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Abstract
Psychosocial Safety Climate (PSC) is increasingly being recognised as a ‘cause of causes’ and a significant
mediator/moderator of a number of important workplace behaviours and attitudes including; morale, cynicism,
engagement, commitment and absenteeism. In this paper we examine the role of PSC within the Aged Care industry
in Australia. Currently this industry is notable for having the very high levels of workplace injury and compensation
claims, particularly among unregistered carers. Our results indicate that there is a clear economic argument for
owners and managers of aged care facilities to address issues of suboptimal PSC within their facilities as a priority.
Failure to do so can result in a progressive download spiral of poor performance, low commitment, staff turnover (and
rehiring costs) associated with high injury and compensation costs.
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Introduction
Anyone who has worked in an organisation for more than a few
weeks understands that it only takes a short time before one acquires
a fairly clear understanding of the ‘mood’ and ‘tone’ of that workplace.
This occurs largely unconsciously, but may also be strongly informed
by the behaviour, manner, and opinions of co-workers. To this extent, it
represents an example of ‘emotional contagion’ [1].
Taken together, these direct and indirect observations and
experiences sum to an abiding sense of the extent to which one feels
‘safe’ in the workplace. This is more than physical safety (which is
usually well covered in relevant and mandatory Occupational Health
and Safety (Work Safety) legislation). It encompasses the feeling
and belief that one’s work is valued by the organisation. This value is
demonstrated unmistakably by the philosophies, processes, behaviours
and practices within the organisation, which impact on you and/or
others around you, and which are clearly designed to prevent you (to
the greatest extent that is practically possible) being injured or harmed,
physically or emotionally, in that workplace.
This condition has been defined as ‘psychosocial safety climate’ or
PSC [2,3]. Ongoing research into the phenomenon has demonstrated
that it constitutes a very basic psychological underpinning to the work
experience of every worker who is exposed to the ‘climate’.
Whether high or low, PSC functions as a ‘cause of causes’ within the
organisation. It both mediates and moderates a number of important
experiential phenomena and responses. These include; the extent,
level and toleration of bullying, overall organisational morale, and the
frequency of workplace injury and injury claim [4]. These are associated,
in turn, with absenteeism, commitment (affective and perseverant) and
work engagement.
The notable feature of PSC is that it is a ‘top down’ phenomenon.
PSC is set and controlled by the organisation’s management from
the highest levels downward. PSC is not ‘chosen’ by an organisation,
indeed it is rarely considered as a deliberate policy. Nevertheless, every
organisation and every workforce operates within a PSC, whether it is
recognised and acknowledged or not. PSC cannot be faked or contrived,
except insofar as cynical and insincere attempts to fake it will be seen,
experienced, and inevitably contribute to a reduction or lowering of
PSC.
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In this paper the authors report on their experience and
observations of PSC, and its ramifications, in the Aged Care industry
in South Australia.
This growing industry faces significant difficulties. During the past
decade, media reports of notorious cases of suboptimal conditions and
treatment of residents have resulted in a significant body of regulations
being imposed on owners of aged care facilities. However, the current
funding model for these facilities is such that adequate staff/resident
ratios are difficult to maintain. In addition, the wage rates for both
registered and unregistered workers in this sector are notably lower
than in acute care.
Taken together with the inherent demands of the work, these
pressures result a chronic shortage of workers in the area. Consequently
there has been an increasing tendency to recruit from overseas sources
as well as among newly arrived migrants and refugees. Although
addressing worker shortages, this move adds potential language and
cultural difference difficulties to an already challenging mix.
It is self-evident that the economic imperative within such an
organisational framework particularly includes; Low staff turnover
(with associated retraining costs), Low absenteeism (with associated
expensive agency staff usage), low sickness and injury frequency (low
agency staff requirements) and low return to work times (RTW) when
unavoidable staff injury absences do occur.
Between June 2010 and October 2012, the authors investigated
some 10 aged care facilities. At each facility, staff were asked to
complete a comprehensive questionnaire developed by the first author,
the Occupational Psychosocial Risk Index (OPRI). This instrument
comprises 105 items. In addition to demographic information, these
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items comprise a total of 19 subscales. Of these, 12 of the subscales were
validated psychometric measures. These included:
•

The PSC 12 scale [5,6].

•

The Cognitive, Emotional, and Physical Demands subscales of
the DISC scale [7].

