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“Whether you think that you can 
or you can’t, you are usually right”

Henry Ford

“As long as you are convinced that 
what you do has a meaning,

 you can get trough both fear and fatigue, 
and take the next step”

Arlene Blum
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Abstract
To return or not return? Predictive factors for return to work in persons with 
musculoskeletal disorders – prospective factors over a 10-year period
Marie Lydell, Sahlgrenska School of Public Health and Community Medicine, 
Department of Primary Health Care, University of Gothenburg.

Background: Musculoskeletal disorders (MSD) are a major reason for sick leave 
and results in individual suffering as well as economical consequences for both the 
individual and society. It is important to study variables from a multidimensional 
perspective to predict sustainable return to work (RTW).  
The overall aim was to identify multidimensional predictors and psychosocial 
characteristics for RTW in persons with musculoskeletal disorders (MSD, over a 
10-year period.
Study I: Aim: To identify predictive factors for RTW in patients with MSD. 
Design: Prospective. Method: Persons aged 18-65 years (n=377), were divided 
into two groups due to sickness certification one year after rehabilitation. The 
groups were compared with each other regarding predictive factors for RTW using 
logistic regression analysis. Result: Predictive factors for RTW were gender, age 
education, number of sick-listed days before rehabilitation, physical capacity, 
self-rated pain, self-rated functional capacity and self-rated Quality of Life (QoL). 
Implication: Identifying predictors for RTW is an essential task for designing a 
suitable individual rehabilitation.
Study II: Aim: To identify multidimensional predictive factors for sustainable 
RTW in a long-term follow-up study of persons with MSD. Design: Prospective. 
Method: Persons aged 18-65 years (n=183) were divided into ”working full-time” 
and ”sick-listed” groups five and ten years after a rehabilitation program. The 
groups were compared with each other regarding predictive factors for RTW using 
stepwise logistic regression. Result: Long-term predictive factors were number 
of sick-listed days before rehabilitation, age, self-rated pain, life events, gender, 
physical capacity, self-rated functional capacity, educational level, and light 
physical labour. Implication: Sustained RTW can be facilitated by early planning 
of the sick leave period using instruments that take these predictors into account.
Study III: Aim: To describe thoughts and feelings of future working life related 
to RTW in persons who are sick-listed due to MSD and to compare these 
descriptions with the person’s actual working situation to create predictors for 
RTW. Design: Explorative and prospective. Method: Persons aged 18-65 years 
(n=320) answered an open-ended question about thoughts and feelings of their 
future working life before participating in a rehabilitation program. The answers 
were analysed using qualitative content analysis. The emerging categories were 
compared with the persons working situation one, five and ten years after the 
rehabilitation program using Pearson’s chi-squared test. Result: Three categories; 
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“motivation and optimism”, “limitations to overcome” and “hindrance and 
hesitation”, and nine subcategories, were defined. Persons in the subcategories 
driving force, new possibilities and demand another job had changed job. Those 
in the reduced work-time subcategory were working part-time after a five-year 
period. Implication: Persons with a motivation for RTW and those expressing 
some kind of hinderence should have different types of support. Study IV: Aim: 
To compare psychosocial factors between healthy and sick-listed persons, both 
groups with MSD ten years ago. Design: Prospective. Method: Ten years after 
a rehabilitation program persons aged 18-65 years (n=183) were divided into a 
healthy group and a sick-listed group. The groups were compared with each other 
in regards to psychosocial factors using logistic regression analysis and Pearson’s 
chi-squared test. Result:  The healthy group had a higher QoL, more control over 
the working situation, better sense of coherence (SOC) and more life events. 
Implication: Using the knowledge about the characteristics of the healthy group, 
adequate rehabilitation can be given.
General conclusion and implications: The focus of this thesis has been on 
healthy factors for RTW in line with the salutogenic theory. When predicting RTW 
for persons with MSD we must have a multidimensional perspective and physical, 
psychosocial and occupational factors must be considered. The instruments in this 
thesis can be used to predict RTW. Taking all dimensions and all predictive factors 
into account, sick leave can be reduced by directing the person to the correct 
amount of rehabilitation, not more and not less.
Keywords: Certified sick leave, functional capacity, job strain, motivation, 
musculoskeletal disorders, pain, physical capacity, qualitative content analysis, 
quality of life, return to work, sense of coherence, working life
ISBN 978-91-628-8061-3
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Summary in Swedish
Att återgå eller inte återgå? Prediktiva faktorer för arbetsåtergång hos 
personer med muskuloskeletala besvär – prospektiva studier över en 
10-årsperiod.

Bakgrund: Muskuloskeletala besvär är en vanlig orsak till sjukskrivning, 
vilket innebär ett lidande för den sjukskrivne och ekonomiska konsekvenser för 
samhället. Det är därför viktigt att identifiera vilka faktorer som förutspår en 
varaktig arbetsåtergång.
Det övergripande syftet var att identifiera flerdimensionella prediktorer och 
psykosociala faktorer, för att återgå i arbete, hos personer som är sjukskrivna 
p.g.a. muskuloskeletala besvär, under en 10-årsperiod.
Studie I: Syfte: Att identifiera prediktorer för arbetsåtergång hos personer med 
muskuloskeletala besvär. Design: Prospektiv. Metod: Personer i arbetsför ålder 
(18-65 år) (n=377) delades in i två grupper beroende på hur sjukskrivningen såg 
ut ett år efter att de deltagit i ett rehabiliteringsprogram. Grupperna jämfördes 
med varandra gällande prediktiva faktorer för arbetsåtergång med hjälp av 
logistisk regressionsanalys. Resultat: Prediktiva  faktorer för arbetsåtergång var 
kön, ålder, utbildning, antal sjukskrivningsdagar före rehabilitering, kondition 
samt självskattning av smärta, funktionsförmåga och livskvalitet. Implikation: 
Att identifiera prediktorer för arbetsåtergång är viktigt för att kunna ge lämplig 
individuell rehabilitering. 
Studie II: Syfte: Att identifiera flerdimensionella prediktiva faktorer för en varaktig 
arbetsåtergång i en långtids-uppföljning hos personer med muskuloskeletala 
besvär. Design: Prospektiv. Metod: Personer i arbetsför ålder (18-65 år) (n=183) 
delades in i två grupper; ”arbetar heltid” och ”helt sjukskriven” 5 och 10 år efter 
att de deltagit i ett rehabiliterings-program. Grupperna jämfördes med varandra 
med hjälp av stegvis logistisk regressionsanalys. Resultat: Prediktiva faktorer i 
ett långtidsperspektiv var antal sjukskrivningsdagar före rehabiliteringen, ålder, 
självskattad smärta, livshändelser, kön, kondition, självskattad funktionsförmåga, 
utbildning och lätt arbete. Implikation: Arbetsåtergång kan underlättas genom att 
använda tillgängliga instrument som tar hänsyn till identifierade prediktorer. 
Studie III: Syfte: Att beskriva tankar och känslor inför sitt framtida arbetsliv 
hos personer som är sjukskrivna på grund av muskuloskeletala besvär och att 
jämföra beskrivningarna med personens arbetssituation, för att hitta prediktiva 
faktorer för arbetsåtergång. Design: Explorativ och prospektiv. Metod: Personer 
i arbetsför ålder (18-65 år) (n=320) besvarade en öppen fråga om planer för sitt 
framtida arbetsliv, inför en rehabiliteringsstart. Svaren analyserades med kvalitativ 
innehållsanalys. De framkomna kategorierna jämfördes med personernas 
arbetssituation ett, fem och tio år efter rehabiliteringen med hjälp av Pearson’s 
chi-squared test. Resultat: Analysen resulterade i tre kategorier, ”motivation och 
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optimism”, ”begränsningar att komma över” och ”hinder och tveksamhet”, samt 
nio underkategorier. Personerna i underkategorierna drivkraft, nya möjligheter 
och efterfrågar ett annat jobb hade bytt arbete och de i underkategorin ”reducerad 
arbetstid” arbetade deltid fem år efter att de deltagit i rehabiliteringen. Implikation: 
Det är av prediktivt värde att ställa frågor om framtida arbetsliv. Personer med en 
motivation för arbetsåtergång och de som uttrycker någon form av hinder bör få 
olika typer av stöd.
Studie IV: Syfte: Att jämföra psykosociala faktorer mellan friska och sjukskrivna 
personer med muskuloskeletala besvär, vilket båda grupperna hade för 10 år 
sedan. Design: Prospektiv. Metod: Personer i arbetsför ålder (18-65 år) (n=183) 
delades in i två grupper 10 år efter en rehabilitering; ”frisk” och ”helt sjukskriven”. 
Grupperna jämfördes med varandra gällande psykosociala faktorer med hjälp av 
logistisk regressionsanalys och Pearson’s chi-squared test. Resultat: Den friska 
gruppen hade en högre livskvalitet, kontroll över sin arbetssituation, bättre känsla 
av sammanhang och fler livshändelser. Implikation: Med hjälp av en fördjupad 
kunskap om psykosociala faktorer hos den friska gruppen kan en adekvat 
rehabilitering lättare planeras.
Allmän slutsats och implikationer: Avhandlingen fokuserar på friskfaktorer 
för arbetsåtergång, i linje med den salutogena teorin. När arbetsåtergång 
förutspås hos personer med muskuloskeletala besvär måsta ett flerdimensionellt 
perspektiv finnas och hänsyn tas till både fysiska, psykosociala och arbetsfaktorer. 
Instrumenten som har använts i avhandlingen kan användas för att förutspå en 
arbetsåtergång. Om hänsyn tas till alla dimensioner och prediktiva faktorer kan 
sjukskrivning minskas genom att skräddarsy rehabilitering för varje individ.
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Introduction
In the early 1990s sick-leave quickly increased in Sweden, and employers 
were given increased responsibility for the return to work (RTW) of sick-
listed individuals. Therefore, many rehabilitation centres, for individuals with 
musculoskeletal disorders (MSD), started in Sweden with the aim to reduce the 
”ohälsotal”. ”Ohälsotal” is a measure of illness and is the mean number of days 
with any kind of payment from the Social Insurance Office for every person over 
a one-year period in Sweden. My interest in this research area started at one of 
those centres. After participating in a five-week rehabilitation, some persons 
RTW rather directly, though they had difficulties with both pain and functional 
capacity. That raised the question of why they RTW before many others with less 
severe problems. What characteristics did these individuals have? What did their 
environment and their social life look like? Did their employer/work place have 
a special structure?

