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Abstract
Office home care workers provide support to visiting staff, although their work tends 
to be invisible in many respects. This paper focuses on managers, supervisors, coor-
dinators, case managers and office administrative staff in home care. We examine the 
effects of workplace flexibility and worker insecurity on office home care workers’ 
occupational health, particularly their self-reported stress and musculoskeletal disor-
ders. Data come from our survey of 300 home care office staff in a mid-sized city in 
Ontario. Results show that workers’ perceptions of insecurity are positively associated 
with musculoskeletal disorders but not workplace flexibility measures. We recommend 
that managers and other decision-makers in the home care field pay attention to the 
perceptions of workers’ insecurity in initiating workplace flexibility measures.

Résumé
Les employés de bureau des organismes de soins à domicile offrent un soutien au 
personnel qui effectue les visites. Leur travail, cependant, passe souvent inaperçu. Le 
présent article porte sur les gestionnaires, les superviseurs, les coordonnateurs, les ges-
tionnaires de cas et les employés de soutien administratif dans les organismes de soins 
à domicile. Nous avons examiné les effets de la flexibilité en milieu de travail et de la 
précarité d’emploi sur la santé au travail des employés de bureau, plus particulièrement 
le stress et les troubles musculosquelettiques signalés par eux-mêmes. Les données 
proviennent d’un sondage que nous avons effectué auprès de 300 employés de bureau 
des organismes de soins à domicile dans une ville ontarienne de taille moyenne. Les 
résultats montrent que les troubles musculosquelettiques sont directement associés à 
la perception en matière de précarité d’emploi, mais pas aux mesures de flexibilité en 
milieu de travail. Nous recommandons aux gestionnaires et autres décideurs du milieu 
des soins à domicile, qui veulent mettre en place des mesures de flexibilité en milieu de 
travail, de prêter attention aux perceptions des travailleurs.

T

FLEXIBLE AND INSECURE EMPLOYMENT ARE CHARACTERISTIC OF THE HOME 
care sector. The Canadian Home Care Human Resources Study (2003) reports 
a large percentage of part-time and casual workers among home support work-

ers, home care nurses and therapists. There are, however, no similar figures available for 
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office home care workers. Although these people provide support to visiting care pro-
viders, their work tends to be invisible in many respects. Recent federal-level consulta-
tions (Dault et al. 2004), policy reports (Koehoorn et al. 2002), national-level roundta-
ble discussions (CHSRF 2006) and policy meetings (HCC 2005) all report concerns 
about unhealthy work environments in healthcare and recommend studies to contrib-
ute to knowledge and provide information to policy makers on this important issue.

Musculoskeletal disorders are now a major occupational health problem for most 
workers, including home care workers (HCHSA 2003). Between 1996 and 2004 in 
Ontario, the province where this study took place, musculoskeletal disorders account-
ed for 42% of all lost-time claims and costs and 50% of all lost-time days (OHSCO 
2007). Home care workers report high levels of stress (Denton et al. 2002), and their 
stress has consequences for musculoskeletal disorders (Kuorinka et al. 1995; Messing 
1997; Zeytinoglu et al. 2000). 

This paper focuses on stress and self-reported musculoskeletal disorders as occu-
pational health problems of managers, supervisors, coordinators, case managers and 
office administrative staff in the home care sector. It examines the effects of workplace 
flexibility and worker insecurity on stress and musculoskeletal disorders. Stress is 
examined as a short-term consequence of workplace flexibility and worker insecurity, 
and is included as a mediating variable in our analysis of musculoskeletal disorders. 
We examine musculoskeletal disorders as the longer-term consequence of workplace 
flexibility and worker insecurity. 

The topic of this paper and its focus are important and timely for several rea-
sons. First, studies focusing on office home care workers’ occupational health are 
rare. Second, recent literature reviews show that the association between workplace 
flexibility and worker insecurity variables and occupational health are not entirely 
clear (Quinlan et al, 2001; Virtanen et al. 2005). Our study clarifies the relation-
ships among these factors. Third, although there are a variety of workplace flexibility 
strategies and resultant worker insecurities, most research focuses on a single type of 
workplace flexibility or worker insecurity (Burchell 2002). This study examines a large 
number of flexibility and insecurity factors. Fourth, this study took place at a time 
when home care was being restructured to a competitive, market-based model. There 
has been little research on the impact of this change on home care workers. 

