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Abstract 

Available research on mental health accommodations within the workplace 

suggests that employees with mental health concerns require accommodations to improve 

work functioning. Unfortunately, only a fraction of employees requiring mental health 

accommodations will receive the accommodations they have requested. Reported barriers 

to receiving mental health accommodations include lack of knowledge about appropriate 

accommodations, concerns regarding stigma, and financial constraints of the employer. 

There is a paucity of research available on interventions aimed at improving 

accommodation knowledge and usage for mental health concerns. The primary goal of 

the current study was to assess the efficacy of a four-lesson, online, psychoeducational 

course developed to provide information on anxiety/depression symptoms in the 

workplace, appropriate accommodations to help manage symptoms, considerations for 

disclosure of a mental health concern and accommodation requests, and general tips for 

symptom management. A total of 89 participants with anxiety/depression symptoms that 

were negatively impacting work functioning were randomly assigned to a treatment 

group that received access to the Workplace Coping Strategies (WCS) course or an eight-

week waiting list group. All participants received questionnaires at four- and eight-weeks 

post randomization. Primary outcomes of interest included the impact of the WCS course 

on requesting/receiving accommodations, employee knowledge of accommodations, self-

stigmatizing attitudes, and workplace relationships. Organizational inclusivity and 

supervisory leadership were also examined to determine how these variables impacted 

accommodation usage and disclosure rates. Secondary outcomes assessed the efficacy of 

the WCS course on comfort levels disclosing and rates of disclosure. Exploratory 
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analyses examined the impact of the WCS course on absenteeism/presenteeism scores, 

self-efficacy, and symptomology. Finally, quantitative content analyses were used to 

examine qualitative data on accommodations identified, barriers/facilitators to 

requesting/receiving accommodations, and participant feedback on the course. Results 

suggest that those who participated in the WCS course relative to the waiting list group 

had large improvements in accommodations knowledge, increased self-efficacy, and 

improved presenteeism scores. Both groups reported reduced internalized mental health 

stereotypes and increased disclosures of mental health concerns over time. Regression 

analyses further demonstrated that partial disclosures were associated with organizational 

inclusiveness and supervisory leadership. The results suggest that the intervention did not 

have an impact on accommodation usage, symptomology, workplace relationships, or 

comfort level disclosing a mental health concern. Qualitative analyses showed that 

participants most frequently identified accommodations related to scheduling flexibility 

and job description modification with limited mention of communication facilitations 

and/or modifications to physical space. The most frequently cited barrier was poor 

relationships with management, while supportive relationships were considered a 

facilitator for requesting/receiving an accommodation. Participants reported liking the 

clarity and conciseness of the course content the most and disliked aspects of the course 

structure, such as a lack of video options. Areas for improvements included changes to 

questionnaires (e.g., less frequent), addition of employer-centered material (e.g., tips for 

discussing mental health), and the use of persuasive design to increase engagement. 

Overall, the results of this pilot study suggest that online education may prove beneficial 

to employees, but improvements are required to enhance uptake and utility.  
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CHAPTER ONE: Introduction 

1.1 Overview 

Existing research on workplace accommodations has focused on accommodations 

for physical disabilities (Kensbock et al., 2017; Solovieva & Walls, 2013) with limited 

research on mental health accommodations (McDowell & Fossey, 2015). In terms of the 

research on mental health accommodations, the focus has been on individuals struggling 

with serious mental health conditions (e.g., schizophrenia) who require the assistance of a 

job coach in acquiring and retaining work within large organizations (Fabian et al., 1993; 

MacDonald-Wilson et al., 2002). Additionally, most studies have only documented the 

types of accommodations provided and frequency of use, with limited discussion of how 

the accommodation has impacted employee well-being (Fabian et al., 1993; MacDonald-

Wilson et al., 2002; McDowell & Fossey, 2015; Wang et al., 2011). Missing from the 

literature is information on how other more common disorders (e.g., depression and 

anxiety) are accommodated, how to improve accommodation usage, and the impact of 

receiving an accommodation on employee work functioning, symptomology, and well-

being. 

The intent of the current study was to improve knowledge and usage of mental 

health accommodations within Canadian organizations. The Canadian Human Rights Act 

(1985) explicitly states that all individuals are to be granted equal opportunity to engage 

in a life that they wish to have and to have their needs accommodated without being 

hindered by discriminatory practices based on disability or perceived disability. The Act 

also states that accommodations should only be implemented if there is a justifiable 

disability and the accommodations do not cause undue hardship for the employer. The 



3 

 

Employment Equity Act (1995) further acknowledges that employers are obligated to 

provide reasonable accommodations for individuals in designated groups (e.g., persons 

with disabilities) and to have these accommodations incorporated within the 

organizations’ policies, practices, and employment equity plan. Due to this legislation 

and provincial legislation, there is growing research on mental health accommodations, 

but nevertheless more research is needed on specific areas, including improving 

accommodation usage within Canadian organizations (Kelloway, 2017; McDowell & 

Fossey, 2015; Schultz, Winter, et al., 2011). 

The focus of the current study was the development and examination of an online 

psychoeducational course developed to help improve employees’ knowledge and usage 

of mental health accommodations for anxiety and depression symptoms. The Workplace 

Coping Strategies (WCS) course was made available to Canadian employees who self-

identified as experiencing symptoms of depression and/or anxiety and required an 

accommodation in the workplace. The course content included information on symptoms 

of anxiety and depression in the workplace, general accommodation knowledge (e.g., 

common types of accommodations, legislation), strategies for disclosing a mental health 

concern and requesting an accommodation, and general tips for managing symptoms of 

anxiety and depression within the workplace.  

A total of 89 participants were randomly assigned to a treatment or waiting list 

group. All participants were asked to complete pre- and post-measures at four and eight 

weeks after enrollment in the study. Participants in the waiting list group were asked to 

complete additional measures after starting the course after the waiting period (at four 

and eight weeks). The completed measures were used to examine the efficacy of the 
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course. Specifically, analyses were conducted to determine how the WCS course 

impacted requests and receipt of accommodations, employee knowledge of 

accommodations, self-stigmatizing attitudes, and workplace relationships. The influence 

of organizational inclusivity and supervisory leadership on accommodation usage, 

comfort levels disclosing, and disclosure rates were also assessed. As planned analyses 

examining the impacts of accommodations on several variables could not be conducted, 

exploratory analyses examined how the course impacted other variables including 

absenteeism/presenteeism rates, participant self-efficacy, and psychological symptoms. 

Finally, quantitative content analyses were used to examine participants’ responses 

regarding accommodations identified, barriers and facilitators to requesting/receiving 

accommodations, and to receive feedback on the course content and structure. Prior to 

discussing the research questions and methods in more detail, a review of the relevant 

literature follows.    

1.2 Definitions  

Workplace accommodations refers to any reasonable accommodations (e.g., 

flexible work schedules, job sharing) or modifications to a work environment (e.g., quiet 

spaces, work space free of distraction) that diminish barriers to employment, and that 

enable and support individuals with a mental health condition to work more effectively 

while not causing undue hardship for the employer (Bolo et al., 2013; CHRC, 2008; 

Chow & Cichocki, 2016). Undue hardship is defined as:   

The point of undue hardship is reached when all reasonable means of 

accommodation are exhausted and only unreasonable or impracticable 

options remain. A relatively minor risk that an employee is prepared to 
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assume will not constitute undue hardship. Serious risk to the health 

and safety of others will constitute undue hardship. When a request for 

accommodation involves a cost, that cost would have to substantially 

affect the viability of the organization for the accommodation to be 

considered undue hardship. (CHRC, 2008, p. 6) 

Employees are defined as individuals who are paid for full-time, part-time, casual, 

seasonal, term or other work. Whereas, an employer refers to anyone employing one or 

more employees (Canada Labour Code, 1985). A disability refers to an individual’s 

inability to function normally due to a physical impairment or cognitive distress (Dewa & 

Lin, 2000). The Employment Equity Act (1995) further clarifies persons with disabilities 

as individuals who have a long-term or recurring mental impairment and who consider 

themselves disadvantaged in employment due to their impairment or believe employers 

will perceive them as disadvantaged in employment due to their impairment. For the 

purposes of this study, full disclosure of a mental health condition is defined as 

discussing a mental health diagnosis or symptoms relating to a suspected diagnosis. A 

partial disclosure refers to disclosing acceptable parts or symptoms of a mental health 

diagnosis or suspected mental health condition.  

A mental health condition or mental health disorder is defined and characterized 

by alterations in cognitive processing, affect, or behaviour that is accompanied by 

significant distress and impaired functioning (CHRC, 2008). Specifically, the Diagnostic 

and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric 

Association [APA], 2013) defines anxiety disorders as disorders involving excessive fear 

and anxiety about events or activities (e.g., work or social performance) whereby the 
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individual’s social, personal, and/or work functioning is significantly impaired. Excessive 

fear is further defined as an emotional response to a real or perceived threat that leads to 

the activation of the body’s autonomic arousal system, whereby the autonomic arousal 

system is preparing the individual for a fight (e.g., increased adrenaline), flight (e.g., 

avoiding/fleeing situation/threat), or freeze (e.g., restricted breath, feeling stuck) 

response. In contrast, anxiety is the anticipation of a future threat and is often associated 

with vigilant behaviours (e.g., rechecking work assignments several times), physiological 

responses (e.g., chronic muscle tension), and avoidant behaviours (e.g., work 

absenteeism) (APA, 2013; Barlow, 2002). If the individual experiences chronic fear, 

anxiety, and significant impairments in functioning in the absence of a real threat, then an 

anxiety disorder may be diagnosed (Abramowitz & Deacon, 2010; APA, 2013; Barlow, 

2002). Individuals diagnosed with a depressive disorder present with a depressed mood, 

hopelessness, irritability, or anhedonia along with somatic (e.g., loss of appetite) and/or 

cognitive (e.g., lack of concentration) disruptions that impair their ability to function for a 

minimum of two weeks or more or cause significant distress (APA, 2013; Kapfhammer, 

2006). 

1.3 Anxiety/Depression Prevalence 

In 2011, it was estimated that the 12-month prevalence rate for all mental health 

concerns (e.g., depression, anxiety, bipolar disorder, schizophrenia) in Canada was 20% 

of the population (Smetanin et al., 2011). In 2016, approximately 15% of Canadians aged 

one year or older had used health services for a mental health condition including 

alcohol/drug use disorders (Public Health Agency of Canada, 2019), with 10% of 

Canadians requiring services for mood and/or anxiety disorders. In fact, mood and/or 
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anxiety disorders are cited as the most prevalent type of mental health disorders, 

accounting for up to 12% of all reported disorders annually (O'Donnell et al., 2016; 

Patten et al., 2012; Patten et al., 2016; Pearson et al., 2013; Smetanin et al., 2011) and 

approximately 70% of all reported lifetime disorders (Public Health Agency of Canada, 

2015). In March 2020, a worldwide pandemic (COVID-19) resulted in mass lockdowns 

that attributed to increased levels of anxiety and depression within Canada. Those most 

impacted were individuals with pre-existing mood and anxiety disorders, visible minority 

groups, and Canadian youth aged 15-24 (Asmundson et al., 2020; Statistics Canada, 

2020). 

High prevalence rates of mental health concerns combined with workplace 

impairments has a significant impact on the Canadian economy. Occupational and social 

impairments associated with mental health disorders are projected to cost the Canadian 

economy $50 billion annually, with Canadian employers paying approximately $6 billion 

in lost productivity attributed to absenteeism, presenteeism (i.e., lost productivity due to 

presenting to work ill), employee turnover, and medical and disability claims (Kelloway 

& Day, 2005; Mental Health Commission of Canada [MHCC], 2013; Sairanen et al., 

2011; Schultz & Rogers, 2011; Smetanin et al., 2011; Stonebridge & Sutherland, 2016). 

By 2041, it is estimated that these costs will rise to $105.6 billion dollars annually, 

excluding the costs for dementia (Smetanin et al., 2011). With increasing prevalence rates 

and higher economic costs, it is imperative that innovative, novel, and evidence-based 

approaches be explored and developed to mitigate the impact of anxiety and mood 

disorders within the workplace. 

1.4 Anxiety and Depression in the Workplace 
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Functional impairments due to depressive and anxiety symptoms can have a 

significant and harmful impact on an individual’s occupational, social, and personal well-

being  (Cocker et al., 2013; Harvey et al., 2011; Haslam et al., 2005; Hendriks et al., 

2015; Plaisier et al., 2010; Rapaport et al., 2005; Woo et al., 2011). For instance, 

Rapaport et al. (2005) found that individuals with major depressive disorder reported an 

overall lower quality of life (e.g., impaired physical health, mood, social relationships, 

work and household activities) compared to a community sample. In addition, individuals 

with a mood and/or anxiety disorder are less likely to be employed and are more likely to 

disengage from active employment compared to individuals with physical health 

disorders (Dewa, 2016; Dewa et al., 2004; Patel et al., 2002; Smith & Mazure, 2021; 

Waghorn & Lloyd, 2005). Employed individuals may present to work with functional 

limitations such as interpersonal difficulties, impaired concentration, decreased work 

stamina, and/or lower stress tolerance (Harvey et al., 2011; MacDonald-Wilson et al., 

2002; MacDonald-Wilson et al., 2003). Moreover, employees with anxiety and/or 

depression symptoms are more likely to engage in presenteeism and absenteeism 

resulting in lost productivity and increased costs to the employer (Cocker et al., 2011; 

Hendriks et al., 2015; Johnston et al., 2019; Miraglia & Johns, 2016). With regards to 

absenteeism, research findings from Canada and Germany suggest that individuals with 

anxiety and/or depressive disorders are at a higher risk for longer, possibly more 

permanent, disability leaves (Dewa et al., 2004; Wedegaertner et al., 2013). Due to the 

significant impairments associated with mood and/or anxiety disorders, more research is 

required to help mitigate the impacts on individuals’ social, occupational, and financial 

well-being. 
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1.5 Workplace Accommodations  

One of the concerns with studying reasonable accommodations for individuals 

with a mental health condition is the lack of standardized or consistent classification, 

definition, and categorization of workplace accommodations within the research 

literature. Despite this shortcoming, specific accommodations have been consistently 

identified across several studies (Dewa et al., 2019; Fabian et al., 1993; Granger, 2000; 

Granger et al., 1997; MacDonald-Wilson et al., 2002; Mancuso, 1990; McDowell & 

Fossey, 2015; Schultz, Winter, et al., 2011; Secker et al., 2003; Solovieva et al., 2011; 

Wang et al., 2011; Zafar et al., 2019). In a systematic review of the accommodation 

literature from 1990 to 2016, Zafar et al. (2019) identified five categories of mental 

health accommodations (a) communication facilitation accommodations (e.g. job coach; 

added supervisions; extended job training), (b) scheduling flexibility accommodations 

(e.g., flexible work schedules, more frequent breaks, slowing pace of tasks), (c) job 

description modification accommodation (e.g., job sharing, work from home, postponing 

tasks), (d) physical space accommodation (e.g., access to rest areas, changes to spatial 

arrangements), and (e) other (e.g., transportation). It was further noted within the review 

that the most common accommodations cited were communication facilitation 

accommodations and scheduling flexibility. 

Some researchers have gone beyond simply identifying types of workplace 

accommodations by examining their frequency of use. Fabian et al. (1993), conducted 

one of the first studies on reasonable accommodations for workers with serious mental 

health conditions. Participants were recruited through a back-to-work employment 

program in Washington, D.C., that provided a job coach for individuals with psychiatric 
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disorders during the employment process (i.e., application to successful employment). 

Data from 30 client files were qualitatively analyzed for job modifications, which were 

then placed into eight separate categories and analyzed for frequency of use. Fabian et al. 

(1993) identified the most frequently used accommodations as supervisor orientation and 

training (38.1%), modifications to physical work environments (16.4%), and flexible 

work and time schedules (14.7%). Whereas, MacDonald-Wilson et al. (2002) identified 

coach support (60%) and flexible scheduling (21%) as the most common 

accommodations utilized by individuals involved within an employment program. In 

their study, Chow and Cichocki (2016) reported that the most frequently used 

accommodations for individuals with a severe psychiatric disorder were flexible work 

schedules (37.4%) and extra support services such as job coach (15.9%) or helping 

professional (19.6%). Finally, a systemic review (McDowell & Fossey, 2015) of studies 

on the frequency of accommodation use identified assistance from an employment 

support worker and flexible scheduling as the most common types of accommodation for 

employees with a mental health disorder.  Overall, it appears that the most consistently 

used accommodations for mental health disorders include employment support services 

and flexible work schedules.  

Research on accommodations for anxiety and/or depression, specifically, suggest 

that individuals may require more than one type of accommodation. A longitudinal study 

(Bolo et al., 2013; Wang et al., 2011; Wang, Schmitz, et al., 2010; Wang, Smailes, et al., 

2010) conducted in Alberta, Canada used random digit dialing and telephone interviews 

to recruit employees with depression and/or anxiety symptoms between 25 and 65 years 

old. The study contained three-time points: baseline, 12-month follow-up (T2), and 24-
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month follow-up (T3). At baseline, 4,239 participants took part in a screening interview 

for depression and/or anxiety symptoms and provided their consent to be contacted for 

two annual follow-up interviews. At T2 (n = 784) and T3 (n = 715), participants with 

past and/or current symptoms of depression and/or anxiety were re-interviewed and asked 

questions about their experiences with workplace accommodations. Size of company was 

not reported. Bolo et al. (2013) used data from all time points to assess the association 

between receiving workplace accommodations and risk of experiencing mood and/or 

anxiety symptoms. Almost 50% of employees (n = 715) with a mood and/or anxiety 

disorder required a minimum of one to four workplace accommodations, with only 30% 

receiving the accommodations they need. Exchanging minor tasks with other employees 

and job modifications were the most frequently offered accommodations. Another study 

(Wang et al., 2011) using the same data set found that individuals with a recently 

diagnosed mood or anxiety disorder reported a greater need for immediate modifications 

to job tasks (e.g., reduction in work demands) as compared to individuals with a lifetime 

disorder. In addition, employees with a recent diagnosis requested more on-the-job 

communication (e.g., weekly meetings with their supervisor) and more individualized 

training. Participants with a 12-month mood or anxiety disorder reported an increased 

need for employee assistance program (EAP) services, change of job (modification of 

duties), more flexible work hours (e.g., more breaks), and a shift from full-time work to 

part-time work (Wang et al., 2011).  

A study on government workers with anxiety disorders in Australia found that 

participants required person-focused accommodations that were aligned with their 

treatment plans (Mellifont et al., 2016a). Participants requested accommodations that 
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included EAP services, modifications to job tasks (e.g., balanced workloads), more 

anxiety friendly work environments, and flexible work and time schedules. In a Canadian 

study that involved semi-structured telephone interviews with human resources directors 

and employers, the most frequently reported accommodations for employees with 

depressive symptoms included flexible work schedules, modified tasks, and changes to 

the job requirements and work environments (Bastien & Corbière, 2018). Another study 

of Ontario employees recommended that accommodations be tailored to the specific 

depressive symptoms. For example, the authors recommend addressing exhaustion by 

modifying workload and deadlines and reducing the complexity of work tasks for 

concentration difficulties (Dewa et al., 2019). These limited findings suggest that certain 

accommodations such as modifications to job tasks, schedules, and physical work 

environments may be beneficial to employees with anxiety and/or depressive disorders.  

There is also evidence to suggest that employees and employers may be unaware 

of the accommodations available to them. Granger (2000) conducted 20 focus groups in 

10 different states in the United States with individuals with psychiatric disabilities. The 

results showed that 86% of participants were unaware or unfamiliar with federal 

legislation and the availability of workplace accommodations for their mental health 

concerns. Participants credited their job coach or other supports (e.g., therapist) as the 

main source of information and reason for receiving job accommodations. Further, 

participants requested more public education for both employers and co-workers 

regarding workplace accommodations as a strategy to combat stigma and build natural 

supports in the workplace. In their study on the perceived needs for and use of workplace 

accommodations, Wang et al. (2011) suggested that it was the employers’ responsibility 
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to ensure that employees were educated on available accommodations and the benefits of 

receiving accommodations for psychiatric disorders. As such, to ensure employees were 

fully aware of workplace accommodations, the WCS course included information on 

federal legislation and commonly available accommodations for mental health concerns. 

1.6 Accommodation Outcomes 

  In addition to the paucity of research on accommodation outcomes, there are also 

concerns regarding the methodologies used to study the outcomes associated with mental 

health accommodations in the workplace (Kelloway, 2017; McDowell & Fossey, 2015; 

Schultz, Winter, et al., 2011). For instance, Schultz, Winter, et al. (2011) state that studies 

on accommodation outcomes typically vary on time-point analyses, with some studies 

focused on a single return-to-work event while other studies analyze data from an entire 

disability leave. They also point out the limitations of self-report data on role impairment 

and lost productivity. For example, an individual with a depressed mood may rate their 

impairments and productivity levels more negatively due to their mood. Further, the 

study results acknowledge that commonly used outcome measures fail to account for the 

cyclical nature of many mental health disorders and many measures purporting to 

measure presenteeism are not empirically validated. Finally, many of the studies on 

mental health accommodations have included only participants with serious mental health 

concerns (e.g., schizophrenia). As such, little is known about the impact of 

accommodations for more common disorders such as anxiety and depression. Despite 

these shortcomings in the research, there is evidence to suggest that accommodations can 

improve mental health symptoms, employee morale, job tenure, and performance at a 
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potentially low cost to employer (Bolo et al., 2013; Chow et al., 2014; Schartz et al., 

2006; Solovieva et al., 2011).  

In regards to mental health symptoms, job tenure, and performance, there is some 

evidence to suggest that the implementation of workplace accommodations can lead to 

improved outcomes (Bolo et al., 2013; Chow et al., 2014; Cocker et al., 2014; Dewa et 

al., 2016; Fabian et al., 1993; Kelloway & Day, 2005; Mellifont et al., 2016a; Solovieva 

et al., 2011). For example, Bolo et al. (2013) reported that individuals who received 

accommodations that met their needs were less likely to have a mood or anxiety disorder 

12 months later as compared to individuals who received fewer accommodations. Their 

results further suggest that exchanging minor tasks, access to peer support groups, and 

modified job duties had the largest impact on mood and/or anxiety symptoms.  

There is empirical evidence to suggest that accommodations can improve job 

retention. For instance, Fabian et al. (1993) found that employees receiving five or more 

accommodations retained employment for a longer period (median 24 months) than 

employees with less than five accommodations (median 12 months). Additionally, a 

review of employer best practice guidelines for employees returning to work following a 

mental health related disability leave found that all guidelines reviewed agreed upon the 

importance of work accommodations in helping employees return to active employment 

(Dewa et al., 2016). Job retention may also positively impact symptoms. Actively 

working individuals report increased self-efficacy, enhanced well-being, and a larger 

support network, all of which, have been associated with improvements in mental health 

symptoms (Cocker et al., 2014; Kelloway & Day, 2005; Solovieva et al., 2011). Chow et 

al. (2014) found that people with job accommodations for a mental health disorder 



15 

 

worked 7.68 more hours each month, their job tenure was 31% longer, and their risk of 

job termination was reduced by nearly 13% as compared to those with no 

accommodations. Accommodations may also improve work performance. A qualitative 

study using open-ended survey questions on accommodations for anxiety disorders 

within the Australian government found that accommodations such as job flexibility and 

support helped to mitigate anxiety symptoms, which in turn had a reported positive 

impact on work performance (Mellifont et al., 2016b). Solovieva et al. (2011) also 

reported increased worker and organizational productivity following implementation of 

accommodations for physical and mental health disabilities. Solovieva and Walls (2013) 

corroborated these results and reported that 74% of participants indicated that the 

implemented accommodations were effective or extremely effective.  

Improved mental health symptoms, employee tenure, and performance are not the 

only reported benefits of workplace accommodations. There is also evidence to suggest 

that accommodations may have a positive impact on employee morale and organizational 

well-being. Schartz et al. (2006) reported that 69.3% of respondents reported improved 

interpersonal relationships with co-workers, while 60.7% reported increased company 

morale after implementation of physical and mental health accommodations. A 

subsequent study by Solovieva et al. (2011) corroborated these results. Finally, a 

Canadian study focused on the costs and benefits of recruiting and retaining individuals 

with a mental health concern also reported several indirect benefits to the employer and 

employee when accommodations were used. These benefits included increased job 

satisfaction, quality of work life, organizational culture, improved relationships at work, 

and enhanced organizational reputation (Gewurtz et al., 2018). 
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 Low economic cost is another benefit of many workplace accommodations. 

Compared to an unhealthy workplace, which is associated with negative financial impacts 

(Kelloway & Day, 2005), most accommodations are low-cost or free to implement, and 

are often associated with economic benefits or rewards (McDowell & Fossey, 2015; 

Schur et al., 2014). MacDonald-Wilson et al. (2002) reported that only one out of every 

322 workplace accommodations had an associated direct cost (e.g., expense with an 

objective financial cost, such as computer assistive software). Almost half of the 

employers in another study on physical and mental health accommodations indicated that 

there were no costs associated with the implemented accommodations and only 6.2% 

reported an annual cost more than $1000 (Schartz et al., 2006). This finding was 

substantiated by (Schur et al., 2014) who reported that 75% of employees and employers 

in their study received accommodations (physical and mental) that cost less than $500. 

More frequently accommodations are associated with an economic benefit to the 

organization and employee. Gewurtz et al. (2018) reported an economic return to 

organizations of two to seven times the cost of the accommodation, while employees 

received a benefit of four to 12 times the cost. Employers reported a return of more than 

$1000 in both direct (e.g., retaining the employee, increased productivity) and indirect 

benefits (e.g., improved company morale) to the company in a study by Solovieva and 

Walls (2013). Finally, Chow et al. (2015) reported individuals with a psychiatric disorder 

receiving accommodations saved more money (68% more) than individuals without 

accommodations. With low economic costs and benefits to organizations and employees, 

it is important to ensure that accommodations are offered and implemented. 
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Overall, accommodations are associated with many personal, organizational, and 

societal (i.e., reduced need for social assistance) benefits, yet there are some potential 

drawbacks to receiving accommodations. If accommodations are not properly explained 

to the workforce, accommodated employees may be subjected to the negative effects of 

stigma (Gates & Akabas, 2011; Kelloway, 2017).  In turn, this exposure to stigmatic 

attitudes may lead to increased stress levels and exacerbation of mental health symptoms 

(Cocker et al., 2014; Dinos et al., 2004; Kensbock et al., 2017; Pachankia, 2007). For 

example, a German study examining the accommodation process in an industrial setting 

found that 24% of respondents who had received accommodations for mental and 

physical disabilities experienced discrimination, bullying, and maltreatment. Moreover, 

8% of respondents reported experiencing more uncertainty, stress, and strain that they 

attributed to receiving an accommodation (Kensbock et al., 2017). In contrast, a more 

recent Canadian study examining the effects of accommodations for anxiety/depression 

on stigmatic attitudes found no evidence to suggest that accommodations led to more 

negative stereotypes or beliefs of unfairness (Tulk et al., 2021). Instead, Tulk et al. 

(2021)found that knowing about a co-workers’ anxiety/depression diagnosis led to doubts 

about their work abilities and increased perceptions of dangerousness. As such, it may 

not be the accommodation itself that creates interpersonal strain at work, but rather the 

disorder being accommodated that increases the risk for workplace conflict. 

Certain accommodations may lead to maintenance and/or exacerbation of mental 

health symptoms. For example, social anxiety, which is characterized by an excessive 

fear of negative evaluation by others in social situations (APA, 2013), is commonly 

treated using cognitive behaviour therapy strategies, including exposure to a feared or 
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anxiety-provoking object or event (e.g., social interactions at work). Exposure is 

frequently used because it allows the individual to test and challenge maladaptive 

cognitions regarding social situations (Anderson et al., 2017; Chesham et al., 2018; 

Pilling et al., 2013). Should an employee with social anxiety receive a work-from-home 

accommodation that allows them to work primarily in isolation, they will miss 

opportunities to engage in exposure exercises with objects or events that are contributing 

to their anxiety symptoms. Consequently, their symptoms are more likely to remain 

stable and/or potentially worsen over time (Blakey & Abramowitz, 2019; Mellifont et al., 

2016a). Overall, there are many documented benefits to receiving an accommodation and 

it may not be beneficial to receive an accommodation in all circumstances. 

1.7 Accommodation Barriers  

1.7.1 The Resource Utilization Theory (RUT) 

 Dimoff and Kelloway (2016) developed the Resource Utilization Theory (RUT) 

as a possible explanation for why employees do not use employer-sponsored resources 

(e.g., accommodations, EAP) aimed at improving mental health in the workplace and to 

identify patterns of resource utilization. The framework of the RUT is based on the 

Conservation of Resources (COR) theory that postulates people have a desire to retain 

resources and protect against threats to those resources. The COR theory contains three 

principles: (a) resource investment (i.e., individuals invest in existing resources to guard 

against the loss of those resources, recover from past resource-loss, and to acquire new 

resources); (b) salience of and greater impact of resource-loss versus resource-gains; and 

(c) during times of hardship or chronic resource-loss, resource-gains become more salient 

and important. The RUT was developed to complement the principles of COR theory. 
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The RUT has four propositions that explain why employees fail to utilize 

available resources. The first proposition states that to utilize resources (e.g., flexible 

work time for anxiety/depressive symptoms), employees must recognize and 

acknowledge that a resource is required (i.e., they see the need for a resource to address 

functional limitations). Failure to recognize the need for a resource may result in future 

resource loss and/or a resource-loss spiral as the employee experiences declining health 

conditions and a decreased ability to access needed resources due to lack of physical and 

cognitive energy. During this spiral, psychological, cognitive, and emotional processing 

impairments compound the issue by negatively impacting an employee’s ability to 

recognize the need for resources. Consequently, employees with mental health 

impairments are less likely to seek out or request a resource (e.g., an accommodation) 

and may also begin to conserve existing resources inappropriately (e.g., procrastinating 

on a task to reduce use of cognitive resources).  

The second proposition expands on the first proposition by recognizing the effects 

of additional stressors. When faced with additional stressors or a crisis, employees may 

begin to inappropriately conserve or use their existing resources in an inefficient manner. 

For example, employees faced with a current crisis may choose to engage in avoidance 

strategies (e.g., procrastination) to conserve resources for a future, unknown crisis. 

Conversely, employees with current crises may choose to use already depleted resources 

(e.g., cognitive energy) as opposed to readily available, easily renewed, and less costly 

resources, such as EAP services or employer support. 

The third proposition states that employees will utilize and exhaust primary 

resources before accessing secondary resources. Primary resources are described as 
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internal resources (e.g., energy and attention) that are not obvious to others, are 

replenished during recovery or rest periods, and are readily available to the employee. 

Secondary resources are external to the employee (e.g., accommodations, social support), 

are very visible to others, are not quickly replenished, are subject to depletion, and may 

have significant social costs (e.g., stigma, job loss). Dimoff and Kelloway (2016) 

postulate that employees are more likely to use primary resources because of the 

visibility and potential for high social costs of secondary resources. Consequently, 

employees may over-use primary resources leading to resource depletion (e.g., no 

cognitive or physical energy) and maladaptive coping strategies (e.g., decreased work 

attendance). Over-use of primary resources is more likely for individuals with 

psychological concerns due to impairments in cognitions that impact their ability to 

recognize depletion of resources. 

The fourth proposition connects resource usage and health status. If employees 

continue to exhaust primary resources (e.g., energy) on tasks that are not accomplishable 

due to lack of skill, knowledge, or ability, they are at risk of burn-out, which will 

negatively impact their ability to replenish their primary resources. Without the ability to 

replenish primary resources, employees are at higher risk for physical and psychological 

collapse. Should a collapse occur, they may have reduced capacity to recognize, request, 

and utilize secondary resources. Dimoff and Kelloway (2016) suggest that to prevent this 

collapse employees must engage in resource-investment, optimization, or compensation 

through early recognition and action. 

1.7.2 Accommodation Barriers Explained 
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The RUT can be applied to the literature on mental health accommodations to 

better understand the barriers to requesting and receiving accommodations. Within this 

section, each proposition will be discussed in relation to how it applies to the existing 

research on the barriers to receiving an accommodation. In addition, the ways in which 

these concerns by the WCS course.  

1.7.2.1 Proposition one: Knowledge deficits. The RUT postulates that 

employees who are unaware of the need for resources/accommodations will not access 

available resources/accommodations. For many employees they may not recognize the 

severity of their symptoms or how symptoms impact work functioning. Two related 

studies by Bolo et al. (2013) and Wang et al. (2011) postulated that employees may not 

have received accommodations for depression and anxiety symptoms because they were 

unaware of the accommodations available to them. Yet, both studies failed to provide 

quantitative measurement or analyses to support this claim. They also did not 

acknowledge that the lack of employee awareness could be due to the employees’ 

inability to recognize the need for an accommodation. Employees with mental health 

concerns may also lack confidence in requesting accommodations. This could be due to a 

lack of knowledge regarding appropriate accommodations or be due to feelings of 

uncertainty about employees’ rights to request an accommodation (Bolo et al., 2013; 

Wang et al., 2011). To address deficits in knowledge and improve accommodation usage, 

the WCS course contained information on anxiety/depression within the workplace, the 

potential impact of symptoms on work functioning strategies, available accommodations, 

and strategies for requesting an accommodation. 
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Alternatively, employee unawareness may be attributed to the employee’s self-

stigma beliefs and attitudes. Self-stigma is defined as the internalization of negative 

stereotypes pertaining to mental health concerns (e.g., unintelligent, lazy, unable to make 

decisions) that are perpetuated through the news, movies, conversations, and social media 

(Corrigan & Rao, 2012; Evans-Lacko et al., 2012; Rüsch et al., 2010). If an employee has 

internalized negative beliefs about mental illness, they may attribute functional 

limitations at work as a result of a negative self-trait (“I am lazy”) as opposed to a 

symptom of a mental health disorder. Consequently, they may not recognize the need for, 

or relevance of, an accommodation for a mental health concern (i.e., “I am just lazy, so a 

mental health accommodation will not work for me). According to Corrigan and Rao 

(2012), self-stigmatization can also result in a ‘why try effect’ whereby individuals fail to 

request or receive help (e.g., accommodations) due to low self-esteem, self-efficacy, and 

an underlying belief that they are not worthy of help. To counteract the effects of self-

stigma the WCS course included information on self-stigma and its deleterious effects on 

employees’ well-being. 

1.7.2.2 Proposition two: Conservation and inefficient use of resources. Dimoff 

and Kelloway (2016) postulate that employees will either inappropriately conserve 

resources or inefficiently use already depleted primary resources in lieu of using readily 

available secondary resources when faced with additional stressors. For example, if 

employees are struggling with stressful workplace relationships that are related to the 

employee’s functional limitations caused by a mental health concern (e.g., co-worker is 

picking up extra work), they may choose to conserve their primary resources by avoiding 

the situation, while disregarding available secondary resources such as, accommodations 
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or managerial support (Dimoff & Kelloway, 2016; Mellifont et al., 2016a). The WCS 

course addressed concerns regarding the use of secondary resources by providing 

education on the benefits of receiving an accommodation, methods for handling 

interpersonal difficulties at work, and explaining the cons of not using secondary 

resources such as, accommodations.  

1.7.2.3 Proposition three: Use of primary before secondary resources. The 

third proposition explains how employees will exhaust primary resources before utilizing 

secondary resources due to the visibility and potential social costs associated with 

secondary resources. One potential social cost is public stigma. Public stigma is defined 

as negatively stereotyping (e.g., depressed employees are just lazy) and/or discriminating 

against individuals with a mental health condition (Goffman, 1963). For instance, 

individuals who disclose or display symptoms of a mental health disorder may be denied 

employment (i.e., social cost) because they are perceived as less productive and more 

difficult to manage (Basas, 2008). Due to the threat of negative repercussions, many 

individuals with a mental health concern will attempt to conceal their symptoms by using 

primary resources before accessing secondary resources, which can result in higher stress 

levels and an exacerbation of symptoms (Clement et al., 2015; Corrigan et al., 2014; 

Dimoff & Kelloway, 2016; Dinos et al., 2004; Fox et al., 2018; Rüsch et al., 2005). To 

help employees understand and recognize the pros and cons of utilizing secondary 

resources, such as accommodations, the WCS course included information on the impacts 

of public stigma and provided strategies for combatting stigmatic beliefs and attitudes.  

In other circumstances, employees may refuse to ask for an accommodation out of 

fear that the accommodation will result in high social costs related to interpersonal 
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relationships at work (Bolo et al., 2013; Mellifont et al., 2016a). For example, employees 

with mental health concerns may fear their colleagues’ reactions to the accommodation 

and abstain from requesting one to avoid any perceived repercussions (Mellifont et al., 

2016a; Schultz, Duplassie, et al., 2011). To address these concerns, participants were 

provided with information on how to effectively manage workplace relationships that 

may be affected by a mental health concern and/or accommodation. 

1.7.2.4 Proposition four: Primary resources and lack of skill. Proposition four 

pertains to the employee’s health status and their ability to select available and 

replenishable resources. According to the RUT when primary resources are fully depleted 

there is an exacerbation of mental health symptoms, resulting in the employee’s inability 

to recognize, request, and utilize available secondary resources (Dimoff & Kelloway, 

2016). Research on help-seeking behaviours suggests that if individuals are provided 

early education on mental health symptoms they are more likely to seek help for their 

mental health concerns earlier (Bonabi et al., 2016; Oliver et al., 2005), possibly before 

the exhaustion of primary resources. As such, participants were provided early education 

on mental health symptoms of depression and anxiety, available workplace 

accommodations, and potential strategies for managing symptoms in the workplace to 

help increase usage of secondary resources such as, accommodations. 

1.8 Disclosure and Accommodations 

The current study also assessed whether providing psychoeducation on the pros 

and cons of disclosure improves disclosure rates and comfort levels disclosing, which can 

lead to increased rates of accommodation usage. Disclosure can be an important factor in 

the facilitation of requesting and receiving a workplace accommodation. Yet, many 
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employees choose to remain silent about their mental health concerns due to fears of 

stigma (Bolo et al., 2013; Brohan et al., 2012; Goffman, 1963; Granger, 2000; Mellifont 

et al., 2016a; Wang et al., 2011). For example, participants in a study on accommodating 

government employees reported that they were reluctant to disclose their own mental 

health concerns after witnessing the unfair treatment received by others who had 

disclosed (Mellifont et al., 2016a). In another study, employees with psychiatric concerns 

reported that following disclosure their employers inappropriately discussed their 

(employee) psychiatric concerns with co-workers or used the psychiatric information in 

their assessments of the employees’ work production (Granger, 2000). In addition, 

several studies have documented the negative perceptions of employees who have 

disclosed, including the perception that disclosing employees are less employable than 

individuals with a physical disability or no disability at all (Angermeyer et al., 2013; 

Ellison et al., 2003; Goldberg et al., 2005; Gouvier et al., 2003; Granger, 2000; Hand & 

Tryssenaar, 2006; Mendel et al., 2015; Reilly et al., 2006; Zissi et al., 2007). To avoid 

these negative perceptions, many employees choose to hide their mental health 

conditions, which could negatively impact their ability to receive workplace 

accommodations (Brohan et al., 2012; Mellifont et al., 2016a).  

Another reason some individuals opt for nondisclosure of a mental health concern 

is the concept of passing. Passing is defined by Goffman (1963) as the individual’s ability 

to conceal their stigmatized traits while continuing to participate in the social world as a 

non-stigmatized individual. Since their symptoms are not observed, employees with a 

mental health condition who choose to engage in passing can continue to work unaffected 

and without discrimination. Moreover, if their symptoms are not noticeably impacting 
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their work functioning, many employees will choose nondisclosure to protect against 

stigma and discrimination (Brohan et al., 2012; Goffman, 1963; MacDonald-Wilson et 

al., 2011). Unfortunately, failure to disclose due to passing may inadvertently reinforce 

presenteeism behaviours that, as discussed, may have negative effects on the employee’s 

work performance and overall well-being (Miraglia & Johns, 2016). 

There is best practice evidence and Canadian case law to suggest that full 

disclosures and employee requests for an accommodation may not be necessary to 

receive an accommodation. In fact, some provincial/territorial Human Rights 

Commissions have put forth documents discussing how to meet the needs of employees 

on the job. For example, a publication by the Ontario Human Rights Commission entitled 

Human Rights at Work, 3rd edition helps employers proactively comply with the Ontario 

Human Rights Code (the Code) by providing examples and explaining the Code in 

layman language. Within this document, the duty to accommodate is discussed and 

employers are instructed to only ask for information that is reasonably related to the 

accommodation request (i.e., asking for the limitations/barriers/restrictions as provided 

by a medical professional). Moreover, employers are instructed to continue to work with 

the employee throughout the accommodation process even if the employee delays a 

request for an accommodation or refuses to disclose why an accommodation is required 

(Ontario Human Rights Commission, 2008). There are also legal cases in Canada that put 

the onus on employers to inquire about required accommodations when a mental health 

condition is known to the employer. For example, in the case Mackenzie v. Jace Holdings 

and another, Jace Holdings was aware of the complainant’s (Ms. Mackenzie) mental 

health condition when they fired her for mood swings and disruptive behaviours at work. 
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As a result, Jace Holdings was instructed by the court to pay compensation for lost wages 

and $5,000 for injury to dignity because they failed to engage in an accommodation 

process despite no indication that an accommodation was requested. In summary, 

disclosure of a mental health condition and/or a request for an accommodation may not 

be required to receive, or be offered, a workplace accommodation for mental health 

concerns. 