The Chronic and Acute Fatigue and Recovery subscales of the
OFER measure [8].
The Utrecht Work Engagement Scale [9].
The Sleep subscale of the Psychological Injury Risk Indicator [10].
The Cynicism subscale of the Maslach Burnout Inventory General
Scale [11].
The Affective and Perseverant Commitment subscales of the Meyer
and Allen Organisational Commitment scale [12].
In addition, the OPRI questionnaire comprised custom designed
measures. The items for these scales (particularly where they departed
from better known, validated, measures such as for Bullying) were
created after discussions with people working in aged care. These
custom scales included:
•

Facility Resources, i.e. “If we need new, or more equipment, it
is always obtained promptly” and “Problems with equipment or
facilities are always attended to promptly here”, etc.

•

Bullying. This custom scale of 5 items included “I have never
seen anyone bullied here”, “I have never been bullied in any way
while working here”, and “If ever I experienced any bullying here
I could rely on management to resolve the issue for me quickly
and effectively”.

•

A broad guide to an understanding of bullying in the workplace
was included in a footnote:

Note: Workplace bullying is any behaviour that is repeated, systematic
and directed towards an employee (or group of employees) that a
reasonable person (considering the circumstances) would expect
to victimise, humiliate, undermine or threaten, and which creates a
potential risk to health and safety.
•

Morale: 5 items included items such as: “There is always a good
atmosphere between all staff working here” and “There is a lot of
negative feeling between staff members here”.

•

Absenteeism: 4 items included items such as: “I sometimes call
in sick when I’m not actually sick”, “It doesn’t really bother me to
call in sick when I’m not really ill”

•

Physical Self Care at Work: 3 items included: “I ALWAYS use
lifters when resident’s care plan says I must”, “I am careful not to
get any injury to my back or joints at work”

•

Persistent Work Related Pain at Home: 5 items included: “I
often have a lot of muscle and/ or joint pain after I finish my work
shift”, “I sometimes have to take time off work because of muscle
and /or joint pain caused by my work”.

•

Significant Physical Pains at Work: 7 items including; “I get a
lot of muscle/joint pain from my work”, “.I usually don’t have any
problems with muscle aches or joint pain”, and “Muscle aches and
pains often affect how well I can work”.
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The number of items and the Likert response scale for these
subscales varied. However all had a 0 lowest score.
Accordingly all the scores, on all the subscales, were standardised to
a 0-100 scale by applying the formula:
Subscale Score
×100
Number of subscale items × maximum item score

From an organisational psychology perspective, all of these
experienced constructs could be expected to be mediated and/or
moderated by worker commitment, both affective and perseverant; i.e.
“…I work here because I like it” as opposed to “I only work here until I
can get a better job”. Such commitment might be expected to be strongly
associated with worker morale, and in turn, such morale moderated by
PSC.
The number of respondents (staff completing measurement
questionnaire) at each facility) varied between 65 and 115. In each
case (facility) the N was sufficient to provide a Power of at least .8 for
the analyses that were undertaken (i.e. bivariate correlation, one-way
ANOVA (5 groups).
Figure 1 indicates relationships between PSC, Morale, Cynicism,
Affective and Perseverant Commitment, and Work Engagement. This
graph is derived from data recorded at a facility with 102 respondents
with an overall high PSC score (PSC score 62.8) and represents an
‘extreme case (high)’ exemplar (Figure 1).
At this facility the overall mean score for perceived PSC was
measured at 62.8 on a standardised 0-100 scale.
The variation of the other constructs according to a split half (above
and below 50) of respondentPSC scores is very evident. Notable positive
and negative correlations between PSC and the other factors are clear.
These are reported exactly in Table 1.
By contrast, Figure 2 reports the relationship of PSC with other
factors in a low PSC facility with some 82 respondents where the mean
perceived PSC was recorded at 42.3 on the PSC 12 scale. This represents
an ‘extreme cases (low)’ exemplar (Figure 2).

Figure 1: PSC and Feeling/Attitudes and Behaviours (HIGH PSC Facility).
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PSC
PSC

Workplace Morale

Cynicism

Persevere Commitment

Affective Commitment

Work Engagement

1.00

WorkplaceMorale

.42**

1.00

Cynicism

-.40**

-.50**

Persevere Commitment

-.17

-.44**

.32*

1.00

Affective Commitment

.25

.71**

-.44**

-.48**

1.00

Work Engagement

.29

.67**

-.49**

-.41**

.53**

1.00

1.00

Notes: **. Correlation is significant at the 0.01 level (2-tailed).*. Correlation is significant at the 0.05 level (2-tailed).PSC =Psychosocial Safety Climate. Notable
correlations are bolded.
Table 1: Pearson Bivariate Correlations of PSC, Morale, Cynicism, Commitment and Engagement at Work.

