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1. Indledning

Inden jeg beveegede mig ind i forskningsverdenen, arbejdede jeg farst som organisationspsykolog
med sarligt fokus pa lederens rolle i forebyggelse og handtering af stressrelaterede
helbredsproblemer pa arbejdspladsen. Efterfalgende arbejdede jeg som klinisk psykolog terapeutisk
med stressrehabiliteringsforlgb af sygemeldte medarbejdere eller medarbejdere i risiko for
sygemelding. Ofte var jeg i kontakt med den sygemeldtes sagsbehandler pa kommunen samt den
sygemeldtes arbejdsplads, hvis en sadan fandtes. Selvom perspektivet overordnet var forskelligt i de
to jobs — arbejdsgiverens perspektiv som organisationspsykolog og arbejdstagerens perspektiv som
klinisk psykolog — var det geeldende for begge typer job, at mennesket var i centrum, og ud af hvert
unikt menneske udsprang en unik kontekst med unikke muligheder, begransninger, oplevelser og
vanskeligheder. Men jo flere eksempler jeg sa, desto mere begyndte en opmarksomhed pa mulige
mgnstre, mulige faelles arsager, felles lgsninger og udfordringer at treede frem. Jeg blev i stigende
grad interesseret i at undersgge mentale helbredsproblemer narmere og i at opna en gget forstaelse
af, hvordan de opstar, hvordan de opleves, hvordan et sygefraveer udvikler sig, og hvordan
tilbagevenden til arbejdet (TTA) kan forstas samt handteres.

Muligheden for at skifte fra praksis til forskning med fokus pa tilsyneladende samme genstand(e)
opstod i 2008, hvor Det Nationale Forskningscenter for Arbejdsmilje (NFA) stod over for, at skulle
igangseatte og udvikle et omfattende TTA-projekt samt udarbejde "Hvidbog om mentalt helbred,
arbejdsevne, sygefraveer og tilbagevenden til arbejdet” [1].

Jeg var naturligvis forberedt pa, at de mennesker, jeg tidligere havde siddet over for i det
terapeutiske rum eller staet over for som undervisende organisationspsykolog, ville blive skiftet ud
med tekster, setninger, ord og tegn. Men alligevel blev jeg overrasket over, hvor fraveerende
mennesket var i mange forskningsstudier og —artikler om sygefraveer og TTA.

De mennesker, som sygefravers- og TTA-forskningen grundlaeggende sgger at generere viden om,
er ofte oversat til grafer, lagkagediagrammer, tal, korrelationer og p-vaerdier. Dette haenger blandt
andet sammen med, at forskningen i sygefravaer og TTA hovedsageligt er baseret pa kvantitative og
epidemiologiske metoder. Denne forskningstradition har bibragt os central og afgerende viden om
overordnede og generelle fremmende og heemmende faktorer for TTA samt TTA-interventioners
effekt. Men denne forskningstraditions fokus pa det overordnede, det gennemsnitlige og
korrelationer mellem abstrakte variable har som bagside, at det konkrete og materielle menneske

mistes eller slgres.



Min motivation for at pabegynde et ph.d.-forlgb var et gnske om at genintroducere subjektet med
mentale helbredsproblemer i TTA-forskningen og give plads til den proces, de erfaringer,
oplevelser, falelser, tanker og handlinger, som sygemeldte med mentale helbredsproblemer
gennemgar, nar de bevaeger sig fra at vere i arbejde til at veere langtidssygefravaerende til igen —
maske — at vende tilbage til arbejdet. Implementeringen af TTA-projektet i 22 kommuner gav mig
mulighed for at undersgge sygemeldte med Common Mental Disorders (CMD) (praciseres i
nedenstaende) og deres oplevelse af et CMD-relateret sygefraveer samt deres oplevelse af at deltage
I TTA-projektets TTA-indsats.

De overordnede forskningsspgrgsmal, som jeg bevaeger mig omkring, kan preciseres som:
Hvad vil det sige at have udviklet og veaere sygemeldt med CMD? Hvilke udfordringer og

muligheder oplever sygemeldte i deres TTA-proces og deltagelse i TTA-projektet? Kan vi pa
baggrund af denne viden @ge vores forstdelse af working mechanisms® i TTA-projektet*?

! Jeg har i ssmmenfatningen valgt at anvende ordet working mechanisms i overensstemmelse med artikel 2 [2], da jeg
ikke har kunnet finde et praecist og deekkende dansk ord for helt det samme.

? Jeg anvender betegnelsen TTA-projekt om selve TTA-projektets TTA-indsats for 1) at tydeligggre at det er TTA-
indsatsen i Det store TTA-projekt, jeg henviser til, 2) For at lette laesningen og ikke hver gang skrive TTA-projektets
TTA-indsats.



2. Afhandlingens opbygning

Kapitel 3 preesenterer central forskningslitteratur inden for TTA, sygefraveer og CMD. Derigennem
preeciseres det forskningsfelt, som afhandlingen placerer sig i. Kapitel 4 introducerer Det store
TTA-projekt og forskningsprojektets indlejring i dette, og der redegeres kort for indholdet i TTA-
interventionen samt resultater fra effekt- og procesevalueringen. Kapitel 5 uddyber afhandlingens
forskningsspgrgsmal og afhandlingens tre artikler praesenteres. | kapitel 6 uddybes de forskellige
faser i forskningsprocessen, og der redegares for etiske udfordringer knyttet til forskningsprojektet.
Kapitel 7 positionerer afhandlingen videnskabsteoretisk med szrligt fokus pa kausalitetsaspektet.
Kapitel 8 diskuterer de tre artikler samlet, og resultaterne seettes i relation til studier og teorier inden
for og uden for forskningsfeltet. Kapitel 9 kaster et kritisk blik pa den anvendte metode og
resultaterne diskuteres i forhold til en reekke kvalitetskriterier. Kapitel 10 konkluderer pa
resultaterne, og der perspektiveres til fremtidig forskning og TTA-indsatser.



3. Baggrundsafsnit

Jeg vil i dette kapitel give en kort oversigt over den eksisterende forskning i CMD-relateret
sygefraveer og TTA. Indledningsvis vil jeg i afsnittet "CMD-relateret sygefraveer er en stigende
udfordring” preaecisere omfanget af problematikken, hvorefter jeg i afsnittet "TTA er en kompleks
og multifaktoriel proces” beskriver de faktorer, som har betydning for udfaldet af et sygefraveer.
Der har i de seneste ar vist sig en stigende interesse i TTA-indsatser for sygemeldte med CMD, og
der er publiceret en raekke studier om indsatsernes effekt. Jeg sammenfatter denne viden i afsnittet
"Effekt af TTA-interventioner for sygemeldte med CMD”, hvorefter jeg afslutningsvis i kapitlet
identificerer blinde pletter i den eksisterende forskning.

3.1 CMD-relateret sygefraveer er en stigende udfordring
Langvarigt sygefraveer forarsaget af CMD (CMD daekker tilstande som depression, angst, stress,

stressrelaterede lidelser, tilpasningsreaktion) [3-6] er et stigende problem i flere lande [7-11].
Langvarigt sygefraveer er en central risikofaktor for tidlig tilbagetraekning fra arbejdsmarkedet [12].
Forskningen viser, at kun 50 % af dem, der er vk fra arbejdet i mere end seks maneder pa grund af
darligt mentalt helbred kommer tilbage til arbejdet [13], og flere studier har identificeret en staerk
korrelation mellem depression og fartidspension [10, 14-16]. Undersggelser peger ligeledes pa en
gget forekomst af stress [17] samt en sammenhang mellem stress og gget risiko for sygefraveer
[18]. CMD-relateret sygefraveer og tilbagetraeekning fra arbejdsmarkedet er en omfattende
gkonomisk udgift for samfundet og de enkelte virksomheder [1], og for individet har det ogsa en
reekke negative konsekvenser ud over de gkonomiske, da arbejdet er forbundet med identitet,
helbred og generel trivsel [19].

CMD hgrer ikke til de mest alvorlige psykiatriske lidelser som fx skizofreni, psykotiske tilstande,
bipolarlidelse etc. Alligevel mener jeg, det er serligt relevant at fokusere pa netop denne gruppe af
mentale helbredsproblemer i arbejdsrelaterede sammenhange, da preevalensen af CMD er hgjere og
bidrager mere til stigningen i sygefraveer end de alvorligere psykiatriske lidelser [9]. Dette fordi
personer med CMD i hgjere grad er i arbejdsstyrken. Det er derfor ngdvendigt, at vi gger vores
viden om sygemeldte med CMD og deres udfordringer og muligheder i relation til TTA. | naeste
afsnit vil jeg redegare for de faktorer og forhold, som influerer pa den sygemeldtes TTA-forlgb.
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3.2 TTA er en kompleks og multifaktoriel proces
Kvantitative studier viser, at helbredsproblemets medicinske alvorlighed, arbejdsrelaterede

faktorer, personlige faktorer, kompensationssystemet og —lovgivning samt sundhedssystemets
strukturering har betydning for udfaldet af et sygefraveer i forhold til tilbagevenden til arbejdet
eller tilbagetreekning fra arbejdsmarkedet [13, 20-25]. Studier af sygemeldte med CMD viser,
at hgje krav, reorganisering pa arbejdspladsen, arbejdsskade og lav arbejdstilfredshed
forleenger sygefraveeret, mens tillid til arbejdspladsen reducerer det [13, 20, 26, 27]. For
sygemeldte med CMD er personlige faktorers betydning for TTA hovedsageligt undersegt i
relation til demografiske variabler (alder, kan samt uddannelsesniveau), men resultaterne er
endnu modstridende [13, 24, 28-30]. Derimod har flere studier identificeret en tilsyneladende
sammenhang mellem self-efficacy (den tiltro et individ har til sine evner til at udfare
specifikke handlinger succesfuldt) og TTA-tidspunkt [5, 31, 32].

Starstedelen af TTA-forskningen er foretaget med fokus pa Muskel-Skelet Besvar (MSB)
[13], hvorfor en reekke af de centrale modeller for vores forstaelse af TTA er baseret pa
forskning i somatiske helbredsproblemer. Serligt udbredt er Loisels konceptuelle model om
TTA og de systemer, der har betydning for handteringen og udfaldet af et sygefraveersforlgb:

overall societal contex,
Culture and politics

Workplace System
Work relatedness, employees assistance plans, workplace accommodation

External Environment

Organization

Departmont

-
Worker }i
with disability from -
musculoskeletal iain g‘g
Cognitive

Affective

Multidsciplinary Team
Regulations of juridictions

Health Care System
Variety of care management
Interdisciplinary and Interorganizational Team
Provincial and federal laws
Society's safety net

Legislative and insurance system

Social Relationships

Personal System / Personal coping

Figur 1: Loisel’s konceptuelle model for TTA og centrale systemer
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Som modellen viser, har fire centrale systemer betydning for TTA: 1) Det personlige
system/personlig coping, 2) Lovgivnings- og forsikringssystemet®, 3) Sundhedssystemet og 4)
Arbejdspladssystemet. Ifglge Loisel er manglende koordinering og samarbejde mellem de
forskellige systemer ofte med til at vanskeliggare TTA [33, 34].

