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ABSTRACT

Purpose: There are substantial costs associated with sickness absence and struggling at work however
existing services in the UK are largely restricted to those absent from work for greater than six months.
This paper details the development of an early Vocational Advice Intervention (VAI) for adult primary
care consulters who were struggling at work or absent due to musculoskeletal pain, and the structure
and content of the training and mentoring package developed to equip the Vocational Advisors to
deliver the VA, as part of the Study of Work and Pain (SWAP) cluster randomised trial.

Methods: In order to develop the intervention, we conducted a best-evidence literature review,

summarised evidence from developmental studies and consulted with stakeholders.

Results: A novel early access, brief Vocational Advice Intervention was developed consisting of case
management and stepped care (3 steps), using the Psychosocial Flags Framework to identify and overcome
obstacles associated with the health-work interface. Four healthcare practitioners were recruited to deliver the

VAI; three physiotherapists and one nurse (all vocational advice was actually delivered by the three
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physiotherapists). They received training in the Vocational Advisor role during a four-day course, with a

refresher day three months later, along with monthly group mentoring sessions.

Conclusions: The process of development was sufficient to develop the VAI and associated training package.
The evidence underpinning the VAI was drawn from an international perspective and key components of the

VAI have the potential to be applied to other settings or countries, although this has yet to be tested.

KEY-WORDS

Musculoskeletal; work; Case management

BACKGROUND

Across Europe sickness absence from work costs approximately 2.5% of Gross Domestic Product [1] and in
Britain it costs the economy an estimated £15 billion per year, including lost productivity or output, time spent
on sickness absence management and healthcare [2]. A major cause of sickness absence is musculoskeletal pain
[3], and sickness absence in those with musculoskeletal pain is associated with increased physical and mental
health morbidity [4-5] which in turn, can affect levels of function, quality of life, family and other relationships
[6,7]. Individual and societal costs are likely to increase as populations grow and age [1].

It is widely recognised that the longer an employee is off work, the lower their chances of
returning to work and the greater their risk of job loss [8-9]. Consequently, there is consensus that early
intervention with good vocational advice can prevent longer-term absence and disability in those with
musculoskeletal disorders [10]. Early intervention can also reduce the length of sickness absence by facilitating
early return to work, and improve the chances of sustained retention in work [10, 11] thus providing a cost-
benefit for employers, health purchasers and providers of wage replacement benefits [10].

Models have been developed to underpin the delivery of high
intensity, multidisciplinary vocational rehabilitation, and descriptions of these interventions have been
summarised in systematic reviews [12]. There is also evidence summarising the specific components necessary
for vocational rehabilitation in those who have been away from the workplace for a longer period [10].
However, many of these studies either deliver vocational advice within the workplace, are focussed on those
with longer term absence or describe complex multidisciplinary interventions which are difficult to implement
in clinical practice outside the clinical trial environment [13]. Although early intervention is advocated to
prevent employees transitioning from short-term to longer-term absence [10], it is not clear exactly what an
early intervention should include, or what models should underpin its delivery. The delivery seems particularly
problematic: it is known that adoption rates for complex interventions in primary care are low [14], so it is
important to take appropriate steps to ensure fidelity between the evidence and what is actually delivered.

The Study of Work and Pain (SWAP)
trial was delivered in six general practices in the United Kingdom and aimed to determine whether the addition

of an early vocational advice service to best current primary care could reduce work absence in patients
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consulting their GP for musculoskeletal pain who were either absent from work or struggling to remain in work
because of their pain [15-17]. The trial demonstrated that the Vocational Advice Intervention (VAI)
significantly reduced days absent over 4 months and was cost effective compared to best care [16]. This paper
details the development of the early VAI, and describes the structure and content of the training and mentoring
package developed to equip the Vocational Advisors (VAs) to deliver it. It is a companion paper to three other
papers, the SWAP trial protocol paper [15], the SWAP trial results paper [16] and a qualitative paper exploring

the acceptability of the VAI to general practitioners, the vocational advisors and patients [17].

METHODS

The development of the VAI and the associated training and support package to equip the VAs to deliver it was
consistent with the new Medical Research Council guidance on developing and evaluating complex
interventions [18]. Existing evidence and theory was identified by conducting a review of current literature and
policy documents and new evidence was developed through developmental studies. In addition, stakeholders

were consulted.

Best-evidence review of literature and policy documents

A best-evidence review of current research evidence, policy documents and grey literature was conducted in
order to identify best practice, and methods that have been used successfully to promote working with health
conditions [e.g., 10, 19, 20, 21, 22]. These publications were collated and discussions between the team then
identified the salient points, which were then taken into account in designing the VAI. These were that: 1) the
VAI needed to be delivered early; 2) patients should be accessed easily, for example, via the GP as many people
off sick and struggling at work consult with a GP; 3) the VAs needed to work collaboratively with patients to
identify and provide practical solution to help them to remain or return to work; 4) the VAI should involve all
stakeholders, although this is particularly challenging when intervening early.

The structure, format, content and methods of delivery of the VAI training were informed by
evaluations of training offered to healthcare professionals [17] as part of two previous trials, STarT Back [23]
and IMPaCT Back [24]. Additional sources included; (i) peer reviewed publications and evidence based
guidelines [e.g., 17, 22, 25- 27]; (ii) existing training in vocational case management, occupational health and
vocational rehabilitation (e.g. GS has contributed to the development and delivery of Salford University Masters
modules in the UK); (iii) relevant codes of practice and standards [e.g., 28]; (iv) competencies [e.g., 21]; and (v)

recommendations for training [e.g., 29].

