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General introduction

Work disability: focus on vulnerable workers with non-traditional employment

The substantial socioeconomic burden of long-term sickness absence in industrialized
countries has been underlined by various authors[1-7]. To illustrate, the total cost of
illness in Canada in 1998 was an estimated 159.4 billion Canadian dollars (~95 billion
Euros) with indirect costs due to short-term and long-term disability representing
6.2% and 20.2%, respectively, of the total annual cost[8]. Furthermore, in the UK
in 2007-2008 the annual economical costs due to absence from work amounted to
well over 13 billion pounds (~18 billion Euros)[9,10]. Notably, long-term absence
(20 days or more) accounted for a massive 40% of all time lost, costing 5.3 billion
pounds[10]. In addition, in 2009, at a cost of 16.8 billion pounds (~19 billion Euros)
absence from work remained a significant burden to the UK economy[11]. In line
with these figures, in the Netherlands, in 2008 sickness absence represented a
substantial financial burden for employers with costs amounting to nearly 11 billion
Euros[12]. Furthermore, the annual costs for work disability benefits paid by the
Dutch Institute for Employee Benefit Schemes in 2007-2008 were approximately
17 billion Euros[13] and even approaching an annual cost of nearly 20 billion Euros
in 2009[14]. To further illustrate, the total cost of neck pain in The Netherlands in
1996 was an estimated 535 million Euros[15]. Moreover, Lambeek and colleagues
estimated the total costs of back pain in 2007 at 3.5 billion Euros[1]. However, it was
not until recently, that sickness absence and related chronic health problems are
increasingly considered a public health problem in the general medical literature[16].
In line with this, prevention of (long-term) sickness absence and work disability is
nowadays an established topic in the field of occupational health care research.
Moreover, there is an upcoming need for evidence-based practise and clinical
practise guidelines among occupational health care professionals[17-22]. From
this perspective, development of evidence-based occupational health care can be
achieved, for instance, by identification of prognostic factors for work disability, by
development of theoretical (prognostic) models for return-to-work (RTW), and also
by development of (cost-)effective RTW interventions.
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Chapter 1

Focussing on RTW intervention research in particular shows that the majority of
developed RTW interventions assume the presence of a workplace to return to[23-
29]. However, although the ‘traditional’ labour contract (as an open-ended and
dependent full-time employment relationship) is still common, in many countries
important other, more flexible, forms of labour relations have developed during
the last two decades[30]. In the EU, the ‘non-standard’ employment rate in part-
time employment, temporary work, and self-employment (overlaps controlled)
increased from 17.5% (1998) to 22.3% (2008)[30]. Furthermore, in 1998 the private
employment agency industry constituted of close to 4.8 million agency workers
(fulltime equivalent on a daily basis) worldwide[31]. Ten years later, in 2008, the
number of workers in this industry had nearly doubled with 9.5 million agency
workers (full-time equivalent) employed by private employment agencies across
the globe[31]. Japan and the USA are the world leaders representing around 45%
of the global agency work market[31,32]. Europe is the leading regional entity,
accounting for 48% of global annual turnover, i.e. approximately 111 billion Euros, in
2008[32]. In addition, in the Netherlands, in 2008, nearly 3300 private employment
agencies provided 242,000 fulltime jobs (daily average number of FTEs). Hence,
in view of this international trend towards transitional labour markets with more
flexible employment relationships[33-35], the presence of a workplace to return
to when sick-listed is no longer self-evident for many workers. As a consequence,
workers without (relatively) permanent employment relationships, such as an
unemployed worker or a temporary agency worker, have an additional RTW burden
as they have (in most cases) no longer a workplace to return to when sick-listed. In
addition, these workers are characterised by an increased risk for (long-term) work
disability compared to employees[36-41]. In the Netherlands, the risk of becoming
long-term work disabled (> 18 months) with application for a disability benefit is
three times higher for these workers compared to employees[41], accounting for
40% of the long-term disability claims received by the Dutch Institute for Employee
Benefit Schemes[38]. Furthermore, in the past five years (2005-2010) the number
of paid sickness benefits for sick-listed workers with flexible labour arrangements
has doubled[40]. Also, vocational rehabilitation and RTW guidance for this group is
unsatisfactory[41-43]. A recent cohort study in the Netherlands showed substantial
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General introduction

differences in RTW patterns, i.e. 9 months after the first day of reporting sick only
16% of the group of sick-listed unemployed workers and sick-listed temporary agency
workers had attempted to RTW during the first 9 months, compared to 77% of the
group of sick-listed employees[43]. Ten months after the first day of reporting sick
only 8% of the group of unemployed workers and temporary agency workers were
actually working (partially or fully), compared to 66% of the group of employees.
Moreover, 27 months after reporting sick 71% of the group of sick-listed unemployed
workers and sick-listed temporary agency workers had not resumed working at all,
compared to 16% of the group of sick-listed employees[41].

Occupational health care for sick-listed workers without an employment contract
in the Netherlands

Although in many countries sick-listing can only occur when an individual is (gainfully)
employed, in the Netherlands the Sickness Benefits Act provides a social security
safety net for sick-listed workers without an employment contract. After approval of
the sickness benefit claim by the Dutch Social Security Agency (SSA) the sick-listed
worker receives a supportive income, which equals maximally 70% of the last daily
wage, with a ceiling at 189 Euros/day. Additionally, he/she is entitled to sickness
absence counselling and vocational rehabilitation by a team of occupational health
care (OHC) professionals of the SSA. Since there is no employer/workplace to return
to, the SSA is responsible to facilitate RTW. Furthermore, the SSA is responsible
for executing general obligatory OHC actions as dictated in the Dutch Improved
Gatekeeper Act, for instance making a (medical) problem analysis and formulating
a RTW action plan. Vocational rehabilitation is carried out by a team of OHC
professionals from the SSA, consisting of an insurance physician, a labour expert,
and a case-manager. The insurance physician of the SSA guides the worker according
to the guidelines for OHC of the Netherlands Society of Occupational Medicine. He/
she makes a problem analysis and advises the worker about recovery, e.g. health
promotion and RTW options, and, if necessary, he/she can advise and refer the
worker to work disability-oriented treatment, such as graded physical therapy.
The labour expert is responsible for vocational rehabilitation support. Based on a
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personal examination of the work abilities of the worker and expert knowledge of the
labour market, the labour expert advises the worker with respect to RTW options,
resulting in a RTW action plan. When the chance of work resumption in regular work
without additional vocational rehabilitation support is viewed as slim, interventions
such as referral to a vocational rehabilitation agency are offered to the worker. The
case manager of the SSA monitors the vocational rehabilitation process to evaluate
the progress. In case of an impeded (vocational) recovery/rehabilitation process the
case manager consults with, and, if necessary, refers the worker to the insurance
physician or the labour expert to identify and tackle the cause of this stagnation.
This can lead to alterations in the vocational rehabilitation guidance. The OHC by the
SSA ends when the insurance physician establishes full recovery of health and/or full
work ability, i.e. no functional work limitations (with or without actual RTW of the
worker). If the worker is still partially or fully work disabled after 18 months, then he/
she can apply for a long-term disability benefit at the Dutch Institute for Employee
Benefit Schemes (UWV). This is the same as for long-term sick-listed employees.

However, as already mentioned, the current vocational rehabilitation and RTW
guidance for the group of vulnerable sick-listed workers without a (relatively
permanent) employment contractis unsatisfactory. The aforementioned Dutch cohort
study[41,43], showed the following figures when comparing a group of 9-month
sick-listed workers without an employment contract with a group of 9-month sick-
listed employees: 47% of the sick-listed workers without an employment contract
reported having had no RTW guidance at all during the 9 months after reporting
sick, compared to 14% of the employees. Only 22% of the sick-listed workers without
an employment contract reported the making of a (medical) problem analysis,
compared to 67% of the employees. In addition, 23% of the workers without an
employment contract reported the making of a RTW action plan, compared to 63%
of the employees. And, finally, 47% of the sick-listed workers without an employment
contract reported having had no say in the proposed RTW actions versus 16% of the
employees. Hence, there is an urgent need for OHC, including (cost-)effective RTW
interventions, for these vulnerable workers without an employment contract or with

a flexible, non-standard, labour agreement.
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General introduction

A theoretical approach to RTW of sick-listed workers without an employment
contract