RTW is a phenomenon requiring recourses from both the sick-listed person and 
the team members at the healthcare centres, the employer and the Regional Social 
Insurance Office (RSIO). Taking care of this issue must be prioritised for making 
the best RTW and ensuring that each person receives the best rehabilitation 
possible. To examine the possibilities for RTW for each person instead of the 
obstacles may help the person by taking charge of the assets, ability and the needs 
of the person when planning rehabilitation and RTW. As such, I chose to identify 
healthy factors for RTW instead of risk factors and to describe the kinds of thoughts 
and feelings the individuals have of their future working life. The question posed 
was therefore “What is the reason this person is going back to work?” instead of 
“What is the reason why a person is not going back to work?”. When the focus is 
on the person’s possibilities instead of their obstacles, other solutions will arise. 
The possibilities must be seen from different perspectives, and the individual’s 
whole life situation must be taken into account. 

This thesis examines the predictive factors for RTW in both short- and long-
term perspectives and could be helpful when planning an individual’s RTW and 
rehabilitation. 
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Background 
Sick leave due to musculoskeletal disorders and sick 
rules 

MSD comprise over 200 different diagnoses, including back, neck and shoulder 
problems. This accounts for the majority of total morbidity in the population and 
is thought to cause one-third of total certified sick leave (1). In Sweden, the cost of 
certified sick leave and sickness- and activity-related compensation for MSD was 
€9.900 million (95.820 million Swedish crowns (SEK)) in 2007 (2). In addition 
to the high cost to society, MSD may cause patients both physical and emotional 
suffering, pain and financial and social problems (3, 4). Sickness absence and 
the way back to work are complicated, and individual connections to society, 
organisational factors and personal factors must be taken into account (1, 5). Not 
working due to sick leave can cause several problems and reduce satisfaction in 
leisure activities, economic situation and life as a whole (6, 7). Not feeling needed 
is a contributing factor for continued sick leave (8). Therefore, taking care of each 
sick-listed person quickly is of great importance and to take each individual’s 
capacity into account when planning the RTW (9, 10). 

A Social Insurance Report from Sweden compared some countries in Europe and 
found that Norway had the greatest amount of sick leave, while Germany and Great 
Britain had the lowest amount of sick leave (11). In Norway, an insurance system 
provides 100% compensation for sick leave, which may explain some of the high 
sickness absence. Economic research has suggested that employers change their 
behaviour as an effect of the insurance system. Thus, a more favourable system 
results in higher absenteeism and vice versa (12). However, studies showing that 
the system has no meaning in this context also exist (13). In Sweden, insurance 
tightened considerably, and today, there is less sick leave. The current ”ohälsotal” 
in Sweden is 32,8 and is on its way down (14) (Tab. 1).

Table 1. ”Ohälsotal” in Halland and in Sweden 
1992 1993 1994 1995 1996 1997 1998 1999 2000

Halland 32.5 33.0 34.1 35.0 33.7 33.2 29.2 31.0 33.0 

Sweden 38.2 38.7 39.3 39.6 38.2 38.2 33.6 35.9 37.4 

2001 2002 2003 2004 2005 2006 2007 2008 2009

Halland 35.5 37.5 37.6 37.1 36.5 35.4 34.4 32.4 29.5 

Sweden 40.7 43.0 43.2 42.5 41.3 39.9 38.3 35.8 32.8 

1
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The economy alone is not the key for RTW, which also involves the person’s 
whole world (8). General health insurance in Sweden began in 1955. Originally, 
the responsibility was on the society, and sick listing had a preventive role. In the 
1990s, the importance of the employer was emphasised, and now in the 2000s, the 
responsibility of the individual on sick leave has been highlighted (15).

Work ability 

In some literature work capacity is used as a synonym for work ability, but in 
this thesis, work ability takes all dimensions into account when evaluating an 
individual’s ability to RTW and work capacity indicates the physical and functional 
capacities for RTW. 

Work ability describes a gradual movement along the health continuum, reflecting 
the dichotomization into health and disease (16). The requirements for work 
today have changed, as they were once purely physical, and have become less 
physical, more stress resistant, faster paced and include social skills. In the US, 
the Dictionary of Occupational Titles (DOT) is a record of the physical and mental 
demands for all professions, including the education needed, skills and demands 
for talent and aptitude for the current work (17). The concept of work ability comes 
from WHO’s definition of health: “Health is a state of complete physical, mental 
and social well-being and not merely the absence of disease and infirmity”. It is a 
holistic view that presumes work ability is a balance between activities of the body 
and the mind. In addition, the harmony between the physical and psychosocial 
environment is given emphasis (18). WHO’s definition of functioning and health 
describes how people live with their health conditions, and this model is useful 
for understanding and measuring health outcomes, when looking beyond disease. 
Environmental factors have also been considered, since functioning and disability 
occur in a context. This can be seen in International Classification of Functioning, 
disability and health (ICF) (19).

There are divergent perspectives on work ability between health professionals 
and the Social Insurance Agency. Health professionals share a holistic view on 
work ability, relating it to a variety of factors, while the Social insurance officers 
have a reductionistic view, where they see work ability as a reflection of medical 
status (20). Work ability is the dynamic relationship or balance between a person’s 
individual resources and demands at work (21). 

The concept of work ability incorporates the relationship between the workers’ 
characteristics and productive potential and the work itself, i.e., work community, 
organisation and work environment (21). However, there is no single accepted 
method for measuring an individual’s work ability (22). Many definitions of work 
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ability exist, which could be problematic when rehabilitation teams are discussing 
RTW and work ability (22). A common definition of this concept is needed. Two 
definitions are required: specific work ability, related to the work of the individual, 
and general work ability, related to all types of work (23). 

 Specific work ability 
 “A person has complete work ability if they have the work specific   
 manual and intellectual competence and the physical, mental and   
 social health necessary to perform the tasks and reach the goals   
 typical of the work, given that the physical, psychosocial and 
 organisational work environments are acceptable, i.e., are such 
 that most of the same profession is expected to manage the tasks 
 in the environment” (23).

 General work ability
 “A person has general complete work ability if they have the physical, 
 mental and social health needed to perform any type of work, 
 work that everyone typically would be able to perform after 
 a short period of training, given that the physical, psychosocial and 
 organisational work environments are acceptable, i.e., are such 
 that most individuals of working age are expected to manage the 
 tasks in the environment” (23).

Work ability is determined by individual factors and work demands, and it is 
complete work ability that is being defined. It is common to describe work ability 
as a multidimensional concept (24) or as an interaction between the individual and 
their life demands (25). 

Pain – different aspects

 “Pain is an unpleasant sensory and emotional experience 
 associated with actual or potential tissue damage, or described 
 in terms of such damage” (26).

Pain includes the individual experience of pain and also the fear of pain. In early 
theories about pain, only psychological aspects were mentioned as consequences of 
pain, e.g., anxiety, fear and depression (27). However, psychological aspects came 
to play an important part in understanding pain in the twentieth century (28). The 
gate control theory (GCT) suggested that pain is a perception and an experience 
rather than a sensation (29, 30, 31). The GCT also suggests that many factors 
are involved in pain perception. The pain is not only organic or psychogenic; 
some approaches to pain are cognitive, emotional, psychological and behavioural 
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conditions most people experience at some point in life (29, 30, 31). Therefore, 
it is important that pain is on an acceptable level for every person (32). Pain is a 
phenomenon every person with MSD experiences in one way or another. Natural 
persistent pain derives predominantly from the musculoskeletal system (33), and 
back pain is the most commonly reported localisation (34), followed by neck- and 
shoulder pain (35). Pain is a multidimensional problem. One study of individuals 
with MSD demonstrated that half had pain due to psychological problems, while 
the other half seemed to feel well despite pain problems (36). Pain is the primary 
symptom that motivates people to seek medical treatment and individuals with 
pain, often those who are on sick leave, are those generally seen in primary health 
care and especially in the physiotherapy units (37).

Primary Health Care

General practice
A general practitioner examines people of all ages and is usually the first physician 
a person with MSD meets. As it sometimes requires several meetings to build a 
mutual trust, the continuity between the physician and the patient is the hallmark 
of general practice (38). The general practitioner may have knowledge of both the 
disease and the whole life situation of the individual (39). A general practitioner 
must determine whether a person can work or needs to be on sick leave. In 
addition, they must also identify the additional steps necessary for the person to 
feel as good as possible. Currently, a decision support structure exists during sick 
leave with guidelines for how long a person needs to be on sick leave for different 
diagnoses (40). 

Cooperating in teams is also of great importance with this patient category (41). 
Health care must not rely on only one profession, and the different professions 
need to contribute their specific knowledge to the assessment (42, 43). In addition, 
cooperation with the patient shortens decisions with different possible actions 
when everyone is involved in the decision (44). Having a team with a team leader 
is of great importance when predicting a person’s RTW, and the team process 
starts in primary health care (43).

Physiotherapeutic perspective 
Physiotherapy in primary health care is commonly offered as a treatment choice to 
patients with MSD, and referrals to physiotherapists have increased (45). However, 
persons with more well-defined diagnoses are more seldom referred than persons 
with more poorly defined diagnoses and with lower levels of mental health. A 
major reason for psychological distress being under-recognised is that 40 % to 
80 % of persons with psychological distress only report physical symptoms (45). 
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There are several different physiotherapeutic treatment modalities that can 
be used for persons with MSD (36). Besides traditional biomedical methods 
aimed at reducing pain and restoring functioning on an impairment level, such 
as increasing joint motion and muscle strength, there has been a shift towards 
more patient-active treatment modalities such as physical training, self-exercise, 
group treatments with neck and back pain classes and treatments that include 
cognitive and behavioural approaches. Holistic physiotherapy approaches have 
increased during recent years due to an increase in stress-related disorders and 
pain problems (46). As a team member at a health care centre, the physiotherapist 
is an important part of the functional capacity assessment when an individual’s 
RTW is discussed (36). 

