ORIGINAL ARTICLE

Manager Support for Work-Family Issues and its Impact on
Employee-Reported Pain in the Extended Care Setting

Emily M. O’Donnell, MS, Lisa . Berkman, PhD, and S.V. Subramanian, PhD

Objective: Supervisor-level policies and the presence of a manager engaged
in an employee’s need to achieve work-family balance, or “supervisory sup-
port,” may benefit employee health, including self-reported pain. Methods:
We conducted a census of employees at four selected extended care facili-
ties in the Boston metropolitan region (n = 368). Supervisory support was
assessed through interviews with managers and pain was reported by em-
ployees. Results: Our multilevel logistic models indicate that employees
with managers who report the lowest levels of support for work-family bal-
ance experience twice as much overall pain as employees with managers who
report high levels of support. Conclusions: Low supervisory support for
work-family balance is associated with an increased prevalence of employee-
reported pain in extended care facilities. We recommend that manager-level
policies and practices receive additional attention as a potential risk factor
for poor health in this setting.

S ubstantial changes in the American labor force have occurred in
recent decades and, increasingly, employees are required to bal-
ance the demands of both work and home simultaneously.! Accord-
ing to the National Study of the Changing Workforce, a nationally
representative sample of employed Americans, nearly three quarters
of women with children younger than 18 years reported working
outside the home in 2007, compared with 50% in 1975.2 The survey
also indicates that 79% of married and partnered employees reported
living in dual-earner households in 2008, with women earning al-
most half (44%) the income in these households. Concurrent with
these shifts, fathers also spend more time with their children today
than they did 30 years ago. The National Study of the Changing
Workforce reveals that they spent 2 hours per day in 1977, compared
with 3 hours per day in 2008; women consistently averaged 3.9 hours
with children throughout both periods. Young children are not the
only family members requiring caretaking. With an aging popula-
tion, the odds are increasing that working-age men and women will
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also have caretaking responsibilities for older family members.?-*
Together, these social and economic demographic and family tran-
sitions present a scenario in which the well-being of employed men
and women may be compromised.

As the landscape of work and home life evolves, it is critical to
identify strategies that maintain and improve the well-being of em-
ployed individuals by addressing concurrent demands of work and
family. Greenhaus and Beutell® introduced the term work—family
conflict 25 years ago, referring to “a form of interrole conflict in
which the role pressures from the work and family domains are mu-
tually incompatible in some respect,” with work and family balance
serving as the absence of these competing pressures. Supervisor-
level policies and the presence of a direct manager who is sympa-
thetic to and engaged in an employee’s need to achieve work-family
balance, which we will refer to here as “supervisory support,” may be
one method for addressing the rivaling demands of work and home
life.% In the health care setting, the context for findings presented
here, Thomas and Ganster’ assessed flexible scheduling as a form of
supportive supervision and found that it was associated with benefi-
cial effects on an employee’s level of depression, somatic complaints,
and blood cholesterol. Similarly, Berkman and colleagues® demon-
strated that managers’ family-friendly attitudes and practices were
negatively correlated with risk of cardiovascular disease and posi-
tively associated with sleep duration in the extended care setting. In
this same study of nursing homes, Ertel and colleagues’® highlighted
the beneficial effect of support from supervisors on depressive symp-
toms. Other research on health care professionals has revealed the
importance of schedule control and social support from managers
and colleagues on employee psychological and physical health.!0-13
Finally, organizational and supervisory support may improve job out-
comes. Years ago, research revealed that flextime (a work schedule
in which starting and quitting times are flexible) reduced tardiness,
absenteeism, job turnover, and work-family interference as well as
increased satisfaction and time spent with family and on household
tasks.”-14:15

