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Abstract Objective We have limited knowledge about

the specific elements in an occupational rehabilitation

programme that facilitate the process leading to return to

work (RTW) as perceived by the patients. The aim of the

study was to explore individual experiences regarding

contributing factors to a successful RTW, 3 years after a

resident occupational rehabilitation programme. Methods

The study is based on interviews of 20 individuals who

attended an occupational rehabilitation programme 3 years

earlier. Ten informants had returned to work (RTW) and

ten were receiving disability pension (DP). Data were

analysed by systematic text condensation inspired by

Giorgi’s phenomenological analysis. Results The core

categories describing a successful RTW process included

positive encounters, increased self-understanding and sup-

port from the surroundings. While the informants on DP

emphasized being seen, heard and taken seriously by the

professionals, the RTW group highlighted being chal-

lenged to increase self-understanding that promoted new

acting in every-day life. Being challenged on self-under-

standing implied increased awareness of own identity,

values and resources. Support from the surroundings

included support from peer participants, employer and

social welfare system. Conclusion Successful RTW pro-

cesses seem to comprise positive encounters, opportunities

for increased self-understanding and support from signifi-

cant others. An explicit focus on topics like identity, own

values and resources might improve the outcome of the

rehabilitation process.

Keywords Occupational rehabilitation � Increased self-

understanding � Good encounters � Support from significant

others

Introduction

The high number of people on long-term sick leave and

disability benefits has increased the need for occupational

rehabilitation during the last years. Investigations of return-

to-work (RTW) processes after sick-listing and possible

predictive and facilitating factors have led to increased

knowledge in this area [1]. Prognostic factors for RTW, as

well as maintaining factors for being on long-term sick

leave, are complex and multidimensional. A number of

socio-demographic, individual and environmental factors

have been linked to increased RTW rate [1–5]. Clinical

work and research has traditionally focused on treatment of

disease and pain reduction. There has however been a shift

from medically determined models, to increased focus on

the importance of the individual, workplace, economic and

social factors in the genesis of disability and RTW pro-

cesses [6–8]. There is some evidence that early, multidis-

ciplinary interventions combined with work-place

interaction may be of importance [9–12]. Despite this

knowledge, the overall rates of work disability have not
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changed significantly, and a large number of patients will

not return to work after they have completed the rehabili-

tation. Identifying specific elements of the rehabilitation

programmes that may be of significant importance for the

patients in their RTW efforts may be helpful in designing

such programmes.

More than 50% of those absent from work are diagnosed

with musculoskeletal or psychological problems [13]. A

large proportion of the health problems that leads to long-

term sick leave are often characterized by a high degree of

co morbidity; i.e. anxiety and depression are often reported

with different musculoskeletal problems [14–16]. Co

morbidity impedes RTW and increase the risk of perma-

nent disability [17–19]. Psychological distress and low

self-estimated expectancy of RTW predicts a poor outcome

[20, 21]. The causes of long-term sick leave are individual

and complex, and involve biological, psychological and

social factors [22]. These complex conditions often require

multidisciplinary interventions for a successful RTW.

In Norway, occupational rehabilitation is established as

out-patient or residence rehabilitation programmes. A res-

idence programme will focus on individual and work-place

related factors to enhance RTW. The interventions focus on

diminishing the limitations identified during the assess-

ment, building self-confidence and training in stress man-

agement. Cognitive approaches like awareness, coping

strategies [23] and increased mindfulness [21, 24], as well

as physical activities, are found to enhance RTW in indi-

viduals with musculoskeletal or psychological problems

[25, 26]. Studies also show that brief interventions

including a thorough medical examination, providing

explanations of the patient’s complaints and encourage-

ment to stay active have been of importance for a

successful RTW [27, 28].

Long-term disability is no longer seen simply as the

consequence of an illness/impairment, but rather as the

result of interactions between the worker, the health care

system, work environment and the financial compensation

systems [29]. MacEachen et al. [30] found that return to

work extends beyond concerns about managing physical

function to the complexities related to beliefs, roles, and

perceptions of many stakeholders. RTW after long term

sick leave can be viewed as a complex behavioural change

which involves recovery of function, motivation, behaviour

and interaction with several stakeholders [31].

