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Abstract

Purpose. This paper presents the phenomenon of stigmatisation among injured immigrant and ethnocultural minority workers experiencing a long-standing disability. Stigmatisation was one of the main findings of our study, the aim of which was to gain insight into the work rehabilitation process in the context of intercultural relations in Quebec. Various categories of stakeholders took part in the study, which sought to describe their experiences and perspectives and to identify the constraints, barriers, facilitators, and specific needs they encounter in terms of intercultural competencies. 
Methods. A purposive sample of 40 individuals was selected and divided into four groups: workers (N=9), clinicians (N=15), workers’ compensation board (WCB) rehabilitation experts (N=14), and workplace representatives (N=2). Semi-structured interviews were conducted using the critical incident technique, combined with an ‘explicitation’ interviewing technique. Data collection and analysis procedures were based on grounded theory. 
Results. This study shows that immigrant and ethnocultural minority workers may experience stigmatisation as a cumulative process involving different concomitant parts of their “identity”: age, gender, social class, ethnicity, mental health, and occupational injuries. Cumulative stigma may aggravate personal distress and feelings of shame, rejection, and disqualification from full social acceptance. Negative anticipatory judgements made by practitioners may undermine the therapeutic relationship and breach mutual trust and confidence.
Conclusions. The phenomenon of stigmatisation is well documented in the sociological and health literature, but studies tend to focus on only one type of stigma at a time. Future research should focus on the cumulative process of stigmatisation specifically affecting immigrant and ethnocultural minority workers and its potentially damaging impact on self-concept, healthcare delivery, rehabilitation interventions, and the return to work.
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1. Introduction
Every year, a large number of workers experience disability at work due to an occupational injury. For 2015 alone, approximately 233,000 workers were compensated for an occupational injury [1] in Canada. In that same year, 65,859 workplace injuries were reported in the province of Quebec, where our study took place. Work disability may have considerable impacts on workers’ personal life (e.g. self-concept, feeling of loss, fear of not returning to work, fear of having to live with a permanent impairment, and financial burden). The frequency and severity of workplace injuries varies, depending on the industry and type of occupation. For example, the manufacturing industry in Quebec posts the highest number of injuries, followed by the health and social services sector, the retail trade, construction, transportation and warehousing [1]. Gender variation and age may also influence the statistical distribution of occupational injuries [2]. Provincial workers’ compensation boards (WCBs) do not take the situation of immigrant and ethnocultural minority workers into consideration in their demographic data. Despite this lack of statistical surveillance, Quebec’s WCB (known as the CNESST: Commission des normes, de l’équité, de la santé et de la sécurité du travail) estimates that nearly half of the injured workers receiving compensation in the city of Montreal (the largest metropolitan area in Quebec) were born abroad [3], while they represent roughly one-third of the city’s population [4]. This estimate was corroborated in our own inquiry among CNESST rehabilitation experts, who estimated that immigrant and ethnocultural minority workers could represent between 50% and 80% of their caseload  in terms of workers at high risk of developing a chronic condition or long-term disability [5]. Numerous authors have reported that this segment of the labour force is more likely to work under poor conditions or in industrial sectors or occupations that pose a higher risk of injury or accident and of exposure to pesticide, chemical, or environmental contaminants [6-12]. In Quebec, for the period 2010-2012, most compensated injured workers did not require rehabilitation treatment or programs and were able to resume work within an average of 50 days [13]. However, some did require an individualised rehabilitation program and were off work for an average of approximately 619 days. The financial and human costs are therefore considerable at various levels: societal, organisational, and personal [14, 15].
Diversity issues
Canada recognises the contribution of immigration to cultural and social diversity. Every year it admits around 260,000 new immigrants, most of them on the basis of a series of well-documented selection criteria [16]. In addition, more than 60,000 workers are admitted annually through the Temporary Foreign Workers program. In Quebec, where our study was conducted, approximately 50,000 immigrants are admitted every year with permanent status, and most of them reside in Montreal. While immigration is officially seen as an asset in terms of meeting the labour needs of the market, counterbalancing the effect of an aging labour force, and contributing to cross-cultural dynamics, dialogue, and exchange, it can also pose major challenges in terms of inclusion, employability, and communication. Although diversity is generally valued in Canada [17], especially in official legislation and policies [18], demographic changes caused by increased and new forms of immigration can also give rise to asymmetric power relations and inequality [19-21], especially with regard to access to healthcare and social services. Ethnic diversity means that different standards, values, and ways of thinking, saying, and doing can coexist in society. In the context of healthcare and social services delivery, such differences may hinder interpersonal interactions and communication [22]. In addition, complex employment trajectories may characterise immigrant and ethnocultural minority workers, who are faced with multiple forms of precariousness [23], unequal access to healthcare and services [24, 25], and stigma [26].
Stigmatisation
According to Goffman, the concept of stigma refers to a stereotypical view of an individual or a group of persons whose attributes are considered “deviant” from dominant societal norms [27]. In his view, stigmatisation plays a role in interpersonal interactions and can lead to disqualification, exclusion, social isolation, and poverty when, for example, an injured worker no longer meets the expected requirements and is unable to perform his or her occupational duties, or when a specific social attribution or identity prevents him or her from accessing employment[28-34]. The application of stigma greatly reduces a person's chances in life and compromises his or her right to equality. There are three main types of stigma according to Goffman: 1) physical stigma; 2) stigma related to personal character traits (perceived, for example, as a weak will, misguided beliefs, dishonesty, or a moral flaw, and sometimes related to health or social status or to lifestyle habits), and 3) ‘tribal’ stigma, which include race, nation, and religion. Stigma related to sex, gender, age, or language could be added as new categories as they too may interfere with social roles and status [35]. Stigma affect social relationships; they are at play when people with a socially constructed negative attribute choose to conform to dominant social norms, values, and expectations [36]. People with such attributes may develop strategies for managing their social identity and relations with others in a positive way, strategies coined by anthropology in the phrase ‘negotiation of a social space’ [37]. For this reason, these attributes can be seen as a “threshold” [36], with their personal and social impacts depending on the extent to which a society, group, business, or people give space to things that commonly deviate from what they consider to be normal. This is particularly true in the context of intercultural interactions where differences in communication patterns, expression of emotions, and ways of thinking might readily be subjected to misunderstanding, misconception, prejudice, and moral judgement [38]. Clearly, this could be counterproductive for the therapeutic alliance and clinical outcomes [5, 39, 40]. The same stigmatisation process is reported when the clinicians are the ‘diverse’ ones [41].