This study focuses on the relationship between supervisory
support and employee-reported pain at extended care facilities.
Health care is one of the largest and fastest expanding industries
in the United States,'® and the incidence of workplace injury and
illness in hospitals is higher than that for private industry, with the
most elevated rates found in nursing home facilities.'® Among an
ethnically diverse sample of registered nurses in the United States,
nearly half of all the nurses reported neck and back pain, and 35%
reported shoulder pain.!” Yet, to our knowledge, research has not
specifically evaluated the relationship between manager-level sup-
port for work and family balance and pain experienced by the health
care employees that these managers supervise. To address this gap in
the literature, this study is largely based in the tradition of job strain
theory, specifically the demand—control-support model.'® Building
on Karasek’s model of job stress,!?® which considers the com-
bination of job demands and control that produce job strain, this
particular framework also incorporates workplace social support.
Research utilizing this multidimensional model of job strain has
identified low social support at work as an important predictor of
worse health outcomes, including higher prevalence of cardiovascu-
lar disease,'® as well as worse job-related outcomes, including lower
job satisfaction.?!
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When conceptualizing this study, we hypothesized that the
health benefits of supervisory support as they specifically relate
to work-family balance may affect employee-reported pain through
physical as well as psychosocial pathways. A recent review of the US
and European research identified both heavy physical work and high
psychosocial demands among the primary causes of work-related
musculoskeletal disorders in a variety of settings.?? In health care,
frequent lifts and transfers of patients, long periods of standing or
walking, staft density, work satisfaction, night-shift work, perceived
lack of support of supervisors, and perceived negative work culture
have all been associated with low back pain, specifically.3-2> Psy-
chosocial factors, including decision authority, skill discretion, work
demands, and support from colleagues and supervisors, have also
been linked to physical injury and disability in two Dutch samples,
one of which included health care professionals only?® and another
with nurses and other professionals.?’

Through interviews with both employees and their direct su-
pervisors, this study is particularly aimed at understanding the con-
tribution of supervisory support related to work-family balance and
the outcome of employee-reported pain. Specifically, we seek to ad-
dress the following hypotheses in the context of the extended care
setting:

1. Employees supervised by managers who report little supervisory
support for work-family balance will report more pain than em-
ployees with higher levels of manager support.

2. Because both physical and psychosocial strain may have a role
in pain etiology, employees in direct patient care roles will report
more pain than employees who do not work directly with patients,
controlling for ergonomic work factors.

3. Work-family conflict, as measured by employees’ self-reported
work-to-home and home-to-work spillover, may account for the
relationship between supervisory support and employee-reported
pain.

METHODS

Sample and Data Collection

Subjects were employees at four extended care facilities in
Massachusetts who took part in a cross-sectional survey of em-
ployee experiences with workplace policies and informal practices.
After referral from the Massachusetts Extended Care Federation, re-
searchers contacted administrators at extended care facilities within
a 50-mile radius of Boston to gauge interest in participating in this
study. We identified four extended care facilities with varied char-
acteristics and developed an approach to census each facility. Upon
approval by upper management at each enrolled facility, researchers
distributed flyers to recruit employees. Research assistants trained
in interview techniques and biomarker collection administered the
survey in English, Spanish, and Haitian Creole between September
2006 and July 2007. All interviews were conducted during employ-
ees’ work shifts. Interviews required approximately 40 minutes, and
debit cards in the amount of $15 were distributed to all respondents
as an incentive to participate. All eligible employees at each work-
site were invited to participate in the survey, with a response rate
of 76.6% (n = 452). Complete data for all covariates of interest
yielded a total sample of 368 in the current analysis. No substantial
differences in employee characteristics were apparent in this reduced
sample.

Measures

Outcome: Employee-Rated Pain

Employees were asked whether, during the past 4 weeks, they
experienced any bodily pain. If so, they were asked whether this pain
was experienced once or twice, a few times, fairly often, very often
or every day. An employee was considered to experience pain often

(coded yes) if they answered fairly often, very often, or every day
and not often (no) if they answered once, twice, or a few times in the
past 4 weeks. If any pain was experienced, the survey also assessed
employee’s back, neck, and shoulder pain at work through questions
asking whether an employee experienced on-the-job pain in these
areas during the same 4-week period (yes/no). We include data of
a combined and dichotomized measure of back, neck, and shoulder
pain at work reflecting whether employees experienced any pain at
work in these areas (yes/no).