Figure 2: PSC, Feelings, Attitudes and Behaviours (LOW PSC Facility).

Although the same positive and negative correlations between PSC
and the other factors (Figure 1) are evident, the actual differences in
mean respondent score between the split half of respondent PSC scores
is much lower. In other words, in this low PSC (overall) environment,
the workplace feelings, attitudes, and behaviours are more uniformly
poor, or less desirable.

Practical observations on issues affecting PSC level
At facilities where PSC was to prove to be high (>50 on the PSC 12
scale) it was notable that the facility owner/manager tended to speak
in positive terms about the staff. The phrase “…my staff are my biggest
asset”, or words to this effect, were commonly expressed. By comparison,
at facilities where PSC was to prove low (<50 on the PSC 12 scale),
managers/owners expressed a quite different attitude towards staff. The
focus was very much on the residents and their relatives and keeping
them happy. The staffs was taken for granted-they were just ‘there’ to
serve this requirement. As PSC decreased, this attitude also seemed to
deteriorate. Often there was an outright distrust of staff (particularly
carers) who were ‘expected’ to be;”...out for what they can get….”, and “…
make false claims for injury”… and “…have no intention to come back to
work after making a claim…”.
It seemed that some owners/managers had a bad experience(s) in
the past with particular employees. This (isolated) experience became
an entrenched bias. Consequently attitudes towards staff were based
upon an expectation of the worst of their employer experiences.
Tragically, this tended to produce a ‘self-fulfilling prophesy’. Within
such facilities, work-related claims and costs, absenteeism and bullying
Occup Med Health Aff
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behaviours tended to be very high, and along with this went high staff
turnover. All of which was explained away by (and blamed on) the
attitudes of the staff (particularly new migrants), reinforcing the bias
that had developed.
In parallel research, the first author interviewed some 16 for
profit aged care facility owners and/or managers to enquire about
what Employee Assistance Programs (EAP) they offered for their
staff. Such programs might include for example; low cost (or no cost)
physiotherapy to treat work related musculo/skeletal strains, low cost
(or no cost) psychology referral for emotional problems affecting work,
(limited) financial support to assist family emergency, time off to attend
family problems, etc.
Once again there were considerable differences of view and attitude
towards EAP expressed by owner/managers. Whereas some employers
were keen to support their staff in any way possible because; “…they
are our best asset”, others viewed such additional supports as; “…nice in
theory, but quite unaffordable”.
However, such views would appear to be short-sighted and
economically questionable. Figure 3 represents the relationship
between injury compensation claims costs (in $AUD 1000’s), at 13 of
the 16 facilities for which data could be derived. Injury cost data was
supplied by the State based workers compensation agent-WorkCover
SA; PSC level was assessed on a 0-10 scale as a function of EAP support
provided by the facility owner according to his description. The more
support in the way of EAP was provided (Figure 3).
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In sum, the cost of providing those supports and conditions which
make for high PSC levels is significantly outweighed by the savings and
reductions indicated above.
This is represented in the model shown overleaf in Figure 4.
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Figure 3: PSC score and compensation costs.

Conclusion
The progressive aging of Australia’s population creates significant
challenges to be able to meet the needs of this expanding proportion of
citizens who can no longer care for themselves, or be cared for by their
families. Government derived money to fund the increasing number
of aged care facilities is clearly not unlimited. There will always be
economic pressure on facility owners and managers in the aged care
industry.
However, our research indicates that a solution to such problems
for the ‘bottom line’ are not solved by minimising spending on staff
care in favour of resident care. Quite the reverse appears to be the case.
Caring for staff with as much zeal as caring for the residents i.e. building
and maintaining the highest levels of PSC we contend is the optimum
course to ensure that profitability is maintained.
Happy, healthy, long tenured and confident staff will deliver better
care, with greater efficiency, and minimal losses due to absenteeism,
high injury incidence and high RTW times which clearly accompany
the alternative found in low PSC organisations.
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Taken together, the author’s observations indicate that there is a
significant economic argument for deliberate and careful attention to
PSC within aged care. This argument rests on a number of undoubted
factors.
1. High PSC facilities tend to have lower staff turnover. This
results in lower costs for retraining.
2. Consistent work teams tend to work more efficiently and
effectively; they know each other’s capacities and ‘oddities’ and
adjust accordingly.
3. Consistent staffing enables workers to know residents and their
particular needs without being told and provide overall more
effective care. They also know and develop useful relationships
with relatives, all of which militates for more effective and
harmonious relationships and enhancement of the facility
reputation.
4. Happy staff tend to actually look after themselves (use of lifters,
manual handling) more consistently.
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