Social and cultural diversity may generate stigmatisation in interpersonal relations. In the healthcare field, face-to-face encounters where cultural or racial differences are perceived as a source of friction (by both patients and clinicians) may become fertile ground for negative assumptions, intentions, and values (for example, relating to health, illness, and the healing process) [42]. A tendency toward categorisation can emerge, influencing not only interactions but also decision making, as observed in a Swedish study on institutional strategies in face-to-face encounters with injured immigrant workers [43]. According to that study, the presence of ‘cultural filters’ (even when the bias is unconscious or implicit) may lead to stereotypical views, ethnocentric value judgements, and reduced empathy. It may also lead to the premature pigeonholing of immigrant workers in the category of so-called “complex cases” [43], in turn accentuating their chronicity profile and exacerbating the negative impact of stigmatisation. Use of the expression “complex cases” suggests neutrality, but often implies that patients are non-compliant, likely to avoid treatment, or simply being “difficult” [44] or “bad” patients [42]. In short, patients may be stigmatised when they do not match the expected profile regarding acceptable (institutional) health behaviour (including pain coping, expression of suffering, and emotions) or even illness behaviour (when ill-health is also culturally and socially coded as it may be in the field of expressed emotions and negative affects) [45, 46]. It has been suggested that stigma may arise when only a little space, if any, is given to social and cultural diversity, with the “diverse” one “floating in the interstices of the social structure” because he or she does not fit, or only partially fits, the social roles expected of local healthcare users [36]. Non-recognition by health organisations of the practical demands of cross-cultural clinical encounters may leave employees having to fend for themselves in this regard, with an increased sense of failure and frustration at not having enough time to understand clients’ needs and trajectories (migratory process and work integration) [47]. Stereotypical views may arise out of unsatisfactory encounters [26].
Stigma may result from the anticipation of negative outcomes or complicated interactions with specific individuals [28]. Stigma originating from a negative attribution can influence both the therapeutic relationship and service delivery [43, 48]. The mechanics of this stigmatisation process are not easy to grasp. Stigmatisation takes place in specific organisational contexts with their own operational dynamics and logics that may not have been designed with the aim of providing services to culturally diverse populations [47]. In addition, healthcare providers may be faced with their inability to adjust and overcome linguistic and cultural barriers when the institution they represent does not have (especially when its employees do not have) the flexibility needed to adapt services [49]. In Quebec, despite a law (Act respecting health services and social services) stipulating that health and social services must be culturally sensitive and adjust to the cultural characteristics of the individuals and populations they serve [50], gaps remain between the general legislative provisions and the implementation of culturally sensitive programs. 
In the context of immigration issues and intercultural communication in rehabilitation, it appears that immigrant workers experience many types of stigma that shape their different relational frame of reference [26]. Socially demeaning experiences connecting stigma and status may reflect the interweaving of various forms of power relations and inequalities that exist in society at large [35]. The social theory of intersectionality allows us to measure how social identity categories or “social locations” come into play to produce and reinforce inequalities and marginalisation [51-54].
Context
The aim of this article is to report the partial results of a qualitative exploratory study whose objective was to describe the experience of various stakeholders in the context of Quebec’s system of workplace injury compensation and rehabilitation, which is administered by the provincial workers’ compensation board (the CNESST). General results were published elsewhere [5, 47, 55]. This article focusses on one aspect of our results that describes the pattern of stigmatisation during the process of returning to work after a compensated occupational injury. This pattern operates in multiple spheres: within the healthcare system, within the family, and within the work and social environment. Health delivery in pluralistic contexts also provides evidence of the possible stigmatisation of health practitioners when they have difficulty achieving the desired clinical outcomes and meeting management expectations. This is particularly so when the practical demands of intervening in pluralistic situations are poorly understood by management, leaving practitioners with little support from colleagues and supervisors and with increased feelings of failure, dissatisfaction at work, and incompetence [47].
2. Methods
Sample
Our research methodology was original in that it used a qualitative approach based on a grounded-theory analytical framework. Grounded theory is recommended when very little data or evidence exists on a specific issue [56]. Although a previous literature review provided some information on the topic of culture and rehabilitation [38, 57], it became obvious that original empirical data on the situation in Quebec was needed to conduct a proper analysis. A purposive sample of 40 individuals was recruited on a voluntary basis through professional associations, the WCB business registry, injured workers’ associations, and public or private clinics. The sample was divided into four groups: workers (N=9), clinicians (N=15), WCB rehabilitation experts (N=14 individual interviews, N=2 focus groups), and workplace representatives (N=2). For the purposes of this article, clinicians and WCB rehabilitation experts are collectively referred to here as “practitioners” (unless otherwise indicated). 
The clinicians were mainly occupational therapists (OT), physiotherapists (PT), or kinesiotherapists (Kin). They were recruited through invitations sent out by leading rehabilitation centres in the Montreal area and by professional bodies. Rehabilitation experts were recruited through invitations sent by the WCB to its personnel. The WCB rehabilitation experts had professional backgrounds in various fields such as social sciences and humanities, education, counselling, and health sciences, and were employed as claim adjudicators or rehabilitation counsellors. All the practitioners had to work with injured workers on long-term sick leave (sometimes called a chronicity profile) and with a high ratio of immigrant and ethnocultural minority workers. Injured workers were recruited through rehabilitation clinics in the Greater Montreal area. They had to correspond to the following criteria: being foreign-born, having their occupational injury compensated by the WCB for at least three months and referred to a rehabilitation program focussing on returning to work.
Data collection
Interviews were held between July 2014 and November 2015. Interviews with the various stakeholders gave us access to different perspectives of the RTW process and allowed us to identify common ground and specificities. Semi-structured interviews were conducted, recorded, and transcribed. Tables 1 (practitioners) and 2 (injured workers) list the main themes discussed during the interviews.

