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Abstract

Purpose To perform a process evaluation of a stratified vocational advice intervention (SVAI), delivered by physiotherapists
in primary care, for people on sick leave with musculoskeletal disorders participating in a randomised controlled trial. The
research questions concerned how the SVAI was delivered, the content of the SVAI and the physiotherapists’ experiences from
delivering the SVAI. Methods We used qualitative and quantitative data from 148 intervention logs documenting the follow-up
provided to each participant, recordings of 18 intervention sessions and minutes from 20 meetings with the physiotherapists.
The log data were analysed with descriptive statistics. A qualitative content analysis was performed of the recordings, and
we identified facilitators and barriers for implementation from the minutes. Results Of 170 participants randomised to the
SVAI 152 (89%) received the intervention and 148 logs were completed. According to the logs, 131 participants received the
correct number of sessions (all by telephone) and 146 action plans were developed. The physiotherapists did not attend any
workplace meetings but contacted stakeholders in 37 cases. The main themes from the recorded sessions were: ‘symptom
burden’, ‘managing symptoms’, ‘relations with the workplace’ and ‘fear of not being able to manage work’. The physiothera-
pists felt they were able to build rapport with most participants. However, case management was hindered by the restricted
number of sessions permitted according to the protocol. Conclusion Overall, the SVAI was delivered in accordance with the
protocol and is therefore likely to be implementable in primary care if it is effective in reducing sick leave.
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Introduction

Musculoskeletal disorders include injuries and disorders
affecting joints, bones and soft tissues [1] and are major
contributors to years lived with disability worldwide [2].
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colleagues [8] identified common barriers to RTW for peo-
ple with chronic pain. They proposed that RTW interven-
tions should be individualised and focus on collaboration
with the person on sick leave and their employer, to find
ways to manage pain at the workplace. Moreover, they
suggested that interventions could be delivered by case
managers located in primary health care [8].

An individually tailored RTW intervention delivered
by case managers in primary care was effective in reduc-
ing work absence, compared to best current care for peo-
ple with musculoskeletal pain in the UK [the Study of
Work And Pain (SWAP) trial] [11, 12]. The intervention
included advice about health and work, service coordi-
nation and stepped care. However, the intervention has
not been tested in countries with other health and wel-
fare systems. Therefore, we developed a stratified voca-
tional advice intervention (SVAI), suitable for Norway,
based on the SWAP intervention. The SVAI was deliv-
ered by physiotherapists in primary care, to people on
sick leave with musculoskeletal disorders participating in
a randomised controlled trial (RCT) in Norway (the MI-
NAV study) [13]. The SVAI meets the Medical Research
Councils (MRC) criteria for complex interventions as it
is individually tailored and potentially involves coopera-
tion with several stakeholders [14]. The MRC recommend
performing process evaluations of complex interventions
[14] to provide information about the intervention deliv-
ery and contextual factors that may influence the study
results [14—16]. Integrating process and outcome data can
provide insights into why an intervention is successful or
why it fails to work and whether it is feasible to implement
the intervention in daily practice [17—-19]. The overall aim
of this study was to perform a process evaluation of the
delivery of the SVAI in the MI-NAV study. Our research
questions were:

1. How was the SVAI delivered?

(a) What training and resources were provided to the
physiotherapists who delivered the SVAI?

(b) How many of the eligible study participants
received the SVAI?

2. What was delivered in the SVAI?
(a) What was discussed in the SVAI conversations?
(b) Which elements of the SVAI were delivered?
(c) Was the SVAI delivered in accordance with the

protocol and logic model?

