized units for patients/clients with challenging behaviours.


	DHW/DCS, NSHA
	Medium to long term 
	-HR, financial resources provided to operators - staffing needs will increase.

- DHW, HANS CC Council/ARC/RRC
	Appropriate placement of residents based on needs.
	- Research required, align with continuing care strategy and provincial policy framework
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	Implement a mandatory stay at work/return to work (SAW/RTW) program.


	WCB to develop program,  

Organizations (terms and conditions of contracts?)
	Medium term
	-Time and people: reallocation of HR 

- WCB, organized labour stakeholders, employer groups, government representatives from DHW, DCS, LAE - WCB to lead a group of stakeholders.

-HANS has material/ program resources
	Working Group created; framework created; increase in # of orgs who have a SAW/RTW program (with targets); ease of process for people returning to work and those managing the process; improved RTW outcomes

- all workplaces have a SAW/RTW program; improved RTW outcomes (shorter duration)

-
	- Need to reach out to organizations to gather existing assets/tools. 

- Jurisdictional review to build on existing assets/work.



	Accountability/Performance Measurement
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	Implement a health and safety data collection reporting and management system across all sectors.


	-WCB and AWARE NS lead in partnership with

LAE, DHW, DCS, NSHA
	Long Term
	-HR, time and financial resources

-Partnership with employers
	-Have a common system that provides predictive indicators.
	-Not tied to licensing but oversight is in place to require use (e.g., data collection, reporting, etc.)

-Linked to quality improvement 
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	Implement an Occupational Health and Safety Management System (OHSMS) across all sectors, as a requirement 
	-AWARE NS - have developed an SMS. -Opportunity is common SMS across province

-AWARE-NS could develop general guidance materials

-Org safety policy is responsibility of employer – JOHSC to review

-Provincial WG needed
	Short Term - a lot of work has been done
	-HR and time, existing tools. 

-Unions at table (have tools, resources and people), LAE, WCB, employers
	-Template program complete. 

-SMS in place and being used. 

-Audits being conducted and show components of program are in place

-Increase in reporting hazards; internally JOSH committees are reviewing reports and supporting changes
	-Tied to data collection and reporting. -Tools exist to monitor and log – e.g., Dealer Pilot as an example for auto dealers

- Through partnerships have organizations share their communication mechanisms

- Could link to legislation, licensing, contracts, funding agreements



	Leadership
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	Require senior leaders and boards of directors to have core health and safety competencies.

 
	-Partnership between AWARE and WCB, DCS, DHW, NSHA, IWK, Unions, Academic institutions. 
	Short term if program is adopted

Long term potentially
	-HR, time, funding

-Partnership approach required
	-Program exists. 

-Worker health and safety part of org culture. 

-Mechanisms for ensuring leaders model safe practice and are accountable for health and safety performance
- Address outcomes related to WPV, STF, SHM, MHW, SAW/ RTW
	- Could be linked to performance reviews

-Consider Ontario Hospital Association program.

 AwareNS Safer Leadership 

	Communication 
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	 Implement best practice sharing across sectors.


	-WCB and AWARE NS partnership. 

-Also links to Continuing Care Strategy
	Short term
	-Time and HR

-Partnership with associations (e.g., ARC/RRC, Home Support Network, NSRAA, CGO, Continuing Care Council)
	-Mechanisms established 

-Safety improvements

-Lower performers become higher performers
	-Ensure unlicensed facilities are included
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	Implement communication tools and mechanisms for clients and their families supporting awareness of safety for all.


	DHW and DCS with AWARE NS, NSHA and IWK, Employers 
	Short Term
	-Organizations have tools. 

-HR and time

-DHW, DCS and AWARE NS in partnerships with employers and NSHA and IWK and Caregivers NS, 

HANS
	-Material resources are established. 

-Consistent messaging. 

-Fewer issues

-Improved worker and family satisfaction.

-Improved coordination of care
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	Develop tools for sharing of risk related client information between organizations (as patient/client moves between organizations).


	DHW and DCS (partnership)

-Currently developing. One Person One Record

-Include justice (e.g. history of violence), 

NSHA, IWK, Service Providers
	Long Term
	-HR and time

In consultation with stakeholders such as service providers and public
	-All partners can access information in a timely way.
	-Learn from experience in Ontario. -Remove legislative barriers to flow of information



	Education
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	 Deliver standardized safety education for all across all sectors.


	-AWARE NS in partnership


	Short Term, Medium term to develop and implement
	-HR, time, funding

- WCB, LAE (education and outreach; inspection findings), DCS, DHW, Health Authorities, Unions are a resource 
	-Education programs based on targeted interventions and priorities.