Occupational rehabilitation is aiming to facilitate

learning and changing processes and enhance awareness of

own resources and possibilities that contributes to restoring

or keeping work ability. However, we have limited

knowledge about what specific elements the patients per-

ceive as crucial in the RTW processes. The aim of our

study was to explore individual experiences regarding

important elements of the rehabilitation programme that

might have contributed to a successful RTW 3 years after

completing the programme. Such knowledge may con-

tribute to increased quality of the occupational rehabilita-

tion processes.

Materials and Methods

The study was based on qualitative interviews of 20 indi-

viduals who attended an occupational rehabilitation pro-

gramme 3 years earlier. At inclusion, the patients were on

long-term sick leave due to musculoskeletal and/or psy-

chological health complaints. They were all assessed as

having a rehabilitation potential with a fair chance of being

able to RTW before entering the programme. The occu-

pational rehabilitation programme was a 4 weeks, 7 h a

day group based programme led by an interdisciplinary

team (physicians, nurses, physical activity instructors,

physiotherapists and work-place counsellors). The partici-

pants were admitted in groups. The rehabilitation pro-

gramme included different physical activities and

individual and group based counselling aiming to increase

function and work related processes.

Data Collection

An invitation letter was distributed to patients who had

completed the occupational rehabilitation programme in

2004 (n = 632) and who participated in a cross sectional

survey 3 years later. A total of 358 individuals (57%)

returned the questionnaire and a written consent. In order

to obtain sufficient information about factors that might

have facilitated a RTW, we invited 10 individuals who had

returned to work (three men 46–58 years old, seven women

41–56 years old) and 10 individuals registered with a dis-

ability pension (three men 41–53 years old, seven women

41–56 years old) to participate in a semi-structured tele-

phone interview (Table 1). The interviews were audio

taped, and lasted for 30–60 min and were conducted by

either of the authors. An interview guide with open-ended

questions had been developed and addressed experiences

with the rehabilitation programme. The participants were

asked to draw attention to both positive and negative

experiences (Table 2). The main objective of the interview

was to make it possible for each participant to report their

individual experiences of what part of the programme they

assessed as most crucial in the RTW process.

Analysis

The interviews were transcribed verbatim. Data were

analysed by systematic text condensation inspired by

Giorgi’s phenomenological analysis through the following
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four stages: (a) reading all the material to obtain an overall

impression; (b) identify units of meaning, representing

different aspects of the participants’ experiences regarding

the rehabilitation programme; (c) condensing and

summarising the contents of each of the individual mean-

ing units and (d) summarising the contents of each meaning

unit to generalise descriptions and concepts regarding their

experiences [32, 33].

Ethical Considerations

The respondents were informed of the purpose of the

interview, that participation was voluntary and that they

were free to end the interview at any time. They gave their

permission for the interview to be audio taped and were

assured of confidentiality and that data would be securely

stored. The ethical regional board approved the study.

Results

The analysis showed that the participants did not distin-

guish between what was important regarding work and

what was important regarding their family and life situation

in general. They talked about their total life situation when

they reported what had been of importance for the outcome

of the rehabilitation. Both the participants who had

returned to work and the participants on disability pension

(DP) emphasized the totality of the rehabilitation pro-

gramme. Contributing factors identified by all participants

were; physical activity in groups, social activities, leisure

time, and individual and group based counselling with the

professional team members.

Further analysis, into what aspects of the stay at the

rehabilitation clinic that contributed to return to work it

became clear that the informants represented two different

groups. These groups clearly split the informants into those

who had successfully returned to work and those who had

been granted DP after the rehabilitation. While disability

pensioners emphasized to be seen, heard and taken seri-

ously by the professionals, the informants who had

returned to work regarded opportunities for increased self-

understanding as important. All informants emphasised the

importance of support from peer participants, family,

employer or social welfare officers during the RTW pro-

cess. The factors influencing a successful RTW process

may be sorted under three core categories: positive

encounters, increased self-understanding and support from

the surroundings.