Physiotherapy science is characterized by the view of human beings as physical, 
psychological, social and existential totalities in the health perspective (47). 
Health is the fundamental perspective for physiotherapy as a science and a 
profession. The theory of physiotherapy science derives from different fields of 
science, including human, medicine, society, and behavioural science. The field 
combines knowledge from these other sciences with the physiotherapy-specific 
perspective to create an integrated totality. One part of physiotherapy includes 
health promotion and preventive work, against school, working life and leisure 
time (47).

The salutogenic theory 

The salutogenic theory was introduced by Antonovsky in 1979 (48) when he 
switched from the well-known “why do people get sick?” focus to a “why do 
people stay well, despite stressful situations and hardship?” focus. In contrast to 
examining “pathological”  factors, looking for possible predictors of health is also 
of importance. Health is seen as a continuum between two poles, excellent health 
and ill health. People constantly move up and down this continuum (49). The 
salutogenic approach to health (sources of health) focuses primarily on resource 
factors for health, which is in contrast to the pathogenic approach, where the 
focus is risk factors for illness (sources of disease) (50). It is also important to 
examine and use the resources a person has to move towards excellent health 
instead of identifying the missing components, and this is a distinction between 
the salutogenic and the pathogenic perspectives (49). 

An individual’s opportunities rather than obstacles are also an important focus 
for ensuring that the whole person is in line with salutogenesis. Antonovsky 
termed the resources required to move an individual towards the health pole 
general resistance resources (GRRs), which are available for what the person 
wants to achieve (51). GRRs are developed during childhood and are factors 
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that make it easier for people to perceive their lives as consistent, structured and 
understandable (48, 51). If a person is available to their GRRs, they have a better 
chance of dealing with the challenges of life. However, the ability to use them is 
the most important (51). 

GRRs lead to life experiences that promote a strong sense of coherence (SOC). SOC 
is the capability to understand that one can manage in any situation independent 
of whatever is happening in life (52, 53, 54). It refers to if an individual perceives 
life as comprehensible (cognitive component), manageable (behavior component) 
and meaningful (motivational component) (49, 51).

Self-efficacy is a part of the salutogenic theory and describes a person’s belief that 
the amount they can manage is significant for the result. Self-efficacy expectations 
are defined as a personal belief of how successfully one can cope with different 
situations (55). Individuals with high self-efficacy expectations are considered 
to be more persistent in difficult situations than persons with low expectations. 
Mastering a difficult situation results in a positive experience, this increases self-
efficacy and thereby increases confidence in the ability to master future situations 
(55).

In sick-listed persons self-efficacy has been shown to be lower compared to the 
general working population, but was not associated with future sick-leave. It may 
be that sick leave results in a low self-efficacy, not that a low self-efficacy is the 
reason for sick leave (56).

Multidimensional perspective on return to work

Different dimensions
Multiple factors must be considered when predicting RTW. The RTW process 
must consider different dimensions and factors seen in the person and the 
environmental and occupation dimensions for helping the person back to work, 
and they must also involve the person in the planning (57, 58). The Occupational 
Competence Model (OCM) places these factors in context and is helpful for 
examining the interaction between different factors in the RTW process (57). 
Most research considers the person dimension, perhaps because it is rather easy to 
measure variables in this dimension, i.e., gender, age and sick leave. Gender and 
age are well-known predictors for RTW (9, 32, 59) in both the short- and long-
term perspectives and the number of sick-listed days has long been known to be 
of great importance (9, 60). 

The environmental dimension takes into account the family situation, life events 
and social support. Environment is often defined as either physical or social, but 
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must be expanded i.e., cultural, legal and political factors (61).

 Environment
 “The contexts and situations that arise externally to the individual 
 and that will require some kind of response from her” (61).

Finally, the occupation dimension is also of importance. This dimension examines 
factors at work, including working positions, how to handle tasks, solve problems 
and make judgements (61).

 Occupation
 “Tasks and activities engaging a person’s time and can be 
 organised into categories, for example maintenance, work 
 or leisure” (61).

The degree of satisfaction in occupational performance is dependent on the 
interaction between the person dimension and the environment and activities (62). 
However, asking the individual has been shown to have a higher predictive value 
for RTW than objective methods (58). The understanding of why some people 
RTW and others do not demand a broad exploration of factors (57).

In this thesis we defined return to work as not being sick listed. We considered 
short-term follow-ups as < three years and long-term follow-ups as ≥ three years.

Physical factors for return to work
Opportunities for development and training at work are important for RTW (62). 
Higher physical capacity, self-rated functional capacity and lower self-rated pain 
have been shown to be predictors of those who are able to RTW (10). 

A positive perception of one’s physical condition has been found in a normal 
population (especially in men) when compared to responses from people with 
low back pain (10, 63). The perception of an individual’s symptoms is also of 
importance for RTW (64).

Psychosocial factors for return to work 
The use of the term “psychosocial” has increased within health research including 
social  epidemiology, in connection with i.e. psychosocial causation, psychosocial 
risk factors, psychosocial environment, psychosocial context, psychosocial 
resources, psychosocial support, psychosocial well-being and psychosocial  health 
(65).
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The term quality of life (QoL) has been used alternatively with life satisfaction, 
morale, happiness and psychological or subjective well-being (66). QoL is thought 
to reflect an individual’s living conditions, and several theories have been used to 
describe it (67). No universally accepted definition exists regarding QoL, but the 
WHOQOL Group defines quality of life as follows:

 “An individual’s perceptions of their position in life in 
 the context of the culture and value system where they live 
 and in relation to their goals, expectations, standards 
 and concerns” (68).

In an eight-year follow-up study of persons with chronic pain, QoL was a predictor 
for health (69). QoL predicted RTW in a long-term follow-up and motivation for 
change predicted improved QoL and RTW (32, 70). To be motivated and have 
positive views on RTW were predictive factors taken into account when planning 
the RTW process (58). The chances for RTW increase if you want to RTW and 
have expectations for the future and a positive view of your own possibilities (58, 
64, 71, 72).

SOC can be seen as an individual resource (64). This resource stability is discussed, 
but if SOC is high from the beginning it seems to be rather stabile over time (73). 
High SOC and high self-rated health appear to go hand in hand. SOC also affects 
QoL (50). 

Life events stand for life changes and can be stressors (74, 75). Both positive and 
negative events can lead to stress reactions. Events such as divorce, retirement, 
economic problems and violence are risk factors for different diseases and can 
influence RTW (76). To be on sick leave could be understood as being affected by 
a negative major life event with a great influence on everyday life (77).

Social support is related to health and even Aristotle stated that friendship is a 
basic human need along with food, shelter and clothing (48). During the 1970s, 
social support was identified as a factor that could buffer the effects of life events 
(48, 78).

 Social support
 “The interactive process in which emotional concern, 
 instrumental aid, information, and appraisal are obtained 
 from one’s social network” (78).

For persons sick listed with MSD, social support from family and friends has been 
shown to be essential for RTW (79). However, depending on whether the support 
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reinforced a health-related behaviour or a sick behaviour, social support from the 
family can have a positive or a negative effect (80). A qualitative study showed 
that trust, communication and knowledge of the disability are key precursors for 
RTW (81). Nevertheless, there are studies showing no correlation between social 
and emotional support and RTW (82). In studies of MSD, psychosocial factors 
seem to be of importance in both generating and maintaining the problems of 
affected individuals (70), and the estimation of such factors can be achieved in 
various ways. 

Occupational factors for return to work
It is inconvenient for the person, their work colleagues and their employers when 
individuals go back and forth between sick leave and RTW (83). It is important 
to recognise both the physical demands and the psychosocial environment at 
work (4). Though stress-related disorders increased more than other disorders 
from 1996-2003, it was the physical factors at work (i.e., heavy manual labour, 
strenuous working postures and short repetitive tasks) that led to work-related 
disorders (84). Workplace adjustment, including ergonomic advice and individual 
RTW coaches, was a further predictor for RTW (85). However, there is limited 
evidence to suggest that physical working conditions and sickness absence are 
related (86). 

Communication between the person’s physician and employer was a predictive 
factor for RTW (85). A good work organisation has a significant influence on 
employees’ RTW (4) as do the actions on the part of the manager (87). Furthermore, 
working at a work place with no plans to close and often being in the mood for 
work were both predictors for RTW (88). Predictors for RTW in MSD patients 
also seem to be related to job satisfaction, according to the demand-control model 
for the characterisation of job strain (89). Acceptable demands and good control 
over the work situation, a positive relationship with one’s manager and attitudes 
towards sick leave by management are also important for RTW (90, 91, 92). 
 
The rationale of the studies

When my interest in this research area began, there were few studies on predictive 
factors for RTW in persons with MSD. Most studies examined risk factors for not 
getting back to work for all diagnoses. Such studies were also performed regarding 
persons with MSD, but these again focused on risk factors. My interest was in 
understanding why some individuals RTW, with a healthy focus on possibilities 
and personal qualities before others with the same problems. 

Currently, most studies still focus on risk factors. Although there are a lot of 
studies regarding risk factors for MSD and long-term sick leave, there are less 
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about predictive or healthy factors for RTW. In addition, few long-term follow- 
ups exist in this area. Predicting an individual’s RTW will be profitable, so it is 
important to look at this problem in a multidimensional way, i.e., personal factors, 
social situation, work place factors and also the persons own thoughts about RTW. 
Correctly rehabilitating every person is a personal issue and an economic issue, as 
there is limited recourses. 
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Aims of the thesis
The overall aim was to identify multidimensional predictors and psychosocial 
characteristics for return to work in persons with musculoskeletal disorders over 
a 10-year period.