To date, a considerable amount of research has been done in the field of occupational
disability. And although there is thus far no commonly adopted paradigm for
RTW, many researchers in the field of occupational health have embraced the
biopsychosocial model as theoretical framework[44]. Founded on the biopsychosocial
model, the World Health Organization introduced the International Classification of
Functioning, Disability and Health (ICF)[45]. The ICF model is an integrative approach
proposing disability as a phenomenon resulting from a dynamic interactive process,
in which impairment in bodily functions and subsequent development of functional
limitations leads to restrictions at the participation level, all within the context of
medical, personal, and external factors. From this perspective, work disability can
be placed at the participation level. To further specify the external environment with
regard to work disability and RTW, Loisel et al. proposed a transdisciplinary case
management model, i.e. ‘the arena of work disability’. This arena of work disability
represents the actions of, as well as the interactions between, the main stakeholders
in the occupational disablement process and the accompanying systems from within
they act, i.e. the workplace system, the personal environment of an employee,
the health care system, and the compensation system[46]. Notably, although in
the biopsychosocial approach both disability and RTW are explained by a complex
relationship among a variety of factors, operationalization of the decision-making
process regarding sickness absence and work resumption is not embedded in the ICF
model. However, from a psychological perspective, sickness absence and RTW are
behaviours. The decision to be absent from work, i.e. to report sick, can thus be seen
as a decision-making process based on several factors, commonly referred to as ‘the
threshold for absenteeism’[47-50]. This threshold is different for each individual, and
is based on the following three factors: (1) the need to be absent, e.g. the presence
of severe health complaints; (2) the desire to be absent, e.g. job satisfaction and
organisational commitment; and (3) the opportunity to be absent, e.g. the presence
of inhibitory measures, such as waiting days or wage penalties in case of sick leave
abuse. Similarly, RTW can be viewed as a decision-making process. This is called ‘the
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threshold for RTW’ and is based on: (1) the need to RTW, e.g. sufficient recovery
from health complaints; (2) the desire to RTW, e.g. bonding with colleagues; and (3)
the opportunity to RTW, e.g. access to social-medical guidance and the possibility
of work adaptations. In figure 1 a conceptual model for work disability and RTW
for a worker without an employment contract is presented. This model is adapted
from the conceptual behavioural model for sickness absence and RTW, as proposed
by Hooftman[51]. In line with the biopsychosocial approach, besides the effects of
individual/personal factors, the effects of external factors are added to the model.
Furthermore, to take into account the fact that the presence of a workplace is not
self-evident for a sick-listed worker without an employment contract, having a bond
with a workplace is added to the threshold for reporting sick, and the availability
of a (therapeutic) workplace is added to the threshold for RTW. Additionally, based
on the ICF model, improvement in functioning and restoring activities, as essential
elements of (occupational) health care to achieve improvement in participation,
i.e. RTW, are integrated in the model. Finally, with regard to the decision to RTW, a
differentiation can be made, namely (1) the intention to RTW and (2) RTW behaviour.
This distinction originates from one of the most influential models of behaviour
change, the theory of planned behaviour or the derived ASE-model (Attitude, Social
influence and self-Efficacy)[52-56]. According to this model the intention to RTW
behaviour of a sick-listed worker is in itself influenced by attitudes (the positive and
negative evaluation by the worker with respect to the expected outcome of RTW
behaviour), social influence (beliefs of the worker about what others think of the RTW
behaviour), and self-efficacy (belief of the worker that he/she is capable to RTW).
Application of the ASE model for behaviour change has been extensively used for the
development of health-related prevention programs[57-60]. Moreover, literature
shows that the ASE model can also be applied in the field of OHC research[61-63]. As
an underlying theoretical framework for achieving RTW behaviour, it can be used for

the development of RTW interventions (Chapter 3).
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Figure 1. Conceptual model for work disability and RTW for a worker without an

employment contract.
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Chapter 1

To further clarify, the afore-described conceptual model can be illustrated as follows:
A 48-year old female worker with a low level education (=personal factors) has been
working in several jobs as a temporary agency worker for the past two years. Since her
divorce, approximately two years ago, she needs additional income as her alimony is
not sufficient for household maintenance (=external factor). For the past three months
she has been working fulltime as a factory worker in a food factory. This is physically
demanding work with frequent lifting and carrying of heavy boxes. She would like
to work as a shop assistant. However, due to her lack of work experience (=personal
factor) and the presence of a national economical crisis (=external factor), it is difficult
to find work, let alone finding suitable work that she wants to do. Since approximately
two weeks she has a severe pain in the lower region of her back without radiation.
Her general practitioner diagnoses her complaints as non-specific lower back pain.
He prescribes pain medication and refers her to a physical therapist. Additionally, in
view of the heavy work demands, he advises her to report sick (=medical care). She is
not happy with her work in the factory and she has already thought about reporting
sick. Being a temporary agency worker, she feels like an outsider at the factory
(=desire to report sick). One week after visiting the general practitioner, the severe
low back pain is still present and hinders her in all daily activities (=need to report
sick). Therefore, although she has two waiting days before she can receive sickness
benefit (=opportunity to report sick), she decides to report sick at the Social Security
Agency (SSA) (=perceived work disability). Because she is a temporary agency worker,
the food factory where she worked has no legislative responsibilities to continue
payment of wages during sick leave. In the Netherlands, the Sickness Benefits Act
provides for sick-listed workers without an employment contract (=external factor).
To approve her sickness benefit claim, she is invited to the consultation hour of the
insurance physician of the SSA. During this consult she explains that the low back pain
is still present. The prescribed pain medication and physical therapy have not (yet)
helped to (sufficiently) relieve her back pain. Activities such as bending and lifting
remain very painful. She explains to the insurance physician, that she is not able to
do her work (=perceived work disability). The insurance physician advises her to stay
active and to continue the physical therapy (=improving functioning) and to gradually
resume her daily activities (=restoring activities). He makes a note in her medical file

18
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that in case of persistent back pain with functional limitations during the follow-up
consult, he will discuss referral to a graded activity program with her (=occupational
health care). Three months later, she returns to see the insurance physician. The
back pain has improved (=need to RTW) and she has been able to resume her daily
activities. She has, however, not yet resumed working. Although she believes she
is able to RTW (=no perceived work disability), finding a suitable workplace proves
difficult. In order to gradually RTW, she would like to start with part-time work that
is not psychically demanding. However, being a temporary agency worker this is not
easy to realize (=opportunity to RTW). Also, the fact that she has to start in a new job
with new colleagues and a new manager makes her somewhat reluctant to go job
searching (=desire to RTW). The insurance physician wonders if OHC guidance of this

worker can be improved.

Participatory interventions for RTW

Next to mental disorders, musculoskeletal disorders (MSD) are the second most
common cause of work disability among both employees and workers without
an employment contract in the Netherlands[64-66]. Furthermore, findings in the
international literature show that workplace-based interventions are effective in
reducing sickness absence among workers with MSD[29,67,68]. More specifically,
participatory RTW interventions including a workplace component have shown
to be effective on work-related outcomes for sick-listed employees with low back
pain[69-71]. These participatory RTW interventions have their origin in participatory
ergonomics (PE), which has traditionally been used to reduce work-related MSD in
workplaces asaprimary prevention[72]. Typical of PE studiesis the formation of ateam
consisting of employees, managers, ergonomists, health and safety professionals,
and research experts. By working together workplace conditions can be improved
by active participation, by communication, and by consensus-based problem solving
among all stakeholders involved. In a recent study in the Netherlands, Anema and
colleagues showed that a participatory workplace intervention for RTW of employees
with subacute low back pain, based on a successful Canadian participatory RTW
program[69], was (cost-)effective compared to usual care[70]. This participatory
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workplace intervention comprised of a structured stepwise process to identify and
solve obstacles for RTW by the sick-listed employee and his/her supervisor, resulting
in a consensus-based implementation plan to facilitate RTW. The proposed solutions
for RTW can include aspects regarding work content, workplace, work organisation,
work conditions, and/or work environment. Key element in the intervention was the
presence of an independent RTW coordinator, who guides the process to achieve
consensus. This participatory RTW program resulted in significantly earlier RTW,
i.e. an average of 27 days. The estimated additional costs for one day earlier RTW,
compared to usual care, were 19 Euros[73]. Also, compliance and satisfaction with
the intervention were good for employees and OHC professionals. Furthermore, in
another recent Dutch study, Lambeek and colleagues showed that an integrated care
approach for sick-listed employees with chronic back pain (> 20 weeks of sickness
absence), consisting of a participatory workplace protocol and a graded activity
program, resulted in significantly earlier RTW, i.e. a median of 120 days earlier RTW
during 12-month follow-up, compared to care as usual[71]. Economic evaluation
showed that an additional 4 Euros needed to be invested in this integrated care
program for one day earlier RTW. Furthermore, the return-on-investment for this
integrated care intervention was estimated at 35 Euros[74], i.e. every Euro invested
will return an estimated 35 Euros. However, as mentioned earlier, current RTW
interventions are mostly workplace-based or contain at least a workplace component,
which assumes the presence of a workplace to return to. Hence, RTW interventions
specifically aimed at sick-listed workers without an employment contract, who
have (in most cases) no workplace to return to, are rare[75]. This is in contrast to
the fact that these type of workers represent a substantial and still growing part
of the working population[33-35,39,76]. Therefore, in view of the aforementioned
promising results with regard to the (cost-)effectiveness of a participatory RTW
intervention for sick-listed employees with low back pain, it seems worthwhile to
investigate the possibility of tailoring this participatory RTW program to the needs
and the specific (societal and personal) context of sick-listed workers without an
employment contract, e.g. temporary agency workers and unemployed workers.
And, subsequently, to investigate the feasibility, the effectiveness, and the cost-
effectiveness of such a newly developed tailor-made RTW intervention.
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Aim of this thesis

This thesis describes the development of tailor-made OHC for the vulnerable working
population who have no workplace to return to when sick-listed, i.e. workers without
an employment contract. A participatory RTW program, including the possibility of a
temporary (therapeutic) workplace, for temporary agency workers and unemployed
workers, sick-listed due to MSD, is introduced.

The main objectives of this thesis are:
1. To develop a participatory RTW program for temporary agency workers and
unemployed workers, sick-listed due to MSD.
2. To investigate the feasibility, the effectiveness, and the cost-effectiveness
of this newly developed participatory RTW program for temporary agency

workers and unemployed workers, sick-listed due to MSD.

The second chapter of this thesis concerns a sub-objective, namely:
To describe current OHC for sick-listed temporary agency workers and sick-
listed unemployed workers in the Netherlands, and to examine the applied OHC

interventions as possible determinants for RTW.

Outline of this thesis

This thesis is organized as follows: in chapter 2 the aforementioned sub-objective is
addressed by cross-sectional data analyses of a large cohort of sick-listed workers
without an employment contract who were, at baseline, at least 13 weeks sick-
listed. In chapter 3 the first main objective is addressed, i.e. the development of a
participatory RTW program for temporary agency workers and unemployed workers,
sick-listed due to MSD, is described. The Intervention Mapping protocol was used
to develop a theory- and evidence-based RTW intervention specifically tailored
for temporary agency workers and unemployed workers, sick-listed due to MSD.
To ensure participation and facilitate successful adoption and implementation,
important stakeholders were involved in all steps of program development and
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implementation. Results of semi-structured interviews and ‘fine-tuning’ meetings
were used to design the final participatory RTW program (chapter 3). Next, in the
chapters 4, 5, 6 and 7 the second main objective is addressed. In chapter 4 the design
of a randomized controlled trial to investigate the (cost-)effectiveness of the newly
developed participatory RTW program is described. Chapter 5 describes the effects
of the participatory RTW program on sustainable RTW and health-related outcomes.
The feasibility of the participatory RTW program is illustrated in chapter 6. The
reach and implementation of the participatory RTW program, the satisfaction and
experiences of all stakeholders involved, and the perceived barriers and facilitators
for implementation of the participatory RTW program in daily practise are presented.
Chapter 7 describes the cost-effectiveness of the participatory RTW program for
temporary agency workers and unemployed workers, sick-listed due to MSD, after

12-months of follow-up. Finally, chapter 8 presents the general discussion.
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Chapter 2

ABSTRACT

Background

In the past decade flexible labour market arrangements have emerged as a significant
change in the European Union labour market. Studies suggest that these new types of
labour arrangements may be linked to ill health, an increased risk for work disability,
and inadequate vocational rehabilitation. Therefore, the objectives of this study
were: 1. to examine demographic characteristics of workers without an employment
contract sick-listed for at least 13 weeks, 2. to describe the content and frequency
of occupational health care (OHC) interventions for these sick-listed workers, and 3.
to examine OHC interventions as possible determinants for return-to-work (RTW) of

these workers.