-Attendance. 

-Reduction in lagging indicators?
	-The sub-bullets should be moved to an appendix

-Critical will be ensuring that staff can attend – staff replacement

-Partners need to understand their role in supporting
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	Advocate to the Academic Health Council to include health and safety in health and community services curriculum.


	DHW, DCS
	Short term to advocate and long term for changes
	-HR and time

- AWARE and WCB, LAE

-HANS
	-Increased awareness among stakeholders 

-Curriculum/training is changed to include OHS
	


Completed Action Planning Template for Working Group Recommended Actions – Long Version

	#
	Recommended Action 
	Primary Responsibility
	Expected Timeline
	Expected Resources/ Source
	Indicators of Success
	Comments from July 27th and August 8th Steering Committee Meetings

	Policy and Legislation

	1
	Establish a policy and process that requires allocation of inter-professional staffing based on client needs and acuity levels
a. Standardize the implementation of the RAI for LTC and home care across the system. On an ongoing basis, assess client physical, mental and social functionality, needs and acuity, and staff according to the results of the tool
b. Identify and standardize a tool and process for DCS across the system. 
-The policy should include initial and ongoing assessments of client needs and acuity and ability to make timely adjustments to staffing levels/requirements based on changes in needs
-Scheduling assignments should be based on client needs 
-The model of care should reflect the changing needs of clients based on acuity (e.g., those with dementia, challenging behaviours, etc.)
-Ensure the policy considers both client needs and staff safety

 -The policy should address the appropriate mix of staff (e.g., therapeutic recreation, occupational therapy, speech therapy, physiotherapist, etc.)
-Include eligibility requirement assessment that includes behavioral components

-The staffing model should include appropriate level of supervision 

-The staffing model includes an inter-professional team including nursing, OT/PT, etc. 

-Ensure all understand roles and responsibilities and value of all members of the team 
	-DHW - Continuing Care.

-DCS
	-Strategy is Short term
	-DHW/DCS

- Funding, people, time, business acumen
	
	-Did not complete table for this action as felt this would be done through CC Strategy 

-Standardize the process for requesting additional staff based on needs - so all organizations are aware of the process and using it. 

- DCS – has a tool on functionality.  

-DHW uses RAI tool. RAI tool not as useful for social/functional assessment

-Different tools based on community care, LTC. (Collect and use the data.) 

–Need to standardize a tool and develop an internal process within DCS to assess and address staffing based on tool result.  --Physical infrastructure is also important to consider in staffing 

-DCS has already embedded a standardized tool in policy

 --The RAI and DCS tools for assessment of staffing will include appropriate level of supervision

	2
	Establish a centralized process to determine equipment standards, expand the inventory of resources and deploy the equipment based on evidence, best practice and risk assessment. 

 - Could bring manufacturers in to demo equipment, guidelines for use of equipment developed and shared across agencies; alerts (like HANS)

- Could share information with organizations/ potentially coordinate group procurement of new equipment/supplies

-The process will include an agreed-upon, adjudicated and transparent process, with stakeholder input, for organizations to request resources required to meet short and long-term needs (e.g., equipment, supplies, tools, etc. to address occupation health and safety needs) (requests should be based on evidence of need;  Include an agreed upon risk assessment process/tool ; process should provide for timely and consistent access  to equipment/ supplies including such items as boot trays, shoe covers, squeegees to remove water, etc.; employers will receive the training they require to support them in submitting well-developed proposals; provide funding to meet identified needs; process could include providing a budget for Care Coordinators and employer/agencies to deploy equipment/tools swiftly based on evidence of need; process should clearly identify who makes decisions on funding and how funding is distributed) 

-This process should expand and maintain an inventory of resources for home care (lifts, beds, mobility devices, etc.) at organization and system levels and deploy resources based on evidence of need and the risk assessment (Assess suitability of resources prior to deploying them; ensure the Bed Loan program has adequate beds to meet the needs across the Province and expand the program to include other types of equipment [e.g., lifts, slider sheets/boards etc.]. 
	Multi stakeholder group to advance with passion for safety, WCB, DHW, DCS
	Short to medium term
	-DHW, DCS and other stakeholder groups such as Red Cross, HANS Clinical Engineering Services

-Funding, training in use of devices for family and care providers, people, time


	Appropriate use of new equipment, increased awareness, reduced injuries

-Adjudicated process that is being used.

-Easy access to equipment.