I The aim of this study was to identify predictive factors for work   
 capacity in patients with musculoskeletal disorders

II The aim of this study was to identify multidimensional predictive  
 factors for sustainable return to work in a long-term follow-up of  
 persons with musculoskeletal disorders

III The main aim of this study was to describe thoughts and feelings  
 of future working life related to return to work in persons sick-listed due  
 to musculoskeletal disorders

 A further aim was to compare these descriptions with the person’s actual  
 working situation one, five and ten years after a rehabilitation period in  
 order to create predictors for return to work

IV The aim of this study was to compare psychosocial factors between  
 healthy persons and sick-listed persons with musculoskeletal disorders,  
 both groups with musculoskeletal disorders ten years ago
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Methods 
An overview of the studies included in this thesis can be seen below (Tab. 2). 

Table 2. Methods used in the studies in this thesis

Study I II III IV

 
Design Prospective Prospective  Explorative 

Prospective
Prospective

Study population 377 persons 183 persons  320 persons 183 persons

Data collection Questionnaire at 
baseline 

Physical
capacity

Sickness 
cerification data  

Questionnaire at 
baseline 

Physical
capacity

Sickness 
cerification data  

Questionnaire 
10 years after 
baseline 

Questionnaire at 
baseline 

Sickness 
cerification data  

Questionnaire 
10 years after 
baseline 

Questionnaire 
10 years after 
baseline 

Data analysis  Analytical
statistics

Analytical
statistics

Qualitative 
content analysis 

Analytical
statistics

Analytical
statistics

 

Design

A prospective design was used for all studies. An explorative design was also used 
in study III.

Settings

All four studies started with a study population from a rehabilitation centre located 
in a medium-sized city in Sweden (approximately 65,000 inhabitants). A referral 
from either a physician or the Regional Social Insurance Office (RSIO) was 
needed to participate in the programme. Inclusion criteria were sick leave due to 
MSD in persons aged 18-65 years. Exclusion criteria were drug abuse, psychiatric 
diagnoses and language problems. The rehabilitation programme, which took 
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place for four hours per day over a 5-week period, consisted of individual training, 
relaxation, ergonomic and pain theory, and an inventory of the workplace. At 
the end of the rehabilitation period, a rehabilitation conference was held for all 
members of the multidisciplinary team, personnel from the RSIO, the employer, 
and the sick-listed employee resulting in an individual plan based on the capacity 
of the individual person.

Study population

The study population consisted of 385 working-age people (18-65 years), who 
were sick-listed (range 0-365 days, median 161 days) as a result of MSD and who 
participated in a rehabilitation programme (Tab. 3 and 4). 

Table 3. Background variables for the study population 

Study
population

(n=385)

% Mean 
(years)

Range
(years)

Gender Male 156 41
Female 221 57
Missing information 8 2

Age 43 18-65 

Marital Married 308 80
status Cohabiting 59 15

Living alone 9 2
Missing information  9 2

Spouse’s  
disability pension 16 4

Education Elementary school 53 14
Secondary school 58 15
Vocational training school 99 26
Upper secondary school 121 31
University 42 11
Missing information 12 3

Socio-economic Blue-collar worker 170 44
division White-collar worker 130 34

Farmer 33 9
Company owner 6 2 
Remaining 46 11
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Table 4. Main diagnoses for the study population according to ICD 9-classification for 
primary health care centres (n=385)

Study I
Out of the 385 persons who participated in a rehabilitation programme, we had 
information regarding sickness degree one year after the rehabilitation programme 
in 377 persons (Fig. 1). In the one-year follow-up the study participants were 
divided into two groups, the “sickness absence” group (n= 146; 52 % women) and 
the “sickness presence” group (n=231; 63% women), depending on their ability to 
return to work six and twelve months after rehabilitation, and the number of sick 
days taken. Criteria for the “sickness absence” group were ability to work full-
time at the six and twelve month follow-ups after intervention and a maximum of 
three weeks of continuous sick leave during this period (93). Patients who had any 
kind of sickness certification (more than mentioned above), temporary disability 
pension or disability pension were included in the “sickness presence” group. 

Diagnosis (diagnosis number)       n %

Arthrosis (715) 5 1 

Chronic knee disease (717) 7 2 

Joint pain (719E) 1 0.3 

Cervical spine syndrome (723) 108 28 

Back ache (724C) 88 23 

Disc degeneration with radiculitis (724E) 104 27 

Shoulder syndrome (726A) 42 11 

Bursit and synovitis (726D) 4 1 

Soft tissue rheumatism (728) 14 4 

Problems relating to extremities (729F) 1 0,3 

Muscle and connective tissues diseases (739R) 2 0,5 

Missing information 9 2 
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- 31

- 111

- 60

- 8 - 65

I III

II

243

354

377

183

320

IV

Baseline
385

no answer

not
identified

no answer

working
part-time

no data
from RSIO

Baseline
385

not
identified

Figure 1. Flowchart of the dropouts within the study population in study I-IV.

Study II
Out of the 385 persons participating in a rehabilitation programme, 354 were 
identified at the ten-year follow-up later. Immigration and death were reasons for 
not being identified. A total of 243 of the 354 (69 %) answered a questionnaire 
(Fig. 1) and two groups were created: “working full-time” (n=110; 59 % women) 
and “sick-listed” (n=73; 66 % women). Thus, the part-time working group was 
not included. Most individuals in the group “working full-time” were employed 
for eight hours a day and had no certified sick leave at the time of investigation. 
The members of the sick-listed group did not work at all.

Study III
Out of the 385 persons participating in a rehabilitation programme, 320 (59 % 
women) answered an open question in the baseline questionnaire and took part in 
the study (Fig. 1). 
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Study IV
Out of the 385 persons participating in a rehabilitation programme, 354 were 
identified at the ten year follow up. Immigration and death were reasons for not 
being identified. A total of 243 of the 354 (69 %) answered a questionnaire (Fig. 1) 
and two groups were created: “healthy”(n=110; 59 % women) and “sick-listed” 
(n=73; 66 % women). The healthy group consisted of persons who were not on 
certified sick leave at the time of investigation. Members of the sick-listed group 
were included if they did not work at all.

Instruments and data collection

Baseline  
A self-administered questionnaire designed by the authors was used in study 
I - III. It was composed of validated items complemented by new questions. It 
contained seven background questions and 19 questions regarding the persons 
MSD. Questions regarding pain (two items), functional capacity (15 items) 
(DRI), QoL (one item) and exercise habits (one item) were also included. An open 
question regarding future working life was included (Tab. 5). The questionnaire 
was sent to each person participating in the rehabilitation program (N=385). They 
answered the questions in private and sent it back to the rehabilitation centre. 

Physical capacity was measured by heart rate during sub-maximal work on a cycle-
exerciser (ml O2 kg*min) at baseline and was used in studies I and II (Tab. 5).

Sickness certification data were obtained from The Regional Social Insurance 
Office (RSIO) concerning the patients’ sickness certifications for the same 
diagnosis six and twelve months before the rehabilitation programme (Tab. 5). 
This data were used in study I, II. 

Figure 2. Time axis for the different studies

Baseline
5 years

1 year
10 years

I   III

II   III

II   III

IV
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One-year follow-up 
Sickness certification data were obtained from the RSIO concerning the patients’ 
sickness certifications for the same diagnosis six and twelve months after the 
rehabilitation programme (Tab. 5). This data were used in study I. 

Five-year follow-up 
Sickness certification data, used in study II and III, were obtained from the RSIO 
five years after the rehabilitation programme (Tab. 5). 

Ten-year follow-up 
A self-administered follow-up questionnaire (five and ten years), designed by the 
authors was used in study II - IV. It consisted of questions regarding certified 
sick leave (one item), employment situation (one item), additional rehabilitation 
periods (one item), periods of sick leave due to disease other than MSD (one 
item), QoL (one item), SOC (13 items), job strain (11 items), social integration 
(12 items) and life events (15 items) (Tab. 5). This questionnaire was sent to 354 
persons who had participated in the rehabilitation programme ten years prior who 
were identified at the five- and ten-year follow-up dates (two reminders).
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Visual Analogue Scale (VAS)
The 100 mm visual analogue scale (VAS) was used to measure individual pain 
at that moment and in the last four weeks on a scale from 0-100 (0 = no pain, 
100 = worst imaginable pain). VAS is a validated instrument often used for 
measuring pain (97). The QoL question was on a scale from 0-100 (0 = very bad, 
100 = very good), and should reflect their whole life situation.

Disability Rating Index (DRI)
DRI is a questionnaire measuring self-rated functional capacity (96). Study 
participants rated their perceived ability to manage fifteen different activities on 
a 100 mm Visual Analogue Scale (VAS), from 0-100 (0 =  without difficulties, 
100 = not at all). Out of those fifteen activities, five questions related to physical 
working positions were included. An index was obtained by measuring the 
distance in mm. The mean value of these measurements provided the DRI index. 
The definition of a high degree of disability varied dependent upon the diagnosis. 
This instrument has been found to be reliable and valid in Swedish persons with 
persistent pain (96).

Demand/control model
This model was developed in the 1980s and has been used to describe and 
explain stress reactions (89). The questionnaire contained questions regarding 
work demand and control over the work situation. The instrument is designed 
to distinguish four groups with different work characteristic: demanding/ 
high control, demanding/low control, low requirements/high control and low 
requirements/low control. Five questions regarded psychological demands and six 
questions regarded control. The data were analysed by summarising the answers 
to create indices for the demand questions and the control questions. The variables 
were then dichotomised.

SOC questionnaire
The instrument measured the three aspects of SOC, i.e., meaningfulness, 
comprehensibility and manageability (52). The original SOC questionnaire 
contained 29 items, but the short 13-item version was used in paper IV. The score 
ranged from one to seven, agree to disagree, and the total score ranged from 
13 - 91. A scale score was calculated by adding the raw scores. A strong SOC 
was indicated by a high score. The SOC reflects a person’s view of life and their 
capacity to respond to stressful situations (52).