3. What were the physiotherapists’ experiences of deliver-
ing the SVAI?

@ Springer

Methods

The process evaluation is a multimethod study using both
qualitative and quantitative process data to answer the differ-
ent research questions [20]. We followed the MRC guidance
for process evaluations of complex interventions [15] includ-
ing a description of: adaptations made to the intervention,
training and resources provided, reach (how many in the
target group received the intervention), dose (how much of
the different elements of the intervention was delivered) and
fidelity (the extent to which the intervention was delivered
according to the protocol) [15]. The results of the study are
reported in accordance with the reporting criteria for the
development and evaluation of complex interventions in
health care (CReDECI 2) [21].

The MI-NAV Study

The MI-NAV study included a randomised controlled trial
(RCT) with three arms in which all participants received
usual follow-up from the Norwegian Labour and Welfare
Administration (NAV). In addition, participants in the
intervention arms received either motivational interview-
ing (MI) delivered by NAV caseworkers or the SVAI deliv-
ered by physiotherapists. The RCT was conducted in the
South-East of Norway and has been described in detail in
the study protocol [13] and at ClinicalTrials.gov (identifier:
NCTO03871712). Figure 1 shows an overview of the trial
with the inclusion and exclusion criteria. The results of the
outcome assessments, economic evaluations and media-
tion analyses of the SVAI and MI will be reported later.
The Regional Committee for Medical and Health Research
Ethics reviewed the study protocol and concluded that the
study did not require approval, as it does not generate new
health research (2018/1326/REK sgr-gst A). The study
was approved by the Norwegian Centre for Research Data
(identifier: 861249) and conducted according to the Helsinki
declaration and the General Data Protection Regulation. Par-
ticipation was voluntary and did not influence sick leave
benefits. Written informed consent was obtained from all
participants prior to inclusion, and an additional consent was
obtained to make recordings of the intervention sessions.

Interventions
Usual Follow-Up

In Norway, employees with certified sick leave are entitled to
full wage replacement for up to 1 year. The first 16 days are
covered by the employer, the rest by the National Insurance
Scheme administered by the NAV [22]. According to the
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Fig. 1 Illustration of the MI-NAV study. The black boxes describe the stratified vocational advice intervention (SVAI). NAV Norwegian Labour
and Welfare Administration, MI motivational interviewing, RTW return to work

NAV’s guidelines, the employer and employee have the main
responsibility for the sick leave follow-up and should meet
and make a follow-up plan within 4 weeks of the start of sick
leave [22, 23]. Also, the employer is responsible for arrang-
ing a dialogue meeting with the employee within 7 weeks of
the start of sick leave [23]. Within 26 weeks of the start of
sick leave, the local NAV office is responsible for organizing
a second dialogue meeting with the employee, the employer
and the sick-leave certifier (when necessary) [23]. The NAV
can also arrange a third dialogue meeting to assess the need
for work-related measures within one year of sick leave [23].

Stratified Vocational Advice Intervention (SVAI)

The SVAI is an adaptation of the vocational advice inter-
vention developed for the SWAP trial [12]. The interven-
tion emphasizes the identification and problem solving of
modifiable health and work-related obstacles to RTW [12].
The main adaption made to the intervention in the MI-
NAV study was that the participants were stratified into
two risk groups before random allocation (low/medium or
high-risk for long-term sick leave) [13] and follow-up was
customised according to risk group. Whereas, the SWAP
intervention was delivered as stepped care and follow-up
was increased (stepped up) depending on the participant’s
needs [11]. Recruitment and inclusion criteria also differed
between the two trials. In the SWAP trial the participants

were recruited through their general practitioner (GP) and
could have shorter sickness absence or still be at work (but
struggling) [11]. In the MI-NAV trial participants were on
sick leave for >7 weeks and self-employed workers were
not included, as the evaluation of the SWAP trial showed
that the vocational advice was less helpful for this group
[24]. Another reason for excluding self-employed workers
was that they receive extra follow-up from the NAV [25].
Reasons for excluding participants on short time sick leave
were that subgroup analyses from the SWAP trial showed
that the intervention was most effective for participants
with > 10 days of sickness absence compared to those with
shorter absence [11]. Also, more than 80% of all people on
sick leave in Norway RTW before week eight of the sick
leave period [26].