-Increased inventory, reduced wait times
	-Look at Atlantic provinces to explore partnerships

-Can learn from DCS. DCS has process/policy for reviewing requests that includes a risk assessment and justification for additional resources



	3
	Review, update and utilize standards for the design of physical spaces (e.g., dementia-friendly design, flooring, safe distances to reach overhead for items, barrier free design, storage requirements, staff break spaces, etc.) that support safety for the worker and clients and consider future needs (e.g., bariatric clients):
- New construction
- Renovation of existing spaces. 

-Consider the CSA Z8000
	DHW
	-Short term to adopt

-Phased in over time
	-DHW

-Partner with Office of the Fire Marshall
	-Standard adopted
	-Need to look at applicability for DCS

-Lessons learned from the last Continuing Care strategy and other work re: rebuilds and new builds

-Community Health Facility Design and Construction as best practice standard and sub-standard

-Would need to incorporate in licensing regulation 

	4
	Establish a standardized process for risk assessments (e.g., timing, tools, responsibility to conduct, reporting, response mechanisms) to protect the safety of workers while also allowing for delivery of required care, considering physical, environmental, and behavioural hazards 
 - Risk assessments for worker safety should address client and family behaviour, and infrastructure hazards such as physical space, lack of equipment, etc.
- Policy to include provisions for a qualified and appropriate practitioner to complete assessments when a worker identifies a problem with a specific client/home, assessing safety for client and worker
- Risk assessment tools should be evidence-based and consider severity and exposure 
- Risk assessments must be on-going and respond to changing needs
- Risk assessment includes disclosure 

- The policy should establish standards/requirements for safe physical work environments in community-based, public and facility settings (e.g., thermal regulation, access and egress, adequate space for required equipment and tasks)

–Develop and provide a process/guideline for staff to ensure any change to the physical environment that they identify as safety concerns are addressed (develop and implement criteria, standards/ policies, and funding to address physical hazards for the client and worker (Ensure a timely process for home care/support and community-based options clients to access these supports)

-Develop a policy framework (in plain language) that defines “inherent risks” at a system level, determines what constitutes "residual risk”, and addresses the worker’s right to refuse to provide care if there are health and safety concerns. conduct research to inform the policy; ensure understanding of the policy framework at all levels with consistent education)

-Develop guidance documents for employers and employees (check list) to support the implementation of regulations related to risk assessments 

- Adherence to policy becomes part of licensing and auditing

-Establish and enforce strict rules regarding completing risk assessments before care commences and only authorize services if standards are met (ensure risk assessments are applied consistently to decisions about service delivery (e.g., develop a decision tree or protocol for risk assessors to follow; ensure required resources and equipment are in place prior to commencement of care)
-Clarify the right to refuse unsafe work with the intersection of duty to provide care (conduct research; clarify how LAE interprets/enforces/educates re: the right to refuse in healthcare and community service environments; ensure policies address the balance of the desires/needs of clients/individuals in their own homes (i.e., the client's ability to make decisions about how they live and/or their right to live with risk) and safety for both workers and clients; address financial issues of workers and organizations when it is unsafe to work (e.g., adhere to employer obligations to fully compensate employees who exercise the right to refuse )
	AWARE NS to lead and establish a provincial group to guide 


	Medium
	-HR, time

 DHW, LAE, DCS, WCB, sector reps

-NSHA, IWK have tools

-HR and time

WCB, NSHA, IWK, Providers, HC, organized labour cross sector of organizations
	-Policy framework established 

-Tools are available and used. 

-Consistency in risk assessments. 

-Risk assessments become a component of licensing and auditing 

-Agreed upon response mechanisms. 

-Providers understand the process and tools to support them and they feel confident with the process.
	-There is currently a Working Group addressing this – Heather Osborne from the IWK is a member of this WG. This group is exploring a provincial risk assessment for Home Care (check in app). Krista will provide Sue with the details

-Still need policy for LTC and CS

-Some organizations have tools, so the work would be coordinating existing work for review and to identify and address gaps



	5
	Review standard of care performance measures for home care, long term care and community services and ensure alignment with safe work practice.

 - Reviewing existing /introducing new standards of care, with a safety lens

-Clearly communicate expectations around workload 
- Avoid rushing (including distracted driving)
- Include check-ins after completing safety check

- Provide additional time to address safety issues if required

- Implement scheduling and payment practices that consider the safe amount of time required for safe practice (e.g., transfer a client, complete safety checklists, incident reporting, mentoring re: safety, move from one area in the facility to another or travel from one place to another, etc.)
	-DHW 


	Short Term
	-HR and time

-DHW, Employers, HANS (Continuing Care Council)
	-Clarification of the issues/barriers and refined KPIs that do not impede worker safety
	-DHW is beginning to address this action – exploring issues with first quarter reporting – this is specific to Home Care.

