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Abstract Purpose To determine whether the delayed
recovery often observed in simple musculoskeletal inju-
ries occurring at work is related to poor workplace and
home social support. Method A four question psychosocial
screening tool called the “How are you coping gauge?”
(HCG) was developed. This tool was implemented as part
of the initial assessment for all new musculoskeletal work-
place injuries. Participants were excluded if they did not
meet the strict criteria used to classify a musculoskeletal
injury as simple. The HCG score was then compared to the
participant’s number of days until return to full capacity
(DTFC). It was hypothesised that those workers indicating
a poorer level of workplace and home support would take
longer time to return to full capacity. Results A sample of
254 participants (316 excluded) were included in analysis.
Significant correlation (p<0.001) was observed between
HCG scores for self-reported work and home support and
DTFC thereby confirming the hypothesis. Path analysis
found workplace support to be a significant moderate-
to-strong predictor of DTFC (—0.46). Conclusion A cor-
relation was observed between delayed workplace injury
recovery and poor perceived workplace social support. The
HCG may be an effective tool for identifying these factors
in musculoskeletal workplace injuries of a minor patho-
physiological nature. There may be merit in tailoring injury
rehabilitation towards addressing psychosocial factors early
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in the injury recovery process to assist with a more expe-
dient return to full work capacity following simple acute
musculoskeletal injury.

Keywords Occupational injuries - Musculoskeletal pain -
Social support - Surveys and questionnaires - Rehabilitation

Introduction

Psychosocial factors can play an influential role in work-
place injury causation and rehabilitation [1]. Those work-
ers with poorer symptom self-coping and poorer perceived
social supports often demonstrate prolonged workplace
injury recovery time following simple acute musculoskel-
etal injuries [2]. Strong strength correlations have been
observed between poor perceived workplace social support
and work absenteeism due to injury [3]. Likewise, workers
who have negative expectations about their return to work
take a more prolonged actual time to recover, than those
workers with positive expectations about return to work
[4]. Promoting positive return to work expectations through
education may be effective at reducing time off work due to
workplace injury [5]. In regards to the home domain, poor
home domain social support has also been postulated to be
a potential factor in prolonging rehabilitation time follow-
ing workplace injury [6]. Overall, there is a strong body
of evidence supporting the correlation between poor work
domain social support and prolonged return to work, but
more research needs to be conducted regarding poor home
domain social support and prolonged workplace injury
recovery [7].

The normal pathophysiological healing timeframe for
simple musculoskeletal injuries, such as muscle strains,
ligament sprains or contusions, has been established. For
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a contusion, the normal healing timeframe has been meas-
ured to be an average of 24 days [8]. For a muscle strain,
90% of physical function has been measured to return by
no later than 42 days [9]. Despite these consistent time-
frames, simple musculoskeletal injuries when sustained
at work will often demonstrate prolonged recovery time-
frames possibly because of psychosocial factors influencing
the worker’s recovery [1]. Given the link between psycho-
social factors and delayed workplace injury recovery time,
importance has been placed on the early detection of these
psychosocial factors so that these injuries can be managed
more effectively [10]. By alerting the treating medical team
to the presence of these factors early in the rehabilitation
process, treatment could be tailored to mitigate these fac-
tors, potentially resulting in a more expedient recovery
and return to work [11]. By doing so, costs associated with
workers’ compensation insurance claims could be reduced,
potentially reducing the overall economic cost of work-
place injuries [12, 13].

Screening tools are one such way of identifying factors
that may be impacting normal injury recovery. There is no
one screening tool that exists which can capture all factors
that may be contributing to persistent pain in musculo-
skeletal injury in a time efficient manner with tools taking
anywhere from a few minutes to 30 min to administer [14].
This prolonged time to administer was the largest barrier
reported by physiotherapist to the more frequent imple-
mentation of screening tools in the clinic environment [15].
From a population of 1000 randomly selected physiothera-
pists across the United States, 73% of responders reported
that the extended time required to administer these tools
was the biggest barrier to consistent implementation. Of all
responders, only 48% reported utilising screening tools as
part of standard physiotherapy practice, further emphasis-
ing time as a barrier to implementation.