The SVAI was a low intensity intervention consisting
of case management provided by trained physiotherapists.
The physiotherapists received a detailed manual on how to
deliver the SVAI, and were asked to follow a semi-structured
conversation guide including 15 core questions to clarify the
participants’ current health and work situation (Appendix 1).
According to the MI-NAV study protocol, the low/medium
risk group should be offered 1-2 phone calls (lasting up to
one hour) to identify obstacles to RTW, provide evidence-
based advice on the management of musculoskeletal pain (in
the context of work), support problem solving to overcome
modifiable obstacles to RTW, collaboratively agree goals for
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RTW and develop and implement an action plan. The high-
risk group should be offered 3—4 sessions with the physi-
otherapist, the first by telephone and the remaining sessions
either by phone or as face-to-face meetings, including an
optional worksite meeting. The content of the SVAI sessions
was the same for the two risk groups. In addition, the physi-
otherapists should facilitate communication, collaboration
and coordination with stakeholders and signpost to other
services if necessary. The duration of the follow-up period
was flexible but should end by week 26 of the participants’
sick leave, as this is when the NAV becomes more involved
in the sick leave follow-up. The treatment targets, interven-
tion components and theoretical underpinnings of the SVAI
are described in the SVAI logic model (Appendix 2).

Training of the Physiotherapists Delivering the SVAI

The training in the SVAI was a 3 4+2-day course led by one
of the authors (GS). The course consisted of presentations,
discussions and role-play covering topics such as: sick leave
follow-up in Norway, the relationship between health and
work, communication skills, identifying and addressing
obstacles to RTW (through the provision of information and
advice, problem solving, goal setting, case management and
action planning). The study team held online mentoring ses-
sions with the group of physiotherapists every month during
the intervention period (except December and July, due to
holidays). In addition, three meetings were held to discuss

Outcome data

the study proceedings with the entire study group (includ-
ing caseworkers and administrators from the NAV) (Fig. 2).

Resources

The physiotherapists were given a summary aide memoir
of possible actions to support the participants to overcome
common obstacles to RTW. They also had online sources of
information about pain management, mental health, sleep,
social work issues, sick leave benefits and follow-up from
the NAV. In addition, they had three types of leaflets with
information about the study and evidence-based information
about work and health. The physiotherapists could distribute
the leaflets to participants, employers and health care profes-
sionals if the participants consented.

Collection of Process Data

The data were collected before and during the intervention
period of the MI-NAYV study (Fig. 2). The physiotherapists
filled out evaluation forms from the SVAI training and pro-
vided information about their work experience. To obtain
information about the content of the SVAI sessions, audio
recordings were made of telephone conversations between
the 4 main intervention deliverers and 10% of the study par-
ticipants who received the SVAI. The physiotherapists were
asked to record conversations at regular intervals during the
intervention period (Fig. 2), and to fill in information in an

Registry data 1 year before baseline

Questionnaires at baseline, 3 months, 6 months and 12 months

Registry data from 6 and 12 months follow-up
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Fig.2 Timeline for recruitment and data collection in the MI-NAV Study
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intervention log every time they had contact with a partici-
pant (one log per participant). The physiotherapists used the
logs to document the participants’ responses to questions
about their current work and health situation and obstacles
to RTW. The logs also included information about num-
ber, length and types of contact with the participants, action
plans and type of case management provided. Information
concerning the physiotherapists’ experiences from deliver-
ing the SVAI was gathered from minutes from mentoring
meetings and meetings with the entire study group.