Supervisory Support Score

Our independent variable of interest was supervisory support.
Managers of employees included in this study were asked about their
supervisory practices in qualitative interviews. Two researchers par-
ticipated in and subsequently coded interviews with managers to
assess flexibility as part of two domains of supervisory support:
openness and creativity for work-family balance. To measure open-
ness, managers were asked whether they help employees with their
jobs when needed, adjust employees’ schedules to suit their work
and family needs, and discuss family leave with job security. Simi-
larly, to assess creativity, each manager was asked whether he or she
acknowledges the possibility of creatively applying current policies
as well as reports doing so. Managers received a score of either a 0
or 1 according to whether they reported that they did (1) or did not
(0) exhibit these characteristics. To weight supervisory support for
openness and creativity equally, we multiplied each work-family bal-
ance score on openness by 2 and each manager’s score on creativity
by 3, leading to a total possible score of 12 (6 for each domain). As
done in previous research,® we divided these scores into tertiles to
create a supervisory support score that is low, mid, or high, with high
showing the most creativity and openness to work-family balance.
Chi-square tests indicate that the two supervisory support domains,
creativity and openness, are, indeed, associated (P < 0.01). It is
important to note that the supervisory support score was derived
from interviews with the managers, whereas employee data were
obtained from interviews and physical examinations of employees.
Therefore, employee characteristics are not expected to bias the as-
sociation between this score and employee-reported pain or other
employee-reported health outcomes. From this point forward, we
also use the term supervisory support score to refer to the manager’s
tertile score to support work-family balance

Work-Family Conflict, Direct Patient Care, and Other
Covariates

Other variables relevant to the study’s hypotheses included
work-family conflict and the provision of direct patient care. Con-
sistent with previous work,” we assessed the role of work-family
demands through a question about spillover (preoccupation about
work at home and home at work). Similar questions assessing the
frequency of work interfering with home responsibilities (and vice
versa) have been used elsewhere in the work-family literature to
assess work-family conflict.?® Specific items pertaining to work-
family spillover (things at home do not get done because of job
demands and vice versa) have also been shown to correlate strongly
and significantly with a validated scale to measure work-family con-
flict employed in the second phase of the current Work, Family,
and Health Network study,?® indicating that the spillover construct
is an effective measure of work-family conflict (for work-to-home
and home-to-work spillover, x> P < 0.001). Employees directly in-
volved with patient care were considered health care practitioners.
Included here are registered and licensed practical nurses and health
care support staff, such as certified nursing assistants. Staff persons
with managerial or office-based roles or those working in service
and maintenance were not included as direct patient care employees.

Other covariates conceptualized to be associated with supervi-
sory support for work-family balance and employee-rated pain were
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also included in this analysis: job strain, depressive symptoms, age,
hourly wage, obesity, male sex, and non-Hispanic race. Job strain
was assessed using survey items about job demands and job control,
based on the work of Karasek and colleagues.’’-3! In response to
questions pertaining to physical activity, heavy lifting, and awkward
body positions (job demands) as well as degree of skill, task variabil-
ity, and autonomy (job control) at work, subjects strongly disagreed,
disagreed, agreed, or strongly agreed (valued 1 to 4, respectively)
that these elements were part of their jobs. Consistent with other
research, we calculated the sum of these ordinal responses for job
control and job demands separately and dichotomized each mea-
sure at the highest 50th percentile (yes/no). Depressive symptoms,
measured by the lowa Short Form of the Center for Epidemiologic
Studies Depression Scale,*? age, and hourly wage at the current job
were measured continuously, centered around their respective means.
To measure obesity, we employed the traditional cut point of a body
mass index value of 30 or more (yes/no).>* Male gender (yes/no) and
non-Hispanic white race (yes/no) were measured dichotomously.