Table 1. Guide for interviews with practitioners
	Guide for interviews with practitioners

	· General intervention context in their organisation (Clinic, WCB administrative unit)

	· Specific role as rehabilitation professionals (in the field of occupational injuries and RTW)

	· Context of work (organisational support, relations with other stakeholders, legislations, main issues)

	· Views regarding key moments in the rehabilitation and RTW process (different phases in the compensation and RTW process may have specific challenges, issues)

	· Their experiences with immigrant and ethnocultural minority patients/workers (how they saw differences)

	· Their views of intercultural competency training (former training, content and methods of teaching, effectiveness, etc.)

	· Their views regarding RTW issues specific to immigrant and ethnocultural minority patients/workers (differences and similarities in terms of needs, trajectories, life-cycle, etc.)



Table 2. Guide for interviews with injured workers
	Guide for interviews with injured workers

	· Representations of the problem (e.g. how they call it, symptoms, severity, anticipated duration, ability to work, expectations, what should be or should have been done, etc.)

	· Social environment (e.g. social support, social network, family engagement in the therapeutic process)

	· Work environment (work relations, support from colleagues/supervisors, employer’s attitude regarding RTW, employment relationship)

	· Perceptions of their relations with various rehabilitation professionals (clinicians, WCB) and their views of the administrative process

	· Key moments or turning points in the rehabilitation process (positive and negative)



The interview guides for clinicians, WCB, workers, and also employers are provided in details elsewhere [58]. Stigma-related issues were not directly addressed by the researchers; they arose through the analytical process as an emergent theme, a component of counter-productive interaction processes.
Analysis procedures
Our data collection and analysis procedures drew from the principles of grounded theory (inductive, theory driven, iterative process, interrater cross-validation check) and were processed using NVivo 10 software [59, 60]. The content tree structure was constructed using the data obtained from the results analysis.
We performed an initial coding step using a coding tree that reflected the interview grid structure and dimensions (e.g. role and responsibilities, key issues at different steps, collaboration between stakeholders, and intercultural competency training). When a segment of the interview made reference to the “work context”, we sought to identify the specific properties and attributes of that context in order to compare different participants’ points of view. We also interviewed practitioners about their own expectations regarding patients’ clinical or RTW outcomes, as well as injured immigrant workers about their appreciation of their rehabilitation experience. We then tried to identify possible patterns and connections between attributes in order to generate a theory or hypothesis [56, 61]. The stigmatisation process was neither a part of the preliminary literature review nor a dimension of the interview grid. It appeared in the more advanced steps of our data analysis as an emergent theme which is discussed later in the Synthesis and Discussion section in the light of existing literature on the stigmatisation of injured workers. We therefore performed a literature review at a later stage in our study in accordance with grounded theory requirements specified by Glaser and Strauss [62, 63]. By avoiding the existing literature in the initial steps of our data analysis, we sought to stay away from existing models or theories that could “contaminate” our views and possibly even influence the way we coded, classified, or named what we observed [62]. The following questions oriented our investigation of intercultural interactions: What types of stigma are reported or experienced (by workers and practitioners), or observed through our analytical process? In what ways do the stigma operate? What are the different dimensions of the stigma? What are their main effects on immigrant workers and the delivery of healthcare/services? Are people aware of the stigmatisation process?
3. Results 
This section presents the different types of stigma that were reported in our interviews with the various stakeholders (fictitious names are used here to protect participants’ privacy) about the rehabilitation and RTW process. Clinicians and WCB rehabilitation experts’ profile is detailed in tables 3 and 4 (sex, age, country or area of birth, profession, and years of experience) while table 5 describes injured workers’ profile (sex, age, country of birth, field of study, occupation when injured, diagnosis).
Table 3. Clinicians’ profile
	Clinicians
(pseudonyms)
	Sex
	Age
	Country or area of birth
	Profession
	Years of experience

	Lea
	F
	26
	Canada
	OT
	5

	Emma
	F
	27
	Canada
	OT
	4

	William
	M
	42
	France
	OT
	16

	Louis
	M
	40
	Canada
	PT
	8

	Sarah
	F
	34
	Canada
	OT
	11

	Camille
	F
	53
	Canada
	OT
	16

	Thomas
	M
	25
	France
	Kin
	1

	Félix
	M
	24
	Canada
	Kin
	1

	Olivia
	F
	31
	Canada
	Kin
	3

	Nathan
	M
	32
	Canada
	PT
	8

	Mei
	F
	29
	China
	OT
	5

	Susana
	F
	29
	Italy
	OT
	5

	Alice
	F
	56
	Canada
	OT
	32

	Jacob
	M
	29
	Canada
	PT
	5

	Eva
	F
	41
	Lebanon
	OT
	17



Table 4. WCB rehabilitation experts’ profile
	WCB rehabilitation experts
(pseudonyms)
	Sex
	Age
	Country or area of birth
	Field of study
	Years of experience

	Florence
	F
	29
	Canada
	Social work
	7

	Chloé
	F
	32
	Canada
	Correctional intervention
	4

	Charles
	M
	62
	Canada
	Anthropology
	9

	Rosalie
	F
	29
	Canada
	Criminology
	1

	Béatrice
	F
	55
	Canada
	Psychology
	15

	Zoé
	F
	27
	Canada
	Industrial relations
	2

	Alexis
	M
	25
	Canada
	Social work
	3

	Laurence
	F
	30
	South America
	Education
	1

	Charlie
	M
	34
	Canada
	Psychoeducation
	2

	Clara
	F
	59
	Canada
	Human resources
	26

	Charlotte
	F
	30
	Canada
	Human resources
	3

	Victoria
	F
	34
	South America
	Social work
	7

	Juliette
	F
	45
	Canada
	Psychoeducation
	3

	Olivier
	M
	30
	Canada
	Communication
	3



Table 5. Injured workers’ profile
	Injured workers
(pseudonyms)
	Sexe
	Age
	Country of birth
	Field of study
	Occupation when injured
	Diagnosis