Data Analysis

The qualitative analyses were performed by two of the
authors (FA and HE). The recordings of the SVAI sessions
were transcribed verbatim, and a descriptive content analy-
sis of the conversations was performed, inspired by Braun
and Clarke’s framework for thematic analysis [27], using the
software QSR Nvivo 12. First, we listened to the recordings
and read the transcripts to get familiar with the data, then
the data were coded, and themes were developed from the
coded data. The quantitative data from the SVAI logs were
analysed with descriptive statistics including frequencies,
percentages, means and median values using SPSS version
27. The data from the analyses were combined to describe
fidelity to the SVAI, including an appraisal of whether the
conversations covered the core topics in the conversation
guide and whether the intervention elements described in
the logic model and protocol were delivered by the physio-
therapists. Additionally, we assessed if the time until the first
contact, the number and length of the sessions and the devel-
opment of RTW goals and action plans were performed in
accordance with the protocol. The analysis of the mentoring
and meeting minutes was guided by the analytical question:
‘What did the physiotherapists experience as facilitators and
barriers when delivering the SVAI?” All the analyses of the
process data were performed prior to the outcome evalua-
tion of the trial.

Results
Recruitment and Reach

Researchers employed by the NAV directorate contacted
workers on sick leave by telephone. Eligible participants
wanting to take part in the study received a link to study
information and signed informed consent forms, before
answering the baseline questionnaire. Participants scor-
ing >9 on the Keele STarT MSK tool [28] and > 60 on the
Orebro MSK Pain Screening Questionnaire Short Form [29]
were stratified to the high-risk group, and those with lower
scores on one or both of the questionnaires were stratified

to the low/medium risk group [13]. A total of 514 partici-
pants (25% of all eligible candidates) were included in the
trial between April 2019 and October 2020. The first phase
of the study was an internal pilot to test study practicali-
ties. As only minor changes were made during the pilot, the
pilot participants (n=101) were included in the main trial.
In total, 170 participants were randomised to the SVAI, 135
(79%) in the low/medium risk group and 35 (21%) in the
high-risk group. Eighteen participants did not receive the
SVALI: eight had RTW > 50% before the first phone call, five
could not be reached, three were not contacted, one had been
on sick leave for more than 26 weeks before the intervention
commenced, and one withdrew from the study. The remain-
ing 152 participants (89%) received the SVAIL

Training and Background of the Physiotherapists

The course evaluations showed that all but one of the
physiotherapists felt they had the skills to help participants
identify and overcome obstacles to RTW, after finishing
the SVALI training course. However, several of the physi-
otherapists would have liked more practice in conducting the
SVALI conversations, especially the follow-up conversations.
Eight physiotherapists completed the SVAI training (2 men,
6 women), but four withdrew early in the study due to other
work commitments. The four remaining physiotherapists
were all women aged between 28—45 years with 4-21 years
of work experience in primary care. These four physiothera-
pists provided the SVAI to 95% of the participants (30—40
participants each).

Recordings of the SVAI Sessions
Characteristics of the Study Participants in the Recordings

During the study, 18 recordings were made of conversations
with 15 different participants, nine women and siXx men,
mean age 48.6 years (range 35 to 63). Four were in the high-
risk group and eleven in the low/medium risk group. Ten
were blue-collar workers, three worked in the health sector
and two had office jobs. They had a range of musculoskeletal
conditions in different anatomical areas of the body. The
sample was representative of the total SVAI cohort regard-
ing age, sex and occupation, however 6% more were in the
high-risk group.

Main Themes Discussed by the Participants in the Recorded
SVAI Sessions

The participants’ descriptions of their health situation were
related to two main themes, the first theme was ‘symptom
burden’. Pain was their main symptom and it affected their
lives in many ways. They avoided certain activities and
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movements that aggravated their pain such as sitting, walk-
ing or lifting. For many the pain affected their sleep, was
associated with fatigue and limited their ability to work and
be social. The second theme was ‘managing symptoms’.
The participants used different coping strategies such as
using medication and different aids. Several emphasised
the importance of finding a balance between activity and
rest, and that the sick leave gave them the opportunity to
exercise and time to get treatment. Many were searching
for a diagnosis and had spent a long time waiting for health
examinations and treatments. They described a feeling of
standing still and that improvement was slow.