Life event questionnaire 
A condensed version of the life change list is called the “life event questionnaire” 
and contains 14 items, both positive and negative, that are related to different 
dimensions (five are work-related) (74). The items were answered with a yes 
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or a no (nominal scale) regarding whether if the event had occurred: every yes 
was given one score. The score was summarised and ranged from 0 - 14. Since 
the events could affect every person in a positive or negative way a follow-up 
question was included regarding the level of the effect from “affected me in a very 
negative way” to “affected me in a very positive way”. In our studies, the question 
was if the event had a strong affect on the person and included the alternative 
answers “yes” or “no”.

The Interview Schedule for Social Interaction (ISSI)
The instrument has a condensed version modified for use in population studies, 
which was used in this study (98). This scale establishes the level of social 
support and includes two scales. One scale regards social integration and the 
other emotional support. The social integration scale is a structural measure of 
peripheral social ties available for belongingness, tangible support and appraisal 
support. This integration scale consists of six items with an interval response scale 
where each item is coded from 1 - 6 and the total score ranges from 6 - 36. The 
emotional support scale consists of six dichotomous items (yes or no), and the 
total score ranges from 0 - 6. This scale is a functional measure of the availability 
and adequacy of emotional recourse (emotional support) provided by close friends 
and family and involves caring, empathy, love and trust.

Data analysis

Mann-Whitney U-test was used to compare the variables on an ordinal scale, 
including educational level, profession, habits of exercise and for the patients’ 
self-rated pain before the intervention (study I, II). 

The student’s t-test was used to compare  variables with a quotient scale (when the 
criteria for normally approximation was fulfilled) between groups including age, 
functional capacity, physical capacity, QoL, physical working factors and certified 
sick leave six and twelve months before baseline. This approximated a normal 
distribution (study I, II).

The Pearson’s chi-squared test was used to compare the categorical variables 
for further rehabilitation periods and certified sick leave for other diseases than 
MSD (study II). This statistical method was also used to examine any correlations 
between the categories regarding gender, sick leave and working situation, one, 
five and ten years after baseline. The same procedure was performed for the 
subcategories (study III). 

ANOVA with Bonferroni’s correction was used to compare the categories with 
regard to age (study III).  
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A multivariate logistic regression analysis with odds ratio (OR) was performed 
between variables with consideration to eventual confounders. P-values 
and confidence intervals (CI) were calculated to statistically rate the results. 
P-values <0.05 were considered statistically significant (study I, IV).

Multiple logistic regressions by means of the stepwise selection method (with 
entry testing of score statistic significance and removal testing based on the 
probability of the Wald statistic) were used to determine the influence of different 
independent variables on the RTW outcomes. Missing values were replaced by 
mean values to avoid unnecessary reduction. CI and p-values were calculated and 
the significance level was set at 5 % (study II). The covariates specified in the 
steps were individually tested for inclusion in the model based on the significance 
level of the score statistics. The variable with the smallest significance level after 
five years was entered into the model. The odds ratio (OR) was calculated with 
a 95 % confidence interval. The quantity minimised in the various steps of the 
multiple logistical regressions was calculated by means of McFadden measures, 
the Cox & Snell R-Square, and the Nagelkerke R-Square (study II). 

Qualitative content analysis was used to analyse the answers of the open question 
in the baseline questionnaire (100). This method was used to find similarities and 
differences in the reasoning of the persons. The method facilitates identification 
and categorising, without changing content in the meaning units. Qualitative 
content analysis is a flexible method that can identify both manifest content and/or 
latent message (101). A cross-professional research group (two physiotherapists, 
one nurse and two physicians) participated in the analysis.

The analysis consisted of several steps. It began with the first author (a 
physiotherapist) reading the responses to the open question carefully several times 
to gain a sense of the whole. Sentences relevant to the aim were extracted into 
meaning units. 

The next step was to condense the meaning units to shorten the sentence but still 
retain the core message. However, some of the answers were short and were in a 
condensed form from the start. This part of the analysis was performed by the first 
author in close collaboration with the co-authors. The condensed meaning units 
were abstracted and labelled as a code. The various codes were then put together 
into groups based on similarities and differences, and the codes were sorted and 
abstracted into categories and subcategories. All of the authors were also involved 
in this phase. 

The analysis constantly moved between the original texts and the various levels 
of abstraction to ensure that no data were excluded or included under more than 
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one category. It was also important to ensure that the categories were mutually 
exclusive. The categories confirmed in the text by quotation and the persons code, 
and there are further examples for following the process in table 8. During the 
various steps of the analysis, the first author and co-authors performed the analysis 
individually, but frequent discussions were had to reach consensus (study III). 

Ethical considerations

Ethical approvals was granted by the Ethics Committee of Lund University, 
Sweden for study II-IV (Number 364/2005 and number 2009/436). 

In was not as common to acquire ethical permission in the beginning of the 
1990s as it was in the beginning of 2000s. However, the manager of the public 
sector granted permission for study I. The participants received oral and written 
information on volunteering to answer the questionnaire. All data were handled 
confidentially and was labelled with a non identifiable code. Study II had the same 
issue and was approved by the Ethics Committee of Lund University. 

The questionnaire answered ten years after baseline (study II, IV) contained 
questions regarding the person’s working situation and social and emotional 
support. In addition, that questionnaire included questions regarding life events. It 
could be unpleasant to be reminded about such events. To eliminate the uncertainty 
and protect the individuals involved in research studies there are four fundamental 
protection requirements regarding information, consent, confidentiality and use 
of information (102). By mailing of the questionnaire the informants received 
written information regarding the three first protection requirements. The 
method of protection was not discussed, but it was an obvious part of the ethical 
considerations. The participating individuals gave consent for participating in the 
study by answering the questionnaire.
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Results 
Short- and long-term perspective of return to work

Background factors (I–IV)
Profession was a significant variable in the one year follow-up but manifested an 
inverse relationship between the groups, meaning that higher rank of profession 
(94) was in the sickness presence group. Gender was significant in both the 
one- and five-year follow-ups with more men in the working full-time group. 
Educational level was also significant, with a higher level of education in the 
working full-time group. Age was a significant predictor in the one-, five- and ten-
year perspectives, with younger persons in the working full-time group. The same 
result appeared for the number of sick leave days, meaning that the working full-
time group had fewer sick-leave days at six and twelve months before baseline 
compared with the sick-listed group (Fig. 3). 

Figure 3. Predictive factors in the one-, five- and ten-year follow-ups

Physical factors (I, II)
Further predictive factors in the one- and five-year follow-ups were self-rated 
pain, with a lower value in the working full-time group, and self-rated functional 
capacity, showing that persons in this group experienced the different activities as 
easier to perform compared to the sick-listed group. Self-rated functional capacity 
was also measured in the ten-year follow-up but has not been published. This 
result shows that persons in the healthy group had a significant higher self-rated 

Time
1 year 5 years 10 years

Gender
Age
Profession
Education
Diagnosis

Days of sick leave
(before rehabilitation)

Pain
Functional capacity
Physical capacity
Exercise habits

Life events
Quality of life

Further rehabilitation
Sick leave other disease
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functional capacity compared to the sick-listed group (p <0.001). 

Physical capacity was significantly better in the working full-time group in the 
one-, five- and ten-year follow-ups (Fig. 3, Tab. 6, 7).

Table 6. Results from logistic regression analysis. Odds ratio (95 % CI) has been estimated 
for influence of pain, life events and sickness certification related to different background 
data

After 5 years (n=126) After 10 years (n=131) 
OR 95 % CI OR 95 % CI

Sex* 0.34 0.10 - 1.12 0.54 0.20 - 1.43 

Age 0.92 0.91 - 1.00 0.94 0.89 - 1.00 

Pain 0.94 0.91 - 0.98 0.97 0.94 - 0.99 

Life events 1.58 1.17 - 2.12 1.33 1.07 - 1.67 

Sickness certification 
(12 months before baseline) 

0.99 0.98 - 0.99 0.99 0.98 - 0.99 

* Man=0, Woman=1 
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Psychosocial factors (I–IV) 
Self-rated QoL was a significant predictor for RTW in the one-year follow-up, 
with a higher value in the sickness absence group (Fig. 3). It was also significantly 
higher in the healthy group compared to the sick-listed group ten years after 
baseline.

Life events as predictors for RTW were significant in the five- and ten-year 
follow-ups, but there were more events in the working full-time group and in 
terms of positive events (Fig. 3). By comparison the values of life-events among 
the healthy group were significant higher than the sick-listed group ten years after 
baseline. 

The level of SOC was also significantly higher in the healthy group in a logistic 
regression with adjustment for gender and age.

Factors that did not show any significant differences between the two groups were 
social integration and emotional support.

In the qualitative analysis one of the categories was “motivation and optimism” 
(Tab. 8). This category contained three subcategories of powerful thoughts and 
feelings regarding RTW; driving force, back to normal and new opportunities. 
Persons in this category expressed an intention to RTW and had “a go” in their 
thoughts of RTW. Sick leave was not their usual state, and they had ideas and 
plans for the future.

Those in the driving force subcategory described a wish to RTW as soon as 
possible and also wanted to work as much as possible. The persons in the back to 
normal subcategory wanted to work as they always had done and expressed no 
other needs. In the new opportunities subcategory, persons showed a great ability 
to find new solutions for themselves.
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“Hindrance and hesitation” was one of the categories that emerged in the 
qualitative analysis (Tab. 8). This category contained three subcategories of 
mostly pessimistic thoughts and feelings of working life; dejection, irresolutioness 
and bodily obstacles. The persons in this category did not express any power or 
solutions. They saw their hindrance as being larger than their opportunities and 
had no plans for RTW (Tab. 8).

The dejection subcategory included statements expressing no willingness to RTW. 
These persons had given up and had no plans for RTW. Irresolutioness was a 
subcategory in which persons sometimes wanted other people or the health care 
system to take care of them, and they had no ideas about what to do in the future. 
The persons in the bodily obstacles subcategory were focused on their pain and 
bodily hindrance. For them, the outlook for RTW did not depend on the workplace 
or work tasks but on their bodily hindrance.

Occupational factors (II–IV) 
Light physical labour was a predictor for RTW in the long-term follow-up. 
Regarding job strain, the healthy group had more control over the working 
situation, independent of demands, compared with the sick-listed group. 