Positive Encounters

The disability pensioners underlined the importance of

being seen, heard and taken seriously by the health pro-

fessionals at the rehabilitation clinic. Many of them

described earlier experiences regarding encounters with

Table 1 Characteristics of the participants being interviewed

Sex Age Work status

Disability pension (DP)

Full time work (FTW)

Part time work (PTW)

M 53 DP

M 46 DP

M 41 DP

F 56 DP

F 49 DP

F 41 DP

F 42 DP

F 43 DP

F 56 DP

F 51 DP

M 46 FTW

M 58 FTW

M 55 PTW

F 48 PTW

F 56 FTW

F 41 FTW

F 56 FTW

F 53 FTW

F 43 FTW

F 48 FTW

Table 2 Semi-structured interview guide

1. Tell me about your situation today in relation to work and other

activities?

2. Do you remember what your expectations to your rehabilitation

stay were?

3. In what way were your expectations met?

4. What during the stay was of special importance for you?

5. Are there any special moments or situations you remember

especially?

6. If there was something you experienced during the rehabilitation

stay that promoted your return to work—what would that have

been?

7. If there was something you missed during the stay, what would

that have been?

8. What happened afterwards?

9. What do you think have facilitated your return to work (been

barriers)?

10. How would you describe your work ability today?

11. Do you have any idea what promotes your work ability?

12. Something you think I should have asked you about?
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health professionals, social security and/or employers.

They often felt misunderstood and distrusted. To be taken

seriously implied that the professionals believed in their

description of complaints and that a useful somatic diag-

nosis was given. They wanted the health personnel to give

support and acknowledge their complaints and efforts in

life. One woman expressed it like this:

‘‘…it is real (my complaints). I am not tired or lazy. It

just feels good in a way to be believed in.’’

Increased Self-Understanding

The participants in the RTW group regarded the opportu-

nity for increased self understanding as paramount and this

was not mentioned by the DP group. Increased self-

understanding implied increased awareness of own iden-

tity, values, resources and opportunity to act differently.

They expressed the value of the programme as the balance

between the opportunity to be physically active and being

challenged on self-reflection. Testing their physical

capacity in a safe environment with professional health

care workers available was underlined as an important

aspect to get to know oneself better. This enabled the

participants to trust their own limits and to challenge their

physical abilities. Many experienced that they managed

more than they believed earlier and this gave them

increased self-confidence that was transferable to their

working life. To be provided enough time and concurrently

being challenged on self-reflection implied that they spent

time lingering with topics like identity, values and own

resources.

Identity

Many of the RTW group participants expressed that being

on sick leave was like losing their footing in life. Work

represented an important arena for identity. They felt

valuable and work represented a psychosocial well being in

addition to a social network. Being on long-term sick leave

implied starting to doubt this identity. They lost an

important arena for social network and they started to feel

uncertain and vulnerable. One woman stated:

‘‘Who am I if I am not a teacher anymore…’’

Many also expressed that identity did not seem to be

permanent. One man expressed it like this:

‘‘I understood that it was possible, I did not have to be

the person I am now (a patient) for the rest of my

life.’’

Values: What is Important to Me

Many of the RTW group participants expressed that they

spent time trying to find out what was important to them in

their life and how they could prioritise to manage both

family, work and leisure time. Many realized that they had

not lived a life in accordance with their own values and had

perhaps underestimated their own needs. One woman said:

‘‘I learned to give priority to what I wanted – what

was of importance to me. I made a list of priorities -

what I spent my time doing and what was important

for me to do’’

The RTW group participants expressed that the reha-

bilitation programme had encouraged them to reflect on

what was important to them, and they realized that they had

a choice in life. They increased their awareness of living in

accordance with own values. Many of them had experi-

enced being trapped in their own thoughts, and the pro-

gramme stimulated them to make new reflections regarding

own values. This gave them increased awareness of own

will and own choice rather than doing what they thought

other people expected them to do. One woman expressed it

like this:

‘‘I sat down to double check my goals in life. Is it

necessary? Who am I doing it for? What do I

accomplish? And what will be required of me to do

it?’’