There were also two main themes related to RTW. The
first was ‘relations with the workplace’. Most of the partici-
pants were satisfied with their work situation and wanted to
return to their pre-sick leave hours of work and workplace.
The amount of contact they had with the workplace varied.
Some reported having regular, supportive contact with their
employer and an effective follow-up plan in place. Others
had a plan that was not being implemented, and some had
received little support from their workplace and had no
follow-up plan. The options for modified work (e.g. hours,
roles, responsibilities, tasks) varied. Some had received sup-
port to commence modified work whilst others found it dif-
ficult to modify, either because of the nature of their work or

because they perceived their employers as being unwilling
to help. The second theme related to RTW was ‘fear of not
being able to manage work’. The main obstacle to RTW
described by the participants was that they were afraid they
would not be able to manage to do their work and that their
symptoms or health problems would increase if they RTW
too soon. Some felt they would not manage to RTW because
of the intensity of their pain and fatigue. They found it dif-
ficult to combine working with engaging in exercise and
treatment because they spent all their energy at work. Some
had been told by health care professionals to take time to
recover before they RTW and several wanted reassurance
that it was safe to RTW with their health problems.

Information from the Intervention Logs

The physiotherapists completed logs for 148 (97%) of the
participants who received the SVAI, of these 114 (77%)
were in the low/medium risk group and 34 (23%) in the
high-risk group. The data from the SVAI logs are presented
in Tables 1 and 2. All the follow-ups were provided over
the telephone, the mean number of conversations was 2.0
(SD 0.5) in the low/medium risk group and 3.1 (SD 0.9)
in the high-risk group. In total, the physiotherapists had
documented contact with other stakeholders in 25% of the

Table 1 Description of the

. . . Variable All participants (%) Low/medium risk  High risk group (%)
mterventlorT elemen.ts delivered group (%)
by the physiotherapists
n (%) 148 (100) 114 (77) 34 (23)
Number of phone sessions
1 13 (9) 12 (11) 1(3)
2 106 (71) 96 (84) 10 (29)
3 10 (7) 1(1) 927
4 19 (13) 54) 14 (41)
Action plans 146 (99) 112 (98) 34 (100)
Information leaflets distributed
To participant 8 (5 33) 5(15)
To employer 7(5) 3(3) 4(12)
To health care professionals 3(2) 2(2) 1(3)
Contact with stakeholders * 37 (25) 23 (20) 14 (41)
Employer 4(3) 1(1) 309)
NAV 4 (3) 1) 309
General practitioner 2() 1(1) 1(3)
Physiotherapist 25(17) 15 (13) 10 (29)
Other health care professionals b 12 (8) 10 (9) 2 (6)
Several stakeholders © 10 (7) 54) 5(15)

The data presented in the table are from the SVAI logs

NAV Norwegian Labour and Welfare Administration

*Any type of contact including arranging an appointment for the participant

®Mainly professionals from Healthy Life Centres, providing help with lifestyle changes

“Cooperated with two different stakeholders
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Table 2 Timing and duration of the SVAI follow-up and number of core questions with information

Variable n All participants Low/medium risk group High risk group
Mean Median Mean Median Mean Median
(SD) (min-max) (SD) (min-max) (SD) (min-max)
Days until first contact 120 2.2 1 23 1 1.7 0
2.9) (0-13) 3.1 (0-13) (2.3) (0-7)
Days until first session 124 5.8 5 6.0 5 5.2 5
4.5) (0-36) (4.8) (0-36) 3.1 1-13)
Intervention period (days) 123 50.0 42 424 39 73.8 74
(27.0) (4-128) (21.0) (4-108) (29.9) (20-128)
Duration of sessions (min.)
First 145 471 45 45.6 45 52.2 45
(15.4) (20-90) (14.1) (20-90) (18.5) (30-90)
Second 116 26.9 25 26.3 25 28.7 30
(12.6) (5-75) (12.5) (5-75) (12.9) (5-60)
Third 24 29.2 30 35.0 30 27.6 30
13.2) (15-75) (22.9) (20-75) 9.6) (15-45)
Fourth 12 26.3 25 30.0 35 25.0 20
(12.8) (10-45) (18.0) (10-45) 11.7) (15-45)
Information on core questions * 148 14.1 14 14.1 14 14.3 15
(1.0) (9-15) (1.0) (9-15) 0.8) (12-15)