Evidence from developmental studies

Members of the research team conducted a number of developmental studies which informed the design of the
intervention. The first study, investigating trends in GP sickness certification over time helped identify the need

for a VAI located in primary care [30]. A qualitative interview study among healthcare professionals showed
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that physiotherapists were more likely to ask patients about work than GPs, that there was a tension between
GPs’ perceived roles as patient advocate and gatekeeper to sickness benefits, and that both GPs and
physiotherapists felt frustrated about the limited control they had over the patient’s workplace [31]. The third
study used data from a cohort study to assess the outcomes of sickness certification for patients presenting with
back pain in general practice. This indicated that receiving a sick not does not necessarily benefit patients as
clinical outcomes were similar between those receiving and those not receiving a sickness certificate (aside from
anxiety which was higher in those receiving a sickness certification) and sickness certification was associated
with increased costs, mainly due to productivity losses [32]. Finally, a prospective cohort study among 505
employees (public sector organisations in the UK) identified reasons why people might struggle at work. The
results demonstrated that whilst health variables accounted for the largest proportion of explained variance,
work characteristics and conditions of employment, as well as an individual’s perceptions of work were also risk
factors for absence and reduced performance in the workplace [33]. This work highlighted the need for the VAI

and guided the decision to locate the VAI in primary care, staffed with non-medical health professionals.

Consultation with health professionals and patients

In order to guide the development of the VAI, a number of consultations were held between 2010 and 2012, to
gain the views of representatives from key stakeholder groups. These consultations were held at Keele
University, participants were provided with an overview of the research question and proposed methods of the
SWAP trial. Facilitators then presented the topics for discussion and supported these discussions through
summarising key points and feeding back to the group to ensure that views were accurately represented.
Meetings took place with six local GPs and a multidisciplinary Clinical Advisory Group (CAG) including
physiotherapists, GPs, rheumatologists and a vocational case manager. Stakeholders were part of already
established clinical advisory groups affiliated with the Arthritis Research UK Primary Care Centre and members
were invited by letter to participate. The purpose of these meetings was to provide clinical opinion, specifically
on aspects of the intervention development. In addition, two Patient and Public Involvement and Engagement
(PPIE) meetings were held in 2010 and 2012, with individuals who had experience of living with
musculoskeletal pain. Both meetings allowed PPIE members to discuss the design of the SWAP trial, and the
potential implications for patients taking part, with suggestions for amendments to maximise participation and
also consideration of the content of the VAI and whether it was likely to address the vocational advice needs of
those working with musculoskeletal pain. The findings from the literature review, developmental studies and
stakeholder meetings were used to inform decisions regarding (i) the target group of the intervention(patients);
(ii) the underlying model driving the content of the intervention; (iii) the mode of delivery of the intervention;
(iv) who was to deliver the intervention; (v) the structure, content and methods of delivery of the training and

mentoring package.

RESULTS
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(M The target group of the intervention

The target group of the intervention was identified as a result of the developmental work, it consisted of working
age adult primary care consulters who were employed (paid) and who were currently absent for less than 6
months duration (either GP or self-certified absence) due to musculoskeletal pain, or who were assessed by their
GP or nurse practitioner as struggling with work due to musculoskeletal pain. The results of the literature
review highlighted the costs to individuals and society of sickness absence and struggling at work. Although the
literature supports early intervention, at the time the SWAP trial was designed existing services in the UK were
largely restricted to those absent from work for greater than six months (e.g., via Jobcenter Plus). This was also
an issue highlighted by the consultations with clinicians, with many concerned that patients needed to spend six
months away from the workplace before they were able to access any occupational health support through
national schemes. This concern was compounded when consideration was given to people employed in Small
and Medium Enterprises (SMEs), with just 34% of SME employees having access to occupational health
services [34], which leaves a significant proportion of people without adequate support. In order to address this,
the new ‘early’ intervention designed as part of the SWAP trial needed to be available to people who were likely
to fall into this gap in service, i.e. those who were absent from work for less than six months, and were either

self-employed or employed at any type of organisation.
(ii) The content of the vocational advice intervention

From the literature review it was clear that people who fail to enter, stay at, or return to work don’t generally
have a more serious health condition or a more serious injury than those who return to work [22]. They tend to
have common health problems. In principle those problems should be manageable, but health, personal,
psychological, and social / occupational obstacles can severely impede recovery and participation [22]. Thus the
VAI needed to take into consideration occupational, psychosocial and health related obstacles to work.

The Psychosocial Flags model of management of the heath and work interface was
developed to aid the understanding and identification of obstacles to work participation [22]. A practical
framework developed from the Psychosocial Flags model [22] recommends that a biopsychosocial health and
work assessment is conducted to identify an individual’s obstacles to staying at work (SAW) or returning to
work (RTW). This should focus in particular on three categories of obstacles to SAW/RTW: Yellow flags:
individual patients’ thoughts, feelings and behaviours about their health and personal capabilities in dealing with
symptoms; Blue flags: perceptions of work and its potential impact on symptoms and work capability; Black
flags; aspects of the working conditions and wider social-economic context (principally concerning factors
outwith the person’s sphere of influence) [22]. Once obstacles to work have been identified, they should be
addressed by developing a plan to overcome those obstacles - combining optimum clinical management,
vocational rehabilitation and organisational interventions [10] and by following biopsychosocial principles —i.e.
by including elements which aim to increase activity levels and restore function (biological), change behaviour,
shift perceptions, attitudes and beliefs in personal and work life (psychological), and provide support with the
involvement of the employer where appropriate (social) [20]. The literature suggested that it is helpful to work
with the employee and key stakeholders to problem solve and develop an individualised written plan to
overcome any health and work related obstacles [22]. This should clearly describe the level, type and frequency
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of any interventions, including the next steps, persons’ responsible and agreed timelines.