	Amine
	M
	36
	Morocco
	Law
	Factory worker
	Chronic regional pain syndrome

	Carmen
	F
	--
	Colombia
	Speech therapy
	Maintenance worker
	Low back pain

	Umberto
	M
	50
	Italy
	Mechanics
	Mechanics
	Hand pain

	Belkacem
	M
	--
	Tunisia
	Specialist nurse
	Patient attendant
	Low back pain

	Valencia
	F
	49
	Haiti
	Auxiliary nurse
	Auxiliary nurse
	Shoulder pain

	Harica
	F
	50
	Turkey
	Administration
	Cook
	Arm pain

	Leticia
	F
	55
	Argentina
	Institutional cooking
	Cook
	Shoulder pain

	Rocio
	M
	61
	Salvador
	Leather work
	Maintenance worker
	Shoulder pain

	Dario
	M
	47
	Salvador
	Industrial design
	Upholsterer
	Low back pain



The overall RTW process comprises various steps and key moments. Our results concerned the later stages of this process when the workers entered a chronic phase of illness and work disability. This corresponded to their admission to an individualised interdisciplinary rehabilitation program focussing on a RTW to their pre-injury job. We mainly observed stigma related to culture and ethnicity, disability or health condition, occupational injuries, socioeconomic status, language and speech, age, and gender. These stigma involved some of the attributions or types of stigma described earlier.
Ethnocultural stigma
Stigma related to ethnicity and culture are obviously more specific to workers from racial or ethnocultural minorities. This is the type of stigma that is most often reported by the participants in our study. These stigma involve anticipatory judgement of pain behaviours and adherence to rehabilitation treatment. Some practitioners in our study reported that clinical staff might, based on their prior experiences with people from a specific geographical area or cultural background, associate an individual with the entire group (and the stereotypical view of this group) to which he or she belongs, prior to face-to-face validation. Such an association influences the way clinical staff plan their work schedules and case management, as described below by a clinical director.
“It has become obvious: as soon as I get a patient coming from [Region A], we all know what to expect, we already know, and we haven’t even evaluated them […] I’ll sort them out in a way that won’t overload my staff […] If they were the only clients I had to deal with, I couldn’t take it any longer.” (Nathan, 32, PT, clinical manager, 8 years of experience)
While this practice may involve good intentions in that practitioners or clinical managers try to prevent a work overload, at the same time, the immediate consequence is that they anticipate attitudes, behaviours, or health-related beliefs that may not necessarily be held by the worker/patient. Such stigma appear to have impacts on the quality of the therapeutic relationship and the emotional bond or alliance that is so essential during the rehabilitation and return-to-work process:
“[Regarding patients from region B], I have noticed that my employees do not want to spend time with them [...]. I find that they’re even neglected. I make a point of telling my employees to give them closer attention.” (Nathan, 32, PT,  clinical manager, 8 years of experience)
This clinical director thus seemed sorry about the lack of care provided to some patients, but at the same time, found it difficult to re-organise his team working in a pluralistic context. Participating injured workers reported some discriminatory practices in the workplace, a kind of division of labour based on ethnicity, when they tried to reintegrate into their jobs with new duties after an injury:
“There’s a lot of racism in this industry. Some people think we’re just overrunning them, stealing their jobs. I’ve already been told that ‘administrative duties are for Quebecers. Your job is down there, in the shipping department’.” (Dario, 47, upholsterer, family-owned coffee estate in his native country in Central America)
Our study revealed that, compared to other types of stigma, ethnic or cultural stigma can be assigned in different ways, for example, by division of labour, anticipatory judgements about workers’ beliefs, attitudes, and coping behaviours (including adherence to treatment). The practitioners participating in our study expressed concerns about the importance of developing strategies for meeting the needs of immigrant and ethnocultural minority workers and of better understanding their clients’ points of view and life-course prospects.
Our participants reported that stigma operate in complex ways in interpersonal relationships, especially when little or no space is given at the institutional level to the idea of intercultural competency (and its practical demands). Thus, the participating practitioners saw themselves at the interstices of a monocultural institutional setting. They suggested that it may even determine the quality of care in clinical encounters and its adaptation to immigrant and minority workers’ needs. This view is expressed below:
“Stereotypes are there, you know, the image we have, it’s there, well-engrained. We have to work with WCB rehabilitation counsellors and they say things directly: ‘Be careful, that worker is from [region A],’ or ‘Watch out, that French Canadian worker is unionised,’ you know. We don’t even have to explain anything further, we understand each other. But at the same time, I wonder whether or not we’re providing these people with the appropriate treatment. Do we need training on this [intercultural] issue? I’d tend to say ‘yes’.” (Nathan, 32, PT, clinical manager, 8 years of experience)
And when failures occur:
“Have we done everything that should have been done? Aren’t we crippling them even further?” (Excerpt from a focus group, WCB)
Most participants, especially practitioners who were immigrants themselves saw training in intercultural competencies as necessary, as they had seen or heard things among other colleagues that they considered shocking:
“Training for practitioners would, I think, be worthwhile because when I first arrived here [at the WCB], I was shocked by some of my colleagues’ attitudes or comments about immigrant workers, their way of doing things…” (Laurence, 30, WCB, born in South America, training in education, 1 year of experience)
When asked whether or not she felt more equipped than her native French Canadian (or “Québécois”) counterparts to intervene in pluralistic contexts, the same practitioner said the following:
“Not necessarily more equipped, but [you’d think] it would be important to understand why they [immigrant workers] have come here, important to understand why they’re currently working in agribusinesses [precarious jobs, often overqualified].” 
As an immigrant herself, she was aware of the hardships faced by newcomers in finding a job and of the precariousness work trajectory many of them face. These trajectories have been documented elsewhere [55] and in relation to obstacles to the RTW [5]. This practitioner was concerned as well about the culture shock that may arise from intercultural encounters. According to her, being aware of culture shock may also help increase awareness of the tendency to “judge” or to “want to change the person” if he or she does not match the institutional expectations and dominant cultural standards.
Sharing a common cultural and linguistic background with the client may be seen as helpful, but Mei, an occupational therapist born in China, provided a more nuanced view:
“There is a good and a bad side to sharing a common cultural background. It can help for sure, but it can also be worse. When a client thinks I can understand everything, he treats me like I’m a friend or family member. It’s difficult sometimes. A client may think that because we’re both of the same origin I can accept any request. I have to set my own limits. I say [to my client], ‘[Yes,] I speak your native language, but that’s it, I’m [just] your therapist!’ ”