Mean and median values are given in bold

Mean and median values are included in the table as the variables were not normally distributed

The data presented in the table are from the SVAI logs

(min-max) (minimum-maximum), min. minutes

*Information noted against the core questions from the conversation guide (maximum 15)

logs, 23 (20%) in the low/medium risk group and 14 (41%)
in the high-risk group. The contacts were primarily refer-
rals to treating physiotherapists or professionals working in
“healthy life centres” (providing help with lifestyle changes).

Fidelity to the Protocol

The protocol stipulated that the physiotherapists should
contact participants within 7 days after randomisation, this
occurred in 94% of cases, and 95% of the conversations
lasted 60 min or less, in keeping with the protocol. In total,
89% of the participants received the correct number of con-
versations. However, 32% in the high-risk group received
less than three conversations and 5% in the low/medium
risk group received more than two conversations. The main
reason for this was that 18 participants were stratified to
the wrong risk group by error. Seven with high-risk were
wrongly classified to the low/medium risk group and eleven
with low/medium risk were wrongly classified to the high-
risk group.

All the SVAI logs had documented information
against > 9 of the 15 core questions in the conversation guide
(mean 14.1, SD 1.0) (Table 2). The information most often
missing from the logs (41% missing) was the participants’
contact with the NAV. Data from the content analysis of the

recorded sessions, showed that the physiotherapists predom-
inantly provided information and reassurance regarding self-
management of symptoms and musculoskeletal ill health and
tried to reduce the participants’ fear avoidance behaviours.
This included information about body structures, normal
age-related changes and factors that could affect the pain
experience. The physiotherapists emphasised the impor-
tance of physical activity and suggested a gradual increase
in activity. Additionally, they advised several of the par-
ticipants to seek physiotherapy treatment or to contact their
GP. In some cases, they stepped out of their role as voca-
tional advisers and provided advice to participants as clinical
physiotherapists. Concerning RTW, they advised the partici-
pants to stay in contact with their workplace and to make a
follow-up plan with their employer or to revise the plan if
needed. They also gave the participants information about
their rights in terms of requesting dialogue meetings with
their employer and the NAV. However, the physiotherapists
did not attend any workplace meetings and rarely liaised
with the participants’ employer, GP or the NAV (Table 1).
The recordings showed that the physiotherapists suggested a
gradual RTW to many of the participants, primarily involv-
ing starting with fewer hours of work and building this up
over time. If the participants were struggling with certain
tasks, they recommended that they discuss this with their
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employers and explore options for modified work. They also
gave reassurance that it was safe to RTW and that it was
normal for symptoms to temporarily increase as they RTW
or increased their workload. The physiotherapists discussed
RTW goals with the participants and made action plans.
This was confirmed in the SVAI logs where 93% of the logs
included descriptions of work goals (short-term goals, long-
term goals or both). Only two logs did not include an action
plan (Table 1), and 94% of the action plans included notes
to show that the plan had been reviewed.