-This action is covered for LTC through the staffing action above (action #1)
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	Implement and monitor the Provincial SHM Program across the Continuing Care sector, customized for each part of the sector   
- Health Care specific focus in legislation (recognized by DHW, DCS) addressing concerns on code of practice
- Require all organizations to have a defined safe handling and mobility policy/program/procedures 
- Develop and implement system level policy regarding two persons using a lift (best practice is to use a lift if a client cannot weight bear) - often the work leading up to the lift where lift occurs - repositioning a client, positioning sling etc. 
- System and supervisor support employees to conduct ongoing assessments and decision-making re: SHM
- Policies are reviewed and updated as required
- Provide funding for peer leaders/safety champions  
- Add safety leaders - another level of support (at lower pay than a director/supervisor)
- Ensure timely access to OT/PT for assessments and ensure OTs/PTs have a focus on both client and staff safety

-SHM: training on established best practices re: assessment, tools, equipment 
	AWARE-NS to pull together group of stakeholders from across the sector (front line workers, DCS, DHW, labour, WCB, employers, workers, etc.).

-Sector organizations adopt and LAE enforces

-LAE write into regulations

	Medium term
	-People, time, funding for printing, travel, replacement staff, project lead (1 FTE)

-NSHA code of practice, Aware NS, legislation and code of practice from other jurisdictions, what’s being taught in schools (input and resource); (interested WG members)
	-Code of practice exists and is adopted by employers; LAE enforces
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	Support the adoption of the National Standard for a Psychologically Healthy Workplace
- Make at least some parts of CSA standard required under the NS OH&S Act for OHS management systems at the organizational level
- Implement monitoring standards/requirements based on the CSA standard
- Through audit, determine whether minimum standards for psychological health and safety are in place 
- Organization goals and objectives shall include explicit consideration of psychological health and safety: establish a clear process and accountability for achieving goals related to psychological health and safety and incorporate psychological health and safety considerations into performance reviews
- Engage all staff in psychological health and safety and policies to address this - initiate discussions on this topic 
- Ensure that leaders communicate clearly about psychological health and safety (see Psychological Factor 3 from the CSA standard for details - Provide appropriate spaces for staff respite and debriefing 
- Develop a score card with key performance indicators with associated goals related to psychologically healthy workplaces to be monitored (e.g., employee turnover, absenteeism, use of EFAP, incidents, attrition rates, disability claims, could conduct worker opinion/workplace climate survey, etc.)
- Implement required debriefing for workers who have experienced a traumatic incident using existing tools and best practices

- Evaluate how existing regulations and legislation recognize psychological health and safety in the workplace, identify gaps, and explore options that can be implemented to address any gaps 

-Create mechanisms or forums for leaders and staff  to publicly express their commitment to psychological health and safety; lobby existing groups (e.g., trade associations, chambers of commerce) to make a public commitment to addressing psychological health and safety; lobby government to make the same commitment (expressed and public support from leadership (e.g., on websites, through the media, values/mission, strategic plans, etc.; leaders recognize and discuss needs related to psychological health and safety; leaders promote/

support/provide wellness activities for workers; work on shifting the language/culture around psychological health and safety; work to de-stigmatize mental health) 
	AWARE-NS would lead a Working Group that draws key stakeholders together. Determine if there is an appetite in the sectors for a code of practice. After development would need to take to LAE to discuss next step to make it enforceable
	Long term
	-People resources from AWARE-NS; AWARE-NS would require financial resources to support this work

-Partner with NSHA, major employers such as Shannex, MacLeod Group, reps from sector organizations - CC Council, Health Care Unions, HANS, LAE, DHW, DCS
	-Composition of WG - is it diverse, level of commitment to the WG. 
-Draft code of practice is ultimate outcome (2020 if start tomorrow).
	- Jurisdictional scan to inform this work is required - what is happening across the country. Need buy-in from government departments. Need initial buy-in from across diverse organizations. Need support at high level for redirection of resources.