Methods

A cohort of 1077 sick-listed workers without an employment contract were included
at baseline, i.e. 13 weeks after reporting sick. Demographic variables were available at
baseline. Measurement of cross-sectional data took place 4-6 months after inclusion.
Primary outcome measures were: frequency of OHC interventions and RTW-rates.
Measured confounding variables were: gender, age, type of worker (temporary
agency worker, unemployed worker, or remaining worker without employment
contract), level of education, reason for absenteeism (diagnosis), and perceived
health. The association between OHC interventions and RTW was analysed with a

loglinear multiple regression analysis.

Results

At 7-9 months after the first day of reporting sick only 19% of the workers had
(partially or completely) returned to work, and most workers perceived their health
as fairly poor or poor. The most frequently reported (49%) intervention was ‘the OHC
professional discussed RTW’. However, the intervention ‘OHC professional made
and discussed a RTW action plan’ was reported by only 19% of the respondents.
The loglinear multiple regression analysis showed a significant positive association
between RTW and the interventions: ‘OHC professional discussed RTW’; and
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‘OHC professional made and discussed a RTW action plan’. The intervention ‘OHC
professional referred sick-listed worker to a vocational rehabilitation agency’ was

significantly associated with no RTW.

Conclusions

This is the first time that characteristics of a large cohort of sick-listed workers
without an employment contract were examined. An experimental or prospective
study is needed to explore the causal nature of the associations found between OHC

interventions and RTW.

BACKGROUND

New types of labour market arrangements and work disability

In the past decade flexible labour market arrangements have emerged as a significant
change in the European Union labour market. As a result the standard form of
production, i.e. employees with a fulltime permanent and regular job, has made
way to an upcoming of flexible workers, such as fixed-term employees and workers
without an employment contract[1-4]. Workers without an employment contract are
for instance temporary agency workers and unemployed workers. Studies suggest
that these new types of labour arrangements may be linked to ill health[1,3-10] and
an increased risk for work disability[2,4,11]. In the Netherlands, this is reflected in
the absenteeism pattern, which is characterised by a higher annual sick leave rate
for workers without an employment contract compared to employees (2004; 8,3%
temporary agency workers, 6,3% national mean)[12,13], and a lower outflow in the
first year of sickness absence with a higher inflow into a long term disability pension
after one year compared to employees (2004; 1,1% temporary agency workers,
0.76% national level)[14]. It is stated that one of the causes is a greater distance
to the labour market due to a larger proportion of workers with lower credentials,
lower income, more females, more (partly) occupationally disabled, and more
immigrants[2,13,15]. Another cause could be that occupational health care (OHC)
and return-to-work (RTW) guidance for workers without an employment contract
are inadequate[13].
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The Dutch Social Security System

There are many countries where sick-listing can only occur when an individual is
gainfully employed. However, in the Netherlands the Sickness Benefits Act provides
also for workers without an employment contract who become sick-listed. These
workers, i.e. unemployed workers and temporary agency workers, can apply for a
sickness benefit at the Social Security Agency (SSA) and receive 70% of their last daily
wage during the first two years of sickness absence. In the absence of an employment
contract there are no legislative mandates for these workers to be returned to
their previous/last job. Therefore, the SSA is also responsible for OHC, i.e. sickness
absence counselling and vocational rehabilitation of sick-listed workers without an
employment contract. The sickness absence counselling is done by an insurance
physician. The vocational rehabilitation is carried out by a team of OHC professionals,
consisting of the insurance physician, a labour expert and a case-manager.

To claim sickness benefit, the sick-listed worker is obligated to report sick within two
days after the start of sickness absence. He/she then automatically becomes entitled
to OHC by the SSA for the duration of the sickness benefit. Based on the cause of
sickness absence, i.e. diagnosis, the insurance physician of the SSA guides the worker
according to the accompanying Dutch guideline for OHC, formulated by the Dutch
association of occupational physicians. In addition, there are general obligatory
OHC actions as dictated by Dutch legislation, i.e. the Improved Gatekeeper Law. For
instance, summoning to consulting hours, discussing RTW with the sick-listed worker,
and advising about actual starting with work again. The visits to the SSA are not
voluntary. Not visiting the OHC professional and/or not cooperating with regard to
recovery and RTW is punished, i.e. payment of the sickness benefit is stopped. When
clients are 13 weeks sick-listed they have been invited to visit the insurance physician
of the SSA at least once. The aim of this first medical assessment is dual, namely to
certify sickness and thereby approving the sickness benefit claim, and a to make
a (medical) problem analysis with advising about recovery, i.e. health promotion,
and RTW possibilities. The insurance physician is not responsible for treating iliness.
This medical role belongs to the clients’ general practitioner and/or other involved
medical specialists. However, the insurance physician can advise and refer to work
disability oriented treatment/guidance, for instance graded physical therapy or work-
related psychological help.
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The OHC by the SSA ends when the worker is no longer sick-listed and the sickness
benefit ends. This moving from being sick-listed to ‘recovery’ can be initiated by
either the client or the insurance physician. The client can report being recovered
from illness and/or starting with work again, i.e. full RTW. The insurance physician
can establish full recovery of health and/or full work ability (with or without actual
RTW of the client). When the worker is still partially or fully work disabled after two
years, he/she can apply for a long-term disability benefit. This is the same as for long-
term sick-listed employees.

Flexible labour market arrangements: the temporary agency worker

Temporary agency work is a form of a flexible labour market arrangement. There
is a triangular relationship (as opposed to the bilateral relationship between an
employer and employee) between the worker, a company acting as a temporary
work agency, and a user company. The temporary work agency places the worker at
the disposition of the user company and the work is of temporary nature without a
labour agreement. This in contrast to a temporary worker with a fixed-term contract.
In the Netherlands, temporary workers with a fixed-term contract are viewed as
employees with legislative responsibilities for the employer regarding payment of the

daily wage and RTW guidance when the fixed-term employee becomes sick-listed.

Objectives

To date, only a few studies have been conducted with regard to OHC and RTW of
the group of sick-listed workers without an employment contract. Therefore, the
objectives of this study were: 1. to examine demographic characteristics of workers
without an employment contract who are sick-listed for at least 13 weeks, 2. to
describe the content and frequency of occupational health care interventions by the
insurance physician of the SSA for these sick-listed workers without an employment
contract, and 3. to examine the association between applied occupational health
care interventions and RTW for sick-listed workers without an employment contract,
accounting for possible confounding variables.
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METHODS

Cohort recruitment and data collection

This study was part of a series of Dutch researches regarding OHC and RTW among
employees and workers without an employment contract[16]. The study was
commissioned by the Dutch Ministry of Social Affairs and Employment and conducted
by the Netherlands Organisation for Applied Scientific Research (TNO) from May
2004 until June 2004. Inclusion criteria for the study population in this cohort study
were: workers without an employment contract, who had reported sick between
the first of August and the end of October of 2003 and who were at baseline at least
13 weeks sick-listed[16]. This 13 week period related to the registration of sickness
absence by the Dutch Social Security Agency (SSA) , which started 13 weeks after the
first day of reporting sick. A sample of 3.500 persons was random drawn by the SSA
from a total population of 14.854 workers without an employment contract, who had
reported sick between the first of August and the end of October of 2003 and were at
baseline at least 13 weeks sick-listed[16]. Using the available data of the population,
a non-response analysis was conducted to look at the possibility of selectivity of
the response (n=1077). Next, based on the registration by the SSA, the sample was
then divided into the following three representative subgroups: temporary agency
workers, unemployed workers, and remaining workers. This latter subgroup consisted
for instance of people who had partly a disability pension and worked partly as a
temporary agency worker. Only demographic variables were available at baseline.
Measurement took place 7-9 months after the first day of reporting sick, i.e. 4-6
months after inclusion. A questionnaire was send to the study population by mail by
the SSA in May 2004 and after one month a written reminder was sent to the study
population who had not returned the questionnaire. Due to privacy considerations
it was not possible to call the respondents if the received questionnaires were not
complete or if there was anything unclear. In total 1179 questionnaires (response
rate of 34%) were received. The three subgroups were then redivided based on the
type of worker as reported by the clients. Next, after analysing the reported first day
of sick leave (56 of the 1179 respondents had a first day of sickness absence which did
not fall between the first of August 2003 and the end of October 2003), and analysing
the type of worker (i.e. respondents with a full disability pension or an employment
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contract were excluded), the remaining group consisted of 407 temporary agency
workers, 402 unemployed workers, 235 remaining workers without an employment
contract, and 33 workers not classified (unknown). In conclusion, the cohort in
this study consisted of 1077 workers without an employment contract. The cohort

recruitment is summarised in figure 1.