In order to facilitate a timely,
safe and sustained RTW a written RTW plan can be negotiated. This could involve transitional work
arrangements (temporary modifications to the job), such as a gradual return to the original job using staged
increases in hours and days worked, a return to partial duties of the original job, modifications to the workplace
or work equipment, or temporary/permanent redeployment to another job, as appropriate [22]. Throughout the
process, the employee should be central to the SAW/RTW process because a successful outcome is unlikely
without their ownership of their work and health situation and their commitment to the plan [35]. If there are
health related obstacles to SAW/RTW [20], the plan might include facilitating timely access to new or existing
work-focused health care services. More detail about potential obstacles to SAW/RTW and what the VAIs were
to do to overcome them can be found in Table I. As part of the VAI,
the patient’s situation and progress was regularly re-evaluated until SAW/RTW was achieved or until they were

discharged. Patients were discharged by the VAs if:

1. The patient did not wish to continue

2. The obstacles to SAW/RTW were not modifiable by the VAs (e.g. bullying or harassment
issues, litigation) in which case the patient was signposted to more appropriate support
services

3. Assustained RTW (defined as maintenance of work for one month) had been achieved

4. The patient felt able to manage their health condition in the context of their work

5. The patient had been absent from the workplace for a total of six months, at which point they
were directed towards other appropriate services (e.g. Jobcentre Plus)
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Table I: Common obstacles to SAW /RTW and the actions the VAs were to take to overcome them.

Flag Description Obstacles Potential actions
Yellow | Primarily e Unhelpful/erroneous beliefs and e  Provide reassurance and a rational explanation
psychological in nature expectations about their health e  Set realistic expectations
and clinical in focus e Poor expectations of recovery e Dispel myths
and encompass e  Preoccupation with health e  Provide advice and support to return to or remain active
people’s beliefs about | o WWorry/distress/anxiety/depression | »  Facilitate referral to health care providers and liaise to ensure health care interventions are
their health problem e Fear of movement timely, appropriate and rehabilitation/work focused.
(kinesiophobia) e Build self-efficacy
e Passive coping strategies e Refer back to the GP if further clinical support was needed e.g. mental health assessments
e Liaise and maintain communication with employers
e Suggest suitable adjustments at work
Blue Refer primarily to e Unhelpful beliefs about the e Build the importance/value of work.
perceptions of work relationship between work and e  Convey positive but realistic messages about participant’s ability to work.
(e.g. relationships with health (e.g. the belief that one has | «  Gently challenge unhelpful/erroneous beliefs about health and work and their inter-
managers, control over to be pain free before returning to relationship
workload) work, or that it is not possibleto | o Provide evidence-based advice and information
do a manual job, with low back e Encourage patients to remain or return to activity, including work related
pain), o movements/activities and to RTW, as soon as is possible.
e Fear of re-injury e Provide the GP with accurate information about the patient in order to inform the process of
Physically demanding job issuing a Fit Note (https://www.gov.uk/government/collections/fit-note), if required
e High job demands o Refer to workplace occupational health (if available)
*  Low expectations of resuming e Facilitate the patient to develop a RTW plan in collaboration with key stakeholders.
work e Identify a person in the workplace the patient could talk to i.e. line manager
e Low job.satisfaction e Agree areturn to work plan/implement graded return to work
* Lowsocial support e Maintain regular contact with workplace
e Encourage attendance at work meetings/social events
e Use transitional work arrangements i.e. modified duties
Black | Refer to more objective | e  Misunderstanding/disagreements | ¢  Identify key stakeholders (employee, GP, other health care providers, employers and any

features of workplace,
such as working
conditions and sickness
absence

with employers

Financial and/or compensation
problems

Lack of family
support/inadequate support

other stakeholders) and their role in SAW/RTW facilitation

Take into account different stakeholders views, provide coordination, facilitate
communication and co-operation in order to overcome modifiable obstacles and to ensure a
goal-oriented approach to achieving specific work retention and an early and sustainable
RTW
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entitlements/policies

Social isolation/dysfunction
Unhelpful company policies or
procedures

Broader determinants of poor
health and work impairment such
as housing or financial concerns
(e.g. wage replacement benefits,
debts).

Empower the patient to liaise with the workplace or liaise directly with the workplace, in an
open and transparent way, with the purpose of identifying issues, agreeing the RTW plan
and addressing modifiable obstacles.

Arrange a worksite visit and meeting, if necessary.

Use a problem solving approach to tackle obstacles

Emphasise ability not disability and manage expectations around symptoms and work
Encourage the workplace to consider adaptations or changes to the patient’s work situation,
transitional work arrangements (phased return to specific restricted duties, flexible working,
access) or a change in job role and responsibilities (DH/DWP, 2008) if indicated

Ensure a timely start to the RTW process

Signpost to information/services for help with wage replacement benefits, debt, housing,
legal and other issues.

This table is adapted from ‘Tackling Musculoskeletal Problems: a Guide for the Clinic and Workplace — Identifying Obstacles Using the Psychosocial Flags Framework’

[22].
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(iii) The mode of delivery of the vocational advice intervention

Vocational case management involves providing coordination, facilitating communication, and working
collaboratively with treatment providers, the employee, the workplace and any other key stakeholders, to ensure
a goal-oriented approach to achieving work retention and an early and sustainable return to work, and has been
shown to be an effective RTW intervention, which can reduce healthcare costs, treatment duration, time off
work, and improve worker productivity [36].