In contrast, disclosing a mental health concern may help to facilitate the 

accommodation process. For instance, a precursor to receiving many workplace 

accommodations is disclosing that an accommodation is required (Banks et al., 2007; 

Brohan et al., 2012; Dewa et al., 2020; Granger & Gill, 2000; Jones, 2011; Nevala et al., 

2015). In a systemic review of the literature on accommodations for physical and mental 

disabilities, Nevala et al. (2015) reported that the key factor in facilitating a workplace 

accommodation was the employees’ communication and justification of the benefits of 

the accommodation to their employer. In another study on the predictors for receiving job 

accommodations, disclosure was the strongest predictor increasing the probability of 

receiving an accommodation by 24.5% (Chow & Cichocki, 2016). Fabian et al. (1993) 

also noted that of the ten jobs where employees refused to disclose, no accommodation 

was provided and the job tenure of employees not disclosing was less than those who had 

disclosed. As such, disclosure may be an important strategy for securing workplace 

accommodations. 

To help facilitate disclosure, and tangentially accommodations, it is important to 

understand the factors that are predictive of disclosing a mental health concern in the 

workplace. In a systematic review of 48 empirical research articles, Brohan et al. (2012) 
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identified several predictors for disclosure. Gender differences (i.e., men were more 

likely to disclose than were other genders), work environments (i.e., supportive work 

environments were more conducive to disclosure), type of work (i.e., employees in 

mental health settings were more likely to disclose), type and severity of mental health 

concerns (i.e., individuals with a mood disorder were less likely to disclose), and concern 

regarding employment or performance resulted in higher disclosure rates. Additionally, 

familiarity with legislation and receipt of government disability benefits were highly 

predictive of a mental health disclosure (Brohan et al., 2012; MacDonald-Wilson et al., 

2011). Moreover, individuals are more likely to disclose a mental health concern to 

explain odd or stigmatizing behaviours at work. In a study on the employment 

experiences of individuals with psychiatric disabilities who had disclosed, Banks et al. 

(2007) reported that 61.7% of participants disclosed in an effort to address symptoms or 

crisis issues at work. Participants were also reportedly more likely to disclose to facilitate 

support from workplace personnel or to negotiate accommodations.  

There are also documented cases where disclosure was not required to receive a 

workplace accommodation. Although Chow and Cichocki (2016) identified disclosure as 

the strongest predictor for receiving an accommodation, they also noted that disclosure 

was not perfectly associated with the receipt of an accommodation. In other words, some 

participants were able to obtain an accommodation without engaging in disclosure. To 

explain this phenomenon, Chow and Cichocki (2016) postulated that some employees 

may frame the need for an accommodation in terms of increasing their job performance 

or productivity, as opposed, to disclosing their mental health concerns. Alternatively, 

MacDonald-Wilson et al. (2011) suggested that informal accommodations such as natural 
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supports (e.g., co-workers helping with the completion of tasks), may negate the need for 

disclosure. 

To conclude, the decision to disclose a mental health condition is a highly 

individualized decision and should only be made with a full understanding of the 

consequences. To help with this decision, MacDonald-Wilson et al. (2011) developed 

recommendations, steps, and checklists for the disclosing employee. First, they suggest 

preparing for a disclosure by examining experiences and feelings regarding a past 

disclosure, exploring the need and reasons for the disclosure, evaluating environmental 

factors (e.g., interpersonal relationships, work culture, and job/accommodation factors), 

gathering information regarding relevant legislation, identifying needed professional 

supports, and considering the risks and benefits associated with a disclosure. Second, 

MacDonald-Wilson et al. (2011) recommend planning for the disclosure itself, which 

involves making decisions on how to disclose (i.e., who is disclosing, what is being said, 

when to say it, and to whom). They conclude their recommendations with a checklist for 

each step to help guide and support the employee through this process. Due to the 

importance of disclosure decision-making, the WCS course included information and 

checklists regarding disclosure decisions within the course content. This approach is also 

in line with Chow and Cichocki (2016) who suggest educating individuals on the impacts 

of disclosure versus nondisclosure.  

1.9 Internet-Delivered Programming 

In-person psychoeducation has been shown to be an effective treatment for a 

variety of mental health disorders including anxiety and depression (Bevan Jones et al., 

2018; Dolan et al., 2021; Donker et al., 2009; Haji Seyed et al., 2021; Tursi et al., 2013). 
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Psychoeducational interventions are interventions that provide education on disorder 

specific symptoms, intervention strategies (e.g., challenging thoughts), or any other 

related information with the intent of reducing symptoms. The intervention can be 

delivered in a variety of formats including in-person individual or group therapy (Donker 

et al., 2009). In terms of effectiveness, some studies have shown moderate reductions in 

anxiety and depression symptoms. For example, a systematic review and meta-analysis of 

a psychoeducational program delivered to six distinct in-person groups reported long 

term reductions in anxiety, depression, and global distress (Dolan et al., 2021). Despite 

the successes with in-person delivery, there has been a push towards online interventions 

to decrease costs, increase access to services, reduce confidentiality concerns, and to 

circumvent the challenges posed by the COVID-19 pandemic (Hedman et al., 2011; 

Hood et al., 2021; Karagiozi et al., 2021; McGrath et al., 2017; Messina & Loffler-

Stastka, 2021; Titov et al., 2018) 

Compared to traditional (e.g., in-person) therapeutic methods, Internet-delivered 

interventions (e.g., to treat anxiety, depression, insomnia, chronic pain) have been found 

to be as efficacious as in-person treatments with comparable effect sizes (Andersson & 

Titov, 2014; Andrews et al., 2010; Cavanagh et al., 2020; Gratzer et al., 2018; Olthuis et 

al., 2016; Pescatello et al., 2021). For example, a study completed in a Canadian 

community hospital with 80 participants with anxiety and depressive disorders showed 

lower attrition rates and similar outcomes for the ICBT group versus an in-person 

treatment group (Gratzer et al., 2018). Another study examining the impact of a 

psychoeducational intervention for caregivers of patients with dementia found that the 

online and in-person treatment groups had similar reductions in anxiety and depression 
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symptoms. They further highlighted the importance of these findings given the recent 

need for online interventions due to the COVID-19 pandemic (Karagiozi et al., 2021). 

Additionally, a meta-analysis conducted by Andersson et al. (2014) examined ICBT 

versus face-to-face CBT. The included studies examined a range of disorders, such as 

social anxiety, panic, depression, and specific phobias. The meta-analysis revealed that 

ICBT effectively reduced symptoms of an array of mental health concerns. Further, ICBT 

resulted in comparable effect sizes to those produced with face-to-face CBT (Andersson 

et al., 2014; Andrews et al., 2010). In addition to appearing highly efficacious, ICBT also 

appears acceptable to individuals based on high treatment adherence and satisfaction 

ratings (Andrews et al., 2010). 

To our knowledge this is the first known study that has provided online 

psychoeducational programming focused on accommodations within Canadian 

organizations (Kelloway, 2017; Stratton et al., 2021). Many organizational leaders and 

employees do not have the time, finances, or human capital to engage in 

psychoeducational courses or psychological interventions in-person (Cocker et al., 2012; 

Martin et al., 2009). Therefore, there is a need for effective educational courses and 

interventions that are low-cost, offer flexible course timing, and can be accessed from 

anywhere. One promising method is the delivery of psychoeducation and intervention 

programming via the Internet (Volker et al., 2015). From the literature on Internet-

delivered interventions, there are many noted benefits to accessing treatment online. 

These include confidentiality, low-cost service, safe access to services during a 

pandemic, and the ability to access course material at a convenient time and in a secure 

setting (Andersson, 2010; McGrath et al., 2017). For example, many employees may be 
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reluctant to use services (e.g., EAP) paid for by their employer due to concerns regarding 

confidentiality and anonymity (Rothman, 1986). A possible solution would be to provide 

Internet-delivered services and courses that are independent of the employer and 

distributed in a confidential format. Internet-delivered interventions are more confidential 

because it allows participants to access course material in a secure setting, as opposed to 

attending a clinic or office where the client is at risk of being seen. This is particularly 

true in smaller towns or centers where physical attendance at therapy offices may be 

witnessed and scrutinized. Internet-delivered courses or interventions may also be more 

cost effective for employers and employees (Stratton et al., 2021). Studies on the cost-

effectiveness of Internet-delivered psychological treatments suggest that the costs are 

significantly less than face-to-face services, in part due to reduced therapist time with 

clients each week (Hedman et al., 2011). This reduced cost may also transfer to 

owners/managers and employees who often do not have the ability to take time off work 

to attend scheduled face-to-face meetings. Moreover, Internet courses may take less time 

to complete (i.e., travel time to appointment), which will result in further cost savings.  

There is also evidence to suggest that Internet-delivered interventions (i.e., 

therapeutic interventions designed to improve mental health symptoms) focused on 

employee work outcomes may lead to improved productivity, employee engagement, 

absenteeism, presenteeism, and lower disability costs. In a review of 28 articles that 

included an employee population of over 8,000 employees, Stratton et al. (2021) found 

small statistically significant effects for Internet-delivered interventions  on productivity 

and employee engagement. Although there were no statistically significant results found 

in relation to absenteeism and presenteeism rates, there were small effects at post-
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intervention. Additionally, Internet courses can help to lower disability costs. A study in 

the Netherlands reported that employees with common mental health disorders who 

engaged in a web-based treatment intervention returned to work faster than employees in 

a care as usual group resulting in lower disability costs (Volker et al., 2015). In 

conclusion, an Internet-delivered course designed and developed for Canadian employees 

could be a promising alternative to traditional interventions that are associated with 

higher costs and confidentiality concerns.  

CHAPTER TWO: Research Questions and Hypotheses 

2.1 Primary Objectives  

2.1.1 Efficacy of WCS Course 

One of the primary objectives of the current study was to develop and test the 

efficacy of the WCS course on a variety of measures. All hypotheses and measures used 

to test the hypotheses can be found in Table 1. The first research question was: Did the 

WCS course lead to more frequent requests for and receipt of accommodations for a 

mental health condition(s) compared to the waiting list group? Secondly, did the WCS 

course help to improve employees’ self-stigma attitudes? Thirdly, did the intervention 

help to increase knowledge of workplace accommodations for mental health concerns? 

Fourth, did the WCS course impact workplace relationships? It was hypothesized that 

participants in the treatment condition relative to control condition would report 1) more 

frequent requests for and receipt of accommodations; 2) have lower self-stigma attitudes; 



 

 

 

Table 1 

 

Proposed Research Questions and Hypotheses 

 

Research Questions Hypotheses Measurements Used 

Primary objectives   

2.1.1 Efficacy of WCS course  

 

Completion of the course will result in:  

Requesting/receiving accommodation More comfort requesting an accommodation 

More requests for accommodation 
See section 3.6.2.1 

 
 

Employee knowledge of accommodations  More knowledge of accommodations 

Employee self-stigmatizing attitudes    Reduced rates of self-stigma 

 

SSMIS-SF 

 

Workplace relationships  Fewer interpersonal conflicts at work 

 

WRS 

2.1.2 Outcomes of Accommodations  Receiving an accommodation will result in:  

Absenteeism and presenteeism rates Lower absenteeism and presenteeism rates WHO HPQ 

Self-efficacy Improved self-efficacy NGSE 

Psychological distress/symptomology 

 

Lower psychological distress/symptomology GAD-7/SIAS-6/SPS-

6/PHQ-9 

Types of accommodations received Types of accommodations received: 

   Most frequently used: Flexible time 

   Least frequently used: Structural changes 

See section 3.6.2.1    

2.1.3 Organizational inclusiveness and 

supervisory leadership 

 

Inclusive organizations and supportive supervisory 

leadership will result in: 
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Receiving a workplace accommodation Increase accommodation usage  

 
SSLS 

Disclosing in the workplace 

 

Lead to increased disclosure rates. 

Secondary objectives   

2.2.1 Efficacy of WCS course  

 

Completion of the course will result in: 
 

Comfort level disclosing  

 

Increased comfort disclosing  

See section 3.6.2.2 
Rates of disclosures 

 

More frequent disclosures 

2.3 Qualitative analyses 

     

 
 

Barriers/facilitators to requesting/receiving 

accommodations 

 

No hypotheses  

Feedback on course structure and content No hypotheses  

Note. SSMIS-SF is Self-Stigma of Mental Illness Scale Short Form; WRS is Workers’ Relation Scale; WHO HPQ is World Health 

Organization Health and Work Performance Questionnaire; NGSE is New General Self-Efficacy scale; GAD-7 is Generalized 

Anxiety Disorder 7-item; SIAS-6/SPS-6 is Social Interaction Anxiety Scale and Social Phobia Scale-short form; PHQ-9 is Patient 

Health Questionnaire 9-item; SSLS is Supervisor Servant Leadership Scale.



 

 

 

3) have increased knowledge of accommodations for anxiety and/or depression; and 4) 

have decreased incidences of interpersonal conflict at work.  

2.1.2 Outcomes of Accommodations 

A second primary objective was to assess the outcomes of receiving or not 

receiving a mental health accommodation. Specifically, did receipt of an accommodation 

for a mental health concern lead to improvements in absenteeism and presenteeism rates, 

self-efficacy, and lower psychological distress and symptomology? It was hypothesized 

that if employees were provided with reasonable accommodations to address their mental 

health concerns, they would experience improvements in work attendance, productivity, 

self-efficacy, and would report decreased anxiety/depression symptoms. A second 

research question on the outcome of receiving or not receiving a mental health 

accommodation was: what types of accommodations were requested and received or not 

received? It was hypothesized that flexible time would be the most requested and 

frequently used accommodation. Accommodations requiring structural changes within 

the organization would be the least likely accommodations to be received.  

2.1.3 Organization Inclusiveness and Supervisor Leadership 

The third primary objective of the study was to assess the impact of 

organizational inclusiveness and supervisor leadership on receiving an accommodation 

and disclosing a mental health concern within the workplace. Specifically, how does 

inclusive organizations and supervisor leadership influence employees’ ability to receive 

workplace accommodations and employees’ disclosure rates in the workplace? It was 

hypothesized that inclusive organizations and supportive supervisory leadership would 

increase accommodation usage and disclosure rates. 
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2.2 Secondary Objectives 

2.2.1 WCS Course Impact on Disclosure 

A secondary aim of the current study was to assess the impact of the WCS course 

on mental health disclosures in the workplace. Specifically, did the WCS course 

influence participants’ comfort levels disclosing and following completion of the course 

did more participants disclose in the workplace? It was hypothesized that participants 

who had completed the WCS course would report more comfort disclosing and would 

have increased disclosures in the workplace. 

2.2.2 Qualitative Analyses 

The final aim of the proposed study was to qualitatively assess aspects of the 

accommodation process and the quality of the course structure and content. Questions on 

the accommodation process included asking participants to identify accommodations they 

were aware of and the barriers and facilitators to requesting and receiving 

accommodations. With regards to course structure and content, participants were asked: 

“What did you like or dislike about the WCS course?”, “If this course was to be offered 

to others in the future what changes do you recommend?”, “If this course was to be 

offered in the future what should stay the same?” and “How confident would you be in 

recommending the WCS course to a friend who experiences similar problems?”. To 

remain consistent with qualitative approaches and methodologies, the researcher had no 

hypotheses regarding the accommodation process and course feedback (Creswell, 2013) 

(Creswell, 2013). See Table 1 for an outline of the proposed primary and secondary 

research questions and hypotheses.



 

 

 

 

CHAPTER THREE: Method 

3.1 Research Setting  

The proposed study was conducted under the mentorship of Dr. Heather 

Hadjistavropoulos at the University of Regina. Dr. Hadjistavropoulos is the Director of 

the Online Therapy Unit (OTU), which offers Internet-delivered Cognitive Behaviour 

Therapy (ICBT) to residents of Saskatchewan who are experiencing symptoms of anxiety 

and depression. The ICBT programs that are currently offered through the OTU were 

developed by a research team at Macquarie University in Australia. Dr. 

Hadjistavropoulos has licensed the programs at no cost for use with a Saskatchewan 

population (Hadjistavropoulos et al., 2016). The primary ICBT program offered to 

Saskatchewan residents experiencing anxiety and depression is the Wellbeing Course, 

which is a five-lesson program covering: 1) psychoeducation, 2) cognitive restructuring, 

3) managing physical symptoms, 4) graded exposure, and (5) relapse prevention. The 

Workplace Coping Strategies (WCS) course was developed for this study and offered to 

participants as a separate and distinct course from the Wellbeing Course. 

3.2 Ethics 

The present study proceeded after review and approval by the University of 

Regina Research Ethics Board (File# 2019-126; Appendix A) and registration through 

the Clinical Trials.gov Protocol Registration and Results System (Clinical Trials.gov ID: 

NCT04122482). 
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3.3 Study Design 

The primary purpose of the current study was the development and examination 

of the efficacy of a psychoeducational (WCS) course for employees with anxiety and/or 

depression symptoms. The study included two phases: course development and course 

delivery. Phase One included the development of lesson content and review by 

professionals familiar with workplace accommodations for mental health concerns. 

Following the content review, participants were invited to complete a short questionnaire 

consisting of closed and open-ended questions. Any feedback or suggestions provided by 

the participants were then incorporated within the lesson content and the lessons were 

prepared for dissemination in Phase Two.  

The primary purpose of Phase Two was to assess the efficacy of an internet-

delivered psychoeducational program (WCS) on employee wellbeing (e.g., increased 

requests for and receipt of workplace accommodations, reduced symptomology, 

improved workplace relationships) and to improve secondary measures (e.g., increased 

comfort disclosing mental health concerns in the workplace, identification of 

accommodation barriers and facilitators) for Canadian employees with anxiety and/or 

depression from baseline to post-treatment (i.e., at four and eight weeks). Using a 

randomized control trial (RCT) design (Kendall, 2003), participants with symptoms of 

anxiety and/or depression  were randomly assigned to begin the WCS course or placed on 

an eight-week wait list. The waitlist group served as a control group to determine the 

influence of history on variables of interest. Since this was a pilot program, participants 

were also asked to provide feedback on the course design and content. 

3.3.1 Method changes after trial commencement 
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To remain consistent with CONSORT documents (e.g., Moher et al., 2010), a 

brief overview of changes to the method section following trial commencement is 

outlined next. First, after four months of recruiting, only 30% (n = 26) of participants 

were enrolled in the study. To increase enrollment the study was opened to employees of 

any organization regardless of organization size. As a result of this change, revisions 

(e.g., direct references to small- to mid-sized employees) were made to the course content 

and the name of the study was revised from A Randomized Controlled Trial of an Online 

Psychoeducation Course for Improving Knowledge and Access to Mental Health 

Accommodations in Small- to Mid-sized Enterprises (SME) to A Randomized Controlled 

Trial of an Online Psychoeducation Course for Improving Knowledge and Access to 

Workplace Mental Health Accommodations. Second, since only a small number of 

participants receive an accommodation, we were unable to answer questions regarding 

the impact of accommodations on several variables (e.g., absenteeism/presenteeism 

scores, self-efficacy, or anxiety/depressive symptoms). Consequently, it was decided to 

examine the impact of the WCS course on the stated variables instead. See Table 2 for 

the details of the finalized research questions and hypotheses. Additionally, on post-

questionnaires participants were not asked which accommodations they received; instead, 

they were asked to identify the accommodations they knew of. As such, we were unable 

to determine which accommodations were used by those who had received an 

accommodation.  

 There was also a change to the proposed analyses. It was proposed that a 2x3 

repeated measures (i.e., pre-course, at four weeks and eight weeks) mixed model 

Univariate Analysis of Variance (ANOVA) would be used to analyze the effects of the 



 

 

 

Table 2 

Research Questions and Hypotheses 

Research Questions Hypotheses Measurements Used 

Primary Analyses   

Efficacy of WCS course  

 

Completion of the course will result in:  

Requesting/receiving accommodation More comfort requesting an accommodation 

More requests for accommodation 
See section 3.6.2.1 

 
 

Employee knowledge of accommodations  More knowledge of accommodations 

Employee self-stigmatizing attitudes    Reduced rates of self-stigma 

 

SSMIS-SF 

 

Workplace relationships  Fewer interpersonal conflicts at work 

 

WRS 

Organizational inclusiveness and supervisory 

leadership 

 

Inclusive organizations and supportive supervisory 

leadership will result in: 

 

 

Receiving a workplace accommodation Increase accommodation usage  

 
SSLS 

Disclosing in the workplace 

 

Lead to increased disclosure rates. 
 

Secondary Analyses   

Efficacy of WCS course:  

 

Completion of the course will result in: 
 

Comfort level disclosing  

 

Increased comfort disclosing  

See section 3.6.2.2 
Rates of disclosures 

 

More frequent disclosures 
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Exploratory Analyses 

 

  

Efficacy of WCS Course  Completion of the course will result in:  

Absenteeism and presenteeism rates Lower absenteeism and presenteeism rates WHO HPQ 

Self-efficacy Improved self-efficacy NGSE 

Psychological distress/symptomology 

 

Lower psychological distress/symptomology GAD-7/SIAS-6/SPS-

6/PHQ-9 

Qualitative Analyses 

     

  

Accommodations identified  

 

No hypotheses 

Barriers/facilitators to requesting/receiving 

accommodations 

 

No hypotheses  

Feedback on course structure and content 

 

No hypotheses  

 Note. SSMIS-SF is Self-Stigma of Mental Illness Scale Short Form; WRS is Workers’ Relation Scale; WHO HPQ is World Health 

Organization Health and Work Performance Questionnaire; NGSE is New General Self-Efficacy scale; GAD-7 is Generalized 

Anxiety Disorder 7-item; SIAS-6/SPS-6 is Social Interaction Anxiety Scale and Social Phobia Scale-short form; PHQ-9 is Patient 

Health Questionnaire 9-item; SSLS is Supervisor Servant Leadership Scale.



 

 

 

intervention on accommodation requests, knowledge of accommodations, 

absenteeism/presenteeism rates, employee self-efficacy, and psychological symptoms. To 

appropriately perform a mixed ANOVA, several assumptions must be met. Specifically, 

the outcome variables must be quantitative and normally distributed, the covariates (e.g., 

treatment group and time) must be discrete, the assumption of sphericity must be met, 

and datasets should be complete (e.g., no missing data) at all time points (Gravetter & 

Wallnau, 2008; Hubbard et al., 2010; Meyers et al., 2013; Muth et al., 2016). 

Understanding that these assumptions are difficult to meet in practice, researchers have 

sought out and recommended using alternative methods of analysis, including 

Generalized Estimating Equations (GEE). 

GEE is one method of analysis that has been shown to be a suitable alternative to 

ANOVAs in longitudinal studies with repeated measures (Brock & Tenkasi, 2019; Liang 

& Zeger, 1986; Muth et al., 2016). First, GEE models are more flexible and can be used 

on data that are not normally distributed (Brock & Tenkasi, 2019; Muth et al., 2016). 

Second, GEE models are known as marginal models in that they estimate how the 

population average changes rather than how the dependent variable changes for each 

participant. It has been argued that this type of modelling makes GEE models more 

robust to violations of assumptions and applicable in more situations (Brock & Tenkasi, 

2019; Hubbard et al., 2010). Third, GEE models use robust estimates of the standard 

error that provide valid inference even if the correlation structure is unspecified (Hubbard 

et al., 2010; Liang & Zeger, 1986; Muth et al., 2016). Specifically, marginal models 

allow you to specify the covariance structure, while ANOVA/MANOVA constrains you 

to either an unspecified or a compound symmetry structure. Fourth, GEE models have 
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been recommended for use in longitudinal research where the focus of analysis is on 

examining changes in measures over time (Brock & Tenkasi, 2019; Hubbard et al., 2010; 

Muth et al., 2016). Finally, GEE models are an increasingly common technique used in 

research on Internet delivered interventions to assess symptom change over time 

(Hadjistavropoulos et al., 2020; Hadjistavropoulos et al., 2021; Karin et al., 2018). For 

these reasons, GEE was selected as the method of analysis for the current study. 

3.4 Phase One: WCS Course Development 

Phase One of the study was the development and review of the WCS course prior 

to dissemination to study participants. As outlined below, the course content was 

developed using evidence-based literature and reputable websites. The content was then 

reviewed by lab volunteers and Dr. Hadjistavropoulos before being examined by experts 

(e.g., human resource personnel, lawyers) in the field. The following is a review of the 

experts’ feedback on the WCS course. 

3.4.1 Development  

The WCS course was developed over a 14-month period between July 2018 and 

September 2019. From July 2018 to March 2019, the primary researcher examined 

relevant literature on workplace accommodations for physical and mental health 

impairments in conjunction with a review of several easily accessible websites (e.g., Job 

Accommodation Network (JAN)). Between July and September 2019, the primary 

researcher utilized the knowledge ascertained from the literature and website reviews to 

develop the course content. The content was then examined for accessibility, grammar, 

and comprehensiveness by two research volunteers from the Online Therapy Unit and by 

Dr. Hadjistavropolous. The research volunteers also helped the primary researcher 
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develop the course pages (e.g., formatting, picture retrieval) and examined the content for 

errors. The course lessons were reviewed a final time by Dr. Hadjistavropoulos before 

commencement of Phase 1. 

3.4.2 Sampling Procedures  

Participants were recruited from across Canada through online social media 

platforms (e.g., Facebook), snowball sampling (Noy, 2008), email requests, and through 

connections with a national organization (Co-operators Group Insurance). Efforts were 

made to recruit and include a variety of perspectives from different occupations (e.g., 

disability case managers, human resource personnel, managers, lawyers) and industries 

(e.g., insurance company, non-profit organizations, legal firms) to ensure the course 

content was applicable and accessible to a variety of groups.  

3.4.3 Inclusion and Exclusion Criteria  

Experts were eligible for Phase One if they met the following criteria: (1) were 18 

years of age or older; (2) had knowledge or experience with workplace accommodations; 

and (3) were Canadian residents. Experts were excluded if they did not meet the inclusion 

criteria. 

3.4.4 Procedure  

Between September 8, 2019 and September 28, 2019, participants who expressed 

interest in participating in the study were asked to provide an email address. Once the 

email address was received, the primary researcher sent participants a standardized email 

with the material for a specific lesson and instructions on how to proceed (Appendix B). 

Within the instructions, participants were asked to review the lesson content and 

accompanying lesson exercise and provide responses through a survey link. Once 
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participants clicked on the survey link, they were provided with the study consent form 

and asked to give e-consent prior to proceeding. Once consent was received, participants 

were invited to provide demographic information (gender, province, occupation, level of 

education, ethnicity) and respond to closed and open-ended questions regarding the 

course content and lesson exercises (Appendix C). Closed-ended questions consisted of 

participants ranking, on a 9-point ruler (1 = Not at all; 9 = Very logical/helpful), the 

degree to which participants found the lesson logical, helpful, and would they 

recommend the lesson to a friend. Participants were also asked to rank the visual appeal 

and understandability of each lesson on separate 5-point Likert scales (1 = “Not at all 

appealing/very difficult to understand;” 5 = “Very appealing/very easy to understand”). 

The final close-ended question asked if the lesson encouraged participants to learn more 

about workplace accommodations. Open-ended questions consisted of asking participants 

what they liked about the lesson(s) they had read, what could be improved, and other 

recommendations, including recommendations for Internet resources. Beyond written 

feedback in the survey, participants were also given an option to provide specific 

feedback on the lesson content by submitting comments on the lesson files to the primary 

researcher via email. Participants were also invited to review more than one lesson, if 

interested in doing so. Only one participant reviewed multiple lessons.  

Participant responses were reviewed daily to determine if major revisions were 

required and to assess if saturation was achieved. Saturation is described as the point 

when no new information or data are received (Creswell, 2013). Although saturation is 

typically achieved with responses from 12 participants (Creswell, 2013; Guest et al., 

2006), recruitment continued until no novel information or responses were provided.  
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3.4.5 WCS Course Content 

The WCS Course consisted of four lessons that contained information on 

anxiety/depression symptoms, available workplace accommodations, strategies for 

discussing mental health concerns within the workplace, and coping strategies to help 

manage symptoms at work (Table 3). Each lesson consisted of a slideshow and a 

worksheet. The lesson content consisted of text and pictures with one audio clip 

containing a progressive muscle relaxation (PMR) exercise. Each lesson also included 

case examples that portrayed individuals experiencing symptoms of anxiety and 

depression within the workplace. These examples were meant to normalize participants’ 

experiences and to help illustrate the skills taught within each lesson.  

  



48 

 

Table 3 

 

Components of the WCS Course 

 

Lesson 1  Anxiety and depression in the workplace. Focus was on the 

symptoms of depression and anxiety and included practical work 

examples (e.g., difficulty with concentration in meetings) to help 

participants identify symptoms while at work. Participants were also 

presented with examples of the functional limitations that are 

commonly associated with depression and anxiety symptoms (e.g., 

missing important deadlines due to procrastination behaviours). 

Information on the prevalence of depression and anxiety in 

Canada/World was also be included to normalize the participants’ 

experiences and to counteract any stigmatic attitudes or beliefs. 

Lesson 2 Accommodations for anxiety/depression. Information was presented 

on the Canadian legislation on reasonable workplace 

accommodations including a discussion on undue hardship and how 

this information can impact the receipt and types of workplace 

accommodations available. Participants were provided with common 

examples of accommodations frequently identified within the 

research literature (e.g., flexible work schedules) and the benefits of 

receiving accommodations for anxiety/depression symptoms (e.g., 

improved productivity, reduced symptomology). The lesson 

concluded with the potential barriers (e.g., stigma, organizational 

barriers) and facilitators (e.g., supportive work environments) to 

requesting and receiving accommodations. Strategies to overcome 

potential barriers were also addressed. 

Lesson 3 Mental health disclosure and accommodation requests. Focus was on 

strategies for requesting an accommodation including information on 

when to disclose a mental health condition, how to disclose, what to 

disclose, and to whom the disclosure should occur. To help facilitate 

the disclosure process, participants were provided with a task-list 

and/or recommendations to consider prior to disclosing in the 

workplace (MacDonald-Wilson et al., 2011). In addition, the pros 

and cons of workplace disclosure were discussed to ensure that the 

participant was fully informed when making the decision to (or not 

to) disclose. Participants were also informed that full disclosure was 

not necessary to receive an acceptable accommodation (Chow & 

Cichocki, 2016; Goffman, 1963; MacDonald-Wilson et al., 2011).  
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Lesson 4 Symptom management. Focus was on strategies for managing 

depression and anxiety symptoms with or without an 

accommodation. This included strategies for managing expectations, 

reducing procrastination, building and maintaining workplace 

relationships, and how to use progressive muscle relaxation to 

manage symptoms and stress. Participants were also provided with 

recommendations for goal setting to help manage procrastination and 

reduce symptoms at work. 
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3.4.6 Evaluation  

Responses were received from twenty-six participants from a variety of 

professions, provinces, and levels of education. Although not a comprehensive list, 

professions included human resources, social work, disability case managers, lawyers, 

engineers, photographer, psychologist, sales, and professional services manager. 

Responses were received primarily from Saskatchewan (n = 18) although there were also 

responses from Alberta (n = 3), British Columbia (n = 1), Manitoba (n = 2), and Ontario 

(n = 2). Participants also had varying levels of education including a high school diploma 

(n = 2), some university (n = 2), college or university diploma (n = 13), or a university 

professional or graduate degree (n = 9). 

Overall, participants found the lessons logical, believed they would help 

employees prepare for requesting an accommodation, were confident in referring the 

course to a friend, and found the course visually appealing and easy to understand. As 

documented in Table 4, Lesson Four was rated the highest on all measures. In their 

written feedback, one participant noted how Lesson Four helped them personally: “It was 

also helpful with dealing with my time and learning ways to procrastinate less and how 

breathing can help me ease off stress” (Participant 22). Favourable comments about all 

the lessons were further documented in the written feedback. In terms of overall 

comments, participants acknowledged the clear, concise, and logical presentation of the 

course content. One participant adequately summarized the lesson comments when they 

stated: 
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Table 4 

 

Lesson Feedback 

 

  

 Lesson 

Variable 1 

(n = 7) 

2 

(n = 7) 

3 

(n = 8) 

4 

(n = 7) 

 M (SD) M (SD) M (SD) M (SD) 

Logical a 7.92 (0.82) 8.15 (0.81) 8.29 (1.13) 8.60 (0.51) 

Successful a 7.37 (0.92) 7.34 (0.92) 8.07 (1.33) 8.22 (0.86) 

Confidence a 8.28 (0.81) 7.64 (1.59) 8.08 (1.14) 8.46 (0.82) 

Visual appeal b 4.29 (0.49) 4.14 (0.38) 4.25 (0.46) 4.29 (0.76) 

Ease of understanding b 4.43 (0.54) 4.57 (0.54) 4.38 (0.74) 4.71 (0.48) 

Note. a Questions asking if the lessons were logical and helpful, and participants’ 

confidence level recommending the course to a friend were rated on a 9-point sliding 

scale (1 = Not at all; 9 = Very). b Questions asking about the lessons’ visual appeal and 

understandability were rated on a 5-point Likert scales (1 = Not at all appealing/very 

difficult to understand; 5 = Very appealing/very easy to understand).  
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The lesson is clearly laid out. Language and terms used are basic and easy to 

understand. I like the pros and cons lists. The lessons help an individual consider 

their options step by step which is helpful considering when someone is 

struggling with depression and/or anxiety can experience disorganized thoughts. 

The lesson breaks options down into easy-to-understand selections. (Participant 

25) 

Participants also liked the thoroughness of the content, the case examples and how the 

information was presented in a non-threatening manner.  

Despite the several positive comments, participants also made some 

recommendations for changes. For example, suggested improvements to Lesson One 

included slight changes to the aesthetic (e.g., uniform backgrounds for the included 

pictures, add more older/middle-aged workers to the pictures), addition of audio and 

frequent check points to help maintain focus, and more normalizing comments 

throughout. The recommended changes to the aesthetic were implemented and 

normalizing comments were added. Unfortunately, audio could not be added due to a 

desire to evaluate the content before investing in audio. Suggested improvements for 

Lesson Two included more examples of common accommodations and more encouraging 

language about the cons of asking for an accommodation to help facilitate disclosure. 

Due to a lack of research on common accommodations for mental health disorders, the 

list of accommodations was not revised as it contained a comprehensive list of the 

recommended accommodations within the research literature. The language around the 

cons of asking was also not addressed because disclosure is discussed in more detail in 

Lesson 3. Changes were made to wording regarding Federal and Provincial jurisdiction to 
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be more accurate and some aesthetic changes were made (e.g., consistent font 

size/colour). In the feedback for Lesson Three, participants cautioned against the volume 

of information within the lesson, suggesting that it may be overwhelming to some. No 

changes were made to the volume of the information because we believed the time 

provided to review the lessons may alleviate feelings of being overwhelmed. One 

participant (Human Resources consultant) asked to verbally discuss their feedback with 

the primary researcher, which resulted in several changes to specific wording within the 

definition of disclosure and the section on “Choosing Nondisclosure”. Primarily the 

changes made to the wording were to provide more clarity and understanding regarding 

the process of receiving an accommodation (i.e., no disclosure is required if a doctor’s 

note is presented). There were few comments on improvements for Lesson Four, with 

one participant suggesting the addition of information on assertive communication, which 

was not added at this time. 

Following data collection and completion of noted revisions, the course was 

reviewed a final time before dissemination in Phase Two. It was anticipated that each 

lesson would take approximately 20 to 30 minutes to review. In addition, a resource page 

was developed based on participants’ recommendations (e.g., links to human rights 

pages, mental health commission).  

3.5 Phase Two: WCS Course Delivery 

3.5.1 Sample Size and Power Analysis  

A preliminary power analysis using a repeated measures, between factors analysis 

of variance test was conducted in G*Power (Faul et al., 2007) to determine the sample 

size required for three-time measurements, with a medium effect size (f = 0.25), an alpha 
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of 0.05, correlation among repeated measure of 0.5, and power of 0.80.  According to 

Leon et al. (2011), the sample size of a pilot study, with limited to no previous research, 

should include an effect size that represents a clinically meaningful difference between 

groups. Furthermore, the recipients of this intervention (i.e., Canadian organizations) will 

want at least a medium-sized effect to justify their current participation and future use of 

this intervention. As such, to assess for medium effects between groups, a minimum 

sample size of 86 participants was required. Upon review of the proposed power analysis, 

an error in the above calculation was detected. The correct analysis should have used a 

repeated measures MANOVA (due to the anticipated high correlations between 

variables), within-between interaction, which would have compared changes over time in 

the treatment and waitlist groups. Using a medium effect size of f = 0.25, an alpha of 

0.05, power of 0.80, with two groups, and three measurements per individual the total 

sample size required would have been 158.  

However, as the analysis changed to GEE, a new power analysis was conducted 

using methods developed for GEEs. To calculate power for GEE, the longpower package 

in R was used (Diggle et al., 2002; Donohue, 2021; Liu & Liang, 1997; Lu et al., 2008). 

The formulas for the longpower package in R require specifying the standard deviations, 

working correlation matrix, and differences in regression coefficients for the two groups. 

The standard deviations and correlation matrix were chosen by using data collected in the 

waitlist condition for the accommodation knowledge measure. Using the accommodation 

knowledge data, a correlation between measures of 0.6 and standard deviation of 2.6 was 

used. For the difference in regression coefficients, values that would result in a medium 

Cohen’s d between groups and the week four and week eight measurements were used. 
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Multiplying 0.5 by the estimated standard deviation of 2.6 gives a difference in 

regression coefficients of 1.3. Retaining an alpha of 0.05 and power of 0.80, the total 

sample size required is 76.  

To help understand the large difference in the longpower and G*Power within-

between interaction calculations, G*Power’s feature to determine the effect size f from 

specified means, standard deviations, and correlation was used. With a standard deviation 

of 2.6, a correlation of 0.6, a mean in the waitlist group of 3.6, a pre-treatment mean in 

the treatment group of 3.6, and a mean of 4.9 at week four and eight in the treatment 

group, f is calculated as 0.32. Re-running the within-between interaction power analysis 

R Power using an effect size of 0.32 gives a total sample size required of 96. A post-hoc 

test of the power to detect an effect size of 0.32 with the current sample size of 77 

resulted in power of 0.7.   

3.5.2. Recruitment Procedures 

Participants were recruited through social media (e.g., Facebook, Twitter, 

Instagram), print, radio, and television media (e.g., Regina Leader Post, The Carillon (U 

of R student newspaper), Canadian Broadcasting Corporation), email campaigns, and 

through public (e.g., Government of Saskatchewan) and private sector organizations (e.g., 

The Co-operators Insurance Company, RBC). Further, posters were displayed in various 

agencies across Regina including physician clinics, walk-in clinics, and pharmacies. 

Finally, the course description was also posted on the Online Therapy website where 

potential clients could review it. Connections were also made with associations (e.g., 

Saskatchewan construction associations, chambers of commerce, credit unions) that 

provide services to several enterprises.  
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Recruitment material included information about the WCS course, eligibility 

criteria, potential benefits of the program, and a link to the website where prospective 

participants could register for the WCS course. A WCS Facebook page and Twitter 

account were also created to allow prospective participants access to information on the 

WCS course, and to read relevant posts on managing anxiety and/or depression 

symptoms within the workplace. To further enhance recruitment, paid advertisements 

were created and distributed on Facebook, Twitter, and Google. The primary researcher 

also took part in brief speaking engagements (e.g., television and radio appearances, 

public conferences) to help disseminate the potential benefits and uses of the WCS 

course. Finally, the WCS project was the first research project to be advertised on Anxiety 

Canada website.  

3.5.3 Inclusion and Exclusion Criteria 

To be eligible to participate in this study, individuals had to be residents of 

Canada, over the age of 18 years, and experiencing clinically significant symptoms of 

anxiety and/or depression. Symptoms had to be severe enough to be impacting work 

performance (e.g., frequent absences or reduced productivity) to the extent that an 

accommodation may be required. Participants also had to have access to a secure 

computer and the Internet and be comfortable using technology. Initially participants had 

to be employed by a SME with 499 employees or less, but due to slow recruitment (26 

participants had been enrolled by February 11, 2021) the study was opened to employees 

of organizations of any size. Minimal changes (e.g., direct references to SME employees) 

were made to the course content and REB approval was received (see Appendix A: 

Ethics Approvals). 
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Participants were excluded from the study if they were experiencing minimal or 

no symptoms of anxiety and/or depression or symptoms were not impacting work 

performance. Participants were also ineligible if they had been hospitalized within the 

last year for mental health and/or suicide risk concerns or were experiencing unmanaged 

problems with alcohol, drugs, psychosis, or mania. Finally, individuals who had 

previously requested and/or received an accommodation for a mental health condition 

were also excluded from participating.  Any ineligible participants were referred to 

appropriate mental health services in their area or provided additional resources via 

email. No participants endorsed mania and/or psychosis symptoms.  

3.6 Measures 

Table 5 depicts the assessment tools that were administered at each phase of the 

current study.  