	8
	Implement a requirement for provision of mandatory Employee and Family Assistance Programs (EFAP)  

-Explore bulk purchasing to support employers with this requirement

- Explore other community assistant supports such as 211

- If a requirement, it needs to be funded
	DHW /DCS
	Short term
	Financial resources from DHW to fund it. HR to support negotiation of rate or service provision

- DHW & DCS
	Increase in # of employers with EFAP
	- Evidence backgrounder to show cost effectiveness and benefit of service.
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	Develop and adopt a provincial program related to workplace violence for operators and the system   
- Include a workplace prevention code of practice within the framework
- Review best practices from other jurisdictions
- Conduct consultations with key stakeholders during the review and amendment process
- Develop guidance document(s) to support implementation of the policies developed and/or amended
- Develop operational requirements for workplace violence prevention for licensing and inspection: review licensing and inspection processes/practices using a workplace violence lens; develop and implement a consistent alert and response system; include a standard protocol of who to advise and when
- Develop and implement a high risk identification system to communicate risk to help prevent workplace violence, while maintaining patient confidentiality and dignity: electronic high risk identification system to alert/inform all staff who interact with clients with challenging behaviours that increases the risk for violence and to inform all staff of any changes in patient behaviour, risk for violence;  build awareness and understanding among staff and others about the importance of following the care plans, and including information related to risk for violence within these plans and actions to mitigate; colour code charts as an alert
- Develop and Implement signage that indicates code of conduct and no tolerance for workplace violence: provide definitions of violence (e.g., physical, verbal, etc.)
- Review policies and procedures related to securing units and buildings in an emergency response to ensure standardization/consistency: risk assessments need to include the response of outside agencies in an emergency situation; the education of law enforcement on how to deal with clients with challenging behaviours is important
- Involve government funded housing facilities in the development of strategies to prevent workplace violence to educate them about the issue and their role and accountability related to prevention of workplace violence: ensure appropriate risk assessments of the environment with care required and identify supports to address risks 

-Include best practice interventions for responding to WPV  in care plans (e.g., clinical interventions, contracts) (include processes/mechanisms to address when contracts are not followed (e.g., family conferences, etc.; include processes or mechanisms to ensure that contracts are consistently applied and enforced; strengthen services agreements with families; develop consequences for violent behaviour and ensure these are consistently applied; develop a plan including appropriate response, protocol for calling policy)

-WPV: crisis intervention, training related to diagnosis (risk and type of violence can vary based on client diagnosis, roles and responsibilities of staff in WPV prevention 
	
	
	
	-Striving for zero incidence of workplace violence
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	Explore the creation of stabilization and specialized units (more units) with appropriate staffing mix (e.g., various competencies such as therapeutic recreation, occupational therapy; numbers; etc.) to more effectively support clients with challenging behaviours 

- Determine through effective health planning

- Expand CBS program and supports 

- Appropriate placement of clients/residents

-Need to build capacity and create environments so that staff have the knowledge and skills to support clients with challenging behaviours 
	DHW/DCS 


	Medium to long term 
	-HR, financial resources provided to operators - staffing needs will increase.

- DHW
	Appropriate placement of residents based on needs.
	- Research required, align with continuing care strategy and provincial policy framework
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	Develop and implement a mandatory provincial SAW/RTW policy framework as best practice
- Conduct a gap analysis to identify existing resources; are employers meeting requirements, what are the gaps
- Ensure all employers have a SAW/RTW policy in place
- Engage frontline staff in developing policies regarding RTW/SAW
- Develop and share SAW/RTW templates and tools for employers and healthcare providers: standard approach to job site analysis; lists of modified duties; resources for treatment clinics
- Review health and safety sections of union contracts and adapt to include more about SAW/RTW 
- Develop a resource that identifies core elements of a SAW/RTW program
- Develop standard communication tools for physicians for SAW/RTW 
- Develop and share a RTW plan based on level of risk and needs of the employee and ensure effective communication between the team supporting RTW: plan should address the capabilities of the employee and performance expectations (links to accountability) e.g. job analysis, possible modified duties, etc.; ensure psychosocial needs of the injured worker are identified and addressed; both employee and supervisor should be able to provide input on the plan; ensure the plan is monitored: is it working? What went well and did not? Address any issues
- Build and use peer champions within workplaces to support SAW/RTW 

- Implement a SAW/ RTW workplace committee 
- Leadership commitment and involvement in SAW/RTW
- If appropriate. maintain some consistency in the RTW schedule for employees based on individual needs (not a cookie-cutter approach) 
- Define training and education requirements related to SAW/RTW
- Develop and implement a provincial policy approach that facilitates when and how health care service providers can access private homes to do onsite job analysis to facilitate RTW (particular to Home Care) 
- Educate all stakeholders on the benefits for permanent accommodation with reduced capabilities as a result of workplace injury  
- Develop processes to facilitate employers to request change to physical environment or equipment supports to facilitate RTW  

- Explore developing a requirement for workplaces to have a mandatory SAW/RTW program 