The Psychosocial Flags Framework incorporates the principles of stepped care, which is a
suitable model of healthcare delivery when people cannot reliably be stratified to the most appropriate level of
care in the first instance. In stepped care the interventions are sequenced so that the intensity, complexity, and
costs of care are guided by each patient’s observed outcome [37]: patients access the lowest (least intensive,
complex, costly and burdensome) step first and only progress (step up) onto the next step if they do not benefit
from simpler first-line intervention, show inadequate response or can be accurately predicted not to benefit [22].
Stepped care enables patients’ progress to be regularly reviewed and acted upon to allow the intervention to be
stepped up or stepped down [10]. In the SWAP study the steps consisted of: step one: initial phone call; step
two: subsequent phone calls and/or a face to face appointment; step three: further face to face appointments
(including an optional worksite visit), with the VAs commencing with the initial phone call and only “stepping
up” support for participants when necessary. Because the VAI in the SWAP study was an early intervention, the
research team anticipated that many patients would only require step one, an initial telephone call to develop
and agree the SAW/RTW plan. There is evidence to suggest that telephone based vocational advice, when
delivered by appropriately trained professionals, can help a substantial proportion of people to self-manage their

health problem and may also facilitate RTW [38]. Further details of the steps are reported in table I1.
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Table I1: The steps in the VAI

Step one

Step two

Step three

The initial telephone call: All patients referred to the service were to receive a
telephone call from a VA. It was envisaged that evidence-based advice,
information and support might be all that was required for some patients and
that they would successfully SAW/RTW after one or more telephone calls. The
VA’s were to identify patients who required further support to address
modifiable obstacles to SAW/RTW (e.g. if patients were not confident to
SAW/RTW and/or couldn’t specify when they would RTW), in which case,
arrangements were made to “step-up” to a face-to-face meeting in order to

provide these patients with additional support.

Subsequent phone calls and/or a face to face
appointment: Following the initial phone
call, further phone calls and/or a face to face
appointment were to be scheduled, as
appropriate. The face-to-face appointment(s)
were to take place at the GP practice, at a
mutually convenient day and time. The
duration of these appointments was to be

flexible, depending on what was required.

Further face-to-face appointments
(including an optional worksite visit): If
more than one face-to-face appointment
was indicated then these were to be
arranged. In addition, the VAs were to
conduct a worksite visit/meeting if
identify

problem solves difficulties,

required, in order to issues,
agree and
implement an action plan and agree the

RTW goal.
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(iv) Determining who should deliver the vocational advice intervention

Communication between different stakeholders (e.g. the worker, employer, healthcare professionals) and
coordination in the RTW process can be challenging [39]. It has therefore been argued that a healthcare
professional (HCP) could act as an intermediary, by facilitating communication, by gaining a good
understanding of the employee’s needs, liaising between other HCPs and the employer and by visiting the
workplace [39]. A review and stakeholder consultation of early interventions in primary care to prevent long-
term incapacity for work suggested that vocational support can be delivered by a multidisciplinary team or by a
single HCP [35]. However, it is considered important that the vocational case manager is not the caring
clinician, because HCPs with a clinical role can revert to delivering health care, rather than focusing on
vocational case management [36]. Some studies have used a combination of HCPs from different professional
backgrounds or a combination of HCPs and non-HCPs [36], but it seems the skill base of successful vocational
case managers is more important than their professional training or background [36]. It was felt that HCPs
offering the VAI needed to become integrated within general practice, be able to navigate the health care system
and have credibility with health care providers, patients and employers when giving information and advice
about managing health conditions in the workplace. The number and types of professionals involved in
providing vocational advice in the UK are limited compared to those in the US and many other countries. Most
people in the UK do not have access to vocational rehabilitation or occupational health through their workplace,
and as such their GP and primary care team are their main source of advice about work [34]. The intention in the
SWAP trial was therefore to embed the intervention into existing primary care, thus we wished to find out if we
could successfully train the range of personnel available in this environment, (GPs, Allied Health Professionals
(AHPs) and nurses), at a reasonable cost. Findings from the literature review and meetings with clinicians
suggested that GPs did not feel able to take on the role of delivering the VAI, given the limited duration of GP
consultations and the demands on their time. It was felt instead, that AHPs and nurses would be ideally placed to
take on the VA role and earlier developmental work suggested that physiotherapists may be well placed to adopt
this role as they already ask about work [32]. The role was therefore advertised to nurses and AHPs. Four
healthcare practitioners were recruited to be trained to deliver the VAI; three physiotherapists and one nurse (all

vocational advice was actually delivered by the three physiotherapists).

(v) The location of the VA service

There is support for locating a vocational intervention within a Department for Work and Pensions (DWP)
facility [40]. However, there is an argument for the delivery of vocational advice to be seen as clearly
independent of the fit note and benefits system, a view that was strongly supported by PPIE members during the
stakeholder meetings. The location of a vocational intervention also impacts on the timing of the intervention,
primary care enables early access whereas services sited elsewhere tend to result in late contact. Whilst primary
care and occupational health may both be appropriate settings in which to identify people struggling at work,
most people in the UK do not have access to occupational health through their work, their GP and primary care
team are therefore their main source of advice about work [19, 41]. In the SWAP study the VAs were therefore
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embedded within the GP practices in order to intervene early, develop close working relationships and ensure

good communication with primary HCPs.

(vi) The structure, content and methods of delivery of the training and mentoring package

The literature suggests that GPs and physiotherapists lack adequate training or expertise in how to assess or
manage work related issues [42] and their clinical practice is not always in keeping with evidence based
guidelines when it comes to advice about work and health [43]. In order to ensure the VAs were able to deliver
evidence-based vocational advice and support based on the Psychosocial Flags Framework [22], stepped care,
and case management, the research team developed a bespoke training package, built on the VAs’ existing
expertise as HCPs, in order to equip them with the necessary skills to identify obstacles to SAW/RTW and
support patients by collaboratively developing and implementing a plan to overcome them.