3.6.1 Screening/Eligibility 

Screening/eligibility measures included measures administered during the online 

screening phase to determine eligibility. The following measures were administered in 

REDCap, which is a secure platform for managing online surveys. Following the online 

screen, participants were asked to participate in a telephone screen with the primary 

researcher to further determine eligibility. 
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Table 5 

 

Summary of Measures Administered 

 

Measure Online 

Screening 

Week 4 Week 8 Week 12 Week 16 

 Pre-treatment Post Pre Post Pre Post Post Post Post 

 TX WL TX WL TX WL TX WL TX WL 

Screening/eligibility X X         

Demographic X X         

GAD-7 item X X X X X X  X  X 

SIAS-6/SPS-6 X X X X X X  X  X 

PHQ-9 item X X X X X X  X  X 

WHO HPQ: clinical trials X X         

Accommodation questions X X X X X X  X  X 

Disclosure questions X X X X X X  X  X 

NGSE X X X X X X  X  X 

SSMIS-SF X X X X X X  X  X 

WRS X X X X X X  X  X 

Supervisory leadership X X X X X X  X  X 

Climate for inclusion X X X X X X  X  X 

Treatment satisfaction   X  X   X  X 

Client feedback questions   X     X   

 

Note. TX = Treatment group; WL = Waiting list group; Pre-treatment = measures completed prior to receiving access to Lesson 1; 

Post = measures completed after receiving course access; GAD-7 = Generalized Anxiety Disorder 7-item; SIAS-6/SPS-6 = Social 

Interaction Anxiety Scale/Social Phobia Scale-short form; PHQ-9 = Patient Health Questionnaire 9-item; WHO HPQ = World Health 

Organization Health and Work Performance Questionnaire; NGSE = New General Self-Efficacy scale; SSMIS-SF = Self-Stigma of 

Mental Illness Scale Short Form; WRS = Workers’ Relation Scale. 
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3.6.1.1 Basic Eligibility. Self-report questions assessing anxiety and depression 

symptoms including symptom severity, alcohol and drug use, impact on work 

performance (i.e., need for a work accommodation), recent hospitalizations, suicidal 

ideation and/or risk, status as a resident of Canada, confirmation of status as an eligible 

employee (i.e., currently working or on an approved disability leave), age, and comfort 

level using the Internet were asked to determine eligibility.    

3.6.1.2 Demographic Questions. Participants were asked a series of open- and 

closed-ended questions to collect information about their name, contact information, 

location of residence, age, gender, education level, ethnicity, relationship status, 

children, living situation, and treatment for psychological distress.  

3.6.1.3 Symptomology.  Measures of generalized anxiety, social anxiety, and 

depression were administered to assess eligibility for the study and the impact of the 

WCS course on symptomology, To assess the severity of anxiety symptoms, the 

Generalized Anxiety Disorder 7-item measure (GAD-7; Spitzer et al., 2006) was 

administered. Although the GAD-7 (Spitzer et al., 2006) was initially developed to 

provide a brief diagnostic measure for generalized anxiety, it has more recently been 

identified as a useful tool for assessing panic disorders as well (Kroenke et al., 2007). 

This self-report measure asks participants to assess common anxiety symptoms over the 

past two weeks. Specifically, participants were asked to rate statements (e.g., “Trouble 

relaxing”) on a scale from 0 (“Not at all”) to 3 (Nearly every day”). Upon completion, 

the numeric responses are summed and a total score of 10 or greater is indicative of 

clinically significant levels of anxiety, with scores greater than 15 suggesting severe 

anxiety (Decker et al., 2002; Kroenke et al., 2010; Spitzer et al., 2006). The GAD-7 has 
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good overall psychometric properties (Bandelow & Brasser, 2009) and has been shown 

to have good internal consistency when used in an online format (α = 0.87) 

(Hadjistavropoulos et al., 2016). In the current study, Cronbach’s α was 0.84 at pre-

treatment.  

To assess the severity of social anxiety, the Social Interaction Anxiety Scale and 

Social Phobia Scale-short form (SIAS-6/SPS-6; Peters et al., 2012) was administered. 

The SIAS-6/SPS-6 contains 12-items that correspond with social anxiety symptoms. 

Participants are asked to rate 12 statements on a scale of 0 (“Not at all characteristic or 

true of me”) to 4 (“Extremely characteristic or true of me). Examples of included 

statements were: “I have difficulty making eye contact with others”, “I have difficulty 

talking with other people”, and “I worry I might do something to attract the attention of 

other people”. To score the SIAS-6/SPS-6, items from one to six (SIAS-6) are summed 

and items from seven to twelve (SPS-6) are summed. Scores of ≥ 7 on the SIAS-6 and 

scores of ≥2 are indicative of social phobia (Peters et al., 2012). The SIAS-6/SPS-6 has 

good overall psychometric properties (Peters et al., 2012) and when used in an online 

format has demonstrated good internal consistency (α = 0.89 to 0.90) (Hadjistavropoulos 

et al., 2016). In the current study, Cronbach’s α was 0.90 at pre-treatment. 

The Patient Health Questionnaire 9-item (PHQ-9; Kroenke et al., 2001) was used 

to assess severity of depression symptoms. Similar to the GAD-7 (Spitzer et al., 2006), 

the PHQ-9 (Kroenke et al., 2001) asks participants to consider the last two weeks and 

rate statements (e.g., “Little interest or pleasure in doing things”) on a scale ranging from 

0 (“Not at all”) to 3 (“Nearly every day). A total score (i.e., sum of all numeric 

responses) of 10 or greater is indicative of clinically significant levels of depression and 
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a score greater than 20 is considered severe depression (Kroenke et al., 2001; Levis et 

al., 2019; Spitzer et al., 2006). The PHQ-9 has been demonstrated to have sound 

psychometric properties with good validity and reliability (Kroenke et al., 2001). In 

addition, Kroenke et al. (2001) assessed the internal consistency of the PHQ-9 as good (α 

= 0.89). Another study investigating an online intervention reported a Cronbach’s alpha 

of .84 (Hadjistavropoulos et al., 2016). Cronbach’s α was 0.85 at pre-treatment in the 

current study. In addition to quantitative measures, a series of open- and closed-ended 

questions were asked to assess the development and duration of both anxiety and 

depression symptoms. 

3.6.1.4 Alcohol and Drug Use. To determine eligibility for the course, 

participants were asked to complete alcohol and drug measures. Specifically, the Alcohol 

Use Disorder Identification Test (AUDIT; Berman et al., 2005) and Drug Use Disorders 

Identification Test (DUDIT;Berman et al., 2005) were administered during the online 

screening only. The AUDIT is a self-report measure that assesses harmful use of alcohol, 

alcohol abuse and dependence. The measure consists of ten questions asking participants 

about their alcohol consumption and drinking behaviours. The following three domains 

are assessed: Hazardous alcohol use (e.g., frequency of drinking), dependence symptoms 

(e.g., morning drinking), and harmful alcohol use (e.g., unable to remember the night 

before due to drinking). Scores are summed, and total scores fall within the range of 0 to 

40. The higher the total score, the more severe the alcohol use and possible dependence. 

Scores over 20 suggest the need for further assessment of alcohol dependence (Babor et 

al., 2001). For participants with scores over 20, open- and closed-ended questions were 

used to assess eligibility for the study. The psychometric properties of the AUDIT have 
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been demonstrated to have good validity and reliability. The AUDIT has also 

demonstrated good internal consistency (α = 0.80) (de Meneses-Gaya et al., 2009). 

Cronbach’s α was 0.83 at pre-treatment in the current study.  

The DUDIT is similar to the AUDIT but is used to identify individuals 

experiencing drug-related concerns (Berman et al., 2005). There are eleven questions on 

the DUDIT that ask participants about their drug use and behaviours. Summed scores 

will fall within the range of 0 to 44, with higher scores representing more severe drug 

use. Any scores over 25 was further assessed through open- and closed-ended questions 

to determine eligibility for the course. The DUDIT has demonstrated good validity, 

reliability, and internal consistency of items (α = 0.80) and is highly predictive of drug 

dependence (Berman et al., 2005). Cronbach’s α was 0.73 at pre-treatment in the current 

study.  

3.6.1.5 Work Performance. The World Health Organization and Work 

Performance Questionnaire (WHO HPQ) was developed to assess three outcomes 

traditionally measured in intervention studies: absenteeism, presenteeism and job-related 

accidents (Kessler et al., 2003). The WHO HPQ: Clinical Trials Version was 

administered to assess absenteeism and presenteeism rates because of its focus on work 

impairments due to illnesses (e.g., depression) treated within clinical trials (Kessler, 

2002). This version consists of 13 questions asking participants about their current work 

situations, number of people supervised, hours worked per day, number of hours/days 

absent from work in the past 28 days, work successes and failures, performance in 

comparison to other co-workers, and self-reported overall performance over the past four 

weeks (Kessler et al., 2003).  The WHO HPQ: Clinical Trials Version also contains a 
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scoring guide and scores can be compared to a national bench marking data set (Kessler, 

2002). 

With regards to scoring, Kessler et al. (2003) states that higher scores on the 

absenteeism measures represent a higher number of days/hours lost due to disability. In 

contrast, presenteeism is measured as either an absolute or relative score with higher 

scores representing a lower amount of lost performance. An absolute score is 

conceptualized as a measure of actual performance in relation to possible performance. 

Absolute scores represent a percent of performance with a lower bound of 0 (total lack of 

performance during time on the job) and an upper bound of 100 (no lack of performance 

during time on the job). A relative score is the ratio of actual performance to the 

performance of other workers performing similar duties. Relative scores fall within a 

range of 0.25 (worst performance or 25% or less of the other workers’ performance) and 

2.0 (best performance or 200% of the other workers’ performance). For the purposes of 

this study, absolute scores were used since comparisons to other employees was not 

possible. 

Overall, the WHO HPQ has been shown to have excellent validity, reliability, 

and sensitivity to change (Kessler et al., 2004). According to Kessler et al. (2003), WHO 

HPQ validation studies have shown good agreement between the self-reported measures 

of absenteeism on the WHO HPQ and pay-roll records over a 30-day period. Moreover, 

the questions related to presenteeism have been shown to be reflective of work 

performances within a wide variety of industries and they are useful in assessing the 

overall effects of a variety of physical and mental illnesses on overall work performance 

(Kessler et al., 2003). 
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3.6.1.6 Clinical History and Treatment Experiences. Participants were asked a 

series of open- and close-ended questions about current and past mental health 

diagnoses. Further, participants were asked a series of closed-ended questions about their 

prior and current use of mental health services (e.g., pharmacotherapy, in-person 

therapy). 

3.6.2 Pre/Post Measures 

Pre/post measures were administered pre- and post-course completion through 

REDCap platform. The following measures were administered at three-time points pre-

treatment and post-course completion at four weeks and eight weeks following course 

completion: GAD-7, PHQ-9, WHO HPQ: Clinical Trials Baseline, accommodation 

questions, disclosure questions, the New General Self-efficacy (NGSE) scale, Self-

Stigma of Mental Illness Scale Short Form (SSMIS-SF) and Worker Relation Scale 

(WRS). Post-course measures included participant feedback questions regarding the 

course structure, design, and content.  

3.6.2.1 Accommodation Questions. Questions regarding accommodation 

knowledge and comfort requesting an accommodation were asked to assess the 

effectiveness of the WCS course on increasing facilitation of accommodations requests 

and receipt of accommodations. To assess participants’ levels of knowledge of 

accommodations, participants were asked: “In general, how much do you know about 

workplace accommodations for mental health conditions?”. Responses were rated on a 

ten-point scale (1 = no knowledge; 10 = very knowledgeable). Participants were also 

asked to list the types of mental health accommodations they were aware of prior to 

commencing the course. Additionally, they were asked to assess their comfort level with 
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requesting an accommodation using a ten-point scale (1 = very uncomfortable; 5 = 

Neutral; 10 = completely comfortable). Consistent with previous research (Schur et al., 

2014), participants were asked a yes/no question on if they had ever requested any 

change or accommodation in the workplace to better meet their mental health needs. If 

the respondent provided a “no” response, they were prompted to answer why they had 

not requested this change or accommodation. If the respondent answered “yes”, they 

were asked if the change or accommodation was made. Responses were rated on a scale 

three-point scale (1 = Yes, all requested changes were made (or other changes were 

made that were just as good); 2 = Only some of my requested changes were made (not as 

good as what was requested); 3 = No, none of my requested changes were made) (Schur 

et al., 2014). A question asking what accommodations were received was missed on the 

follow-up questionnaires. Respondents were also asked to identify the barriers and 

facilitators for (not) receiving the requested accommodations.  

3.6.2.2 Comfort with Disclosure Questions. Questions regarding disclosure of a 

mental health concern were asked to assess the effectiveness of the WCS course on 

increasing disclosure in the workplace. To assess comfort level fully and partially 

disclosing a mental health condition, participants were asked two versions of the same 

question used in previous studies using a four-point Likert-type scale (1= very 

uncomfortable; 4 = very comfortable). To assess full disclosure, participants were asked 

how comfortable they would be talking to a friend or family member (alternatives: co-

worker/colleague and boss/manager) about their mental health (Rüsch et al., 2014). To 

assess comfort level with selective disclosure (i.e., disclosing parts of the illness that are 

deemed acceptable), participants were asked how comfortable they would feel telling a 
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friend or family member about acceptable parts of their (MacDonald-Wilson et al., 

2011). Also consistent with previous research (MacDonald-Wilson et al., 2011; Munir et 

al., 2005), participants were asked to indicate whether they had made no disclosure, a 

selective disclosure (i.e., informing others about the presence of a medical condition or 

the limitations/barriers/restrictions they are experiencing), or a full disclosure (i.e. 

informing others of the mental health diagnosis). If participants responded with “a partial 

disclosure” or “full disclosure”, they were prompted to state to whom they had disclosed 

(e.g., family, friends, co-workers in the same company, co-workers in the same 

department, and direct boss or manager, and another boss or manager) and what they had 

disclosed (mental health diagnosis, medical condition, use of medications, and 

limitations/barriers/restrictions you are currently experiencing). Participants were also 

asked an open-ended question about why the disclosure(s) was made. If participants 

responded that they had not disclosed, they were asked how likely they would be to 

disclose in the future using a seven-point Likert-type scale (1 = not at all likely; 7= very 

likely).  

3.6.2.3. New General Self-Efficacy Scale (NGSE). The NGSE scale has been 

used to assess how much respondents believe in their ability to achieve goals despite 

difficulties (e.g., mental health concerns). The scale consists of eight questions (e.g., 

“When facing difficult tasks, I am certain that I will accomplish them”) and participants 

are asked to respond using a 5-point Likert-type scale (1=strongly disagree; 3=neither 

agree nor disagree; 5=strongly agree). The total score for each participant was calculated 

by summing the average rating of all items and dividing the sum by the total number of 

items. A higher average score represents higher self-efficacy. In a study comparing the 
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NGSE to two other self-efficacy scales, Scherbaum et al. (2006) reported that the NGSE 

demonstrated good internal consistency (α = 0.85), had greater discrimination 

parameters, and the least amount of variability as compared to the other two measures. In 

the current study, Cronbach’s α was 0.90 at pre-treatment. 

3.6.2.4 Self-Stigma of Mental Illness Scale Short Form (SSMIS-SF). The 

SSMIS-SF was developed to measure self-stigma attitudes and address critiques (e.g., 

too many questions) of the original self-stigma scale (Corrigan et al., 2012). The 20-item 

self-report measure contains four sections that ask respondents to rate their agreement 

with statements related to public attitudes and self-attitudes. Each section represents a 

separate construct (e.g., aware, agree, apply, hurts self). The total score for each 

construct was calculated by summing respondents’ answers on a nine-point Likert-type 

scale (1 = I strongly disagree; 9 = I strongly agree). A higher score indicates higher 

levels of self-stigma on each specific construct. The SSMIS-Aware construct measures 

the degree to which respondents know common stereotypes about others with mental 

health concerns (e.g., “I think the public believes most persons with mental illness are 

unpredictable”). It does not measure if the respondent agrees with the stereotypes. The 

SSMIS-Agree construct measures the degree to which respondents are aware of and 

agree with mental health stereotypes (e.g., “I think most persons with mental illness are 

unpredictable”). The SSMIS-Apply construct measures the degree to which the 

respondents apply the stereotypes to themselves or internalize the stereotypes (“Because 

I have a mental illness, I am unable to take care of myself”). The SSMIS-Hurts-self 

construct measures the degree to which the respondents who have internalized the 

stereotype are hurt (e.g., lower self-esteem or self-efficacy) by it (e.g., “I currently 
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respect myself less because I am to blame for my problems”). The SSMIS-Hurts sub-

scale has been found to be inversely associated with self-esteem and self-efficacy (i.e., a  

higher score on the SSMIS-Hurts subscale is associated with lower self-esteem and self-

efficacy; (Corrigan et al., 2012).  The SSMIS-SF has demonstrated excellent internal 

consistency across studies that included diverse mental health disorders and participant 

populations (alphas ranged from .65 to .87; (Corrigan et al., 2012). In the current study, 

Cronbach’s α was 0.90 at pre-treatment. 

3.6.2.4 Worker Relations Scale (WRS). The WRS was developed to assess the 

relationships between the employee, their co-workers, supervisors, and the organization 

(Biggs et al., 2016). The scale consists of nine questions (e.g., “Positive working 

relationships are encouraged in this organization”) and participants are asked to respond 

using a seven-point Likert-type scale (1 = Disagree Strongly; 7 = Agree Strongly). The 

total score for each participant was calculated by summing the scores of all items and 

dividing the sum by the total number of items. A higher average score represents more 

positive worker relations. Despite having a small number of items per subscale, the WRS 

demonstrates good internal consistency: individual (α = .74), supervisor (α = .79), and 

organization (α = .72) (Biggs et al., 2016). In the current study, Cronbach’s α for the 

WRS scale was 0.86 at pre-treatment. 

3.6.2.5 Supervisor Servant Leadership Scale (SSLS).  The SSLS was 

developed by Tucker and Johnson (2019) for an employability study focusing on job and 

health outcomes of employees with physical impairments. The purpose of the measure is 

to assess the leadership qualities of organizational supervisors. The scale consists of 

seven statements (e.g., “My supervisor makes my career development a priority”) and 
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participants are asked to respond to the statements using a five-point Likert-type scale (1 

= Strongly disagree; 5 = Strongly agree). The total score for each participant was 

calculated by summing the rating of all items and dividing the sum by the total number 

of items. A higher average score represents a more supportive supervisor. No 

psychometric properties were available for this scale. Cronbach’s α in the current study 

was 0.89 at pre-treatment. 

3.6.2.6 Climate for Inclusion Scale (CIS). The CIS was developed to measure 

inclusion of diversity within organizations (Nishii, 2013). There are three subscales 

within the measure including equitable employment practices, integration of differences, 

and inclusion in decision making. A slightly modified version of the integration of 

differences subscale was used to assess whether a more inclusive organization resulted in 

more frequent disclosures, accommodation requests, and approvals for accommodations. 

The scale consists of nine questions (e.g., “In this organization, people’s difference are 

respected”) and participants are asked to respond using a five-point Likert-type scale (1 

= Strongly disagree; 5 = Strongly agree). The total score for each participant was 

calculated by summing the rating of all items and dividing the sum by the total number 

of items. A higher average score represents a more inclusive organization.  The 

integration of differences subscale has demonstrated high reliability (α = .94(Nishii, 

2013). In the current study, Cronbach’s α was 0.94 at pre-treatment. 

3.6.2.7 Participant Feedback Questions. Participants were invited to answer 

open-ended questions five days after receiving access to the WCS course to collect 

feedback about their experiences with the course. Questions focused on the participants’ 

likes and dislikes and recommendations for improvement. Specific open-ended questions 
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included “What did you like most about the Workplace Coping Strategies course?”, 

“What did you dislike about the Workplace Coping Strategies course?”, “If this course 

was to be offered to others in the future what do you recommend should be changed or 

kept the same?”, and “If this course was to be offered in the future what should stay the 

same?”. The survey concluded with “How confident would you be in recommending the 

Workplace Coping Strategies course to a friend who experiences similar problems?” 

where 1 = Not at all confident and 10 = Very confident. 

3.7 Intervention Procedure  

3.7.1 Online Screening  

Interested participants registered to participate in the WCS course on the Online 

Therapy Unit website (www.onlinetherapyuser.ca). Congruent with the procedures 

utilized by ICBT trials within the Online Therapy Unit (e.g., Hadjistavropoulos et al., 

2016), eligibility for the course was determined online once participants applied for the 

course. The online screening questionnaire (Appendix D) began with a consent form and 

included basic eligibility questions. The eligibility questions focused on the inclusion 

and exclusion criteria previously outlined in section 3.5.3 (e.g., Canadian resident, age, 

access to computer). If assessed as ineligible (i.e., self-reported no symptoms of anxiety 

or depression, no lost productivity at work, not a resident of Canada, younger than 18 

years of age, no access to a computer or the Internet, lack of comfort with technology), 

the online screener automatically discontinued the session. Upon discontinuation, 

ineligible participants were provided with an explanation for their ineligibility and 

encouraged to contact the researcher via email if they had any questions or concerns.  
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Participants who met basic eligibility requirements were immediately directed to 

complete the remainder of the online screening, including the demographic measures, 

symptom questions (e.g., GAD-7, PHQ-9, AUDIT, DUDIT), clinical history and 

treatment experience questions. At the end of the screener, participants were asked to 

select a date through Coconut Calendar to complete a follow-up telephone screening.  

3.7.2 Telephone Screening  

 The intent of the telephone screen was to further assess inclusion and exclusion 

criteria that was not captured through the online questionnaire. To ascertain eligibility a 

telephone screening questionnaire (Appendix E) was developed and reviewed with the 

clients via telephone. Questions within the telephone screener focused on participant 

responses on the GAD-7, PHQ-9, SIAS-6, SPS-6, WHO-HPQ, AUDIT, and DUDIT, 

symptom severity and impact on work functioning, and risk of suicidality using the 

Revised Suicide Behaviours Questionnaire (SBQ-R; Osman et al., 2001). The eligibility 

cut-off scores are listed within Table 6. 

 Participants were excluded from the study if symptom thresholds were not met, 

risk of suicidality was high, participants endorsed symptoms of mania and/or psychosis, 

or participants presented evidence of an untreated addiction. Given that workplace 

accommodations are legally required only for justifiable disabilities (Canadian Human 

Rights Act, 1985), participants had to endorse at least moderate symptoms of anxiety 

and/or depression by scoring 10 or greater on either the GAD-7 or PHQ-9, or seven or 

greater on the SIAS-6, or two or greater on the SPS-6.  

 

 



72 

 

Table 6 

Assessment Tools Inclusion Scores 

Assessment Tool Eligibility Cut-off Scores 

   GAD-7-item ≥10 

   SIAS-6 ≥ 7 

   SPS-6 ≥2 

   PHQ-9 item ≥10 

   WHO HPQ: Clinical Trials: Absenteeism ≥ .3 

   WHO HPQ: Clinical Trials: Presenteeism ≥40 

   AUDIT ≤20 

   DUDIT ≤25 

 

Note. Participants had to score higher than the cut-off score on at least one of the 

following symptom measures: GAD-7 = Generalized Anxiety Disorder 7-item; SIAS-

6/SPS-6 = Social Interaction Anxiety Scale and Social Phobia Scale-short form; PHQ-9 

= Patient Health Questionnaire 9-item. Participants had to also score higher than the 

cutoff score on either the absenteeism or presenteeism measures: WHO HPQ = World 

Health Organization Health and Work Performance Questionnaire; AUDIT = Alcohol 

Use Disorder Identification Test; DUDIT = Drug Use Disorders Identification Test 
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These cutoff scores were selected because lower scores would have indicated minimal to 

no symptoms and it was unlikely an accommodation would be required for mild 

symptoms (Kroenke et al., 2001; Peters et al., 2012; Spitzer et al., 2006). Additionally, 

participants who scored three on item 9 of the PHQ-9 were assessed for suicidality as 

this score identifies individuals who are at a higher risk of self-harm (Kroenke et al., 

2001). Scores above 16 on the AUDIT or above six on the DUDIT were discussed 

during the telephone screen to assess the severity of symptoms (e.g., alcohol or drug 

used as a coping technique) and determine eligibility for the study because these scores 

may be indicative of alcohol and/or drug misuse or dependency. 

To determine the level of functional impairments at work (i.e., the more impaired 

the more likely an accommodation is required) and eligibility for this study, participants’ 

absenteeism and presenteeism scores on the WHO HPQ: Clinical Trials Baseline were 

assessed during the online prescreen. Cutoff scores were based on the following 

empirical recommendations. In a systematic review of the literature, Lerner and Henke 

(2008) noted that on average employees with depression reported .3 to 3.8 missed 

workdays per month. To determine the cutoff values for presenteeism scores due to 

mental health concerns, Suzuki et al. (2014) recommend using an absolute presenteeism 

score of 40. In their study, employees with a score of 40 or less were more likely to be 

absent from work in the future due to a mental health condition. As such, to be eligible 

for the proposed study, participants either had to report an absenteeism rate of .3 

workdays in the last month and/or an absolute presenteeism score of less than or equal to 

40. In addition to the quantitative measures of the WHO HPQ, participants were asked to 
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list the functional limitations they were currently experiencing at work due to their 

mental health concerns. 

At the end of the telephone interview, eligible participants were provided greater 

detail about the WCS course including the randomization process, timelines, and course 

expectations. Participants who agreed to continue with the study were then randomly 

assigned to either the psychoeducation (course start immediately) or waitlist control 

condition. Participants assigned to the psychoeducation condition were then provided 

with login information, login instructions, and were encouraged to login to the course 

within the following days. Participants assigned to the waiting list group received an 

email from the primary researcher advising when they would receive access to the four- 

and eight-week questionnaires and the WCS course. Participants were also invited to 

contact the researcher with any questions or concerns during the 8-week waiting period. 

During the telephone screen, participants were invited to ask questions and were 

provided with an email address and phone number to ask questions following the 

telephone screen. 

3.7.3 Randomization  

Prior to the start of recruitment, the researcher developed an assignment schedule 

using a computerized randomization generator (e.g., http://www.randomization.com) that 

follows the Consolidated Standards of Reporting Trials guidelines (Schulz et al., 2010). 

The assignment schedule was concealed from the researcher and uploaded to the 

REDCap system. After eligibility was determined and verified during the telephone 

screen, participants were randomly assigned to either condition through Redcaps’ 

computerized process. The primary researcher had no control over the randomization 
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process and was unable to change the randomization after the participant was assigned to 

a group.  

3.8 Statistical Analyses 

3.8.1 Data Cleaning and Checking 

All statistical analyses were completed using the Statistical Package for the 

Social Sciences (SPSS) version 26 and R version 4.1.0. Preceding hypothesis testing, 

demographic and clinical variables from the online screening phase were analyzed using 

independent samples t-tests, Pearson chi-square tests, and logistic and linear regressions.  

3.8.2 Intent–to-Treat 

An intent to treat (ITT) analysis was used in this study to account for participant 

noncompliance and missing data (Gupta, 2011). Intent to treat analysis is defined as 

analyzing data from every participant regardless of whether they completed the 

intervention/psychoeducation course that was randomly assigned to them. This is done to 

circumvent over-exaggerated estimates of the efficacy of the intervention, which is more 

likely to occur if only data from completers are analyzed (Gupta, 2011). In their article 

on intent to treat analysis, Armijo-Olivo et al. (2009) suggest several single imputation 

techniques (e.g., endpoint analysis, replacing missing values with random values, using 

groups means) for analyzing the data of non-completers within RCTs, however they 

caution that single imputation techniques increase the likelihood of a Type I error. As 

such, they recommend using a multiple imputation procedure particularly in studies 

where there is an increased percentage (< 20%) of missing values (Armijo-Olivo et al., 

2009). For this study, the percentage of missing values was less than 20%, therefore a 

multiple imputation procedure was not done. An ITT analysis was still applied in that 
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participants were included in the data analysis if they completed the questionnaires at 

one time point after pre-treatment. 

3.8.3 Background Information 

Descriptive statistics were generated prior to hypothesis testing from the pre-

treatment questionnaires.  Means, standard deviations, frequencies, and percentages were 

obtained using client demographic and clinical characteristics. Results were reported for 

both the overall sample and treatment groups. 

3.8.4 Primary, Secondary, and Exploratory Analyses 

3.8.4.1 Efficacy of WCS Course. It was hypothesized that participants in the 

treatment group would be more likely to request and receive an accommodation, have 

more knowledge of workplace accommodations, decreased self-stigma attitudes, 

improved workplace relationships, and feel more comfortable disclosing and would 

disclose their mental health condition more frequently. Additional post-hoc analyses 

were also completed assessing the impact of the WCS course on 

absenteeism/presenteeism scores, self-efficacy, and depression and anxiety 

symptomology. It was hypothesized that the post-hoc analyses would show that the 

intervention led to improvements on all noted variables.  

To analyze changes over time, GEE models were used (Liang & Zeger, 1986). 

GEEs are commonly used to estimate the population average response when there are 

correlated responses, as is the case when repeatedly sampling the same individuals over 

multiple time points. It has also been recommended in the context of the PHQ-9 to model 

changes as proportional rather than additive (i.e., an improvement from a pre-treatment 

score of ten to a post-treatment score of five would be modelled as a reduction of 50% 
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rather than a decrease of five points), as this results in a greater model fit and reduces 

measurement errors (Karin et al., 2018). For example, if two participants had pre-

treatment PHQ-9 scores of twenty and ten and their scores reduced to ten and five, 

respectively, it is more appropriate to say they both had a 50% reduction in symptoms 

rather than a ten-and five-point decrease. The PHQ-9, GAD-7, SPS-6, SIAS-6, WRS, 

WHO-HPQ (absent full day), WHO HPQ (absent partial day), and all SSMIS-SF 

subscales were modelled as proportional changes from pre-treatment to weeks 4 and 8. 

These models specified a Gamma distribution with log link function in the GEE (Karin 

et al., 2018). To determine if the changes from pre-treatment to post-treatment and 

follow-up were the same or statistically different in each group, p-values were calculated 

based on the percentage change in each group. For the variables assessing 

accommodation knowledge, comfort levels disclosing, disclosure rates, and the NGSE, 

changes over time were modelled as additive effects (Brock & Tenkasi, 2019). For these 

variables, assessing the proportional change within each group would not be appropriate 

because a reduction in scores did not necessarily represent improvement (e.g., saying a 

participant’s knowledge improved by 50% was not appropriate). Instead, the additive or 

subtractive changes within the estimated marginal means from pre-treatment to post-

treatment and follow-up were assessed to determine if the changes were equal in each 

group and p-values were calculated based on these changes. These models specified a 

Gaussian distribution with identity link. All GEE models used an exchangeable working 

correlation structure and robust sandwich estimates of standard errors. 

3.8.4.2 Organizational Inclusiveness and Supervisory Leadership. A 

secondary analysis using logistic and linear regression models was conducted to examine 
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whether organizational inclusiveness or supervisor leadership were associated with 

participants requesting accommodations, receiving accommodations, and comfort levels 

disclosing parts of their disability. To simplify this analysis, pre-treatment responses 

were used that did not model how values changed over time. Logistic regressions were 

used to look for relationships between supervisory leadership and organizational 

inclusiveness and requests for and receipt of accommodations. Linear regression models 

were used to examine relationships between supervisory leadership and organizational 

inclusiveness and comfort levels disclosing (full and partial disclosures).  

3.8.5 Qualitative Analyses 

To analyze the barriers and facilitators for requesting and receiving an 

accommodation and participant course feedback a conventional content analysis 

 was employed using a postpositivist theoretical framework.  

3.8.5.1 Interpretive Framework. A postpositivist framework was used because 

of its use of logical, repetitive, and consistent research steps to investigate research 

inquiries (Carter & Little, 2007; Creswell, 2013). Rigorous methods of qualitative data 

collection were also used that included multiple levels of data analysis (i.e., internal 

consistency; reaching consensus on codes and application of codes; (Creswell, 2013; Su, 

2018). Additionally, assumptions were made regarding the participants including that the 

beliefs, knowledge, and attitudes of participants towards the studied phenomena were 

accessible to the researcher (Lincoln & Guba, 1985) and participants were reporting 

multiple perspectives that contained observerable and consistent patterns resulting in 

generalizable conclusions (Creswell, 2011; Su, 2018). Finally, to conform to the 
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standards of the academic discipline, the style and structure of writing is consistent with 

a quantitative approach (Creswell, 2011). 

3.8.5.2 Quantitative Content Analysis. An inductive quantitative content 

analysis is a qualitative approach that is commonly used in circumstances where the 

research literature on a topic is limited. In these circumstances, the researcher avoids the 

use of preconceived categories, instead the categories are derived from the participants’ 

responses (Hsieh & Shannon, 2005). An inductive quantitative content analysis was 

conducted on participants’ responses to open-ended feedback questions such as barriers 

and facilitators to requesting and receiving accommodations and feedback on the course 

structure and content. The following protocol outlined by Bengtsson (2016) was 

followed. In stage one (decontextualisation phase), the primary researcher familiarized 

themselves with the data by reading through the text and obtaining an overall sense of 

what was happening. Next, the primary researcher noted and developed preliminary 

codes (i.e., basic units of meaning from the data) based on common occurrences within 

the data. To enhance credibility of the study, a coding list including the code names and 

explanations was developed. As well, a second coder, EB, was used to ensure codes were 

an accurate depiction of the data and were applied in a consistent manner (Morrow, 

2005). During the next stage, the data were re-reviewed for accuracy (i.e., all data were 

coded with agreement by the first and second coders) and categorization (i.e., data were 

condensed and/or divided into domains). During the final stage, the categories developed 

for the accommodations questions specifically were re-examined, against existing 

research to determine if the results are reasonable and logical (Bengtsson, 2016). Finally, 

the codes were assessed using frequency analyses. 
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3.8.5.3 Coders. The primary coder, YNF, identifies as a White, Canadian female 

who holds two bachelor’s degrees, one in Women’s Studies and one in Psychology, and 

a Master of Arts degree in Clinical Psychology. She is currently in her final year of a 

PhD in Clinical Psychology. YNF has had extensive supervised experience employing 

qualitative methodologies and analyses, including five publications using grounded 

theory, content analysis, and thematic analysis; her Master of Arts degree was based on 

grounded theory. YNF has completed a university course on qualitative methods and 

used this expertise in various volunteer and paid positions within the University of 

Regina. In addition to her educational experience, she has held multiple administrative 

positions within the private sector including years spent as a human resource 

representative.  

The secondary coder, EB, identifies as a White, Canadian female who holds a 

bachelor’s degree in psychology and a Master of Science degree in Psychology. She is 

currently in her final year of a PhD in Clinical Psychology. EB has had some supervised 

experience employing qualitative methodologies and analyses and has completed a 

university course on qualitative methods. She has used her experiences with qualitative 

methodologies and analyses in her Masters, PhD, and paid research positions. In addition 

to her educational experience, she has held research positions within the University of 

Guelph, University of Regina, and Saskatchewan Health Authority.  
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CHAPTER FOUR: Results 

4.1 Participant Flow 

Consistent with the Consolidated Standards of Reporting Trials (CONSORT), the 

flow of participants in this study is presented in Figure 1. Recruitment for this study 

occurred between October 3, 2019 and September 7, 2020. As illustrated in Figure 1, a 

total of 123 individuals completed the online screen and 101 individuals completed the 

telephone screen. A total of 22 individuals could not be reached for the telephone screen. 

Following the telephone screen, 12 interested participants were excluded from study for 

the following reasons: some participants requested a therapy program or service (n = 4), 

other participants had minimal symptomatology that was not impacting their work (n = 

5,) one participant had extensive knowledge of accommodations and the accommodation 

process, or potential participants were employers looking for more information for their 

employees (n = 2). A total of 89 participants were eligible for the study and provided 

consent to participate. The eligible participants were then randomly assigned to either the 

treatment (n = 46) or waiting list group (n = 43). A small percentage of participants did 

not start the intervention (n = 6 from treatment group; n = 14 from waiting list group) 

after randomization. Of the 14 waitlist control participants who did not start the 

intervention, seven completed the four and eight questionnaires while waiting for 

treatment and their responses were included within the analyses. Overall, data from 41 

participants in the treatment group and 36 participants in the waiting list group were 

eligible for analysis. Approximately 79% of treatment participants completed the post-

treatment questionnaires and 92% of the waitlist control participants completed the four- 

and eight-week questionnaires while waiting for treatment. Just over 60% of waitlist  
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Figure 1.  

Participant Flow for the WCS course 
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control participants completed the post-treatment questionnaires at four- and eight-

weeks, with 58% completing all lessons of the course. Of the 70 individuals (treatment 

and waiting list group) who started the intervention, 83% provided course feedback. 

 In early March 2020, the World Health Organization declared a global pandemic. 

Recruitment had been ongoing for approximately five months prior to the pandemic and 

continued for an additional six months after the pandemic was declared. Of the 77 

participants included in the analyses, 23 participants (30%) had completed the prescreen 

questionnaire and five participants (6%) had completed the study before March 1, 2020.  

4.2 Descriptive Statistics 

Demographic and clinical pretreatment data are presented in Table 7. Participants 

ranged in age from 20 to 60, with a mean age of 43.84 years (SD = 10.64). Most 

participants identified as female (n = 60; 78%), married/common law (n = 57; 74%), 

with a post-secondary education (n = 40; 52%). Half of the participants did not have 

children (n = 39; 51%).  Participants described their ethnicity as European (n = 53; 

69%), Indigenous/Métis/Caribbean/East Asian/Latin American (n = 8; 10%), or Not 

Listed (n = 16; 21%). Less than half the total sample (n = 32; 42%) reported residing in 

a large city (i.e., population greater than 200,000), with approximately one third living in 

a small rural location (n = 27; 35%) and a quarter residing in a small city (n = 18; 23%). 

Most participants reported living in Saskatchewan (n = 42; 55%) or Ontario (n = 14; 

18%), with the remaining participants residing within the other western provinces (n = 

18; 18%; British Columbia, Alberta, Manitoba), Quebec (n = 2; 3%), or the Atlantic 

provinces (n = 5; 6%; New Brunswick, Newfoundland, Nova Scotia). 
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Table 7 

 

Participant Characteristics by Group at Pre-treatment 

 

Variable 

All Participants (n = 77)  Tx (n = 41) WL (n = 36) 

Statistical significance n %  n % n % 

Participant pre-treatment characteristics     

Age         

 Mean (SD) 43.84 (10.64) -  44.62 (9.66) - 43.0 (11.68) - 
t(75) = 0.66, p = 0.52 

 Range 20-63 -  26-60 - 20-63 - 

         

Gender         

 Female 60 77.9  31 75.6 29 80.6 
χ2 (2) = 0.11, p = 0.61 

 Male 16 20.8  9 22.0 7 19.4 

 Two-Spirit 1 1.3  1 2.4    

         

Marital status         

 Single, divorced, widowed  20 26.0  14 34.1 6 16.7 
χ2 (1) = 2.21; p = 0.14 

 Married/common law 57 74.0  27 65.9 30 83.3 

         

Children         

 Yes 38 49.4  24 58.5 14 38.9 
χ2 (1) = 2.23; p = 0.14 

 No 39 50.6  17 41.5 22 61.1 

          

Education         

 High school, post high school 

certificate/diploma 

37 48.1  22 53.7 15 48.1 

χ2 (2) = 1.42; p = 0.49 
 University education 27 35.1  12 29.3 15 41.7 

 University professional/graduate 13 16.8  7 17.1 6 16.7 

         

Ethnicity         

 European 59 76.6  30 73.2 29 80.6 χ2 (1) = 0.24 p = 0.62 

 Indigenous, Métis, Caribbean, 

East Asian, Latin American, Not 

Listed 

18 23.4  11 26.8 7 19.4 

         

Location         
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 Large city (over 200 000) 32 41.6  16 39.0 16 44.4 

χ2 (2) = 0.23; p = 0.89  Small city 18 23.3  10 24.4 8 22.2 

 Small rural location 27 35.1  15 36.6 12 33.4 

         

Province of Residence         

 Western provinces 14 18.2  8 19.5 6 16.7 

χ2 (2) = 0.10; p = 0.95  Eastern provinces 21 27.3  11 26.8 10 27.7 

 Saskatchewan 42 54.5  22 53.7 20 55.6 

         

Employment characteristics          

Employment status         

 Employed full/part time 51 76.3  29 72.5 29 80.6 
χ2 (1) = .31; p = 0.58 

 Disability Leave 18 23.7  11 27.5 7 19.4 

          

Position         

 Executive/senior manager 19 24.7  13 31.7 6 16.7 

χ2 (3) = 5.72; p = 0.13 
 Professional (engineer, analyst) 20 26.0  8 19.6 12 33.3 

 Technical/administrative support  22 28.5  14 34.1 8 22.2 

 Sales, service, labourer 16 20.8  6 14.6 10 27.8 

         

Company Size         

 1-99 employees 46 59.7  25 61.0 21 59.7 

χ2 (2) = 0.09; p = 0.96  100-499 employees 16 20.8  8 19.5 8 20.8 

 Over 500 employees 15 19.5  8 19.5 7 19.5 

          

Work functioning (last 28 days)         

 Full day absent mean (SD) 5.61 (9.92)   6.95 (11.26)  4.08 (8.01)  t(75) = 1.29; p = 0.19 

 Partial days absent mean (SD) 3.52 (8.27)   4.68 (9.47)  2.19 (6.53)  t(75) = 1.36; p = 0.18 

 Performance mean (SD) 56.49 (24.64)   53.90 (23.65)  59.44 (25.74)  t(75) = .98; p = 0.33 

          

Mental health characteristics         

Duration of depression concerns         

 0-6 months 19 24.7  12 29.3 7 19.4 

χ2 (2) = 1.11; p = 0.58  7-12 months 11 14.3  6 14.6 5 13.9 

 >1 year 47 61.0  23 56.12 24 66.7 

          

Duration of anxiety concerns         
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 0-6 months 14 18.2  9 22.0 5 18.2 

χ2 (2) = 1.02; p = 0.60  7-12 months 5 6.5  3 7.3 2 5.5 

 >1 year 58 75.3  29 70.7 29 75.3 

          

Pre-treatment symptom scores         

 PHQ-9 mean (SD) 12.77 (5.53)   12.71 (5.67)  12.83 (5.50)  t(75) = .09; p = 0.92 

 GAD-7 mean (SD) 10.86 (4.54)   10.51 (4.70)  11.25 (4.38)  t(75) = .71; p = 0.48 

 SIAS-6 mean (SD) 8.47 (5.64)   8.19 (5.99)  8.78 (5.29)  t(75) = .45; p = 0.65 

 SPS-6 (SD) 5.64 (5.21)   5.44 (5.39)  5.86 (5.07)  t(75) = .35; p = 0.72 

Note. Tx = Treatment group; WL = Waiting list group; Western provinces = Alberta British Columbia, Manitoba; Eastern provinces = New Brunswick, 

Newfoundland and Labrador, Nova Scotia, Ontario, and Quebec; PHQ-9 = Patient Health Questionnaire – 9 items; GAD-7 = Generalized Anxiety Disorder – 7 

items; SIAS-6 = Social Interaction Anxiety Scale; SPS-6 = Social Phobia Scale-short form 
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In terms of employment characteristics, most participants reported working full time (n = 51; 

67%) or were on an approved disability leave (n = 18; 24%). It is unknown if the disability leave 

was for mental health, a physical ailment, or a combination of both. Of the 18 participants on 

disability leave twelve were on short-term disability (n = 12 (treatment); n = 4 (waiting list)) and 

6 were on long-term disability (n = 3 (treatment); n = 3 (waiting list)). At eight weeks, 16 of the 

18 participants who were on disability at pre-treatment responded to questions regarding their 

current employment status. Of the 16 responses eight had returned to work (n = 6 (treatment); n 

= 2 (waiting list)), three continued to be on short-term disability, and five on long-term 

disability. The remaining participants described their employment as part-time (n = 7; 9%). 