Despite the apparent linguistic and cultural proximity, the practitioner has his or her own worldview and professional framework that derives from an institutional logic that may or may not be shared or understood by the client [64]. Based on our observations, this can be a source of friction and discomfort on both sides that can lead to stigmatisation. In this regard, the practitioners in our study said they had some ideas about which strategy to deploy to foster a working alliance with the injured workers, but that their ideas could be disregarded or misunderstood by their colleagues and supervisors. Many of the WCB experts in our study felt that they omitted some good intercultural communication practices because they knew it would generate a work overload, especially when their managers did not acknowledge dialogue or “small talk” as a practical demand of intercultural communication, even though it is often necessary to build mutual confidence and trust. This is illustrated in the following excerpt:
“We rarely have time to spend an entire hour talking with the client and asking questions to better understand his or her culture […] Here, we don’t take the time [e.g. expanding therapeutic sessions is not allowed] (Louis, 40, PT, 8 years of experience)
And in the following excerpt:
“Of course, I feel that sometimes we are overloaded too. You know, if you have 45 files, there’s no way you can do what you’d like for everyone.” (Victoria, 34, WCB, training in social work, 7 years of experience)
Conversely, our data suggest that organisations where managers have themselves been practitioners appear to be more flexible in this regard. However, this hypothesis needs to be explored further. Teamwork, efforts to encourage diversity in the workforce, discussion groups, and communities of practice are seen by many participants in our study as efficient strategies at the organisational level.
Stigma related to work disabilities or ill-health conditions
In our study, ill-health conditions were sometimes reported to be the object of doubt or  as not being taken seriously during the medical assistance process. This was particularly true when injured workers were experiencing a long-standing disability with more or less visible conditions (e.g. pain, psychological distress). One WCB expert expressed it thus:
“I realise that how their co-workers look at them is important: ‘What will they say? Will they talk about me behind my back, or think I’m a faker, that I’m not really sick?’ They don’t want it to be visible; they want to look normal because they don’t want to be stigmatised. But when we plan the return to work, we have to specify that they need workplace accommodations.” (Zoé, 27, WCB, training in industrial relations, 2 years of experience) 
The participating practitioners reported that this type of stigma applies to any worker, regardless of immigration status or ethnic and cultural background. Mental health conditions were also reported as a source of stigma, and as particularly problematic in specific ethnic groups that sometimes have strong taboos:
“Within certain nationalities, it’s taboo. It can’t happen! You know, they’re really excluded from their community.” (Excerpt from a focus group, WCB)
One worker, after disclosing his mental illness when he returned to his country of birth, was ridiculed by his friends and relatives: “It was a joking matter for them” (Amin, 36, manual worker with a graduate degree in Law in his country and from an upper class background). “Shame” and “lack of understanding” were cited by the WCB practitioners in our study. Amin only revealed his occupational injury to his family after a year in order to avoid rejection and humiliation. WCB compensation was seen as a form of social assistance, which seemed to have a negative connotation in his social environment.
The WCB practitioners sometimes reported difficulty mobilising employers to support a gradual RTW. According to them, many employers prefer to wait for the injured worker to have fully recovered before embarking on any discussion about a RTW: 
“They say ‘no’, without even knowing what will happen. We make a phone call to explain it to them, but they stick to their positions, saying that they will only reintegrate their employee into his regular tasks when his work ability is A1.” (Juliette, 45, WCB, training in psycho-education, three years of experience)
Stigma related to occupational injuries
Different categories of stakeholders can perpetuate stereotypical views or stigma regarding occupational injury compensation patterns. Even the injured workers may share a negative view of one or more facets of the rehabilitation process and may fear or anticipate a negative reaction from people in their immediate entourage. Some workers participating in our study expressed the view that GPs may be prejudiced against the compensation system. It was not the disability as such, but rather the fact that it was work-related that was the object of the stigma, meaning (indirectly) that the GPs did not want any further involvement in a bureaucratic process:
“The first GP I saw didn’t want to hear anything about the CNESST (WCB) […] The GP I consulted at that time told me, ‘I don’t want to be tied to the CNESST, but I will help you, I will provide you with all the care you need’. […] People don’t want to get involved with the CNESST; [it’s] too problematic, too much bureaucracy.” (Dario, 47, upholsterer, family-owned coffee estate in his country in Central America)
The participants interviewed also indicated that the anticipated paperwork or litigation may discourage GPs from getting involved with the compensation system.
Stigma related to socioeconomic status
Some participating practitioners expressed points of view that reflect a general type of stigma related to socioeconomic status, regardless of any other identity attributions (e.g. gender, ethnicity, age, or disability). Class issues in the stigmatisation process are related to the assumption that lower economic status workers may seek advantages through long-term disability compensation. This is a matter of concern when it comes to immigrant and ethnocultural minority workers, since they are often disproportionally affected by unemployment and by low-income and precarious working conditions. The following remark by one of our participants illustrates a stereotypical view of the working class segment of the demographically dominant French-Canadian population in Quebec (associated with the “Québécois” identity as a whole).
“Quebecers on workers’ compensation […] they’re often people from factories, blue-collar workers from the east end. They’re often rude and disrespectful. […] Do you really think that Jewish people or English-speaking Quebecers would take advantage of WCB compensation? Of course not! These people have big jobs!” (Nathan, 32, PT, clinical manager, 8 years of experience)
The above citation illustrates how injured workers’ occupational status may influence practitioners’ perceptions of them.
Linguistic stigma
In our study, the linguistic and speech stigma reported were related to job search difficulties (prior to occupational injury), difficulties during the RTW process, and difficulties finding a suitable employment when permanent functional limitations were anticipated.
“It’s hard for anybody to find a job. It’s not because I’m an immigrant. But… it’s more difficult when you don’t speak French.” (Leticia, 55, cook, from South America)
One WCB practitioner remarked as follows:
“These complex cases represent a 40% increase in the duration of the intervention because of communication problems.” (Clara, 59, WCB, training in human resources, 26 years of experience)