One of the categories which appeared in the qualitative analysis was “limitations to 
overcome” (Tab. 8). This category had three subcategories of thoughts and feelings 
about what would need to be changed to manage RTW; demand another job, need 
for adjustment and reduced work-time. In this category, persons expressed insight 
about what they must, need or want to change to  RTW. They were aware of their 
physical limitations but expressed fewer feelings related to RTW than persons in 
the other categories (Tab. 8).

In the demand another job subcategory, persons did not think they could manage 
to return to their previous workplace and expressed a desire for a new job. Need 
for adjustment was a subcategory in which the persons talked about their previous 
jobs and expressed that other work tasks or adjustments of the work would be 
necessary to RTW. Persons in the reduced work-time subcategory expressed 
a willingness to work part-time and considered this a prerequisite to RTW, 
irrespective of whether they would be working with same work tasks or not and 
at same work place or not. 

Thoughts and feelings of future working life as a predictor for 
RTW (III)
In the “motivation and optimism” and “limitations to overcome” categories, 
there were significantly more persons who had RTW one year after baseline as 
compared with the “hindrance and hesitation” category (p=0.022). Subcategories 
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in motivation and optimism and limitations to overcome showed the same pattern 
when compared with subcategories in the hindrance and hesitation at both one 
and five years after baseline. Persons in the reduced work-time subcategory were 
mostly working part-time at these point.

There were no significant differences between the categories with regard to working 
situation. After one year, significantly more persons in the demand another work 
and driving force subcategories had changed workplaces compared with those 
in all other subcategories (p=0.021). The same result was seen for persons in the 
demand another work subcategory after five years, at which point the persons in 
the new opportunities subcategory had also changed workplaces (p=0.049). Ten 
years after baseline, the results for persons in the new opportunities subcategory 
were the same as for the five year follow-up (p=0.003). 
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Discussion
Method discussion 

The quantitative studies

Study population 
The study population was the same in all four studies. They were referred to a 
rehabilitation program and all of the participants were included in the study, which 
is why no selection and power calculation was done. We have thus described the 
study population and are aware that we can generalize the result only to these 
kinds of persons (103), in this case those with a rather high socioeconomic status. 

The classification of the groups The classification of the groups was different in 
the studies. In study I, we decided to have rather strict demands on classification, 
meaning that to be included in the sickness absence group you had to work full- 
time both at the six- and twelve-months follow-ups and not have sick leave of 
more than three weeks during the period between six and twelve months after 
baseline (93). 

The classification in study II and IV was done from the same study population 
(Fig. 1). Because of the heterogenity (sick-listed to different degrees, 25-75 %) in 
the working part time group, we decided not to include them and make two groups 
with distinct characteristics; a working full-time group and a sick-listed group. 
Another reason for not doing separate analysis in the working part-time group 
was the small number of persons. A major group of persons working part-time are 
needed for a separate analysis of the RTW phenomenon. 

Study III was largely a qualitative study, but, in the quantitative part, we used 
the three categories as classification. Some analysis was also done between the 
subcategories; however, there were a small number of persons, and the results 
should be interpreted with caution. 

Instruments 
Questionnaire Collection of data by questionnaire is a good method when many 
people will be reached. The disadvantage is that the response rate may be lower 
(104). Before the rehabilitation (baseline) the first questionnaire was completed, 
and all participants answered the questionnaire. Before study II and IV, a new 
questionnaire was constructed and distributed to the identified participants. The 
percentage of responses was relatively good (69 %), considering this was a long-
term follow-up with the same participants ten years ago (104). The percentage 
of answers influenced the validity of the study, but there were no differences 
concerning age and sex among dropouts in study II and IV. 
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VAS – Pain (I, II) The VAS-scale is a common instrument for the measurement 
of pain and is frequently used in studies, but there are relatively few instruments 
that measure pain in clinical operation (105). The VAS-scale has been proven to 
have a good validity, especially construct validity and reliability (106, 107). The 
VAS-scale has been proven in general to be psychometrically robust, but certain 
indistinctness concerning the sensitivity of the instrument remains. Calculations 
should be performed with nonparametric statistics (108), but the scale has also 
been validated as a quotient scale (109). 

Pain is a multidimensional phenomenon and in this perspective the VAS-scale 
is not optimal. However, concerning spontaneous emotion (97) and the attitude 
toward pain, this method was used. No better instruments were available for 
measuring emotions (97).

VAS – Quality of life (I, II, IV) The QoL was measured by one global question to 
be answered on a VAS. The results might have been different if there had been 
questions capturing different dimensions of QoL. These different dimensions of 
QoL might have had a different impact on RTW. However, if one question is 
enough, why ask more? (110). 

When the rehabilitation period started in 1990, there were few instruments 
available for measuring QoL; therefore, even here the VAS-scale was used. At 
the follow-up in 2000, there were better instruments for measuring QoL, but the 
reason for using the same instrument after ten years was that it enabled us to 
compare the QoL measurement taken then and now. 

SOC (IV) The instrument contains 29 questions, but also exists in a shorter version 
with 13 questions, which was used in this study. The reliability and validity of the 
instrument have been found to be satisfactory when tested in different populations 
(52, 53). This instrument is used in up to 30 different languages and countries and 
in 15 versions, and it seems to be stable over time in a normal population (73).

The capacity of the SOC scale to anticipate a future outcome, i.e. “health” is 
expressed by the predictive validity. The SOC scale seems to be a reliable, valid 
and cross-culturally applicable instrument for measuring how people manage 
stressful situations and stay well (53). 

Life events (II, IV) The life event questionnaire had previously been used in 
Swedish surveys and was found to be valid and reliable (74). The instrument 
measures stress at stressful life events, both negative and positive, which are 
supposed to have equal importance for stress reactions in the body. In study II, 
the instrument was used for describing event happenings between the follow-ups. 
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ISSI (IV) The ISSI questionnaire has been widely used and the validity and 
reliability have been tested in a Swedish population (98). 

Demand/control model (IV) The demand/control questionnaire measures 
demands with some questions and control with other questions (89). It has been 
criticized for missing several dimensions. A new instrument is under construction 
in which workplace, work and health factors have been given due consideration. 
Together these factors contain 13 dimensions.

The qualitative study 
The findings in the qualitative part of study III were evaluated in terms of 
trustworthiness (101). Our study’s dependability was strenghtened because 
the questionnaire was answered at the same time and in private before the 
persons started a five-week rehabilitation program. The persons were informed 
that answering the questions was voluntary (101). Still, there is a risk that the 
respondents wrote answers that they thought the staff at the rehabilitation centre 
expected, and it is possible that the subjects did feel some dependence on the 
staff. Most persons, however, answered the actual question even though it was 
the last question on the questionnaire. This could be interpreted as an interest in 
describing their thoughts and feelings of working life, and this contributed to the 
dependability of the study. 

We used a qualitative content analysis to analyse the answers to the question 
because it is a suitable method when focusing on only a short text (100). Despite 
the fact that some answers were short, variations was reached and analysis was still 
possible given that most of the short answers also contained much information. 
The examples of the analysis process (Tab. 8) also strengthened the credibility 
(101). 

Three of the authors had experience in the rehabilitation sector, and this pre-
understanding was necessary to put brackets around. The text was interpreted with 
great agreement within the cross-professional research group and this increased 
the credibility of our results. A careful description of the study population, data 
collection and data analysis was made; therefore, the possibility of estimating the 
transferability of the study was given (101). We are inclined to believe that the 
results of this study can be transferred to other groups in comparable conditions. 
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Long-term follow-up
In these studies we had information regarding sick leave at one, five and ten years 
after a rehabilitation period, but we have not obtained information from the RSIO 
between the periods. However, in study II we asked about sick leave due to other 
diseases, further rehabilitation periods and life events during those periods and 
this is variables which could have influenced the result. Thus, neither of these 
was influencing the result, since there were no differences between the groups 
regarding sick leave due to other diseases and further rehabilitation periods. There 
was more life events in the working full-time group, and have presumably not 
influenced the result.

Result discussion

Changes in the society in relation to return to work
At the time these studies commenced, Sweden had generous sick leave rules and 
the sickness rate was very high (83). During the initial stages of our research the 
sickness rate began to increase. During the 1990s there was a decrease in the 
aforementioned rate and the rules for sickness certification underwent significant 
changes 1990s (10). During periods of high unemployment the rate of sickness 
decreased. Conversely, when the employment rate declined, the sickness rate 
decreased (10). This shows that there is a correlation between the application of 
sickness certification rules and RTW. This trend is significant as it enables us to 
better understand what motivates an individual to go back to work (83). Although 
there are opposite meanings, that suggest there is no relationship between these 
two factors, the issue is highly complex (13). Clearly, both monetary and non-
monetary factors bring much to bear on the issue. Some individuals return to work 
primarily for financial reasons, while others have different motivations such as 
duty, identity, and the avoidance of shame (83). 

Multidimensional factors and return to work

Background factors (I–IV)
Previous studies showed that more men return to work earlier after a certified 
sick leave than women, this have been shown in short-term as well as in long-
term follow-up studies (59, 111). Our studies confirmed that male gender was 
a predictor of RTW outcomes at both one and five years after baseline and thus 
gender is important for predicting sustainable RTW (I, II). 

Age was found to be another factor to consider, not only in the short-term, which 
has been shown earlier (70), but also at five- and ten-year follow-up (I, II, IV). 
In terms of family and leisure, men and women in different stages of life need to 
consider various planning strategies and RTW scenarios (9). 
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In our short-term and long-term studies, a higher educational level was an 
important predictor of RTW (I, II). These findings strengthen the validity of this 
well-known predictor (32, 70). A higher education level might improve a person’s 
opportunities in getting another job in the labour market and these opportunities 
should be important in planning for RTW.

The number of sick-listed days before baseline confirms that this is significant 
both in a short- and a long-term period (I, II, IV). The number of sick-listed days is 
the strongest predictor for RTW (II). This is also a predictor possible to influence 
by outside factors. Quick reactions and collaborations between the RSIO, the 
employer and the multidisciplinary teams in primary health care are needed when 
a person is certified for sick leave (112). 