Parallelt med at TTA i stigende grad betragtes som afhaengig af komplekse betingelser og
faktorer, er forskere savel som TTA-praktikere i stigende grad begyndt at forsta TTA ud fra en
biopsykosocial sygdomsforstaelse [35-37]. Sygdom er indtil for nyligt i vesten overvejende
blevet forstaet ud fra en biomedicinsk optik, som tilskrives oplysningstidens videnskabelige
revolution, som la i forleengelse af Descartes adskillelse af psyke og soma. Denne adskillelse
betgd, at sygdom blev set som tilhgrende kroppen, og kroppen blev anskuet som en maskine,
der kunne analyseres og behandles uafhangigt af psyken [38]. Arsager samt helbredelse blev
set som relativt uafhaengig af psykiske og sociale forhold. Den biomedicinske forstaelse er i
nyere tid blevet kritiseret for ikke at se personen i sin helhed og medtaenke psykologiske og
sociale forhold. 1 1977 fremfarer Engel [39] den biopsykosociale model og argumenterer for,
at den menneskelige organisme er et komplekst system, hvorfor sygdom afhanger af savel
biologiske, psykologiske og sociale faktorer, som gensidigt pavirker hinanden. Deraf fglger, at
individet ikke lzengere blot er et passivt offer for udefrakommende forhold og betingelser.
Individet etableres som et aktivt subjekt, der gennem sine tanker, emotioner og handlinger kan
forebygge udviklingen af sygdom og minimere konsekvenserne af sygdom. Nar TTA anskues i
den biopsykosociale frem for den biomedicinske referenceramme, placeres TTA i et
spaendingsfelt mellem biologi, psykologi, sociale forhold og systemiske betingelser.

Mange TTA-indsatser tager eksplicit eller implicit udgangspunkt i den biopsykosociale
referenceramme. Jeg vil i naeste afsnit beskeaftige mig med effekten af gennemfarte TTA-
indsatser for sygemeldte med CMD, og jeg Vil udfolde nogle centrale begraensninger i de

anvendte evalueringsdesign.

* I relation til dansk kontekst peger forskningen p, at “flexicurity-modellen” har betydning for TTA pa tvars af
diagnoser. Medarbejdere med nedsat helbred i Danmark har relativt starre risiko for at blive afskediget sammenlignet
med medarbejdere i andre lande — men de har ogsa relativt nemmere ved at genindtraede pa arbejdsmarkedet fra
ledighed [23, 25].
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3.3 Effekt af TTA-interventioner for sygemeldte med CMD
Stigningen i forekomsten af CMD-relateret langvarigt sygefraveer har medfert en gget interesse i

udvikling og evaluering af TTA-interventioner for sygemeldte med CMD. Der er for nyligt
publiceret tre reviews om effekten af TTA-interventioner for sygemeldte med CMD [40-42], som
der redegares mere deltaljeret for i artikel 2. Her skal det fremhaves, at de tre reviews indikerer, at
TTA-interventioner malrettet sygemeldte med CMD har ingen eller begraenset effekt i forhold til at
fremme fuld TTA. En omfattende svensk forskningsrapport konkluderer ligeledes, at der ikke er
noget entydigt svar pa effektive interventioner i forhold til at fremme TTA for sygemeldte med
CMD [43]. | "Hvidbog om mentalt helbred, sygefraveer og tilbagevenden til arbejdet” [1],
konkluderer mine medforfattere og jeg pa baggrund af et narrativt review, at der er indikation for, at
TTA-indsatser, der bade adresserer personlighedsrelaterede faktorer samt arbejdsrelaterede faktorer
pa selve arbejdspladsen, reducerer sygefravaersperioden.

De tre reviews og Hvidbogen har inkluderet studier der anvender forskningsdesignet Controlled
Trial (CT) eller Randomized Controlled Trial (RCT), men har ikke identificeret kvalificerede
studier gennemfart i Danmark. Der er efterfalgende publiceret resultater fra et kvasi-RCT studie af
en dansk TTA-indsats malrettet sygemeldte med CMD. Interventionen er inspireret af TTA-
indsatser malrettet muskelskeletbesvaer og bestar af en tveerfaglig, koordineret og skraeddersyet
tilgang til den sygemeldte. Resultaterne viser, at sygemeldte, som modtog TTA-indsatsen, fik
forlenget deres sygefraveer sammenlignet med sygemeldte, som modtog care as usual [44]. Et andet
evalueringsstudie, ogsa publiceret efter Hvidbogen og de tre reviews, viser, at de sygemeldte med
CMD, der modtager TTA-indsatsen far forleenget deres sygefravaeer med 56 dage sammenlignet med
sygemeldte, der modtager care as usual [6].

Feelles for Hvidbogens gennemgang af TTA-interventioner og de tre reviews er, at de
inkluderede studier stort set kun evaluerer TTA-indsatsen ved hjelp af kvantitativ metode med
fokus pa interventionens effekt, som typisk er relativt snaevert defineret som sygefraveer og
symptomniveau. Gennemfgres der en procesevaluering af en TTA-indsats er denne ogsa
kvantitativ og fokuserer overvejende pa implementeringsgraden af TTA-interventionen og kun
meget begraenset pa deltagernes oplevelse af interventionen, eller hvilke
interventionskomponenter der er virksomme [6, 45, 46]. Saledes ved vi kun meget lidt om,
hvordan sygemeldte oplever indsatserne, og hvordan indsatserne egentlig virker — eller ikke

virker - i forhold til at nedbringe sygefraveeret. En enkelt undtagelse er en grundig
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procesevaluering af Arends et al.(2013), som viser, at to interventionskomponenter i en indsats
leveret af arbejdsmedicinere reducerer risikoen for gensygemelding blandt medarbejdere med
CMD (1. opgarelse over behov og mulighed for hjelp, 2. samtale om hvordan mulighederne
kan realiseres pa arbejdet), mens en interventionskomponent gger risikoen (opggrelse over

barrierer eller muligheder) [4].

3.3.1 TTA-interventioner er en sort boks

Praeferencen for kvantitativt at undersgge om TTA-indsatser virker, har som konsekvens, at
indsatserne, med Realistisk evaluerings begreb, kan betegnes som en sort boks [47, 48]: Vi har
kun sparsom viden om, hvordan og hvorfor TTA-indsatserne virker. Blandt
evalueringsforskere er der en stigende erkendelse af, at det ikke er tilstreekkeligt blot at udfere
klassiske effektstudier af interventioner [48, 49]. For at kunne forsta — og dermed forbedre —
indsatser ma vi have indsigt i "why a program works for whom and in what circumstances”
[47]. Realistisk evaluering, som det netop refererede citat stammer fra, udpeger tre centrale
omrader, som en evaluering ma undersgge og analysere: Context, Mechanism and Outcome
(CMO-konfigurationen), og de tre parametre indgar i falgende ligning: context + mechanism =
outcome [48]. Stadig flere evalueringsforskere orienterer sig mod kausale mekanismer (hvad
jeg i afhandlingens sammenfatning og artikel 2 betegner som working mechanisms) i deres
undersggelse af en given interventions sorte boks [49]. For at kunne forklare, hvordan og
hvorfor en given indsats virker, er det ngdvendigt at identificere og forsta kausale mekanismer
I indsatsen [47, 49]:

’identifying mechanisms that link cause and effect relations is crucial for the development of
deeper and more fine-grained explanations of social phenomena.”’[49]

Forskningen peger som naevnt pa, at TTA-indsatser for sygemeldte med CMD har ingen eller
begraenset effekt. De manglende positive resultater kan indikere, at effektevalueringerne ikke
har bibragt os en detaljeret forstaelse af TTA-interventioners working mechanisms. B.
Jarvholm (2012) formulerer det i Editorial i selvsamme issue, som en af mine artikler [50] er
publiceret i:
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“There is a need to develop effective methodologies for evaluation of RTW. Just copying the
corresponding methodologies for pharmaceutical drugs is not enough. Studying adverse
effects and contextual factors and understanding mechanisms are often a greater challenge in
RTW studies over and above difficulties relating to blinding and randomization.” [51]

Det er relevant at gennemfare traditionelle effektstudier af TTA-indsatser for at give os et
overordnet billede af, om indsatserne virker pa praedefinerede outcomes. Men hvis vi gnsker at
forbedre fremtidige TTA-indsatser for sygemeldte, ma vi forsta ordet "virke” bredere. Vi ma forsta,
hvorfor og hvordan en TTA-indsats virker.

Det er tid til, at vi far en dybere forstaelse af de sygemeldte og deres TTA-proces, som vi gennem
TTA-indsatser sgger at flytte fra A (sygefraveer) til B (arbejde). Det er tid til, at vi begynder at abne
den sorte boks og afdekke working mechanisms i TTA-indsatser for sygemeldte med CMD. For at
lykkes med disse mal, ma vi supplere de kvantitative effektstudier med eksplorative kvalitative
studier

Opsamling pa eksisterende forskning og blinde pletter i denne

Den nuvarende forskning peger saledes pa, at

e CMD og CMD-relateret sygefraveer er et stigende problem for savel det enkelte individ,
arbejdspladser og samfundet som helhed.

e TTA-interventioner for sygemeldte med CMD har en begrenset effekt pa reduktion af
sygefraveer.

e TTA- og sygefraveersforskningen er praeget af kvantitativ metode, hvorfor vi pa nuveaerende
tidspunkt ved mere om gennemsnitsmennesket end det konkrete menneske.

e Man har sparsom viden om sygemeldte med CMD’s oplevelse af at veere sygemeldt med
CMD samt begreanset viden om deres oplevelse af at deltage i en TTA-intervention

e Man har begranset viden om potentielle working mechanisms i TTA-interventioner.
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Det store TTA-projekt (efterfalgende refereret til som TTA-projekt) danner rammen for mit
forskningsprojekt. Jeg vil i det falgende kapitel beskrive TTA-projektet og praesentere de
overordnede konklusioner fra effekt- og procesevalueringen.
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4. Det store TTA-projekt

TTA-projektet er pa alle mader omfangsrigt og komplekst, hvad gaelder savel interventionen og
deltagerne som evalueringen, politiske interesser etc. Jeg vil derfor i dette afsnit kun praesentere
ganske fa pointer fra savel udviklingen, gennemfarelsen og evalueringen af projektet. For yderligere
informationer henvises til denne afhandlings artikel 2, designartikel af Aust et al. (2012) [52] og
den omfattende evalueringsrapport af Winzor et al. (2012) [53] samt to evalueringsartikler [54, 55].