From 13 weeks after reporting sick
registration of sickness absence
by the Dutch Social Security Agency (SSA)

[ |

First day of reporting sick between August 1st and October 31st of 2003

< =

workers without an
employment contract
sick-listed for at least 13 weeks
(N = 14854)

[

excluding doubles

=

N = 14764
2613 temporary agency workers
6608 unemployed workers
5543 remaining workers without
emnlovment contract

[

random sample

=

N =3500
1600 temporary agency workers
1600 unemployed workers
300 remaining workers

ol

response

N=1179
426 temporary agency workers
416 unemployed workers
301 remaining workers
36 not classified in questionnaire

1
analysing first day of sick-leave
analvsing tvoe of worker

N=1077
407 temporary agency workers
402 unemployed workers
235 remaining workers without
employment contract
33 not classified in questionnaire

Figure 1. Summary of the cohort recruitment of workers without an employment contract,
sick-listed for at least 13 weeks.
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Questionnaire

The self-reported questionnaire was developed by the Netherlands Organisation for
Applied Scientific Research (TNO) and modelled after a questionnaire to examine
OHC among employees, which was used four years earlier[17]. The first part of the
questionnaire gave information about RTW (full RTW was defined as working in
any type of job, i.e. work with or without a contract and the number of working
hours same as the last work before reporting sick), first date of sick leave, cause
of absenteeism (health complaint), perceived health, and employment status. The
second part gave information about occupational health care interventions carried
out by the insurance physician of the SSA. These questions related to obligatory
interventions, which were required according to Dutch legislation for OHC, i.e. the
Improved Gatekeeper Act (for an overview of the examined occupational health
care interventions see figure 2). Questions about the received occupational health
care interventions were answered with ‘yes’, ‘no’ or ‘do not know’. In the last part

demographic characteristics were asked, such as age, gender, and level of education.
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OHC professional discusses RTW

The insurance physician talks about RTW with the sick-listed worker. This is part of a
multicausal problem analysis, which in principal is made during the first consult. To get
insight in the following questions: why did the worker report sick and why is he/she
not able to work now? What actions has the sick-listed worker undertaken regarding
recovery and RTW? What are the RTW possibilities, now and the (near) future? What is
necessary to achieve (full) RTW, e.g. medical, health and/or vocational interventions?

OHC professional discusses training and/or education

The insurance physician assesses the necessity for training and/or education to
enhance the success of vocational rehabilitation with long-term RTW of the sick-listed
worker and discusses this with the worker. Advise and agreements made regarding
training and/or education as part of the vocational rehabilitation are described in a
RTW action plan. The insurance physician can refer the sick-listed worker to the expert/
agency concerned.

OHC professional discusses actual starting with work again

During the sickness absence period an evaluation by the insurance physician takes
places at regular intervals, minimally every 6 weeks. The insurance physician assesses
the progress regarding the recovery process and the work ability of the sick-listed
worker. When the health of the worker has sufficiently improved and work ability is
present, the insurance physician discusses actual starting with work again. This results
in advising about concrete RTW, i.e. type of work(place), number of working hours,
number of working days, and a time path.

OHC professional makes and discusses a RTW action plan

The insurance physician of the SSA makes a RTW action plan with the sick-listed worker.
This actions plan describes the actions to be taken aimed at achieving recovery and
RTW, including proposed RTW interventions, RTW in previous or other work(place), the
time path, responsibilities (who does what?) and, when applicable, advise regarding
(medical) treatment and/or (vocational) rehabilitation. The RTW action plan has to
be made after 8 weeks of sickness absence and also includes agreements regarding
evaluation of the formulated action plan. Evaluation and, when necessary, adjustment
of the action plan is required at least every 6 weeks.

OHC professional refers sick-listed worker to a vocational rehabilitation agency

The insurance physician assesses the distance to the labour market of the sick-listed
worker concerned. If needed another OHC professional can be consulted for this
assessment, for instance a labour expert of the SSA. If the chance of RTW in regular
work without intervention of expert vocational rehabilitation support is viewed as
slim, i.e. the ‘labour market handicap’ is significant, the insurance physician refers the
worker to a vocational rehabilitation agency.

Figure 2. Overview of examined occupational health care interventions.

Cohort study among sick-listed workers without an employment contract
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Statistical methods

Most data in this study were of a descriptive nature. All variables were on a
binominal or categorical level. Numbers and percentages were rounded to the
nearest point. Next, a model was built with loglinear multiple regression (listwise)
to identify which occupational health care interventions were determinants for
RTW, accounting for possible confounding variables and interaction effects. In the
first step, the possible determinants were selected one by one for significance. Next,
possible confounders were added to the model one by one. If a possible confounder
altered the beta coefficient of one of the selected determinants with 10% or more,
this confounder entered the model. For the selected determinants significance level
was reached when the p-value was < 0.05. In the last step, the possible interactions
between the confounders and the selected determinants were examined. If relevant
interactions were significant these were added to the end model. Before conducting
the loglinear multiple regression analysis the bi-variate (Spearman) correlations of
all the involved independent variables were checked to see whether or not problems
due to multicollinearity could arise. All analyses were performed using the SPSS 15.0

software package (SPSS Inc., Illinois, USA).

Modification of variables

Two variables were modified before analysing. The first variable was the way in
which the respondents had returned to work. They could choose from the following
options: not returned to work, returned to work on a therapeutic basis (partially
or complete), partially returned to work, and completely returned to work. For
analysing the RTW-rates, due to the small numbers of therapeutic return-to-work, the
variable was first converted into the following values: not returned to work, partially
returned to work (this included partial or complete therapeutic return-to-work), or
completely returned to work. Then, for the loglinear multiple regression analysis
RTW was modified into a binominal variable, i.e. returned to work (partially or
completely) and not returned to work. The second variable which was converted was
the reason for absenteeism, because a lot of the respondents filled in the category
‘remaining complaints’ instead of the categories cardio-vascular disease, mental

health complaints, or musculoskeletal complaints. When the health complaints were
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described or clarified in the category remaining complaints, if possible, the diagnosis
was manually reclassified by the researchers into one of the above mentioned

categories.

RESULTS

Baseline characteristics of the cohort

In table 1 the results, i.e. frequencies, are presented for gender, age, type of worker,
and level of education. Men and women were equally represented in this cohort
study (49% versus 51%). The mean age was approximately 41 years with 75% of the
workers equally distributed in the range between 25 and 54 years. Comparing the
bottom age range (15-25 years) with the top age range (= 55 years) showed that
the cohort consisted of more older workers. The youngest workers were with only
9% the smallest category. When looking at the level of education, more than half
of the workers had a low level education. Only 14% of the workers had a high level

education.
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Table 1. Baseline demographic characteristics of the cohort of workers without
an employment contract (n=1077).

Demographic characteristics Cohort (n=1077)
Woman 51%
Gender

Man 49%
15-24 year 9%
25-34 year 23%
35-44 year 28%
Age 45-54 year 25%
> 55 year 15%

Mean (sd) age (years) 41.1 (11.4)
Level of Low 54%
Education Average 32%
High 14%
Temporary agency worker 39%
Type of Unemployed worker 38%
worker Remaining worker 23%

Missing values (range) 3.1%-7.8%

Perceived health and RTW at 7-9 months after the start of sick leave

In table 2 the results are presented for perceived health and RTW. The most reported
reason for absenteeism was having musculoskeletal complaints (34%) The perceived
health (present, past and future) was in general poor. Only 18% of the workers
reported that their present perceived health was good or very good and most of the
workers experienced no change or even an aggravation of their health in the past 3
months (47% and 25% respectively). In addition, the majority of the workers were not
hopeful with regard to their health in the near future. Finally, looking at RTW showed
that 7-9 months after reporting sick, i.e. 4-6 months after inclusion/baseline, only
12% of the workers had completely returned to work and 7% had partially returned
to work , whereas 81% had not (yet) started working again.
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Table 2. Health variables and return-to-work measured at 7-9 months after
the first day of reporting sick.

Variables Cohort (n=1077)
Cardio-vascular 5%
Mental 23%
Health laint Musculoskeletal 34%
caith compfain Other 24%
Combination of complaints 14%
Very good 3%
Good 15%
Present
. Moderate 31%
perceived health ]
Fairly poor 36%
Poor 15%
0,
Perceived health Improved 29%
in the past Unchanged 47%
3 months Aggravated 25%
. Will improve 18%
He'alth expect.atlon No change 31%
in the coming " »
3 months Will aggravate 5%
Do not know 46%
Return-to-work Completely returned to work 12%
(7-9 months after Partly returned to work 7%
reporting sick) Not returned to work 81%
Missing values (range) 3.3%-3.8%

Content and frequency of the applied occupational health care interventions

In table 3 the content and frequency of the occupational health care interventions
carried out by the insurance physicians of the SSA are presented. The most reported
occupational health care intervention was ‘the insurance physician discussed RTW’
(49%; N=528). On the other hand, 46% (N=495) of the respondents reported not
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having discussed RTW with their insurance physician. The occupational health
care intervention ‘the insurance physician discussed actual starting with work’ was
reported by 28% (N=302) of the workers, whereas 69% (N=743) reported not having
received this intervention. Even more striking was the reported number of the
occupational health care intervention ‘the insurance physician discussed and made
a RTW action plan’, which is mandatory according to the Dutch Gatekeeper Act. Only
19% (N=205) of the respondents reported discussing and making of a RTW action
plan by their insurance physician, while 74% (N=797) of the workers reported that
no RTW action plan was made. And finally, ‘discussing training and/or education’ and
‘referral to a vocational rehabilitation agency’ were also interventions reported only
by a minority of the workers, respectively 13% (N=140) and 17% (N=183).

Table 3. Content and frequency of the occupational health care interventions

carried out by the insurance physicians of the Social Security Agency.