Workplace Flexibility, Worker Insecurity and Their 
Associations with Stress and Musculoskeletal Disorders 

Conceptual models of musculoskeletal disorders (Kuorinka et al. 1995; Sauter and 
Swanson 1996) and the rich empirical research on the topic (Putz-Anderson et al. 
1997; EASHW 2003) show a number of work-related physical, psycho-social and 
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individual factors such as heavy workload, repetitive work, hazards at work, lack of 
support at work, work injuries and stress that may lead to musculoskeletal disorders. 
This study builds upon the existing research and integrates employment contract fac-
tors of workplace flexibility and worker insecurity with established models of muscu-
loskeletal disorders. 

Flexibility can be achieved through hiring workers into non-permanent contracts, 
for part-time or casual hours, or hiring on call, in split shifts or in hourly pay with 
variable hours. While employers use workplace flexibility policies to achieve flexibility, 
workers experience them as insecure working conditions. Worker insecurity is a multi-
dimensional concept, incorporating arbitrary dismissal or layoff; unregulated work 
environments; unstable or contingency-based pay; fragmented, shortened or irregu-
lar hours of work; and perceived labour market insecurities due to labour surpluses 
(Standing 1997). In addition, workplace flexibility and worker insecurity can be con-
ceptualized as “objective” and “subjective” phenomena (see the discussion on job inse-
curity by De Witte and Näswall 2003). Objective phenomena refer to such character-
istics of employment contracts as hours of employment. The subjective components 
include workers’ perceptions of insecurity, for which there is no clear definition; most 
workers refer to a wider concept of insecurity (Burchell 2002). We expect workplace 
flexibility and worker insecurity to be associated with increased symptoms of stress 
and musculoskeletal disorders. We also expect stress to act as a mediating variable 
among flexibility, insecurity and musculoskeletal disorders.

Methodology
Sample and data collection process
The population of this study comprised all home care workers (N=1,949) in 11 
organizations in a mid-sized city in Ontario. Data were collected using a self-admin-
istered questionnaire mailed to all workers in 2002. Those who had not returned 
their questionnaires by a specified date were mailed first a reminder card, and later a 
second letter and copy of the questionnaire. A total of 1,311 home care workers (67% 
response rate) responded to the survey, excluding those who could not be reached. 

The sample for this paper was 300 office staff. Prior to collecting data, there was 
no information on the number of workers according to occupation; we learned of their 
occupation only when they responded to the survey. Thus, the response rate refers to 
the full sample. 

Instrument and measures

A self-completion questionnaire on health and work life of home care workers was 
used in this study. The dependent variable was self-reported musculoskeletal disorders. 
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A musculoskeletal disorder scale (Zeytinoglu et al. 2000, as adapted from Kuorinka 
et al. 1987) was used. A sample question was: “Please indicate how often you had this 
in the past few months: pain or discomfort in your neck or shoulder.” The responses 
were coded on a five-point Likert scale from 1 (“none of the time”) to 5 (“all of the 
time”). The scale was developed by summing the scores of seven items, with higher 
scores representing more extensive musculoskeletal disorders. The descriptive statistics 
of the scale, including Cronbach’s alpha (a) to determine the reliability of the scale 
items, appear in Table 1.

Independent variables were the objective measures of workplace flexibility and the 
subjective measures of worker insecurity. The objective measures included whether the 
employment contract was permanent; lost job when employer lost contract; work was 
full-time, part-time or casual hours; involuntary hours; salaried, paid per visit or hour-
ly pay with variable hours (all coded as 1=yes, 0=no); and work on call, work split 
shifts (coded as “1=none of the time” to “5=all of the time”). The subjective measures 
of worker insecurity included perceived employment insecurity and labour market 
insecurity factors. 

The employment insecurity scale was developed from Cameron and colleagues 
(1994) and was a summative measure consisting of six items: “I am presently safe 
from dismissal at this agency” (reversed in coding), “I feel I am likely to be laid off at 
this agency,” “I am worried about my future with this agency,” “I feel uneasy about the 
security in my present job,” “I am worried about my job security” and “I am concerned 
about losing my job due to overall changes in the long-term care sector.” Responses 
were coded as “1=strongly disagree” to “5=strongly agree.” Confirmatory factor analysis 
(principal components factor analysis) with “varimax” rotation method was used to 
identify items composing the scale. Descriptive statistics of the scale are included in 
Table 1. The perceived labour market insecurity item was worded, “If I lose my job 
here I will likely find another job in my profession” (coded as “1=strongly disagree” to 
“5=strongly agree” and reverse coded). 