TTA-projekt udspringer af en trepartsaftale mellem regeringen og arbejdsmarkedets parter indgaet i
2008. Et af punkterne i aftalen var, at der skulle gennemfares et starre TTA-forsgg. TTA-projektet
blev finansieret af Forebyggelsesfonden med 32 millioner euro og Beskeftigelsesministeriet bidrog
med 4,3 millioner euro til udvikling og evaluering af projektet [55]. NFA havde til opgave at
udvikle og evaluere projektet i samarbejde med et fagligt radgivningspanel og en
evalueringsfalgegruppe [53].

Hensigten med TTA-projektet var overordnet at afpragve, om det var muligt at etablere en tidlig,
tveerfaglig og koordineret indsats med udgangspunkt i den biopsykosociale forstaelsesramme
malrettet en bred gruppe af sygemeldte med savel fysiske som psykiske helbredsproblemer.
Indsatsen skulle indlejres i jobcentrenes sagsbehandling af sygedagpengesager og var underlagt den

eksisterende lovgivningsramme®.

De deltagende kommuner etablerede som minimum en tvaerfaglig enhed bestaende af TTA-
koordinatorer (kommunal sygedagpenge sagsbehandler), TTA-team (psykolog og
fysio/ergoterapeut) og en klinisk enhed (psykiater og arbejds- eller socialmediciner) (fremover
refererer jeg til dem samlet som TTA-aktarer). Det var ikke frivilligt for den sygemeldte at deltage i
TTA-projektet. Ifglge loven skal sygemeldte deltage i TTA-projektet og dets aktiviteter, hvis det

* 7Sygedagpengeomradet administreres i Danmark af kommunerne. Kommunerne spiller en stor rolle, fordi
det er dem, der udbetaler sygedagpenge til den sygemeldte eller som refusion til en arbejdsgiver for en del
af den len, som arbejdsgiverne udbetaler til deres sygemeldte medarbejder. Sygedagpenge er en
tidsbegreenset offentlig ydelse, som gives til borgere, der bliver helt eller delvist uarbejdsdygtige. Alle
lenmodtagere har ret til sygedagpenge, sdfremt nogle neermere bestemte krav, herunder krav til tidligere
beskeeftigelse, er opfyldt. Hvis arbejdsgiveren udbetaler lon under sygdom, kan arbejdsgiveren som
udgangspunkt forst efter tre uger (efter seneste loveendring, der tradte i kraft i januar 2012 er dette nu 30
dage) modtage sygedagpengerefusion fra kommunen. Ledige har ret til sygedagpenge, hvis de modtager
dagpenge fra en A-kasse. Sygedagpenge kan som hovedregel hejst udbetales i 52 uger inden for de seneste
18 méneder. Udbetaling af sygedagpengene kan dog undtagelsesvis forleenges ud over de 52 uger.
Kommunen standser udbetalingen af sygedagpenge, nar det i jobcenteret vurderes, at sygemeldte er
arbejdsdygtig uanset om den sygemeldte raskmelder sig eller ej.”[53]
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vurderes af kommunen, at det vil gge muligheden for TTA. Ellers kan den sygemeldte blive frataget
sygedagpenge.

En af grundpraemisserne i TTA-projektet var, at indsatsen skulle tilpasses den enkelte sygemeldtes
behov og problemstillinger, og dette blev sggt opnaet gennem tre strategier: 1) en op til 3-ugers
uddannelse af TTA-aktarerne, 2) indferelsen af standardiserede afklaringssamtaler og andre TTA-
redskaber, samt 3) tvaerfaglig handtering af sygefraveerssager [52, 53]. Jeg vil henvise til tidligere

naevnte referencer for naermere beskrivelse af interventionskomponenter i TTA-projektet.

4.1 Hovedkonklusioner for evalueringsrapporten for TTA-

projektet
NFA har udfart effekt-, proces- og gkonomisk evaluering af TTA-projekt i samarbejde med en

faglig evalueringsfalgegruppe. Effekt-evalueringen viser, at TTA-projektet pa tveers af de
deltagende kommuner ikke har nedbragt sygefraveeret pa tvaers af diagnoser og ser man specifikt pa
de mentale helbredsproblemer, er resultatet det samme. TTA-projektet har ej heller signifikant
effekt pa forbedringen af helbredsvariable, sgvn og arbejdsevne sammenlignet med care as usual
[53, 56]. Procesevalueringen peger pa, at det er muligt — men kompliceret — at implementere TTA-
projektet i kommunerne. Pa baggrund af procesevalueringen er der foretaget en kategorisering af
kommunerne efter, hvor godt de har implementeret TTA-projektet, og ud fra analyser med
udgangspunkt i denne kategorisering, er der tendens til, at jo bedre kommuner har implementeret
det omfattende projekt, desto stagrre sandsynlighed er der for positive resultater i forhold til at
nedbringe sygefraveret [53].

Der blev udsendt et opfalgningsspargeskema til sygemeldte i indsats- og kontrolgruppen seks
maneder efter randomiseringen. | det opfelgende spgrgeskema er der blandt andet stillet fem
spgrgsmal til de sygemeldtes oplevelse af indsatsen: 1. Hvordan synes du, at jobcentret har arbejdet
sammen med andre faggrupper? 2. Hvordan har du oplevet jobcentrets samarbejde med din
arbejdsplads? 3. | hvor hgj grad er du blevet involveret i jobcentrets behandling af din sag? 4. | hvor
hgj grad har det virket som om, behandlingen af din sygedagpengesag i perioder er gaet i sta? 5.
Hvordan synes du, jobcenteret alt i alt har handteret dit sygdomsforlgb? Resultaterne indikerer en
lille, men positiv forskel i interventionsgruppens faver for spgrgsmal 1, 2 og 4 [53]. Denne viden er
interessant, men den har sine begraensninger. Den giver ingen eller meget begraenset indsigt i TTA-
projektets working mechanisms, og vi opnar ikke en dybere forstaelse af, hvad de fem
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preedefinerede forhold betyder for den sygemeldte og dennes udbytte af TTA-projektet. Ej heller
ved vi, om de sygemeldte finder helt andre end de fem definerede forhold betydningsfulde for deres

oplevelse af TTA-projektets relevans i deres TTA-proces.

Jeg vil i neste kapitel preecisere mine forskningsspgrgsmal og prasentere afhandlingens tre artikler.
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5. Forskningsspgrgsmal og afhandlingens artikler.
Som tidligere angivet er afhandlingens overordnede forskningsspgrgsmal:

Hvad vil det sige at have udviklet og veere sygemeldt med CMD? Hvilke udfordringer og
muligheder oplever sygemeldte i deres TTA-proces og deltagelse i TTA-projektet? Kan vi

pa baggrund af denne viden gge vores forstaelse af working mechanisms i TTA-projektet?

En reekke delspargsmal kan praciseres:

e Hvad karakteriserer TTA-processen, og hvilke overordnede fremmende og heemmende
faktorer for TTA oplever sygemeldte med CMD?

e Hvordan opleves det at veere sygemeldt med CMD, og hvad karakteriserer perioden op til
sygemeldingen?

e Hovilke centrale working mechanisms karakteriserer TTA-projektet?

For at besvare forskningsspgrgsmalene har jeg udarbejdet en meta-syntese (udfoldes i nedenstaende
afsnit), og jeg gennemfart en eksplorativ kvalitativ undersggelse. Jeg har gennemfart 51 interviews
- tre gentagne interviews med 17 sygemeldte med CMD - for at opna en dybere og mere nuanceret
forstaelse af det konkrete menneskes udvikling af CMD, oplevelse af sygefravaret og TTA-
projektet. Derigennem bringer jeg mennesket tilbage i TTA-forskningen og mit hab er, at vi af
denne vej far en mere detaljeret og nuanceret forstaelse af de sygemeldtes TTA-proces samt et Kig
ind i TTA-projektets sorte boks med sarlig fokus pa working mechanisms.

Min ph.d. er lavet sidelgbende med - men uafhaengigt af - den omfattende evaluering af TTA-
projekt, og jeg er blevet givet frie rammer til at designe og gennemfare mit forskningsprojekt.
Denne afhandling skal derfor leses som et selvsteendigt forskningsstudie. Grundet to barsler under
mit ph.d-forlgb var mit forskningsprojekt ikke afsluttet, da evalueringsrapporten af TTA-projektet
blev udarbejdet, men jeg har bidraget med ca. fem siders analyse af mine data til TTA-rapporten
[53] (se Bilag A for de fem sider).
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5.1 Afhandlingens tre artikler
Afhandlingen bestar af tre publicerede artikler. De farste to artikler er publiceret i internationale

peer reviewed journals, mens den tredje artikel er publiceret som dansksproget bogkapitel i
antologien Nye Perspektiver pa Stress, som jeg har redigeret i samarbejde med Svend Brinkmann,
professor ved Aalborg Universitet (se Appendix for artiklerne):

Artikel 1: Andersen MF, Nielsen K, Brinkmann S. Meta-synthesis of qualitative research on return
to work among employees with common mental disorders. Scand J Work Environ Health. 2012;
38:93-104. [50]

Artikel 2: Andersen MF, Nielsen K, Brinkmann S. How do Workers with Common Mental
Disorders Experience a Multidisciplinary Return-To-Work Intervention? A Qualitative Study.
Journal of Occupational Rehabilitation, Published online 15 February 2014. [2]

Artikel 3: Andersen MF: “Fra omfavnelse til kvaelertag — Hvordan kan arbejdet blive et spargsmal
om liv og ded?” | antologien Nye Perspektiver pa Stress (red. Malene Friis Andersen & Svend
Brinkmann), Klim 2013. [57]

Jeg vil i nedenstaende udfolde de tre artikler hver for sig. | kapitlet ”Diskussion af resultater”
diskuteres de tre artikler i forhold til hinanden samt i forhold til relevante forskningsresultater og

teorier.