Participants described their positions as executive/senior manager (n = 19; 25%), professional 

career (n = 20; 26%), technical support/administrative support (n = 22; 59%); 

sales/service/labourer (n = 16; 21%). Most participants reported working for a small (n = 46; 

60%; 1-99 employees) or mid-sized (n = 16; 21%; 100-499 employees) company. A fifth of the 

total sample (n = 15; 20%) reported working for a large organization (over 500 employees). 

Participants reported several full (M = 5.61; SD = 9.92) or partial (M = 3.52; SD = 8.27) day 

absences from work and performing at almost half their ability (M = 56.49; SD 24.64) due to 

mental health symptoms during the previous 28 days.  

In terms of symptom chronicity, over half the total sample reported experiencing 

symptoms of anxiety (n = 58; 75%) and depression (n = 47; 61%) for more than one year. A 

quarter of participants (n = 19; 25%) reported symptoms of depression, while a fifth of 

participants (n = 14; 18%) reported symptoms of anxiety in the past six months. Participants also 

reported mean levels of depression (M = 12.77) and generalized anxiety (M = 10.86) at pre-

treatment that were indicative of moderate levels of distress.  
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Prior to hypothesis testing, group differences in pretreatment demographic and clinical 

variables were assessed using independent samples t-test for continuous (e.g., age) variables, and 

Pearson chi-square tests for categorical (e.g., ethnicity, province of residence) variables. As 

illustrated in Table 7, there were no statistically significant pre-treatment differences between the 

groups observed at an alpha of 0.05. These findings suggest that the randomization of 

participants was sufficient and no statistically significant group differences influenced the study 

results. 

4.3 Missing Values 

An examination of the data showed that 16.9% of participants did not complete the week 

4 measures and 18.2% did not complete the week 8 measures. Further examination revealed that 

the treatment group was missing 24.4% and 26.8% of the week 4 and week 8 data, while the 

waiting list group was missing only 8.3% at both times. Following the intention-to-treat 

principle, all participants’ data were analyzed if they completed measures at weeks four and/or 

eight (Armijo-Olivo et al., 2009).  

4.4 Primary Outcomes Measures  

The primary outcome measures were assessing the efficacy of the WCS course on several 

measures including requesting/receiving an accommodation, employee knowledge of 

accommodations, employee self-stigmatizing attitudes, and workplace relationships. Means, 

standard deviations, percent change, and Cohen’s d for the primary outcome measures are 

presented in Table 8. For the percentage change column, negative numbers represent an increase 

in the measure and positive numbers represent a decrease. For outcome measures marked with a 

superscripted a, statistics were calculated based on estimated marginal means.  For outcome 

measures marked with a superscripted b, statistics were calculated based on percentage change
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Table 8 

 

Means, Standard Deviations, and Percent Change for Primary, Secondary and Exploratory Outcomes 

by Group 
 Estimated marginal means  Percentage changes from pre-

treatment 

 pre-

treatment 

4-week follow-

up 

8-week follow-

up 

 to 4-week 

follow-up 

to 8-week 

follow-up 
Primary outcomes      

AccoKnow
 a       

Tx 4.63 (3.29) 6.53 (2.38) 6.92 (2.12)    

WL 3.47 (2.81) 3.66 (2.42) 3.83 (2.51)    

       

SSMIS (Aware) b      

Tx 17.68 (9.85) 15.81 (9.15) 20.45 (11.98)  11 [-7, 29] -16 [-39, 8] 

WL 23.83 (10.32) 25.08 (10.49) 26.28 (11.08)  -5 [-20, 9] -10 [-26, 5] 
       

 SSMIS (Agree) b      

Tx 12.12 (6.64) 11.89 (6.95) 12.29 (8.01)  2 [-18, 22] -1 [-24, 21] 

WL 15.47 (8.72) 12.96 (6.69) 15.01 (7.57)  16 [2, 30] 3 [-13, 19] 
       

 SSMIS (Apply) b      

Tx 13.02 (6.04) 12.43 (6.92) 12.08 (6.46)  5 [-12, 22] 7 [-9, 23] 
WL 15.78 (8.51) 14.63 (7.14) 14.95 (6.36)  7 [-7, 22] 5 [-8, 19] 

       

 SSMIS (Hurts) b      

Tx 14.12 (7.82) 11.45 (7.20) 12.04 (8.75)  19 [3, 35] 15 [-5, 34] 

WL 16.78 (9.03) 14.49 (8.58) 14.39 (7.77)  14 [-3, 30] 14 [-1, 30] 

       

WRS b       

Tx 40.10 (12.66) 39.86 (11.40) 38.82 (10.82)  1 [-9, 10] 3 [-5, 11] 

WL 39.75 (11.11) 39.63 (9.99) 40.19 (9.88)  0 [-8, 8] -1 [-9, 7] 

       
Secondary outcomes    

DISC (Comfort) a      

Tx 2.59 (0.89) 2.71 (0.74) 2.79 (0.83)    
Waitlist 2.36 (0.87) 2.53 (0.80) 2.42 (0.90)    

       

  DISC (Disclosed) a      

Tx 2.05 (0.71) 2.15 (0.67) 2.36 (0.55)    
WL 2.11 (0.57) 2.09 (0.68) 2.16 (0.64)    

       

Exploratory outcomes      

WHOHPQ (FD) b      

Tx 6.81 (9.60) 5.67 (10.20) 3.12 (6.30)  17 [-30, 63] 54 [23, 85] 

WL 4.08 (8.01) 5.84 (10.18) 6.18 (11.36)  -43 [-123, 36] -51 [-141, 38] 
       

 WHOHPQ (PD) b      

Tx 3.80 (7.02) 3.51 (6.96) 2.98 (7.18)  8 [-55, 71] 22 [-44, 87] 
WL 2.19 (6.53) 4.49 (9.57) 2.71 (8.13)  -104 [-249, 40] -23 [-148, 101] 

      

 WHOHPQ (Pre) a      

Tx 53.90 (23.65) 55.20 (26.37) 62.24 (20.46)    

WL 59.44 (25.74) 56.20 (26.79) 55.08 (27.28)    

       

NGSE a        

Tx 3.29 (0.74) 3.51 (0.70) 3.73 (0.66)    

WL 3.43 (0.73) 3.49 (0.69) 3.49 (0.68)    

       

GAD-7 b       

Tx 10.51 (4.70) 7.58 (4.29) 7.54 (5.97)  28 [14, 41] 28 [10, 47] 

WL 11.25 (4.38) 8.40 (5.12) 9.40 (5.00)  25 [10, 40] 16 [2, 31] 

       

 SIAS-6 b       
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Tx 8.20 (5.99) 7.12 (5.87) 7.33 (6.62)  13 [-10, 36] 11 [-14, 35] 

WL 8.78 (5.29) 8.43 (6.08) 8.58 (5.46)  4 [-18, 26] 2 [-19, 24] 

       

SPS-6 b       

Tx 5.44 (5.39) 4.83 (6.05) 4.92 (6.01)  11 [-22, 45] 10 [-24, 43] 

WL 5.86 (5.07) 6.11 (5.91) 5.94 (5.20)  -4 [-37, 29] -1 [-32, 29] 

       

PHQ-9 b       

Tx 12.71 (5.67) 9.31 (5.98) 9.08 (7.26)  27 [12, 42] 29 [11, 46] 

WL 12.83 (5.46) 9.44 (4.86) 9.70 (5.03)  26 [14, 39] 24 [12, 37] 

       

Note. a  statistics were calculated on the additive or subtractive changes; b statistics were calculated on 

the proportional percent change; Tx = Treatment group; WL = Waiting list group; Pre-treatment = 

measures completed prior to randomization; follow-up = measures completed following randomization; 

AccoKnow = Accommodation Knowledge; SSMIS = Self-Stigma of Mental Illness Scale Short Form 

(sub-scales: Awareness/Agreement/Application/Hurts self); WRS = Workers’ Relation Scale; DISC = 

Disclosure (Comfort disclosing; Disclosed);  WHO HPQ = World Health Organization Health and 

Work Performance Questionnaire (FD = Full day absent; PD = Partial day absent; Pre = Presenteeism); 

NGSE = New General Self-Efficacy scale; GAD-7 = Generalized Anxiety Disorder 7-item; SIAS-

6/SPS-6 = Social Interaction Anxiety Scale/Social Phobia Scale-short form; PHQ-9 = Patient Health 

Questionnaire 9-item. Standard deviations are shown in rounded parentheses for the estimated means; 

95% confidence intervals are shown in square parentheses for the percentage changes. The reported 

statistics for WHOHPQ (FD and PD) should be considered with caution - see section 4.6.1. 
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from pre-treatment, with negative numbers representing an increase in percentage 

change and a positive value representing a decrease in change. 

Table 9 shows the effect sizes for the primary, secondary, and exploratory 

outcome measures. The within-group effect sizes represent standard deviation change in 

the estimated marginal means or percentage change from pre-treatment to four-weeks or 

pre-treatment to eight-weeks per group. The between-group effect sizes represent 

standard deviation changes in mean scores or percent change between each group at 

weeks four and eight. Effect sizes are categorized as small (0.20), medium (0.50), or 

large (0.80) per Cohen (1988).  

4.4.1 Requesting/receiving an accommodation 

 During review of the data, inconsistent responses were noted. Specifically, some 

participants changed their responses over time to the question asking if an 

accommodation had been requested. For example, seven participants reported that they 

had asked for an accommodation at a previous time point then later stated they had never 

asked for an accommodation. Another concern was that to report that an accommodation 

was received, participants had to first answer ‘yes’ to the question “Have you ever asked 

for an accommodation?”. As such, individuals who had implemented their own 

accommodations without requesting one were missing from the data. Consequently, the 

effect of the course on receipt of accommodations was not analyzed because of the low 

number of participants who reported receiving accommodations (n = 12 at pre-treatment, 

n = 16 at weeks four and eight). 
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Table 9 

 

Effect Sizes for Primary, Secondary, and Exploratory Outcomes by Group 

 Within-group effect sizes from  

pre-treatment 

 Between-group effect size 

 to 4-week  

follow-up 

to 8-week 

 follow-up 

 at 4-week  

follow-up  

at 8-week  

follow-up 
Primary outcomes    

AccoKnow
 a      

Tx -0.65 [-1.09, -0.20] -0.81 [-1.26, -0.36]  
1.17 [0.69, 1.66] 1.31 [0.82, 1.80] 

WL -0.07 [-0.53, 0.39] -0.13 [-0.60, 0.33]  

      

SSMIS (Aware) b    

Tx 0.19 [-0.24, 0.63] -0.25 [-0.68, 0.19]  
-0.93 [-1.40, -0.46] -0.49 [-0.95, -0.04] 

WL -0.12 [-0.58, 0.35] -0.22 [-0.69, 0.24]  

      

 SSMIS (Agree) b    

Tx 0.03 [-0.40, 0.47] -0.02 [-0.46, 0.41]  
-0.15 [-0.60, 0.29] -0.34 [-0.79, 0.11] 

WL 0.32 [-0.15, 0.78] 0.06 [-0.41, 0.52]  
      

 SSMIS (Apply) b    

Tx 0.09 [-0.34, 0.52] 0.15 [-0.28, 0.58]  
-0.31 [-0.76, 0.14] -0.44 [-0.89, 0.01] 

WL 0.14 [-0.32, 0.61] 0.11 [-0.35, 0.57]  
      

 SSMIS (Hurts) b    

Tx 0.35 [-0.09, 0.78] 0.25 [-0.19, 0.68]  
-0.38 [-0.83, 0.07] -0.28 [-0.73, 0.17] 

WL 0.25 [-0.21, 0.72] 0.28 [-0.19, 0.74]  

      

WRS b      

Tx 0.02 [-0.41, 0.45] 0.11 [-0.33, 0.54]  
0.02 [-0.43, 0.47] -0.13 [-0.58, 0.32] 

WL 0.01 [-0.45, 0.47] -0.04 [-0.50, 0.42]  

      
     

DISC (Comfort) a    

Tx -0.15 [-0.58, 0.28] -0.23 [-0.67, 0.20]  
0.23 [-0.22, 0.68] 0.42 [-0.04, 0.87] 

Waitlist -0.20 [-0.67, 0.26] -0.07 [-0.53, 0.39]  
      

  DISC (Disclosed) a    

Tx -0.15 [-0.58, 0.28] -0.48 [-0.92, -0.04]  
0.09 [-0.36, 0.54] 0.33 [-0.12, 0.78] 

WL 0.03 [-0.43, 0.49] -0.08 [-0.54, 0.38]  

      

Exploratory outcomes    

WHOHPQ (FD) b    

Tx 0.11 [-0.32, 0.55] 0.45 [0.01, 0.88]  
-0.02 [-0.46, 0.43] -0.33 [-0.78, 0.12] 

WL -0.19 [-0.65, 0.27] -0.21 [-0.67, 0.25]  

      

 WHOHPQ (PD) b    

Tx 0.04 [-0.39, 0.47] 0.11 [-0.32, 0.55]  
-0.12 [-0.56, 0.33] 0.04 [-0.41, 0.48] 

WL -0.27 [-0.74, 0.19] -0.07 [-0.53, 0.39]  
     

 WHOHPQ (Pre) a    

Tx -0.05 [-0.48, 0.38] -0.37 [-0.81, 0.07]  
-0.04 [-0.48, 0.41] 0.29 [-0.16, 0.74] 

WL 0.12 [-0.34, 0.58] 0.16 [-0.30, 0.62]  

      

NGSE a       

Tx -0.29 [-0.73, 0.14] -0.62 [-1.06, -0.17]  
0.02 [-0.42, 0.47] 0.35 [-0.10, 0.80] 

WL -0.08 [-0.54, 0.38] -0.09 [-0.55, 0.37]  

      

GAD-7 b      

Tx 0.64 [0.20, 1.08] 0.54 [0.10, 0.98]  
-0.17 [-0.62, 0.28] -0.33 [-0.78, 0.12] 

WL 0.59 [0.11, 1.06] 0.38 [-0.08, 0.85]  

      

 SIAS-6 b      

Tx 0.18 [-0.26, 0.61] 0.13 [-0.30, 0.57]  -0.21 [-0.66, 0.23] -0.20 [-0.65, 0.25] 
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WL 0.06 [-0.40, 0.52] 0.04 [-0.43, 0.50]  

      

SPS-6 b      

Tx 0.10 [-0.33, 0.54] 0.09 [-0.34, 0.52]  
-0.21 [-0.66, 0.24] -0.18 [-0.63, 0.27] 

WL -0.04 [-0.51, 0.42] -0.01 [-0.48, 0.45]  

      

PHQ-9 b      

Tx 0.57 [0.13, 1.01] 0.55 [0.11, 0.99]  
-0.02 [-0.47, 0.42] -0.10 [-0.54, 0.35] 

WL 0.64 [0.17, 1.12] 0.58 [0.11, 1.06]  

      

Note. a effect sizes were calculated on the additive or subtractive changes of the estimated marginal 

means; b effect sizes were calculated on the proportional percent change; Tx = Treatment group; WL = 

Waiting list group; Pre-treatment = measures completed prior to randomization; follow-up = measures 

completed following randomization; AccoKnow = Accommodation Knowledge; SSMIS = Self-Stigma 

of Mental Illness Scale Short Form (sub-scales: Awareness/Agreement/Application/Hurts self); WRS = 

Workers’ Relation Scale; DISC = Disclosure (Comfort disclosing; Disclosed);  WHO HPQ = World 

Health Organization Health and Work Performance Questionnaire (FD = Full day absent; PD = Partial 

day absent; Pre = Presenteeism); NGSE is New General Self-Efficacy scale; GAD-7 = Generalized 

Anxiety Disorder 7-item; SIAS-6/SPS-6 = Social Interaction Anxiety Scale/Social Phobia Scale-short 

form; PHQ-9 = Patient Health Questionnaire 9-item. 95% confidence intervals are shown in square 

parentheses. The reported statistics for WHOHPQ (FD and PD) should be considered with caution - see 

section 4.6.1. 
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4.4.2 Accommodation Knowledge   

 

It was hypothesized that participants in the treatment group would have increased 

knowledge of accommodations following completion of the WCS course as compared to 

the waiting list group. An increase in scores represents more self-reported knowledge of 

accommodations. There was a statistically significant main effect for time, Wald (2) = 

12.80, p < 0.001, and a statistically significant main effect for group, Wald (1) = 20.12, p 

< 0.001. There was a large within-group effect size observed (see Tables 9 and 11) for 

the treatment group at pre to week four (d = -0.65) and pre to week eight (d = -0.81). 

More importantly, there was a statistically significant group by time interaction (see 

Table 10 and Figure 2), Wald (2) = 7.22, p < 0.01. The participants in the treatment 

group reported more accommodation knowledge from pre-treatment to weeks four and 

eight, while the waiting list group did not report statistically significant changes (see 

Table 11; Wald (1) = 6.80, p < .009 for pre-treatment to week four, and Wald (1) = 8.26, 

p < .004, for pre-treatment to week eight).  These results suggest that the WCS course 

was effective in improving accommodation knowledge. 
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Table 10 

Time, Group, Time x Group Interactions 

Measure df Wald p 

AccoKnow a    

  Time 2 12.80  0.002** 

  Group  1 20.12   0.001*** 

  Time x Group 2  8.65 0.013* 

SSMIS (Aware) b    

  Time 2  4.14 0.126 

  Group  1 15.20     0.001*** 

  Time x Group 2  1.91 0.384 

SSMIS (Agree) b    

  Time 2 3.29 0.193 

  Group  1 2.83 0.092 

  Time x Group 2 1.59 0.453 

SSMIS (Apply) b    

  Time 2 2.33 0.312 

  Group  1 3.52 0.061 

  Time x Group 2 0.23 0.891 

SSMIS (Hurts) b    

  Time 2 10.50    0.005** 

  Group  1  2.57 0.109 

  Time x Group 2  0.39 0.822 

WRS b    

  Time 2 0.23 0.892 

  Group  1 0.01 0.933 

  Time x Group 2 1.44 0.487 

Disc (Comfort) a    

  Time 2 3.22 0.200 

  Group  1 2.25 0.134 

  Time x Group 2 1.40 0.495 

Disc (Disclosed) a    

  Time 2 8.30  0.016* 

  Group  1 0.17 0.677 

  Time x Group 2 3.97 0.138 

WHO HPQ (FD) b    

  Time 2  1.04 0.595 

  Group  1  0.00 0.973 

  Time x Group 2 10.26    0.006** 

WHO HPQ (PD) b    

  Time 2 1.94 0.380 

  Group  1 0.18 0.668 

  Time x Group 2 2.40 0.301 

WHO HPQ (PRE) a    
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  Time 2 1.17 0.558 

  Group  1 0.00 0.944 

  Time x Group 2 6.48  0.039* 

NGSE a    

  Time 2 13.30   0.001** 

  Group  1  0.02 0.886 

  Time x Group 2 10.10    0.006** 

GAD-7 b    

  Time 2 28.98     0.001*** 

  Group  1  1.28 0.258 

  Time x Group 2  1.69 0.429 

SIAS-6 b    

  Time 2 3.08 0.214 

  Group  1 0.66 0.417 

  Time x Group 2 1.10 0.578 

SPS-6 b    

  Time 2 0.28 0.870 

  Group  1 0.55 0.458 

  Time x Group 2 1.18 0.555 

PHQ-9 b    

  Time 2 47.60     0.001*** 

  Group  1  0.06 0.804 

  Time x Group 2  0.30 0.860 

    

Note. astatistics were calculated on the additive or subtractive changes;  bstatistics were 

calculated on the proportional percent change; Tx = Treatment group; WL = Waiting 

list group; Pre-treatment = measures completed prior to randomization; follow-up = 

measures completed following randomization; AccoKnow = Accommodation 

Knowledge; SSMIS = Self-Stigma of Mental Illness Scale Short Form (sub-scales: 

Awareness/Agreement/Application/Hurts self); WRS = Workers’ Relation Scale; 

DISC = Disclosure (Comfort disclosing; Disclosed);  WHO HPQ = World Health 

Organization Health and Work Performance Questionnaire (FD = Full day absent; PD 

= Partial day absent; Pre = Presenteeism); NGSE is New General Self-Efficacy scale; 

GAD-7 = Generalized Anxiety Disorder 7-item; SIAS-6/SPS-6 = Social Interaction 

Anxiety Scale/Social Phobia Scale-short form; PHQ-9 = Patient Health Questionnaire 

9-item.  
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Figure 2 

Estimated Marginal Means of Accommodation Knowledge 

 

Note. Estimated marginal means of accommodation knowledge at pre-treatment, week 

four, and week eight for the treatment and waiting list conditions. Graph is to scale, with 

a higher score signifying more accommodation knowledge. Error bars represent standard 

errors. 
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Table 11 

Simple Main Effect and Interaction Contrasts 

Measure Estimate SE Wald p 

AccoKnowa     

  (Intercept)  4.64  0.51 83.31  

  Time: pre – week 4 (Tx)  1.90  0.52 13.28     0.001*** 

  Time: pre – week 8 (Tx)  2.29  0.53 18.48     0.001*** 

  Group: pre-treatment (WL) -1.16  0.69  2.86 0.091 

  Interaction group: week 4 -1.71  0.66  6.80   0.009** 

  Interaction group: week 8 -1.93  0.67  8.26   0.004** 

SSMIS (Aware)b     

  (Intercept)    2.87    0.09 1117.80  

  Time: pre – week 4 (Tx)   -0.11    0.12    0.81 0.368 

  Time: pre – week 8 (Tx)    0.15    0.12    1.58 0.209 

  Group: pre-treatment (WL)    0.30    0.11    7.16   0.007** 

  Interaction group: week 4    0.16    0.15    1.22 0.268 

  Interaction group: week 8   -0.05    0.14    0.12 0.733 

SSMIS (Agree)b     

  (Intercept)   2.50   0.08 871.70  

  Time: pre – week 4 (Tx)  -0.02   0.10   0.04 0.844 

  Time: pre – week 8 (Tx)   0.01   0.10   0.02 0.892 

  Group: pre-treatment (WL)   0.24   0.13   3.79 0.052 

  Interaction group: week 4  -0.16   0.13   1.41 0.234 

  Interaction group: week 8  -0.04   0.14   0.10 0.750 

SSMIS (Apply)b     

  (Intercept)    2.57    0.07 1288.01  

  Time: pre – week 4 (Tx)   -0.05    0.08    0.39 0.532 

  Time: pre – week 8 (Tx)   -0.08    0.08    0.81 0.367 

  Group: pre-treatment (WL)    0.19    0.11    2.83 0.092 

  Interaction group: week 4   -0.03    0.10    0.08 0.772 

  Interaction group: week 8    0.02    0.10    0.05 0.823 

SSMIS (Hurts)b     

  (Intercept)   2.65   0.09 960.87  

  Time: pre – week 4 (Tx)  -0.21   0.08   7.35   0.007** 

  Time: pre – week 8 (Tx)  -0.16   0.07   5.56  0.018* 

  Group: pre-treatment (WL)   0.17   0.12   1.96 0.161 

  Interaction group: week 4   0.06   0.11   0.31 0.580 

  Interaction group: week 8   0.01   0.11   0.00 0.961 

WRSb     

  (Intercept)    3.69    0.05 5745.95  

  Time: pre – week 4 (Tx)   -0.01    0.03    0.03 0.862 

  Time: pre – week 8 (Tx)   -0.03    0.03    1.06 0.304 

  Group: pre-treatment (WL)   -0.01    0.07    0.02 0.897 

  Interaction group: week 4    0.00    0.04    0.00 0.947 

  Interaction group: week 8    0.04    0.04    1.17 0.280 

Disc (Comfort)a     

  (Intercept)   2.59   0.14 351.93  

  Time: pre – week 4 (Tx)   0.13   0.13   0.89 0.345 
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  Time: pre – week 8 (Tx)   0.20   0.13   2.56 0.109 

  Group: pre-treatment (WL)  -0.22   0.20   1.28 0.258 

  Interaction group: week 4   0.05   0.18   0.07 0.790 

  Interaction group: week 8  -0.14   0.17   0.72 0.398 

Disc (Disclosed)a     

  (Intercept)   2.05   0.11 354.88  

  Time: pre – week 4 (Tx)   0.11   0.11   1.00 0.317 

  Time: pre – week 8 (Tx)   0.31   0.10   9.83    0.002** 

  Group: pre-treatment (WL)   0.06   0.14   0.19 0.665 

  Interaction group: week 4  -0.12   0.14   0.80 0.371 

  Interaction group: week 8  -0.26   0.13   3.80 0.051 

WHO HPQ (FD)b     

  (Intercept)  1.93  0.24 63.16  

  Time: pre – week 4 (Tx) -0.18  0.23  0.64 0.424 

  Time: pre – week 8 (Tx) -0.76  0.26  8.59   0.003** 

  Group: pre-treatment (WL) -0.50  0.40  1.59 0.207 

  Interaction group: week 4  0.53  0.31  2.99 0.084 

  Interaction group: week 8  1.17  0.37 10.26   0.001** 

WHO HPQ (PD)b     

  (Intercept)  1.36  0.28 23.43  

  Time: pre – week 4 (Tx) -0.08  0.35  0.05 0.819 

  Time: pre – week 8 (Tx) -0.24  0.40  0.35 0.552 

  Group: pre-treatment (WL) -0.53  0.55  0.95 0.330 

  Interaction group: week 4  0.77  0.50  2.40 0.122 

  Interaction group: week 8  0.44  0.80  0.30 0.585 

WHO HPQ (PRE)a     

  (Intercept)    3.99    0.07 3470.25  

  Time: pre – week 4 (Tx)    0.02    0.05    0.19 0.659 

  Time: pre – week 8 (Tx)    0.14    0.07    4.62  0.032* 

  Group: pre-treatment (WL)    0.10    0.10    0.99 0.319 

  Interaction group: week 4   -0.08    0.08    1.03 0.310 

  Interaction group: week 8   -0.22    0.09    6.48  0.011* 

NGSEa     

  (Intercept)   3.29   0.11 832.92  

  Time: pre – week 4 (Tx)   0.21   0.11   3.54 0.060 

  Time: pre – week 8 (Tx)   0.44   0.11  15.68    0.001*** 

  Group: pre-treatment (WL)   0.14   0.17   0.70 0.404 

  Interaction group: week 4  -0.15   0.14   1.20 0.273 

  Interaction group: week 8  -0.38   0.13   8.08    0.004** 

GAD-7b     

  (Intercept)    2.35    0.07 1165.62  

  Time: pre – week 4 (Tx)   -0.33    0.08   14.96    0.001*** 

  Time: pre – week 8 (Tx)   -0.33    0.11    9.22   0.002** 

  Group: pre-treatment (WL)    0.07    0.09    0.52 0.471 

  Interaction group: week 4    0.03    0.12    0.09 0.767 

  Interaction group: week 8    0.15    0.13    1.39 0.238 

SIAS-6b     

  (Intercept)   2.10   0.11 348.38  

  Time: pre – week 4 (Tx)  -0.14   0.07   4.42  0.035* 

  Time: pre – week 8 (Tx)  -0.11   0.08   1.87 0.171 

  Group: pre-treatment (WL)   0.07   0.15   0.21 0.647 
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  Interaction group: week 4   0.10   0.10   1.00 0.317 

  Interaction group: week 8   0.09   0.11   0.63 0.426 

SPS-6b     

  (Intercept)   1.70   0.15 123.67  

  Time: pre – week 4 (Tx)  -0.12   0.11   1.21 0.272 

  Time: pre – week 8 (Tx)  -0.10   0.10   1.03 0.310 

  Group: pre-treatment (WL)   0.07   0.21   0.13 0.720 

  Interaction group: week 4   0.16   0.15   1.17 0.278 

  Interaction group: week 8   0.11   0.17   0.47 0.491 

PHQ-9b     

  (Intercept)    2.54    0.07 1366.01  

  Time: pre – week 4 (Tx)   -0.31    0.08   14.95    0.001*** 

  Time: pre – week 8 (Tx)   -0.34    0.09   13.97    0.001*** 

  Group: pre-treatment (WL)    0.01    0.10    0.01 0.920 

  Interaction group: week 4    0.00    0.10    0.00 0.962 

  Interaction group: week 8    0.06    0.11    0.25 0.615 

     

Note. astatistics were calculated on the additive or subtractive changes;  bstatistics were 

calculated on the proportional percent change; Tx = Treatment group; WL = Waiting list 

group; Pre = measures completed prior to randomization; Group: pre-treatment (WL) is the 

contrast of groups at pre-treatment to check for random assignment; AccoKnow = 

Accommodation Knowledge; SSMIS = Self-Stigma of Mental Illness Scale Short Form (sub-

scales: Awareness/Agreement/Application/Hurts self); WRS = Workers’ Relation Scale; DISC 

= Disclosure (Comfort disclosing; Disclosed);  WHO HPQ = World Health Organization 

Health and Work Performance Questionnaire (FD = Full day absent; PD = Partial day absent; 

Pre = Presenteeism); NGSE is New General Self-Efficacy scale; GAD-7 = Generalized 

Anxiety Disorder 7-item; SIAS-6/SPS-6 = Social Interaction Anxiety Scale/Social Phobia 

Scale-short form; PHQ-9 = Patient Health Questionnaire 9-item.  
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4.4.3 Self-Stigma  

The SSMIS-SF has four subscales (aware, agree, apply, and hurts) that were 

assessed using GEE analyses. It was hypothesized that participants in the treatment 

group would have decreased self-stigmatizing attitudes following completion of the 

WCS course as compared to the waiting list group. A decrease in self-reported scores 

represents an improvement in self-stigma.  

4.4.3.1 SSMIS-SF (Aware). The SSMIS-Aware subscale measures the 

participant’s knowledge of common mental health stereotypes. There was no statistically 

significant main effect of time, Wald (2) = 4.14, p < 0.13. There was a statistically 

significant main effect of group, Wald (1) = 15.20, p < 0.001, reflecting lower SSMIS-

Aware scores for the treatment group collapsing over time. There was no statistically 

significant time by group interaction found for the SSMIS-SF Aware sub-scale, Wald (2) 

= 1.91, p = 0.38. Further analyses revealed a statistically significant difference between 

groups at pre-treatment. In terms of percentage change at week eight, the treatment and 

waiting list groups’ scores worsened by 16% and 10%, respectively. These results 

suggest that the WCS course was not effective in improving participants’ knowledge of 

mental health stereotypes. 

4.4.3.2 SSMIS-SF (Agree). The SSMIS-Agree subscale measures the 

participant’s awareness of, and agreement with, common mental health stereotypes. 

There was no statistically significant main effect of time, Wald (2) = 3.29, p < 0.19 or 

main effect of group, Wald (1) = 2.83, p < 0.09. There was also no statistically 

significant time by group interaction found for the SSMIS-SF Agree sub-scale, Wald (2) 

= 1.59, p < 0.45. In terms of percentage change at week eight, the treatment group’s 
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scores worsened by 1% and the waiting list group’s score improved by 3%. These results 

suggest that the WCS course was not effective in improving participants’ awareness of, 

and agreement with, mental health stereotypes. 

4.4.3.3 SSMIS-SF (Apply). The SSMIS-Apply subscale measures the degree to 

which participants internalize mental health stereotypes. There was no statistically 

significant main effect of time, Wald (2) = 2.33, p < 0.31 or main effect of group, Wald 

(1) = 3.52, p < 0.06. There was also no statistically significant time by group interaction 

found for the SSMIS-SF Apply sub-scale, Wald (2) = 0.23, p < 0.89. In terms of 

percentage change at week eight, the treatment and waiting list groups’ scores improved 

by 7% and 5%, respectively.  These results suggest that the WCS course was not 

effective in improving participants’ internalization of mental health stereotypes. 

4.4.3.4 SSMIS-SF (Hurts). The SSMIS-Hurts subscale measures participants’ 

levels of self-esteem and self-efficacy after they have internalized negative mental health 

stereotypes. There was a statistically significant main effect of time, Wald (2) = 10.50, p 

< 0.01, reflecting lower SSMIS-Aware scores for both groups over time. There was no 

statistically significant main effect of group, Wald (1) = 2.57, p < 0.11. There was no 

statistically significant time by group interaction found for the SSMIS-SF Hurts sub-

scale, Wald (2) = 0.39, p < 0.82. There was a small within-group effect size observed 

(see Table 9) for both groups at pre to week four (Tx: d = 0.35; WL: d = 0.25) and pre to 

week eight (Tx: d = 0.25; WL: d = 0.28). In terms of percentage change at week eight, 

the treatment and waiting list groups’ scores improved by 15% and 14%, respectively. 

These results suggest that participants’ self-esteem and self-efficacy improved over time 

regardless of condition. 
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4.4.4 Workplace Relationships Scale 

It was hypothesized that participants in the treatment group would have improved 

workplace relationships following completion of the WCS course as compared to the 

waiting list group. The WRS assesses relationships between the employee (participant) 

and the individuals they work with (e.g., co-workers, supervisor). A higher average score 

represents more positive work relationships. There was no statistically significant main 

effect of time, Wald (2) = 0.23, p < 0.89, or main effect of group, Wald (1) = 0.01, p < 

0.93. There was also no statistically significant time by group interaction found for the 

WRS, Wald (2) = 1.44, p < 0.49. In terms of percentage change at week eight, the 

treatment groups’ scores worsened by 3% and the waiting list groups’ score improved by 

1%. These results suggest that the WCS course was not effective in improving 

participants’ workplace relationships. 

4.5 Secondary Outcome Measures 

 The secondary outcome measures assessed the impact of the WCS course on 

comfort levels disclosing and rates of disclosure. The results of the GEE analyses are 

presented in Tables 8, 9, and 10 and written below.  

4.5.1 Comfort Levels Disclosing 

It was hypothesized that participants in the treatment group would have increased 

comfort disclosing a mental health concern following completion of the WCS course as 

compared to the waiting list group. Questions were asked to assess the effectiveness of 

the WCS course on increasing participants’ comfort levels making mental health 

disclosures in the workplace. A higher average score represents more comfort disclosing. 

There was no statistically significant main effect of time, Wald (2) = 3.22, p < 0.89, or 
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main effect of group, Wald (1) = 0.01, p < 0.93. There was also no statistically 

significant time by group interaction found for comfort level disclosing, Wald (2) = 1.44, 

p < 0.49. These results suggest that the WCS course was not effective in improving 

participants’ comfort levels disclosing a mental health concern in the workplace. 

4.5.1 Disclosure rates 

It was hypothesized that participants in the treatment group would have increased 

rates of disclosing a mental health concern following completion of the WCS course as 

compared to the waiting list group. Questions were asked to assess the effectiveness of 

the WCS course on increasing participants’ mental health disclosures in the workplace. 

A higher average score represents more disclosures. There was a statistically significant 

main effect of time, Wald (2) = 8.30, p < 0.02, reflecting more disclosures for both 

groups over time. There was no statistically significant main effect of group, Wald (1) = 

0.17, p = 0.68. There was no statistically significant time by group interaction found for 

the disclosure rates, Wald (2) = 3.97, p < 0.14. There was a moderate within-group effect 

size observed (see Table 9) for the treatment group at pre to week eight (d = 0.48). These 

results suggest that participants’ disclosure rates improved over time regardless of the 

condition they were in, although those in the treatment group appeared to have more 

improvement. 

4.6 Exploratory Outcome Measures 

 The exploratory outcome measures assessed the impact of the WCS course on 

absenteeism (full and partial days absent), presenteeism, self-efficacy (NGSE), and 

anxiety and depression symptoms. The results of the GEE analyses are presented in 

Tables 8, 9, and 10 and written below. 
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4.6.1 Absenteeism 

 It should be noted that participant responses on the WHO HPQ absenteeism 

questions on mental health absences were inconsistent. At pre-treatment, several 

participants responded that they missed 28 "entire" days due to their mental health 

condition and 28 "partial" days, while others stated that they had missed "entire" days 

but zero "partial" days. Based on these inconsistencies, it appears that participants may 

have misinterpreted the questions whereby some participants considered missing a 

complete day as also missing part of the day, while others excluded completely missed 

days from the partially missed counts. As such, the results related to absenteeism are 

documented within the noted tables but will not be discussed further.  

4.6.2 Presenteeism 

It was hypothesized that participants in the treatment group would have improved 

presenteeism scores following completion of the WCS course as compared to the waiting 

list group. Presenteeism scores were assessed using the WHOHPQ presenteeism 

measure. An increase in scores represents improved rates of presenteeism. There was no 

statistically significant main effect for time, Wald (2) = 1.17, p < 0.56, and no 

statistically significant main effect for group, Wald (1) = 0.00, p = 0.94. There was a 

small within-group effect size observed (see Table 9) for the treatment group at pre to 

week eight (d = -0.37). More importantly, there was a statistically significant group by 

time interaction (see Table 10 and Figure 3), Wald (2) = 6.48; p < 0.04. The participants 

in the treatment group reported improved presenteeism scores from pre to week eight, 

while the waiting list group did not report statistically significant changes (see Table 11;  
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Figure 3 

 

Estimated Marginal Means of Presenteeism 

 

 
 

Note. Estimated marginal means of accommodation knowledge at pre-treatment, week 

four, and week eight for the treatment and waiting list conditions. Graph is to scale, with 

a higher score signifying more accommodation knowledge. Error bars represent standard 

errors.  
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Wald (1) = 6.48, p < .01).  These results suggest that the WCS course was effective in 

improving presenteeism scores.  

4.6.3 Self-Efficacy 

It was hypothesized that participants in the treatment group would have improved 

self-efficacy scores following completion of the WCS course as compared to the waiting 

list group. Self-efficacy scores were assessed using the NGSE measure. An increase in 

scores represents improved rates of self-efficacy. There was a statistically significant 

main effect for time, Wald (2) = 13.30, p < 0.001. There was no statistically significant 

main effect for group, Wald (1) = 0.02, p < 0.89. There was a small within-group effect 

size observed (see Table 9) for the treatment group at pre to week four (d = -0.29) and a 

moderate effect size observed at pre to week eight (d = -0.62). More importantly, there 

was a statistically significant group by time interaction (see Table 10 and Figure 4), 

Wald (2) = 10.10; p < 0.01. The participants in the treatment group reported improved 

self-efficacy scores from pre to week eight, while the waiting list group did not report 

statistically significant changes (see Table 11; Wald (1) = 8.08, p < .01). These results 

suggest that the WCS course was effective in improving self-efficacy. 

4.6.4 Psychological Distress/Symptomology 

 4.6.4.1 Generalized Anxiety. It was hypothesized that participants in the 

treatment group would have decreased scores of generalized anxiety following 

completion of the WCS course as compared to the waiting list group. Generalized 

anxiety was assessed using the GAD-7. A lower average score represents improved 

symptoms of generalized anxiety. There was a statistically significant main effect of 
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Figure 4 

 

Estimated Marginal Means of NGSE 

 

 
 

Note. Estimated marginal means of accommodation knowledge at pre-treatment, week 

four, and week eight for the treatment and waiting list conditions. Graph is to scale, with 

a higher score signifying more accommodation knowledge. Error bars represent standard 

errors.   
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time, Wald (2) = 28.98, p < 0.001, reflecting less reported anxiety for both groups over 

time. There was no statistically significant main effect of group, Wald (1) = 1.28, p < 

0.26. There was no statistically significant time by group interaction found for 

generalized anxiety, Wald (2) = 1.69, p < 0.43. There were moderate within-group effect 

sizes observed (see Table 9) for both groups at week four (Tx: d = 0.64; WL: d =0.59). 

From pre to week eight, there were moderate within-group effect sizes observed for the 

treatment group (d = 0.54) and small within-group effect sizes for the waiting list group 

(d = 0.38). In terms of percentage change at week eight, the treatment groups’ scores 

improved by 28% and the waiting list groups’ scores improved by 16%. These results 

suggest that generalized anxiety scores for the treatment group consistently improved 

over time, while the scores for the waiting list group initially improved before worsening 

at week eight. These results suggest that anxiety symptoms improved regardless of the 

treatment. Although those in the treatment group continued to improve while those in the 

wait-list group had increased anxiety symptoms compared to week four. 