Workers without an

Occupational health care interventions
employment contract

by the insurance physician of the SSA

N=1077

Yes 49%
0,
Discussed RTW D /\;ok 46%
0 not know 5%
13%

Discussed training 25
. No 83%

and/or education D K
0 not know 4%
Discussed actual Yes 28%
starting with work No 69%
again Do not know 39%
Made and Yes 19%
discussed RTW No 74%
action plan Do not know 7%
e No 81%

rehabilitation
Do not know o
agency 2%
Missing values (range) 3.1%-4.6%
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Occupational health care interventions as determinants for RTW

To examine if the reported occupational health care interventions were associated
with RTW of the sick-listed workers without an employment contract, a loglinear
multiple regression analysis was conducted accounting for possible confounding
variables and interaction effects. Confounding effects were found for type of worker,
age, present perceived health, perceived health in the past 3 months, and health
expectation in the coming 3 months. No interaction terms were included in the end
model, since no important interaction effects were found. The results are presented
in table 4. In the first part of the table, without adjusting for confounding variables,
strong significant positive associations between RTW and reported occupational
health care interventions were found for: ‘OHC professional discussed RTW’; ‘OHC
professional discussed actual starting with work again’; and ‘OHC professional made
and discussed a RTW action plan’. A strong significant negative association with RTW
was found for the intervention: ‘OHC professional referred worker to a vocational
rehabilitation agency’. In the second part of the table, after adjusting for confounding
variables, a significant positive association with RTW remained for the occupational
health care interventions: ‘OHC professional discussed RTW’; and ‘OHC professional
made and discussed a RTW action plan’. The negative association with RTW, i.e.
no RTW, for the intervention: ‘OHC professional referred worker to a vocational
rehabilitation agency’ also remained significant. And finally, significant associations
were found between RTW and the background variables: perceived health and
age. Perceived good health was strongly associated with RTW (p=0.000), whereas
perceived bad health (p=0.000) and age > 55 years (p=0.021) were associated with
no RTW.
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Table 4. Associations between reported occupational health care interventions
and return-to-work, not adjusted and adjusted for the measured baseline
variables and health variables.

Association with RTW Association with RTW
Occupational health not adjusted for adjusted for
care intervention by confounding variables* confounding variables*
the insurance
physician 95.0% ClI ) 95.0% ClI .
OR for OR p-value  OR for OR p-value

Discussed RTW 1.644 1.142-2.368 0.008 1573 1.030-2.404 0.036

Discussed training g ga9 (1 570.1529 0694 0829 0451-1525 0.547
and/or education
Discussed actual

starting with work 1.982 1.387-2.833 0.000 1.003 0.659-1.526 0.990

again

Made and discussed 4 ggg 17552788 0002 1.869 1.164-3.002  0.010
RTW action plan

Referred to

vocational

rehabilitation

agency

0.424  0.248-0.725 0.002 0.521  0.285-0.953  0.034

*confounding variables: type of worker; age; present perceived health; perceived health in
the past 3 months; and health expectation in the coming 3 months

Results of the non-response analysis

The sample of 3.500 persons was random taken from a population of 14.854 persons.
On basis of the population data, provided by the SSA, we looked at the possibility of
selectivity of the response (N=1077). There were no important relative differences
between the response data used in this study and the available population data as
provided by the SSA. Therefore, we concluded that the non-response did not harm

the reliability of the data used in this study.
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DISCUSSION

The aim of this cohort study was to examine characteristics of workers without
an employment contract, sick-listed for at least 13 weeks; to examine OHC for
this group of sick-listed workers; and to examine the association between applied
occupational health care interventions and RTW. The sick-listed workers without an
employment contract in this study were characterised by a low level of education.
At 7-9 months after the first day of reporting sick most of the workers viewed their
(present, past and future) health as fairly poor or poor and the most reported reason
for absenteeism was having musculoskeletal complaints. Only 19% of the workers
without an employment contract had (partially or completely) returned to work,
whereas the majority (81%) of the workers had not (yet) started working again.

When looking at the reported occupational health care interventions, the most
frequently reported (49%) intervention was ‘the OHC professional discussed RTW'.
However, the intervention ‘the OHC professional discussed and made a RTW action
plan’, which is mandatory according to the Dutch legislation for OHC, was reported
by only 19% of the workers while 74% of the workers reported that no RTW action
plan was made by their insurance physician. Finally, a loglinear multiple regression
analysis showed a significant positive association between RTW and the reported
interventions: ‘OHC professional discussed RTW’; and ‘OHC professional made and
discussed a RTW action plan’. In addition, a significant negative association with RTW,
i.e. no RTW, was found for the intervention: ‘OHC professional referred worker to a

vocational rehabilitation agency’.

RTW of sick-listed workers without an employment contract

After 7-9 months only 19% of the sick-listed workers without an employment contract
had partially (7%) or completely (12%) returned to work, whereas the majority of
the workers had not (yet) returned to work. A comparable TNO study among sick-
listed employees[16] showed 7-9 months after reporting sick a RTW rate of 81%
(31% partially and 50% completely). With the remark that other study designs are
needed to further investigate this considerable difference in RTW rate, two possible
explanations for this phenomenon will be discussed. First, as mentioned earlier
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these workers represent a vulnerable group within the working population with a
greater distance to the labour market[2,13,15]. Finding a workplace and getting an
employment contract is therefore in any case more difficult for these workers. It is
also likely that being sick-listed adds to this already present ‘labour market handicap’.
This is supported by findings in international literature[18-20], indicating that the
work status before sickness absence is a prognostic factor for the duration of sick
leave and work disability. The presence of a workplace/employer to return to seems
to be an important factor in the success of RTW (Vermeulen et al., 2009, submitted).
Secondly, an important finding of this study is the relatively low amount of received
occupational health care interventions as reported by the respondents. These
interventions are obligatory according to Dutch legislation for OHC and in line with
this higher numbers could be expected. In this study all respondents were at least
13 weeks sick-listed and should have been invited to visit the insurance physician at
least once. However, summoning to consulting hours was reported by only 54% of
the respondents. Therefore, a low rate of visits to the insurance physician appears to
be an explanation for the low number of occupational health care interventions. On
the other hand, an important factor also seems to be insufficient OHC practise by the
professionals of the SSA. Obligatory interventions, such as making of a RTW action
plan, and discussing actual starting with work again, were reported by only 19% and
28% of the respondents respectively. If a low rate of visits to the insurance physician
would be the main reason for the low number of applied occupational health care
interventions, the number of reported obligatory interventions should be closer to

the found rate for visiting the insurance physician.

Association between RTW and received occupational health care interventions

The loglinear multiple regression analysis showed that the interventions ‘OHC
professional discussed RTW’ and ‘OHC professional made and discussed a RTW
action plan’ were positively associated with RTW. In addition, a striking finding was
the strong significant positive association found for RTW and the occupational health
care intervention ‘discussing actual starting with work again’, which disappeared
when adjusted for confounding variables. Further examination of the results showed
a strong association between the intervention ‘OHC professional discussed actual
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starting with work again’ and the (present) perceived health status, i.e. perceiving
health as good. Therefore, it is likely that experiencing a good and/or improved
health, as part of the recovery process, resulted in talking about actual starting with
work again (initiated by either the worker or the insurance physician of the SSA) and
eventually actual RTW.

Meaning of study findings in an international perspective

Workers with flexible labour market arrangements work in more hazardous
psychological and physical work environments (painful or tiring position, intense
noise, repetitive tasks) than employees[2], with higher hazard exposures, disease
risk and injury rates[11]. International literature also reports higher rates of
mortality among temporary employment and unemployment[21-25]. In addition, as
mentioned above, this vulnerable working population is characterised by a greater
distance to the labour market[2,13,26].

However, there are many countries where workers without an employment contract,
i.e. with flexible work arrangements, have no or only limited access to vocational
rehabilitation interventions[27-29]. From this perspective, the frequency of reported
occupational health care interventions found in this Dutch study, can even be
considered as high.

Looking at reviews concerning occupational health interventions and return-to-work
shows that most studies are aimed at 1. identifying prognostic factors regarding
RTW/[30-32]; 2. assessing the effectiveness of OHC intervention programs[33-41];
and 3. identifying the effective components of OHC intervention programs[32,42-44].
Many of these OHC intervention programs are workplace-based or at least contain
a workplace component. Also, literature suggests that employer participation,
a supportive work climate, cooperation between labour and management, and
work accommodations are important factors in facilitating return-to-work[32,44].
However, a major obstacle for the sick-listed worker without an employment contract
is the absence of a workplace to return to. In international literature the absence of
adequate OHC for the vulnerable workers without an employment contract or with a
flexible labour agreement is a rarely described problem. However, it can be expected
that this problem will only increase because the trend towards more flexible labour
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market arrangements is growing in West-European countries[1,2]. In our opinion,
this study contributes to knowledge, i.e. insight into current OHC practise, needed
for the development of adequate, i.e. tailor-made, occupational health care to
optimize vocational rehabilitation and RTW of the vulnerable workers with flexible
labour agreements.

Furthermore, the attention paid in this study to the vulnerable working population,
is also in line with the goals of the World Health Organisation (WHO), which aims at
‘OHC for all’ and a change of focus from occupational health to workers health.

Strengths

Strength of this study is its large sample size. It is the first time, that characteristics of
a large cohort of sick-listed workers without an employment contract are described,
in particular the amount of reported occupational health care interventions, and
actual RTW. Another strength of this study is the focus on a vulnerable group within
the working population, i.e. workers without an employment contract. In the
international literature this subject is rarely described in spite of the extent of the
problem; by definition, RTW will always be more difficult since sick-listed workers
without an employment contract have (in most cases) no workplace/employer to

return to.

Weaknesses

The first limitation of this study is the fact that all findings are based on self-reported
data. Therefore, the presence of recall-bias may have influenced the findings in this
study. It is possible that the respondents who had already successfully (partially
or completely) returned to work, i.e. only 19% in this study, remembered more
occupational health care interventions, resulting in an overestimation of the
associations between the reported interventions and RTW. On the other hand, due
to the low RTW rate, a lot of the respondents had more opportunities to receive
occupational health care interventions.

A second limitation is the possibility of a wrong estimation of the amount of applied
occupational health care interventions due to the fairly high number of non-

responders. However, we found no indication for this in the non-response analysis.
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And finally, the aim of this study was to describe the content and frequency of applied
occupational health care interventions and to examine the association between
these interventions and RTW. The causal nature of the associations found between
RTW and applied occupational health care interventions in this study needs to be
investigated in future research.