Stress was first examined as a dependent variable and then used as the mediat-
ing variable in the musculoskeletal disorders analysis. Stress was measured using the 
symptoms of the stress scale described by Denton and colleagues (2002). A sample 
scale item was: “Not able to sleep through the night,” coded on a Likert scale from 1 
(“none of the time”) to 5 (“all of the time”). It was developed by summing the scores of 
14 indicators of stress. Confirmatory factor analysis was conducted on scale items. 

Control variables were those identified in research as determinants of stress and 
musculoskeletal disorders including studies on home care workers (Denton et al. 
2002; Zeytinoglu et al. 2000). The physical and psycho-social work environment 
factors were the “heavy workload” scale and “job is repetitious” item, and the psycho-
social work environment factors were “organizational support” and “peer support” 
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TABLE 1.  Office workers (N=300) – descriptive statistics (means, standard deviations and scale 
reliabilities [a])

Variable Mean (SD) or % Min–Max Value
(Scale a)

Dependent variable:
  Musculoskeletal disorders

12.97 (4.50) 7–35 (0.78)

Independent variables:
Objective flexibility factors:

  Non-permanent contract 17% N/A

  Lost job when employer lost
  contract 

0.7% N/A

  Full-time hours
  Part-time hours
  Casual hours

83%
13%
4%

N/A
N/A
N/A

  Involuntary hours 30% N/A

  Work on call 1.25 (0.56) 1–5

  Work split shifts 1.02 (0.18) 1–5

  Salaried
  Paid per visit
  Hourly pay with variable hours

68%
0.7%
30%

N/A
N/A
N/A

Subjective (perceived) insecurity factors:

  Employment insecurity 17.88 (5.76) 6–30 (0.90)

  Labour market insecurity 2.20 (0.99) 1–5

Mediating variable: Stress 31.87 (7.66) 14–70 (0.86)

Control variables:

  Heavy workload 25.13 (5.62) 7–35 (0.91)

  Job is repetitious 2.71 (1.07) 1–5

  Organizational support 30.65 (8.34) 9–45 (0.85)

  Peer support 16.18 (2.73) 4–20 (0.84)

  Work injuries in past year 7% N/A

  Age 44 (9) N/A

  Job title: Manager, supervisor, coordinator 36% N/A

  Job title: Office staff (other) 36% N/A

  Job title: Case manager 28% N/A
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scales (summative Likert scale with each scale item coded as 1=strongly disagree to 
5=strongly agree). Individual factors included work injuries in the past year (coded 
as 1=yes, 0=no), age (measured by years of age) and job title (manager, supervisor or 
coordinator group, office staff and case managers; each as 1=yes, 0=no). All of these 
factors are explained in detail elsewhere (Denton et al. 2002; Zeytinoglu et al. 2000).

Analysis

Descriptive statistics, bivariate regression and hierarchical ordinary least square (OLS) 
regression were conducted. The equal interval assumption was used for Likert-scale 
measurement of the dependent variable. Two methods were used to reduce missing 
data in the analyses. With respect to each item in the scales, missing values were coded 
to the mean; for dichotomous variables, missing values were coded to 0. In most cases, 
missing values comprised less than 5% of the responses. 

In the hierarchical regression, first the control variables were entered. These were 
followed by the flexibility and insecurity measures that were found to be significant in 
the bivariate analysis. In the full model for musculoskeletal disorders, stress was includ-
ed as the mediating variable and was tested following Baron and Kenny’s (1986) meth-
od. We provided adjusted R2 to show the variance explained by factors included in each 
model, and change in R2 to show the additional variance explained by including new 
variables. We conducted a separate analysis excluding those subjects with diagnosed 
musculoskeletal disorders. Their results were substantially similar to the full sample.

Demographic characteristics of the respondents

The majority of home care workers in this study were female (94%), also charac-
teristic of the industry. The average age was 44 years. About one in five (19%) were 
immigrants. Most respondents were married or living with a partner (77%), and the 
rest were widowed, divorced, separated or never married. A large proportion had a 
relatively high level of education: 44% had postgraduate or bachelor’s degrees, 43% had 
some university courses or a college degree or diploma and the rest (10%) had some 
college courses, a high school diploma or lower. In terms of occupational distribution, 
36% were managers, supervisors or coordinators, 36% were support staff and 28% 
were case managers. 