  4.6.4.2 Social Anxiety. It was hypothesized that participants in the treatment 

group would have decreased scores of social anxiety following completion of the WCS 

course as compared to the waiting list group. Social anxiety was assessed using the 

SIAS-g and SPS-6. A lower average score represents improved symptoms of social 

anxiety. There were no statistically significant main effects of time on either measure, 

SIAS-6: Wald (2) = 3.08, p < 0.21; SPS-6: Wald (2) = 0.28; p < 0.87. There was no 

statistically significant main effect of group on either measure, SIAS-6: Wald (2) = 0.66, 

p < 0.42; SPS-6: Wald (2) = 0.55; p < 0.46. There was no statistically significant time by 

group interaction found for either social anxiety measure, SIAS-6: Wald (2) = 1.10, p < 
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0.58; SPS-6: Wald (2) = 1.18; p < 0.56. In terms of percentage change at week eight, the 

treatment groups’ scores improved by 11% and the waiting list group’s scores improved 

by 2% on the SIAS-6. For the SPS-6 at week eight, the treatment group’s scores 

improved by 10% and the waiting list group’s scores worsened by 1%. These results 

suggest that the WCS course may not be effective in improving symptoms of social 

anxiety. 

 4.6.4.3 Depression. It was hypothesized that participants in the treatment group 

would have decreased symptoms of depression following completion of the WCS course 

as compared to the waiting list group. Depression was assessed using the PHQ-9. A 

lower average score represents improved symptoms of depression. There was a 

statistically significant main effect of time, Wald (2) = 47.60, p < 0.001, reflecting less 

reported symptoms of depression for both groups over time. There was no statistically 

significant main effect of group, Wald (1) = 0.06, p < 0.80. There was no statistically 

significant time by group interaction found for the PHQ-9, Wald (2) = 0.30, p < 0.86. 

There were moderate within-group effect sizes observed (see Table 9) for both groups at 

week four (Tx: d = 0.57; WL: d =0.64) and week eight (Tx: d = 0.55; WL: 0.58). In 

terms of percentage change at week eight, the treatment group’s scores improved by 29% 

and the waiting list group’s scores improved by 24%. These results suggest that 

participants’ symptoms of depression improved over time regardless of condition. 

4.7 Organizational Inclusiveness and Supervisory Leadership 

A series of regression models were performed using data from pre-treatment to 

examine whether organizational inclusiveness or supervisory leadership were associated 

with participants requesting accommodations, receiving accommodations, comfort levels 
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disclosing mental health concerns (full and partial disclosures) and rates of disclosure. 

Specifically, logistic regressions were used in models for requesting and receiving 

accommodations given these outcome variables are dichotomous, and linear regressions 

were used for comfort disclosing and rates of disclosure given these outcome variables 

are continuous. All major assumptions for multiple regression, specifically linearity, 

independence, homoscedasticity, and normality, were met through examination of 

regression plots and partial regression plots of residuals.  Interactions between 

organizational inclusiveness and supervisory leadership were tested for all linear and 

logistic regression models but none were found. Of note, there were strong correlations 

between the supervisory leadership and organizational inclusiveness (see Table 11). 

The results of the logistic regressions suggest that neither organizational 

inclusiveness nor supervisory leadership predicted accommodation requests or receipt of 

an accommodation. At pre-treatment, 24 participants made accommodation requests and 

53 participants had not. Of the 24 participants who made an accommodation request, six 

received the accommodation requested, another six received accommodations that were 

not as good as the one(s) they requested, and 12 did not receive the accommodations 

they requested. Accommodation requests did not result in a statistically significant 

model, χ2(2, n = 76) = 1.17, p < .56, Nagelkerke R2 = .02 (See Table 12). 

The results of the direct entry linear regression suggest that organizational 

inclusiveness and supervisory leadership may predict comfort levels disclosing a mental 

health concern in the workplace, but do not predict an actual disclosure. The results of 

direct entry linear regression predicting comfort with full disclosure was statistically 

significant, F(2, 74) = 4.42, p = 0.02, R2 = .11 (see Table 13). Organizational inclusiveness 
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was associated with comfort levels making a full disclosure (β = .30, p < 0.01), but 

supervisory leadership was not (β = 0.14, p < 0.22). Additionally, both organizational 

inclusiveness (β = .25, p < 0.05) and supervisor leadership (β = 0.23, p < 0.05) were 

associated with comfort levels making a partial disclosure. Neither organizational 

inclusiveness (β = -0.003, p < 0.98) nor supervisor leadership (β = 0.04, p < 0.73) were 

associated with making a mental health disclosure in the workplace.  

4.8 Qualitative Data 

The following section reports on the findings for the qualitative data related to 

the identification of accommodation, barriers and facilitators to requesting and receiving 

an accommodation, and participant feedback. The number of participants who responded 

to each question and the total number of non-repeated comments are shown in Table 14. 

For the treatment group, the pre-treatment responses were taken from the screening 

questionnaire and the post-treatment responses were taken from the four- and eight-week 

questionnaires. For the waiting list group, the pre-treatment responses were from the 

screening questionnaire and the four- and eight-week questionnaires, while the post 

responses were taken from the post-treatment questionnaires at 12 and 16 weeks. A 

response was considered repeated if it was said twice within a period (e.g., stated at week 

four and week eight) and in these cases the response was only counted once. Not all 

participants responded to the qualitative questions at pre- or post-treatment. Additionally, 

some participants responded at each time point, while others responded at select time 

points (e.g., at pre-treatment, but not post-treatment). The fewer responses at post-

treatment are indicative of incomplete questionnaires. 
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Table 11 

 

Correlations between Organizational Inclusiveness, Supervisory Leadership, and 

Predictor Variables 

 
Measure 1 2 3 4 5 6 7 

1. Organizational inclusiveness --       

2. Supervisor leadership 0.56** --      

3. Accommodations requested -0.07 -0.12 --     

4. Accommodations received 0.15 -0.03 0.64** --    

5. Comfort full disclosure 0.32** 0.14 0.21 0.13 --   

6. Comfort partial disclosure 0.25* 0.23* 0.09 0.04 0.61** --  

7. Disclosure completed 0.00 0.04 0.18 0.06 0.49** 0.23* -- 

* p < .05, ** p < .01 
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Table 12 

 

Logistic Regression Model Analyses for Secondary Measures 

 

Variables b SE OR r 

Accommodations Requested     

    Organizational inclusiveness -0.16 0.26 0.85 -0.07 

    Supervisory leadership -0.28 0.26 0.76 -0.12 

Accommodations Received     

    Organizational inclusiveness 0.45 0.34 1.56 0.15 

    Supervisor leadership -0.07 -0.32 0.93 -0.03 
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Table 13 

 

Linear Regression Model Analyses for Secondary Measures 

 

Variables b SE β r 

Comfort full disclosure 

    Organizational inclusiveness 0.29 0.10 0.30** 0.32 

    Supervisor leadership 0.13 0.10 0.14 0.14 

Comfort partial disclosure 

    Organizational inclusiveness 0.21 0.09 0.25* 0.25 

    Supervisor leadership 0.19 0.09 0.23* 0.23 

Disclosure completed 

    Organizational inclusiveness -0.002 0.08 -0.003 0.00 

    Supervisor leadership 0.03 0.08 0.04 0.04 
* p < .05, ** p < .01  
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Table 14 

 

Number of Participants and Comments 

 

    

Question Pre-treatment  Post-Treatment 

 Participants   Comments   Participants   Comments  

        

 Tx 

n (%) 

WL 

n (%) 

 Tx 

n (%) 

WL 

n (%) 

 Tx 

n (%) 

WL 

n (%) 

 Tx 

n (%) 

WL 

n (%) 

            

Types of accommodations  28 (36) 36 (46)  66 (47) 73 (53)  35 (64) 20 (36)  112 (64) 63 (36) 

            

Request acco (barriers) 25 (50) 25 (50)  30 (33) 61 (77)  20 (67) 10 (33)  29 (69) 12 (31) 

            

Receive acco (barriers) 8 (62) 6 (38)  8 (25) 24 (75)  6 (67) 3 (33)  11 (73) 4 (27) 

            

Receive acco (facilitators) 7 (33) 14 (67)  8 (24) 25 (76)  11 (50) 11 (50)  16 (50) 16 (50) 

            

Course feedback -- --  -- --  35 (63) 21 (37)  163 (63) 97 (37) 

          

Note. Tx = Treatment group; WL = Waiting list group; Pre-treatment for the waiting list group includes responses from the screening 

questionnaire, 4- and 8-week questionnaires; acco = accommodations. Post-treatment responses are combined comments from four- and eight-

week questionnaires delivered post-treatment. 
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4.8.1 Types of Accommodations 

All participants were asked to identify the types of accommodations they were 

aware of at pre- (n = 64) and post-intervention (n = 55). Participants could respond with 

more than one answer, but each accommodation was only counted once per participant. 

See Table 15 for the accommodations, definitions, examples, and frequency of 

accommodation comments at pre- and post-treatment.  

Prior to commencing the WCS course, participants were more likely (compared 

to post-treatment) to report a lack of awareness of the accommodations that were 

available (5%) or state that there were no accommodations available within their 

workplace (4.5%). If accommodations were identified participants were more likely to 

mention sick days/leaves (22%), reduced hours of work (12%), flexible schedules (13%), 

and/or employee benefit plans (13%). Following completion of the WCS course, 

participants identified a wider variety of accommodations. Specifically, participants 

more frequently mentioned flexible schedules (22%), work from home arrangements 

(9%), environmental changes (11%), modified duties (11%), interpersonal supports 

(7%), and/or team support/job sharing (7%). Post-treatment, participants were also less 

likely to mention sick days/leaves (9%) and employer benefits (6%) as accommodations. 

Additionally, post-treatment participants rarely stated that they were unaware of any 

accommodations (<1%) or that there no accommodations (3%) were available to them.
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Table 15 

 

Types of Accommodations 

 

  

   Frequency  

Accommodation Definition Examples Pre-Treatment 

(n = 139) 

Post-Treatment 

(n = 175) 

   n % n % 

Reduced Hours Fewer hours "Limited or restricted hours 

of work" 
16 11.51 15 8.57 

       

Reduced Workload Fewer work duties "Reduced responsibility" 5 3.60 5 2.86 

       

Sick days/leaves Disability leaves, sick leaves, 

medical leaves, return to work 

plans, mental health days 

"Ability to take time off 

when needed" 
30 21.58 15 8.57 

       

Flexible schedule Change in hours worked or time 

off to attend appointments 
“Time for appointments” 18 12.95 39 22.29 

       

Work from home Work from home arrangements Flexible work 

arrangements (location)” 
7 5.04 15 8.57 

       

Environmental changes Noise-cancelling headphones, 

change to lighting, space to 

relax, private workspace 

“Modifications to physical 

environment” 
10 7.19 20 11.43 

       

Modified duties Modification of required tasks or 

finding new employment 

Employer is allowing for 

modified duties on a 

gradual return to work 

program” 

10 7.19 20 11.43 

       

Extra time for tasks Provided extra time to complete 

work tasks 

“Getting extensions or help 

on work assignments” 
4 2.88 1 0.57 

       

Interpersonal supports Increased or modified 

communication with managers, 

“Boss is familiar with 

mental health conditions so 
5 3.60 13 7.43 
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more support, mentorship, or 

assistance getting help 

she’s always willing to 

listen.” 

       

Team Support/Job Sharing Getting help from teammates 

with current duties; reassign 

duties 

“Help from co-workers” 1 0.72 12 6.86 

       

Breaks More frequent breaks during the 

day 

“Incorporating breaks in 

the day” 
2 1.44 3 1.71 

       

Benefits Employee assistance programs, 

personal spending accounts, 

benefit costs for therapy 

“Use of EAP program” 18 12.95 11 6.29 

       

Not aware of any 

accommodations 

Participant states that they are 

unaware any accommodations 
“Not aware of any” 7 5.04 1 0.57 

       

None/There are no 

accommodations 

No accommodations available or 

accommodations would not help 

“This employer does not 

have any accommodations 

at all” 

 

6 4.32 2 2.86 

       

Note. The n represents the number of distinct comments made by both groups. Pre-treatment comments are from the screening 

questionnaire for the treatment group and the screening questionnaire, 4-, and 8-week questionnaires for the waiting list group; 

post-treatment responses are combined comments from four- and eight-week questionnaires delivered post-treatment. 
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4.8.2 Requests and Receipt of Accommodations 

4.7.2.1 Barriers to Requesting Accommodations. Participants were asked 

open-ended questions about why they did not request accommodations for their mental 

health concerns at pre- and post-treatment. Responses from 50 participants at pre-

treatment and 30 at post-treatment were analyzed to determine the frequency of 

participants’ responses at pre- (n = 91) and post-treatment (n = 41). Participants could 

respond with more than one answer, but each code was only counted once per 

participant. See Table 16 for the codes, code definitions, code examples, and frequency 

of codes at pre- and post-treatment. 

Personal feelings, employer/manager concerns, and uncertainty were the most 

frequently reported barriers to requesting an accommodation pre- and post-treatment. In 

terms of personal feelings, participants reported that feelings of anxiety and fear 

prevented them from requesting an accommodation. As Participant 236 stated, “I am 

fearful of any conversation about anything other than my actual work”. Participants also 

reported not wanting to request an accommodation due to mistrust or interpersonal 

concerns with their employer/manager. As one participant explained: 

Because my boss thinks they are a therapist and gives unhelpful and often holistic 

recommendations when I say that I am struggling with anxiety and doesn't listen 

to my needs. Also, they would want further explanation as to why I have mental 

health issues, and they are part of the problem. (Participant 50) 
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Table 16 

 

Barriers to Requesting or Receiving Accommodations 

 

    

    

Frequency of codes 

  

   Request Accommodation Receive Accommodation 

   Pre 

(n = 91) 

Post 

(n = 42) 

Pre 

(n = 32) 

Post 

(n = 15) 

Code Definition Examples n % n % n % n % 

           

Lack of knowledge Participant does not know what to 

ask for or what is available 

“I’m unaware of what to 

ask for.” 

10 10.99 0 0.00 1 3.13 1 6.67 

           

Stigma/judgments Stated fears of being judged 

negatively or experiencing stigma 

“Afraid of what people will 

think.” 

12 13.19 0 0.00 0 0.00 0 0.00 

           

Fear of job 

repercussions 

Expressed fear of losing their job, 

receiving a demotion, or being 

treated unfairly 

“Fear of termination based 

on actions of previous 

employers.” 

10 10.99 3 7.14 0 0.00 0 0.00 

           

Uncertainty Expressed uncertainty of how 

accommodations would help; had not 

considered accommodations before; 

or symptoms had only recently 

started impacting work 

“I am just always anxious, 

stressed and angry. I don’t 

know how that can be 

accommodated by anyone.” 

11 12.09 8 19.05 0 0.00 0 0.00 

           

Personal action Employee dealt with the symptoms 

themselves 

"When I've felt stressed too 

much in the past, I've left 

the job for another one 

hoping it will be less 

stressful. " 

6 6.59 8 19.05 0 0.00 0 0.00 

           

Personal feelings Describe anxiety, nervousness, 

uncomfortableness as a reason not to 

request an accommodation; did not 

"I have been too nervous, 

and afraid to ask.” 

14 15.38 7 16.67 0 0.00 0 0.00 
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want to inconvenience others by 

asking for accommodations 

           

Employer/manager 

concerns 

Stated mistrust of their employer; 

beliefs that manager/employer will 

not understand; unsupportive 

manager/employer; expressed fears 

of requests not being taken seriously 

or being ignored 

"Do not trust the employer 

and process." 

14 15.38 8 19.05 9 28.13 6 40.0 

           

Organizational 

concerns 

Statements regarding budgetary 

constraints or concerns discussed at 

an organizational level 

"Budget, lack of 

understanding from upper 

management as to how long 

it takes to complete tasks." 

1 1.10 2 4.76 13 40.63 6 40.0 

           

Job responsibilities Participant was the only one doing 

the job; minimal staffing to help; 

self-employed; still on disability so 

accommodations not required; 

"I'm the only person doing 

my job in the clinic." 

8 8.79 5 11.90 9 28.13 2 13.3

3 

           

Confidentiality Fear of others learning about mental 

health concerns and/or 

accommodations 

"Do not think they need to 

know about where I am 

mentally.” 

5 5.49 1 2.38 0 0.00 0 0.00 

           

Note. The n represents the number of distinct comments made by both groups. Pre-treatment comments are from the screening questionnaire for the treatment 

group and the screening questionnaire, 4-, and 8-week questionnaires for the waiting list group; post-treatment responses are combined comments from four- 

and eight-week questionnaires delivered post-treatment. 
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Other participants reported uncertainty about how an accommodation would help 

improve their symptoms or work functioning. As noted by participant #104: “Because I 

don't know if I have any mental health problems, I am just always anxious, stressed and 

angry. I don't know how that can be accommodated by anyone”. Other responses suggest 

that participants did not make accommodation requests pre- and post-treatment due to 

concerns about job repercussions (e.g., demotions) and job responsibilities (e.g., minimal 

staffing to help with workload). 

 There is some evidence to suggest that the WCS course had an impact on two 

reported barriers at pre-treatment: lack of knowledge and stigma/judgments. At pre-

treatment, participants (n = 10) stated that a lack of knowledge of accommodations 

prevented them from making a request. For example, participants made statements such 

as: “I did not understand my legal rights” (Participant 168), “I don’t know of anything 

that would help” (Participant 185), and “I work in a retail job and I’m not sure what I 

could request” (Participant 235). Additionally, at pre-treatment there were reported 

concerns regarding stigma and/or negative judgments (n = 12). Participant statements 

included “Stigma for asking. Rumours about requiring time off” (Participant 208), “Fear 

of being judged” (Participant 229), and “I’m afraid at what people will think” 

(Participant 54). At post treatment, a lack of knowledge and/or fear of stigma or negative 

judgments were not reported as barriers to requesting an accommodation, which may 

provide further evidence for the effectiveness of the WCS course. 

 4.8.2.2 Barriers to receiving accommodations. Participants were asked to 

identify the barriers to receiving an accommodation at pre- (n = 14) and post-treatment 
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(n = 9). In total 32 non-repeated comments were analyzed at pre-treatment and 15 at 

post-treatment (see Table 13). Participants reported that they did not receive 

accommodations due to job responsibilities, organizational constraints, and 

employer/manager concerns. The most frequently cited barriers were organizational, and 

employer/management concerns that included minimal staffing coverage, budgetary 

constraints, lack of knowledge, and low interest in employee wellbeing. Participant 

statements included “Budgetary constraints. Non-profit budgets 'never' have room for 

additional staffing support and no other staff have capacity to support” (Participant 46) 

and “The employer had no idea how to deal with the issues that contribute to mental 

health issues. The village council will not follow through on their obligation to protect 

the employees in the workplace” (Participant 202). At a management level, one 

participant noted “Supervisor did not understand how serious/urgent request was 

[because the] supervisor was not at same location [and was] unable to see struggles 

firsthand” (Participant 244). For another participant, the accommodation was perceived 

by management to be a safety issue: 

Management feels that no accommodations can be given to one person that can't 

be given to everyone.  The one accommodation I specially requested was 

considered to be a safety issue (wearing safety ear plugs to reduce background 

noise in the office). (Participant 236) 

For other participants, the accommodation was not received due to job 

responsibilities that could not easily be transferred to another staff member. For one 

participant, job responsibilities and shifts had to be consistent for all workers which 

meant they could not reduce their workload or shift tasks to another employee. For other 
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employees, there were not enough staff to cover their work or no one with the 

appropriate skillset: “No back-up staff available for specialized skill set” (Participant 

244). Overall, the barriers to requesting an accommodation appear to center on employee 

perceptions or concerns, whereas the barriers to receiving an accommodation are 

attributed to organizational or management constraints. 

4.8.2.3 Facilitators to Receiving an Accommodation.  Participants were asked 

to identify the facilitators to receiving an accommodation at pre- (n = 21) and post-

treatment (n = 22). In total 33 non-repeated comments were analyzed at pre-treatment 

and 32 at post-treatment. See Table 17 for facilitator codes, definitions, and frequency of 

responses. The most frequently cited facilitator for receiving an accommodation at pre- 

and post-treatment was a supportive manager/employer. Some participants described 

managers who were very understanding due to experiential knowledge of mental health 

concerns: “Supportive boss who also struggles with anxiety” (Participant 186). Others 

noted how their manager’s approachable style facilitated the receipt of an 

accommodation: 

My past manager was very approachable and easy to talk to - my new manager is 

very busy and often unavailable and hard to reach - she is open and easy to talk to 

once I am able to reach her (Participant 108). 

Another participant attributed the accommodation they received to the advocacy work of 

their immediate manager: “He is a mental health advocate and supports my time off to 

work through some things” (Participant 134). Other noteworthy facilitators included 

supportive co-workers and outside supports (e.g., physician or therapist). 
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Table 17 

 

Facilitators to Receiving Accommodations 

 

  

   Frequency of codes 

   Pre-Treatment 

(n = 33) 

Post-Treatment 

(n = 32) 

Code Definition Examples n % n % 

       

Supportive team/co-workers Discussion about how team members 

or co-workers supported participant 

"Considerate colleagues that 

remember." 

4 12.12 2 6.25 

       

Supportive 

manager/employer 

Discussion about how 

manager/employer supported 

participant 

"A very supportive boss." 15 45.45 11 34.38 

       

Organizational supports Mention of support from the 

organization (e.g., HR, Union) 

"The help of my union 

which I requested." 

2 6.06 1 3.13 

       

Outside supports Individuals (e.g., physician/therapist) 

who supported participant 

"Having my psychiatrist 

complete an accommodation 

form." 

4 12.12 3 9.38 

       

Seniority/respected employee Mention of how length of job tenure 

or having respect in the workplace 

helped facilitate receipt of an 

accommodation 

"Proven productivity and 

accumulated plus time 

allowed me to take an 

afternoon off." 

3 9.09 1 3.13 

       

Personal action Employee dealt with the symptoms 

themselves (e.g., making own 

accommodations) or advocating for 

themselves 

"I asked for working from 

home on days I have an 

appointment with my 

therapist." 

3 9.09 8 25.0 

       

Job requirements Discussion about how job 

requirements allowed for 

accommodation to occur 

"Flexibility due to type of 

business." 

1 3.03 4 12.5 
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Knowledge of 

accommodations 

Discussion of how knowledge of 

accommodations helped facilitate 

receipt of an accommodations 

"My knowledge which I 

attribute to your course" 

1 3.03 

 

2 6.25 

       

Note. The n represents the number of distinct comments made by both groups. Pre-treatment comments are from the screening questionnaire for the treatment 

group and the screening questionnaire, 4-, and 8-week questionnaires for the waiting list group; post-treatment responses are combined comments from four- 

and eight-week questionnaires delivered post-treatment. 
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 Participant responses suggest that the WCS course may have influenced 

participants’ ability to facilitate their own accommodations. Prior to receiving the 

intervention, three participants in the waiting list group reported advocating for their own 

accommodations. As stated by one participant, “Clearly articulating what the requested 

accommodations are. How it will benefit the employer as well as the employee 

addressing financial/operational realities. Making my requests very simple and specific” 

(Participant 244). Post-intervention, eight participants reported receiving 

accommodations through their own volition. For example, one participant was able to 

shift their hours because they were willing to work later, which benefitted the company 

and the participant. Another participant reported making requests to work from home on 

the days they met with their therapist, so they could more easily attend the appointment. 

Someone else threatened to report their employer if the accommodation was not made: 

“I've gotten to threatening them to go to the media, minister’s office or human rights if 

they don't fix this” (Participant 116). The increase in the frequency of responses related 

to personal action following the intervention suggests that the intervention may have 

contributed to participants’ knowledge, self-efficacy, and confidence to accommodate 

themselves. 

4.8.3 Participant Engagement and Treatment Satisfaction 

Results showing participant engagement and treatment satisfaction are presented 

in Table 18. These results represent the participants from the treatment group who 

received the intervention (n = 41). Most participants completed at least three lessons of   
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Table 18 

 

Treatment Characteristics of Treatment Group 

 

Variable n % 

Participant Engagement (n = 41)   

  Lesson Completion   

 No Lessons Completed 0 0.0 

 Lesson 1 41 100.0 

 Lesson 2 36 87.8 

 Lesson 3 34 82.9 

 Lesson 4 30 75.6 

    

  Accessed Worksheets   

 No Worksheets accessed 0 0.0 

 Lesson 1 41 100.0 

 Lesson 2 37 90.2 

 Lesson 3 32 78.0 

 Lesson 4 28 68.3 

 Lesson 4 PMR audio 25 61.0 

   

Treatment Satisfaction (n = 34)   

 Would recommend course (SD) 7.65 (1.45)  
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the course (n = 34; 82.9%) with over 75% completing all four lessons (n = 30). 

Participants further demonstrated engagement in the WCS course by accessing the 

optional lesson worksheets. The most accessed worksheets were for lesson one (n = 41; 

100%) and lesson two (n = 37; 90.2%). Unfortunately, information on average and 

median time to complete each lesson, along with the range of time (minimum and 

maximum in minutes) was unable to be obtained.  

Of the participants who completed satisfaction measures at post-treatment (n = 

34), all stated that they were at least somewhat confident that they would recommend the 

course to a friend. Comparatively, over 60% (n = 21) stated that they were very confident 

(reported an 8 or 9) that they would recommend the course. Overall, participants’ mean 

score on the 9-point measure was 7.65 suggesting that most participants were quite 

confident they would recommend the course.  

4.8.4 Course Feedback 

To further assess participants’ experiences with the WCS course, data from 56 

participants (80%) who completed the course feedback questionnaire administered at day 

five were examined. In total 260 non-repeated responses were analyzed (see Table 19). 

The five content areas explored during the post-treatment client feedback questionnaire 

were (a) aspects of the WCS course that participants liked, (b) aspects of the WCS course 

that participants disliked, (c) recommended changes to the course, (d) aspects of the WCS 

course that should stay the same, and (e) likelihood of referring the course to a friend. Of 

the 56 participants who responded to the feedback questionnaire, 100% (n = 56) 

described something they liked about the course and 39% (n = 22) reported multiple 

aspects they liked about the course. Only 61% (n = 34) of participants described  
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Table 19 

 

Client Feedback Questionnaire  

 

    

   Frequency of codes 

  

   Likes  

(n = 86) 

Dislikes 

(n = 40) 

Changes 

(n = 49) 

Keep Same 

(n = 37) 

Code Definition Examples n % n % n % n % 

Course Content           

           

Mental Health 

Symptoms 

Text expressing the participants’ 

understanding or acknowledgment of 

symptoms or how course content 

triggered symptoms of 

anxiety/depression and/or stress  

"Gained some 

understanding of anxiety, 

panic disorders and 

depression." 

 

"I'm not sure that I disliked 

it, per say, but the sections 

on asking for workplace 

accommodations made me 

feel more anxious." 

10 11.6 4 10.0 0 0.0 0 0.0 

           

Work-related 

Information 

Text discussing content related to 

aspects of the workplace (e.g., 

Human Resources; Legal; 

presenteeism/absenteeism) 

"I like that it clearly defines 

who/where to look for help: 

legislation, HR 

policies/procedures, etc.." 

6 6.9 1 2.5 1 2.0 0 0.0 

           

Accommodations Text referring to or discussing 

accommodations 

"Good info about 

accommodations and the 

greater success people 

achieve with them." 

9 10.5 2 5.0 0 0.0 0 0.0 

           

Case Examples References to the case examples 

within the lessons 

"The definitions with their 

real-world examples were 

easy to relate to." 

1 1.2 0 0.0 

 

1 2.0 1 2.7 
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Symptom 

Management 

References to strategies or skills to 

manage symptoms 

"Many suggestions on ways 

to cope/deal with anxiety." 

9 10.5 1 2.5 4 8.2 4 10.8 

           

Disclosure Reference to speaking with your 

others regarding mental health 

concerns in the workplace 

"Was really important 

information for me to know 

about the risks of 

disclosure" 

2 2.3 2 5.0 2 4.1 1 2.7 

           

Normalizing 

Experience 

Text discussing how the content 

helped to normalize the participants’ 

experiences 

"Mostly validation that the 

things I am struggling with 

are not unique to me" 

4 4.7 0 0.0 0 0.0 0 0.0 

           

General Information Comments on course content without 

being specific 

"I like the content, it is 

informative." 

4 4.7 7 17.5 6 12.3 1 2.7 

           

Clarity Text referring to the clarity, 

accessibility, and conciseness of 

content. 

"The content is short, 

concise, and in simple 

terms. It was easily read 

and understood." 

18 20.9 1 2.5 0 0.0 6 16.2 

           

Course Structure           

           

Layout Text referring to the structure or 

layout of the course (e.g., online) or 

notation of content errors (e.g., 

missing period), or recommended 

changes to the layout (e.g., more 

visuals, less questionnaires) 

"I liked the way the 

information was presented 

as slides, and I could go 

back to previous slides to 

re-read if needed." 

 

12 14.0 8 20.0 12 24.5 13 35.1 

           

Length or Pace of 

course 

Reference the time it takes to 

complete the course or pace/spacing 

between lessons 

"That I can take time to 

read it and go at my pace" 

6 6.9 3 7.5 5 10.2 8 21.6 

           

Worksheets Reference to the optional worksheets "Really found the 

worksheet helpful for 

sparking ideas and 

5 5.8 2 5.0 3 6.1 3 8.1 
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reflection on my own 

circumstances" 

           

Technical Issues Reference to difficulties navigating 

through the course and/or computer 

issues/concerns 

"I found there is syncing 

issues within the slides" 

0 0.0 4 10.0 1 2.0 0 0.0 

           

Course Limitations Text referring to limitations of the 

course including inability to 

download course to desktop, lack of 

links within course, request for 

discussion forums, and/or addition of 

audio/video 

“The change that I would 

recommend is to possibly 

have a chance for 

participants to engage in 

discussion as extra 

support.” 

0 0.0 5 12.5 14 28.6 0 0.0 
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something they disliked about the course while 70% (n = 39) described at least one thing 

they would change. Almost 36% (n = 20) responded that there was nothing they disliked 

about the course and 25% of participants recommended no changes to the course (n = 

14). Approximately 46% (n = 26) of participants recommended at least one aspect of the 

course they would keep the same. Data were grouped into two overarching categories: 

course content and course structure and within each category data was further broken 

down into descriptive codes. The code names, descriptions, examples, and frequencies 

are summarized in Table 15. 

4.8.4.1 WCS Course Likes. In total participants provided 86 distinct comments 

about the aspects of the course that they enjoyed or liked. The clarity, accessibility and 

conciseness of the course content was the aspect that participants reported liking the most 

(20.9%). Specifically, participants reported “Reliable to the point information with not 

too many difficult words or phrases” (Participant 96) and “Very easy to read through 

while providing good information” (Participant 53). As for the specific content, 

participants reported liking the information provided on work-related issues or resources 

(6.9%), disclosure (2.3%), and accommodations (10.5%). As one participant noted, “I 

feel if I'm in a stressful work situation in the future I will be more likely to identify the 

issues I'm experiencing and investigate my rights regarding workplace accommodations” 

(Participant 139). Positive comments were also made regarding the course content related 

to mental health symptoms (11.6%), normalizing experiences (4.7%), and symptom 

management strategies (10.5%). As one participant stated, “I particularly enjoyed 

learning more about the prevalence, symptoms and healthy ways to manage, lessons 1 

and 4 in particular” (Participant 134).  
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In terms of course structure, participants reported liking the layout of the course 

particularly how the information was presented in an online, user friendly, slideshow 

format (14.0%). Many further described the format as less threatening making the 

information easier to understand. For example, one participant stated “I am thankful the 

information/course remains is available to me online as I will need to review it 

occasionally in the future. Retention difficulty is one of my symptoms” (Participant 136). 

Another participant succinctly stated, “Course built in 4 different blocks... less 

threatening” (Participant 63). Other participants spoke favourably about the length and/or 

pace of receiving access to the course lessons (6.9). For one participant, the pace of the 

course helped with engagement and prevented boredom: “I like the fact that each section 

does not take a whole lot of time and is interesting.  I think this encourages people to 

continue with the course.  You are never bored” (Participant 135). Finally, some 

participants described how the worksheets helped them apply the lesson content in 

practical ways (5.8%). For one participant the worksheets helped them change their 

perspective about work: 

Worksheet for lesson 1: Exercise 2, question 2: What do you have control over in 

the workplace. My mind keeps getting back to this question all week and the 

answers that I wrote down make me understand my work is not that bad actually. 

(Participant 100) 

Overall, the number of positive comments regarding the course content and structure far 

exceeded the reported dislikes and recommended changes. 

4.8.4.2 WCS Course Dislikes. In total participants provided 40 comments 

regarding their dislikes of the course content and/or structure. With regards to course 
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content, participants expressed some concern regarding the warnings about potential 

stigma or discrimination and the impact it had on their mental health. For example, one 

participant reported “There is nothing I disliked about the course per se. I did find the 

modules 2 and 3 content that highlighted risks of dealing with issues uncomfortable.” 

(Participant 134). For other participants, the warnings impacted their decision to disclose 

their mental health concerns within the workplace. As reported by one participant, “I 

understand why it had to mention the risks of letting your employer know but if I'm 

honest I will never speak up because the amount of times I read the warning was (too) 

often” (Participant 62). Other participants disliked the lack of detail provided within the 

content as described by one participant “Not a lot of information in it. It seems like most 

of the information in the course could be contained in one pamphlet” (Participant 23). 

Generally, participants reported positive feedback regarding the course content with 

concerns about course warnings and the level of detail provided. 

Most of the reported dislikes were in regard to the course structure. Specifically, 

participants had concerns with course engagement related to the course layout (20%). For 

example, some participants expressed dislike of the uniform format of the slides: “Slides 

are static, need to be diversified, change the format from one slide to the next” 

(Participant 63). Others mentioned course limitations (12.5%), including a lack of audio 

or video options, and they requested hyperlinks to course worksheets. As one participant 

said, “Voice or video options would be easier to digest the data presented, but it might be 

just a personal preference” (Participant 37). Some participants expressed technical 

difficulties (10%) related to navigating through the course: “lack of detail and links to 

specific discussion areas - it is so hard when you are in the midst of depression to sort out 
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many [things] e.g., figuring out where to start, what words to use, etc.” (Participant 236). 

Although, minimal course dislikes were reported by participants they are important to 

consider when revising course content for future course offerings. 

4.8.4.3 Recommended Changes. There were 49 recommendations for how the 

WCS course should be changed. In terms of content changes, participants requested more 

information on specific actions they could take (not just general advice) and more 

material on accommodations, coping skills, and workplace issues that impact mental 

health. For example, one participant suggested, “I think it would be helpful to dive a bit 

deeper into everything as I feel it was done on a bit of a superficial level. It may be 

helpful to have a more in-depth course available” (Participant 212). Another participant 

was more specific in their recommendation when they suggested, “A decision tree 

questionnaire that at the end gives you suggestions on how to get help and how to get the 

correct information to employers without making them feel cornered or defensive” 

(Participant 54). Another participant suggested the use of actual case examples from their 

region: “Perhaps referring to actual cases from (Saskatchewan) - make it relevant to 

Sask” (Participant 52). Finally, participants wanted more exercises to help apply the 

information they were learning. As one participant stated, “Perhaps more exercises to 

allow students to apply the learning to practical situations” (Participant 230). Overall, the 

number of recommended changes to the course content was minimal as compared to the 

recommendations to the course structure.’ 

There were over 30 recommended changes to the course structure. Most of the 

comments discussed changes to the course layout (24.5%) and the limitations of the 

course (28.6%). Suggestions included increasing the number of lessons to five or 



138 

 

rearranging course content to make it more accessible for individuals struggling with 

mental health concerns. As one participant stated, “Maybe split the concepts up into 5 

lessons instead of 4? The length/amount of slides may be a bit much for others 

(Participant 151). As per another participant, “Perhaps change the order so that 

participants were given some of the tools to help manage symptoms before the sections 

on requesting accommodations?” (Participant 165). Other participants requested audio or 

video to help with course engagement. One participant reported, “I would have 

personally loved an audio version of this or if it's ever done as a talk, the video of that” 

(Participant 72). Participants further suggested the use of more pictures or illuminated 

icons to help with course engagement and they requested more downloadable material 

that could be accessed in the future or shared with others. For example, one participant 

requested, “Make available downloadable or printable documents of the slides provided.  

I would love to utilize some of the slides, particularly in lesson 4 to share with co-

workers/manager to help discuss some of the challenges I face” (Participant 236). Some 

participants wanted an opportunity to discuss their experiences with a therapist and/or 

other participants. For example, “The change that I would recommend is to possibly have 

a chance for participants to engage in discussion as extra support” (Participant 203). 

Overall, future revisions to the course should focus on adding more specific content, 

downloadable material, audio/visual components, and possible inclusion of a therapist to 

discuss course content, symptoms, and/or workplace struggles. 

4.8.4.4 Keep the Same. Participants provided 37 responses on what should be 

kept the same. With regards to the course content most participants recommended 

keeping the content language simple and clear (16.2%). As noted by one participant, 
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“The words used to define stuff is simple and concise, yet dense. So that's really great 

and appreciated” (Participant 151). Other participants were more specific and reported 

keeping Lesson four on managing symptoms as is (10.8%). Several participants reported 

keeping the layout (35.1%) and length or pace (21.6%) of the course the same. For 

example, Participant 235 stated “I like how lessons aren't too long. They have been 

separated into more manageable chunks.” Some participants also wanted the worksheets 

to remain unchanged. As one participant said, “It also helped that at first I filled out the 

worksheet thinking that I will have to submit it. It made me carefully put my answers and 

think them through. Now I go back to that question almost every day” (Participant 104). 

Based on this feedback, it is recommended that future course offerings keep the content 

language simple and concise, make only minor revisions to the course layout, length or 

pace of the course, and accompanying worksheets. 
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CHAPTER FIVE: Discussion 

Research on workplace accommodations for mental health concerns has 

documented the types and frequency of accommodations used and the many potential 

benefits of accommodations for employees (Bolo et al., 2013; Chow et al., 2014), yet no 

known studies have examined interventions aimed at increasing the usage of 

accommodations. Given the paucity of research on accommodation interventions and the 

growing incidence of anxiety and depressive symptoms in Canada (Dozois, 2021), there 

is a need for evidence-based interventions that will help employees better manage 

symptoms at work (e.g., workplace accommodations). The current study sought to 

contribute to the literature by examining the efficacy and acceptability of the WCS course 

for Canadian employees who were experiencing anxiety and depression symptoms. The 

WCS course was specifically developed to increase accommodation knowledge and 

usage by providing participants with relevant and practical information about 

symptomology, accommodations, disclosure, and other useful symptoms management 

strategies for the workplace. It was delivered in a user friendly, online format to further 

enhance the accessibility of the information. Primary analyses examined the efficacy of 

the course on several variables including requesting/receiving accommodations, 

employee knowledge of accommodations, self-stigmatizing attitudes, and workplace 

relationships. Secondary analyses focused on the impact of the course on comfort levels 

disclosing in the workplace and rates of disclosures. Additionally, organizational 

inclusiveness and supervisory leadership were examined to determine the impact on 

receiving an accommodation and disclosures in the workplace. Due to minimal reported 

accommodation use, at the 8 week post-treatment, exploratory analyses were conducted 
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to examine the efficacy of the WCS course on absenteeism and presenteeism rates, 

participant’s self-efficacy, and psychological distress/symptomology. Finally, qualitative 

analyses provided information-rich data on the accommodations identified by participants 

and barriers and facilitators to requesting and receiving accommodations. Participant 

feedback on the course structure and content was also examined using qualitative 

methods. 

5.1 Primary and Secondary Outcomes 

5.1.1 Efficacy of the WCS Course 

It was hypothesized that participants in the treatment group would have increased 

knowledge of workplace accommodations. This hypothesis was confirmed in that 

treatment group participants reported increased accommodation knowledge and a large 

effect size compared to the waiting list group. Additionally, the qualitative data showed 

that prior to commencing treatment, participants were more likely to report a lack of 

awareness of available accommodations or stated there were no available 

accommodations within their workplace. Following treatment, participants’ identification 

of other accommodations such as, flexible schedules, work from home arrangements, and 

modified duties increased.  

It was further hypothesized that participants in the treatment group would request 

and/or receive more accommodations. Ultimately it was found that participants in this 

study did not report requesting or receiving accommodations by the end of the eight-

week period. The findings are surprising in that the first proposition of the RUT (Dimoff 

& Kelloway, 2016) postulates that employees will access available 

resources/accommodations if they are aware of them or acknowledge that a resource is 
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required. This proposition is corroborated by Bolo et al. (2013) and Wang et al. (2011) 

who hypothesized that participants in their studies did not receive required 

accommodations due to a lack of accommodation knowledge. Overall, while 

accommodation knowledge increased with the WCS course, it was not sufficient to result 

in increased accommodations, at least within this initial eight-week assessment period.  

It is possible that clients also required other changes to take place to obtain 

accommodations and these changes did not occur as a function of completing the WCS 

course. In addition to accommodation awareness, for example, it has been proposed by 

the RUT that participants must also acknowledge that an accommodation is required 

before they will request or receive one (Dimoff & Kelloway, 2016). Acknowledging the 

need for an accommodation may prove difficult for some participants who have higher 

rates of self-stigma relating to their mental health concerns. Corrigan and Rao (2012) 

suggest that self-stigmatization can lead to a why try effect where individuals with lower 

self-esteem or self-efficacy believe they are not worthy of help, or conversely, do not 

require help because their symptoms are a result of some internal and inherent attribute 

(e.g., laziness).  