Experiences from Delivering the SVAI
Twenty meetings were held with the physiotherapists where

they discussed cases and experiences from delivering the
SVALI (Fig. 2). Overall, the meetings had high attendance

Table 3 The physiotherapists experiences from delivering the SVAI

from the four main intervention deliverers. Table 3 gives
an overview of the facilitators and barriers for implementa-
tion discussed during the mentoring. The main facilitator
described by the physiotherapists was the mentoring, while
the main barrier was being restricted to providing two tel-
ephone sessions for the low/medium risk group. Addition-
ally, the lack of meeting facilities made it difficult to arrange
face-to-face meetings. As half of the physiotherapists with-
drew from the study, the remaining four had to cover a large
geographical area and did not have meeting facilities close
to the participants. We made some changes during the pilot
study in response to the physiotherapists’ feedback. For
example, simplifying the conversation guide and taking
action to increase recruitment to the trial. To increase the
focus on RTW, the order of the questions in the guide was
changed so that questions regarding work came first. A NAV

Facilitators/positive experiences

Barriers/challenges

o The phone-conversations went well and it was easy to build rapport
with most participants over the phone (5, 6, 20)

o The help, advice and support provided in the SVAI appeared to be
appreciated by the participants (4, 5, 7, 11, 12, 13, 20)

o The physiotherapists perceived it as an advantage that they were
independent from the NAV (7, 19)

e Having been training as physiotherapists was an asset when giv-
ing the participants advice and reassurance about musculoskeletal
symptoms (19)

e The questions in the conversation guide gave the participants the
opportunity to describe many aspects of their situation (6)

o The support, advice and information provided during the mentoring
sessions was helpful (3, 5, 9, 10)

o A shared digital forum (facebook group) made it easy for the physi-
otherapists to cooperate and share tips between mentoring (7)

o The physiotherapists appreciated receiving feedback on the sessions
they recorded and learnt from listening to their own recordings of
sessions with participants (13, 14)

e Slow recruitment of participants at some points in the study (1, 3, 11,
13, 14, 15)

o Challenges in becoming familiar with the conversation guide because
it included several overlapping questions (1, 6)

o It was difficult to build rapport over the phone with people who were
not motivated to RTW and with participants who did not have Norwe-
gian as their first language (3, 11, 12)

o There were some problems getting hold of participants (12)

o The lack of meeting locations and long distances that participants
would have had to travel to meeting locations was a barrier to arrange
face-to-face meetings (1, 16)

o Participants did not want workplace meetings or did not want the
physiotherapists to attend workplace meetings (10, 12, 16, 20)

o The physiotherapists did not feel comfortable contacting the partici-
pants employers because they did not feel they knew their situation
well enough to discuss the work related issues with employers (19, 20)

o The limit on the numbers of phone calls allowed made it difficult to
help some participants in the low/medium risk group (3, 6, 16, 19)

o It was challenging to understand what RTW support the NAV might
have been able to provide and often the participants did not fit the
criteria for the NAV’s schemes (9, 10, 11, 18)

o [t was hard to determine what health care to recommend to partici-
pants (2, 3, 13, 20)

o [t was difficult to encourage RTW or increased activity when the
participant had received advice from other health care professionals to
be careful/stay on sick leave (7, 12, 15, 20)

o The physiotherapists did not feel comfortable questioning the treat-
ment provided by other health care professionals (6, 10)

o It was not possible to send information to participants by email or text
message due to The General Data Protection Regulation (6, 10)

o There were several barriers related to the Covid19 pandemic: less
access to health care, many workplaces were closed, jobs were at
risk and participants in the risk groups for getting seriously ill from
Covid19 were afraid to get infected if they RTW (12, 13, 14, 15)

e In a few cases the physiotherapists felt the participants were in the
wrong risk group (2, 17, 20)

NAV =Norwegian Labour and Welfare Administration, RTW =return to work

The data presented in the table are from the meeting minutes. The numbers refer to the meetings were the topic was discussed. The meetings are

numbered in chronological order (1 = first meeting etc.)
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caseworker participated in one of the mentoring sessions to
answer questions regarding benefits from the NAV.