Results
There was a moderate level of musculoskeletal disorders among office workers (see 
Table 1). In terms of workplace flexibility factors, l7% held non-permanent contracts; 
the percentage of workers who previously lost their job when the employer lost the 
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contract was small; a substantial majority of the workers were full-time, with just a 
small percentage in part-time or casual hours. Close to one-third of employees worked 
involuntary hours, and a small percentage worked on call or split shifts. A good major-
ity were salaried, but about one in three earned hourly pay with variable hours. A 
moderate level of employment insecurity and labour market insecurity was perceived 
by fewer than one in ten. Stress was high, and symptoms were common everyday 
experiences for workers. 

Bivariate regression coefficients are presented in Tables 2 and 3. None of the work-
place flexibility measures were significantly associated with stress, but work on call 
was significantly and negatively associated with musculoskeletal disorders (although 
at a low level of significance). The subjective (perceived) employment insecurity was 
significantly and positively associated with stress, and labour market insecurity was 
significantly and positively associated with stress and musculoskeletal disorders.

Turning to multivariate regression results, as presented in Table 2, controlling for 
other factors, only employment insecurity was significantly and positively associated 
with stress. Magnitudes of standardized coefficients (beta) of these variables show 
that heavy workload, followed by employment insecurity, were significant contributors 
to stress. The model explains about 30% of the variance in office home care workers’ 
stress. As for the musculoskeletal disorders results, controlling for other factors, labour 
market insecurity was significantly and positively associated with musculoskeletal 
disorders. All other flexibility and insecurity factors were not significant. The model 
explains 16% of the variance in office home care workers’ musculoskeletal disorders. 

In the full model, controlling for other factors, stress was significantly and posi-
tively associated with office workers’ musculoskeletal disorders. The magnitude of the 
standardized coefficients show that stress was the most important factor, followed by 
perceived labour market insecurity, in contributing to office home care workers’ mus-
culoskeletal disorders. The full model, including stress, explains 28% of the variance 
in office home care workers’ musculoskeletal disorders, with 12% of that attributed to 
stress. The results in Table 2, taken together with those in Table 3, show that control-
ling for other factors, employment insecurity was fully mediated through stress in its 
association with musculoskeletal disorders. 

Discussion and Implications 
Based on the literature review, we expected to find a positive association between 
objective workplace flexibilities, stress and musculoskeletal disorders. However, results 
did not show such associations for office home care workers. There are several pos-
sible reasons for this finding. A majority of office home care workers are not directly 
affected by workplace flexibilities, and thus results may not show associations. It is 
also possible that some workers accept workplace flexibility measures as an expected 
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TABLE 2. Stress as a short-term consequence of workplace flexibility and worker insecurity (bivariate 
regressions and hierarchical OLS regressions)

Variables Bivariate regression coefficients Full regression model

B (SE) B (SE)

Constant 26.692 (3.678)***

Independent variables:
Objective flexibility

Permanent contract 2.056 (1.183)

Lost job when employer lost 
contract

2.649 (5.442)

Full-time hours (ref) 1.601 (1.176)

Part-time hours –1.300 (1.315)

Casual hours –3.754 (2.347)

Involuntary hours 1.026 (0.962)

Work on call –0.453 (0.428)

Work split shifts –0.149 (1.096)

Salaried 1.415 (0.949)

Paid per visit 0.132 (5.444)

Hourly pay with variable hours –1.678 (0.959)

Subjective (perceived) insecurity

Employment insecurity 0.373 (0.074)*** 0.307 (0.073) ***

Labour market insecurity 1.014 (0.445)* 0.203 (0.387)

Control variables

Heavy workload 0.501 (0.073) *** 0.352 (0.072)***

Job is repetitious 0.404 (0.414)

Organizational support –0.380 (0.048) *** –0.149 (0.056)**

Peer support –0.482 (0.160) ** –0.369 (0.144)*

Work injuries in past year 6.077 (1.663)*** 3.596 (1.461)*

Age 0.010 (0.048)

Job title: Manager, supervisor, 
coordinator 

–1.869 (0.917)* –0.228 (0.910)

Job title: Office staff (ref) –1.538 (0.921)