The WCS course addressed self-stigma by defining and discussing it, identifying 

symptoms of anxiety/depression in the workplace, and normalizing participants’ 

experiences with anxiety/depression. To assess self-stigma, data from the four subscales 

of the SSMIS-SF were analyzed. Results suggest that over time participants from the 

treatment group were less likely to experience harm from internalizing negative 

stereotypes (SSMIS-Hurts subscale). A lower rating on the SSMIS-Hurts subscale 

suggests that those in the treatment group experienced increased self-esteem and/or self-
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efficacy since the SSMIS-Hurts subscale is inversely associated with both measures 

(Corrigan et al., 2012). Additionally, those in the treatment group reported improved self-

efficacy on the NGSE measure. As such, it can be argued that with an increase in self-

esteem and/or self-efficacy, participants would be more likely to believe they are worthy 

of help, which should theoretically have increased use of workplace resources, such as 

accommodations. 

It is possible that accommodations were not requested or received due to impaired 

workplace relationships or fears of disclosure. The quantitative findings of the current 

study suggest that there were no changes to workplace relationships over time or between 

groups. As such, if there were impaired workplace relationships that prevented 

participants from requesting or receiving an accommodation, the WCS course did not 

help to improve these potential conflicts. There also was no evidence to suggest that the 

WCS course helped to improve comfort levels disclosing and rates of mental health 

disclosure within the workplace. This finding may partially explain the lack of requests or 

receipt of accommodations, since increased disclosure has been found to be positively 

associated with accommodation use (Brohan et al., 2012; Corbière et al., 2014; Jones, 

2011; Nevala et al., 2015; Zafar et al., 2019). Both findings suggest that the information 

contained in the WCS course while beneficial in some regards (i.e., increasing knowledge 

and reducing self-stigma to some extent), needs to be further reviewed and revised to 

help improve workplace relationships and aspects of disclosure, which may result an 

increase in accommodation requests. 

5.1.2 Organizational Inclusiveness and Supervisory Leadership 
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Studies have shown the importance of supportive leadership in both the disclosure 

and accommodation process (Covell et al., 2020; Dewa et al., 2020; Mellifont et al., 

2016a; Schultz et al., 2011). Specifically, studies have documented how leadership styles 

influence disclosure in the workplace, which is often required before an accommodation 

can be received (Chow & Cichocki, 2016; Dewa et al., 2020; Jones, 2011; Nevala et al., 

2015). Consistent with these past findings, in the current study, participants’ responses 

suggest that organizations that promote mental health inclusion increased employees’ 

comfort levels making a full or partial disclosure. Additionally, respondents reported 

increased comfort levels making a partial disclosure if they worked for a supportive 

supervisor. There were no links between organizational inclusiveness and supervisory 

leadership on receiving or requesting an accommodation. These findings serve to add to 

existing research suggesting that if organizations and supervisors wish to further increase 

disclosure rates within the workplace, supportive and inclusive styles should be 

implemented (Dewa et al., 2020; Nevala et al., 2015). 

5.2 Exploratory Outcomes 

Of note, few participants reported receiving an accommodation both pre- and 

post-treatment and thus analyses could not be undertaken to examine if those who 

received an accommodation improved on several variables. Consequently, to maximize 

use of available data, exploratory analyses were conducted on the impact of the 

intervention directly on absenteeism and presenteeism rates, self-efficacy, and lower 

psychological distress and symptomology. Of note, due to inconsistent and improbable 

responses to questions related to absenteeism, results related to absenteeism are not 

discussed (see Section 4.6.1).  
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 Past studies on accommodations document the positive outcomes of receiving a 

workplace accommodation including improved work performance for individuals with 

anxiety and/or depression (Chow et al., 2014; Mellifont et al., 2016a; Solovieva et al., 

2011). Within these studies, work productivity is commonly assessed using presenteeism 

scores, which measure the lost productivity of employees who present to work ill and are 

unable to perform the full duties of their job (Cocker et al., 2011). The findings of the 

current study suggest that the WCS course was efficacious in reducing presenteeism rates 

over time for participants in the treatment group even though they did not report using 

accommodations. Specifically, from pre-treatment to week eight presenteeism scores for 

participants in the treatment group showed an improvement, while scores for those in the 

waiting list group declined. These findings are in contrast to the findings of a systematic 

review that investigated the effects of Internet-delivered interventions (CBT, 

mindfulness, and stress management) for employees with anxiety/depression symptoms. 

A review of eight studies found no improvements in presenteeism scores, although there 

was a trend towards a positive effect (Stratton et al., 2021). Since the current study found 

an improvement in scores for the treatment group it is important to understand which 

components of the WCS course led to the results. It is possible that having increased 

knowledge of accommodations and reducing self-stigma was responsible for improving 

presenteeism scores. It is also possible that a component of the course led to 

improvements. For instance, based on the positive comments from both the experts 

reviewing the course and course participants that the material contained in Lesson Four 

(e.g., tips for handling procrastination) was the most impactful. As such, it is 

recommended that any future investigations into improvements in presenteeism scores 
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start with assessing the content of Lesson Four. This information could then be used to 

increase engagement in the course by presenting employers and employees with the 

financial and personal benefits of completing the WCS course. 

The other notable finding from the current study that may account for improved 

presenteeism is the improved self-efficacy scores at week eight for the treatment group. 

Perhaps improved self-efficacy assisted participants in the treatment group in their 

workplace performance.  As noted previously, despite improved self-efficacy this did not 

result in more requests for workplace accommodations, which would have been 

consistent with past findings in the literature showing that self-efficacy is associated with 

increased requests for accommodations (Jones, 2011). This discrepancy can be partially 

explained by a limitation of the pre- and post-measure questionnaires. As previously 

noted, the questionnaires asked participants if they had requested an accommodation and 

if they answered “yes” then follow-up questions asked if the accommodation was 

received. As such, it is possible that participants received or implemented 

accommodations without making a request and the receipt of the accommodation was not 

documented. It can also be argued that increased self-efficacy led to more confidence and 

self-accommodating behaviours. In fact, 25% of the qualitative responses at post-

treatment identified “personal action” (e.g., made their own accommodations) as a 

facilitator to receiving an accommodation. For example, one participant stated: “I have 

been able to handle my anxiety and depression by accommodating within existing work 

policies and haven't needed to ask for further changes” (Participant 68). In short, although 

the data confirm that participants did not request an accommodation, it is possible that 
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they received accommodations on their own volition that can be partially attributed to 

increased self-efficacy. 

Receiving an accommodation without a request would also be congruent with 

information provided within the WCS course. Within the course content, participants 

were provided with strategies for implementing their own accommodations without 

formally requesting one. For example, it was suggested that participants request different 

shifts or flexible schedules to meet their needs, implement environmental changes (e.g., 

noise cancelling headphones), or modify work tasks. Qualitative data pre- and post-

treatment showed that a higher percentage of participants identified flexible schedules, 

environmental changes, and modified work tasks as accommodations at post-treatment. 

Although participants did not explicitly state that they used these accommodations, the 

identification of the accommodations is the first step in receiving or implementing 

accommodations. In conclusion, higher self-efficacy and presenteeism scores along with 

more frequent identification of available accommodations provides some evidence that 

participants may have employed strategies recommended within the WCS course or they 

may have used secondary resources, such as a self-implemented accommodation. 

 Participants in both groups also reported improved generalized anxiety and 

depression symptoms over time with similar percentage improvements. As noted in Bolo 

et al. (2013), employees who received accommodations that met their needs reported 

fewer anxiety and depressive symptoms 12 months later. It is possible that the 

improvements on symptom measures were a result of participants implementing their 

own accommodations. There are also several other explanations for symptom 

improvements in both groups. For example, a small number (n = 6) of Saskatchewan 
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participants had either finished or began the Wellbeing Course through the Online 

Therapy Unit while waiting for the WCS course to begin. The primary focus of the 

Wellbeing Course is symptom reduction though psychoeducation, cognitive restructuring, 

management of physical symptoms of anxiety/depression, graded exposure exercises, and 

relapse prevention. Participants complete the course over eight-weeks and have access to 

an online therapist. Since the primary objective of the Wellbeing Course is symptom 

reduction, it is a likely explanation for improved symptomology of participants in the 

waiting list group over time (Etzelmueller et al., 2020; Hadjistavropoulos et al., 2020; 

Hadjistavropoulos et al., 2021).  It could also be the case that signing up for the study led 

participants in the waiting list group to think about their mental health and seek out 

alternative options to therapy (e.g., readings, internet searches, speaking to friends) that 

contributed to symptom improvements. Additionally, knowing that assistance was 

available and imminent may have helped to alleviate stress and/or mental health 

symptoms. It could also be the case that the stress or circumstances that led the 

participant to the WCS course had changed (e.g., job change) over time. Regardless of 

the reason for the improvement in symptoms, it is encouraging to know that participants 

were resilient and able to manage symptoms over time. 

5.3 Qualitative Analyses  

 Open-ended questions were asked of participants at pre- and post-treatment. 

These questions centered on identification of accommodations and the barriers and 

facilitators to requesting and receiving accommodations. Responses showed that more 

attention within the WCS course needs to be given to improving employee and employer 

relationships, which may help to facilitate requests for and use of workplace 



149 

 

accommodations. The qualitative data also suggests it may be helpful to develop an 

employer centered WCS course to complement the current WCS course that would 

include information on how to properly manage mental health symptoms in the 

workplace. A complementary course could build on previous studies that have 

documented the positive impacts of employer-centered mental health interventions, 

including improved mental health promotion, fewer negative attitudes towards mental 

health, and less support of mental health stereotypes (Akhanemhe et al., 2021; Dimoff & 

Kelloway, 2019; Dimoff et al., 2016; Gayed, Milligan-Saville, et al., 2018; Gayed et al., 

2019). Overall, any future iteration of documented interventions should focus on 

improving employee and employer relations in regard to mental health issues. 

In their systematic review of the accommodation literature from 1990 to 2016, 

Zafar et al. (2019) identified five categories of mental health accommodations, including 

communication facilitation, scheduling flexibility, job description modification, physical 

space, and other (e.g., transportation). Following completion of the WCS course, 

participants from both groups were more likely to identify accommodations within the 

scheduling flexibility (41%) and job description modification (30%) categories with few 

comments made regarding communication facilitations (14%) and/or physical space 

(11%).  Examples of communication facilitation included positive feedback from 

supervisors, added supervision, providing feedback and instructions through multiple 

methods (verbal and written), educating supervisors on accommodations, weekly 

meetings with supervisors, and limited changes to supervisors/staff (Zafar et al., 2019). 

Supportive managerial practices that are consistent with the examples of communication 

facilitation have been shown to be associated with increased employee use of more 
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accommodations (Negrini et al., 2018). As such, it is recommended that the content of the 

WCS course be reviewed to determine if there are ways to increase identification and use 

of communication facilitation. For example, a second version of the WCS course could 

be developed that would provide education and strategies for managers/employers to help 

support employees with mental health concerns through added supervision, weekly 

meetings, more employer knowledge of accommodations, and the use of positive 

feedback. Increasing education on common communication facilitation accommodations 

may also help to decrease the barriers to requesting and receiving an accommodation. 

 When asked about the barriers to requesting and receiving accommodations at 

pre- and post-treatment, several comments were made regarding employer/manager 

concerns. Specifically, participants stated they mistrusted management and believed that 

their manager/employer would not understand or take their concerns seriously, which 

prevented them from requesting and receiving an accommodation at post-treatment.  

This finding is supported by Schultz, Duplassie, et al. (2011) who interviewed 41 experts 

with training and experience in accommodating individuals with mental health concerns. 

In their study, lack of employer education/knowledge/awareness, lack of employee 

centered approaches, and stress-inducing employer/organizational expectations were 

identified as barriers to receiving an accommodation. Respondents in the current study 

expressed similar fears and concerns. For example, participants made statements such as: 

“Supervisor too busy (overwhelmed himself), not understanding how serious/urgent the 

request was, no mechanisms available to re-assign tasks” (Participant 244) and “Lack of 

knowledge and/or respect of condition” (Participant 63). Participants’ responses in 

conjunction with the findings regarding supportive supervisory leadership and increased 
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disclosure provides further support for the development of a program aimed at improving 

employer education/knowledge/awareness and employee-centered approaches.  

In discussing the removal of barriers, Schultz, Duplassie, et al. (2011) suggest 

receiving help from others in the form of collaborations, communication, and employer 

support in order to improve accommodation usage. In a more recent Canadian study, 

Negrini et al. (2018) examined supervisors’ contributions to the return to work of 

employees with depression symptoms. They noted that supervisors’ intention to help 

employees was associated with a return to work and the employee receiving workplace 

accommodations (e.g., supervisor support, task modification). These findings and 

suggestions are consistent with qualitative responses from participants in the current 

study who identified supportive managers/employers as facilitators to receiving 

accommodations at both pre- and post-treatment. One participant even stated, “The 

knowledge I gained from the course helped [me] to work together with my union 

representative to ask for a preplanning meeting for my return to work where we were able 

to address accommodations required” (Participant 136). Based on the research evidence 

and qualitative results, future course offerings of the WCS course should consider 

providing more information for employers on supportive behaviours and practices to help 

manage employees’ symptoms of anxiety and depression. 

Although stigma is often cited as a barrier to requesting and receiving an 

accommodation (McDowell & Fossey, 2015; Schultz, Duplassie, et al., 2011; Zafar et al., 

2019), the qualitative data of the current study suggest that the WCS course may have 

helped to alleviate fears of stigma. The third proposition in the RUT suggests that 

employees will exhaust primary resources before using secondary resources because 
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secondary resources are more visible, not as quickly replenished, and may have 

significant social costs (Dimoff & Kelloway, 2016). Since few participants reported using 

an accommodation, it is possible that primary resources were being used in lieu of 

accommodations to avoid public stigma and interpersonal difficulties with management. 

In fact, qualitative data from the current showed that 25% of the responses at pre-

treatment listed stigma/judgments and fear of job repercussions as a barrier to requesting 

an accommodation. To circumvent this barrier, information on public stigma and 

methods to counteract stigma (e.g., partial disclosure, talking to a trusted employer) were 

discussed within the WCS course. Interestingly, only 7% of responses at post-treatment 

listed fear of job repercussions as a barrier to requesting an accommodation with no one 

listing stigma as a barrier. This provides partial support for the efficacy of the 

intervention on perceptions and impact of stigma on requesting an accommodation. 

Furthermore, quantitative analysis of comfort levels and rates of disclosure show 

increased comfort and disclosure over time for the treatment group, which suggests that 

participants in the treatment group were not hiding their mental health concerns. As such, 

with no reported fears of stigma at post-treatment and increased disclosure over time, it 

can be argued that stigma was not a prominent barrier to requesting or receiving an 

accommodation for participants who completed the WCS course.  

  The qualitative findings of the current study also provide some evidence that may 

help to increase employer acceptance and use of future course offerings. Specifically, the 

accommodations identified by participants at pre- and post-treatment demonstrate some 

possible cost benefits of the WCS course. For example, at pre-treatment participants 

reported the following accommodations more frequently: sick days/leaves (22%), flexible 
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schedules (13%), employee benefit plans (13%), and/or reduced hours of work (12%). 

After completing the WCS course, participants were more likely to identify 

accommodations that would allow them to keep working. For example, they mentioned 

flexible schedules (22%), environmental changes (11%), modified duties (11%), and/or 

work from home arrangements (9%) most often. These findings may suggest there are 

some potential cost-benefits of the WCS course in that, participants who complete the 

course may be less likely to be absent from work. To fully understand the cost-benefits of 

certain accommodations, it is recommended that future studies examine the relationship 

between identified and/or used accommodations and days absent from work. 

5.4 Participant Feedback  

 This was the first known workplace intervention to investigate the use of a course 

aimed at improving employee knowledge of anxiety/depression symptoms in the 

workplace, accommodations to help manage symptoms, considerations for disclosure of a 

mental health concern and accommodation requests, and general tips for symptom 

management. To ensure that the course was relevant and helpful to participants, the 

course content was initially reviewed by experts in the field (e.g., Human Resources 

representatives). Once their recommended changes were implemented, the WCS course 

was then offered to study participants to evaluate the efficacy of the course. To help 

improve future offerings of the WCS course and/or similar interventions, participants 

were asked what they liked and disliked about the course. They also were asked to 

identify the aspects of the course that should be changed and kept the same. Participants’ 

feedback is important to ensure that future interventions incorporate a client-centered 
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approach, which will help to improve the application of research findings (Forsythe et al., 

2019). 

 There were several aspects of the course content that participants and experts 

stated they liked and recommended no changes. For example, participants and the experts 

were appreciative of the clarity of the content, specifically that it was concise, easy to 

read, and understandable. Additional likes included the information on mental health 

symptoms and symptom management. Participants and experts were particularly 

appreciative of Lesson Four, which contained the information on symptom management 

with 11% of participants’ responses recommending no changes to the symptom 

management content. There were few noted dislikes or recommended changes to the 

course content. In terms of dislikes and recommended changes, participants requested 

more detailed content. As one participant stated “Not a lot of information in it. It seems 

like most of the information in the course could be contained in one pamphlet.” Based on 

this feedback, it is recommended that future studies assess what information could be 

added to the WCS course to help foster more knowledge regarding workplace 

management of anxiety and/or depression symptoms. 

 Most of the participants’ dislikes and recommended changes were regarding the 

course structure. Specifically, participants disliked and wanted changes made to the 

course layout. For example, participants wanted links to the worksheets, voice and/or 

video options (experts also recommended) and requested the ability to download the 

course to a desktop. Other participants wanted an anonymous discussion forum where 

they could talk with others who were also struggling. Interestingly, most comments 

regarding what should be kept the same were related to keeping the course layout as is 
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(e.g., online, slideshow). In conclusion, it is recommended that future offerings 

investigate the addition of several layout changes including the addition of voice and/or 

video, so the course can be more accessible to participants who may struggle with 

reading or reading comprehension. 

5.5 Study Limitations 

There were some methodological limitations in the current study that impacted 

the results. For example, errors were made in the creation of the pre- and post-

questionnaires that resulted in errors in data collection. First, participants were asked if 

they had requested an accommodation, and if they answered ‘yes’ they were asked if the 

accommodations had been received. Since few participants reported receiving 

accommodations, the primary analyses on the impact of accommodations on several 

variables could not be completed. As noted above, this meant that employee implemented 

accommodations that were not specifically requested were not measured. Additionally, 

the impact of the intervention on requesting and/or receiving an accommodation also 

remains unknown. Second, in the post-questionnaires instead of asking participants what 

accommodations were requested or received, participants were asked to identify the 

accommodations they were aware of. Consequently, it is unknown what accommodations 

were received (if any). Third, individuals on an approved disability leave were included 

in the study (n = 18) analyses with six of these individuals on long-term disability. It is 

possible that individuals on disability, particularly those on long-term disability, would 

not be able to apply the knowledge gained from the course, thus possibly skewing the 

results. Finally, although the WHO-HPQ survey was used to asked questions regarding 

hours worked, many participants answered with inconsistent and improbable responses 
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(see Section 4.6.1). Given the importance and preliminary nature of this study, it is 

recommended that future research on interventions for accommodations examine the 

impact of the course on accommodation usage and how accommodations impact 

variables such as work functioning and symptomology. 

Another methodological concern is the limitation of self-reports. In their study on 

evidence-based best practices for accommodation interventions at the employer level,  

Schultz, Winter, et al. (2011) note the faults of self-report data on assessing role 

impairment and lost productivity. They suggest that employees with a depressed mood 

may be more likely to rate their productivity and work impairment more harshly due to 

their depressive symptoms. They also addressed the cyclical nature of many mental 

health disorders whereby participants may experience symptom and work improvements 

only to have a setback shortly thereafter.  

There were also concerns with recruitment efforts. Despite the creation of social 

media pages, local news stories, email blasts, and paid advertisements, recruitment was 

difficult and slow. After four months the study was opened to all Canadian employees 

with anxiety/depression symptoms regardless of organization size. This helped to 

increase the enrollment for a short period. Potential reasons for the slow recruitment 

include lack of employer buy-in, novelty of treatment, low motivation, unrecognized 

need, and/or stigma. In terms of employer buy-in, some employers responded to the 

researcher’s email about the study with comments suggesting that they did not want to be 

involved in their employees’ mental health plan. Interestingly, when employers did 

forward the email to staff, there would be a sharp increase in the online screen from 

employees with similar work tasks (e.g., IT company). Alternatively, enrollment could 
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have been impacted by uncertainty about a new online intervention or avoidance due to 

anxiety symptoms. It is also possible that low motivation, which is a symptom of 

depression, impacted the individual’s ability to enroll. Finally, it is possible that 

employees still actively working may not have recognized the need for the intervention or 

feared social repercussions or stigma. 

Initially, the study was focused on SMEs due to the paucity of research on the 

needs of individuals with depression and anxiety within SMEs. Slow recruitment in the 

initial stages of the study resulted in a change to the eligibility criteria as noted above. 

Possible reasons for why SME employees did not enroll include lack of applicability, 

interpersonal concerns, financial constraints, knowledge of the course, or stigma. Unlike 

large organizations, SMEs have unique challenges that make implementing an 

accommodation harder. For example, a higher percentage of jobs are performed by a 

single individual, making job sharing or time off more difficult to accommodate (Jannifer 

& Rubenfeld, 2005; Kelloway, 2017). Further, interpersonal relationships are often more 

important when considering accommodations within SMEs since successful 

accommodations will invariably require the assistance of co-workers. As such, SME 

employees may not want to disrupt interpersonal relationships by requesting an 

accommodation (Jannifer & Rubenfeld, 2005). Additionally, SMEs are less likely to have 

the financial and structural resources to offer HR services, which often include policies 

on hiring and accommodating individuals with mental health concerns (Schultz, Krupa, et 

al., 2011). Finally, due to the size of the organization and potential for undue hardship, 

legal requirements regarding accommodations may not be as applicable to SMEs. In 

other words, SMEs are more likely to have a case to justify undue hardship, therefore 
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they may not be legally required to provide an accommodation (Jannifer & Rubenfeld, 

2005; Zugelder & Maurer, 1998). Without financial, structural, or legal resources, SME 

employees may be reluctant to learn more about accommodations that they do not believe 

will be supported.  

A relatively short follow-up period (i.e., eight weeks) was used in the current 

study as it was believed eight weeks was sufficient time to request accommodations. 

Additionally, due to ethical concerns we did not want to withhold treatment from the 

waiting list group for longer than necessary. It is recommended that future research 

consider using a longer-term follow-up period to assess for longer-term change in 

accommodation use and symptom management. 

Slow recruitment also resulted in a relatively small sample size, which may 

impact the generalizability and replicability of results as the sample may not be 

representative of the larger population (Tackett et al., 2019). A smaller sample size may 

have also impacted our ability to detect small effects. For example, despite having 

moderate between-group effect sizes on some measures (e.g., SSMIS-SF subscales), 

statistical significance testing failed to find differences between groups. As such, it is 

possible that the true effects sizes were not detected because of the smaller sample size. 

Furthermore, the correlations and regression results may be unreliable based on the 

current sample size. To increase detection of small effects and reliability, it is 

recommended that future research efforts attempt to replicate the current study using a 

larger group of participants. 

It is also possible that the COVID-19 pandemic impacted results. Recruitment 

was still ongoing when the World Health Organization declared a global pandemic in 
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March 2020. During this period, government and health officials encouraged and 

enforced many rules including physical distancing, self-isolation, and work from home 

arrangements. Consequently, it is possible that many workplace accommodations were 

not required, requested, or received due to abnormal working conditions. It is also 

possible that participants’ symptomology was adversely affected by the pandemic. For 

example, a study comparing adults who reported anxiety-related or mood disorders in the 

past year versus those with no reported disorders found that those with a disorder were 

more negatively impacted (e.g., worsening symptoms, greater economic hardship, 

traumatic stress symptoms)by COVID-19  (Asmundson et al., 2020). In fact, many 

participants in the current study reported on the impact of COVID-19 on their symptoms 

during the pre-screen questionnaire and telephone screening. As such, the generalizability 

of the results may be affected as the pandemic created an unprecedented variable that 

could not be controlled for and has not impacted previous studies.  

A final limitation of the current study is the generalizability of the results. The 

study results may only be generalized to a population of employees with moderate levels 

of depression and anxiety symptoms. Consequently, employees with more serious 

psychiatric disabilities (e.g., schizophrenia) or more severe depression/anxiety symptoms 

may not benefit from the study findings. Additionally, participants were demographically 

similar with a smaller percentage of men and non-European individuals participating. To 

increase the generalizability of the results, it is recommended that future studies include a 

more diverse population with a variety of mental health symptoms/disorders.  
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5.6 Study Strengths 

The current study has several strengths. First, the study addresses a gap in the 

literature by developing and evaluating an online psychoeducation program aimed at 

improving knowledge and use of accommodations for anxiety/depression symptoms. 

Currently, there are no known evidence-based interventions for improving the use of 

workplace accommodations for mental health concerns. As such, this study adds novel 

information to the literature on workplace accommodations and informs the development 

and implementation of future intervention strategies. The use of multiple outcome 

measures will also add to the research on accommodations. For example, we now have a 

better understanding of how an intervention aimed at increasing accommodation use may 

lead to improved presenteeism and self-efficacy scores.  Second, the use of an RCT 

design allowed for comparisons between treatment and waiting list groups, which helped 

in the assessment of the efficacy of the intervention. As well, the post-treatment 

questionnaires at four and eight weeks provided information about how effective the 

intervention was over a short period of time. Third, further aiding in the examination of 

the intervention was the use of GEE analyses, which allowed for an evaluation of within-

between group interactions as well as for the effect of time on outcomes. Finally, the 

qualitative data on the barriers and facilitators to requesting and receiving an 

accommodation effectively supplemented the quantitative results. The results suggest that 

supportive management styles are conducive to requesting/receiving an accommodation. 

The participant feedback on the course content and structure will help to improve the 

course offering and will inform future revisions of the course.  
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5.7 Future Directions 

Assessing the efficacy of the WCS course has addressed some of the gaps in the 

literature and has provided support for future studies. For example, the current study has 

provided evidence to suggest that the WCS course improves accommodation knowledge, 

employee work productivity, and employee self-efficacy. Primary analyses on 

organizational inclusivity and supervisory leadership also provided evidence to suggest 

that inclusive organizations and supportive leadership styles lead to more partial 

disclosures in the workplace. Despite these successes, the WCS course failed to achieve 

some of the anticipated goals (e.g., improved workplace relationships and requests for 

and receipt of accommodations), therefore more needs to be done to improve aspects of 

the intervention. 

It is common when developing an intervention to identify areas for improvement 

based on research findings and participant feedback (Gayed, LaMontagne, et al., 2018; 

LaMontagne et al., 2016; Martin et al., 2009). In terms of changes based on research 

findings, the current study identified methodological errors that require attention before 

conducting any future research. Specifically, questions asking about accommodations and 

absenteeism rates should be reviewed and revised to ensure all aspects of the 

accommodation process are captured and to increase clarity. The pre- and post-

questionnaires should also be assessed for effectiveness and efficiency as several 

participants noted struggling with completion of the questionnaires. For example, several 

questions from the pre-screening questionnaires (e.g., type of job) were unnecessarily 

repeated on the post-questionnaires and could possibly be removed to reduce the number 

of questions asked at post-treatment, which may help to increase questionnaire 
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completion at post-treatment. Additionally, longitudinal studies could examine the long-

term (e.g., six months, one, five years) impact of the WCS course on accommodation use, 

work functioning, and symptom management. 

Another methodological challenge was difficulties with recruitment and a 

relatively small sample size. Future studies on the barriers to enrollment (e.g., low 

employer support, practicality of information) may help to address this concern and lead 

to increased enrollment numbers. One way to assess the practicality and applicability of 

the course content would be to examine the use of and feedback on information from the 

WCS when it is incorporated or offered as part of other treatment programs, such as 

ICBT for depression and anxiety (Hadjistavropoulos et al., 2016).  It would be of interest 

to examine whether a resource such as this would be accessed and to assess the 

helpfulness within the context of other treatment. A future study could also ask 

participants for feedback on the content, practicality of the information provided, how 

they used the information, etc., to determine how the WCS course could be revised to 

increase participant use. Another suggestion would be to assess the course using 

persuasive design principles to determine if changes can be made that will increase 

participant engagement and outcomes (McCall et al., 2021) Furthermore, due to limited 

research available on mental health in SMEs it is important that future research studies 

consider and assess the barriers, facilitators, and outcomes of accommodations within 

SMEs. This research will be important in improving the well-being of SME employees. 

Future studies could also be conducted on a revised version of the WCS course 

after participants’ recommendations for change are implemented and methodological 

errors are corrected.  In terms of participant feedback, some participants asked for a 
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therapy component or anonymous discussion forum. Based on this feedback it is 

recommended that a therapy component be added to the course that is similar to ICBT 

programs where participants are able to converse with therapists over secure email 

(Hadjistavropoulos et al., 2018). Future studies could then assess if the addition of a 

therapist or coach helps to facilitate accommodation use and the impacts of 

accommodations on a variety of outcomes. An anonymous discussion forum where 

participants can discuss concerns with one another could also be explored but may be 

subject to issues of confidentiality and fidelity of information shared. Participants also 

requested more information within the course offering (e.g., more information on coping 

strategies, mental health symptoms). Future studies could assess what information is 

missing from the WCS course and examine the efficacy of the course following addition 

of the information.  

Within the research findings, employer support was identified as one of the 

predictors of increased disclosure rates and a facilitator and barrier to requesting and 

receiving an accommodation. As such, future studies should be conducted on how 

supervisors and/or organizations influence the accommodation process. It may also be 

beneficial to develop a similar course to the WCS course with a focus on employer 

support. In developing an employer-centered course, it may be helpful to use 

internationally recognized standards and guidelines for workplace mental health 

initiatives (Dewa et al., 2016; Memish et al., 2017). One such standard is The National 

Standard of Canada for Psychological Health and Safety in the Workplace (the Standard) 

developed by the MHCC in 2013. The Standard (MHCC, 2013) provides voluntary 

guidelines to help organizations identify, prevent, and cope with mental health concerns 
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within the workplace. Although the Standard (MHCC, 2013) was developed for 

organizations specifically, there are components of the Standard that could be addressed 

within a future course offering. For example, a course offering for employers could 

include information intended to help support organizations with certain aspects of 

implementing the guideline such as (a) providing education, awareness, and 

communication on mental health concerns, (b) identifying preventative and protective 

measures, and (c) addressing issues related to engagement and change management. This 

future offering could also contain information on the cost/benefit of implementing 

accommodations, how to facilitate the accommodation process, the legal side of 

accommodations, and how to talk to employees about their mental health concerns. It 

could also include a coaching component to help employers navigate complex 

employment situations. The employer course could also be examined in conjunction with 

the WCS course to determine the impact of employer support on the accommodation 

process.  

5.8 Conclusions 

Overall, the results observed show some support for the efficacy of the WCS 

course, suggesting that online education has some potential benefits to employees. 

Specifically, participants in the treatment group experienced improved self-efficacy, 

presenteeism scores, and had more self-reported knowledge of accommodations than 

those in the waiting list group. Over time, participants from both groups reported 

improvements in self-stigmatizing attitudes and anxiety/depression symptoms. 

Additionally, treatment and waitlist control participants reported increased comfort 

disclosing and engaged in more disclosures over time. In terms of disclosure rates 
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specifically, it appears that organizations that are more inclusive of mental health 

concerns and supportive supervisors are associated with higher disclosure rates. 

Furthermore, participants qualitatively reported that supportive relationships with 

management was a key facilitator in requesting/receiving an accommodation.  

Unfortunately, it would appear that the WCS course did not impact requests or receipts of 

accommodations and workplace relationships at least within the eight-week assessment 

period. Analysis of the qualitative data suggests unsupportive managers and 

organizations were a barrier to requesting or receiving accommodation and provided a 

partial explanation for the lower request rates. The qualitative data also showed that 

participants were more likely to identify accommodations related to scheduling flexibility 

and job modifications as opposed to communication facilitations and/or modifications to 

physical spaces. In terms of participant feedback on the course content and structure, 

participants from both groups reported liking the clarity and conciseness of the course 

content the most. While many reported liking the course structure, there were comments 

suggesting that the structure could be improved, such as including video and/or audio 

options. Other recommended areas for improvement to the current study included fixing 

methodological errors (e.g., unclear questions in the questionnaires), adding employer-

centered material such as how to support and speak with employees with mental health 

concerns, and reviewing the content for ways to increase course engagement. In general, 

the WCS course was successful in many ways and helps to add to the literature by being 

the first evidence-based workplace mental health intervention with a focus on improving 

accommodation knowledge and use. 

  



166 

 

 



 

167 

 

References 

Abramowitz, J. S., & Deacon, B. (2010). Anxiety and its disorders: Implications for 

pharmacotherapy. Clinical Psychology: Science and Practice, 17(2), 104.  

Akhanemhe, R., Wallbank, S., & Greenberg, N. (2021). An evaluation of REACTMH 

mental health training for healthcare supervisors. Occupational Medicine, 71(3), 

127-130. https://doi.org/10.1093/occmed/kqab023  

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental 

Disorders (5th ed.). American Psychiatric Association.  

Anderson, P. L., Edwards, S. M., & Goodnight, J. R. (2017). Virtual reality and exposure 

group therapy for social anxiety disorder: Results from a 4–6 year follow-up. 

Cognitive Therapy and Research, 41(2), 230-236. https://doi.org/10.1007/s10608-

016-9820-y  

Andersson, G. (2010). The promise and pitfalls of the Internet for cognitive behavioral 

therapy. BMC Medicine, 8, 1-5. https://doi.org/10.1186/1741-7015-8-82  

Andersson, G., & Titov, N. (2014). Advantages and limitations of Internet‐based 

interventions for common mental disorders. World Psychiatry, 13(1), 4-11. 

https://doi.org/10.1002/wps.20083  

Andrews, G., Cuijpers, P., Craske, M. G., McEvoy, P., & Titov, N. (2010). Computer 

therapy for the anxiety and depressive disorders is effective, acceptable and 

practical health care: a meta-analysis. PLoS ONE, 5(10), e13196-e13196. 

https://doi.org/10.1371/journal.pone.0013196  

Angermeyer, M. C., Matschinger, H., & Schomerus, G. (2013). Public attitudes towards 

people with depression in times of uncertainty: Results from three population 

https://doi.org/10.1093/occmed/kqab023
https://doi.org/10.1007/s10608-016-9820-y
https://doi.org/10.1007/s10608-016-9820-y
https://doi.org/10.1186/1741-7015-8-82
https://doi.org/10.1002/wps.20083
https://doi.org/10.1371/journal.pone.0013196


168 

 

surveys in Germany [journal article]. Social Psychiatry and Psychiatric 

Epidemiology, 48(9), 1513-1518. https://doi.org/10.1007/s00127-012-0618-2  

Armijo-Olivo, S., Warren, S., & Magee, D. (2009). Intention to treat analysis, 

compliance, drop-outs and how to deal with missing data in clinical research: A 

review. Physical Therapy Reviews, 14(1), 36-49. 

https://doi.org/10.1179/174328809X405928  

Asmundson, G. J. G., Paluszek, M. M., Landry, C. A., Rachor, G. S., McKay, D., & 

Taylor, S. (2020). Do pre-existing anxiety-related and mood disorders 

differentially impact COVID-19 stress responses and coping? Journal of Anxiety 

Disorders, 74, 102271-102271. https://doi.org/10.1016/j.janxdis.2020.102271  

Babor, T. F., Higgins-Biddle, J. C., Saunders, J. B., & Monteiro, M. G. (2001). The 

Alcohol Use Disorders Identification Test: Guidelines for use in primary care  

Bandelow, B., & Brasser, M. (2009). Clinical suitability of GAD-7 scale compared to 

hospital anxiety and depression scale-A for monitoring treatment effects in 

generalized anxiety disorder. European Neuropsychopharmacology, 19, S604-

S605. https://doi.org/https://doi.org/10.1016/S0924-977X(09)70970-8  

Banks, B., Novak, J., Mank, D., & Grossi, T. (2007). Disclosure of a psychiatric 

disability in supported employment: An exploratory study. The International 

Journal of Psychosocial Rehabilitation, 11(1), 69-84.  

Barlow, D. H. (2002). Anxiety and its disorders: The nature and treatment of anxiety and 

panic (2nd ed.). Guildford Press.  

https://doi.org/10.1007/s00127-012-0618-2
https://doi.org/10.1179/174328809X405928
https://doi.org/10.1016/j.janxdis.2020.102271
https://doi.org/https:/doi.org/10.1016/S0924-977X(09)70970-8


169 

 

Basas, C. G. (2008). Back rooms, board rooms— Reasonable accommodation and 

resistance under the ADA. Berkeley Journal of Employment and Labor Law, 

29(1), 59-116.  

Bastien, M.-F., & Corbière, M. (2018). Return-to-work following depression: What work 

accommodations do employers and human resources directors put in place? 

Journal of Occupational Rehabilitation, 29(2), 423-432. 

https://doi.org/10.1007/s10926-018-9801-y  

Bengtsson, M. (2016). How to plan and perform a qualitative study using content 

analysis. NursingPlus Open, 2, 8-14. 

https://doi.org/https://doi.org/10.1016/j.npls.2016.01.001  

Berman, A. H., Berman, H., Palmstiema, T., & Schlvter, F. (2005). Evaluation of the 

drug use disorders identifitaion test (DUDIT) in criminal justice and detoxifcaiton 

settings and in a Swedish population sample. European Addiction Research, 11, 

22-31. https://doi.org/10.1159/000081413  

Bevan Jones, R., Thapar, A., Stone, Z., Thapar, A., Jones, I., Smith, D., & Simpson, S. 

(2018). Psychoeducational interventions in adolescent depression: A systematic 

review. Patient Education and Counseling, 101(5), 804-816. 

https://doi.org/https://doi.org/10.1016/j.pec.2017.10.015  

Biggs, D. M., Swailes, S., & Baker, S. (2016). The measurement of worker relations: The 

development of a three-component scale. Leadership & Organization 

Development Journal, 37(1), 2-12. https://doi.org/10.1108/LODJ-08-2012-0098  

Blakey, S. M., & Abramowitz, J. S. (2019). Dropping safety aids and maximizing 

retrieval cues: Two keys to optimizing inhibitory learning during exposure 

https://doi.org/10.1007/s10926-018-9801-y
https://doi.org/https:/doi.org/10.1016/j.npls.2016.01.001
https://doi.org/10.1159/000081413
https://doi.org/https:/doi.org/10.1016/j.pec.2017.10.015
https://doi.org/10.1108/LODJ-08-2012-0098


170 

 

therapy. Cognitive and Behavioral Practice, 26(1), 166-175. 

https://doi.org/https://doi.org/10.1016/j.cbpra.2018.03.001  

Bolo, C., Sareen, J., Patten, S., Schmitz, N., Currie, S., & Wang, J. (2013). Receiving 

workplace mental health accommodations and the outcome of mental disorders in 

employees with a depressive and/or anxiety disorder. J Occup Environ Med, 

55(11), 1293-1299. https://doi.org/10.1097/JOM.0b013e31829fd065  

Bonabi, H., Müller, M., Ajdacic-Gross, V., Eisele, J., Rodgers, S., Seifritz, E., Rössler, 

W., & Rüsch, N. (2016). Mental health literacy, attitudes to help seeking, and 

perceived need as predictors of mental health service use: A longitudinal study. J 

Nerv Ment Dis, 204(4), 321-324. 

https://doi.org/10.1097/NMD.0000000000000488  

Brock, W. P. C. P. A., & Tenkasi, R. V. P. (2019). GEE: A practical method for 

longitudinal analysis. Organization Development Journal, 37(3), 81-89. 

https://login.libproxy.uregina.ca:8443/login?url=https://www.proquest.com/schol

arly-journals/gee-practical-method-longitudinal-analysis/docview/2292033853/se-

2?accountid=13480 

http://casls-primo-

prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA

_SP??url_ver=Z39.88-

2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ

%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analys

is&title=Organization+Development+Journal&issn=08896402&date=2019-10-

01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2

https://doi.org/https:/doi.org/10.1016/j.cbpra.2018.03.001
https://doi.org/10.1097/JOM.0b013e31829fd065
https://doi.org/10.1097/NMD.0000000000000488
https://login.libproxy.uregina.ca:8443/login?url=https://www.proquest.com/scholarly-journals/gee-practical-method-longitudinal-analysis/docview/2292033853/se-2?accountid=13480
https://login.libproxy.uregina.ca:8443/login?url=https://www.proquest.com/scholarly-journals/gee-practical-method-longitudinal-analysis/docview/2292033853/se-2?accountid=13480
https://login.libproxy.uregina.ca:8443/login?url=https://www.proquest.com/scholarly-journals/gee-practical-method-longitudinal-analysis/docview/2292033853/se-2?accountid=13480
http://casls-primo-prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA_SP??url_ver=Z39.88-2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analysis&title=Organization+Development+Journal&issn=08896402&date=2019-10-01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rft_id=info:doi/
http://casls-primo-prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA_SP??url_ver=Z39.88-2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analysis&title=Organization+Development+Journal&issn=08896402&date=2019-10-01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rft_id=info:doi/
http://casls-primo-prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA_SP??url_ver=Z39.88-2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analysis&title=Organization+Development+Journal&issn=08896402&date=2019-10-01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rft_id=info:doi/
http://casls-primo-prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA_SP??url_ver=Z39.88-2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analysis&title=Organization+Development+Journal&issn=08896402&date=2019-10-01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rft_id=info:doi/
http://casls-primo-prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA_SP??url_ver=Z39.88-2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analysis&title=Organization+Development+Journal&issn=08896402&date=2019-10-01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rft_id=info:doi/
http://casls-primo-prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA_SP??url_ver=Z39.88-2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analysis&title=Organization+Development+Journal&issn=08896402&date=2019-10-01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rft_id=info:doi/
http://casls-primo-prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA_SP??url_ver=Z39.88-2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analysis&title=Organization+Development+Journal&issn=08896402&date=2019-10-01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rft_id=info:doi/


171 

 

C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD

&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rf

t_id=info:doi/  

Brohan, E., Henderson, C., Wheat, K., Malcolm, E., Clement, S., Barley, E., Slade, M., & 

Thornicroft, G. (2012). Systematic review of beliefs, behaviours and influencing 

factors associated with disclosure of a mental health problem in the workplace. 