-Explore the business case and requirements to support employers to access funds to pay workers on modified work (allow adjustments to staffing levels above complement if required to support RTW for an employee on modified duties; ensure a commitment to SAW/RTW is included in contracts and other financial arrangements specifically for community services (funding agreements); incorporate supports for SAW/RTW within contracts/ funding agreements [shared responsibility between employer, employee and union (all 3 will collaborate)]; provide support for employers to follow through on requirements: tools, funding, etc.) 
-Explore opportunities to use existing OT/PT resources/create a pool to assist workplaces with SAW/RTW (e.g. assist with job site analysis, participate in job site visits, assess appropriate accommodations) (could include support from the NSHA existing resources, agreement between employers; a business case and gap analysis is part of the work) 
- Include standards and expectations for service providers 
(Obtain the input of employers into WCB contracts (re: tier 1, 2, 3) and conduct ongoing evaluation of contracts with follow up as needed based on outcomes; obtain worker experience of service providers) 

-Education needs to be provided to healthcare providers (physicians, physios, OT, etc.) on RTW and their role in supporting RTW - this is a priority)

- Provide training to union leaders so that they understand the SAW/RTW process and can educate their members
- Ensure education includes the benefits for permanent accommodation with reduced capabilities because of workplace injury  
- SAW/RTW: respectful workplaces, psychosocial safety (to address the mental health aspect of RTW), rate setting and the long-term impact of time loss claims, expectations and responsibilities of all stakeholders in RTW, education to managers/supervisors around how to modify RTW plans if issues arise 
	WCB
	Medium term
	-Time and people: reallocation of HR 

- WCB, organized labour stakeholders, employer groups, government reps from DHW, DCS, LAE - WCB to lead a group of stakeholders.

-HANS has material/ program resources
	-Working Group created; framework created; increase in # of orgs who have a SAW/RTW program (with targets); ease of process for people returning to work and those managing the process; improved RTW outcomes

- All workplaces have a SAW/RTW program; improved RTW outcomes (shorter duration)


	- Need to reach out to organizations to gather existing assets/tools. 

- Jurisdictional review to build on existing assets/work



	Accountability/Performance Measurement
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	Align, implement and promote a common data collection and reporting system that includes health and safety outcomes within organizations, for each sector, and across the system, and require all employers that are funded by DCS and DHW to use the system.
- Online system. 

-Agree on metrics, set benchmarks

- Identify and define key performance indicators to be tracked/reported on (leading and lagging indicators) (e.g., - Injury rates (e.g., of specific types, SHM, WPV, STF, MHW, etc.), investigations, incidents, near misses, corrective actions, claim costs, claim duration, RTW rate, % of time loss injuries who return to pre-injury employment, results of risk assessments 
- Establish mechanisms for regular reporting on identified indicators at the organization, sector and system level 
(Ensure common technology platform to support after action reviews, - e.g., to JOHSC, to management, to Boards of Directors, to government, etc.; create organizational score cards (for organizational use)

-Use data to measure the effectiveness of safety programs/initiatives at the organization, sector and system levels, including identifying required corrective actions (e.g., through root cause analysis) and communicating corrective actions taken (Incorporate data into staff performance requirements/reviews. determine where to incorporate data, ensure positive reporting culture)
	WCB and AWARE NS lead in partnership
	Long Term
	-HR, time and financial resources

-Partnership with employers
	-Have a common system that provides predictive indicators
	-Not tied to licensing but oversight is in place to require use (e.g., data collection, reporting, etc.)

-Linked to quality improvement 
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	Adopt a standardized occupational health and safety management system (OHSMS) that is audited and linked to licensing, funding agreements, etc. 
- The OHSMS should address all health and safety hazards, including both physical and psychological hazards which would support a strong safety culture
JOHS- 

Educate JOHS committees about the importance of and their role in reviewing all reported incidents (hair pulling, pinching) and develop procedures for data and incidents to be reviewed by JOHS committees

- Provide training and supports to JOHSC on all aspects of health and safety including preventing mental injuries and addressing psychological health and safety (develop/ provide resources / templates / tools to assist with development of OHS systems; ensure psychological health and safety is addressed in JOHSC Terms of Reference)

- Educate employees about their responsibility to and the importance of reporting incidences and near misses. 