The training was designed to take into account the biopsychosocial nature of the
intervention, the VAs’ professional background, the study population, and the UK context (e.g. social security
system, and employment law and practice). The training addressed a number of learning objectives relating to
the key attitudes, knowledge, skills and behaviours that were deemed essential for effective delivery of the VAI.

See Table 111 for further information about the knowledge and skills included on the training course.
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Table I11: The key knowledge and skills included on the training course

Knowledge

Skills

o Epidemiology of presenteeism and sickness absence

e The value of work to health

e Evidence concerning the relationship between work and heath and what works
in vocational rehabilitation and vocational case management

e Vocational case management and how it differs from the clinical role and from

clinical case management

The Flags model of health and work

Obstacles to SAW/RTW

Stepped care

The hierarchy of RTW goals

How to overcome obstacles to RTW

Key internal and external stakeholders (the likely drivers of their behaviour,

their possible concerns and roles) and considerations when communicating with

stakeholders (when, why, who and how)

e Best practice in developing a RTW plan

e Best practice in organising and conducting a worksite visit/meeting

e Relevant sickness absence and employment related legislation, policy and
practice

e UK work and social security system context

o Resources-written information, online resources and other services

e When and how to discharge

Communication skills and motivational interviewing

How to explain the VA role and service

Obtaining consent

Eliciting relevant information in order to ascertain the patients work and health

situation and any obstacles to SAW/RTW

Making sense of assessment finding and identifying obstacles to SAW/RTW

e Correcting unhelpful beliefs about the value of work to health or the relationship
between work and health (e.g., through the provision of verbal and/or written
evidence based information)

e Conducting the telephone consultation and face to face meetings and completing

the computer and paper based documentation

Responding to frequently asked questions or concerns

Collaborative goal setting

Case management

Problem solving RTW - action planning, monitoring and modifying plans

Developing a written RTW plan

Providing information and signposting patients to additional sources of information

or assistance

e Setting up, conducting and following up after a work site visit/meeting
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The methods of training delivery were based on a previously developed approach to training AHPs in good
management of musculoskeletal pain [44]. They included self-directed study, Powerpoint presentations, case
based discussion, paper based activities, role-play, demonstration and computer based activities.

In terms of the duration of training, Hanson et al. [36], for instance, delivered 14 days training to
vocational case managers. However, it was neither feasible nor necessary for the VAs in this study to have this
intensity of training because of their existing skills and understanding, the nature of the VAI (early and largely
telephone based), and the less complex needs of this study population (at work but struggling or very early in
their sickness absence). The training in SWAP therefore consisted of a face-to-face course delivered over four
days, one day per week for four weeks, with a refresher training day three months later. Training was provided
by an experienced Consultant Physiotherapist (GS) with clinical, teaching, research and service development
expertise in vocational rehabilitation and in developing and delivering training and mentoring packages as part
of clinical trials [44]. The VAs were given written resources to support them in developing their knowledge
and skills and to use with their patients.

Studies have highlighted the value of ongoing support (e.g. mentoring) after initial training
programmes are complete [45]. In light of this, mentoring for the VAs in the SWAP study was provided to help
ensure the VAs put into practice what they had learnt (fidelity) and continued to do so over the longer term
(sustainability). Mentoring served to consolidate and further develop the VAs knowledge, skills and confidence
and to support them to “embed” the skills learnt in training into clinical practice. The VAs received monthly
mentoring sessions as a group lasting 1.5 to 2 hours throughout the 12 month duration of the trial. The
mentoring was delivered by the trainer who provided the VA training course (GS) and also by a clinical/health
psychologist (CM) with experience of the clinical/occupational interface in the context of musculoskeletal
management, and expertise in training health-care professionals in psychologically informed practice [27, 46]. A
variety of methods were used iteratively to maximize the effectiveness of mentoring (e.g. role play; discussion,
sharing of information and resources), discussion focused on the VAs’ patient cases, implementation of the VAI

and any themes that the VAs were struggling with.

DISCUSSION AND CONCLUSIONS

There were both strengths and limitations to the method of intervention and training development. Whilst we did
not use formal methods such as intervention mapping, the process of intervention and training development was
consistent with the new Medical Research Council guidance on developing and evaluating complex
interventions [18]. Evidence was drawn from developmental studies; literature and policy documents;
consultation with health professionals and patients, but a formal systematic review was not conducted and at
times it was difficult to draw firm conclusions because evidence in some areas (early intervention, delivered by
primary care clinicians) was limited.

The development process led to a number of conclusions: the VAI
needed to be implemented as early as was feasible (before six months absence from work); people struggling at
work face the same sort of obstacles to staying at work as those on short-term absence do for return to work; the
intervention needed to be accessible to those who are “at risk” of work absence due to their pain condition as
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well as those who are currently sick-listed; the intervention needed to be clearly independent of the fit note and
benefits systems; the intervention should be staffed by individuals with a knowledge of NHS healthcare; the
VAl should adopt the Psychosocial Flags Framework approach to management of the heath and work interface;
incorporate the principles of stepped care along with a case management approach; be primarily delivered
through the telephone; involve work accommodations; the training package should aim to equip the VAs to
deliver the VAI by paying specific and systematic attention to identifying and overcoming modifiable obstacles
to SAW/RTW; and regular mentoring meetings should be scheduled to ensure that VAs are supported to deliver
the VAI consistently. A VAI was subsequently developed which incorporated all of these elements, along with a
training and mentoring package to support the VAs to deliver it.