Statistical Analysis

We examined the bivariate relationship between pain (any
self-reported pain and self-reported pain at work during the past 4
weeks), supervisory support score, and relevant covariates through
frequency tables and analyses of variance and corresponding F statis-
tics. Subsequently, we employed multilevel logistic regression mod-
els to account for the nested nature of our data (employees within
managers) and assessed relevant odds ratios (ORs) and correspond-
ing 95% confidence intervals (Cls) for statistical significance. These
findings are shown in Table 3 for any pain and Table 4 for pain at
work. To test our primary hypothesis that employees with low su-
pervisor support for work-family balance will report more pain than
employees whose supervisors report more support, we included su-
pervisory support score and sociodemographic characteristics such
as age, sex, and race for both pain outcomes (model 1). In model
2, we test a second hypothesis that employees in direct patient care
roles will report more pain than employees who do not work in a
direct patient capacity and include work characteristics such as direct
patient care, hourly wage, job strain (demand and control), depres-
sive symptoms, and obesity. To assess whether work-family conflict
could account for the relationship between supervisory support score
and employee-reported pain, we assessed whether the work-family
spillover variable attenuated this relationship by building on model
2 and including spillover from home-to-work and work-to-home in
model 3. Finally, because pain and depression are correlated, we
assessed another model building on model 3 without depressive
symptoms (not presented in Tables 3 or 4). With each multilevel
model, we also examined manager-level variation.

RESULTS

Sample Characteristics

This sample consisted of 368 employees employed at extended
care settings (310 women and 58 men) who participated in this study
survey and had complete data of the aforementioned variables of
interest (Table 1). Roughly one half (45%) and one quarter (26%)
reported any pain and pain at work in the past 4 weeks, respectively.
In analyses of variance, both pain measures were significantly asso-
ciated with supervisory support and provision of direct patient care
before controlling for other covariates (P < 0.01 for both). In bivari-
ate analyses, non-Hispanic white race, high job control, and obesity
were associated only with overall pain (all P < 0.01), whereas high
job demands were associated with pain at work (P = 0.03) (for data
of covariates by exposure level, see Table 2.). More than 70% of
the employees in the sample had managers who reported low or mid
supervisory support. With 71% employed in direct patient care, 57%
and 51% reported high job control and high job demand, respec-
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tively. Nearly one third of the sample report being obese and 43%
non-Hispanic white race compared with non-Hispanic black, His-
panic, and other races. The mean depressive score of the sample was
6.69 (SD, 4.80; range, 0 to 25), and subjects averaged an age of 41
years and an hourly wage just less than $16.

Any Pain in Past 4 Weeks

Employees supervised by managers who report low and mid
levels of supervisory support for work-family balance experience
more overall pain than employees with managers who report high
levels of support. As described previously, we built a series of mul-
tilevel logistic regression models to test our primary hypothesis. In
model 1 (Table 3), controlling for age, sex, and race, supervisory
support score was associated with increased likelihood of employee-
reported pain in the past 4 weeks (mid supervisory support score:
OR = 2.56; 95% CI, 1.45-4.53; low supervisory support score: OR
= 1.85; 95% CI, 1.08-3.16). A small amount of between-manager
variation was present (not shown in Table 3). However, this vari-
ability disappears in model 2, in which low supervisory support
scores were, again, associated with increased likelihood of overall
employee-reported pain (mid supervisory support score: OR =2.17;
95% CI, 1.17-4.03; low supervisory support score: OR = 1.90; 95%
CI, 1.05-3.44). Working in a direct patient capacity has an OR of
1.72 but is not statistically significant (95% CI, 0.94-3.15). Contrary
to our final hypothesis, results suggest that work-family conflict does
not diminish the effects of supervisory support (or other variables) on
employee pain (model 3). Although depressive symptoms are highly
correlated with pain, removal of the depressive symptoms variable
from model 3 did not affect our findings and, therefore, these results
are not presented.