5.1.1 Artikel 1

For at skabe et systematisk overblik over og indblik i den eksisterende kvalitative forskning pa
feltet valgte jeg som farste artikel at lave en meta-syntese. Meta-syntesen bliver af nogle
karakteriseret som den kvalitative metodes pendant til den kvantitatives meta-analyse. Jeg
gennemfgrte en omfattende og systematisk litteratursggning for at identificere kvalitative studier
om, hvordan sygemeldte med CMD selv oplever TTA-processen, og hvilke forhindringer og
muligheder de identificerer i relation til TTA. I alt blev 4136 artikler identificeret. Jeg og mine
medforfattere fulgte en reekke inklusions- og eksklusionskriterier til at bedemme artiklernes
relevans og endte med otte primeerstudier, som levede op til inklusionskriterierne. De otte studier
blev efterfalgende kvalitetsvurderet. De blev alle ratet som enten af middel eller hgj kvalitet, og
blev derfor alle inkluderet i meta-syntesen.
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Artikel 1 er udarbejdet ved hjeelp af principper fra forskningsmetoden meta-ethnography, og ud fra
dennes systematik har jeg og mine medforfattere uddraget, integreret og syntetiseret resultaterne fra
de inkluderede kvalitative studier. I artikel 1 konkluderer jeg og mine medforfattere, at sygemeldte
med CMD oplever en raekke forhindrende og fremmende faktorer for TTA i relation til deres egen
personlighed (perfektionisme, ansvarsfglelse og self-efficacy) samt i relation til deres arbejdsplads.
Vi fandt, at graden af arbejdspladsens accept af den nedsatte arbejdsevne samt vurdering af CMD
som legitim lidelse havde betydning for TTA, og derudover var tilstedevarelsen eller fraveeret af
den tilgeengelige sociale stotte inden, under og efter sygefraveeret central for TTA. Flere sygemeldte
havde vanskeligt ved at afgere, hvornar og hvordan de var klar til TTA og i forhold til den konkrete
tilbagevenden, oplevede flere sygemeldte et gap mellem de udarbejdede TTA-planer og de gode

intentioner og implementeringen af disse.

Pa baggrund af syntetiseringen af de otte primeerstudiers resultater, konkluderer jeg og mine
medforfattere, at TTA skal forstas som en sammenhangende og kontinuerlig proces, hvor
sygemeldtes erfaringer fra fortiden og forventninger til fremtiden er dynamisk relateret til dennes
TTA-relaterede handlinger, tanker og oplevelser her og nu. Artikel 1 viser saledes, at vi ma udvide
den tidsperiode, som vi medtaenker og medtager i vores forstaelse af selve TTA-processen. TTA er
altsa ikke blot et anliggende fra farste sygedag. Den sygemeldte agerer ikke i et isoleret her-og-nu
moment. TTA peger ogsa tilbage og muliggeres og vanskeliggeres af forhold og betingelser, som
ligger forud for selve sygefravaeret, som er opstaet under sygefraveeret, savel som den sygemeldtes
forventninger til fremtiden. Derudover konkluderer vi, at de sygemeldte oplever forskellige
fokuspunkter og interesser i deres TTA-proces mellem de systemer (sundheds-, forsikrings- og
arbejdsrelateret rehabiliteringssystem), som de ofte var i kontakt med under deres sygefraveer.
Modsatrettede rad fra de tre systemer synes at forvirre og forverre de sygemeldtes tilstand.

Trods en omfattende systematisk litteratursggning identificerede vi kun otte studier, som kunne
inkluderes i meta-syntesen. Kun et fatal af de otte studier fokuserede pa sygemeldtes oplevelse af at
deltage i en TTA-intervention. Artikel 2 har derfor til formal at udvide vores forstaelse af, hvordan
sygemeldte med CMD oplever at deltage i en TTA-intervention, og med udgangspunkt i denne
viden diskuterer jeg og mine medforfattere potentielle working mechanisms, som TTA-
interventionen virker igennem. Artikel 2 er saledes et kig ind i TTA-projektets sorte boks.

22



5.1.2 Artikel 2

Artikel 2 er udarbejdet med udgangspunkt i mine 51 gennemfgrte interviews. De gentagne
interviews med hver af de 17 interviewpersoner over en leengere periode er i overensstemmelse med
meta-syntesens papegning af, at TTA-processen er en kontinuerlig og sammenhangende proces. |
artiklen vises det, at vi for at forstda CMD-sygemeldtes oplevelse af TTA-projektet ogsa ma
medtaenke deres oplevelse af at have udviklet og veeret sygemeldt pa grund af CMD.
Interviewpersonerne fortaeller om skam, skyld, selvbebrejdelse og en usikkerhed pa egen kunnen i
forbindelse med udvikling af CMD og langvarigt sygefraveer.

Vi finder, at TTA-projektets centrale interventionskomponenter som afklaringssamtaler,
psykoedukative gruppesessioner samt individuelle samtalesessioner med TTA-psykolog har
potentiale til at skabe savel motivation for TTA som frustration hos den sygemeldte. Hvorvidt den
sygemeldte motiveres eller frustreres synes at afhange af, om TTA-aktarerne mgder den
sygemeldte med en individuel tilgang, som vi konkluderer, er en serlig betydningsfuld working
mechanism i TTA-projektet. De sygemeldtes oplevelse — og maske ogsa udbytte - af TTA-projektet
synes at afhenge af, om de oplever, at TTA-aktgrerne praktiserer, hvad jeg og mine medforfattere
betegner som en individuel tilgang. Med individuel tilgang menes TTA-aktarernes evne til at bade
give den sygemeldte oplevelsen af at blive mgdt pa sine egne praemisser og blive set som et unikt
individ. Eksempelvis synes den sygemeldtes oplevelse af tilstedeveerelsen af den individuelle
tilgang at veere ngdvendig for, at TTA-aktgrerne i afklaringssamtaler opnar et retvisende billede af
den sygemeldtes situation, mentale tilstand samt arbejdsparathed — og dermed kan tilbyde den
sygemeldte en adaekvat indsats. Ligeledes peger vi pa, at den individuelle tilgang synes afgerende
for, at TTA-aktgrerne opnar en position som legitime eksperter i den sygemeldtes TTA-proces.
TTA-aktgrernes status som legitime eksperter er central for, at den sygemeldte oplever deres
vurderinger, rad og fortolkninger som relevante og anvendelige. | artiklen diskuterer vi den
individuelle tilgang i forhold til psykoterapiforskningens teorier om og dokumentation af
betydningen af non-specifikke faktorer (i artiklen kaldt common factors). Vi konkluderer
afslutningsvis, at det kan vanskeliggere TTA-akterernes praktisering af den individuelle tilgang, at
de bade er hjalpere, kontrollanter og myndighed i den sygemeldtes TTA-proces.

Artikel 1 peger saledes pa, at vi ma forsta TTA som en sammenhangende og kontinuerlig proces og
artikel 2 viser, at den individuelle tilgang er en central working mechanisms i TTA-projektet med
betydning for, om og i hvilken grad TTA-projektets potentialer forlgses. For at undersgge og forsta
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de to centrale fund narmere, undersgger og beskriver jeg i artikel 3 den periode, der er gaet forud
for sygemeldingen.

5.1.3 Artikel 3

Jeg har i artikel 3 valgt at fokusere pa et udsnit af mit datamateriale. For at opna en detaljeret og
dybere forstaelse af, hvad der er gaet forud for de sygemeldtes deltagelse i TTA-projektet, er artikel
3 baseret pa interview med fem interviewpersoner sygemeldt med, hvad jeg i artiklen betegner som
"arbejdsrelateret stress”. Min beslutning om netop at fokusere pa sygemeldte med selvrapporteret
stress, er funderet i, at stress i serdeleshed er et diffust og mangelfuldt defineret mentalt
helbredsproblem [58]. Dermed bidrager artikel 3 bade med en detaljeret viden om perioden op til
sygemeldingen samt en precisering af stress som tilstand.

| artikel 3 udfolder jeg en kompleks og nuanceret stressforstaelse. Pa baggrund af empirien
identificerer jeg fire centrale temaer, som forklarer, hvordan arbejdet pa en og samme gang opleves
som bade livsfarligt og livsngdvendigt, desto mere stresssymptomer forveerres: 1) Relationen til
arbejdet, 2) Forstyrrelse i selvforstaelse og selvverd, 3) Forstyrrelse i realitetssans (tema 2 og 3
udger stresssyndromet), 4) Den almeagtige leder. | artiklen argumenterer jeg for, at
interviewpersonernes relation til arbejdet kan karakteriseres som en sammenfoldning mellem
arbejde og identitet. Med udgangspunkt i teorier om kognitiv kapitalisme beskrives denne
sammenfoldning ikke som et valg, men som et vilkar med en raekke konsekvenser, og der
argumenteres for, at arbejdet bliver den centrale identitetskomponent.

Stresssyndromet er et empirisk udviklet koncept, og jeg viser i artiklen, at det bestar af to parallelle
og reciprokke processer: 1) Forstyrrelse i selvforstaelse og selvveerd, 2) Forstyrrelse i realitetssans.
Farste tema daekker over, at interviewpersonerne oplever, at ydre uoverensstemmelser resulterer i
indre konflikter og en falelse af at veere inkompetent og ude af stand til at afkode meningen med
tilsyneladende logiske organisatoriske betingelser og forandringer. I stigende grad oplever de
usikkerhed og tvivl om egne evner og deres vaerd som menneske. En af interviewpersonerne stiller
spgrgsmalet: "Er jeg en god nok medarbejder — et godt nok menneske?”, og med udgangspunkt i
den viste intensiverende sammenfoldning mellem arbejde og identitet argumenterer jeg i artiklen

for, at desto mere den negative stressspiral satter ind, desto mere bliver svaret pa det formulerede
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spgrgsmal et og det samme. Derfor satter interviewpersonerne alt ind for at lgse arbejdsopgaverne

upaklageligt for at udsztte den truende psykiske undergang — og sygemelding.

Forstyrrelse i realitetssans dekker over, at interviewpersonerne op til sygemeldingen i stigende
grad oplever en svaekkelse i og manglende tillid til at kunne anvende og navigere efter egne
fornemmelser, faglelser, sansninger og vurderinger. De afskriver deres eskalerende stresssymptomer
som relevante og handlingsanvisende informationsbarere, hvilket efterlader interviewpersonerne i
et navigationsmaessigt tomrum, og de faler sig ude af sync med virkeligheden.

Forstyrrelsen af selvforstaelse og realitetssans har som bade arsag og konsekvens, at lederen far en
—om end ikke-intenderet - stadig starre betydning i udviklingen af en negativ stressspiral og
eskalering af de to beskrevne forstyrrelser. Med udgangspunkt i empirien betegner jeg lederen som
den almaegtige leder, da lederen synes at have en udvidet definitionsradius og definitionsmagt qua
sammenfoldningen mellem arbejde og identitet. Dermed udsiger og fortolker lederen ikke blot
medarbejderen som medarbejder, men som helt menneske. Det understreges i artiklen, at denne
dynamik ikke ngdvendigvis er bundet til den enkelte konkrete leder. | stedet skal den forstas ud fra
mere overordnede ledelsesrationaler og -logikker i den kognitive kapitalismes ara.