Physical factors (I, II)
At the one, five and ten year follow-up, physical capacity proved to be yet another 
predictor for RTW (I, II). A positive perception of one’s physical condition was 
found in a normal population, especially in men when compared to responses 
from people with low back pain (10). This is a predictor that strengthens the effect 
of physiotherapy, where the usual treatment is to go for better physical capacity. 
However, good physical capacity alone does not always mean good working 
capacity (113). 

Both pain and functional capacity were identified as predictors for RTW in short-
term studies (63, 114) and are now also shown to be important for RTW in the 
long term (II). Pain was also self-assessed and the results indicated that individuals 
revealed their own perception of pain, as there are several different approaches to 
pain (28). Self-rated pain includes the individual experience of pain as well as the 
fear of pain and might indicate physical as well as psychological pain (9). 

Functional capacity measured at baseline is important at both the one- and 
five-year follow-up times (I, II). In the new analysis, complementing study IV, 
functional capacity measured after ten years showed that persons in the healthy 
group had a higher self-rated functional capacity (96). Thus, the present results 
reveal their perceptions of their own capacity (10). This is an important factor to 
consider when planning for RTW (115, 116). 

Psychosocial factors (I–IV)
A high QoL score at baseline had a predictive value only in the short perspective 
(I), because at the five- and ten-year follow-up this factor did not have an effect 
on RTW (II). However another study showed a high QoL in a five-year follow-up 
(32). In the follow-up ten years after baseline QoL is correlated with working or 
not (IV) which may indicate that work provides a high QoL. Theories about QoL 
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indicate that it is the goal (RTW), not the way of achieving that goal that is the 
most important contributor to QoL (67), but it is important to have an individual 
plan for achieving the goal (117). Persons in the healthy group had a higher QoL, 
and it is possible that working is one of the goals for QoL for this group (70).

There was an overrepresentation of life events in the working full-time group, 
but most of these were positive events, in agreement with results from a previous 
study (70). Return to work is not an isolated phenomenon but it is influenced by 
the person’s life situation as a whole (118, 119). The healthy group had a higher 
level of SOC, which could be the reason why that group was working despite 
experiencing more life events (64). 

In the long-term follow-up (IV), there was a significantly higher level of SOC in 
the healthy group compared to the sick-listed group, similar to other studies with 
shorter follow-up periods (82, 120). There have been discussions regarding the 
stability of SOC over time, and opinions are divided. Some studies have shown 
that SOC is changeable over the short term after an intervention (121, 122), while 
others show stability over time, especially if the value is high from the beginning 
(73). 

One study showed SOC to be stable over time and to be related to health, illness, 
and psychosocial factors (73). If this is the case, SOC can predict the length of 
the sick leave in both the short and long term, and instruments for measuring this 
parameter are available. However, more prospective studies are needed (123) as 
are qualitative and intervention studies in order to learn more about what kind of 
rehabilitation is needed in persons with a low level of SOC (124).

Social support in families and friends did not show any consequence for working 
or not working (IV). However, there are studies showing that social support 
is important for a good result after a multidisciplinary rehabilitation and for 
managing illness and difficulties (79). It is possible that the healthy group had a 
better social network at work and that this factor could be the determining factor 
for working (90, 92).

If one wants to RTW and has positive expectations for the future and one’s 
own possibilities, the chances for RTW increase (58, 71, 120). Persons in the 
“motivation and optimism” category had an obvious objective and a positive view 
about RTW and those in the driving force subcategory had changed jobs after one 
year (III). Persons in the new opportunities subcategory were studying after one 
year and subsequently began new jobs at the five- and ten-year follow-up times, 
which they also described in their answers on the questionnaire (III). 
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Considering a person’s thoughts and feelings regarding working life is helpful 
for planning to go back to work. When that person expresses a desire, such as 
motivation for something new, we must help the person in that direction, and 
going back to their old job would be a poor solution in these cases. Motivation for 
RTW has been shown to be a predictor in other studies, both in quantitative and 
qualitative studies (70, 125).

It seemed that persons in the “hindrance and hesitation” category (III) did not 
believe in themselves; they had given up, felt lost and had a weak sense of self-
efficacy. A previous interview study showed that the participants had feelings 
of hope, doubt and fear about their possibilities for RTW and were hesitant 
regarding their RTW (126), like persons in the irresolutioness subcategory (III). 
These persons had no ideas about when or where they would RTW. They were not 
prepared for RTW but  did not know why. 

Guidance for correct rehabilitation will be very important in order to not let these 
persons get in to a long-term sick leave period. If they are hesitating, alternatives 
must be given for RTW. Those in the bodily obstacles subcategory (III) expressed 
their bodily hindrances; many of those sick listed with MSD have a fear of pain and 
physical activity (28). Those in this subcategory may have experienced more pain 
and had different attitudes towards pain than persons in the other subcategories. 

Occupational factors (II–IV)
In terms of working organisation, on the job, it is important to recognize both 
the physical demands as well as the psychosocial environment (114, 127). Light 
physical labour was a predictor for RTW (II) and physical demands have been 
shown in other studies to be of importance for RTW (128, 129). This indicates the 
importance of close contact with the employer to create easier physical and more 
mobile work, suited to each person’s capacity. 

Our ten-year follow-up study (IV) showed that the healthy group had good control 
over the working situation, in spite of high demands, and this is in accordance 
with many other studies, although none of these were long-term (91, 130). The 
model by Karasek also strengthens this result (90). It may be possible to use 
this instrument when sick-listing in order to predict RTW. Good opportunities 
for development and training at work and having influence over one’s job were 
important factors that influenced when persons on sick leave would RTW (91, 92). 
That is why it is important to do an inventory of the working environment when 
planning rehabilitation before RTW. A potential positive measure is to practise at 
the work place, making the employer an active participant in the process.
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Persons in the “limitations to overcome” category (III) were motivated to work 
but expressed that they needed to change their workplace or adjust their work 
tasks or work time, similar to results found in a previous qualitative study (131). 
That study found most persons have residual work capacity, and we must adjust 
the work place, work tasks or work time to find the most suitable solution for each 
person. 

In the “limitations to overcome” category, persons described what they would 
need to change to manage RTW. Those in the demand another job subcategory 
had changed workplaces at the one- and five-year follow-up (III). If persons give a 
clear desire about changing work place, this has to be done. No rehabilitation may 
be needed, it may be enough for the person to change their work place. Persons in 
the need for adjustment subcategory will RTW if adjustments can be made (III). 
This finding is in accordance with a quantitative study in which co-workers helped 
the returning person with the adjustment (132). It is important to note, however, 
that the supervisors made this possible. 

RTW even if persons have not achieved full recovery can be successful if the 
work had been modified, and these persons have a lower risk of recurrence for 
sick leave (133). If it is the person’s desire to go back to their old work, it should 
be easier to adjust the old work place and also cheaper for both the employer and 
the society than finding a new job. The size of the company may influence the 
ability to modify work tasks (134), but both small and large companies must have 
strategies for RTW.

Having a greater possibility of working part-time would simplify RTW (131), 
and a Swedish study showed that working part-time after sick leave often leads to 
full-time work (63). In this study, however, it appears that persons in the reduced 
work-time subcategory were working part-time at the same job one, five and ten 
years after baseline. To let these persons work part-time could be a solution for 
preventing a long-tem sick leave period.
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Salutogenes linked to return to work  
In this thesis the focus is directed on healthy factors for RTW instead of, more 
commonly, risk factors for long-term sick leave.

If considering the process of RTW as a continuum, with RTW at the pole of 
excellent health and not RTW at the pole of ill health, there is a demand for 
resources to make it possible for people to reach the pole of RTW. The sick-
listed person had to be moved in that direction. We have examined some physical, 
psychosocial and occupational factors, which are of importance for RTW, but 
everyone is different in personal equipment, ability and utilisation of recourses 
(51). 

Sense of coherence (SOC)
There were many persons in this thesis with major functional problems and pain. 
These variables were thus self-rated and more of an attitude to their functional 
capacity and pain (97). The person’s resources may have an important role in this 
RTW process. All factors of importance for RTW and for working have a role in 
this process, but these may be important only if we have something more. Factors 
that are dependent on the person’s own choice are self-rated parameters such as 
pain and functional capacity, how a person experiences demand at work place 
and the control they have. “It is not how to have it, but how to take it”. For some 
people a back ache is an insurmountable challenge, while other people manage 
this. Most persons on sick leave manage RTW despite their health conditions. 
Disability does not necessarily mean incapacity for work (135).

Persons in the “motivation and optimism” category (III) were positive and sure of 
their capability. They also saw their possibilities for changing without being afraid 
and had their own ideas of what to do in the future working life. This is interesting 
with regard to SOC where the motivational component, meaningfulness, intend 
a high SOC (50). This can be seen in study IV where a high SOC is described 
for persons who worked full-time. More persons in this category went back to 
work compared to the “hindrance and hesitation” category (III). Persons with a 
high SOC tend to perceive demands as challenges that are worthy of engagement, 
rather than as threats or stressors (136).

SOC was shown to be stronger in the working group in a long-term perspective 
(IV). Since many authors consider SOC stable after the age of 30, this variable 
could be used as a predictor for RTW, but more studies are needed (73, 123). 
Are there persons in the group on sick leave who would rather have a sickness 
certification than work? One study shows that persons on sick leave make a 
consideration with themselves about the advantages and disadvantages of RTW 
(84). If the disadvantages are greater than the advantages and the person does not 
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have the resources needed to go to the RTW pole, there is a risk for the person to 
take long-term sick leave.

Motivation 
Motivation is a component in the salutogenic theory, in near relation with 
meaningfulness (49, 51). What motivation means is different to each person. 
Meaningfulness is important in order to be motivated to go back to work. Is it 
the motivation that makes people think they can manage? In study III, persons 
expressed thoughts of motivation and an optimistic view of their future working 
life. Their force and clear objective took them back to any kind of work. Motivation 
plays a major role in how persons perceive their QoL (66), and those with a good 
quality of life RTW.