BMC Psychiatry, 12(1), 11.  

Canada Labour Code, (1985). http://laws-lois.justice.gc.ca 

Canadian Human Rights Commission. (2008). Policy and procedures on the 

accommodation of mental illness. https://www.chrc-

ccdp.gc.ca/eng/content/policy-and-procedures-accommodation-mental-illness 

Carter, S. M., & Little, M. (2007). Justifying knowledge, justifying method, taking 

action: Epistemologies, methodologies, and methods in Qualitative Research. 

Qualitative Health Research, 17(10), 1316-1328. 

https://doi.org/10.1177/1049732307306927  

Cavanagh, R. C., Mackey, R., Bridges, L., Gleason, A., Ciulla, R., Micheel, L., 

Bradshaw, D., Armstrong, C. M., & Hoyt, T. (2020). The use of digital health 

technologies to manage insomnia in military populations. Journal of Technology 

in Behavioral Science, 5(1), 61-69. https://doi.org/10.1007/s41347-019-00114-w  

Chesham, R. K., Malouff, J. M., & Schutte, N. S. (2018). Meta-analysis of the efficacy of 

virtual reality exposure therapy for social anxiety. Behaviour Change, 35(3), 152-

166. https://doi.org/10.1017/bec.2018.15  

http://casls-primo-prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA_SP??url_ver=Z39.88-2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analysis&title=Organization+Development+Journal&issn=08896402&date=2019-10-01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rft_id=info:doi/
http://casls-primo-prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA_SP??url_ver=Z39.88-2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analysis&title=Organization+Development+Journal&issn=08896402&date=2019-10-01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rft_id=info:doi/
http://casls-primo-prod.hosted.exlibrisgroup.com/openurl/01CASLS_REGINA/01CASLS_REGINA_SP??url_ver=Z39.88-2004&rft_val_fmt=info:ofi/fmt:kev:mtx:journal&genre=article&sid=ProQ:ProQ%3Aabiglobal&atitle=GEE%3A+A+Practical+Method+for+Longitudinal+Analysis&title=Organization+Development+Journal&issn=08896402&date=2019-10-01&volume=37&issue=3&spage=81&au=Brock%2C+William+%28Bart%29%2C+PhD%2C+CPA%3BTenkasi%2C+Ramkrishnan+%28Ram%29+V%2C+PhD&isbn=&jtitle=Organization+Development+Journal&btitle=&rft_id=info:eric/&rft_id=info:doi/
http://laws-lois.justice.gc.ca/
https://www.chrc-ccdp.gc.ca/eng/content/policy-and-procedures-accommodation-mental-illness
https://www.chrc-ccdp.gc.ca/eng/content/policy-and-procedures-accommodation-mental-illness
https://doi.org/10.1177/1049732307306927
https://doi.org/10.1007/s41347-019-00114-w
https://doi.org/10.1017/bec.2018.15


172 

 

Chow, C. M., & Cichocki, B. (2016). Predictors of job accommodations for individuals 

with psychiatric disabilities. Rehabilitation Counseling Bulletin, 59(3), 172-184. 

https://doi.org/10.1177/0034355215583057  

Chow, C. M., Cichocki, B., & Croft, B. (2014). The impact of job accommodations on 

employment outcomes among individuals with psychiatric disabilities. 

Psychiatric Services, 65(9), 1126-1132. 

https://doi.org/10.1176/appi.ps.201300267  

Chow, C. M., Croft, B., & Cichocki, B. (2015). Evaluating the potential cost-savings of 

job accommodations among individuals with psychiatric disability. Journal of 

Vocational Rehabilitation, 43(1), 67-74. https://doi.org/10.3233/JVR-150755  

Clement, S., Schauman, O., Graham, T., Maggioni, F., Evans-Lacko, S., Bezborodovs, 

N., Morgan, C., Rüsch, N., Brown, J. S. L., & Thornicroft, G. (2015). What is the 

impact of mental health-related stigma on help-seeking? A systematic review of 

quantitative and qualitative studies. Psychological Medicine, 45(1), 11-27. 

https://doi.org/10.1017/S0033291714000129  

Cocker, F., Martin, A., Scott, J., Venn, A., Otahal, P., & Sanderson, K. (2011). Factors 

associated with presenteeism among employed Australian adults reporting 

lifetime major depression with 12-month symptoms. Journal of Affective 

Disorders, 135(1), 231-240. 

https://doi.org/https://doi.org/10.1016/j.jad.2011.07.028  

Cocker, F., Martin, A., Scott, J., Venn, A., & Sanderson, K. (2012). Psychological 

distress and related work attendance among small-to-medium enterprise 

owner/managers: literature review and research agenda. International Journal of 

https://doi.org/10.1177/0034355215583057
https://doi.org/10.1176/appi.ps.201300267
https://doi.org/10.3233/JVR-150755
https://doi.org/10.1017/S0033291714000129
https://doi.org/https:/doi.org/10.1016/j.jad.2011.07.028


173 

 

Mental Health Promotion, 14(4), 219-236. 

https://doi.org/10.1080/14623730.2013.771036  

Cocker, F., Martin, A., Scott, J., Venn, A., & Sanderson, K. (2013). Psychological 

distress, related work attendance, and productivity loss in small-to-medium 

enterprise owner/managers. International Journal of Environmental Research and 

Public Health, 10(10). https://doi.org/10.3390/ijerph10105062  

Cocker, F., Nicholson, J. M., Graves, N., Oldenburg, B., Palmer, A. J., Martin, A., Scott, 

J., Venn, A., & Sanderson, K. (2014). Depression in working adults: Comparing 

the costs and health outcomes of working when ill [Article]. PLoS ONE, 9(9), 1-9. 

https://doi.org/10.1371/journal.pone.0105430  

Corrigan, P. W., Druss, B. G., & Perlick, D. A. (2014). The impact of mental illness 

stigma on seeking and participating in mental health care. Psychological Science 

in the Public Interest, 15(2), 37-70. https://doi.org/10.1177/1529100614531398  

Corrigan, P. W., Michaels, P. J., Vega, E., Gause, M., Watson, A. C., & Rüsch, N. 

(2012). Self-stigma of mental illness scale—short form: Reliability and validity. 

Psychiatry Research, 199(1), 65-69. 

https://doi.org/https://doi.org/10.1016/j.psychres.2012.04.009  

Corrigan, P. W., & Rao, D. (2012). On the self-stigma of mental illness: stages, 

disclosure, and strategies for change. Canadian Journal of Psychiatry, 57(8), 464.  

Covell, C. L., Sands, S. R., Ingraham, K., Lavoie-Tremblay, M., Price, S. L., Reichert, 

C., & Bourgeault, I. L. (2020). Mapping the peer-reviewed literature on 

accommodating nurses' return to work after leaves of absence for mental health 

https://doi.org/10.1080/14623730.2013.771036
https://doi.org/10.3390/ijerph10105062
https://doi.org/10.1371/journal.pone.0105430
https://doi.org/10.1177/1529100614531398
https://doi.org/https:/doi.org/10.1016/j.psychres.2012.04.009


174 

 

issues: a scoping review. Human Resources for Health, 18(1), 36-36. 

https://doi.org/10.1186/s12960-020-00478-8  

Creswell, J. W. (2011). Designing and conducting mixed methods research (2nd ed.. ed.). 

SAGE Publications.  

Creswell, J. W. (2013). Qualitative inquiry and research design (3rd ed.). SAGE 

Publications Inc.  

de Meneses-Gaya, C., Zuardi, A. W., Loureiro, S. R., & Crippa, J. A. S. (2009). Alcohol 

use disorders identification test (AUDIT): An updated systematic review of 

psychometric properties. Psychology and Neuroscience, 2, 83-97.  

Decker, J. T., Aarestad, D., Elliott, W., & Lowe, C. (2002). Chemical sensitivity in the 

workplace. Journal of Social Work in Disability & Rehabilitation, 1(4), 45-61. 

http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=106785308&sit

e=ehost-live  

Dewa, C. (2016). Employment benefit receipt among Ontario public disability benefit 

recipients with a disability related to a mental disorder. Community Mental Health 

Journal, 52(2), 203-211. https://doi.org/10.1007/s10597-015-9942-9  

Dewa, C., Lesage, A., Goering, P., & Caveen, M. (2004). Nature and prevalence of 

mental illness in the workplace. HealthcarePapers, 5(2), 12-25. 

http://www.longwoods.com/product/16820  

Dewa, C. S., Hoch, J. S., Nieuwenhuijsen, K., Parikh, S. V., & Sluiter, J. K. (2019). 

Toward effective work accommodations for depression: Examining the 

relationship between different combinations of depression symptoms and work 

productivity losses. Journal of Occupational and Environmental Medicine, 61(1). 

https://doi.org/10.1186/s12960-020-00478-8
http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=106785308&site=ehost-live
http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=106785308&site=ehost-live
https://doi.org/10.1007/s10597-015-9942-9
http://www.longwoods.com/product/16820


175 

 

https://journals.lww.com/joem/Fulltext/2019/01000/Toward_Effective_Work_Ac

commodations_for.12.aspx  

Dewa, C. S., & Lin, E. (2000). Chronic physical illness, psychiatric disorder and 

disability in the workplace. Social Science & Medicine, 51(1), 41-50. 

https://doi.org/10.1016/S0277-9536(99)00431-1  

Dewa, C. S., Trojanowski, L., Joosen, M. C. W., & Bonato, S. (2016). Employer Best 

Practice Guidelines for the Return to Work of Workers on Mental Disorder-

Related Disability Leave: A Systematic Review. Canadian Journal of Psychiatry, 

61(3), 176-185. https://doi.org/10.1177/0706743716632515  

Dewa, C. S., van Weeghel, J., Joosen, M. C. W., & Brouwers, E. (2020). What could 

influence workers’ decisions to disclose a mental illness at work? international 

journal of occupational and environmental medicine, 11(3), 119-127. 

https://doi.org/10.34172/ijoem.2020.1870  

Diggle, P. J., Heagerty, P. J., Liang, K. Y., & Zeger, S. L. (2002). Analysis of longtudinal 

data (2nd ed.). Oxford Statistical Science Series.  

Dimoff, J. K., & Kelloway, E. K. (2016). Resource utilization model: Organizational 

leaders as resource facilitators. In W. A. Gentry, C. Clerkin, P. L. Perrewe, J. R. 

B. Halbesleben, & C. C. Rosen (Eds.), The role of leadership in occupational 

stress (Research in occupational stress and well-being) (Vol. 14, pp. 141-160). 

Emerald Group Publishing Limited. https://doi.org/10.1108/S1479-

355520160000014006  

Dimoff, J. K., & Kelloway, E. K. (2019). With a little help from my boss: The impact of 

workplace mental health training on leader behaviors and employee resource 

https://journals.lww.com/joem/Fulltext/2019/01000/Toward_Effective_Work_Accommodations_for.12.aspx
https://journals.lww.com/joem/Fulltext/2019/01000/Toward_Effective_Work_Accommodations_for.12.aspx
https://doi.org/10.1016/S0277-9536(99)00431-1
https://doi.org/10.1177/0706743716632515
https://doi.org/10.34172/ijoem.2020.1870
https://doi.org/10.1108/S1479-355520160000014006
https://doi.org/10.1108/S1479-355520160000014006


176 

 

utilization. Journal of Occupational Health Psychology, 24(1), 4-19. 

https://doi.org/10.1037/ocp0000126  

Dimoff, J. K., Kelloway, E. K., & Burnstein, M. D. (2016). Mental Health Awareness 

Training (MHAT): The development and evaluation of an intervention for 

workplace leaders. International Journal of Stress Management, 23(2), 167-189. 

https://doi.org/10.1037/a0039479  

Dinos, S., Stevens, S., Serfaty, M., Weich, S., & King, M. (2004). Stigma: The feelings 

and experiences of 46 people with mental illness: Qualitative study. The British 

Journal of Psychiatry, 184(2), 176-181. https://doi.org/10.1192/bjp.184.2.176  

Dolan, N., Simmonds-Buckley, M., Kellett, S., Siddell, E., & Delgadillo, J. (2021). 

Effectiveness of stress control large group psychoeducation for anxiety and 

depression: Systematic review and meta-analysis 

[https://doi.org/10.1111/bjc.12288]. British Journal of Clinical Psychology, 

n/a(n/a). https://doi.org/https://doi.org/10.1111/bjc.12288  

Donker, T., Griffiths, K. M., Cuijpers, P., & Christensen, H. (2009). Psychoeducation for 

depression, anxiety and psychological distress: a meta-analysis. BMC Medicine, 

7(1), 79. https://doi.org/10.1186/1741-7015-7-79  

Donohue, M. (2021). longpower: Power and sample size calculations for linear mixed 

models. In (Version R package version 1.0.23)  

Dozois, D. J. A. (2021). Anxiety and depression in Canada during the COVID-19 

pandemic: A national survey. Canadian Psychology/Psychologie canadienne, 

62(1), 136-142. https://doi.org/10.1037/cap0000251  

https://doi.org/10.1037/ocp0000126
https://doi.org/10.1037/a0039479
https://doi.org/10.1192/bjp.184.2.176
https://doi.org/10.1111/bjc.12288
https://doi.org/https:/doi.org/10.1111/bjc.12288
https://doi.org/10.1186/1741-7015-7-79
https://doi.org/10.1037/cap0000251


177 

 

Ellison, M. L., Russinova, Z., MacDonald-Wilson, K. L., & Lyass, A. (2003). Patterns 

and correlates of workplace disclosure among professionals and managers with 

psychiatric conditions. Journal of Vocational Rehabilitation, 18(1), 3-13. 

http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=106853953&sit

e=ehost-live  

Employment Equity Act, (1995). http://laws-lois.justice.gc.ca 

Etzelmueller, A., Vis, C., Karyotaki, E., Baumeister, H., Titov, N., Berking, M., Cuijpers, 

P., Riper, H., & Ebert, D. D. (2020). Effects of Internet-based cognitive 

behavioral therapy in routine care for adults in treatment for depression and 

anxiety: Systematic review and meta-analysis. Journal of Medical Internet 

Research, 22(8), 1-27.  

Evans-Lacko, S., Brohan, E., Mojtabai, R., & Thornicroft, G. (2012). Association 

between public views of mental illness and self-stigma among individuals with 

mental illness in 14 European countries [10.1017/S0033291711002558]. 

Psychological Medicine, 42(08), 1741-1752.  

Fabian, E. S., Waterworth, A., & Ripke, B. (1993). Reasonable accommodations for 

workers with serious mental illness: Type, frequency, and associated outcomes. 

Psychosocial Rehabilitation Journal, 17(2), 163-172. 

https://doi.org/10.1037/h0095591  

Faul, F., Erdfelder, E., Lang, A. G., & Buchner, A. (2007). G*Power 3: a flexible 

statistical power analysis program for the social, behavioral, and biomedical 

sciences. Behav Res Methods, 39(2), 175-191. https://doi.org/10.3758/bf03193146  

http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=106853953&site=ehost-live
http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=106853953&site=ehost-live
http://laws-lois.justice.gc.ca/
https://doi.org/10.1037/h0095591
https://doi.org/10.3758/bf03193146


178 

 

Forsythe, L. P., Carman, K. L., Szydlowski, V., Fayish, L., Davidson, L., Hickam, D. H., 

Hall, C., Bhat, G., Neu, D., Stewart, L., Jalowsky, M., Aronson, N., & Anyanwu, 

C. U. (2019). Patient engagement In research: Early findings from the patient-

centered outcomes research institute. Health Affairs, 38(3), 359-367. 

https://doi.org/10.1377/hlthaff.2018.05067  

Fox, A. B., Smith, B. N., & Vogt, D. (2018). How and when does mental illness stigma 

impact treatment seeking? Longitudinal examination of relationships between 

anticipated and internalized stigma, symptom severity, and mental health service 

use. Psychiatry Research, 268, 15-20. 

https://doi.org/10.1016/j.psychres.2018.06.036  

Gates, L. B., & Akabas, S. H. (2011). Inclusion of people with mental health disabiliteis 

into the workplace: Accommodation as a social process. In I. Z. Schultz & E. S. 

Rogers (Eds.), Work accommodation and retention in mental health (1st ed., pp. 

445-466). Springer.  

Gayed, A., LaMontagne, A. D., Milner, A., Deady, M., Calvo, R. A., Christensen, H., 

Mykletun, A., Glozier, N., & Harvey, S. B. (2018). A new online mental health 

training program for workplace managers: Pre-post pilot study assessing 

feasibility, usability, and possible effectiveness. JMIR Ment Health, 5(3), e10517. 

https://doi.org/10.2196/10517  

Gayed, A., Milligan-Saville, J. S., Nicholas, J., Bryan, B. T., LaMontagne, A. D., Milner, 

A., Madan, I., Calvo, R. A., Christensen, H., Mykletun, A., Glozier, N., & 

Harvey, S. B. (2018). Effectiveness of training workplace managers to understand 

and support the mental health needs of employees: a systematic review and meta-

https://doi.org/10.1377/hlthaff.2018.05067
https://doi.org/10.1016/j.psychres.2018.06.036
https://doi.org/10.2196/10517


179 

 

analysis. Occupational and Environmental Medicine, 75(6), 462. 

https://doi.org/10.1136/oemed-2017-104789  

Gayed, A., Tan, L., LaMontagne, A. D., Milner, A., Deady, M., Milligan-Saville, J. S., 

Madan, I., Calvo, R. A., Christensen, H., Mykletun, A., Glozier, N., & Harvey, S. 

B. (2019). A comparison of face-to-face and online training in improving 

managers' confidence to support the mental health of workers. Internet 

interventions : the application of information technology in mental and 

behavioural health, 18, 100258-100258. 

https://doi.org/10.1016/j.invent.2019.100258  

Gewurtz, R. E., Tompa, E., Lysaght, R., Kirsh, B., Moll, S., Rueda, S., Harlos, K., 

Sultan-Taieb, H., MacDougall, A., Oldfield, M., Cook, K., Zie, A., & 

Padkapayeva, K. (2018). A clear business case for hiring aspiring workers: 

Findings from a research project that looked at the costs and benefits of 

recruiting and retaining people living with mental illness. M. H. C. o. Canada. 

www.mentalhealthcommission.ca 

Goffman, E. (1963). Stigma. Notes on the management of spoiled identity. Prentice-Hall 

Inc.  

Goldberg, S. G., B. Killeen, M., & O'Day, B. (2005). The disclosure conundrum: How 

people with psychiatric disabilities navigate employment. Psychology, Public 

Policy, and Law, 11(3), 463-500. https://doi.org/10.1037/1076-8971.11.3.463  

Gouvier, W. D., Sytsma-Jordan, S., & Mayville, S. (2003). Patterns of discrimination in 

hiring job applicants with disabilities: The role of disability type, job complexity, 

https://doi.org/10.1136/oemed-2017-104789
https://doi.org/10.1016/j.invent.2019.100258
http://www.mentalhealthcommission.ca/
https://doi.org/10.1037/1076-8971.11.3.463


180 

 

and public contact. Rehabilitation Psychology, 48(3), 175-181. 

https://doi.org/10.1037/0090-5550.48.3.175  

Granger, B. (2000). The role of psychiatric rehabilitation practitioners in assisting people 

in understanding how to best assert their ADA rights and arrange job 

accommodations [Article]. Psychiatric Rehabilitation Journal, 23(3), 215.  

Granger, B., Baron, R., & Robinson, S. (1997). Findings from a national survey of job 

coaches and job developers about job accommodations arranged between 

employers and people with psychiatric disabilities [Empirical Study]. Journal of 

Vocational Rehabilitation, 9(3), 235-251. 

https://doi.org/http://dx.doi.org/10.1016/S1052-2263%2897%2910006-X  

Granger, B., & Gill, P. (2000). Strategies for assisting people with psychiatric disabilities 

to assert their ADA rights and arrange job accommodations. Psychiatric 

Rehabilitation Skills, 4(1), 120-135. 

https://doi.org/http://dx.doi.org/10.1080/10973430008408399  

Gratzer, D., Khalid-Khan, F., Balasingham, S., Yuen, N., & Jayanthikumar, J. (2018). 

Internet-delivered cognitive behavioural therapy in a Canadian community 

hospital: A novel approach to an evidence-based intervention. Canadian Journal 

of Community Mental Health, 37(1), 81-85. https://doi.org/10.7870/cjcmh-2018-

001  

Gravetter, F. J., & Wallnau, L. B. (2008). Essentials of statistics for the behavioral 

sciences (7th ed.). Wadsworth.  

Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are enough? An 

experiment with data saturation and variability. Field Methods, 18(1), 59-82.  

https://doi.org/10.1037/0090-5550.48.3.175
https://doi.org/http:/dx.doi.org/10.1016/S1052-2263%2897%2910006-X
https://doi.org/http:/dx.doi.org/10.1080/10973430008408399
https://doi.org/10.7870/cjcmh-2018-001
https://doi.org/10.7870/cjcmh-2018-001


181 

 

Gupta, S. K. (2011). Intention-to-treat concept: A review. Perspectives in clinical 

research, 2(3), 109-112. https://doi.org/10.4103/2229-3485.83221  

Hadjistavropoulos, H. D., Nugent, M. M., Alberts, N. M., Staples, L., Dear, B. F., & 

Titov, N. (2016). Transdiagnostic Internet-delivered cognitive behaviour therapy 

in Canada: An open trial comparing results of a specialized online clinic and 

nonspecialized community clinics. Journal of Anxiety Disorders, 42, 19-29. 

https://doi.org/https://doi.org/10.1016/j.janxdis.2016.05.006  

Hadjistavropoulos, H. D., Peynenburg, V., Mehta, S., Adlam, K., Nugent, M., 

Gullickson, K. M., Titov, N., & Dear, B. (2020). An Internet-Delivered cognitive 

behavioral therapy for depression and anxiety among clients referred and funded 

by insurance companies compared with those who are publicly funded: 

Longitudinal observational study. JMIR Mental Health, 7(2), e16005. 

https://doi.org/10.2196/16005  

Hadjistavropoulos, H. D., Peynenburg, V., Thiessen, D. L., Nugent, M., Karin, E., 

Staples, L., Dear, B. F., & Titov, N. (2021). Utilization, patient characteristics, 

and longitudinal improvements among patients from a provincially funded 

transdiagnostic Internet-delivered cognitive behavioural therapy program: 

Observational study of trends over 6 years. Canadian Journal of Psychiatry, 

7067437211006873-7067437211006873. 

https://doi.org/10.1177/07067437211006873  

Haji Seyed, J., Seyed, A., Hashemi, S. Z., & Zamir, S. M. (2021). The effects of family 

psychoeducation courses on depression, anxiety and family functioning in the 

https://doi.org/10.4103/2229-3485.83221
https://doi.org/https:/doi.org/10.1016/j.janxdis.2016.05.006
https://doi.org/10.2196/16005
https://doi.org/10.1177/07067437211006873


182 

 

caregivers of schizophrenic patients. Health Scope (Zahedan), 10(1). 

https://doi.org/10.5812/jhealthscope.104116  

Hand, C., & Tryssenaar, J. (2006). Small business employers views on hiring individuals 

with mental illness. Psychiatric Rehabilitation Journal, 29(3), 166-173. 

https://doi.org/10.2975/29.2006.166.173  

Harvey, S. B., Glozier, N., Henderson, M., Allaway, S., Litchfield, P., Holland-Elliott, 

K., & Hotopf, M. (2011). Depression and work performance: an ecological study 

using web-based screening. Occupational medicine (Oxford), 61(3), 209-211. 

https://doi.org/10.1093/occmed/kqr020  

Haslam, C., Atkinson, S., Brown, S. S., & Haslam, R. A. (2005). Anxiety and depression 

in the workplace: Effects on the individual and organisation (a focus group 

investigation). Journal of Affective Disorders, 88(2), 209-215. 

https://doi.org/10.1016/j.jad.2005.07.009  

Hedman, E., Andersson, E., Ljótsson, B., Andersson, G., Rück, C., & Lindefors, N. 

(2011). Cost-effectiveness of Internet-based cognitive behavior therapy vs. 

cognitive behavioral group therapy for social anxiety disorder: Results from a 

randomized controlled trial. Behaviour Research and Therapy, 49, 729-736.  

Hendriks, S. M., Spijker, J., Licht, C. M. M., Hardeveld, F., de Graaf, R., Batelaan, N. 

M., Penninx, B. W. J. H., & Beekman, A. T. F. (2015). Long-term work disability 

and absenteeism in anxiety and depressive disorders. Journal of Affective 

Disorders, 178, 121-130. https://doi.org/https://doi.org/10.1016/j.jad.2015.03.004  

Hood, B., Jelbert, S., & Santos, L. R. (2021). Benefits of a psychoeducational happiness 

course on university student mental well-being both before and during a COVID-

https://doi.org/10.5812/jhealthscope.104116
https://doi.org/10.2975/29.2006.166.173
https://doi.org/10.1093/occmed/kqr020
https://doi.org/10.1016/j.jad.2005.07.009
https://doi.org/https:/doi.org/10.1016/j.jad.2015.03.004


183 

 

19 lockdown. Health Psychology Open, 8(1), 2055102921999291. 

https://doi.org/10.1177/2055102921999291  

Hsieh, H.-F., & Shannon, S. E. (2005). Three approaches to qualitative content analysis. 

Qualitative Health Research, 15(9), 1277-1288. 

https://doi.org/10.1177/1049732305276687  

Hubbard, E. A., Ahern, L. J., Fleischer, V. D. N., Laan, A. M., Lippman, A. S., Jewell, A. 

N., Bruckner, A. T., & Satariano, A. W. (2010). To GEE or not to GEE: 

Comparing population average and mixed models for estimating the associations 

between neighborhood risk factors and health. Epidemiology, 21(4), 467-474. 

https://doi.org/10.1097/EDE.0b013e3181caeb90  

Jannifer, D., & Rubenfeld, S. (2005). Employee accommodations in small business 

organizations. Journal of Small Business Strategy, 16(2), 55-67.  

Job Accommodation Network (JAN).  https://askjan.org/ 

Johnston, D. A., Harvey, S. B., Glozier, N., Calvo, R. A., Christensen, H., & Deady, M. 

(2019). The relationship between depression symptoms, absenteeism and 

presenteeism. Journal of Affective Disorders, 256, 536-540. 

https://doi.org/10.1016/j.jad.2019.06.041  

Jones, A. M. (2011). Disclosure of mental illness in the workplace: A literature review. 

American Journal of Psychiatric Rehabilitation, 14(3), 212-229. 

https://doi.org/10.1080/15487768.2011.598101  

Kapfhammer, H.-P. (2006). Somatic symptoms in depression. Dialogues in Clinical 

Neuroscience, 8(2), 227-239.  

https://doi.org/10.1177/2055102921999291
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1097/EDE.0b013e3181caeb90
https://askjan.org/
https://doi.org/10.1016/j.jad.2019.06.041
https://doi.org/10.1080/15487768.2011.598101


184 

 

Karagiozi, K., Margaritidou, P., Tsatali, M., Marina, M., Dimitriou, T., Apostolidis, H., 

Tsiatsos, T., & Tsolaki, M. (2021). Comparison of on site versus online psycho 

education groups and reducing caregiver burden. Clinical Gerontologist, 1-11. 

https://doi.org/10.1080/07317115.2021.1940409  

Karin, E., Dear, B. F., Heller, G. Z., Gandy, M., & Titov, N. (2018). Measurement of 

symptom change following web-based psychotherapy: Statistical characteristics 

and analytical methods for measuring and interpreting change. JMIR Mental 

Health, 5(3), e10200-e10200. https://doi.org/10.2196/10200  

Kelloway, E. K. (2017). Mental health in the workplace: Towards evidence-based 

practice. Canadian Psychology, 58(1), 1-6. https://doi.org/10.1037/cap0000084  

Kelloway, E. K., & Day, A. L. (2005). Building healthy workplaces: What we know so 

far. Canadian Journal of Behavioural Science/Revue canadienne des Sciences du 

comportement, 37(4), 223-235. https://doi.org/10.1037/h0087259  

Kendall, J. M. (2003). Designing a research project: randomised controlled trials and 

their principles. Emergency medicine journal, 20(2), 164-168. 

https://doi.org/10.1136/emj.20.2.164  

Kensbock, J. M., Boehm, S. A., & Bourovoi, K. (2017). Is there a downside of job 

accommodations? An employee perspective on individual change processes. 

Frontiers in Psychology, 8, 1536. 

https://www.frontiersin.org/article/10.3389/fpsyg.2017.01536  

Kessler, R. C. (2002). News notes: The Clinical Trials Version of the HPQ 

https://www.hcp.med.harvard.edu/hpq/info.php 

https://doi.org/10.1080/07317115.2021.1940409
https://doi.org/10.2196/10200
https://doi.org/10.1037/cap0000084
https://doi.org/10.1037/h0087259
https://doi.org/10.1136/emj.20.2.164
https://www.frontiersin.org/article/10.3389/fpsyg.2017.01536
https://www.hcp.med.harvard.edu/hpq/info.php


185 

 

Kessler, R. C., Barber, D. C., Beck, B. A., Berglund, B. P., Cleary, B. P., McKenas, B. 

D., Pronk, B. N., Simon, B. G., Stang, B. P., Ustun, B. T., & Wang, B. P. (2003). 

The World Health Organization health and work performance questionnaire 

(HPQ). Journal of Occupational and Environmental Medicine, 45(2), 156-174. 

https://doi.org/10.1097/01.jom.0000052967.43131.51  

Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). The PHQ-9: Validity of a brief 

depression severity measure. Journal of General Internal Medicine, 16, 606-613.  

Kroenke, K., Spitzer, R. L., Williams, J. B., & Löwe, B. (2007). Anxiety disorders in 

primary care: prevalence, impairment, comorbidity, and detection Annals of 

Internal Medicine, 146, 317-325.  

Kroenke, K. M. D., Spitzer, R. L. M. D., Williams, J. B. W. D. S. W., & Löwe, B. M. D. 

P. D. (2010). The patient health questionnaire somatic, anxiety, and depressive 

symptom scales: A systematic review. General hospital psychiatry, 32(4), 345-

359. https://doi.org/10.1016/j.genhosppsych.2010.03.006  

LaMontagne, A. D., Milner, A. J., Allisey, A. F., Page, K. M., Reavley, N. J., Martin, A., 

Tchernitskaia, I., Noblet, A. J., Purnell, L. J., Witt, K., Keegel, T. G., & Smith, P. 

M. (2016). An integrated workplace mental health intervention in a policing 

context: Protocol for a cluster randomised control trial. BMC Psychiatry, 16(1), 

49. https://doi.org/10.1186/s12888-016-0741-9  

Leon, A. C., Davis, L. L., & Kraemer, H. C. (2011). The role and interpretation of pilot 

studies in clinical research. Journal of Psychiatric Research, 45(5), 626-629. 

https://doi.org/10.1016/j.jpsychires.2010.10.008  

https://doi.org/10.1097/01.jom.0000052967.43131.51
https://doi.org/10.1016/j.genhosppsych.2010.03.006
https://doi.org/10.1186/s12888-016-0741-9
https://doi.org/10.1016/j.jpsychires.2010.10.008


186 

 

Levis, B., Benedetti, A., & Thombs, B. D. (2019). Accuracy of Patient Health 

Questionnaire-9 (PHQ-9) for screening to detect major depression: individual 

participant data meta-analysis. BMJ, 365, l1476-l1476. 

https://doi.org/10.1136/bmj.l1476  

Liang, K.-Y., & Zeger, S. L. (1986). Longitudinal data analysis using generalized linear 

models. Biometrika, 73(1), 13-22. https://doi.org/10.1093/biomet/73.1.13  

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. Sage Publications.  

Liu, G., & Liang, K. Y. (1997). Sample size calculations for studies with correlated 

observations. Biometrics, 53(3), 937-947.  

Lu, K., Luo, X., & Chen, P. (2008). Sample size estimation for repeated measures 

analysis in randomized clinical trial with missing data. International Journal of 

Biostatistics, 4(1), 937-947.  

MacDonald-Wilson, K. L., Rogers, E., Massaro, J., Lyass, A., & Crean, T. (2002). An 

investigation of reasonable workplace accommodations for people with 

psychiatric disabilities: Quantitative findings from a multi-Site Study. Community 

Mental Health Journal, 38(1), 35-50. https://doi.org/10.1023/A:1013955830779  

MacDonald-Wilson, K. L., Rogers, E. S., & Massaro, J. (2003). Identifying relationships 

between functional limitations, job accommodations, and demographic 

characteristics of persons with psychiatric disabilities. Journal of Vocational 

Rehabilitation, 18(1), 15-24.  

MacDonald-Wilson, K. L., Russinova, Z., Rogers, E. S., Lin, C. H., Ferguson, T., Dong, 

S., & Kash-MacDonald, M. (2011). Disclosure of mental health disabilities in the 

https://doi.org/10.1136/bmj.l1476
https://doi.org/10.1093/biomet/73.1.13
https://doi.org/10.1023/A:1013955830779


187 

 

workplace. In I. Z. Schultz & E. S. Rogers (Eds.), Work accommodation and 

retention in mental health (1st ed., pp. 191-218). Springer.  

Macenzie v. Jace Holdings and another (No. 4),  (BCHRT 2012). https://canlii.ca/t/ftjnz 

Mancuso, L. L. (1990). Reasonable accommodation for workers with psychiatric 

disabilities. Psychosocial Rehabilitation Journal, 14(2), 3-19. 

https://doi.org/10.1037/h0099449  

Martin, A., Sanderson, K., Scott, J., & Brough, P. (2009). Promoting mental health in 

small-medium enterprises: An evaluation of the "Business in Mind" program. 

BMC Public Health, 9, 239-239. https://doi.org/10.1186/1471-2458-9-239  

McCall, H. C., Hadjistavropoulos, H. D., & Sundström, C. R. F. (2021). Exploring the 

role of persuasive design in unguided Internet-delivered cognitive behavioral 

therapy for depression and anxiety among adults: Systematic review, meta-

analysis, and meta-regression. Journal of Medical Internet Research, 23(4), 

e26939-e26939. https://doi.org/10.2196/26939  

McDowell, C., & Fossey, E. (2015). Workplace accommodations for people with mental 

illness: A scoping review. Journal of Occupational Rehabilitation, 25(1), 197-

206. https://doi.org/10.1007/s10926-014-9512-y  

McGrath, P., Newton, A., Hartling, L., Curran, J., Wozney, L., Huguet, A., & Rao, S. 

(2017). Advancing the evolution: Insight into the state of e-mental health services 

in Canada.  

Mellifont, D., Smith-Merry, J., & Scanlan, J. N. (2016a). Disabling accommodation 

obstacles: A study exploring accommodations that can assist government 

https://canlii.ca/t/ftjnz
https://doi.org/10.1037/h0099449
https://doi.org/10.1186/1471-2458-9-239
https://doi.org/10.2196/26939
https://doi.org/10.1007/s10926-014-9512-y


188 

 

employees with anxiety disorders. http://sydney.edu.au/health-

sciences/cdrp/publications/technical-reports.shtml 

Mellifont, D., Smith-Merry, J., & Scanlan, J. N. (2016b). Pitching a Yerkes–Dodson 

curve ball?: A study exploring enhanced workplace performance for individuals 

with anxiety disorders. Journal of Workplace Behavioral Health, 31(2), 71-86. 

https://doi.org/10.1080/15555240.2015.1119654  

Memish, K. B., Martin, A. P., Bartlett, L. B., Dawkins, S. P., & Sanderson, K. P. (2017). 

Workplace mental health: An international review of guidelines. Preventive 

Medicine, 101, 213-222. https://doi.org/10.1016/j.ypmed.2017.03.017  

Mendel, R., Kissling, W., Reichhart, T., Buhner, M., & Hamann, J. (2015). Managers' 

reactions towards employees' disclosure of psychiatric or somatic diagnoses. 

Epidemiology and Psychiatric Sciences, 24(2), 146-149. 

https://doi.org/10.1017/S2045796013000711  

Mental Health Commission of Canada. (2013). The national standard of Canada for 

psycholgical health and safety in the workplace.  

Mental Health Commission of Canada [MHCC]. (2013). Making the case for investing in 

mental health in Canada. 

http://www.mentalhealthcommission.ca/English/media/3179 

Messina, I., & Loffler-Stastka, H. (2021). Psychotherapists' perception of their clinical 

skills and in-session feelings in live therapy versus online therapy during the 

COVID-19 pandemic: a pilot study. Research in psychotherapy (Milano), 24(1), 

514-514. https://doi.org/10.4081/ripppo.2021.514  

http://sydney.edu.au/health-sciences/cdrp/publications/technical-reports.shtml
http://sydney.edu.au/health-sciences/cdrp/publications/technical-reports.shtml
https://doi.org/10.1080/15555240.2015.1119654
https://doi.org/10.1016/j.ypmed.2017.03.017
https://doi.org/10.1017/S2045796013000711
http://www.mentalhealthcommission.ca/English/media/3179
https://doi.org/10.4081/ripppo.2021.514


189 

 

Meyers, L. S., Gamst, G., & Guarino, A. J. (2013). Applied multivariate research: Design 

and interpretation (2nd ed.). SAGE Publications Inc.  

Miraglia, M., & Johns, G. (2016). Going to work ill: A meta-analysis of the correlates of 

presenteeism and a dual-path model. Journal of Occupational Health Psychology, 

21(3), 261-283. https://doi.org/10.1037/ocp0000015  

Morrow, S. L. (2005). Quality and trustworthiness in qualitative research in counseling 

psychology. Journal of Counseling Psychology, 52(2), 250-260. 

https://doi.org/10.1037/0022-0167.52.2.250  

Munir, F., Leka, S., & Griffiths, A. (2005). Dealing with self-management of chronic 

illness at work: Predictors for self-disclosure. Social Science & Medicine, 60(6), 

1397-1407. https://doi.org/10.1016/j.socscimed.2004.07.012  

Muth, C., Bales, K. L., Hinde, K., Maninger, N., Mendoza, S. P., & Ferrer, E. (2016). 

Alternative models for small samples in psychological research: Applying linear 

mixed effects models and generalized estimating equations to repeated measures 

data. Educational and Psychological Measurement, 76(1), 64-87. 

https://doi.org/10.1177/0013164415580432  

Negrini, A., Corbière, M., Lecomte, T., Coutu, M.-F., Nieuwenhuijsen, K., St-Arnaud, L., 

Durand, M.-J., Gragnano, A., & Berbiche, D. (2018). How can supervisors 

contribute to the return to work of employees who have experienced depression? 

[Article]. Journal of Occupational Rehabilitation, 28(2), 279-288. 

https://doi.org/10.1007/s10926-017-9715-0  

Nevala, N., Pehkonen, I., Koskela, I., Ruusuvuori, J., & Anttila, H. (2015). Workplace 

accommodation among persons with disabilities: A systematic review of its 

https://doi.org/10.1037/ocp0000015
https://doi.org/10.1037/0022-0167.52.2.250
https://doi.org/10.1016/j.socscimed.2004.07.012
https://doi.org/10.1177/0013164415580432
https://doi.org/10.1007/s10926-017-9715-0


190 

 

effectiveness and barriers or facilitators. Journal of Occupational Rehabilitation, 

25(2), 432-448. https://doi.org/10.1007/s10926-014-9548-z  

Nishii, L. (2013). The benefits of climate of inclusion for gender-diverse groups. 

Academy of Management Journal, 56(6), 1754-1774 

 

Noy, C. (2008). Sampling knowledge: The hermeneutics of snowball sampling in 

qualitative research. International Journal of Social Research Methodology, 

11(4), 327-344. https://doi.org/10.1080/13645570701401305  

O'Donnell, S., Vanderloo, S., McRae, L., Onysko, J., Patten, S. B., & Pelletier, L. (2016). 

Comparison of the estimated prevalence of mood and/or anxiety disorders in 

Canada between self-report and administrative data. Epidemiology and 

Psychiatric Sciences, 25(4), 360-369. 

https://doi.org/10.1017/S2045796015000463  

Oliver, M. I., Pearson, N., Coe, N., & Gunnell, D. (2005). Help-seeking behaviour in men 

and women with common mental health problems: cross-sectional study. The 

British Journal of Psychiatry, 186(4), 297-301. 

https://doi.org/10.1192/bjp.186.4.297  

Olthuis, J. V., Watt, M. C., Bailey, K., Hayden, J. A., Stewart, S. H., & Olthuis, J. V. 

(2016). Therapist‐supported Internet cognitive behavioural therapy for anxiety 

disorders in adults. Cochrane library, 2016(3), CD011565-CD011565. 

https://doi.org/10.1002/14651858.CD011565.pub2  

Human Rights at Work 2008, (2008). http://www.ohrc.on.ca/en/human-rights-work-

2008-third-edition 

https://doi.org/10.1007/s10926-014-9548-z
https://doi.org/10.1080/13645570701401305
https://doi.org/10.1017/S2045796015000463
https://doi.org/10.1192/bjp.186.4.297
https://doi.org/10.1002/14651858.CD011565.pub2
http://www.ohrc.on.ca/en/human-rights-work-2008-third-edition
http://www.ohrc.on.ca/en/human-rights-work-2008-third-edition


191 

 

Osman, A., Bagge, C. L., Gutierrez, P. M., Konick, L. C., Kopper, B. A., & Barrios, F. X. 