An increase in the duration of interventions due to communication problems (linguistic as well as cultural) is reported in many studies. Our study also found evidence of language as a barrier to integration. Some of the participating practitioners cited communication problems at every stage of the rehabilitation process, but said these problems took on another dimension when the workers felt ready for a gradual RTW (or when the clinical evaluation stipulated that they were ready). Some of the practitioners also reported that, in the medical assistance and rehabilitation stage (functional restoration, capacity building), language barriers impeded communication and the building of the therapeutic relationship. At later stages of the rehabilitation process (when the progressive RTW was about to be initiated), workers’ lack of proficiency in French and English was reported as a disabling condition in its own right, like the inability to make a particular movement or to perform a specific task. Our participating practitioners found this to be particularly true for workers who cannot return to work at their same employer and who have to search for another job in the same field with another employer. As reported by many of the WCB practitioners in our study, a lack of language proficiency may limit a worker’s prospects of employment because he or she would not meet, in particular, the requirements of the Quebec Charter of the French Language, which makes French the “normal and everyday” language of work. This segment of the labour force that lacks the requisite linguistic proficiency can therefore be vulnerable to marginalisation and social exclusion, or to stigmatisation by their own cultural communities because of their disabilities. In our study, the WCB practitioners suggested that the lack of language proficiency should be systematically addressed much earlier in the administrative process.
Age and gender stigma
Age and gender stigma are two distinct types of stigma, but were reported in a similar way in our study and as coming into play in association with ethnic stigma. Both types of stigma were mentioned by the WCB practitioners in our study. According to their understanding of the situation, older immigrant women tend to feel less motivated about returning to work. They appear to be influenced by early retirement expectations and the ideal of devoting themselves to their self-assigned family role and to caring for their grandchildren. According to the WCB practitioners in our study, their identity as a worker in such a situation may be secondary to their identity as a family caregiver or as a grandparent.
“There are a lot of occupational injuries among workers ages 55 and older, and even more among immigrant women. From age 55 on, they expect to retire, but they can’t, they’re not allowed to yet. From that age on, men and women consider themselves finished and that there’s nothing for them to do. This is another challenge, a very big challenge.” (Zoé, 27, WCB, training in industrial relations, 2 years of experience)
Some WCB practitioners in our study also reported that female workers from ethnic minorities perceive themselves as being more disabled than their Québécois counterparts, suggesting a self-stigmatisation process among workers themselves. This phenomenon should be explored further in future research. 
Based on our observations, stigma can come into play at any moment or stage in the RTW process, from the time when the injury is reported to full or partial recovery when the workers are deemed fit to resume work by the rehabilitation experts (including GPs) who establish the diagnosis. They may hide or conceal their health issue or limitations in order to preserve their self-image (which may be shaped by socially constructed standards). One practitioner in our study put it this way:
“They’ll sometimes go faster than they should; they’ll try to limit the number of treatments, to resume work quickly even if it could put their health at stake and increase the risk of re-injury […] because they’re ashamed to be on sick leave.” (Charlie, 34, WCB, training in psycho-education, 9 years of experience)
Synthesis and discussion
Many types of stigma were described by the practitioners in our study or observed by the researchers, including stigma related to ethnicity and culture, socio-economic status, disability and health status, gender, age, language, and speech. Stigma assigned to injured workers have been documented in only a few studies. These studies suggest the possibility of unethical practices and malpractice, which clearly can have an impact on the therapeutic relationship [65-70]. Stigma may have a negative impact on the capacity for empathy and may reinforce stereotypes when practitioners have a number of unsuccessful experiences (clinical outcomes, work overload due to communication challenges, and low organisational support) [71, 72]. A vast array of studies examine these same types of stigma: stigma related to gender, age, language and speech, disability or health condition, and cultural or ethnic differences. They are reported as if a single type occurred at any given time, whereas our study provided evidence of a cumulative process of stigmatisation, leading to overlapping stigmatisation of immigrant and ethnocultural minority workers, including self-stigmatisation. Self-stigmatisation is the result of the internalisation of social norms and values discrediting any kind of perception and behavioural pattern that is not seen as normal or that may negatively impact on social identity [73]. In fact, since the early days of anthropology, differential patterns have been documented with regards to the management of health and illness and its expression, the meaning of symptoms, the source of illness, and treatment expectations [74-76]. Differences in perceptions and behavioural patterns have been reported for decades. In the delivery of rehabilitation services, divergent views and behavioural patterns regarding health and illness can influence the stigmatisation process when they negatively impact the therapeutic relationship. These divergences can prelude and reinforce the construction of the perception of ethnic and cultural “otherness”, generating labels such as “complex” cases, “good” and “bad” patients [42], and “difficult” patients, as well as the underlying social judgements [44]. The cultural notions of “autonomy” [77] and “decision-making” [78], among other sets of attitudes, coping strategies, and emotional responses, have been criticised for being ethnocentric, especially when divergent health beliefs and behaviours are assimilated to ideal-typical “complex cases” [43]. Autonomy is, among other things, a guiding principle in rehabilitation [77, 79, 80]. It is a valuable concept for helping to measure the patients’ treatment progression, but at the same time, appears to stem from an ethnocentric position [81].