Artikel 3 giver saledes et indblik i perioden op til sygemeldingen. I diskussionen af de tre artikler
vil jeg argumentere for, at denne viden er central for at fa en dybere forstaelse af CMD-sygemeldtes

oplevelse af TTA-projektet samt dets working mechanisms.
| dette kapitel har jeg preesenteret indholdet i de enkelte artikler. Jeg vil i naeste kapitel

beskaftige mig med, hvordan resultaterne er blevet til ved i detaljer at udfolde mit

forskningsprojekts metode.
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6. Metode

Jeg vil i kapitlet sgge at efterleve kravet om gennemsigtighed [59] i forhold til de metoder,
strategier og valg, der karakteriserer mit eget interviewstudie. Dermed relaterer kapitlet sig til
artikel 2 og 3. Jeg har valgt at fokusere pa mit eget interviewstudie, da artikel 1 redegar forholdsvis
detaljeret for metoden meta-etnography og dens metodiske styrker og begraensninger. Jeg vil
indledningsvis praesentere ”Interpretative Phenomenological Analysis” (IPA), som er den metode,
der har guidet — men ikke styret — mine dataindsamling og -analyse. Dernast vil jeg i afsnittet
"Dataindsamling” udfolde, hvad mine data bestar i, og hvordan de er blevet til. Afslutningsvis
udfoldes i afsnittet "Etiske overvejelser” mine etiske udfordringer under dataindsamlingen. Jeg har
valgt at reservere en kritisk diskussion af mit forskningsdesigns styrker og begraensninger til

kapitlet "Diskussion af metode”.

6.1 Interpretative Phenomenological Analysis
Jeg vil give en kort introduktion af IPAs teoretiske udgangspunkt i fenomenologien samt motivere

mit valg af IPA. Dernast vil jeg udfolde min analysestrategi.

IPA er en relevant forskningsmetodik, hvis ens fokus er ’on personal meaning and sense-
making in a particular context, for people who share a particular experience.”[60]. Dette
matcher med mine forskningsspargsmal og fenomenologiens udgangspunkt i det konkrete
menneske, dets bevidsthed og indefra-ud beskrivelser er ligeledes i god overensstemmelse med
mit gnske om at s&tte den sygemeldte og dennes oplevelser og erfaringer i centrum for min
forskning. IPA har allerede vist sig anvendelig inden for andre forskningsprojekter om

sygdomsramtes oplevelse af sygdom og funktionsnedsattelse [61-65].

6.1.1 IPA og fenomenologien

IPA er, som navnet afslarer, funderet i fenomenologien og tager udgangspunkt i de teoretiske
feenomenologer Husserl, Heidegger, Merleau-Ponty og Sartre [60]. En dybdegaende og detaljeret
redegarelse for fenomenologien fortjener langt mere plads, end der her er til radighed. Jeg vil
derfor fokusere pa centrale pointer fra fenomenologien, som IPA sgger at integrere.
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Den fenomenologiske tradition antager, at fenomener har en ”essens”, som beskrives som
feenomenets almene vasen [66]. Tesen er, at feenomenets essens rent faktisk eksisterer, som det, der
gar feenomenet til det, det er - fx er en stols essens, at man kan sidde pa den. Det er saledes ikke
sociale konstruktioner, der definerer tingens essens, men tingens essens i sig selv. Ifglge
feenomenologien kan vi ikke umiddelbart erkende den egentlige essens, da vores subjektivitet
(erfaringer, teorier, viden og fordomme) forstyrrer erkendelsen af tingen i sig selv.
Feenomenologien har som centralt omdrejningspunkt at beskrive erkendelsesmaessige metodikker,
med hvis hjeelp vi kan tilneerme os og beskrive et feenomens essens sa preecist som muligt. IPA
indarbejder iser metodikken bracketing — at seette i parentes. Med bracketing henvises der til, at vi
gennem en aktiv proces ma sette vores subjektivitet og taget-for-givet-verden i parentes, mens
undersggelsen af et fenomen finder sted [66, 67]. | IPA understreger man, at dette ikke gares ved at
fornagte og ekskludere subjektiviteten, men ved aktivt at undersgge og engagere sig i den [60, 64,
68, 69].

I overensstemmelse med filosofisk feenomenologi er IPA undersggende over for, hvad det vil sige at
veere menneske, og hvorledes vi udvikler en forstaelse af verden og dens f&enomener — herunder os
selv. Men en central forskel pa den filosofiske fanomenologi og IPA er, at hvor farstnaevnte typisk
undersgger, hvordan jeg oplever et trae, smerte etc., er gnsket i IPA at undersgge, hvordan andre
oplever et tree, smerte etc. [60]. Resultatet af en analyse udfert med udgangspunkt i IPA vil derfor
altid veere under indflydelse af, hvad forskeren teenker, at deltageren teenker. Dette betegner IPA
som dobbelt hermeneutik [60]. Derigennem papeger IPA, at kvalitativ analyse altid vil veere
subjektiv. Et centralt princip i IPA er derfor, at forskeren kontinuerligt og systematisk forholder sig
til sin subjektivitet [60]. Jeg har sggt at imgdekomme dette ved blandt andet at modtage supervision
i relationen til min forskningsproces og dataanalyse hos en klinisk psykolog under
forskningsprojektet. Derudover har jeg kontinuerligt drgftet proces, dataanalyser og
arbejdshypoteser med medforfatterne til artikel 1 og 2.

Efter denne korte introduktion til det teoretiske grundlag for IPA vil jeg i naste afsnit give en mere
udferlig redegarelse for gennemfgrelsen af mine dataanalyser, og hvilke analysestrategier jeg har
anvendt. Jeg beskriver de seks trin, som en analyse gennemfart med udgangspunkt i IPA bestar i, og

jeg ekspliciterer, hvordan jeg afviger fra de seks trin.
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6.1.2 De seks trin som blev til tre

De seks trin i en IPA-analyse er: 1. Reading and re-reading, 2. Initial noting, 3. Developing
emergent themes, 4. Searching for connections across emergent themes, 5. Moving to the next case,
6. Looking for patterns across cases [60]. Det farste trin reading and re-reading bestar i at genhgre
det bandede interview samt leese og genlase det transskriberede interview, mens tanker og mulige
tolkninger noteres frit. Det naste trin - initial noting — er det mest tidskraevende. Dette trin er at
sammenligne med en fri tekstanalyse, hvor der ingen regler er for, hvad man skal kommentere og
forholde sig til. Malet for trin to er udarbejdelse af omfattende og detaljerede noter og
kommentarer, som ofte ogsa indeholder analysandens personlige refleksion, egne erfaringer og
professionelle viden. Pa det tredje trin developing emergent themes foretages et analytisk skift fra
primert at arbejde med transskriptionen til primaert at arbejde med de indledende noter udarbejdet
pa trin to. Pa trin fire opsplittes den kronologiske reekkefalge og temaerne organiseres nu efter,
hvordan de passer sammen. Herefter pabegyndes trin fem, hvor analysanden gar til naste case og
gentager processen. Pa trin seks ser man efter mgnstre mellem casene. Derefter beveeger man sig fra
de overordnede temaer til en mere teoretisk og generaliseret forstaelse af de undersggte feenomener
[60, 61, 63, 64].

Jeg havde oprindeligt planlagt at anvende klassisk IPA og de seks trin. Men da mit datagrundlag
blev mere omfangsrigt end planlagt (udfoldes senere i dette kapitel), har det kraevet en tilpasning af
IPA, da man i IPA typisk har langt feerre interviews [60]. En tilpasning af metoden er ifglge

grundleeggerne af IPA dog ikke ngdvendigvis problematisk, idet:

”There is no clear right or wrong way of conducting this sort of analysis and we encourage IPA

researchers to be innovative in the ways that they approach it.”” [60].
Andre kvalitative forskere beskriver endda ligefrem metodetilpasning som en gnskvardig strategi:
’Qualitative researchers should think of themselves as craftspersons who engage creatively with

the materials and should not be rigid methodologists who mechanically follow pre-defined steps.”
[70]
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I kapitel 9 "Diskussion af metode” vender jeg tilbage til potentielle udfordringer i at have tilpasset
metoden. Som angivet i artikel 2 tager mit analysearbejde for denne artikel udgangspunkt i IPA’s
principper for handtering af stort datamateriale. Grundet omfanget af min datamangde har jeg
anvendt analyseprogrammet NVivo 10 til sortering af data, trods IPA’s grundlaeggernes skepsis
over for denne type software [60]. Jeg har over en leengere periode udviklet og tilpasset en
kodestrategi, og jeg har kodet alle interviews efter de overordnede kategorier i NVivo (se Bilag B
for kodehierarki). Koderne er diskuteret med mine medforfattere pa artikel 2. Det var afggrende, at
koderne balancerede mellem at veere bade sa praecise og sa generelle som muligt, idet det skulle
veere muligt at anvende dem pa samtlige 51 interviews. Dette gjorde det muligt for mig at
sammenligne tematikker pa tvers af interviewpersoner og pa tveers af de tre interviewtidspunkter.
I mit analytiske arbejde har jeg iser veeret inspireret af IPA’s trin 1, 2 og 3. Ved udarbejdelsen af
analyserne for artikel 3 har jeg fulgt anvisningerne for trin 1, 2 og 3 for de tre interviews med hver
af de fem interviewpersoner. | analyserne til artikel 2 har jeg anvendt de tre trin mere selekteret pa
udvalgte tematikker, der var relevante for artiklen. De tre trin har hjulpet mig til konstant at stille
undrende spargsmal til data, og min oplevelse er, at de tre trin har abnet datamaterialet pa for mig
nye og overraskende mader (se Bilag C for eksempel pa trin 2 og 3). Efter gennemfarelsen af de tre
trin er min analyse og tematisering af min empiri foregaet mere processuelt og ikke stringent efter
IPA’s sidste tre trin. Jeg har udfyldt utallige haefter med noter, analyser og flere spargsmal, og jeg
har tegnet og sggt at materialisere mine analyser i arbejdsfigurer og modeller. Under
analysearbejdet har jeg fortlgbende diskuteret, udviklet og modereret min kodningsstrategi, mine
analyser og arbejdshypoteser i samarbejde med mine vejledere Karina Nielsen og Svend
Brinkmann.

Der er nogle udfordringer forbundet ved IPA som metode, som jeg udfolder i kapitlet "Diskussion
af metode”. Jeg vil i naste afsnit sgge at gge gennemsigtigheden yderligere ved en detaljeret
redegarelse for, hvordan de data, som jeg netop har beskrevet analysestrategi for, er blevet til.

6.2 Dataindsamling
Jeg har i artikel 2 mere overordnet beskrevet gennemfarelsen af de 51 interviews. Jeg vil i dette

afsnit fokusere pa detaljer og opmaerksomhedspunkter, som ikke er udfoldet i artiklerne pga.
begraenset plads. | nevnte reekkefglge udfolder jeg i fem separate afsnit 1) rekruttering af

interviewpersoner, 2) min beslutning om at gennemfare tre i stedet for to interviews med hver
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interviewperson, 3) indholdet i interviewguides for de tre interviews, 4) interviewteknik, og 5)

etiske overvejelser i forbindelse med dataindsamlingen.