(2001). The suicidal behaviors questionnaire-revised (SBQ-R):Validation with 

clinical and nonclinical samples. Assessment, 8(4), 443-454. 

https://doi.org/10.1177/107319110100800409  

Pachankia, J. E. (2007). The psychological implications of concealing a stigma: A 

cognitive-affective-behavioral model [Journal Article]. Psychological Bulletin, 

133(2), 328-345. https://doi.org/10.1037/0033-2909.133.2.328  

Patel, A., Knapp, M., Henderson, J., & Baldwin, D. (2002). The economic consequences 

of social phobia. Journal of Affective Disorders, 68(2), 221-233. 

https://doi.org/10.1016/S0165-0327(00)00323-2  

Patten, S. B., Lin, E., Martens, P. J., Stiff, D., Smetanin, P., & Adair, C. E. (2012). 

Synthesis through simulation: Insights on the epidemiology of mood and anxiety 

disorders in Canada. The Canadian Journal of Psychiatry, 57(12), 765-771. 

https://doi.org/10.1177/070674371205701209  

Patten, S. B., Williams, J. V. A., Lavorato, D. H., Bulloch, A. G. M., Wiens, K., & Wang, 

J. (2016). Why is major depression prevalence not changing? Journal of Affective 

Disorders, 190, 93-97. https://doi.org/10.1016/j.jad.2015.09.002  

Pearson, C., Janz, T., & Ali, J. (2013). Mental and substance use disorders in Canada. 

http://publications.gc.ca/site/eng/452284/publication.html 

Pescatello, M. S., Pedersen, T. R., & Baldwin, S. A. (2021). Treatment engagement and 

effectiveness of an internet-delivered cognitive behavioral therapy program at a 

university counseling center. Psychotherapy Research, 31(5), 656-667. 

https://doi.org/10.1080/10503307.2020.1822559  

https://doi.org/10.1177/107319110100800409
https://doi.org/10.1037/0033-2909.133.2.328
https://doi.org/10.1016/S0165-0327(00)00323-2
https://doi.org/10.1177/070674371205701209
https://doi.org/10.1016/j.jad.2015.09.002
http://publications.gc.ca/site/eng/452284/publication.html
https://doi.org/10.1080/10503307.2020.1822559


192 

 

Peters, L., Rapee, R. M., Sunderland, M., Andrews, G., & Mattick, R. P. (2012). 

Development of a short form social interaction anxiety (SIAS) and social phobia 

scale (SPS) using nonparametric item response theory: The SIAS-6 and the SPS-

6. Psychological Assessment, 24(1), 66-76.  

Pilling, S., Mayo-Wilson, E., Mavranezouli, I., Kew, K., Taylor, C., & Clark, D. M. 

(2013). Guidelines: Recognition, assessment. and treatment of social anxiety 

disorder: summary of NICE guidance. BMJ: British Medical Journal, 346(7910), 

34-35.  

Plaisier, I., Beekman, A. T. F., de Graaf, R., Smit, J. H., van Dyck, R., & Penninx, B. W. 

J. H. (2010). Work functioning in persons with depressive and anxiety disorders: 

The role of specific psychopathological characteristics. Journal of Affective 

Disorders, 125(1), 198-206. 

https://doi.org/https://doi.org/10.1016/j.jad.2010.01.072  

Public Health Agency of Canada. (2015). Report from the Canadian chronic disease 

surveillance system: Mental illness in Canada, 2015.  

Public Health Agency of Canada. (2019). Canadian Chronic Disease Surveillance System 

(CCDSS), data tool 2000-2016.  

Rapaport, M. H., Clary, C., Fayyad, R., & Endicott, J. (2005). Quality-of-life impairment 

in depressive and anxiety disorders. American Journal of Psychiatry, 162(6), 

1171-1178. https://doi.org/10.1176/appi.ajp.162.6.1171  

Reilly, N. P., Bocketti, S. P., Maser, S. A., & Wennet, C. L. (2006). Benchmarks affect 

perceptions of prior disability in a structured interview. Journal of Business and 

Psychology, 20(4), 489-500. https://doi.org/10.1007/s10869-005-9005-2  

https://doi.org/https:/doi.org/10.1016/j.jad.2010.01.072
https://doi.org/10.1176/appi.ajp.162.6.1171
https://doi.org/10.1007/s10869-005-9005-2


193 

 

Rothman, M. (1986). Mental health and the workplace: A case for employee assistance 

programs. Compensation and Benefits Review (1986-1998), 18(6), 33-44.  

Rüsch, N., Angermeyer, M. C., & Corrigan, P. W. (2005). Mental illness stigma: 

Concepts, consequences, and initiatives to reduce stigma. European Psychiatry, 

20(8), 529-539. https://doi.org/http://dx.doi.org/10.1016/j.eurpsy.2005.04.004  

Rüsch, N., Brohan, E., Gabbidon, J., Thornicroft, G., & Clement, S. (2014). Stigma and 

disclosing one's mental illness to family and friends. Social Psychiatry and 

Psychiatric Epidemiology, 49(7), 1157. https://doi.org/10.1007/s00127-014-0871-

7  

Rüsch, N., Corrigan, P. W., Todd, A. R., & Bodenhausen, G. V. (2010). Implicit self-

stigma in people with mental illness. Journal of Nervous & Mental Disease, 

198(2), 150-153. https://doi.org/10.1097/NMD.0b013e3181cc43b5  

Sairanen, S., Matzanke, D., & Smeall, D. (2011). The business case: Collaborating to 

help employees maintain their mental well-being. HealthcarePapers (Toronto), 

11 Spec No, 78.  

Schartz, H. A., Hendricks, D. J., & Blanck, P. (2006). Workplace accommodations: 

Evidence-based outcomes. Work, 27(4), 345-354.  

Scherbaum, C. A., Cohen-Charash, Y., & Kern, M. J. (2006). Measuring general self-

efficacy: A comparison of three measures using item response theory. 

Educational and Psychological Measurement, 66(6), 1047-1063.  

Schultz, I. Z., Duplassie, D., Hanson, D. B., & Winter, A. (2011). Systemic barriers and 

facilitators to job accommodations in mental health: Experts' consensus. In I. Z. 

https://doi.org/http:/dx.doi.org/10.1016/j.eurpsy.2005.04.004
https://doi.org/10.1007/s00127-014-0871-7
https://doi.org/10.1007/s00127-014-0871-7
https://doi.org/10.1097/NMD.0b013e3181cc43b5


194 

 

Schultz & E. S. Rogers (Eds.), Work accommodation and retention in mental 

health (1st ed., pp. 353-374). Springer.  

Schultz, I. Z., Krupa, T., & Rogers, E. S. (2011). Best practices in accommodating and 

retaining persons with mental health disabilities at work: Answered and 

unanswered questions. In I. Z. Schultz & E. S. Rogers (Eds.), Work 

accommodation and retention in mental health (1st ed., pp. 445-466). Springer.  

Schultz, I. Z., & Rogers, E. S. (2011). Work accommodation and retention in mental 

health (1st ed.). Springer.  

Schultz, I. Z., Winter, A., & Wald, J. (2011). Evidentiary support for best practices in job 

accommodation in mental health: Employer-level interventions. In I. Z. Schultz & 

E. S. Rogers (Eds.), Work accommodation and retention in mental health (1st ed., 

pp. 409-424). Springer.  

Schur, L., Nishii, L., Adya, M., Kruse, D., Bruyère, S., & Blanck, P. (2014). 

Accommodating employees with and without disabilities. Human Resource 

Management, 53(4), 593-621. https://doi.org/10.1002/hrm.21607  

Secker, J., Membrey, H., Grove, B., & Seebohm, P. (2003). The how and why of 

workplace adjustments: Contextualizing the evidence. Psychiatric Rehabilitation 

Journal, 27(1), 3-9. https://doi.org/10.2975/27.2003.3.9  

Smetanin, P., Stiff, D., Briante, C., Adair, C., Ahmad, S., & Khan, M. (2011). The life 

and economic impact of major mental illnesses in Canada: 2011 to 2041 

(RiskAnalytica, Issue. http://www.mentalhealthcommission.ca/English/node/5024 

https://doi.org/10.1002/hrm.21607
https://doi.org/10.2975/27.2003.3.9
http://www.mentalhealthcommission.ca/English/node/5024


195 

 

Smith, M. V., & Mazure, C. M. (2021). Mental health and wealth: Depression, gender, 

poverty, and parenting. Annual review of clinical psychology, 17(1), 181-205. 

https://doi.org/10.1146/annurev-clinpsy-071219-022710  

Solovieva, T. I., Dowler, D. L., & Walls, R. T. (2011). Employer benefits from making 

workplace accommodations. Disability and Health Journal, 4(1), 39-45. 

https://doi.org/10.1016/j.dhjo.2010.03.001  

Solovieva, T. I., & Walls, R. T. (2013). Implications of workplace accommodations for 

persons with disabilities. Journal of Workplace Behavioral Health, 28(3), 192-

211. https://doi.org/10.1080/15555240.2013.808079  

Spitzer, R. L., Kroenke, K., Williams, J. B., & Löwe, B. (2006). A brief measure for 

assessing generalized anxiety disorder. Archives of Internal Medicine, 166, 1092-

1097.  

Statistics Canada. (2020). Impacts on Mental Health (11-631-X). 

https://www150.statcan.gc.ca/n1/pub/11-631-x/2020004/s3-eng.htm 

Stonebridge, C., & Sutherland, G. (2016). Healthy brains at work: Estimating the impact 

of workplace mental health benefits and programs. 

http://www.conferenceboard.ca/e-library/abstract.aspx?did=8242 

Stratton, E., Jones, N., Peters, S. E., Torous, J., & Glozier, N. (2021). Digital mHealth 

interventions for employees: Systematic review and meta-analysis of their effects 

on workplace outcomes. Journal of Occupational and Environmental Medicine, 

Publish Ahead of Print. 

https://journals.lww.com/joem/Fulltext/9000/Digital_mHealth_Interventions_for_

Employees_.97861.aspx  

https://doi.org/10.1146/annurev-clinpsy-071219-022710
https://doi.org/10.1016/j.dhjo.2010.03.001
https://doi.org/10.1080/15555240.2013.808079
https://www150.statcan.gc.ca/n1/pub/11-631-x/2020004/s3-eng.htm
http://www.conferenceboard.ca/e-library/abstract.aspx?did=8242
https://journals.lww.com/joem/Fulltext/9000/Digital_mHealth_Interventions_for_Employees_.97861.aspx
https://journals.lww.com/joem/Fulltext/9000/Digital_mHealth_Interventions_for_Employees_.97861.aspx


196 

 

Su, N. (2018). Positivist qualitative methods. In C. Cassell, A. L. Cunliffe, & G. Grandy 

(Eds.), The Sage handbook of qualitative business and management research 

methods. Sage Publications Ltd.  

Tackett, J. L., Brandes, C. M., King, K. M., & Markon, K. E. (2019). Psychology's 

replication crisis and clinical psychological science. Annual review of clinical 

psychology, 15(1), 579-604. https://doi.org/10.1146/annurev-clinpsy-050718-

095710  

Titov, N., Dear, B., Nielssen, O., Staples, L., Hadjistavropoulos, H., Nugent, M., Adlam, 

K., Nordgreen, T., Bruvik, K. H., Hovland, A., Repål, A., Mathiasen, K., 

Kraepelien, M., Blom, K., Svanborg, C., Lindefors, N., & Kaldo, V. (2018). ICBT 

in routine care: A descriptive analysis of successful clinics in five countries. 

Internet interventions : the application of information technology in mental and 

behavioural health, 13, 108-115. https://doi.org/10.1016/j.invent.2018.07.006  

Tucker, S., & Johnson, A. (2019). Employability study. University of Regina.  

Tulk, C., Mantler, J., & Dupré, K. E. (2021). The impact of job accommodations on 

stereotyping and emotional responses to coworkers with anxiety or depression. 

Canadian journal of behavioural science, 53(2), 138-151. 

https://doi.org/10.1037/cbs0000224  

Tursi, M. F. d. S., Baes, C. v. W., Camacho, F. R. d. B., Tofoli, S. M. d. C., & Juruena, 

M. F. (2013). Effectiveness of psychoeducation for depression: A systematic 

review. Australian & New Zealand Journal of Psychiatry, 47(11), 1019-1031. 

https://doi.org/10.1177/0004867413491154  

https://doi.org/10.1146/annurev-clinpsy-050718-095710
https://doi.org/10.1146/annurev-clinpsy-050718-095710
https://doi.org/10.1016/j.invent.2018.07.006
https://doi.org/10.1037/cbs0000224
https://doi.org/10.1177/0004867413491154


197 

 

Volker, D., Zijlstra-Vlasveld, M. C., Anema, J. R., Beekman, A. T. F., Brouwers, E. P. 

M., Emons, W. H. M., van Lomwel, A. G. C., & van der Feltz-Cornelis, C. M. 

(2015). Effectiveness of a blended web-based intervention on return to work for 

sick-listed employees with common mental disorders: Results of a cluster 

randomized controlled trial. Journal of Medical Internet Research, 17(5), e116. 

https://doi.org/10.2196/jmir.4097  

Waghorn, G., & Lloyd, C. (2005). The employment of people with mental illness. 

Australian e-Journal for the Advancement of Mental Health, 4(2), 129-171. 

https://doi.org/10.5172/jamh.4.2.129  

Wang, J., Patten, S., Currie, S., Sareen, J., & Schmitz, N. (2011). Perceived needs for and 

use of workplace accommodations by individuals with a depressive and/or anxiety 

disorder. Journal of Occupational and Environmental Medicine, 53(11), 1268-

1272. https://doi.org/10.1097/JOM.0b013e31822cfd82  

Wang, J., Schmitz, N., Smailes, E., Sareen, J., & Patten, S. (2010). Workplace 

characteristics, depression, and health-related presenteeism in a general 

population sample. Journal of Occupational and Environmental Medicine, 52(8), 

836-842. https://doi.org/10.1097/JOM.0b013e3181ed3d80  

Wang, J., Smailes, E., Sareen, J., Fick, G. H., Schmitz, N., & Patten, S. B. (2010). The 

prevalence of mental disorders in the working population over the period of 

global economic crisis. The Canadian Journal of Psychiatry, 55(9), 598-605. 

https://doi.org/10.1177/070674371005500908  

Wedegaertner, F., Arnhold-Kerri, S., Sittaro, N.-A., Bleich, S., Geyer, S., & Lee, W. 

(2013). Depression and anxiety related sick leave and the risk of permanent 

https://doi.org/10.2196/jmir.4097
https://doi.org/10.5172/jamh.4.2.129
https://doi.org/10.1097/JOM.0b013e31822cfd82
https://doi.org/10.1097/JOM.0b013e3181ed3d80
https://doi.org/10.1177/070674371005500908


198 

 

disability and mortality in the working population in Germany: a cohort study. 

BMC Public Health, 13(1), 145. https://doi.org/10.1186/1471-2458-13-145  

Woo, J.-M., Kim, W., Hwang, T.-Y., Frick, K. D., Choi, B. H., Seo, Y.-J., Kang, E.-H., 

Kim, S. J., Ham, B.-J., Lee, J.-S., & Park, Y. L. (2011). Impact of depression on 

work productivity and its improvement after outpatient treatment with 

antidepressants. Value in Health, 14(4), 475-482. 

https://doi.org/https://doi.org/10.1016/j.jval.2010.11.006  

Zafar, N., Rotenberg, M., & Rudnick, A. (2019). A systematic review of work 

accommodations for people with mental disorders. Work (Reading, Mass.), 64(3), 

461-475. https://doi.org/10.3233/WOR-193008  

Zissi, A., Rontos, C., Papageorgiou, D., Pierrakou, C., & Chtouris, S. (2007). Greek 

employers' attitudes to employing people with disabilities: Effects of the type of 

disability. Scandinavian Journal of Disability Research, 9(1), 14-25. 

https://doi.org/10.1080/15017410600973234  

Zugelder, M. T., & Maurer, S. D. (1998). Small business and the Americans with 

disabilities act. Business Horizons, 41(4), 59-70. https://doi.org/10.1016/S0007-

6813(98)90098-2  

 

  

https://doi.org/10.1186/1471-2458-13-145
https://doi.org/https:/doi.org/10.1016/j.jval.2010.11.006
https://doi.org/10.3233/WOR-193008
https://doi.org/10.1080/15017410600973234
https://doi.org/10.1016/S0007-6813(98)90098-2
https://doi.org/10.1016/S0007-6813(98)90098-2


199 

 

Appendix A: Ethics Approvals 

 



200 

 

 



201 

 

 



202 

 

 

  



203 

 

Appendix B: Phase One Email 

Hello <Participant Name>,  

Thank you again for agreeing to review a lesson of the 4-lesson course we have 

developed on accommodations for small- to mid-sized employees with depression and/or 

anxiety. I have attached Lesson <#>, which is on <brief description>.  

 The time commitment for this task will be approximately 30 to 45 minutes.  

To participate please follow these steps:  

1. Download the attached Lesson and Lesson Exercises 

2. After your review please click on the survey link and respond to the questions  

SURVEY LINK:http://j.mp/2HRacHU  

OPTIONAL: After responding to the survey questions, you may add comments to the 

PDF files and email the files to nichole.faller@uregina.ca. If you want to review more 

lessons, please reply to this email (nichole.faller@uregina.ca) and advise which lesson(s) 

you have already reviewed.  

We ask that you provide your feedback before September 24, 2019.   

Thank you for your help with this project. Together we are helping employees with 

depression and/or anxiety working for small/mid-sized enterprises.  

Sincerely,  

Y. Nichole Faller B. A. (Hons), M. A. 

Clinical Psychology PhD Student 

Online Therapy Unit for Service Education and Research 

University of Regina 

3737 Wascana Parkway 

Regina, SK. S4S 0A2 

(306) 530-8040 

  

  

http://j.mp/2HRacHU
mailto:nichole.faller@uregina.ca
mailto:nichole.faller@uregina.ca
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Appendix C: Phase One Questionnaire 

Feedback on Workplace Accommodations for Depression/Anxiety Course 

 

Part One - Basic Eligibility Questions 

 

Do you have knowledge of workplace accommodations, experience helping 

employees requiring an accommodation, and/or are an employee who has received a 

workplace accommodation? 

a. Yes 

b. No – screen out (see message below)  

 

Are you 18 years or older? 

a. Yes 

b. No – screen out (see message below) 

 

Are you a Canadian resident? 

c. Yes 

d. No – screen out (see message below) 

 

 

If participant enters a response of no: 

Currently, we are seeking professionals who are over the age of 18 years and are 

Canadian residents with knowledge or experience working with employees requiring 

workplace accommodations. 

 

If you have questions about this requirement, please feel free to contact the Online 

Therapy Unit by phoning 306-337-3331 or emailing Online.Therapy.User@uregina.ca  

 

Part Two - Post-review Questions 

Background 

 

First Name 

 

 
 

Last Name 

 

  
 

Province 

o Alberta 

o British Columbia 

o Manitoba 

o New Brunswick 
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o Newfoundland and Labrador 

o Northwest Territories 

o Nova Scotia 

o Nunavut 

o Ontario 

o Prince Edward Island 

o Quebec 

o Saskatchewan  

o Yukon 

 

Gender  

o Male 

o Female 

o Transgender 

o Non-binary 

o Two-spirit 

o Not listed: ___________________ 

o Prefer not to disclose 

 

What is your highest level of education? 

o Less than high school 

o High school diploma 

o College certificate or diploma 

o Some university 

o University undergraduate degree 

o University professional degree (e.g., MD) 

o University graduate degree (e.g., MA, PhD) 

 

How would you describe your ethnicity? 

o First Nations (Cree – Nehiyaw, Nehithaw, Nehinaw, Saulteaux, Nakota, Dakota, 

Lakota, Dene, Anishnabe, etc.) 

o Inuit 

o Métis 

o African (e.g., Nigerian, Ethiopian, Ghanaian, Rwandan, South African, etc.) 

o Caribbean (e.g., Jamaican, Trinidadian, Barbadian, Haitian, etc.) 

o East Asian (Chinese, Japanese, Korean, etc.) 

o European (e.g., Ukrainian, German, Scottish, Italian, French, Russian, etc.) 

o Latin American (e.g., Mexican, Salvadoran, Chilean, Brazilian, etc.) 

o Middle Eastern/Arab (e.g., Saudi Arabian, Syrian, Palestinian, Egyptian, 

Moroccan, etc.) 

o South Asian (e.g., Indian, Pakistani, Bangladeshi, Nepalese, Sri Lankan, etc.) 

o Southeast Asian (e.g., Filipino, Vietnamese, Thai, Burmese, etc.) 

o West Asian (e.g., Iranian, Afghani, Turkish, etc.) 

o Other (please specify): _____________________ 

 

What is your current profession?  
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What lesson number did you review? 

 

 
 

At this point, how logical does the lesson seem to you? 

 

1 2 3 4 5 6 7 8 9 

not at 

all  

   somewhat     very  

 

At this point, how successful do you think this lesson would be in helping employees 

prepare for requesting an accommodation?  

 

1 2 3 4 5 6 7 8 9 

not at 

all  

   somewhat     very  

 

How confident would you be in recommending this lesson to a friend who 

experiences anxiety and/or depression? 

 

1 2 3 4 5 6 7 8 9 

not at 

all  

   somewhat     very  

 

On a scale of one to five (with 1 being not at all to 5 being very), did you find the 

lesson: 

  

Visually appealing? 

 1 2 3 4 5 

Not at all 

visually 

appealing 

Not appealing Neutral Appealing Very 

appealing 

 

Easy to understand?  

1 2 3 4 5 
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Very difficult 

to understand 

Difficult to 

understand 

Neutral Easy to 

understand 

Very easy to 

understand 

 

 

After reviewing the lesson, does it encourage you to learn more about workplace 

accommodations for anxiety and/or depression? 

a. YES 

b. NO  

c. UNSURE 

 

What did you like about the lesson?  

 

 
 

What could be improved?  

 

Do you have any recommendations for Internet Resources (please include links) that 

we can offer to employees on our “Resource” page? 

 

 
 

Do you have any other recommendations or comments? 
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Appendix D: Online Screening Questionnaire 

Part One-Basic Eligibility Questions 

Are you currently experiencing any of the following symptoms? Anxiety, worry, 

difficulties with depression, loss of pleasure in activities that are contributing to or 

causing workplace performance (e.g., loss of productivity, increased number of days 

absent from work) concerns? 

o Yes 

o No – screen out (see message below)  

 

If participant enters a response of no: 

 

At this time, the Online Therapy Unit can only offer services to individuals who are 

experiencing some symptoms of anxiety, depression, and/or work-related concerns due to 

anxiety and/or depression. 

 

In the future, we hope to be able to offer the psychoeducation course for a wider range of 

mental health concerns. 

 

If you have questions about this requirement for our course, please feel free to contact the 

Online Therapy Unit by phoning 306-337-3331 or emailing 

Online.Therapy.User@uregina.ca. 

 

Are you a Canadian resident and intend to remain in Canada while participating in 

the 4-week course? 

o Yes 

o No – screen out (see message below)  

 

If participant enters a response of no: 

 

This research project is limited, and the Workplace Coping Strategies Course can only be 

offered to individuals who are Canadian residents and are intending to be in Canada for 4 

weeks to work on the course.  

 

Given that you are not a Canadian resident or as a resident you are not going to remain in 

Canada for 4 weeks, you are not eligible to participate in the Workplace Coping 

Strategies course. 

 

If you have questions about this requirement for our course, please feel free to contact the 

Online Therapy Unit by phoning 306-337-3331 or emailing 

Online.Therapy.User@uregina.ca 

 

Are you 18 years of age or older? 

o Yes 

o No – screen out (see message below)  
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If participant enters a response of no: 

 

This research project is limited, and we can only offer the Workplace Coping Strategies 

Course to individuals who are 18 years of age or older. 

 

As a result, you are not eligible to participate in the course at this time. In order to take 

part, individuals must be a minimum of 18 years old as of the date of consent. 

 

If you have questions about this requirement for our course, please feel free to contact the 

Online Therapy Unit by phoning 306-337-3331 or emailing 

Online.Therapy.User@uregina.ca 

 

Do you have access to a computer and Internet at home or in a place where it is 

appropriate to use a computer for personal use? 

o Yes 

o No – screen out (see message below)  

 

If participant enters a response of no: 

 

At this time, the Workplace Coping Strategies course is only offered to individuals who 

have access to a computer and Internet in a secure environment. Unfortunately, because 

you do not have access to a computer in a secure environment, you are not eligible for the 

Workplace Coping Strategies course at this time. 

 

The Workplace Coping Strategies course is time-limited and involves participants 

logging into a secure website over a period of 8 weeks to review materials and complete 

questionnaires. Without having personal access to a computer and Internet it is very 

difficult to fully engage in the course.   

 

Additionally, in order to keep your personal information secure, it is best to be able to 

access from a personal computer in a private environment.  

 

If you have questions about this requirement for the Workplace Coping Strategies course, 

please feel free to contact the Unit by emailing Online.Therapy.User@uregina.ca 

 

Are you currently employed or on a disability leave? 

o Yes 

o No – screen out (see message below)  

 

The research study has been developed to gain a better understanding of mental health 

within Canadian organizations. As such, we are only able to offer this course to 

individuals who are currently employed or on a disability leave. As a result, you are not 

eligible to participate at this time.   

 

mailto:Online.Therapy.User@uregina.ca
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If you have questions about this requirement for our courses, please feel free to contact 

the Unit by emailing Online.Therapy.User@uregina.ca 

 

Do you feel that you will have time available over the next 4 weeks to consistently 

work through the material of the psychoeducation course? Participants need at least 

45 minutes to 1 hour per week to work on the course.  

o Yes 

o No – screen out (see message below)  

 

If participant enters a response of no: 

 

We can only offer courses to individuals who will have time to actively work on the 

course. As a result, you are not eligible for services at this time. If in the future, your 

circumstances change and you will have time available each week to work on a Course, 

please return to the website and complete the Online Screening at that time.  

 

If you have questions about this requirement for the Workplace Coping Strategies course, 

please feel free to contact the Unit by emailing Online.Therapy.User@uregina.ca 

 

If participant has not received a computer-generated response terminating the 

screening 

 

Part Two-Full screening 

 

Thank you for completing the basic eligibility screen. It appears that you meet the basic 

requirements for the Workplace Coping Strategies Course. The next section of the 

screening will ask you to provide more detailed information about yourself and your 

current situation to help the primary researcher understand your current needs. The 

information collected in this part of the screening will be discussed with you in a follow 

up telephone conversation with the primary researcher. You will not receive any 

automated computer responses as you answer these questions. 

 

REMINDER 

 

The Online Therapy Unit does not provide an emergency or crisis response service. If 

you are feeling suicidal or in a crisis, please exit this screening and seek help 

immediately: Call emergency services by dialing 911 (Ambulance/Police/Fire Service) 

OR present at your local hospital emergency department. 

 

Demographic and Contact Information 

First Name 

 
 

Last Name 
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Street Address 

 

City/Town 

 

Province 

 

Postal Code 

 

 

How would you describe the location that you live? 

o Large City (population over 200,000) 

o Small to Medium City (population of 10,000 to 200,000) 

o Town or Village 

o Farm 

o Reserve 

 

Please enter your 10-digit phone number (e.g., (555) 555-5555):  

 

  
(Please provide a valid Canadian phone number) 

 

Do you feel comfortable with us leaving a message for you at this number?  

o Yes 

o No – Please explain __________________________ 

 

Email address 

 

Please retype your email address 
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Gender:  

o Female 

o Male 

o Transgender 

o Non-binary 

o Two-spirit 

o Not listed: Would you like to expand? ___________________ 

o Prefer not to disclose 

 

What is your date of birth (yyyy/mm/dd)?  

 

 
 

What is your highest level of education? 

o Less than high school 

o High school diploma 

o College certificate or diploma 

o Some university 

o University undergraduate degree 

o University professional degree (e.g., MD) 

o University graduate degree (e.g., MA, PhD) 

 

How would you describe your ethnicity? 

o First Nations (Cree – Nehiyaw, Nehithaw, Nehinaw, Saulteaux, Nakota, Dakota, 

Lakota, Dene, Anishnabe, etc.) 

o Inuit 

o Métis 

o African (e.g., Nigerian, Ethiopian, Ghanaian, Rwandan, South African, etc.) 

o Caribbean (e.g., Jamaican, Trinidadian, Barbadian, Haitian, etc.) 

o East Asian (Chinese, Japanese, Korean, etc.) 

o European (e.g., Ukrainian, German, Scottish, Italian, French, Russian, etc.) 

o Latin American (e.g., Mexican, Salvadoran, Chilean, Brazilian, etc.) 

o Middle Eastern/Arab (e.g., Saudi Arabian, Syrian, Palestinian, Egyptian, 

Moroccan, etc.) 

o South Asian (e.g., Indian, Pakistani, Bangladeshi, Nepalese, Sri Lankan, etc.) 

o Southeast Asian (e.g., Filipino, Vietnamese, Thai, Burmese, etc.) 

o West Asian (e.g., Iranian, Afghani, Turkish, etc.) 

o Not listed: Would you like to expand? _____________________ 

 

Social Relationships 

 

What is your relationship status? 

o Single never married 

o Married 

o Living with partner 

o Separated  
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o Divorced  

o Widowed 

 

If you are in a relationship, will your partner know that you are receiving services 

from us? 

o Yes 

o No – Please explain __________________________ 

 

Do you have children? 

o Yes: 

o How many? ________________________ 

o What ages are your children? _______________________ 

o No 

 

What is your current living arrangement? 

o Living alone 

o Living with spouse or partner 

o Living with spouse or partner and children 

o Living with children 

o Living with extended family 

o Living with roommates 

o Other: _______________ (please explain your living arrangement) 

 

Are you experiencing any legal difficulties at this time? 

o Yes  

o Please briefly explain the legal difficulties you are experiencing. 

_______________________ 

o No 

 

  



214 

 

Appendix E: Telephone Screening Questionnaire 

Confidentiality: Before we begin, I would like to let you know that although this phone 

call is confidential there are some limits to confidentiality, and these include: if you pose 

a threat to your life or another individual's life or if a child is at risk of abuse, we are 

required to break confidentiality in order to prevent harm. 

 

Do you agree? 

o No... Cannot participate. 

o Yes  

 

Contact Information 

To start, I'd like to confirm your home and email addresses 

 

Participant Name: 

 

 
 

Address: 

 

 
 

Phone:  

 

 
 

Permission to leave a message: 

o Yes 

o No 

 

Email: 

 

 
 

Date of birth: 

 

 
 

Gender: 

 

 
 

Is the client information correct? 
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o Yes 

o No – What corrections need to be made to client information? 

 

Also, can you confirm that you are comfortable with me mailing and emailing you 

(if not then cannot participate) 

o No....cannot participate 

o Yes 

 

Online Screening Scores   

Generalized Anxiety Disorder- 7 (GAD7)    

Total Score:  

Acceptable range: ≥10 

 

Patient Health Questionnaire (PHQ-9)    

Total Score:  

Acceptable range: ≥10 

 

PHQ-9 #9 response:    

Acceptable range: Not at all to more than half the days; Refer out if nearly every day 

 

Alcohol Use Disorder Identification Test (AUDIT)   

Total Score:  

Acceptable range: ≥20 

 

Drug Use Disorder Identification Test (DUDIT)   

Total Score:  

Acceptable range: ≥25 

 

Social Interaction Anxiety Scale (SIAS-6)    

Total Score:  

Acceptable range: ≥7 

 

Social Phobia Scale (SPS-6)     

Total Score:  

Acceptable range: ≥2 

 

World Health Organization Health & Work Performance Questionnaire Absenteeism 

(WHO HPQ)   

Total Score:  

Acceptable range: ≥.3 

 

World Health Organization Health & Work Performance Questionnaire Absenteeism 

(WHO HPQ)   

Total Score:  

Acceptable range: ≥1 
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World Health Organization Health & Work Performance Questionnaire Presenteeism 

(WHO HPQ)     

Total Score:  

Acceptable range: ≥40 

 

Symptom Inclusion 

 

Depression Details: 

Start of depression:  

How many episodes:  

 

Screening Note Template: 

o Duration of symptoms _______________ 

o Current symptom manifestation ________________ 

o Past symptoms (if applicable) _________________ 

o Most troubling symptom/goal/motivation for course _________________ 

o Coping strategies __________ 

o Supports _______________ 

o Past/current treatment ________________________ 

 

Anxiety Details: 

Start of Anxiety:  

How many episodes:  

 

Which symptoms do you find are most troubling for you? 

 

 
 

Has anything happened to cause problems with anxiety and depression to get worse? 

 

 
 

Minimal symptoms- Refer out?  

o Symptoms are too minimal to take part in the study 

o Accept 

 

Work Performance Inclusion 

Absenteeism 

Why did you miss these hours/days of work? 

Is there anything preventing you from taking days off? 

 

Presenteeism 

Start of performance concerns? 

Which symptoms do you find impact your ability to work the most? 

Has anything happened to cause your work performance to decline or get worse? 
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Follow-up Questions for AUDIT 

1. How often do you have a drink containing alcohol? 

2. How many drinks containing alcohol do you have on a typical day when you are 

drinking? 

3. How often do you have six or more drinks on one occasion? 

4. How often during the last year have you found that you were not able to stop 

drinking once you had started? 

5. How often during the last year have you failed to do what was normally expected 

from you because of drinking? 

6. How often during the last year have you needed a first drink in the morning to get 

yourself going after a heavy drinking session? 

7. How often during the last year have you had a feeling of guilt or remorse after 

drinking? 

8. How often during the last year have you been unable to remember what happened 

the night before because you had been drinking? 

9. Have you or someone else been injured as a result of your drinking? 

10. Has a relative or friend or a doctor or another health worker been concerned about 

your drinking or suggested you cut down? 

 

Information to consider: 

Is drug use related to a chronic pain condition (e.g., prescription opioids)? 

Did the client try to cut alcohol/drug use down but failed? 

Have they craved or had a strong desire to use alcohol or drugs? 

If so, is this craving frequent? 

Has their drinking or drug use caused problems with family or other people close 

to them? 

If so, do they still keep drinking or using drugs? 

 

Follow-up Questions for Drugs (DUDIT) 

1. How often do you use drugs other than alcohol? 

2. Do you use more than one type of drug on the same occasion? 

3. How many times do you take drugs on a typical day when you use drugs? 

4. How often are you influenced heavily by drugs? 

5. Over the past year, have you felt that your longing for drugs was so strong that 

you could not resist it? 

6. Has it happened, over the past year, that you have not been able to stop taking 

drugs once you started? 

7. How often over the past year have you taken drugs and then neglected to do 

something you should have done? 

8. How often over the past year have you needed to take a drug the morning after 

heavy drug uses the day before? 

9. How often over the past year have you had guilt feelings or a bad conscience 

because you used drugs? 
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10. Have you or anyone else been hurt (mentally or physically) because you used 

drugs? 

11. Has a relative or a friend, a doctor or a nurse, or anyone else, been worried about 

your drug use or said to you that you should stop using drugs? 

 

Risk 

Thoughts that you would be better off dead or hurting yourself in some way:  

 

Have you ever thought about or attempted to kill yourself?  

o Never  

o It was just a brief passing thought 

o I have had a plan at least once to kill myself but did not try to do it or...I have had 

a plan at least once to kill myself and really wanted to die 

o I have attempted to kill myself, but did not want to die or...I have attempted to kill 

myself, and really hoped to die 

 

How often have you thought about killing yourself in the past year?  

o Never 

o Rarely (1 time) 

o Sometimes (2 times) 

o Often (3-4 times) 

o Very Often (5 or more times) 

 

Have you ever told someone that you were going to commit suicide, or that you might, do 

it?  

o No 

o Yes, at one time, but did not want to die or...Yes, at one time, and really wanted to 

die 

o Yes, more than once, did not want to do it or...Yes, more than once, and really 

wanted to do it 

 

How likely is it that you will attempt suicide someday?  

o Never 

o No chance at all 

o Rather unlikely 

o Unlikely 

o Likely 

o Rather likely 

o Very likely 

SBQ Score: __________________________________ 

Notes on suicidal ideation. 

 

Consult name: ______ (Consults are required with SBQ Total>7 or indication of Likely 

or above on final question 4) 

 

Consultation Notes __________________________________________ 
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Suicide Risk- Refer out?  

o Responses indicate client is at a significant suicide risk and would be best treated 

in person 

o Accept 

 

Hospitalization/Crisis Service Use 

Have you ever been hospitalized for mental health problems in the past?  

 

Have you been hospitalized or received emergency services (police, mobile crisis, 

hospital emergency, called 911) for a mental concern in the past year?  

 

Have you accessed any of the following services in the last three months? 

o Emergency Room:  

o Ambulance or paramedics:  

o Crisis Services:  

 

Screener notes on recent hospitalization or crisis service usage  

 

 
 

Recent MH hospitalization/ crisis service use- Refer out? 

o Response reveals a recent hospitalization that suggests client’s mental health 

status is not sufficiently stable for the psychoeducation course. 

o Accept 

 

Psychosis/Bipolar/Other Disorder Diagnosis 

Has a psychiatrist or another health professional ever diagnosed you with Psychosis?  

 

Screener notes on psychosis endorsement  

 

 
 

Psychosis- Refer out?  

o Client is experiencing significant symptoms of psychosis, which suggests that the 

client’s mental health status is not sufficiently stable for the psychoeducation 

course. 

o Accept 

 

Has a psychiatrist or another health professional ever diagnosed you with Bipolar?  

 

Screener notes on bipolar endorsement 
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Bipolar/ Mania -Refer out?  

o Client is experiencing significant symptoms of mania, which suggests that the 

client’s mental health status is not sufficiently stable for the psychoeducation 

course. 

o Accept 

 

Has a psychiatrist or another health professional ever diagnosed you with any other 

mental health disorder?  

 

Additional probing questions: 

o How are you managing ________? 

o How is ___________ being treated? (Depending on response explore referring 

out) 

o How often do you find your daily life is being impacted by symptoms? 

 

Screener notes on other mental health disorder endorsement  

 

 
 

Other mental health concern - Refer out?  

o Response reveals a mental health concern requiring primary treatment other than 

anxiety or depression 

o Accept 

 

Medical Conditions 

Do you have any current or past medical problems?  

 

Do you think these medical problems will interfere with your ability to take part in one of 

our courses? 

 

Screener notes on medical condition: 

 

 
 

Medical problem - Refer out?  

o Response reveals medical problems that would inhibit active participation in the 

online course as delivered. 

o Accept 

 

Legal  

Are you experiencing any legal difficulties at this time?  

 

 
 

Legal difficulties that would interfere with treatment- Refer out? 
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o Reports significant legal difficulty that would interfere 

o Accept 

 

What is motivating you to use the WCS at this time? 

Things to consider: 

What is you motivation for doing our program? 

What do you hope to gain through your participation in this specific program? 

 

Concerns about motivation – Refer out? 

o Response suggests low motivation for change 

o Accept 

o  

 

 

Final decision Accepted to Workplace Accommodations for Depression/Anxiety 

Course 

o Accepted to WCS course 

o Not accepted to WCS course 

 

If Accepted:  

 

There is something important I would like to tell you about. We are able to offer this 

course free of charge because it's a research project. We are trying to do something very 

unique in Canada by studying the long-term effects of the online Accommodations 

Course. 

 

We ask that you commit to supporting our research by completing shortened 

questionnaires in 4 and 8 weeks (W/L: and again 4 and 8 weeks after course completion). 

We will send an email to your [email_1] account, and you will be asked to follow a link 

to access the questionnaires.  

 

Our goal is to hear from 100% of participants, even if for some reason someone does not 

finish all four lessons by the end of the 4 weeks. These questionnaires are extremely 

important and can help us to improve what we are doing and improve mental health 

services in SMEs across Canada.  

 

Is this something that you are willing to do? 

 

How are you feeling? Do you want to join our course? 

 

Final Notes to Client: Receive confirmation from the client that they will complete 

outcome measures (if not then cannot participate). 

 

Randomization Process 
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Since this is research study, we must compare two groups of people. One group will start 

the course immediately and the other group will have to wait 8 weeks. In the next step I 

will click on a button that will randomly assign you to one of these 2 groups. If you are 

assigned to start the course immediately, I will provide you with your username and 

password and you will be expected to completed questionnaires in 4 and 8 weeks. If you 

are assigned to the waiting list group, I will contact you after you have completed the 8-

week questionnaires. There will also be questionnaires after you complete the course at 4 

and 8 weeks. Do you have any questions or concerns about the randomization process? 

Do you wish to proceed? 

 

Psychoeducation Group 

Based on this screening, I think the WCS Course would be a good fit for you. The way 

the course is set up, you will log onto a secure website and read through 4 lessons over 

the next week. It generally takes about 30 to 45 mins to read through each lesson. Your 

participation in the course will start immediately. Please note, the intent of the psycho-

education course is to provide information regarding workplace accommodations within 

Canadian enterprises. Although it is our hope that the information provided will result in 

the implementation of these accommodations this is not always possible. Before 

requesting any accommodations from your employer please assess the organizational 

climate and associated risk of requesting an accommodation. Should you require further 

assistance in this process please contact your human resource department, union, and/or 

employee assistance plan. Should you not have access to any of these services please 

refer to the reference list that will be emailed to you shortly. 

 

 

 