The construction of ethnic differences in intercultural clinical encounters thus becomes a “cultural filter” through which diversity is seen as a problematic issue, a risk factor defining “complex cases” [43]. At the same time, we know that cultural and linguistic differences are significant barriers that can contribute to the ‘complexification’ of patients’ trajectories, especially when there is no institutional space to provide tools and support for understanding the client’s perspective [36]. How, in that case, do stereotypical views, anticipatory judgements, and attributions based on alleged cultural belonging influence relationships and outcomes? How are stereotypical views of immigrants and of cultural or ethnic otherness generated, reproduced, and reinforced? Our study suggests that repeated failures can exacerbate the stigmatisation process. Cultural differences become “differences” when they challenge practitioners in what they take for granted [82]. In Western industrial societies where diversity is recognised through pluralistic principles and policies [83], the inability to communicate and to enter into the patients’ cultural, ideological, or even political frame of reference can create misunderstandings [19]. Lack of institutional support, a work overload, and tight schedules may also be a hindrance to empathy and to the possibility of connecting with diverse “others” [47]. A cumulative stigmatisation effect is one of our main emergent hypotheses warranting further investigation. Shame, rejection, social and occupational disqualification, and racial and ethnic discrimination are, among other things, a major source of social inequities and infringements of basic civil rights. Figure 1 illustrates the types of stigma that can be assigned to injured workers.
Figure 1. Cumulative stigma.
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Cumulative stigmatisation may also produce a cumulative labelling effect. We contend that the confluence of cumulative negative label assignments, especially when emotionally loaded, can be seen as a source of inequity and inappropriate treatment. This is clearly an ethical issue in healthcare, and raises the issue of the need for self-criticism and for ways to improve empathic attitudes and compassion [84].
What does the literature say?
As explained above, the cumulative stigmatisation of injured immigrant workers is reported in our study as an emerging theme. Our fieldwork brought this problem to our attention and led us to follow up on our discovery by returning to the literature. Our findings in the existing literature are utilised here as a point of comparison. We tried to see how far our grounded theory “discovery” echoed the existing literature on stigmatisation in the field of rehabilitation and RTW [62, 63]. While our empirical findings suggested a clear tendency towards a cumulative stigmatisation process, we wanted to know what the literature said about this issue. We therefore conducted a conceptual review [85] of the French and English literature by using specific keywords (see Appendix 1) to search 16 databases in occupational health and safety, health sciences, social sciences and humanities (e.g.: CAIRN, CCHST, CINAHL, Cochrane Library, Embase, Ergonomic Abstracts, ERIC, ÉRUDIT, ISST, OSH Update, PASCAL, ProQuest Dissertations and Theses Professional, PsycInfo, Pubmed, Social SciSearch, and Sociological Abstracts).
Given the many studies on stigmatisation, we wanted to make sure they addressed workplace factors, disability, occupational injury, sick leave, and the RTW. Approximately 226 documents published between 1916 and 2016 were found. A first selection of 87 documents was made. A ranking system was developed using EndNote X7 software, and between one and five “stars” were assigned to each article, depending on the degree of proximity to the problem of occupational injuries and return to work. To attain the objectives of our study, only articles and research reports with four or five stars were selected. Five stars meant workplace injury stigmatisation; four stars meant post-sick leave RTW issues not related to workplace factors. These were excluded unless they provided an original point of view on the issue of stigma, OHS, and occupational rehabilitation. After reading the titles and abstracts, 22 articles were selected (DC, JD) for the final review. Of those articles, nine were published during the 2010-2016 period, nine during the 2000-2009 period, and the remaining one in 1998. They focussed mainly on mental health issues and physical disability. Regarding both physical and mental health issues, the selected studies in OHS showed that compensated workers are subjected to stereotypical views, for example, that they are “looking for easy money”, “lazy”, “irresponsible”, and have the moral flaw of being “dishonest” [68, 70, 86]. 
One study found that stigma assigned to injured workers intersected with gender, race, and ethnocultural attributions, intensifying the stigmatisation process and leading to “an extreme sense of vulnerability” [86]. To the best of our knowledge, Kirsh’s study is the only one confirming the phenomenon of cumulative stigmatisation. In a systematic review of studies providing an overview of the interventions “targeting the stigma of mental illness at the workplace” [87], a negative attitude toward mental illness was observed among ethnic minority workers, and men were found to be more concerned about stigma effects than women. Concealing mental health status has been reported as a strategy for avoiding social rejection [88], lack of support, loss of credibility [87], and loss of identity [89]. The stigmatisation of workers with mental health conditions or cognitive limitations is reported as harsher than that of workers with physical disabilities and limitations [90]. Self-stigmatisation is also documented, and the underutilisation of services is reported as an effect of stigma and the fear of social judgement [69, 88, 91]. Difficulty finding a job [92], discrimination, difficulty meeting productivity standards and measuring up to the competition [89], disqualification [73], and fearing career stagnation [88, 93] are all possible effects of stigmatisation. Productivity concerns are present in both mental and physical health-related disability, but mainly mental illness, while accommodations or adjusted tasks may be perceived by workers as a sign of their being not normal [94]. In the context of intercultural relations where gaps in representations and communication may be an issue, the labelling of immigrant and ethnocultural minority workers as “ideal-typical complex cases” is problematic [43]. When this labelling involves an anticipatory clinical judgement or anticipated negative outcomes, “cultural filters” may impact the entire rehabilitation process (e.g. intervention strategies, teamwork, and decision making) and may, in a way, transform the unknown into something falsely and perniciously familiar [48]. It does not mean ignoring ethnic diversity and migratory status or being “colour-blind”, as they reveal real social, historical, and political issues that need to be addressed by every stakeholder [95]. Stigma, as proposed by Scambler [96], is at the “intersection between culture, power, and difference”; it is “pivotal to the constitution of social order”, regardless of the form it takes and the interpersonal dynamics it determines in daily practices. We could go a step further by suggesting that a stigma is a difference that is not embedded in socially and culturally dominant frames of reference, and, for that reason, becomes an obstacle in the minds of the marginalised and stigmatised immigrant and ethnocultural minority workers  who share the same values and who aspire to the same social status and rights regarding access to work [36].