Pain at Work in the Past 4 Weeks

Similar to our analysis with overall pain reported in the past
4 weeks, employees with low and mid supervisory support scores
experience more pain at work than employees with managers who
report high levels of supervisory support. In model 1 (Table 4), con-
trolling for sociodemographic characteristics of the employee only,
the lowest supervisory support scores are associated with roughly
twice the risk of pain at work (mid supervisory support score: OR =
2.78;95% CI, 1.41-5.49; low supervisory support score: OR =2.31;
95% CI, 1.19-4.49), and between-manager variation is not present.
These ORs attenuate slightly in model 2 (mid supervisory support
score: OR = 2.10; 95% CI, 0.96-4.57; low supervisory support
score: OR = 2.30; 95% CI, 1.09-4.88). A small and nonsignificant
amount of between-manager variation is present and remains with
the addition of spillover variables in model 3. These work-family
conflict variables, however, do not impact regression results between
model 2 and model 3 (mid supervisory support score: OR = 2.10;
95% CI, 0.96—4.57; low supervisory support score: OR = 2.30; 95%
CI, 1.09-4.88). Again, building on model 3, the removal of depres-
sive symptoms did not alter our findings (results not included). Direct
patient care is not associated with supervisory support score in these
models.

DISCUSSION

Consistent with previous findings, this study suggests that su-
pervisors may play a role in the health of their employees.”>'3* Re-
search has supported the association between manager behaviors and
employee health outcomes especially related to cardiovascular dis-
ease, sleep-related problems, digestive issues, depressive symptoms,
psychological distress, and musculoskeletal problems,®*:* and our
findings further indicate that supervisory support is also related to
risk of employee-reported pain. Specifically, employees whose man-
agers report the lowest supervisory support scores, reflecting low
levels of creativity and openness about work-family balance, may
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TABLE 1. Descriptive Statistics (n = 368)

Any Pain Pain at Work (Shoulder, Neck, and Back)
Categorical % Reporting  Standard % Reporting  Standard
Variables Frequency  Percent Pain Deviation P* Frequency  Percent Pain Deviation P*
Supervisory <0.01 <0.01
support
Low 142 38.6 0.5 0.50 142 38.6 0.3 0.45
Medium 119 323 0.6 0.49 119 323 0.3 0.46
High 107 29.1 0.3 0.47 107 29.1 0.1 0.35
Male 0.23 0.15
No 310 84.2 0.5 0.50 310 84.2 0.3 0.44
Yes 58 15.8 0.4 0.49 58 15.8 0.2 0.38
Non-Hispanic <0.01 0.26
white race
No 209 56.8 0.4 0.49 209 56.8 0.2 0.42
Yes 159 432 0.5 0.50 159 432 0.3 0.45
Direct patient care <0.01 <0.01
provider
No 108 29.4 0.3 0.48 108 29.4 0.2 0.36
Yes 260 70.6 0.5 0.50 260 70.6 0.3 0.45
High job control <0.01 0.42
No 159 432 0.4 0.48 159 432 0.2 0.42
Yes 209 56.8 0.5 0.50 209 56.8 0.3 0.44
High job demands 0.96 0.03
No 179 48.6 0.5 0.50 179 48.6 0.2 0.40
Yes 189 51.4 0.5 0.50 189 51.4 0.3 0.46
Obese <0.01 0.17
No 252 68.5 0.4 0.49 252 68.5 0.2 0.42
Yes 116 315 0.6 0.50 116 315 0.3 0.46
Spillover 0.26 0.06
work-to-home
No 337 91.6 0.4 0.50 337 91.6 0.2 0.42
Yes 31 8.4 0.6 0.51 31 8.4 0.4 0.50
Spillover 0.75 0.52
home-to-work
No 315 85.6 0.4 0.50 315 85.6 0.2 0.43
Yes 53 14.4 0.5 0.50 53 14.4 0.3 0.45
Continuous Standard Standard
Variables Frequency Percent Mean Deviation P* Frequency Percent Mean Deviation P*
Age 0.79 0.75
Pain: No 202 54.9 40.9 13.52 277 75.3 40.9 13.62
Pain: Yes 166 45.1 40.5 13.11 91 24.7 40.4 12.44
Hourly wage <0.01 0.13
Pain: No 202 54.9 14.7 6.90 277 75.3 15.9 7.26
Pain: Yes 166 45.1 17.4 7.73 91 24.7 17.0 7.75
Depressive <0.01 <0.01
symptoms
Pain: No 202 54.9 5.7 421 277 75.3 5.9 431
Pain: Yes 166 45.1 7.9 5.16 91 24.7 9.1 5.36

*P value for F statistic.

experience roughly twice as much overall pain and pain at work.
These results account for a wide variety of physical and psychosocial
characteristics of the employee, including job control, job demands,
direct patient care, obesity, and depressive symptoms, as well as age,
sex, wage, and race/ethnicity.