Previous examples of integrated health and occupational support
and early interventions in Sweden and the Netherlands have led to fewer days work absence, earlier return to
work and reductions in health care use [47, 48], but many studies focus on the workplace only and not the
interface between health and work, few have tested interventions to manage work absence in those with health
conditions [48, 49] and few have been conducted in the UK. Of those studies that have tested interventions to
manage work absence in those with health conditions [48, 49], the Fit for Work Service pilots tested different
models of delivering vocational advice however only 21% of referrals came from general practice [49]. A more
recent UK study aiming to provide vocational advice in primary care lacked GP engagement leading to poor
recruitment [50]. The SWAP trial was therefore the first to provide an early VAI, embedded in UK general
practice, to people with musculoskeletal pain, a leading cause of work absence. The results of the trials showed
that the Vocational Advice Intervention (VAI) significantly reduced days absent over 4 months and was cost
effective compared to best care [16], however, exploratory subgroup analysis in those participants with <10
days absence vs >10 days but <6 months absent at baseline found that the intervention was more successful in
those with the longer absence duration. These results suggest that a VAI might be better targeted to those with
more than 10 days (2 working weeks) of absence. The VAI was developed in the context of UK primary care,
however, the evidence underpinning the VAI was drawn from an international perspective and the key
components of the VAI (case management, stepped care, Flags model) therefore have the potential to be applied
to any country where there is access to primary care or occupational healthcare. Whilst this intervention has not
yet been tested in other settings or countries the publication of the development and content of the VAI means
that it can more easily be tested for generalisability. Full results of the SWAP randomised trial, which tested the
VA, have recently been published [16].

Conflict of interest statement
Author G. Sowden, Author C.J. Main, Author D.A. van der Windt, Author K. Burton and Author G. Wynne-

Jones declare that they have no conflict of interest.

Page 16 of 20



REFERENCES

10.

11.

12.

13.

Eurostat. Population structure and ageing. http://ec.europa.eu/eurostat/statistics-
explained/index.php/Population_structure_and_ageing. Accessed 8" November 2017

Black C, Frost D, Health at work — an independent review of sickness absence. The Stationary Office.
2011

ONS. Sickness absence in the labour market. 2016
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/labourproductivity/articles/sicknes
sabsenceinthelabourmarket/2016. Accessed 8th November 2017

Jansson C, Mittendorfer-Rutz E, Alexanderson K. Sickness absence because of musculoskeletal
diagnoses and risk of all-cause and cause-specific mortality: a nationwide Swedish cohort study. Pain.
2012;153(5):998-1005

Helgesson M, Johansson B, Nordgvist T, Lundberg I, Vingard E. Sickness absence at a young age and
later sickness absence, disability pension, death, unemployment and income in native Swedes and
immigrants. Eur J Public Health 2015;25(4):688-692

Marmot M, Allen J, Goldblatt P, et al. Fair society, healthy lives: the Marmot review — strategic review
of health inequalities in England post—2010. London: University College London, 2010. Available at:
www.marmotreview.org/ AssetLibrary/pdfs/Reports/FairSocietyHealthyLives.pdf Accessed 8
November 2017

Froud R, Patterson S, Eldridge S, Seale C, Pincus T, Rajendran D, Fossum C, Underwood M. A
systematic review and meta-synthesis of the impact of low back pain on people’s lives. BMC
Musculoskel Dis 2014;15:50

Waddell G, Burton AK. Occupational health guidelines for the management of low back pain at work:
evidence review. Faculty of Occupational Medicine. 2000;51(2):124 — 135

van Duijn M, Eijkemans MJ, Koes BW, Marc A, Koopmanschap MA, Burton AK, Burdorf A. The
effects of timing on the cost-effectiveness of interventions for workers on sick leave due to low back
pain. Occup Environ Med. 2010;67(11):774-750

Waddell G, Burton AK, Kendall N. Vocational Rehabilitation: what works, for whom, and when? The
Stationery Office: 2008

Loisel P. Intervention for return to work-what is really effective? Scand J Work Environ Health 2005;
31(4):245-247

Vogel N, Schandelmaier S, Zumbrunn T, Ebrahim S, de Boer WE, Busse JW, et al. Return-to-work
coordination programmes for improving return to work in workers on sick leave. Cochrane Database of
Syst Rev. 2017; doi: 10.1002/14651858.CD011618.pub?2.

Williams-Whitt K, Itmann UB, Amick B, Munir F, Tveito TH, Anema JR the Hopkinton Conference
Working Group on Workplace Disability Prevention. Workplace Interventions to Prevent Disability
from Both the Scientific and Practice Perspectives: A Comparison of Scientific Literature, Grey
Literature and Stakeholder Observations. J Occup Rehab. 2016;26(4):417-433

Page 17 of 20


http://ec.europa.eu/eurostat/statistics-explained/index.php/Population_structure_and_ageing.%20Accessed%208th%20November%202017
http://ec.europa.eu/eurostat/statistics-explained/index.php/Population_structure_and_ageing.%20Accessed%208th%20November%202017
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/labourproductivity/articles/sicknessabsenceinthelabourmarket/2016
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/labourproductivity/articles/sicknessabsenceinthelabourmarket/2016

14,

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

Lau R, Stevenson F, Ong BN, Dziedzic K, Treweek S, Eldridge S, Everitt H, Kennedy A, Qureshi N,
Rogers A, Peacock R, Murray E. Achieving change in primary care—effectiveness of strategies for
improving implementation of complex interventions: systematic review of reviews. BMJ Open
2015;5:€009993. doi:10.1136/bmjopen-2015-009993