By self-reflection they started a changing process that

resulted in increased awareness of how to live in accor-

dance with own values. Many of the RTW participants also

described that they reduced their own work demands. One

man in his fifties put it this way:

‘‘I had to learn about mechanisms in myself that

promoted my burned-out situation. I was very proud;

I pressed myself to achieve good results, very diffi-

cult for me not to succeed in everything I do. I had to

understand this about myself. I now have a more

relaxed attitude; I feel safer within myself… I have

learned to know my body, to listen to it – so I don’t

work like a dog any more, I do not exploit myself

ruthlessly’’

Own Resources

Increased self-awareness also facilitated a change in

thoughts about own health situation. The RTW participants

realized that they could continue to focus on illness and

health limitations, or they could choose to focus on own

resources and possibilities. Their choice affected the level
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of energy they experienced and the direction they wanted

to take. A woman expressed it like this:

‘‘The fact that there are things that I can do and that

focus should not be on what I can’t do. Even if I

wanted to I couldn’t return to my job as an aircraft

mechanic. So I could sit down and be depressed, or I

could choose to focus on everything I actually can do.

My focus has been on finding things I can do and not

grieve over what I cannot do.’’

On the other side, the DP group participants expressed

the view that their illness was outside their own control,

and that they had to get well before even thinking of

working. Irrespective of own behaviour and attitudes, the

disability pensioners had a strong focus on diagnosis and

illness and the need of a specific treatment to get well.

They felt helpless; no matter what they did, the pain was

still there, and the pain had to be relieved before even

thinking of RTW. They regarded themselves more as

passive pawns than in charge of their own situation.

Support from the Surroundings

All participants emphasised the importance of support

from peer participants at the rehabilitation clinic, family,

employer or social welfare officers during the RTW

process.

Belonging to a Group

At the clinic the inpatients were divided into groups, and

counselling and training were provided both individually

and in groups. Belonging to a group was stated to be of

great importance, both the formally organized groups and

self-organized groups. Listening to other peoples stories

made them able to draw parallels to their own life and in

this way increase their own understanding. Discovering

that other people were in the same situation and they were

not alone with their experiences, enhanced a feeling of

companionship and security. Many of the participants had

interpreted their situation or complaints as very special,

and as a sign of their specific illness. Discovering that other

people were in a similar situation or had similar experi-

ences contributed to normalization of their own situation.

To be able to share their story gave them a broader per-

spective on their own situation and a feeling of not being

alone. Sharing of stories with other inpatients made them

also realize that they were useful for other people and they

could challenge each other and learn from each other’s

experiences. Different aspects of belonging to a group

appeared during the interviews. The participants who had

returned to work emphasized being each other’s sparring

partners and this facilitated their own reflections and self-

understanding. One man expressed it like this:

‘‘I tried to look into myself seriously, and I was

challenged by the others, especially by the other

participants. So adding up the counselling (by the

professionals) and the input from the other partici-

pants was a very good coaching situation for me.’’

Views on this differed as the DP group participants

emphasized to a larger degree the social aspects of the

group and the feeling of being in the same boat. Group

membership also helped the participants to feel confident

together with other people and dare talking about difficult

aspects of life. Many had been isolated during their sick

leave period and had experienced difficulties in talking to

people or take initiative to be together. Coping with the

social companionship in the group gave them increased

confidence with regard to the social companionship at

work.

Negative experiences with the group sessions also

appeared. Some of the participants in the DP group expe-

rienced the counselling group meetings as too challenging

and demanding, and they experienced the meetings as a

personal defeat. For them it was difficult to be in a group

with people that were motivated for RTW and therefore

received support from the professional team. This rein-

forced negative feelings within themselves, and they felt

like losers.