The phenomenon of cumulative stigmatisation is not unrelated to social inequalities and asymmetric power relations. In our study, combined stigmas appeared to be connected to different structural factors that reinforce such beliefs as ableism, racism, classism, and patriarchy[51]. Practitioners are more or less well equipped to act in pluralistic contexts, and time or strategies (eg. Tailoring care needed to assess workers’ needs and experiences may not be fully acknowledged by their respective organisation. Our data were produced in a specific social and historical context where workers’ experience of recovery and rehabilitation is shaped by legal and bureaucratic settings [97]. In Canada, compensation systems were not typically designed to take the growing diversity of the workforce into consideration. Moreover, these systems are challenged by the changing reality of work [23, 98]. These systems are likely to (re)produce social and health inequalities [99], and there are growing evidence that it affects immigrant and ethnic minority workers in particular [52, 100-104]. The “system” has institutionalised in a certain way a sense of normalcy that become particularly relevant when examining the issue of pain behaviours and the expression of emotions which may reflect culturally dominant patterns and norms [45, 105-107]. Cultural filters and stigma are operated at the individual inter-personal level but they may be also regarded as class or even gender-based standards, norms, and values, that have guided the development of rehabilitation theories, practices, and assessment tools (especially those addressing psychosocial issues) [108].
It must be noted that the cumulative stigmatisation process may not be apparent if practitioners are lacking self-reflective skills [19, 109]. Structural factors and their cumulative effects are well documented in the theory of intersectionality [51-53, 110-113]. This theory recognises multiple and intersecting inequalities and power asymmetries that may lead to discriminatory treatments  [113]. While the stigmatisation theory and research focusses on interpersonal interactions (practitioner and client in our study), intersectionality theory discusses the social systemic aspects of unequal treatments (the idea that there are broader forces at work). The cumulative stigma effect, combined with the idea of broader forces at work, would rather suggest a multiplicative impact on the most vulnerable sections of the population [113, 114]. Indeed, the now well-established literature on intersectionality, inspired in good part by feminist critiques, has emphasized that while cumulative factors are at play, this analysis is not sufficient to explain the impact of multiple discriminatory factors in the lives of minorities. There is an emerging sociological literature rethinking the traditional micro-sociological stigma theory so as to bring it closer to the intersectionality theory [115], opening interesting avenues for considering the interplay of various levels (social structures, construction of social identity, and symbolic representations that may affect the therapist-patient relations [116].
Laws and policies, among others structural factors, were underscored by many of the WCB participants in our study, particularly in cases where overqualified immigrant workers, expecting recognition of their pre-migratory degrees, competencies, and experiences, had to envisage a RTW to a pre-injury job (as required by law), which, for them, was often a devaluing or disqualifying, temporary job [55]. Workers’ pre-migratory, social integration, employment, and illness/disability trajectories are important biographical data to be investigated in cross-cultural interactions, as they allow for better identification of the person’s needs, of possible obstacles, and of factors potentially having a positive leveraging effect. Understanding the personal experience of clients from other ethnic or cultural backgrounds is certainly a vital ingredient in the working or therapeutic alliance [117, 118]. In the context of occupational injuries and rehabilitation,  where work is at the centre of the practitioner-worker dyad, empathy should be directed at understanding the pathways of the economic integration process, especially those that are unsuccessful, failures, and sources of profound life disruption [117].
Strengths
Using a grounded theory approach, this study provides in-depth descriptions of various intervention contexts and organisational settings. It sheds light on the specific issue of stigmatisation of injured immigrant and ethnocultural minority workers, and reveals the cumulative stigmatisation process that may have major negative impacts on these workers. To our knowledge, it is one of few studies addressing this cumulative stigma effect through the lens of injured workers, clinicians, and WCB rehabilitation experts. It also provides greater insight into the way that the cumulative stigmatisation process can shape the therapeutic relationship and decision-making process, even when a caring attitude is present. Lastly, this study shows how a systemic approach to intercultural relations can help explain the sources of stigma and how it is reproduced within systems.
Limitations
The study also has some limitations. First, it did not investigate spouses’ or siblings’ perspectives, which might have provided useful clues as to the family dynamics mentioned by the participating practitioners. Moreover, as we had little access to employers, the study provided limited insight into RTW and disability management issues from the employers’ perspective. The information we obtained about workplaces came indirectly from other stakeholders’ representations of workplace issues, regardless of their accuracy or relevance. In addition, due to our sampling strategies, we only recruited workers in the long-term disability phase. We were therefore unable to explore stigmatisation in the early phase of the compensation process and its possible impact on the way immigrant and ethnocultural minority workers are categorised as “ethnically diverse other” and how this can influence practitioners’ perception of them as “complex” cases.
Conclusions
The phenomenon of stigmatisation is well documented in the sociological and qualitative health literature, but the studies focus mainly on one type of stigma at a time. Future research should focus instead on the cumulative process of stigmatisation as it affects immigrant and ethnocultural minority workers in particular, and on its potentially damaging impact on both self-image and the delivery of healthcare and services. The cumulative effect of stigmatisation can lead to a reductionist view of workers’ personal experience, limited to a number of a stereotypically anticipated beliefs, attitudes, and behaviours [119]. It can influence the type of relationship that a practitioner develops with his or her client, as well as the level of empathy needed to build a therapeutic relationship [120]. Future research should also look at how service providers and healthcare professionals manage the murky waters between different forms of social diversity, and at why, in most cases, ideas about cultural or ethnic differences appear to be more tenacious or less likely to change. Cultural or ethnic differences could lead to an exacerbated view of the “ethnic other” and to a misunderstanding of what is going on. Ethnicity and culture, along with other social attributions, should be used as working hypotheses or support tools in health communication, not as a hindrance to clinical reasoning. Practitioners should develop self-awareness and a critical view of how the stigmatisation process is triggered in face-to-face interactions in order to move beyond stereotypes and anticipatory judgements and, at the same time, improve the quality of care.
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Appendix 1
	Absence OR Absent* OR Accidents OR Occupational[MESH] OR Disabled Persons[MESH] OR Disease* OR Disability OR Disabled OR Disablement OR Inability OR Incapacit* OR Injur* OR Invalidité OR Occupational Diseases[MESH] OR Occupational injur* OR Sick leave OR Sickness absence OR Work disability

	AND

	Employ* OR Manpower[Subheading] OR Occupation* OR Personnel OR Staff OR Travailleur* OR Worker* OR Workforce OR Workman OR Workplace OR Worksite

	AND

	Prejudice* OR Shame OR Social Stigma OR Stereotyp* OR Stigma* OR Stigmatisation OR Stigmatization
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