Bishop A, Wynne-Jones G, Lawton SA, Van der Windt D, Main C, Sowden G, Burton K, Lewis M,

Jowett S, Sanders T, Hay EM, Foster NE and on behalf of the SWAP study team. Rationale, design and
methods of the Study ofWork and Pain (SWAP): a cluster randomised controlled trial testing the
addition of a vocational advice service to best current primary care for patients with musculoskeletal
pain. BMC Musculoskel Dis. 2015; 15:232

Wynne-Jones G, Artus M, Bishop A, Lawton S.A, Lewis M, Jowett S, Kigozi J, Main C, Sowden G,
Wathall S, Burton A.K, van der Windt D.A, Hay E.M, Foster N.E; the SWAP Study Team.
Effectiveness and costs of a vocational advice service to improve work outcomes in patients with
musculoskeletal pain in primary care: a cluster randomised trial. Pain. 2017;159(1):128-138

Sanders T, Wynne-Jones G, Nio Ong B, Artus M, Foster N. Acceptability of a vocational advice
service for patients consulting in primary care with musculoskeletal pain: A qualitative exploration of
the experiences of general practitioners, vocational advisers and patients. Scand J Public Health. 2017:
doi: 10.1177/1403494817723194

Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and evaluating
complex interventions: the new Medical Research Council guidance. BMJ. 2008;337:a1655 doi:
10.1136/bmj.a1655

Black C. Working for a healthier tomorrow. The Stationary Office; 2008

Kendall NAS, Linton SJ, Main CJ. Guide to Assessing Psychosocial Yellow Flags in Acute Low Back
Pain: Risk Factors for Long-Term Disability and Work Loss. Wellington, New Zealand: Accident
Rehabilitation & Compensation Insurance Corporation of New Zealand, and the National Health
Committee, Ministry of Health. 1997

Pransky G, Shaw WS, Loisel P, Hong QN, De’sorcy B. Development and Validation of Competencies
for Return to Work Coordinators. J Occup Rehabil. 2010;20(1):41-48

Kendall NAS, Burton AK, Main CJ, Watson PJ, on behalf of the Flags Think-Tank: Tackling
Musculoskeletal Problems: a Guide for the Clinic and Workplace — Identifying Obstacles Using the
Psychosocial Flags Framework. The Stationary Office; 2009

Hill JC, Whitehurst DGT, Lewis M, Bryan S, Dunn KM, Foster NE, Konstantinou K, Main CJ, Mason
E, Somerville S, Sowden G, Vohora K, Hay EM. A randomised controlled trial and economic
evaluation of stratified primary care management for low back pain compared with current best
practice: The STarT Back trial. Lancet. 2011;378(9802):1560 — 1571

Foster NE, Mullis R, Hill JC, Lewis M, Whitehurst DGT, Doyle C, Konstantinou K, Main C,
Somerville S, Sowden G, Wathall S, Young J, Hay EM. Effect of Stratified Care for Low Back Pain in
Family Practice (IMPaCT Back): A Prospective Population-Based Sequential Comparison. Ann Fam
Med 2014;12(2):102-111

NICE Guidelines. Management of long-term sickness and incapacity for work. Guidance for primary
care and employers on the management of long term sickness and incapacity (PH19, 2009); March

2009
Page 18 of 20



26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Nicholas MK, Watson PJ, Linton SJ, Main CJ. The identification and management of psychosocial risk
factors (Yellow Flags) in patients with low back pain. Phys Ther. 2011;91(5):737-753

Shaw WS, Main CJ, Johnston V. Addressing Occupational Factors in the Management of Low Back
Pain: Implications for Physical Therapist Practice. Phys Ther. 2011;91(5): 777-789

VRA Standards of Practice and Code of Ethics for VVocational Rehabilitation Practitioners (Chair:
Booth, D.). VRA. Doncaster. 2013

ACPHOE Behaviours knowledge and skills required by physiotherapists for working in occupational
health 2015

http://www.acpohe.org.uk/sites/default/filessf ACPOHE%20Competency%20Framework%202015%20v
5.pdf Accessed 1% February 2018

Wynne-Jones G, Dunn KM. Has there been a change in the rates of UK sickness certification for back
pain over time? An examination of historical data from 2000 to 2010. BMJ Open. 2016; doi:
10.1136/bmjopen-2015-009634

Wynne-Jones G, van der Windt D, Ong BN, Bishop A, Cowen J, Artus M, Sanders T. Perceptions of
health professionals towards the management of back pain in the context of work: a qualitative study.
BMC Musculoskelet Disord. 2014; doi: 10.1186/1471-2474-15-210

Lewis M, Wynne-Jones G, Barton P, Whitehurst DGT, Wathall S, Foster NE, Hay EM, Windt VD.
Should General Practitioners Issue a Sick Certificate to Employees Who Consult for Low Back Pain in
Primary Care? J Occup Rehabil..2015;25(3): 577-588

Faculty of Occupational Medicine Position Statement: Provision of Occupational Health Services to
Small and Medium Sized Enterprises (SMEs). October 2006. http://www.fom.ac.uk/wp-
content/uploads/pp_smes.pdf. Accessed 1% February 2018

Wynne-Jones G, Buck R, Varnava A, Phillips CJ, Main CJ. Impacts on work performance; what
matters 6 months on? Occup Med. 2011:61(3):205-208