Research challenges for present and future

Given the fact that in this study only 19% of the sick-listed workers without an
employment contract had (partially or completely) returned to work 7-9 months after
the first day of reporting sick, there can be gained a lot by efforts reducing short- and
long-term sickness absence and work disability of these vulnerable workers[26]. A
potentially useful RTW intervention for sick-listed workers without an employment
can be e.g. the presence of a therapeutic workplace to return to. Because different
stakeholders are involved[45] and centralized coordination of RTW of the sick-listed
worker is essential[44], realizing structural collaboration and communication between
all stakeholders involved should be an important part of such an intervention.
Currently, based on the Intervention Mapping (IM) process[46-48], a participatory
RTW intervention was developed for workers without an employment contract sick-
listed due to musculoskeletal disorders (Vermeulen et al., 2009, submitted). Tailoring
of an RTW intervention to a specific target group with IM proved also to be successful
in other OHC research[49]. The new intervention is based on a previous developed
and successful participatory intervention for employees sick-listed due to low back
pain[50,51] and will be evaluated in an randomised control trial in the eastern part of
the Netherlands. To study the effect of a structured stepwise program for realizing a
RTW implementation plan and creating an actual therapeutic workplace as stepping

stone to permanent RTW.
CONCLUSIONS
It is the first time, that characteristics of a large cohort of sick-listed workers without

an employment contract are described, in particular concerning the content
and frequency of applied occupational health care interventions, RTW and the
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relationship between these. To explore the causal nature of these associations, an
experimental or prospective study is needed for the vulnerable working population,
i.e. workers without an employment contract. This should include further research for
the development of tailor-made occupational health care interventions to optimize
the frequency and content of these interventions and to evaluate the effect of these
interventions on RTW of the vulnerable workers.
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ABSTRACT

Background

In the past decade in activities aiming at return-to-work (RTW), there has been a
growing awareness to change the focus from sickness and work disability to recovery
and work ability. To date, this process in occupational health care (OHC) has mainly
been directed towards employees. However, within the working population there are
two vulnerable groups: temporary agency workers and unemployed workers, since
they have no workplace/employer to return to, when sick-listed. For this group there
is a need for tailored RTW strategies and interventions. Therefore, this paper aims to
describe the structured and stepwise process of development, implementation and
evaluation of a theory- and practise-based participatory RTW program for temporary
agency workers and unemployed workers, sick-listed due to musculoskeletal
disorders (MSD). This program is based on the already developed and cost-effective

RTW program for employees, sick-listed due to low back pain.

Methods

The Intervention Mapping (IM) protocol was used to develop a tailor-made RTW
program for temporary agency workers and unemployed workers, sick-listed due to
MSD. The Attitude-Social influence-self-Efficacy (ASE) model was used as a theoretical
framework for determinants of behaviour regarding RTW of the sick-listed worker
and development of the intervention. To ensure participation and facilitate successful
adoption and implementation, important stakeholders were involved in all steps of
program development and implementation. Results of semi-structured interviews

and ‘fine-tuning’ meetings were used to design the final participatory RTW program.

Results

A structured stepwise RTW program was developed, aimed at making a consensus-
based RTW implementation plan. The new program starts with identifying obstacles
for RTW, followed by a brainstorm session in which the sick-listed worker and the
labour expert of the Social Security Agency (SSA) formulate solutions/possibilities
for suitable (therapeutic) work. This process is guided by an independent RTW
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coordinator to achieve consensus. Based on the resulting RTW implementation plan,
to create an actual RTW perspective, a vocational rehabilitation agency is assigned to
find a matching (therapeutic) workplace. The cost-effectiveness of this participatory

RTW program will be evaluated in a randomised controlled trial.

Conclusions
IM is a promising tool for the development of tailor-made OHC interventions for the
vulnerable working population.

BACKGROUND

Participatory interventions and return-to-work

In the past decade in activities aiming at return-to-work (RTW), there has been a
growing awareness to change the focus from sickness and work disability to recovery
and work ability[1]. In line with this need for a (re)activating approach and the focus
on RTW, development of participatory occupational health care (OHC) interventions
has received growing attention in recent years[2-7]. To date, studies on the effect
of participatory OHC approaches on RTW are limited in number. Participatory
approaches in ergonomics as a primary preventive intervention have a longer history
and are more established[8-12]. However, when looking at OHC and RTW evidence
suggests that participatory ergonomic RTW interventions have a positive impact on:
musculoskeletal symptoms, reducing injuries and workers’ compensation claims, and
areduction in lost days from work or sickness absence[12]. It is to early to generalize,
but the found positive effects on RTW are hopeful[13-15] (Lambeek et al., 2009,
submitted). And although the elements of these participatory RTW interventions
that contributed most to the favorable outcomes cannot be established based on
the above mentioned studies, two key-elements have been suggested[15]. First, the
participation of all stakeholders involved in the RTW process, and second stimulating
involvement of the sick-listed worker can lead to greater patient control and greater
adherence to work modifications.

When looking at the development of participatory RTW interventions, these
interventions have to date mainly been directed towards employees[16]. But, within
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the working population in the Dutch Social Security System there is a vulnerable

group: workers who have no workplace/employer to return to when sick-listed.

The Dutch Social Security System

There are countries where sick-listing can only occur when an individual is gainfully
employed. However, in the Netherlands the Sickness Benefits Act provides for
workers who are sick-listed and have no (longer) an employment contract. When
these workers, i.e. unemployed workers and temporary agency workers, fall ill they
can apply for a sickness benefit at the Social Security Agency (SSA) and receive 70%
of their last daily wage during the first two years of sickness absence. However, since
there is no (longer) a labour agreement, there are no legislative mandates for these
workers to be returned to their previous/last job.

Temporary agency work can be considered an atypical and non-standard form of
employment. First, there is a triangular relationship (as opposed to the bilateral
relationship between an employer and employee) between the worker, a company
acting as a temporary work agency, and a user company in which the temporary
work agency places the worker at the disposition of the user company. And second,
the work is of a temporary nature without a labour agreement, this in contrast to
a temporary worker with a fixed-term contract. In the Netherlands temporary
workers with a fixed-term contract are viewed as employees and when sick listed the

employer has to pay 100% of the daily wage.

Risk for sickness absence and work disability

Sicknessabsence andrisk for long-term work disability for sick-listed temporary agency
workers and sick-listed unemployed workers is higher than for employees[17-19].
One explanation for this is the greater representation of persons with a higher risk for
work disability (i.e. lower education, female gender, non-natives and occupationally
disabled, i.e. people with developmental or acquired disabilities resulting in
occupational impairments)[20-23]. Also, vocational rehabilitation and RTW guidance
for this group is unsatisfactory[18,20]. For this group there is a need for tailor-made
RTW strategies and interventions (Vermeulen et al., 2009, submitted). However,
a participatory RTW program for sick-listed temporary agency workers and sick-
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listed unemployed workers is not available yet. Therefore, we wanted to develop
a participatory intervention for this vulnerable group of workers, sick-listed due to
musculoskeletal disorders (MSD). We decided for MSD because this is, next to mental
disorders, the second most common cause of work disability among both employees

and workers without an employer in the Netherlands[17,24].

Participatory RTW program for employees with low back pain as starting point

The successful participatory RTW program for employees 2-6 weeks sick-listed due
to low back pain[3,15] was the starting point. This program, based on participatory
ergonomics (PE)[8,9] consists of a stepwise process to identify and solve obstacles
for RTW by the sick-listed employee and his/her supervisor, resulting in a consensus
based implementation plan to facilitate RTW. Key element is an independent RTW
coordinator who guides the process to achieve consensus. This participatory RTW
program resulted in significantly earlier RTW; an average of 27 days. Furthermore,
compliance and satisfaction with the intervention were good for employees and OHC
professionals. To tailor this RTW program to the needs and specific context of the new
target group, i.e. sick-listed temporary agency workers and sick-listed unemployed
workers, and to enhance applicability and effectiveness of the program we used
Intervention Mapping (IM)[25,26]. This is a six-step iterative process intended to
integrate theoretical and empirical knowledge, including input and feedback from
multiple stakeholders. To date, IM has been mainly used for health education and
health promotion research. Recently, IM has been also applied in the field of OHC
and proved to be a promising tool for intervention development[6]. The aim of this
paper is to describe the IM process to develop a participatory RTW program for

temporary agency workers and unemployed workers, sick-listed due to MSD.

METHODS

Intervention Mapping (IM) describes the stepwise process for development of
theory- and evidence-based and practise-based interventions[25-28]. The basis for
IM is formed by three core processes: searching the literature for empirical findings;
assessing and using theory; and collecting and using new data. IM stimulates
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R1 involvement of stakeholders during the entire process of program development,
R2 implementation and evaluation.
R3
R4 PROGRAM PLAN for employees with low back pain
R5
R6 CORE PROCESSES: theoretical framework
R7
INTERVENTION MAP
R8
R9 v PRODUCTS TASKS
RlO > Needs assessment o |dentify the at risk population
o |dentify key stakeholders
Rll ® Assess needs and feasibility of PE for temporary
agency workers and unemployed workers sick-
R12 listed due to MSD
o |dentify key determinants (environmental
R13 and behavioural)
R14 Matrices of proximal o State expected changes in behaviour
program objective with and environment (proximal program objective)
R15 EVALUATION performance, learning o Specify performance objectives
4 and change objectives ® Specify determinants
R16 o Differentiate the target population and
stakeholders
R17 v e Create matrices of stated performance
objectives and formulated learning and
R18 change objectives
ng Theory-based methods ® Brainstorm possible methods to add or remove
and practical strategies from program plan
RZO v ® Translate methods into practical strategies
RZ]_ Program plan e Conduct context analysis to assess strengths and
weaknesses of new PE program
R22 ® Add or remove strategies from plan, considering
implementers, users and context
R23 ® Develop design documents
— v
R24 Adoption and ® Develop a linkage/support system
implementation plan ® Specify adoption and implementation
R25 performance objectives
o Specify determinants
R26 ® Create a matrix or planning table
i ® Write an implementation plan
R27
Evaluation plan ® Develop an evaluation model
R28 ® Develop effect and process evaluation questions
® Develop indicators and measures !
R29
R30
IMPLEMENTATION ¢
R31
332 Figure 1. Intervention Mapping process
- Intervention Mapping process for development of the PE program for temporary agency
R33 workers and unemployed workers, sick-listed due to MSD (based on Intervention Mapping
234 as described by Bartholomew and colleagues [25-27]).
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The Intervention Map itself consists of six steps and, to date, it has been used mainly
as a tool for the planning and development of health promotion interventions. IM is
an iterative and cumulative process. The program developer moves back and forth
between the steps and each step is based on previous steps. In this study, the starting-
point was the evidence-based RTW program already developed for employees sick-
listed due to low back pain, i.e. the participatory RTW program[3,15]. Next, IM was
applied to tailor this participatory RTW program to develop a theory- and practise-
based RTW program for a vulnerable group among the working population, i.e. sick-
listed temporary agency workers and sick-listed unemployed workers. The six steps
of the Intervention Map are described below. In addition, the whole IM process is

presented in figure 1.