6.2.1 Rekruttering

Jeg har anvendt to rekrutteringsstrategier: ansigt-til-ansigt rekruttering i kommune og rekruttering
pr. brev. Mine interviewpersoner er hovedsageligt rekrutteret via brev, da den anden
rekrutteringsstrategi var for tidskraevende. | alt blev 18 personer rekrutteret (3 via ansigt-til-ansigt
og 15 via brev). Rekrutteringen pr. brev foregik ved, at en datamanager pa NFA via
dataprogrammet Inquisite, som kommunerne registrerede de deltagende sygemeldte i, identificerede
sygemeldte i otte sjeellandske kommuner, som levede op til mine inklusionskriterier: 1. Den
sygemeldte er randomiseret til TTA-Projektet, 2. Den sygemeldte angiver, at arsagen til
sygefravaret er depression eller stress®. Herefter udsendte Danmarks Statistik et rekrutteringsbrev
(se Bilag D for rekrutteringsbrevet) til sygemeldte, der matchede mine inklusionskriterier. I alt blev
93 rekrutteringsbreve udsendt i perioden 26/8 2010 - 20/1 2011. 17 % af modtagerne valgte at
deltage i undersggelsen. Til sammenligning var svarprocenten pa spgrgeskemaet for sygemeldte
med mentale helbredsproblemer ved baseline 37 % og 26 % ved follow up [53]. Denne forskel kan
skyldes, at det opleves som mere overskueligt at udfylde et spargeskema end at tage initiativ til at

koordinere og deltage i de to interviews, som der var lagt op til i rekrutteringsbrevet.

En interviewperson faldt fra efter farste interview, mens de resterede 17 interviewpersoner deltog i
samtlige interviews. De 17 interviewpersoner fordeler sig som falger: 13 kvinder, 4 mand,
gennemsnitsalderen er 44 ar (range 23-61 ar). Ved farste interview var 11 lenmodtagere (fire af
dem var dog afskediget inden mit farste interview), fire var ledige og to var selvstendige. 9 havde
angivet stress som arsag til sygefraveer, mens 8 havde angivet depression (se artikel 2, Tabel 1 for

mere detaljeret beskrivelse af interviewpersonerne).

> Jeg har valgt at rekruttere interviewpersoner med udgangspunkt i kun to selvrapporterede rsager, da dette er i trad
med IPA’s praeference for homogene samples [60]. Jeg vil dog senere forholde mig kritisk til, om mit sample er udtalt
homogent.
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6.2.2 Fra to til tre interviews

Gennemfgrelsen af flere interviews med samme interviewperson er fremhavet som et godt
forskningsdesign, hvis man gnsker at fglge og forsta processer [71]. Som det fremgar af
rekrutteringsbrevet, var det oprindeligt planlagt, at der skulle gennemfares to interviews med hver
interviewperson: Interview 1 efter ca. otte ugers sygefraveer umiddelbart efter randomisering til
TTA-projektet og interview 2 ca. tre maneder efter farste interview. Interview 1 finder saledes sted
i, hvad man i litteraturen betegner som den sub-akutte fase (to-tre maneders sygefraveer), mens
interview 2 finder sted i, hvad der betegnes som den kroniske fase (mere end tre maneders
sygefraveer) [72]. Efter jeg havde gennemfart interview 2 med fem interviewpersoner, viste det sig,
at interviewpersonerne endnu ikke var vendt tilbage til arbejdet eller kun lige var vendt delvist
tilbage. Dermed indsa jeg, at sterstedelen af mine interviewpersonener med stor sandsynlighed
stadig ville deltage i TTA-projektet eller vaere i en eller anden form for TTA-proces pa tidspunktet
for interview 2. For at falge interviewpersonernes TTA-proces samt deres oplevelse af TTA-
projektet over tid og som forandringer indtraf eller udeblev, fandt jeg det relevant at udvide
forskningsdesignet med et tredje interview, som fandt sted 6-7 maneder efter interview 1.
Tidspunktet for interview 3 blev fastlagt, sa det faldt ca. samtidig med, at der blev udsendt follow-
up spergeskemaer til de sygemeldte. Mit gnske om at gennemfare et ekstra interview formidlede jeg
via telefonen til de farste fem interviewpersoner og ved interview 2 til de gvrige interviewpersoner.
Jeg understregede, at det var fuldt frivilligt at deltage i det tredje interview. Alle 17

interviewpersoner accepterede.

6.2.3 Interviewguides

Jeg har udarbejdet interviewguides for hvert interviewtidspunkt 1, 2 og 3 for henholdsvis
interviewpersoner sygemeldt fra arbejde og interviewpersoner sygemeldt fra ledighed (se Bilag E
for interviewguides). Nogle tematikker adresseres pa alle tre interviewtidspunkter, mens andre kun
adresseres pa et eller to interviewtidspunkter.

Pa alle interviewtidspunkter blev der stillet spgrgsmal til det konkrete mentale helbredsproblem, og
der blev spurgt til interviewpersonens tanker om syg-rask dikotomien for derigennem at seette det
konkrete helbredsproblem i relation til mere abstrakte overvejelser om og erfaring med at veere syg
og rask. Dette kan ses som et forsgg pa at inspirere interviewpersonen til i en light-version at
eksperimentere med den fenomenologiske metode free imaginative variation [59]. Oplevelsen af at
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arbejde og betydningen af arbejdet i interviewpersonens liv blev afdaekket i alle tre interviews.
Ligeledes blev der pa alle tre interviewtidspunkter spurgt til interviewpersonens tanker, falelser,
overvejelser og konkrete handlinger i forhold til TTA samt kontakt til en eventuel arbejdsplads.
Interviewguiden for interview 1 fokuserer desuden pa perioden op til sygemeldingen — herunder
hvornar og hvordan interviewpersonen blev opmarksom pa udviklingen af et mentalt
helbredsproblem, og hvordan det resulterede i en sygemelding. Derudover blev der afslutningsvis i
interview 1 spurgt til interviewpersonens kendskab til TTA-projektet samt umiddelbare tanker om
behov for hjelp.

Interview 2 og 3 blev indledt med et relativt abent spargsmal om, hvad der var sket siden sidste
interview. Efterfalgende blev der spurgt mere konkret til interviewpersonens deltagelse i TTA-
aktiviteter og oplevelse af disse.

Jeg fulgte sjeeldent reekkefglgen i interviewguiden. Det var altid den konkrete dynamik i samtalen,
der afgjorde, hvornar og hvordan de enkelte temaer blev adresseret. Mine interviewguides kan
synes relativt spgrgsmalstunge i forhold til preeferencen i IPA-studier [60]. Jeg fandt det dog vigtigt,
at alle temaer blev afdaekket i hvert interview, sa jeg havde mulighed for reelt at sammenligne
forskellige interviewpersoner. Interviewene havde en leengde pa mellem 1-2,5 time og sterstedelen
teettere pa de 2,5 time end 1 time. Saledes var der god tid til eksplorativt at afdaekke de enkelte —
men maske mange - temaer. Alle interviews er transskriberet. Jeg har selv transskriberet syv
interviews mens resten er transskriberet af studentermedhjealpere pa NFA, som blev instrueret
mundtligt og skriftligt i, hvordan jeg gnskede transskriptionen.

I naeste afsnit praesenterer jeg to interviewteknikker for yderligere at udfolde, hvordan interviewene

blev gennemfart.

6.2.4 Interviewteknik

Hvilke interviewteknikker, der har formet data, er ofte minimalt eller slet ikke beskrevet i
rapporteringen af kvalitative studier. For at @ge gennemsigtigheden vil jeg beskrive to
interviewteknikker, som jeg har praktiseret og navngivet: Pendul-metoden og Tale-sig-tom-

metoden.

32



6.2.4.1 Pendulmetode - at tale om svare ting pd en nensom mdde
Interviewpersonerne befinder sig i en sarbar og usikker situation, og i interviewene er det

forholdsvis personlige emner, som bergres. Dette kreever en sarlig opmaerksomhed pa
interviewteknik. Det er mit ansvar som interviewer, at interviewpersonen er fattet og ikke
overveeldet af psykisk materiale, nar jeg gar ud af dgren. | mit forsgg pa at leve op til dette ansvar
har jeg anvendt en interviewteknik inspireret af terapiretningen Somatic Experience (SE) [73, 74],
som jeg bl.a. er treenet i som klinisk psykolog.

En af grundpraemisserne i SE er, at SE-terapeuten ikke arbejder direkte med et traume. | stedet
aktiveres skiftevis personens ressourcer og personens mentale og kropslige erindringer om
vanskelige oplevelser eller temaer. Tesen er, at der gennem dette penduleringsarbejde sker en
gradvis balancering af det sympatiske og parasympatiske nervesystem, og at personen derigennem
kan tale om og arbejde med traumet og vanskelige temaer uden at blive overveeldet af negative
falelser og retraumatisering [73, 74]. Derudover vil terapeuten ofte indledningsvis i en session
identificere et anker hos klienten. Et anker er et fenomen, en oplevelse, en aktivitet i livet eller en
person, som klienten har positive og trygge erfaringer med. Hvis terapeuten fornemmer, at klienten
overveeldes af negative oplevelser og falelser, vil terapeuten adressere ankeret og gennem
spargeteknikker aktivere det parasympatiske nervesystem og derigennem bringe personen i en mere
balanceret tilstand [73, 74].

Det er vigtigt at understrege, at jeg ikke har nogen antagelse om, at mine interviewpersoner
ngdvendigvis har vaeret udsat for traumatiske haendelser eller befinder sig i en traumelignende
situation. Og vigtigst af alt: Jeg laver interview og ikke terapi med dem. Netop derfor er det ogsa

serlig vigtigt, at interviewpersonen ikke overveeldes af psykisk materiale i interviewsituationen.

I det konkrete interview har jeg vekslet mellem adressering af ressourcerelaterede oplevelser og
erfaringer, neutrale oplevelser og erfaringer samt vanskeligere og emotionelt kreevende oplevelser
og erfaringer. | farste del af interviewet har jeg identificeret og konkretiseret et ”anker” — gerne i
relation til selve emnet for undersggelsen for at holde os til den "kontrakt”, interviewperson og jeg
har indgaet. Af eksempler pa anker kan naevnes: faglig stolthed, gode kollegaer, oplevelse af
meningsfuldt arbejde, et langt stabilt arbejdsliv etc. | mange interviews har det ikke veeret
ngdvendigt at bringe ankeret i spil, men i nogle interviews har jeg i starre eller mindre grad
adresseret ankeret i interviewsituationen pa tidspunkter, hvor jeg har vurderet, at

interviewpersonens balance har veeret udfordret (se Bilag F for eksempel pa adressering af ankeret).
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Min erfaring er, at interviewpersonerne har responderet positivt pa et sadan skift i interviewet, og at
det har haft den intenderede effekt.