Campbell J, Moseley A, Chilvers R, Richards S, Stabb L. Avoiding long-term incapacity for work:
Developing an early intervention in primary care A report of scoping work carried out by the Peninsula
Medical School, Primary Care Research Group, on behalf of the Department for Work and Pensions
(Health Work and Wellbeing). December 2007
http://www.employabilityinscotland.com/media/82899/avoiding-long-term-incapacity-for-
workdeveloping-an-early-intervention-in-primary-care.pdf. Accessed 1% February 2018

Hanson MA, Burton K, Kendall NAS, Lancaster RJ, Pilkington A. The costs and benefits of active case
management and rehabilitation for musculoskeletal disorders. Health and Safety Executive. 2006

Von Korff M, Moore J. Stepped care for back pain: activating approaches for primary care. Ann Intern
Med. 2001;134:911-917

Burton K, Kendall N, McClusky S, Dibben P. Telephonic support to facilitate return to work: what
works, how and when? Department for Work and Pensions. Report No 853, 2013

https://www.gov.uk/government/publications/telephonic-support-to-facilitate-return-to-work-what-

works-how-and-when-rr853. Accessed 1% February 2018

MacEachen E, Clarke J, Franche RL, Irvin E. Systematic review of the qualitative literature on return

to work after injury. Scandinavian Journal of Work Environment and Health. 2006;32(4):257-269
Page 19 of 20


http://www.acpohe.org.uk/sites/default/files/ACPOHE%20Competency%20Framework%202015%20v5.pdf
http://www.acpohe.org.uk/sites/default/files/ACPOHE%20Competency%20Framework%202015%20v5.pdf
http://www.fom.ac.uk/wp-content/uploads/pp_smes.pdf
http://www.fom.ac.uk/wp-content/uploads/pp_smes.pdf
http://www.employabilityinscotland.com/media/82899/avoiding-long-term-incapacity-for-workdeveloping-an-early-intervention-in-primary-care.pdf
http://www.employabilityinscotland.com/media/82899/avoiding-long-term-incapacity-for-workdeveloping-an-early-intervention-in-primary-care.pdf
https://www.gov.uk/government/publications/telephonic-support-to-facilitate-return-to-work-what-works-how-and-when-rr853
https://www.gov.uk/government/publications/telephonic-support-to-facilitate-return-to-work-what-works-how-and-when-rr853

40.

41.

42,

43.

44,

45,

46.

47,

48.

49,

50.

Mowlam A, Lewis J. Exploring how general practitioners work with patients on sick leave. Leeds:
Department for Work and Pensions. 2005

Jordan KP, Kadam, U, Hayward R, Porcheret M, Young C, Croft P. Annual consultation prevalence of
regional musculoskeletal problems in primary care: an observational study. BMC Musculoskel Dis.
2010; doi: 10.1186/1471-2474-11-144 PMCID: PMC2903510

Wynne-Jones G, Dunn KM. Has there been a change in the rates of UK sickness certification for back
pain over time? An examination of historical data from 2000 to 2010. BMJ Open. 2016; doi:
10.1136/bmjopen-2015-009634

Bishop A, Foster NE, Thomas E, Hay EM. How does the self-reported clinical management of patients
with low back pain relate to the attitudes and beliefs of health care practitioners? A survey of UK
general practitioners and physiotherapists. Pain. 2008:135(102):187-195

Sowden G, Hill J, Konstantinou K, Khanna M, Main C, Salmon P, Somerville S, Wathall S, Foster NE.
Subgrouping for targeted treatment in primary care for low back pain: the treatment system and clinical
training programmes used in the IMPaCT Back study. Fam Pract. 2012;29(1):50-62

Sanders T, Ong BN, Sowden G, Foster N. Implementing change in physiotherapy: professions,
contexts and interventions. J Health Organ Manag. 2014;1(28):96-114

Main CJ, Sowden G, Hill JC, Watson PJ, Hay EM. Integrating physical and psychological approaches
to treatment in low back pain: the development and content of the STarT Back trial’s “high-risk’
intervention. Physiotherapy. 2012;98(2):110-117

Linton SJ, Boersma K, Traczykl M, Shaw W, Nicholas M. Early workplace communication and
problem solving to prevent back disability: Results of a randomised controlled trial among high risk
workers and their supervisors. J Occ Rehab. 2016;26(2):150-9

Lambeek LC, Mechelen WV, Knol DL, Loisel P, Anema JR. Randomised controlled trial of integrated
care to reduce disability from chronic low back pain in working and private life. BMJ. 2010;340

Hillage J, Williams M, Marvell R, Shiels C, Gabbay M, Weston K, Humphreys I. Evaluation of the
2010-13 Fit for Work Service pilots: final report. 2015. Department for Work and Pensions, Report No
896

Rannard A, Gabbay M, Sen D, Riley R, Britt D. Feasibility trial of GP and case-managed support for

workplace sickness absence. Prim Health Care Res Dev. 2014;15:252-261

Page 20 of 20


https://www.ncbi.nlm.nih.gov/pubmed/?term=Jordan%20KP%5BAuthor%5D&cauthor=true&cauthor_uid=20598124
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kadam%20UT%5BAuthor%5D&cauthor=true&cauthor_uid=20598124
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hayward%20R%5BAuthor%5D&cauthor=true&cauthor_uid=20598124
https://www.ncbi.nlm.nih.gov/pubmed/?term=Porcheret%20M%5BAuthor%5D&cauthor=true&cauthor_uid=20598124
https://www.ncbi.nlm.nih.gov/pubmed/?term=Young%20C%5BAuthor%5D&cauthor=true&cauthor_uid=20598124
https://www.ncbi.nlm.nih.gov/pubmed/?term=Croft%20P%5BAuthor%5D&cauthor=true&cauthor_uid=20598124
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2903510/
https://dx.doi.org/10.1186%2F1471-2474-11-144