Return to Work SA (RTWSA), the body responsible
for administering and regulating the workers compen-
sation scheme within South Australia, require treating
allied health therapists to use validated screening tools
to measure their patient’s progress, and recommend the
Orebro Musculoskeletal Pain Questionnaire (OMPQ) as
an appropriate tool for monitoring psychosocial factors
in workplace injury [16]. The OMPQ is a 21 item ques-
tionnaire taking approximately 10 min to administer, and
was initially validated in a primary health care low back
injury population [17]. The OMPQ was subsequently val-
idated in a workers’ compensation environment for work-
place injuries regardless of body area injured [18]. In this
workplace injury population the OMPQ was able to iden-
tify those workers at risk of prolonged absence from work
when the tool was administered between 4 and 12 weeks
post initial injury. Given that addressing the psychosocial
factors which are complicating a musculoskeletal injury
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can significantly reduce worker absence, and that having
an allied health therapist visit a workplace can reduce the
length of time a worker is absent from work, importance
should be placed on identifying these psychosocial fac-
tors even earlier in the rehabilitation process, perhaps
even as early as the initial assessment of the injured
worker [19, 20]. However, in order to improve allied
health therapists utilisation of screening tools, this early
identification of psychosocial factors should be done
using tools that are valid and time feasible.

In an effort to reduce the time constraints of admin-
istering the OMPQ, and improve therapist utilisation of
the screening tool, a short form 10 question OMPQ was
validated against the OMPQ in a combined occupational
injury and primary health care setting [21]. This short
form of the OMPQ was also shown to have good predic-
tive validity when administered 4—12 weeks post initial
injury. It is unknown whether the predicative validity of
the short form OMPQ is equally valid when administered
during the therapist’s initial assessment of the worker.
Despite the improvement in time feasibility of the short
form OMPQ over the original OMPQ, clinicians still
regard those outcome measures currently available to
take too much time to implement in the busy clinic envi-
ronment [22]. Therefore there may be merit in identify-
ing whether an even more time practical screening tool is
effective at identifying psychosocial factors when admin-
istered during the initial assessment of an injured worker
in a workers’ compensation environment.

We aim to determine whether a concise four-question
psychosocial screening tool taking less than 1 min to
administer is effective at predicting simple musculoskel-
etal injury recovery timeframe in a workers’ compensation
environment. This tool developed by the authors is mod-
elled on the common thematic components of the OMPQ
given the large body of evidence validating this tool. Strict
inclusion and exclusion criteria are defined to capture the
sample of musculoskeletal injuries that are of an acute
sprain, strain, or soft tissue nature with a generally quick
pathophysiological repair timeframe [23]. By doing so, we
hope to identify whether early identification of psychoso-
cial factors can predict which workers are susceptible to a
prolonged injury rehabilitation timeframe following simple
musculoskeletal injury. From this, rehabilitation for at risk
workers could be tailored towards improving injured work-
er’s perception of workplace and home domain social sup-
ports, in order to expedite the worker’s return to full capac-
ity [24].

We hypothesise that the lower the workers’ self-reported
workplace and home social support coping scores are,
the longer their injury rehabilitation timeframe will be.
Observing a relationship between these factors may then
help to explain the prolonged recovery time often observed
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in workers who have a physiologically minor injury [25]. A
summary of the hypotheses are as follows:

H1 The level of social support from the workplace will
be a significant negative predictor of time taken to return to
full capacity at work; and

H2 The level of support from the home domain will be a
significant negative predictor of time taken to return to full
capacity at work.

To summarise, it is expected that those workers report-
ing a poorer perceived level of workplace and home social
support will take a longer period of time to return to full
work capacity.

Method

An observational cohort study design was used with eth-
ics approval being granted by the University of South
Australia’s Human Research Ethics Committee prior to
commencement of the study. Patients provided written
consent before being treated by a physiotherapist at one of
three Corporate Health Group (CHG) physiotherapy loca-
tions within South Australia. CHG primarily service refer-
rals through the RTWSA workers’ compensation scheme.
Patients came from a wide variety of occupational areas
with varying degrees of physical job demands, ranging
from customer service officers to manual labourers. The
authors designed a tool called the ‘How are you Cop-
ing Gauge?’ (HCG). It was incorporated into the standard
physiotherapy initial assessment protocol across CHG’s
physiotherapy departments. The tool requires the therapist
to read a brief paragraph explaining the use and purpose of
the tool. Four questions are asked regarding how the patient
is coping, in which the patient verbally responds with a
score from “0” to “10”; “10” indicating a response of “very
well” and “0” indicating “not at all”. The four questions of
the HCG are:

(1) How well are you coping with your symptoms?

(2) How supported do you feel by your workplace, co-
workers and managers?

(3) How safe and supported do you feel by your family,
friends and finances?

(4) How confident are you that you will return to your
normal work duties?