Support from the Employer

Some RTW participants underlined that support from the

employer contributed to a successful RTW, while lack of

support could have the opposite effect. Changing own

behaviour and thinking was the most important factor, but

support and adjustments at the workplace was also men-

tioned as a prerequisite for a successful RTW. One woman

put it like this:

‘‘I had a fantastic employer who paved the way for

my return. He asked me if I could do this or that.

They were fantastic at the workplace. They put so

much effort in keeping me so I got a lot of confidence

– when they take the chance I have to do my bit.’’

Discussion and Conclusions

This study indicates that learning processes allowing

increased self-understanding were essential elements in the

RTW process. The study shows that the two groups (RTW

and DP) valued different aspects of the rehabilitation pro-

gramme. The DP group valued positive encounters with the
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professionals per se, while the RTW group additionally

valued the opportunity to reflect on topics like self-

understanding. Positive encounters included being seen,

heard and taken seriously by the professional team, and

were described as a prerequisite for the learning processes

(changes) to happen. Increased self-understanding implied

increased awareness of own identity, values and resour-

ces. In addition, success in the RTW process seemed to

presuppose support from significant others like peer par-

ticipants, the employer and the social welfare system

(Fig. 1).

Increased Self-Understanding

In this study, a central issue for a successful RTW process

was increased self-understanding. The participants

expressed that during the rehabilitation stay they had

experienced a possibility for reconstruction of self. The

participants who had re-entered work, emphasized the

experience of increased awareness of own identity, values

and resources as an important step towards work. They

regarded themselves as competent and able to take control

over own life situation and thereby control over the reha-

bilitation process. They focused on how they could manage

everyday life despite pain rather than on pain relief and

cause of illness. The rehabilitation programme helped them

realize their own influence on the RTW processes. On the

other hand, participants who had become disability pen-

sioners externalised their problems and stated a view that

the treatment outcome had been more dependent on

external circumstances like the competence of the profes-

sional team or lack of support from employer. They

focused on pain relief and expected passive treatment

modalities to alleviate their pain, and getting well before

returning to work.

Nygård [34] points out that a central issue when trying

to understand our ways of handling the varied situations

with which we are confronted, is how we interpret and

construct ourselves i.e. what kind of understanding of self

we bring to these situations. He emphasizes whether a

person tends to construct himself or herself as an origin of

behaviour—an agent—an inner-directed person or as a

pawn—an outer-directed person who experience that there

are someone or something outside who is in charge of

control. Persons who for a long time have viewed them-

selves as pawns may find it challenging to change their role

to a more agent—oriented person. Our findings are in

accordance with Nygårds theories on agent-orientation

[34]. Participants who had re-entered work after rehabili-

tation focused on how to live in accordance with own

values and resources in spite of their pain and problems,

they had control over own life situation, while the dis-

ability pensioners expressed that success after the rehabil-

itation was dependent on external factors like the team, the

employer or pain relief. This creates a difference in the

purpose for which treatment strategies are implemented.

Explicit goal of pain reduction or improved pain manage-

ment might be substituted by methods enhancing self

understanding. This is in accordance with what Mc Crac-

ken et al. [35] found in rehabilitation of patients with

chronic musculoskeletal pain. Rehabilitation and RTW

processes are described as taking control over everyday

life, or as a desire and capacity to take charge of their life

situation [36, 37]. Fjellman-Wiklund et al. [38] describes

rehabilitation as a process where the ‘‘getting to know

myself’’ and ‘‘how can I be the one I want to be’’ are basic

Fig. 1 Valued elements of the

return to work process as

perceived by the participants in

the occupational rehabilitation

program
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conditions for a successful RTW. This study indicates that

the way I comprehend myself can be reconstructed, and this

is important in developing new strategies to handle life

situation and the RTW processes.

Our self understanding might be decisive for our health

and how we cope with illness and challenges in everyday

life. The question is whether the individual perceives

himself as an agent (internalising) or as a pawn

(externalising).