Ud over at pendul-metoden har vaeret skansom over for interviewpersonerne, tror jeg ogsa, at
metoden har tilvejebragt nuancer i mine interviews, som mere lineare interviewteknikker ikke
ngdvendigvis kan frembringe. | mine data treeder ambivalens og bade-og-oplevelser tydeligt frem,
hvilket har givet mig en analytisk opmarksomhed pa, at et fanomen sjeldent opleves entydigt, og
at der sjeldent kun er én oplevelse, én historie eller én fglelse bundet til et fenomen.

6.2.4.2 At lade interviewpersonen tale sig tom
Som angivet i begyndelsen af afhandlingen har jeg tidligere arbejdet med CMD, sygefraver og

TTA. | IPA understreges vigtigheden af, at man skal blive sig sine forforstaelser bevidst og sette
sin viden om forskningsgenstanden i parentes. Jeg har som navnt sggt at tage denne fordring
alvorlig gennem fx at modtage supervision. Men da den vandtette parentes er en utopi, er der risiko
for, at en "hjemmevant” forsker som mig for hurtigt tror, at jeg ved, hvad interviewpersonen mener.
Dermed forbliver temaerne i interviewene uudfoldede og indforstaede. For at minimere denne
faldgruppe har jeg anvendt en teknik, som jeg kalder at lade interviewpersonen tale sig tom
(velvidende at dette ogsa er en utopi). Jeg har forsggt at etablere et rum, hvor interviewpersonen
kunne vere i en fri tale- og tankestram og med egne ord samt billeder udfolde en oplevelse, en
refleksion, en falelse etc. Men som det ses i Bilag G er det ikke et helt frit rum, der etableres:
Gennem mine enkle spgrgsmal og korte gentagelser strukturerer og fastholder jeg
interviewpersonens undersggelse af et givent tema. Denne spargeteknik - eller struktureringsteknik
— har potentiale til, at metaforer, frie associationer og refleksioner udfoldes og praciseres ved fa og
korte spgrgsmal og opsamlinger. Denne teknik, mener jeg, har gget forskningsprojektets validitet. |

kapitlet "Diskussion af metode” udfoldes validitetsdiskussionen.

6.3 Etiske overvejelser
Vender vi indledningsvis blikket mod de mere konkrete punkter i god forskningsetik [75], er det

forholdsvis nemt at svare bekraeftende til, at jeg har handlet etisk forsvarligt: Ja, jeg har indhentet
skriftligt samtykke fra interviewpersonerne, ja, jeg har meldt forskningsprojektet til Datatilsynet, og
ja, jeg har i formidlingen af resultaterne efterstraebt fuld anonymitet af interviewpersonerne. Men
det bliver vanskeligere at felde entydig dom over min handtering af etiske problemstillinger, nar vi
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forlader tjeklisten og bevaeger os ud i den grumsede virkelighed med til tider modsatrettede
forpligtelser. Farst vil jeg adressere en pastand om, at anvendelsen af terapeutiske teknikker i
interview er manipulation, hvorefter jeg vil udfolde mine udfordringer med en samtidig efterlevelse

af epistemisk og etisk godhed.

6.3.1 Terapeutiske teknikker — manipulation eller nieansomhed?

Etik er et centralt anliggende i kvalitativ metode, da forskeren oftest er positioneret som den
magtfulde part og interviewpersonen som den mere sarbare [76]. Som forskere holder vi ’noget af
den Andens liv i vores hander, og ud af dette opstar en etisk fordring om at tage vare pa det af den
andens liv, der er i vores magt” (Brinkmanns fortolkning af K. E. Lagstrup [77]). Den kvalitative
forsker ma isaer vaere opmeerksom pa og handtere, at savel interviewer som interviewperson kan
blive forfart af den abenhed, som et interview inviterer til [77, 78]. Interviewets lokkende abenhed
og bekendelsesmulighed har faet nogle til at advare om interviewerens brug af terapeutiske
teknikker til at komme bag interviewpersonens forsvar, da dette opfattes som manipulation [79], og
desuden kan efterlade interviewpersonen med “nye og smertefulde indsigter i deres liv, som de ikke
har gnsket [77]. Som jeg har redegjort for, har jeg veeret inspireret af terapeutiske teknikker i
interviewsituationen. Men jeg haber ogsa at have demonstreret, at den kliniske treening netop
minimerer og ikke forstaerker risikoen for, at personlige emner og tematikker adresseres pa
uhensigtsmassige og belastende mader i interviewsituationen. Dermed mener jeg, at en bevidst
anvendelse af udvalgte terapeutiske teknikker hjelper til at tage bedre vare pa det af

interviewpersonens liv, som er lagt i mine hander.

6.3.2 Nar epistemisk og etisk godhed kolliderer

Det er blevet fremsat, at den gode kvalitative forsker ma mestre savel epistemisk godhed
(vidensproducerende) som etisk godhed, og at de to domaner ofte er uadskillelige i praksis [76]. Jeg
er dog ikke sikker pa, at de to fordringer er sa uadskillelige. Jeg har oplevet det som en kontinuerlig
afvejning og balancegang mellem at "passe pa” og vaere opmarksom pa den enkelte
interviewpersons graenser og dynamikker (den etiske godhed) samtidig med, at jeg har veeret
optaget af at fa tilstreekkelig viden og tilstreekkelig "dybde” i historierne for at besvare mine
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forskningsspargsmal bedst muligt (den epistemiske godhed). Enkelte gange har det ene behov

udfordret — og endda udelukket - det andet.

Mine praksiserfaringer med feltet har afstedkommet, at jeg i enkelte situationer har haft vanskeligt
ved bade at honorere den epistemiske og den etiske godhed. Eksempelvis spurgte en
interviewperson under interview 1 og 2, hvordan jeg vurderede hendes parathed til at komme
tilbage til arbejdet. En anden interviewperson havde faet en henvisning fra egen leege til et
samtaleforlgb hos en psykolog over sygeforsikringen, men havde ikke rad til egenbetalingen. En
egenbetaling, som jeg af erfaring vidste, han med stor sandsynlighed kunne fa bevilliget af
kommunen grundet hans situation. Begge eksempler indeholder problemstillinger, som TTA-
aktererne optimalt kunne hjelpe de sygemeldte med at handtere. | farste eksempel med at vurdere
interviewpersonens TTA-parathed, i det andet tilfeelde med at informere om muligheden for
gkonomisk statte til egenbetalingen. Jeg valgte i begge tilfeelde indledningsvis at forholde mig ikke-
intervenerende, da jeg i disse tilfeelde satte den epistemiske godhed hgjest (hvilken betydning har
TTA-projektet for deres TTA-proces?). Jeg prevede at finde ro i denne beslutning i det forhold, at
interviewpersonerne var deltagere i en indsats, som burde kunne hjelpe dem. Den sidstnaevnte
interviewperson var blevet raskmeldt mod sin vilje mellem interview 2 og 3 og deltog saledes ikke
leengere | TTA-projektet. Derfor valgte jeg at forteelle ham om muligheden for gkonomisk statte.
Jeg finder sondringen mellem epistemisk og etisk godhed relevant, da den har skerpet min
bevidsthed om egen motivation og konsekvenserne af de valg, man konstant treeffer i

forskningsprocessen.

Jeg har i dette afsnit valgt at sette fokus pa, hvad der kan betegnes som mikroetikken vel vidende,

at ogsa makroetiske perspektiver er centrale at have for gje i forskningsprocessens helhed [77].

| dette kapitel har jeg redegjort for mine metodevalg og —overvejelser i mit kvalitative
forskningsprojekt. Jeg vil i ngeste kapitel indseette og friseette kvalitativ metode i en
videnskabsteoretisk sammenhang for derigennem at definere det grundlag, som jeg senere vil
diskutere denne afhandlings resultater og metode pa.
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7. Videnskabsteoretiske forudsaetninger: Videnskabelige
metoder og Kausalitetsforstaelser

Som angivet i indledningen er sygefraveersforskningen og forskningen i TTA preeget af kvantitativ
metode, hvilket er et billede man genfinder inden for sundhedsforskning generelt [80]. Jeg har
argumenteret for relevansen af at anvende kvalitativ metode, men heller ikke denne metode er
uproblematisk at anvende til besvarelsen af mine forskningsspgrgsmal. Isaer volder
kausalitetsforstaelsen i klassisk kvalitativ metode mig problemer. Jeg vil i dette kapitel udrede
kausalitetsforstaelsen i kvantitativ og kvalitativ metode for efterfglgende at positionere mig i
forhold til dem begge ved at indskrive denne afhandling i kritisk realisme. Denne positionering har,
som vi skal se, betydning for, hvilke konklusioner og implikationer jeg kan tillade mig at drage pa

baggrund af mine resultater. Den made, vi forstar kausalitet pa, har direkte konsekvenser for:

1) Om man accepterer denne afhandlings pastand om, at de tre artikler ikke bare er emnemaessigt

relateret, men at de tre artikler gensidigt informerer og spejler hinandens resultater.
2) Vurderingen af om min metodik tillader de konklusioner, jeg drager.

3) Om denne afhandlings konklusioner anses som legitime og relevante at anvende i udviklingen af
fremtidige TTA-interventioner.

En klassisk forstaelse af forskellen mellem kvalitativ og kvantitativ metode listes i metodebgger

ofte som i nedenstéende skema af Svend Brinkmann:

To former for undersggelse [70]:

Qualitative inquiry Quantitative inquiry
Subject matter Relations of meaning Causally related entities
Purpose Understanding actions and events Uncovering causal relations
Ontology Performances that are done Things that happen
Methods Interpreting human actions, practices and Establishing correlations between
cultural productions variables
Materials Texts Numbers
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Forskellene mellem kvalitativ metode og kvantitativ metode er med udgangspunkt i Wilhelm
Dilthey blevet udlagt som en forskel pa verstehen (forstaelse) og erklaren (forklaring) [70], og de to
metoder afskiller sig i praksis, som vi skal se, i deres interesse for og forstaelse af kausalitet. Jeg vil
i nedenstaende redegare mere detaljeret for de to metoder i forhold til deres orientering mod eller
vaek fra kausalitet. Kausalitet er et omdiskuteret og mudret begreb [81, 82], hvorfor redegerelsen

ikke skal ses som udtemmende men som et forsgg pa at opridse de store linjer.