-STF

Include awareness and training mechanisms for all staff re: required processes to identify and report STF hazards 

(develop mechanisms at the organization level so that employers are accountable to staff to report data on STF incidents/injuries and any follow up on that occurs to address hazards; use progressive discipline to address employees that breach STF policies and procedures; conduct a STF Blitz – hazard ID and five-point checklist) 
-Audit for implementation 

-Consider a Certificate of Recognition (COR) Program

- Include standard policies making it mandatory for employees to wear clearly prescribed protective gear (e.g., non-slip shoes, gloves, gowns, etc.) (Develop a footwear hazard assessment by position; be specific in the policy (DCS/DHW) if the employer is required to pay/co-pay for safe footwear (based on hazard ID)
-Include policy to address distracted walking (include an education/awareness campaign as part of this policy work). 
-Communication 

-Develop, implement and support communication mechanisms/systems within the OHSMS to communicate safety information (i.e., hazards, incidents and near misses, action and follow-up) within organizations
- Ensure workers communicate information about risks 
- Communicate when a right to refuse has been exercised
- Provide mechanism to communicate safety concerns/issues identified by employees (e.g., broken equipment, potential hazards, etc.)
- Mechanisms for sharing may include safety huddles, team meetings, daily status meetings, etc.
- Mechanisms for sharing within organizations maintain client confidentiality
- Build understanding of what is and is not confidential information
- Ensure consistent language and understanding of terms used
- Provide opportunities for the OHS Committee to communicate face-to-face with the organization
- Share positive and motivational messages that tell the story of the benefits of safety

Education-

Establish a system to track education and PD (learning management system) within the OHSMS 
- Provide managers with access to this system
	-AWARE NS - have developed an SMS. Opportunity is common SMS across the province

-AWARE-NS could develop general guidance materials

-Org safety policy is responsibility of employer – JOHSC to review


	Short Term - a lot of work has been done
	-HR and time, existing tools 

-Unions at table (have tools, resources and people), LAE, WCB, employers
	-Template program complete 

-SMS in place and being used

-Audits being conducted and show components of program are in place

-Increase in reporting hazards; internally JOSH committees are reviewing reports and supporting changes
	-Tied to data collection and reporting
-Tools exist to monitor and log – e.g., Dealer Pilot as an example for auto dealers

- Through partnerships have organizations share their communication mechanisms



	Leadership
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	Develop and implement a program to ensure senior leaders and governing boards have core competencies that include workplace health and safety

-Provide appropriate education and support to leaders to address competencies (MHW, WPV, SHM, RTW/SAW, STF)
- Build understanding of realities of frontline workers
- Leaders should participate in education opportunities along with staff

-Implement a Governance score card  

-Include OHS within strategic plans 
	-Partnership between AWARE and WCB, Academic institutions
	Short term if program is adopted

Long term potentially
	-HR, time, funding

-Partnership approach required
	-Program exists 

-Worker health and safety part of org culture. 

-Mechanisms for ensuring leaders model safe practice and are accountable for health and safety performance
- Address outcomes related to WPV, STF, SHM, MHW, SAW/ RTW
	- Could be linked to performance reviews

-Consider Ontario Hospital Association program.

 

	Communication 

	15


	Provide/enhance opportunities/mechanisms to share best practices at the organization and system level
- Share positive stories about workplace health and safety
- Set up mentoring situations between high and low performers 
- Take a case study approach to audit and share cases that show what to do/not to do
- Share innovative ways to address safety issues
- Share examples of how employers support/promote/provide employee health and wellness activities (e.g., access to fitness facilities, walking groups, lunch and learns on wellness topics, etc.).
- Provide positive reinforcement for organizations, teams and individuals successfully addressing OHS
- Use existing forums where employers come together to ensure SAW/RTW is on the agendas (ARC/RRC, Home Support Network, CC Council, NSRAA, CGO)

-Need information sharing between licensing bodies/contractors and inspection agencies and SNHA (overseer of system delivery) to help monitor system performance and compliance

- Ensure all facilities/service providers are kept abreast of best practice information so they can meet standards.  
	-WCB and AWARE NS partnership 

-Also links to Continuing Care Strategy
	Short term
	-Time and HR

-Partnership with associations (e.g., ARC/ RRC, Home Support Network, NSRAA, CGO, Continuing Care Council)
	-Mechanisms established 

-Safety improvements

-Lower performers become higher performers
	-Ensure unlicensed facilities are included
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	Develop mechanisms to communicate with/engage clients and families to support client, family AND worker safety (e.g., WPV, STF, SHM, MHW, etc.)
- Set expectations about safety implications and how to address them with the clients and their families at the outset
- Care Coordinators should communicate that assessment will be daily and may lead to change in requirements/needs based on the reassessment; provide clients and their families with reminders throughout the year about the ongoing importance of safety for both the client and caregivers
- Organizations should communicate similar messages regarding the priority around safety for all and ongoing assessment to ensure changes are made as required to maintain safety
- Mechanisms for sharing information with families shall maintain client confidentiality
- Individuals/families that employ staff using DHW or DCS funds (e.g., those that use the self-managed care program funded by DHW) should be included in these communication mechanisms (e.g., developing guidance documents for them around health and safety for the staff they hire)

- Plan and conduct LTC interdisciplinary care conference within 6 weeks of admission and annually afterwards

- Develop and provide tools for providers to support appropriate communication with clients and their families regarding safety  
- Hold family and caregiver meetings to educate and discuss safety and develop care plan together with safety for all in mind; consistent, constant education to client and family regarding safety

- Ensure employees document daily assessment as a communication tool with clients/families
	DHW and DCS with AWARE NS
	Short Term
	-Organizations have tools. 