Although identifying specific causal mechanisms is beyond
the scope of this study and the cross-sectional data available, we did
examine the hypothesis that the association between manager’s level
of supervisor support for work-family issues and employee pain may
be partially explained by the employee’s perception of work-family
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TABLE 2. Categorical Covariates by Exposure (n = 368)

Supervisory Support

Low Mid High

Categorical Variables Frequency Percent Frequency Percent Frequency Percent
Male

No 122 85.9 105 88.2 83 77.6

Yes 20 14.1 14 11.8 24 22.4
Non-Hispanic white race

No 83 58.5 65 54.6 61 57.0

Yes 59 41.5 54 45.4 46 43.0
Direct patient care provider

No 31 21.8 20 16.8 57 53.3

Yes 111 78.2 99 83.2 50 46.7
High job control

No 71 50.0 43 36.1 45 42.1

Yes 71 50.0 76 63.9 62 57.9
High job demands

No 71 50.0 49 41.2 59 55.1

Yes 71 50.0 70 58.8 48 449
Obese

No 93 65.5 80 67.2 79 73.8

Yes 49 345 39 32.8 28 26.2
Spillover work-to-home

No 129 90.1 110 92.4 98 92.6

Yes 13 9.1 9 7.6 9 8.4
Spillover home-to-work

No 127 89.4 99 83.2 89 83.2

Yes 15 10.6 20 16.8 18 16.8

conflict or spillover. As described previously, we assessed this no-
tion with the inclusion of a variable that addresses preoccupation
about work at home and home at work. We found that employee-
reported spillover did not alter any of our results, suggesting that
work-family conflict does not account for the reported relationship
between supervisory support and employee pain association. Al-
though similar work-family spillover questions have been shown to
correlate strongly with validated scales of work-family conflict,?’
the absence of a work-family conflict scale in this study precludes
us from validating the spillover measures employed here. Therefore,
it is possible that the spillover questions presented here do not fully
and adequately tap into the domain of work-family conflict, despite
very similar questions being used in previous research.”?® As Berk-
man and colleagues® posit, another explanation for this finding is
that, in measuring manager openness and creativity, we have discov-
ered a new domain of supervisory support that affects health (in this
case, employee pain), one that is not currently reflected in traditional
models of job or interrole strain. It is also plausible that individual
perceptions of work-family conflict are conceptually distinct from
actual provision of work-family benefits and are, therefore, unre-
lated to actual pain outcomes, a notion for which there is support in
other health literature. For example, work on racial discrimination
suggests that individuals may not necessarily need to perceive prej-
udice for these experiences to be internalized and result in poorer
health.3® Thus, in this study, it is possible that employee health may
be driven more so by objective measures of supervisory practices
than subjective perceptions of work and home life stressors. An ad-
ditional explanation for the finding that work-family conflict does
not seem to account for the relationship between supervisory support
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and employee-reported pain concerns selection. It is certainly pos-
sible that employees with better health simply seek managers who
offer more support and, thus, work-family conflict would not be ex-
pected to alter any existing association between supervisory support
and employee pain. Given the cross-sectional nature of this study, we
cannot confirm this possibility. However, we look forward to testing
this hypothesis further in the next phase of this research, an ongo-
ing randomized, controlled trial sponsored by the National Institutes
of Health and the National Institutes of Occupational Safety and
Health, to further elucidate the role, if any, of work-family conflict
on supervisory behaviors and pain.