Discussion

The physiotherapists received 5 days of training before
delivering the SVAI and attended monthly mentoring
meetings during the intervention phase of the RCT. Of
the 170 participants randomised to the SVAI, 89% received
the intervention. All the sessions were by telephone and
covered the main topics in the conversation guide. The
SVAI was mainly delivered in accordance with the pro-
tocol. However, the physiotherapist experienced that
the restricted number of sessions permitted for the low/
medium risk group hindered case management.

Despite an overall good fidelity to the SVAI, there were
some of the intervention elements that were not delivered.
Firstly, no face-to-face meetings were held. This was due
to the lack of suitable meeting facilities and social distanc-
ing protocols implemented on the 13th of March 2020 by
the Norwegian government, following the Covid-19 pan-
demic. Furthermore, most of the participants were in the
low/medium risk group and therefore should not have face-
to-face meetings. Although the physiotherapists felt they
were able to build rapport with most participants over the
telephone, they would have preferred to have face-to-face
conversations with participants for whom Norwegian was
a second language, as they found it more challenging to
communicate with these participants. They also thought
that having a face-to-face meeting would have made it
easier to establish a good rapport with participants who
were not motivated to RTW. As nonverbal communication
is restricted during telephone conversations the lack of
face-to-face meetings could reduce the quality of the com-
munication, and might compromise the effectiveness of the
SVALI for some participants. However, several studies have
shown that patient satisfaction with remote management
is high across a broad range of interventions [30], and that
telephone follow-up is equivalent to face-to-face interven-
tions for improving physical function and pain for people
with musculoskeletal disorders [30, 31].

A second element that was poorly implemented in the
SVAI was stakeholder collaboration. The physiothera-
pists had few contacts with important stakeholders such
as GPs and employers and did not attend workplace meet-
ings. In the SWAP trial the physiotherapists were located
in GP practices and collaborated with the GPs [11, 24],
however they had few contacts with employers and only
attended one workplace meeting [11]. Communica-
tion between RTW stakeholders can be challenging [4,
32-34], and many of the barriers described by the SVAI
physiotherapists are commonly experienced in vocational

rehabilitation [32, 35]. Information from the mentoring
minutes showed that the SVAI physiotherapists did not
have confidence to contact employers, because they did
not feel that they were in a position to discuss workplace
modifications. In addition, several of the physiotherapists
reported that participants did not want them to attend
workplace meetings. The lack of communication with the
employers may have reduced the potential effectiveness
of the SVALI, as workplace factors can influence sick leave
and RTW [4, 8]. Although several systematic reviews have
underscored the importance of including the workplace in
RTW interventions [7, 8, 10, 36, 37], two Norwegian stud-
ies did not find any added benefit on RTW of workplace
meetings [38] or telephone conversations with employ-
ers [39]. One explanation for the lack of benefit could be
that Norwegian employers and employees on fulltime sick
leave are required to cooperate and make a follow-up plan
[23]. Nevertheless, several of the participants in the MI-
NAYV Study had not had meetings with their employer,
demonstrating that the guidelines and policies are not
always followed. This is in line with findings from a recent
study involving NAV caseworkers who experienced that
employers rarely used the follow-up plans [33]. Further-
more, NAV caseworkers [33] and clinicians working in
occupational rehabilitation clinics in Norway [40] have
underscored the importance of liaising with GPs, employ-
ers and other stakeholders during the RTW process.
Although liaison with employers is important to facilitate
RTW, many of the SVAI participants were unsure how to
manage their musculoskeletal disorders. The main barrier to
RTW described by the participants was fear that RTW would
aggravate their symptoms, which is in line with findings from
previous studies [8]. This highlights the need for evidence
based input from health care professionals about the health
benefits of good work [41, 42], and advice regarding fitness
for work [42]. The SVAI physiotherapists felt that their clini-
cal background was an asset when providing advice about the
management of musculoskeletal disorders and reassurance that
RTW was not harmfu