These four questions were developed from the com-
mon thematic components of the Orebro Musculoskeletal
Pain Questionnaire (OMPQ) given that the OMPQ has
good predictive validity [26]. The HCG attempts to iden-
tify major psychosocial factors in a time feasible manner,

taking approximately 1 min to administer. Clear attention
was paid in phrasing the questions to avoid reinforcing
the theme of ‘pain’ in the tool as evidence has shown
‘painful words’ may have an inflammatory effect on a
patient’s perception of their injury [27-29].

The scores for each of the four questions were then
compared to the number of days between the workers
first contact with the treating physiotherapist (the ini-
tial assessment) and the day of certification to full work
capacity deemed by the worker’s treating medical prac-
titioner. This period of time was termed ‘days to full
capacity’ (DTFC). The patients were unaware that their
HCG score would be compared to their DTFC. This data
were collected for all initial physiotherapy patients pre-
senting for musculoskeletal work injury rehabilitation,
over a one year period between July 2015 and July 2016.
These patients underwent standard physiotherapy care
[30].

This data was then assessed for eligibility by an inde-
pendent physiotherapist to determine their inclusion as
simple musculoskeletal injuries. Data were excluded if
the initial consult with the physiotherapist was not within
7 days of the patients reported date of injury. By doing so
we hoped to capture a population of injuries still within
the acute stage of healing [31-34]. Considering the evi-
dence for central sensitisation, data were also excluded
where patients reported sustaining a previous injury to
the same body area [35]. Additionally, a worker’s psy-
chosocial coping state may be amplified by particularly
traumatic injuries [36]. To avoid this confounding varia-
ble, data containing any radiographically confirmed frac-
ture, ligament, or cartilage injury, including injuries that
required surgical opinion were also excluded.

Data analysis was performed by an independent
Research Associate. A total of 254 participants were
included in the analysis, with 316 participants being
excluded based on the exclusion criteria above. Given
that the proportion of workers compensation injury
claims in Australia is significantly higher in the male
population (63%) compared to the female population
(37%) it was anticipated that there would be more male
(n=172) than female participants (n=2382) [37]. Injured
body area was generated by categorising the injury into
one of three groups: (1) trunk (e.g., back, neck); (2)
lower limb (e.g., ankle, knee, foot), and; (3) upper limb
(e.g., shoulder, elbow, hand). Statistical analysis showed
no significant difference (95% CI) between male and
female participants for demographic characteristics of
age, individual HCG question score, number of physi-
otherapy treatment sessions, DTFC, and overall HCG
score per body area injured (Table 1). Thus data for both
male and female populations were pooled for analysis.
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Table 1 Statistical analysis for the demographic characteristics of the
sample organised by gender

Characteristic Male (n=172) Female
(n=82)
Mean SD Mean SD
Age 37.0 120 394 13.8
Coping with symptoms (HCG 1) 7.1 2.3 6.7 22
Work support (HCG 2) 8.9 1.6 8.9 1.8
Home support (HCG 3) 9.8 0.7 9.8 0.6
Confidence in return to full (HCG 4) 9.5 14 94 1.6
HCG score total: trunk 35.1 39 335 4.2
HCG score total: upper limb 35.5 48 352 4.0
HCG score total: lower limb 35.1 33 371 2.6
No. of physio treatment sessions 6.3 94 63 5.0
DTFC? 264 473 282 31.1

ADays to Full Capacity: the number of days between initial assess-
ment by the physiotherapist and certified fit to return to full pre-injury
duties by the medical practitioner

Results
Correlations

Partial correlations were conducted to identify whether
relationships existed between variables of interest, namely:
work support (social support received from work col-
leagues and supervisors); home support (support received
from family, friends, and financial situation); and days to
return to full capacity (DTFC) as certified by the treating
medical practitioner. Age, gender, and injured body area
were all controlled for in the analysis.

Analysis showed a clear significant negative correlation
between both self-reported work and home support, and the
objective archival data on number of DTFC, such that the
length of time required to return to work decreases as the
level of social support increases from the work (—0.58%*%)
and family domains (—0.25%*%). The relationships are sig-
nificant despite controlling for the effects of demographic
and injured body area variables, indicating that there may
be an effect between social supports and return to full
capacity that is worthy of further investigation.