Our analysis also offers preliminary, albeit descriptive, in-
sight into other risk factors of employee pain. Our results indicate
that employees with high job control reported significantly higher
odds of any pain over the past 4 weeks as employees with low
job control (OR = 2.03; 95% CI, 1.15-3.58 in model 3), a finding
somewhat disparate from previous research that suggests a beneficial
health effect of having a high control job!®:37-3% even in the hospi-
tal setting.>® Further investigation of our sample reveals that almost
70% of employees who report high job control fall into the occupa-
tional categories of health care practitioners and health care support
staff or direct patient care. These positions are also overwhelmingly
the most ergonomically taxing, relative to office-based, food service,
and maintenance roles, and constitute almost 80% of employees re-
porting high levels of physical activity, lifting, and awkward body
positions, as measured by job demands.

Because our analyses have controlled these ergonomic de-
mands, our findings prompt us to speculate that these employee
characteristics—high control and direct patient care positions—may
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TABLE 3. Regression Results, Any Pain, Past 4 Weeks (n = 368)

Model 1 Model 2 Model 3
OR 95% CI OR 95% CI OR 95% CI

Supervisory support

Low 18 108 316 190 105 344 190 105 345

Mid 256 145 453 217 117 403 216 116 4.02

High 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Age 099 097 1.00 099 097 1.00 099 097 1.00
Male

Yes 083 045 152 128 064 255 129 0.64 258

No 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Non-Hispanic white

Yes 191 123 296 206 117 361 205 117 3.61

No 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Direct patient care

Yes .72 094 315 175 095 3.20

No 1.00  1.00 1.00 1.00 1.00 1.00
Hourly wage 1.02 099 1.06 102 0.99 1.06
Job control High

Yes 202 115 356 203 115 358

No 1.00  1.00 1.00 1.00 1.00 1.00
Job demands high

Yes 090 055 146 089 055 145

No 1.00  1.00 1.00 1.00 1.00 1.00
Depressive symptoms 115 109 122 115 109 122
Obese

Yes 243 146 4.03 244 146 4.05

No .00 1.00 1.00 1.00 1.00 1.00
Spillover work-to-home

Yes 1.20 050 2.87

No 1.00  1.00 1.00
Spillover home-to-work

Yes 1.13 057 223

No 1.00  1.00 1.00

95% CI, 95% confidence interval; OR, odds ratio. Bold values are significant at the alpha = 0.05 level.

not be correlated with heightened reports of pain due to physi-
cal demands but, instead, potentially because of psychosocial de-
mands (eg, emotional burnout instead of patterns of heavy lifting).
Hoogendoorn and colleagues*’ suggest that psychosocial strains in
the workplace—perhaps more so than in private life—are, indeed,
associated with back pain. Their study called for further evaluation
to determine the precise role of specific workplace factors, includ-
ing job satisfaction. Other research on the psychosocial etiology of
work-related pain points toward mixed evidence, in large part due
to the wide range of predictors and outcomes considered and vari-
ation in how they were conceptualized and measured,*' as well as
the particular importance psychosocial factors may have in the pain
recovery process, as opposed to pain onset.*? A study of intensive-
care unit nurses also found that nurses who reported high control as
well as active coping experienced increased emotional exhaustion
compared with nurses with different control and coping profiles,*
which suggests that interactions between workplace and psychoso-
cial characteristics may affect employee health. Taken together, it is
possible that psychosocial demands on the job may play an important
role in the relationship between manager flexibility and employee-
reported pain in our sample. Although deciphering the specific causal
mechanisms involved is beyond the scope of this particular analy-

© 2012 American College of Occupational and Environmental Medicine

sis and challenging to do, given the cross-sectional nature of this
study and variables in our data set, we believe the topic begs further
investigation.

Overall, our results suggest an important role of supervisory
support for work-family balance as well as other workplace expe-
riences in shaping patterns of employee-reported pain. Although
we believe these findings enhance knowledge about current work-
family practices, specifically by suggesting ways in which manager’s
practices may relate to employee health, we do acknowledge some
limitations in this study. Our sample was drawn from four extended
care facilities in the state of Massachusetts near Boston that agreed
to take part in our survey. Selection of nursing homes was not sys-
tematic and depended on the approval of facility administration.
Therefore, our sample of worksites is not likely to be representative
of all extended care facilities in the region. Importantly, however, we
did obtain a complete listing of all employees at the facilities and
invited all eligible employees to participate. We received a response
rate of 76.6% from our extended care facilities. Also, this study is
cross-sectional and we are unable to draw causal inferences about
work-family—oriented manager practices and self-reported pain. It is
possible that employees with better health select managers who are
more skilled and responsive to their needs; however, we believe this
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TABLE 4. Regression Results, Pain at Work, Past 4 Weeks (Shoulder, Back,

and Neck) (n = 368)