-HR and time

-DHW, DCS and AWARE NS in partnerships with employers and NSHA and IWK and Caregivers NS
	-Material resources are established. 

-Consistent messaging. 

-Fewer issues

-Improved worker and family satisfaction

-Improved coordination of care
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	Develop and implement communication mechanisms and/or policies to support effective sharing of client-related information between organizations regarding safety risks
- Include sharing of risk assessments (mandatory reporting of safety concerns when clients transferred to another facility, universal incident reporting system that follows the resident)
- Incorporate a behavioural health section within care planning
- Mechanisms should support effective knowledge transfer and exchange strategies between all involved in care (e.g., providers, security, etc.)
- Should include a common system for sharing between organizations during transitions in care/service
- Mechanisms for sharing between organizations maintain client confidentiality
- Build understanding of what is and is not confidential information
- Ensure consistent language and understanding of terms use
- Mechanisms for sharing relevant information between NSHA and LTC, home care and community services provider agencies
	DHW and DCS (partnership)

-Currently developing. One Person One Record

-Include justice (e.g. history of violence)
	Long Term
	-HR and time

In consultation with stakeholders such as service providers and public
	-All partners can access information in a timely way
	-Learn from experience in Ontario
-Remove legislative barriers to flow of information



	Education
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	Support standardized and consistent safety education to stakeholders at all levels (including boards of directors, employees; managers/supervisors; Union leaders, physicians, physios and OT, etc.) 

--Develop a plan to enable full participation in health and safety education (e.g., funds for replacement staff) – consult with Continuing Care Strategy

- Clearly define mandatory requirements for ongoing training based on position and risks/hazards
- Training and education should use consistent language and reflect the latest techniques and best practices (both for physical techniques and equipment)

- Ensure training is accessible to all (addresses the needs of those with disabilities)
- Ensure education materials are plain language
- Ensure consistency in language and approach
- Provide education to preferred healthcare providers and bring them together with case managers
- Evaluate training including application of learning from training and effectiveness of modes of training (classroom, E-learning) -Specific education topics are:
- WPV: crisis intervention, training related to diagnosis (risk and type of violence can vary based on client diagnosis, roles and responsibilities of staff in WPV prevention
- MHW: challenging behaviours, resiliency and stress management, Working Mind, MH First Aid, Peer Support Training, respectful workplaces (addresses violence, bullying, harassment), conflict resolution, dealing with confrontation/difficult conversations, diversity/inclusion, emotional IQ, Psychological First Aid, ethics, compassion fatigue, trauma-informed care 

-Consider safety-related topics/education a mandatory part of orientation before an employee (regular employee, summer student, etc.) or volunteer starts work. Topics include: SHM, WPV, STF, psychological health and safety, wellness programs, SAW/RTW, info from JOHSC (orientation process could include pairing new workers with experienced workers, providing opportunities to discuss work and learning; ensure managers/supervisors engage with new employees)

- Develop curriculum (that includes OHS) for support workers (e.g. dietary, housekeeping, maintenance) to increase professionalism and skill sets 
	-AWARE NS in partnership


	Short Term, Medium term to develop and implement
	-HR, time, funding

- WCB, LAE (education and outreach; inspection findings), DCS, DHW, Health Authorities)
	-Education programs based on targeted interventions and priorities

-Attendance 

-Reduction in lagging indicators?
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	Advocate to the Academic Health Council for including worker health and safety within all health and community service worker curriculum  
- Specific topics that should be addressed in education programs:
- Top causes of injury
- Right to refuse unsafe work and techniques or strategies employees can use if they have to refuse unsafe work (e.g., assertiveness training so that workers can have those difficult conversations with clients/families/co-workers/managers when a situation is unsafe)
- Challenging behaviours and workplace violence
- SHM
- Crisis intervention
- Ensure that healthcare providers address both clients AND staff (safety for all)
- Minimum requirements for entry to practice
- Ensure consistency in language and approach

-Ensure CCA private college programs include OHS module
	DHW, DCS
	Short term to advocate and long term for changes
	-HR and time

- AWARE and WCB, LAE

-HANS
	-Increased awareness among stakeholders 

-Curriculum/ training is changed to include OHS
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