Model Testing

Path analysis was conducted using Structural Equation
Modelling in AMOS 21.0, in order to test the hypothesis
that; H1: the level of social support from the workplace
will be a significant negative predictor of time taken to
return to full capacity, and likewise; H2: the level of sup-
port from the home domain will be a significant negative
predictor of time taken to return to full capacity [38]. The
decision was made to include all variables in a statistical
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model simultaneously, given that the two support vari-
ables and DTFC are correlated significantly. Further, the
return to full capacity variable is likely to also be related
to how well the patient is coping with their symptoms as
well as their self-assessed confidence with returning to full
duties. The advantage of including all of these variables in
the same model is to see how all factors interact simulta-
neously, and avoid measuring shared variance (in separate
analyses), giving us a more accurate picture of how factors
come together to predict return to full capacity. Further,
we can control for the influence of age, gender, and injured
body area on the prediction of the outcome variables.

The statistical model is presented in Fig. 1, which
shows support for H1, with DTFC being predicted sig-
nificantly by work support (—0.46***) and also by home
support (—0.11%) as per H2. According to Cohen’s gauge
of relationship strength (0.10=weak; 0.30=moderate;
0.50=strong), work support is a stronger predictor of time
taken to return to return to full capacity (moderate-strong
negative predictor), than home support (weak negative pre-
dictor) [39]. Both types of social support are robust pre-
dictors despite controlling for age, gender, and body area
injured. There was no significant relationship between
these controls and work support. Controlling for injury type
in the model is important, as it appears that the area of the
body that is injured affects the amount of social support
received at home (0.13*), and of course is related to the
speed of recovery in the form of time taken to return to full
capacity (0.12%). It is interesting to note however that age
in specific displayed a significant weak negative relation-
ship with home support (—0.12%%). It is intuitive to suggest
that the older the participant, the less likely they are to have
access to familial social support, especially given the mean
age for the sample was 37.8 years, and clients older than
this may start to experience children leaving home or other-
wise begin to feel isolated.

Further, the model depicted in Fig. 1 also controls for
individual coping. We would expect that the degree to
which the client is individually coping with their symptoms
would be related to DTFC, and could suppress the effect of
social supports in return to work. However, there is no sig-
nificant relationship between individual coping with symp-
toms and the time taken to return to full capacity, suggest-
ing that social supports play a considerable role in return to
full capacity over and above individual coping.

The model also includes the client’s confidence in
returning to full capacity as a lead predictor of actual return
to work. It is evident that individual confidence in return-
ing to full capacity is a weak-moderate negative predic-
tor of time taken to return to full capacity (—0.24%%*), A
mediation process is also present, whereby the relationship
between a client’s confidence in returning is mediated by
the strength of their social supports (both work and home);
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Fig. 1 Model predicting return
to work via confidence in
returning, individual coping,
work and home support (con-
trolling for demographics and
injured body area). *p <0.05;
**%p <(0.001; as the exogenous

Confidence

Work
Support

predictor variables, correlation
lines were drawn between confi-
dence in returning, age, gender,
injury type, and individual
coping (not depicted for ease of
interpretation)

in Returning

Age Gender

so a client may be confident they will return to full capac-
ity in appropriate time, however the better the work and
home supports they have access to, the faster that client
may actually return to full capacity at work. This is shown
in the significant indirect effect of confidence in return-
ing to full capacity on the actual DTFC variable via both
work and home supports (—0.12); CI 95% at LL=-0.167,
UL =-0.084, p<0.01 (Bias-corrected percentile using the
Monte Carlo parametric bootstrap method).

Discussion

To the authors knowledge, this is the first study conducted
that has investigated a worker’s self-reported coping per-
ceptions against the hard outcome variable of actual time
taken to return to full capacity (DTFC; days to full capac-
ity). Most importantly, the ‘moderate’ strength relation-
ships found in this study aren’t commonly found in large
model studies that link data from separate attainment
sources (self-reported to archival in this study). As with any
observational cohort study design in psychosocial health
research, care must be taken when interpreting results
as any identified relationship is correlational not causa-
tional [40]. Within this context, the relationships identified
between social support and prolonged simple musculoskel-
etal workplace injury recovery appear worthy of notice.
Within a workers’ compensation environment, the
results of our study suggests that those simple musculoskel-
etal injuries which take longer than the normal pathophysi-
ological healing timeframe to recover could potentially
be explained by poor workplace or home social support.