Model 1 Model 2 Model 3
OR 95% CI OR 95% CI OR 95% CI

Supervisory support

Low 231 119 449 230 1.09 488 230 1.07 491

Mid 278 141 549 210 096 457 212 096 4.65

High 1.00 1.00 1.00 100 1.00 1.00 1.00 1.00 1.00
Age 099 097 1.01 099 097 1.01 099 097 1.01
Male

Yes 0.66 031 139 097 042 223 099 043 227

No 1.00  1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Non-Hispanic white

Yes 133 081 217 179 095 339 176 093 335

No 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Direct patient care

Yes 1.64 079 341 166 079 3.48

No 1.00  1.00 1.00 1.00 1.00 1.00
Hourly wage 1.02 098 1.07 1.02 098 1.06
Job control high

Yes 121 0.64 229 121 064 230

No 1.00 1.00 1.00 1.00 1.00 1.00
Job demands high

Yes 1.54 088 269 153 087 268

No 1.00 1.00 1.00 1.00 1.00 1.00
Depressive symptoms 1.16 110 123 116 110 123
Obese

Yes 1.77 101 310 171 097 3.03

No 1.00  1.00 1.00 1.00 1.00 1.00
Spillover work-to-home

Yes 1.68 0.69 4.07

No 1.00 1.00 1.00
Spillover home-to-work

Yes 1.00 047 2.12

No 1.00 1.00 1.00

CI, confidence interval; OR, odds ratio. Bold values are significant at the alpha = 0.05 level.

to be relatively rare. The use of a number of self-reported measures,
including job strain and depressive symptoms, instead of objective
markers may also bias the results presented here. To improve the
quality of our data, we utilized validated scales (such as Karasek’s
classic job strain questionnaire and the lowa Short Form of the Cen-
ter for Epidemiologic Studies Depression Scale [CES-D]) whenever
possible. Again, it is important to note that our major “exposure”
condition in this study is supervisor support related to work-family
issues and is a measure developed from the reports of managers
themselves, not employees. Finally, we are limited in our ability
to differentiate between the physical and psychosocial mechanisms
driving the supervisory behavior and employee pain relation due to
the temporal sequencing and variables included in our data. For in-
stance, it may be that managers who have low levels of support for
work-family issues also ask more physically strenuous or stressful
tasks of employees. This analysis also exhibits a number of strengths.
Our statistical approach using multilevel methods accounts for the
clustering of data by workgroups as well as the nested nature of
employees within managers. As alluded to earlier, manager support
for work-family balance, measured as willingness to help employees
with their jobs, schedules, and work-family needs as well as to apply
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workplace policies with creativity to accommodate employees, was
ascertained through qualitative interviews with managers. Thus, as
described elsewhere,? it is unlikely for issues of reverse causation (ie,
that employees experiencing pain report perceive managers as being
less flexible) or selection (ie, that employees with pain are unable to
perform jobs that are likely to have more flexible leadership) are at
play.

Today, it is increasingly common for employees to simulta-
neously juggle the demands of work as well as young children and
older family members who may require special care at home.>*
Particularly in the ever-expanding health care sector, it is imper-
ative that successful workplace policies to address and improve
employee well-being be identified. To that end, this study sug-
gests that supervisory support for work and family balance may
reduce the risk of employee-reported pain in the extended care set-
ting. To further promote employee well-being in health care and
other sectors, we recommend that subsequent research examine
the temporal nature of this association as well as the pathways
that relate supervisory support to employee health to ultimately
identify strategies that that benefit the well-being of the American
workforce.

© 2012 American College of Occupational and Environmental Medicine
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