Step 1 Needs assessment

The first step in IM is the needs assessment[25-27]. The key purpose of this step was
to assess the need for and feasibility of a new RTW program for sick-listed temporary
agency workers and sick-listed unemployed workers. The effectiveness of the
participatory RTW program has been shown in employees with low back pain[13-15]
(Lambeek et al., submitted). However, the target group and involved key stakeholders
in this study were significantly different. Therefore, exploration of relevant key
stakeholders involved in RTW of sick-listed temporary agency workers and sick-
listed unemployed workers in current practise, as well as the needs and feasibility
for this type of intervention was conducted. First, the most important stakeholders
were the sick-listed temporary agency worker and sick-listed unemployed worker,
i.e. the target group. Results from a survey were used to asses the needs among
these stakeholders (n=1077). Next, other important key stakeholders were identified
and interviews were held with these stakeholders. They consisted of decision makers
from the Social Security Agency (SSA) (n=3), representatives of the SSA involved in
policy regarding the Sickness Benefits Act and Unemployment Insurance Act (n=5), a
decision maker of the Dutch association of temporary work agencies (n=1), a decision
maker of a large temporary work agency (n=1), and representatives of vocational
rehabilitation agencies (n=3). Based on the needs assessment and a literature review,
the new target group (population at risk) and key determinants (environmental and
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behavioural) for the health problem were identified. Finally, based on this first step,

the desired program outcomes were formulated.

Step 2 Proximal Program Objective

Step 2 of IM is important, because in this step the expected change or program
outcome is stated, i.e. who and what will change as a result of the intervention?
The main objective of the new program, i.e. the proximal program objective, was
defined based upon the needs assessment (step 1) and a scientific analysis of the
health problem. Identifying the health problem and associated determinants
(environmental and behavioural) in the new target group/population at risk, provided
the basis of the new RTW program. Subsequently, performance objectives, learning
objectives and change objectives were stated. Finally, matrices were created of these

performance objectives, learning objectives and change objectives.

Step 3 Methods and Strategies

The purpose of step 3 of IM is to select suitable theoretical methods and practical
strategies to address the learning and change objectives formulated in step 2.
Theoretical methods are techniques derived from theory and research, while a
strategy is the practical application of a specific method. In selecting methods and
strategies several routes may be taken based on experience with theory and practise.
Reviewing of the literature showed that RTW of sick-listed temporary agency workers
and sick-listed unemployed workers is a rare topic, therefore the general theory
approach was used. In line with the development of a participatory RTW program
for stress-related mental disorders[6], the Attitude-Social influence-self-Efficacy
(ASE) model was chosen as underlying theoretical framework[29-31] for achieving
RTW behaviour. This ASE model is based on the theory of planned behaviour[29].
According to this model (see figure 2) the intention regarding RTW behaviour of a
sick-listed worker is determined by attitude (views, feelings and preferences of the
sick-listed worker regarding RTW), social influence (beliefs, safety, and support of a
social network regarding RTW of the sick-listed worker), and self-efficacy (belief of
the sick-listed worker that he/she is capable to RTW). In addition, the ASE model
includes the influence of barriers and resources, and knowledge and skills to achieve
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RTW. A review of the literature showed that the three main determinants: worker’s
attitude, social influence and self-efficacy all have been identified as prognostic
factors regarding RTW[32-37].

Next, based on the review of literature, a brainstorm session in the project group,
and input from key stakeholder derived from the semi-structured interviews, suitable
methods and strategies were chosen. This resulted in a matrix, matching the selected
methods and strategies for each determinant.

Attitude to RTW
Beliefs
Preferences
Motivation
Expectation

Social influence on RTW
Social support

Social pressure Intention to RTW
Safew - RTW "| (behaviour)
Equality

Self-efficacy to RTW
Beliefs
Confidence Knowledge Barriers and
ConFmI‘ and skills resources
Attribution

Figure 2. ASE model applied to RTW of a sick-listed worker
ASE model regarding RTW of a sick-listed temporary agency worker or a sick-listed
unemployed worker, based on the theory of planned behaviour [29].

Step 4 Program production

In step 4 it is important to verify that the program content matches with the
intended target group and program context. To assess the strengths and weaknesses
of a participatory RTW program for sick-listed temporary agency workers and sick-
listed unemployed workers, a context analysis was conducted[38]. Semi-structured
interviews were held with important stakeholders of the SSA, i.e. decision makers
(board and management; n=5), implementers (management and staff; n=5) and users
(insurance physicians and labour experts; n=17), and representatives of national
temporary work agencies (n=3). Questions were asked regarding the potential
benefits of the new RTW program, the complexity of this program, compatibility
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with daily practise, possibility to try it out, and directly visible results of the new
RTW program. Besides analysing the potential of the new program itself, it was
also important to take into account the specific factors of the context in which the
participatory RTW program will be implemented and used. Therefore, important
factors regarding each stakeholder and his/her environment were also analysed,
in relation to the individual person (knowledge and skills, self-efficacy, experience,
expectations, willingness to change, attitude towards new RTW program, and
attitude towards makers of the new RTW program) and the organisation in which
they worked (organisation culture, organisation standards and values, organisation
structure, degree of policy support, degree of preconditional support, and degree of
social and professional support). Each interview was tape-recorded and transcribed.
Participants signed a privacy agreement declaring: voluntary participation, no
transmittal of information to others, and permission for using this information for
the development of the program. The information from these interviews was then
used to tailor the participatory RTW program, taking into account the specific target
group, the implementers, the users and the specific factors concerning the context
in which the program will be applied. Subsequently, two focus group meetings were
held to fine-tune the draft version of the new RTW program. These focus groups
consisted of representatives of decision makers, implementers and users employed
by the SSA. Based on the matrices developed in step 2 and 3, the results of the semi-
structured interviews, and the input from the focus groups, a final version of the

participatory RTW program for the target group was developed.

Step 5 Adoption and implementation

Step 5 can be seen as a re-run through the previous IM steps, now focussing on
objectives, methods and strategies to ensure the adoption and implementation of
the participatory RTW program by the users. Anticipation of implementation is an
important factor, ideally starting at the beginning of the IM process. In this step it
is required to identify potential users, to formulate adoption and implementation
performance objectives for the program users, and to select methods and strategies
to achieve the necessary change in behaviour. To achieve successful adoption and
implementation in this study, instruction and coaching sessions were held among
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the users, i.e. OHC professionals. This was supported by purposely developed syllabi
with detailed information about the intervention, practical summaries and schemes,

and practice material.

Step 6 Evaluation plan

Step 6 is the anticipation of process and effect evaluation. The list of proximal program
objectives, i.e. the main objectives of the new program formulated in step 2, was
used as a guidance for the evaluation of the participatory RTW program effects. This
resulted in an evaluation plan with defined variables and corresponding evaluation

measures.

RESULTS

Step 1 Needs assessment

A longitudinal cohort study among sick-listed workers without an employment
contract[39-41], constituting of both temporary agency workers and unemployed
workers, was used to assess the need of a participatory RTW program for temporary
agency workers and unemployed workers, sick-listed due to MSD. Absence of an
actual workplace and decreased possibility for RTW in (temporary) adapted work
were considered major obstacles and a main reason for the absence of actual
RTW/[39-41]. Also, satisfaction with OHC by the SSA was moderate[40]. Sick-listed
workers without an employment contract reported receiving less OHC interventions
than sick-listed employees [39-41]. From their perspective, more could be done by
the OHC professionals of the SSA to facilitate RTW. For instance, a problem analysis
with making of a RTW implementation plan was viewed as an important OHC
intervention. However, only 20% of the sick-listed workers reported receiving this
OHC intervention[41]. In contrast to sick-listed employees, there is no legal obligation
for employers and temporary agencies regarding RTW support of sick-listed workers
without an employment contract. However, among these workers there was a need
for structural cooperation regarding RTW with responsibilities for all parties involved,
including employers and temporary agencies[41].
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Among the interviewed stakeholders, the need for a new and (cost-)effective RTW
program for sick-listed temporary agency workers and sick-listed unemployed
workers was commonly shared. Representatives of the SSA involved in policy
regarding the Sickness Benefits Act argued that there should be more focus on RTW
and on what a disabled worker still can do. Furthermore, decision makers from
the SSA emphasized that there is a need for more uniformity and evidence-based
interventions. Representatives of the SSA involved in policy regarding the Sickness
Benefit Act and Unemployment Insurance Act underlined the need for starting
earlier with OHC than current usual care, i.e. between 2 and 4 weeks after reporting
sick. In addition, many of the stakeholders viewed also the absence of a workplace
to return to a major obstacle for sick-listed temporary agency workers and sick-listed
unemployed workers. And although there is a need for (temporary) adjusted work
to facilitate RTW for these workers, this is not offered in practice. For the Dutch
association of temporary work agencies (ABU) it was important to emphasize “the
possibility for temporary work agencies to contribute to their social function and
relevance by participating in RTW programs for these sick-listed workers”. Since 2003
there is an official covenant between the SSA and the ABU, in which responsibilities
for RTW of sick-listed temporary agency workers have been stated. Major themes are
attention for the sick-listed temporary agency worker, offering a perspective regarding
RTW, and reducing sickness absence. For the decision makers of the SSA and the
ABU, minimizing the annual cost of benefit schemes was an important incentive.
However, according to the ABU, in daily practice “temporary agency staff are judged
on turnover, not on time-consuming rehabilitation support”. Moreover, knowledge
and experience regarding rehabilitation and RTW of sick-listed temporary agency
workers were limited among the temporary agency staff. Structural communication
to exchange information, knowledge and experience about OHC and RTW between
the SSA and temporary agencies, was viewed as an important and crucial factor
in the success of RTW programs for sick-listed temporary agency workers. One of
the interviewed vocational rehabilitation agencies had a collaboration with several
companies and offered directly available temporary workplaces. The other agencies
relied on their network of potential employers, to supply a suitable (temporary)
workplace. However, directly available workplaces among the employers in their
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network were rare. Because searching for a suitable (temporary) workplace and a
willing employer takes time, as a result of the interviews it became evident that a
financial incentive was needed for the vocational rehabilitation agencies. In figure 3

illustrating statements derived from the interviews with stakeholders are presented.