Injured
Body Area

Interestingly, social supports were more closely related to
DTFC than an individuals perceived level of coping with
their injury. Therefore, the treating health professionals,
family, co-workers and managers may need to change the
questions they use when inquiring about a worker’s sim-
ple musculoskeletal injury self-coping away from focusing
on the injury symptoms and towards inquiring about their
perceived workplace and home social support. Rather than
asking “how are you going with your injury?” the more
pertinent questions may be “how can I help support you
more at work?” or “what can I do to help support you at
home?” By doing so it may be possible to shift the respon-
sibility away from the injured individual and that individ-
ual’s ability to build their own injury coping resilience.
Instead the responsibility would be shared with those peo-
ple who make up the surrounding society for that worker.
Supportive social societies foster greater levels of health
and well-being [41]. Therefore, this change in questioning
and shift in responsibility is likely to create a more recov-
ery conducive social network and improve the worker’s
perceived level of workplace and home social support.

The workers’ compensation system within Australia
already encourages a multidisciplinary approach to injury
rehabilitation by facilitating the involvement of early physi-
otherapy treatment for musculoskeletal injuries. Within
the South Australian scheme, recent changes in legislation
have prompted the treating physiotherapist to become more
engaged in the return to work process, through workplace
visits where therapists can liaise with their patients in the
work environment, and negotiate onsite with managers
or recommend interventions to assist the injury recovery
process [42, 43]. Early identification of poor perceived
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workplace social support could act as a prompt for the
treating physiotherapist to perform a workplace visit within
the first week of a simple musculoskeletal injury occur-
rence rather than waiting until a problem arises down the
track. Likewise, identifying poor home support early could
prompt the medical practitioner to arrange for an occupa-
tional therapist to do a thorough assessment of the work-
er’s home environment and home support system promptly
rather than waiting until the need arises later on in the reha-
bilitation process. Engaging these services are generally an
inevitable part of the workplace injury rehabilitation pro-
cess, but organising these services more promptly during
the injury claim may allow for reduced overall injury reha-
bilitation timeframes, with issues being addressed earlier,
and workers needing less time to return to full capacity at
work following simple musculoskeletal injury.

According to the correlations observed in our study,
poor workplace support appears to be more significantly
correlated with delayed return to full capacity follow-
ing simple musculoskeletal injury over that of poor home
domain support. Assisting with home support may fall out-
side the bounds of the capabilities of a worker’s manager
and co-workers. However, the results of our study suggest
that managers and co-workers are in the best position pos-
sible to aid an injured worker’s recovery via workplace
social support. Previous evidence has shown that a work-
place that promotes a supportive workplace environment
and safety culture, as reported by the workers, have lower
injury rates than those workplaces whose workers do not
feel their workplace environment is supportive [44]. This
study supports previous speculation that a workplace which
maintains a supportive environment, may benefit from
fewer injuries being sustained as well as reduced injury
recovery timeframes, resulting in improved individual well-
being as well as reduced financial impact to the organisa-
tion [45—47]. It is therefore important that workplaces
take note of this expanding body of research and actively
engage in creating and maintaining a supportive workplace
environment.

It is interesting to note that our study identified a cor-
relation between older injured workers and poorer levels
of home domain social support in simple acute musculo-
skeletal injury. To maintain a holistic approach to work-
place injury management, it may be important for govern-
ing bodies and society as a whole to recognise that those
older injured workers could potentially need more assis-
tance when it comes to social support in the home domain.
Past evidence has portrayed a possible link between older
patients and longer workplace injury recovery timeframes
from a pathophysiological level [48]. Other research sug-
gests social isolation delays the musculoskeletal injury
healing timeframe [49, 50]. The results from our study
appear to support these conjectures, highlighting that home
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domain social support may be an important factor in simple
musculoskeletal injury recovery and should be promptly
addressed particularly in the older working population. If
future research identifies a causal relationship between
older workers and poor home domain social support, as a
governing body, it may be worth placing importance on the
provision of medical services and home support services to
the older working population. This could involve a case by
case consideration of Home and Activities of Daily Living
Assessments for those workers who live in isolation, and
the subsequent organisation and provision of active home
assistance programs.

Although our methodology was purely quantitative
rather than qualitative or a mixed methods approach, con-
sulting already established qualitative findings may assist
us in determining the value of the relationships identified
in our quantitative data [51, 52]. As such we can draw on
the current body of qualitative literature to speculate on the
potential meaning of the correlational relationships identi-
fied in our study.

Workplace injury has been shown to have a negative
impact on interpersonal relationships within both the work-
place and home domain [53]. This qualitative research
lends support for our rationale behind the creation and
implementation of our HCG screening tool, as a method of
identifying the presence of poor social supports in the indi-
vidual. As such improving workplace and home domain
social supports by way of the strategies recommended in
our study may be an effective way to assist with the return
to work process of an individual.