The shift from surrendering the authority about their

pain to health professionals to search for and find both

authority and answers in themselves is a major shift in

understanding. The participants told that active participa-

tion and time had been necessary for understanding and

feeling comfortable to make this shift. They needed to

experience and be assured that they had the answers within

themselves. Being told by others was not enough. This

demonstrates the importance of experience oriented

learning when entering a process in order to change beliefs,

behaviour and attitudes.

The participants acknowledged the group as an arena for

learning. The social setting was an arena for practising new

behaviour and recognition of own thoughts and emotions.

The experience of ‘‘being in the same boat’’ contributed to

normalization of symptoms and pain. This is in accordance

with other studies that have found that group support seems

to strengthen the empowerment and enhance the recon-

struction of identity by providing opportunities for self-

evaluation and comparison [39, 40].

Positive Encounters

Several of the participants had previously experienced

distrust from health personnel and this had led to reduced

self-confidence, a feeling of hopelessness and loss of work

ability. Stories were told about being stigmatised and not

taken seriously by health personnel. The rehabilitation

team had legitimated and acknowledged their pain and

problems and their social status as a person on sick leave.

The impact of positive interaction with professionals

regarding RTW has been underscored in previous studies

[41, 42]. Svensson et al. [42] found that when persons on

sick leave were asked about factors that hindered or pro-

moted RTW in general, they indicated positive and nega-

tive encounters with healthcare and social insurance

professionals as decisive. Examples of positive experiences

comprised being believed, taken seriously and considered

to be in the right, feeling that the professionals listened,

that they were supportive and/or encouraging, and showed

personal involvement and confidence in the person’s ability

to work [42]. This is in line with our findings. However, in

our study experiencing positive encounters without being

challenged enough on own self-understanding and without

enough support from significant others may seem to

increase the risk of disability.

Support from Significant Others

The experience of change in self-understanding and a

successful RTW as described by the participants occurred

as a result of self-reflection that led to increased awareness

of own identity, values and resources. This process was not

linear, but individual and complex, and was also related to

interactions with significant others (like peer participants,

employer, social welfare office etc.). The participants

emphasized the employers’ belief in their capacity and

resources and this facilitated the RTW process. Other

studies also emphasize the importance of perceived social

support in the RTW process [43, 44]. In this study the

employers’ capacity and will to reorganize the workplace

for the employees seems to be important but not sufficient

for a successful RTW.

Methodological Considerations

In this study we have back ground information of the

participants’ gender, age and work status. Knowledge

about education and previous employment might have been

beneficial in the interpretation of our results. Studies have

shown that socio-economic status like education and

income may be important predictors for RTW [16, 45]. The

participants who succeeded in returning to work might

have had a higher education and possibly also higher

capability of increasing own self-understanding. Our study

indicated furthermore that the participants who did not

succeed in RTW had a higher focus on biomedical causes

of their illness and experienced less control of their own

situation. This may also be explained by the individual’s

level socio-economic status. The participants were asked

about their experiences 3–4 years after their rehabilitation

stay. The time factor may represent a recall bias in what

was of most importance for their RTW process. The par-

ticipants might also have had a recall bias remembering

what could justify their own situation. None of the authors

were involved in the rehabilitation of the participants, but

LH presently holds a position at the rehabilitation center.

The author’s interest and knowledge in the field will

however have influenced the questions and dialogue in the

semi-structured interviews and the analysis.

Conclusions

Successful RTW processes seem to comprise positive

encounters, an opportunity for increased self-understanding

and support from the surroundings. Explicit focuses on
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topics like identity, values and own resources might

improve the outcome of the rehabilitation process. Use of a

group setting also seems to be of relevance. This study

indicates that medical knowledge alone is not sufficient to

help people to return to work. Health professionals working

with these patients probably need specific education and

training in educational methods to counsel patients to

increased self-understanding.

Open Access This article is distributed under the terms of the

Creative Commons Attribution Noncommercial License which per-

mits any noncommercial use, distribution, and reproduction in any

medium, provided the original author(s) and source are credited.
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