More attention for workers without employer: the vulnerable working population
“Although in recent years there has been a growing awareness of the importance of
prevention of occupational disability and development of effective RTW methods, the
focus has been mainly on sickness absence and work disability among employees.”
Decision maker of the SSA

Evidence-based medicine

“Having a structured and evidence-based RTW program, could increase the acceptance of
a new and more uniform work procedure by the OHC professionals.”

Decision maker of the SSA

Timing

“Nowadays the period between reporting sick and the first consult with the insurance
physician is to long. At the moment it varies between 9 and 12 weeks.”

Representative of the SSA involved in policy regarding the Sickness Benefits Act

Need for (temporary) adjusted work

“In practice temporary work agencies and users undertaking are often not able or willing
to offer an adjusted workplace. Providing an actual (therapeutic) RTW setting could be a
breakthrough.”

Decision maker of the Dutch association of temporary work agencies (ABU)

Communication link

“A more active involvement is needed, but when a person starts working for an user
undertaking, the temporary agency has limited insight in what happens on the work floor.
Therefore, influence on a work situation is very difficult.”

Decision maker of a large temporary work agency

Financial incentive

When a sick listed person can work with preservation of benefits, usually there is no need
for additional financial incentives for the employer. However, vocational rehabilitation
remains a commercial business. When there is no gain or profit, the agency will not
accept a client.”

Representative of a vocational rehabilitation agency

Figure 3. lllustrating statements derived from the interviews with stakeholders.
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Summarizing, based on the needs assessment it became clear that the strength
of the participatory RTW program was thought to be the consensus procedure to
stimulate an active role of the sick-listed worker, to enhance the motivation for RTW
and to ensure an adequate match between the temporary work and the capacities/
capabilities of the sick listed worker. The possibility of an actual workplace for
therapeutic RTW was also viewed as an important key element. Taking into account
appropriate incentives for all the stakeholders involved, it was believed to provide an
important contribution in RTW of this vulnerable group of workers.

Step 2 Proximal Program Objective

Proximal program objective

Basedonthe needsassessmentandaliterature review the proximal program objective,
i.e. the main objective of the new program, was formulated: reducing long-term sick-
leave and occupational disability for temporary agency workers and unemployed
workers, sick-listed due to MSD. Temporary agency workers and unemployed
workers with MSD should RTW early and safely by reducing obstacles for RTW and by
matching of personal capacities with work(place) demands. Obstacles for RTW can
be related to the workplace, work organisation, working conditions, social relations,
work environment (mental and/or physical workload), and personal abilities. In the
absence of a workplace to return to, a matching temporary (therapeutic) workplace

has to be created.

Target group and stakeholders

Important stakeholders for a participatory RTW program for sick-listed workers
without an employer appeared to be: the temporary agency worker or unemployed
worker himself/herself, the OHC providers, i.e. the insurance physician and
the labour expert from the SSA as well as the case-manager from the vocational
rehabilitation agency or temporary agency. And finally, an important stakeholder in
the new participatory RTW program was found to be the RTW coordinator[42], who
is an independent person who guides the process towards a consensus-based RTW
implementation plan. Involvement of all stakeholders was found to be important,
because they all play a key role in the success of RTW of this vulnerable group of

workers.
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Performance objectives

The selected performance objectives to reduce long-term sickness absence and
occupational disability among temporary agency workers and unemployed workers
sick-listed due to MSD are presented in figure 4. Eight performance objectives were
formulated for the target group, based on the structure of the participatory RTW
program developed for employees sick-listed due to low back pain.

Performance objectives for temporary agency workers and unemployed workers, sick-
listed due to MSD, to reduce long-term sickness absence and occupational disability

1. To learn the negative consequences of occupational disability and having long-
term sickness benefit as temporary agency worker or unemployed worker with a
musculoskeletal disorder

2. To learn about the benefit of therapeutic RTW

3. Tolearn about the importance of matching of a temporary adapted work(place)
design with personal abilities to achieve early RTW

4. To be able to identify and prioritise (physical and mental workload) obstacles for
early RTW

5. To be able to discuss/explain obstacles for a safe and early RTW with RTW-
coordinator and labour expert of the SSA

6. To be able to identify & prioritise solutions for obstacles for an early RTW

7. To be able to discuss solutions (related to physical and mental workload) for
early RTW with the RTW-coordinator and labour expert and achieving consensus
regarding solutions for RTW

8. To discuss about RTW implementation plan with RTW-coordinator and labour
expert

Figure 4. Performance objectives.
Performance objectives for temporary agency workers and unemployed workers, sick-listed
due to MSD, to reduce long-term sickness absence and occupational disability.

Determinants of performance objectives

After stating the performance objectives, the ASE model was used as a framework to
describe factors influencing a change in behaviour, i.e. achieving (therapeutic) RTW
of the temporary agency worker or unemployed worker. The identified determinants
for each performance objective were divided into personal determinants (risk
perception and knowledge, attitude, skills, self-efficacy, assertiveness, and outcome

expectations) and external determinants (safety and equality, and support).
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Learning and change objectives

Finally, based on evidence fromaliterature review and the needs assessment, matrices

were created of the stated performance objectives, and the formulated learning and

change objectives. Table 1 shows an example of learning objectives, which belong to

the performance objective: the temporary agency worker or unemployed worker will

discuss the RTW implementation plan with a RTW coordinator and a labour expert.

Table 2 presents an example of change objectives, which belong to the performance

objective: the temporary agency worker or unemployed worker is able to identify

and prioritise (physical and mental workload) obstacles for early RTW.

Table 1. Example of learning objectives

Performance Learning objectives
objective for

temporary

agency worker

or unemployed

worker

Attitude Skills Self-efficacy Assertiveness Outcome

expectations
To discuss Positive attitude Participate Confidence in Dare to Having
about RTW towards the in discussion own ability to participate appropriate
implementation consensus with RTW discuss with in discussion  expectations
plan with RTW  based RTW coordinator  RTW coordinator with RTW of
coordinator and implementation and labour and labour coordinator  (therapeutic)
labour expert  plan expert expert and labour RTW
expert

Own initiative/ Making of Confidence in

motivation for  realizable own ability to

(therapeutic) appointments comply with

RTW regarding appointments

persons in RTW

Belief in positive involved and implementation

outcome of time scheme plan

PE program for RTW

Learning objectives based on the combination of a performance objective and determinants.
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Table 2. Example of change objectives

Performance objective for temporary  Change objectives
agency worker or unemployed worker

Safety and equality Support
To be able to identify and prioritise RTW coordinator RTW coordinator provides
(physical and mental workload) provides clearness about tools to identify and
obstacles for early RTW PE process and his/her  prioritise obstacles (work
role related and personal

factors) for early RTW
RTW coordinator
provides clearness about
how to identify and
prioritise obstacles for
RTW

Change objectives based on the combination of a performance objective and determinants.

Step 3 Methods and Strategies

Suitable methods and strategies were selected based on a review of the literature,
a brainstorm session in the project group, and input from key stakeholders derived
from the semi-structured interviews. Next, these methods and strategies were
incorporated in the new RTW program. In table 3 the selected methods and
strategies are shown for the determinants risk perception and knowledge, skills and

self-efficacy.
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Table 3 — Theoretical methods and practical strategies

Determinant Methods from theory Strategy

Tools/materials

Risk perception Passive learning/ Providing written and
and knowledge providing information  verbal information

Active processing of Evaluating

information understanding
Skills Guided practise Guided practise
Evaluation

Letter sent to W about
research

IP explains about
personal risk of
occupational disability
and ending in long term
sickness benefit scheme

Researcher explains
participatory RTW
program in phone call
and sends invitation
with folder, IP also
explains in first consult.

RC explains participatory
RTW process to W and
guides the RTW program

IP instructs inventory of
RTW obstacles to W as
home assignment

Inventory of RTW
obstacles in RTW
intervention program

W practises explanation
of obstacles to LE with
RC

Practise thinking in
broad outline during
brainstorm session with
RC

RC provides post-it notes
to stimulate thinking of
multiple solutions

RC checks at the end
of the brainstorm
session with W if the
appointments in the
RTW implementation
plan are realizable
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Self-efficacy Positive reinforcement Providing feedback SIP and RC focus on
personal abilities
and capacities of W
regarding RTW

Evaluation RC performs an
evaluation with W by
phone

Matrix of selected theoretical methods and practical strategies for the determinants risk
perception and knowledge, skills, and self-efficacy, identified for the PE program.
W = temporary agency worker or unemployed worker, IP = insurance physician,
LE = labour expert, RC = RTW-coordinator

Step 4 Program production

Context analysis

From the interviews with the users, i.e. OHC professionals (insurance physicians and
labour experts from the SSA), it became evident that clear information about and
adequate training in using the participatory RTW program was considered important.
To avoid delay in starting with the program, appointments had to be made to ensure
a quick consult with the insurance physician and labour expert. Additionally, avoiding
too much paperwork and supplying adequate computerised support to follow the
RTW program were mentioned as relevant success factors. Realizing sufficient
support by the staff of the SSA and a structural communication link between all
participants by appointing case-managers were also seen as crucial elements.
Furthermore, work pressure in daily practise was perceived high and the OHC
professionals argued that explicit appointments had to be made with management
to ensure sufficient time for implementing and using the new RTW program. Another
important precondition was the presence of a RTW perspective for t