Job title: Case manager 3.858 (0.957)*** 2.607 (1.042)*

Adj. R2 0.296

N 300 300

* p<0.05, **p<0.01, ***p<0.001
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TABLE 3. Musculoskeletal disorders as a longer-term consequence of workplace flexibility and worker 
insecurity (bivariate regressions and hierarchical OLS regressions)

Variables Bivariate regression 
coefficients

Regression with 
control & independent 
variables 

Full model with stress 
included

B (SE) B (SE)

Constant 5.325 (2.244)* –5.38 (2.228)

Independent variable:
Objective flexibility

Permanent contract –0.319 (0.698)

Lost job when employer lost 
contract 4.053 (3.187)

Full-time hours (ref) 0.752 (0.691)

Part-time hours –0.888 (0.772)

Casual hours –1.106 (1.382)

Involuntary hours 1.040 (0.563)

Work on call –0.584 (0.249)* –0.299 (0.265) –0.289 (0.245)

Work split shifts –0.086 (0.643)

Salaried –0.251 (0.559)

Paid per visit 2.542 (3.193)

Hourly pay with variable 
hours

0.113 (0.566)

Subjective (perceived) 
insecurity

Employment insecurity 0.093 (0.045) 0.098 (0.047) 0.025 (0.045)

Labour market insecurity 0.798 (0.259)** 0.632 (0.250)* 0.586 (0.231)*

Control variables

Heavy workload 0.149 (0.046)** 0.100 (0.047)* 0.016 (0.045)

Job is repetitious 0.912 (0.237)*** 0.673 (0.230)** 0.769 (0.213)***

Organizational support –0.085 (0.031)** 0.025 (0.034) 0.073 (0.032)*

Peer support 0.092 (0.095)

Work injuries in past year 4.24 (0.967)*** 3.186 (0.942)** 2.213 (0.881)*

Age 0.037 (0.028)

Job title: Manager, 
supervisor, coordinator 

–1.917 (0.530)*** –1.301 (0.633)* –1.239 (0.585)*

Job title: Office staff (ref) 0.474 (0.542)
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employment condition in this sector, and thus results may not show significant asso-
ciations with stress and musculoskeletal disorders. Further, some workers may actually 
choose to work in flexible employment conditions to suit their lifestyle; because this is 
their choice, it does not contribute to stress or musculoskeletal disorders. 

For the subjective insecurity factors, workers’ perception of insecurity contributed 
to stress, and stress, in turn, affects musculoskeletal disorders. The fear that they could 
easily be replaced by other workers in the field (i.e., perceived labour market insecu-
rity) also contributes to musculoskeletal disorders. 

Limitations

There are several limitations of our study. First, because home care falls under pro-
vincial jurisdiction, home care services delivery and organization vary from province 
to province. Even within provinces, home care services delivery can vary regionally 
(Wilson et al. 2007). Our research is therefore limited in that it is a cross-sectional 
study of one city in Ontario, and findings are therefore not generalizable to the larger 
population of home care workers. Future research would benefit from comparison 
studies with other areas of Ontario and other Canadian provinces.

Second, it is possible that those with higher levels of work-related health problems 
were more likely to respond to our survey because they were more interested in the 
topic. However, biases seem unlikely given the high response rate. Third, some might 
argue that this study is limited by the self-reported nature of musculoskeletal disor-
ders and stress measures. Given our objective of focusing on working conditions rather 
than biomechanics in the workplace, self-reported measures should be acceptable.

Conclusion
We can conclude from this study that objective workplace flexibilities are not the most 
significant determinant of occupational health; rather, how workers feel about their 

Job title: Case manager 1.640 (0.569)** 0.389 (0.664) –0.165 (0.618)

Stress 0.265 (0.030)*** 0.247 (0.034)***

Adj. R2

R2

Change in R2

0.155
0.180

0.279
0.303
0.123

N 300 300 300
 
* p<0.05, **p<0.01, ***p<0.001
* p<0.05 , ** p<0.01 , *** p<0.001

TABLE 3. Continued
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employment conditions is significant. While some employees may not be concerned, 
others are very concerned with their job and labour market security. This finding is 
important for understanding why workers in similar working conditions report differ-
ent outcomes in terms of stress and musculoskeletal disorders. 

In order to prevent occupational health problems, we recommend that policy mak-
ers address the issue of employment and labour market insecurity in the home care 
field. Future research is recommended to examine the consequences of workplace flexi-
bility and worker insecurity for the individuals, their workplaces and society as a whole.
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