Similarly, qualitative investigation has identified the
feeling of powerlessness felt by the injured worker due to
not being involved and consulted in the rehabilitation pro-
cess [54]. Workers have reported feeling like victims not
only to the injury but to the workers’ compensation sys-
tem, highlighting that there is undue pressure isolated on
the individual to get well and to get back to work quickly.
This data adds support to our recommendations of sharing
the responsibility of injury recovery between all parties
involved in the rehabilitation process, including the work-
er’s managers, co-workers, family, friends, treating allied
health therapists, medical practitioners, insurance claim
managers and return to work co-ordinators. Furthermore,
some workers felt more impeded than aided by their treat-
ing allied health therapists, medical practitioners, claim
managers and return to work co-ordinators in returning to
work [54]. This was expressed to be due to the worker not
feeling adequately supported by these parties, and not feel-
ing like they were adequately consulted or involved in the
decisions made during their rehabilitation. Another study
has highlighted that the psychosocial factors present in an
injured worker may also be due to organisational and sys-
temic issues, which could be reduced if the worker were
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more involved at every stage of their rehabilitation, and
consulted for their opinion in regards to appropriateness of
workplace light duties and graduated return to work pro-
grams [55]. This qualitative literature highlights the impor-
tance of involving the injured work in every step of the
rehabilitation process and decision making. By doing so
the worker may be empowered to take control of their reha-
bilitation whilst also potentially improving the worker’s
perception of the extent of social support being provided by
those involved in their care.

A mixed-methods study identified a superior overall
well-being reported in workers who perceived their work-
place to be attending to their individual needs, and when
they were perceived to have good social support from the
interpersonal relationships with their co-workers and man-
agers [56]. This evidence lends support to the correlation
observed in our study between good perceived work sup-
port and more expedient return to work. As such our rec-
ommendation on the importance of employers improving
their workplace social supports may have merit.

Limitations

The findings of this study should only be considered within
the bounds of those limitations innate to observational
cohort study designs [40]. Thus, despite the ‘moderate’
strength relationships identified in our study, and given that
our methodology was purely quantitative it is important to
take note that any connection is still correlational not cau-
sational and any direction of association is only specula-
tion. Nevertheless the relationships identified in our study
are consistent with current qualitative literature in this
research field and attention may still be warranted.

The directive of this study was to identify whether psy-
chosocial factors play a role in the prolonged injury recov-
ery timeframe observed in those workplace injuries of a
relative pathophysiological minor or simple nature. Due
to this, strict and substantiative exclusion criteria were
instated to ascertain only a population of simple acute mus-
culoskeletal injuries. All non-physical workplace injury
compensation claims were also excluded. The findings of
our study can only be considered within this subset popula-
tion of simple acute musculoskeletal injuries. Any correla-
tions identified will not apply to injuries that are non-work-
place, complex musculoskeletal, highly traumatic, solely
psychological, mental stress related, chronic, or aggra-
vations of previous injuries. The speculated relationship
between psychosocial factors and workplace injuries in
these populations of injuries still needs to be investigated.
Therefore further study should be conducted to explore the
relationship between perceived social supports and work-
place injury regardless of the history or nature of the injury.

This study could also not control for workers requesting
an early medical clearance, possibly due to potential psy-
chosocial or economic factors, prior to their injury fully
resolving. Although this is only estimated to be a very
small subset of injured workers, and therefore only a small
effect on DTFC, it should still be highlighted as a poten-
tial confounding variable. Therefore, the recommendations
made in our study should only be considered within this
overall context.

Conclusion

This study looked to identify a correlation between psycho-
social factors and prolonged injury recovery time in sim-
ple acute musculoskeletal injuries. The correlations found
in our study highlight the potential relationship between
poor perceived workplace and home domain social support
and prolonged injury recovery timeframe, a notion that is
commonly discussed in both quantitative and qualitative
literature in this field. The screening tool developed for
this study appears to be an effective means of identifying
these social support factors in simple acute musculoskel-
etal injuries. Given the correlations found in our study and
their consistency with past qualitative findings, addressing
these psychosocial factors early may potentially improve
the speed of return to full capacity at work following a sim-
ple musculoskeletal injury. However it has yet to be deter-
mined whether these correlations are also present in work-
place injuries that are chronic, complex, or non-physical in
nature. It is important that further study is conducted in this
area in order to advance our understanding of the role that
social supports play in their relationship to an injured work-
er’s return to full capacity within the workers’ compensa-
tion environment.
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