At each point in time, a person has obvious reasons to decide to RTW or not 
(137). Thus, there are changes between absence from work and presence at work. 
External influences such as diseases or happenings in the family cause variations 
in the natural process of change such as absence and presence. We also have a 
driving force or motivation for terminating a sick leave and RTW. When it comes 
to motivation for RTW the motivation of the supervisors and colleagues to support 
the person in different ways needs to be highlighted in future research (138). 

The motivation is controlled by how much the goal is worth and what you have to 
sacrifice. To have motivation, you have to have comprehensiveness for existence 
and meaningfulness. The motivation is not something you have or do not have, 
but how a person chooses with regard to RTW depending on what the person 
wants and thinks is possible (139). A person who does not want to RTW may need 
psychotherapy, or may need to increase their qualification, and when a RTW is not 
possible, a wage subsidy or an adjustment of the workplace is necessary (139).

Self-efficacy
High self-efficacy may be the reason for rating functional capacity higher in the 
healthy group. To think optimistically or pessimistically is self-enhancing or self-
hindering, respectively (56). A persons self-efficacy plays a major role in shaping 
the course of their life. It is partly on the basis of efficacy beliefs that people choose 
which challenges to undertake, how much effort to expend in the endeavour, how 
long to persevere in the face of obstacles and failures, and whether failures is 
motivating or demoralizing (56).

To be sick-listed is a major life event no matter the cause of the sickness. To 
RTW after sick leave involves a complex change of behaviour (57). Positive work 
attitude, high social support and a high level of self-efficacy are all associated with 
a shorter time to RTW (140). 
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Persons with a positive attitude about RTW might be those with strong belief in 
themselves. They do not just believe that they can RTW, they know they can. A 
strong self-efficacy, when persons strictly believe in themselves, can facilitate a 
motivational process in which persons set goals for themselves and plan courses 
of action for the future (56), like persons described in the category “motivation 
and optimism”.

Studies have also shown that the belief in one’s own ability is the most important 
factor for RTW (73). Self-efficacy is one part of the salutogenic thinking, 
where the belief influences what to be achieved. Self-efficacy is in context with 
manageability in SOC, and this has become more obvious while writing this 
thesis. Concerning the self estimated variables of pain, functional capacity and 
QoL, an attitude is observed and directly affects how the person manages and 
experiences the situation (97). In study III, the subjects’ thoughts and feelings for 
their future working life are described and an ability to see a bright future RTW 
appears. Persons with a positive attitude about RTW might be those with a strong 
belief in themselves. Those in the ”motivation and optimism” category probably 
manage to get themselves back into some kind of work or studies.

Perceived self-efficacy relates to an individuals’ belief that it is possible to adapt 
certain behaviour to particular situations in the future and is also regarded as a 
predictor of rehabilitation outcome (56, 141). Self-efficacy has also been proposed 
as an explanatory factor for positive adaptation to chronic pain, and correlates 
inversely to pain intensity and pain interference with daily life (142).

Motivation is closely related to self-efficacy beliefs, as it is viewed as the internal 
process that affects the direction, persistence and strength of a person’s goal-
directed behaviour (77). 

To refer persons to the right kind of rehabilitation 
Taking into account not only physical and occupational factors but also 
psychosocial factors are of great importance when a person becomes sick-listed. 
It is not helpful to adjust factors in the work place if other aspects of life are not in 
place. When sick-listing a person, it is important to arrange the RTW directly and 
take multidimensional factors into account (57). The rehabilitation alternatives 
available today must focus on different approaches. All dimensions must take part 
in the planning for rehabilitation and RTW. 

Today we commonly offer persons with MSD physiotherapy, but it is time to 
change our treatments with regard to the person’s needs and possibilities. Persons 
with a weak SOC i.e. should maybe not be trained at a physiotherapeutic unit, but 
rather receive cognitive therapy.
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More attention must be put on the consultation and the assessment of persons with 
MSD in primary health care, which must refer them to right kind of rehabilitation 
(36). Teamwork with the patient as the focus and using knowledge about the factors 
that influence and predict RTW increases the chance of success in directing the 
best possible rehabilitation for each person for RTW (Fig. 4). Multidisciplinary 
rehabilitation requires a holistic approach from all the team members in order to 
make the patient return to an active and independent everyday life (47).

It is of great importance not to rehabilitate more or less than is needed for each 
person; irrespective of the person’s pain, functional capacity or psychosocial 
problems. For the rehabilitation personnel, it is significant to conduct oneself as a 
coach and meet the person’s current needs. 

The chances for RTW increase with the right intervention, which also increases 
QoL in a person, which is a good investment against future trouble with MSD. If 
sick leave in the future can be prevented, this would provide great savings for the 
individual, health care and society. 



54         55

Figure 4. Predictive factors for RTW
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Conclusion
Study I: Identifying predictive factors for RTW in persons with MSD, are essential 
tasks for directing correct individual rehabilitation. This study identified new 
predictive factors for RTW in a short-term perspective such as physical capacity, 
self-rated functional capacity and QoL. Other more well known factors such as 
gender, age, educational level, number of sick-listed days and self-rated pain 
were also identified. The identification of predictive factors could be a valuable 
instrument for giving priority of resources to the patients with the best chance of 
a successful rehabilitation. 

Study II: Predictive factors for sustainable RTW were described at five- and ten-
year follow-up times. The number of sick-listed days before rehabilitation and 
age were strong predictors of RTW, self-rated pain, life events, gender, physical 
capacity, self-rated functional capacity, educational level and light physical labour 
were also predictors of RTW in the long-term. A follow-up period of lengthy 
duration and a large study population make this study valuable, and it should 
provide a better rationale for allocating resources to facilitate RTW in sick-listed 
persons with MSD.

Study III: The results from the qualitative analysis revealed thoughts and feelings 
of future working life related to RTW in persons sick-listed with MSD and 
three categories emerged. One categori, “motivation and optimism”, contained 
three subcategories of powerful thoughts and feelings regarding RTW; driving 
force, back to normal and new opportunities. The next category, “limitations to 
overcome”, also had three subcategories of thoughts and feelings about what would 
need to be changed to manage RTW; demand another work, need for adjustment 
and reduced work-time. The last category, “hindrance and hesitation”, contained 
three subcategories of mostly pessimistic thoughts and feelings of working life; 
dejection, irresolutiness and physical obstacles. 

Persons in the “motivation and optimism” and “limitations to overcome” categories 
were back at work one year after baseline compared to those in “hindrance and 
hesitation” category. The demand another job subcategory mostly contained 
persons who had changed work after one and five years and those in the reduced 
work-time subcategory were working part-time at the same time. This will guide 
the rehabilitation team to adjust the rehabilitation to each person’s needs and 
facilitate RTW. To compare the qualitative categories with RTW one, five and ten 
year after baseline may give a deeper understanding of the RTW process.

Study IV: This study was a comparison of psychosocial factors between healthy 
persons and sick-listed persons with MSD, both groups with MSD ten years ago. 
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The healthy group had higher QoL, more control over the working situation, and 
a higher level of SOC, but social integration and emotional support were not 
significantly different between the groups. An unexpected result was that there 
were more life events in the healthy group, and these were mostly positive events. 
This overall result about psychosocial factors could be useful when planning 
optimal rehabilitation and RTW for each person. 

General: The focus in this thesis has been on healthy factors for RTW instead 
of risk factors for not RTW, in line with the salutogenic theory. When predicting 
RTW for persons with MSD we must have a multidimensional perspective and 
physical, psychosocial and occupational factors must be considered. This thesis 
examined predictive factors in both a short- and long-term follow-up in order 
to predict the RTW process. We must be aware of that different rehabilitation 
alternatives must be available depending of the needs of the sick-listed person. 



58         59

Implications
Clinical implications

We can choose to see the possibilities for the person to RTW or the obstacles. 
When changing focus we made the person aware of his or her abilities which 
can lead to motivation for RTW. When a person is supposed to be sick-listed it is 
important to have the predictive factors examined in this thesis in mind. It is easy 
to measure each of them with the instruments used and data regarding the number 
of sick-listed days can be gathered at an early stage from persons themselves as 
well as from the RSIO.

It is also important to ask the person about their previous problems and sick leave 
history. It is a waste of resources when referring the sick-listed person to usual 
treatment if it is a low QoL or low SOC that is the problem. The same is can be 
said for making adjustment at the work place if the person is convinced to change 
their work. 

Asking questions of thoughts and feelings of RTW can lead us to work together 
with sick listed persons to come up with a better plan for RTW. The question used 
in the study can be a part of the history taken in the first medical examination. 
It is important to listen to the person’s thoughts and feelings of RTW in the first 
dialogue and it can be of predictive value to meet their different needs during their 
RTW.

Return to work planning should take place at an early stage of the certified sick 
leave period using the available instruments for predicting RTW. When having a 
multidimensional perspective, taking all dimensions and all predictive factors into 
account, sick leave can be reduced by directing the person to the correct amount 
rehabilitation, not more and not less. The resources are limited and have to be 
allocated in the best possible way.

Research implications

This thesis revealed some factors that predict RTW after a sick leave because of 
MSD. However, more comparative research would be desirable, ideally carried 
out by multidisciplinary groups. Those working part-time (50 %) due to MSD 
needs to be further investigated in a larger study population. Are these people 
fighting for manage to work 50 % although they nearly can’t, or are they satisfied 
with working 50 % even if they could work more? If so, why?
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Multidisciplinary collaboration may also promote better integration between 
theory and empirical results. Knowledge about the predictors of RTW should be 
given greater priority in the education of those working in primary health care as 
well as at the RSIO. 

Sustained RTW after sick leave is a challenge and therefore justifies further 
research in this area. More studies combining qualitative and quantitative analysis 
could be a possibility for deeper understanding of RTW of sick-listed persons. 

The measurements used in these studies can act like a screening instrument, for 
predicting RTW in persons with MSD, though, further research in this issue is 
needed. An intervention study using these instruments for directing tailor-made 
rehabilitation for each person would be of great interest.
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