7.1 Positivisme og kausalitet - kausalitet i den kvantitative

metode
Den kvantitative metode abonnerer pa den positivistiske og empiristiske position, som blandt andet

udspringer af David Humes teser om kausalitet [71]. Hume betegnes ofte som et vendepunkt i
kausalitetsbegrebets historie og udvikling [82]. Hume argumenterer for, at det ikke er muligt for os
direkte at erkende og observere kausale forhold — vi kan aldrig reelt opfatte arsags-
virkningsforholdet. Det, vi har adgang til ifglge Hume, er at erkende, er ”constant conjunction of
events” og “observed regularities in associations of events”, hvor igennem vi kan associere to
begivenheder eller fenomener med hinanden — men vi kan ikke udsige universelle lovmaessigheder
om kausalitet [71, 81-84]. Selvom vi har set, at B falger A tusinde gange, kan vi ikke slutte, at det
ogsa vil vaere tilfeldet naste gang A optraeder. Der kan vaere andre forhold og faktorer, der pavirker
processen, som Vi ikke har mulighed for at erkende. Forskningsdesignet RCT kan ses som et forsgg
pa at overkomme denne udfordring, ved at etablere en setting, hvor det er muligt at foretage en
systematisk sammenligning af situationer, i hvilken den antagne pavirkende faktor (fx TTA-indsats)
enten er til stede, fravaerende eller varierer i styrke [85, 86]. RCT karakteriseres som the golden
standard til at undersgge om en indsats (fx en pille eller TTA-indsats) pavirker et udfald (fx
reduktion af symptomer eller tid til TTA) [85, 86]. Selvom der pa sin vis eksisterer en
uoverensstemmelse mellem det videnskabsteoretiske grundlag for den kvantitative og statistiske
metode og den konkrete anvendelse af metoden i praksis i fx evaluering af TTA-indsatser, sa er der
bred enighed om, at den kvantitative metode og eksperimentelle forskningsdesigns er vejen, hvis
man gnsker at teste sammenhange og kausale relationer mellem kvantificerbare og afgraensede
variable [80, 86].
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7.2 Hermeneutik og kausalitet - kausalitet i den kvalitative

metode?
Den kvalitative forskning interesserer sig groft sagt for intentionalitet og ikke kausalitet i

menneskelig handling, teenkning og falelse [87]. Kvalitativ metode sattes ofte i relation til den
hermeneutiske tradition, som i sit udgangspunkt er udviklet til fortolkning af bibelske tekster, men
senere er videreudviklet som et teoretisk afseet for fortolkning af et bredt spektrum af fx tekster og
dokumenter [60, 70]. I hermeneutik er interessen pa fortolkning, betydning og mening [70].
Hermeneutikken sgger ikke forklaringer pa handlinger, mentale processer eller begivenheder. |
stedet ligger fokus pa at opna fyldige beskrivelser af et givent fenomen. En hermeneutisk inspireret
analyse resulterer ikke i ”sikker” viden om en sand og objektiv verden. Virkeligheden eksisterer
ikke, men derimod eksisterer en raeekke socialt konstruerede virkeligheder. Derfor bydes en
mangfoldighed af fortolkninger velkomne [70, 88].

Kvalitativ metode er ogsa udviklet med udgangspunkt i en kritik af den kvantitative metode [89].
Afstandstagen til den kvantitative forskningsmetodes positivistiske preemisser har haft som
konsekvens, at stgrstedelen af kvalitative forskere giver afkald pa kausalitetsbegrebet [90, 91].
Denne tendens ses fx ved, at ingen af de store og anerkendte lerebgger om kvalitativ metode
behandler kausalitet og enkelte af lerebggerne fremhaver eksplicit, at kvalitativ metode, ikke kan
eller bgr udsige noget om kausalitet. Status er saledes, at den kvantitative forskning stadig har
udpraeget patent pa at udtale sig om kausalitet [71, 91].

Kvalitativ metode er altsa ikke gangbar mgnt, hvis vi gnsker at undersgge og udtale os om
kausalitet. Jeg har tidligere beskrevet ngdvendigheden af at abne TTA-indsatsers sorte boks og
undersgge, hvordan og hvorfor en indsats virker. Men kan jeg anvende kvalitativ metode til at
undersgge disse spargsmal, hvis kausalitet ikke er et anliggende for kvalitativ forskning? Begge
spgrgsmal indeholder en implicit antagelse om kausalitet — at vi kan forklare en effekt ved blandt
andet at identificere kausale mekanismer og working mechanisms. Jeg tror, at kvalitativ metode
besidder et stort potentiale til at besvare disse spgrgsmal, men det kraever en omvej. Det kraver en
transformation og legitimering af kausalitetsbegrebet i kvalitativ metode for at retferdiggere, at jeg
anvender denne metode. Jeg vil i nedenstaende rammesette denne afhandlings videnskabsteoretiske
placering samt kausalitetsforstaelse ved at introducere kritisk realisme som en alternativ
videnskabsteoretisk position. | kritisk realisme transformeres kausalitetsbegrebet, og som vi skal se,
abner denne transformation for kvalitativ forskning som legitim metode til at analysere mekanismer

0g beskrive kausale processer. Velvidende at min opskrivning og indskrivning af
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kausalitetsbegrebet i kvalitativ metode rummer en reekke mulige problemstillinger (der er altid
noget, der glider ud i skyggen, nar et nyt lys introduceres), sa tror jeg, at der er mere vundet end tabt
ved dette forsag.

7.3 Kritisk realisme - transformation af kausalitet
Kritisk realisme er grundlagt af Roy Bhaskar og ses som et kritisk alternativ til savel positivisme,

hermeneutik og konstruktivisme [47, 83, 92-94]. Den grundleeggende antagelse i kritisk realisme er,
at verden eksisterer uafhaengigt af, om den erfares, men at virkeligheden ogsa er afhaengig af socialt
medierede begreber og forstaelser [95]. Dermed eksisterer de genstande, man fx i forskning har sat
sig for at undersgge, reelt — men oplevelsen af dem er ogsa socialt medieret. Antagelsen om at
virkeligheden bade eksisterer og medieres kan genfindes i denne afhandlings tilgang til eksempelvis
CMD. | artikel 3 understreges det for eksempel, at vi anerkender, at de sygemeldte oplever reelle og
virkelige symptomer, men at deres forstaelse og fortolkning af symptomerne er influeret af

kulturelle meninger og diskurser.

Bhaskar inddeler virkeligheden i tre domzner med hver deres adgang til et givent objekt: Det
empiriske domane, det faktiske domane og det virkelige domane. Det empiriske domane
indeholder vores observationer og erfaringer, mens det faktiske domane refererer til samtlige
feenomener og begivenheder, der eksisterer, uanset om de bliver erfaret eller erkendt. Etableringen
af det virkelige domaene er nok det, der isar skiller den kritiske realisme fra andre
videnskabsteorier: Med det virkelige domaene peger Bhaskar pa eksistensen af strukturer og
mekanismer, som ikke er direkte observerbare, men som har kausale potentialer, og som kan

pavirke begivenheder og fenomener inden for det faktiske domane [92, 95].

Med denne opdeling inviterer Bhaskar os til at blive opmarksom pa de mekanismer, der
frembringer og konstituerer haendelser i verden. @nsker vi at forsta de bagvedliggende kausale
mekanismer i en given situation eller kontekst, sa ma vi beveege os videre end den umiddelbare
registrering, der mader os i det empiriske og faktiske domane. Vi ma bevage os ind i det virkelige

domeene:

”Kritisk realisme tegner saledes et billede af virkeligheden, som ud over observerbare
begivenheder indeholder et dybt og ikke direkte observerbart domane [det virkelige]. | dette nye
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verdensbillede udgar feenomener, begivenheder og observationer metaforisk kun toppen af
isbjerget, og observerbarhed kan derfor ikke vere kriteriet for eksistens”.[92]

Dermed ophgies de ikke-synlige virkningsmekanismer til at veere lige sa reelle som dem, der er
konkret eller faktisk foreliggende [92, 95, 96]. Og ikke nok med det: De erfaringer, vi spontant gar
os pa det empiriske domaene, skal vi ikke ngdvendigvis tage for gode vare — de gengiver nemlig
ikke altid, hvordan tingene faktisk og virkeligt haenger sammen. Det er saledes i "dybden”, at de
egentlige kausale mekanismer opererer. Hvor positivisme mere opererer med en horisontal
kausalitetsforstaelse (nar begivenhed A indtreffer, sa falger begivenhed B), opererer kritiske
realister med en vertikal kausalitetsforstaelse, og i arsagsforklaringer henviser man til
underliggende og dybe mekanismer [92].

I kritisk realisme argumenterer man for multikausalitet®. Komplekse objekter er forsynet med
kausale potentialer, men hvorvidt det kausale potentiale aktiveres og producerer en begivenhed pa
det faktiske domane afhanger af en kompleks interaktion mellem de mekanismer og betingelser,
som gar sig geldende i en bestemt kontekst. Det virkelige domane indeholder en lang raeekke aktive
mekanismer, som gensidigt aktiverer, forsteerker, modificerer eller blokerer hinandens konsekvenser
og dermed producerer og reproducerer fanomener og begivenheder pa de to andre domaner [92,
95].

7.3.1 Kritisk realisme og kvalitativ metode

Kritisk realisme udpeger strukturer og mekanismer som videnskabernes primare studieobjekter [92,
97]. Videnskaben skal forklare og ikke blot beskrive — og dette ger vi ved at bevage os fra et
overfladefeenomen observeret i det empiriske domaene til at beskrive underliggende arsager og
mekanismer pa det virkelige domane. Der argumenteres for, at kvalitativ metode bedst understatter
dette projekt [71, 83, 91, 92, 98]. Iseer inden for uddannelsesforskningen er der en bevagelse i gang,
hvor enkelte frontfigurer argumenterer for, at kausalitet er et legitimt og vigtigt omrade for
kvalitativ forskning [71, 83, 91, 99-101]. Joseph A. Maxwell, som er eksponent for denne tendens
og inspireret af kritisk realisme skriver:

® Multikausalitet kan sammenlignes med den systemiske kausalitet, jeg refererer til i artikel 3.

41



’Adequate causal explanations in the social sciences depend on the in-depth understanding of

meanings, contexts, and processes that qualitative research can provide.”’[91].

Hvor Bhaskar fokuserer pa mekanismer som skabende begivenheder, fokuserer Maxwell pa
processuel kausalitet. Med processuel kausalitet mener Maxwell de processer, der forbinder
begivenheder, og som relaterer variable til hinanden. Processerne udggres af forhold og dynamikker
i savel den konkrete kontekst, i den bredere sociale og kulturelle kontekst samt i den enkelte
persons overbevisninger, veerdier, intentioner og meningsoplevelser [71, 91]. R. Bhaskar
beskeftiger sig ikke veaesentligt med, hvilke metoder der bedst harmonerer med kritisk realisme.
Derimod argumenterer han for, at kritisk realisme er en oplagt videnskabsteoretisk ramme for
forskning i komplekse temaer (Bhaskar & Danermark (2006) bruger selv helbredsproblemer som
eksempel pa et sddant tema [97]), som indgar i et virvar af mekanismer fra mange forskellige

omrader som fx biologi, kultur, psykologi, normativitet etc. [97].

Efter denne starre omvej er vi tilbage igen ved min pastand om, at kvalitativ metode er en bade
relevant og legitim metode til at abne TTA-projektets sorte boks, identificere working mechanisms
samt til at opna en gget forstaelse for TTA-processen for sygemeldte med CMD. Jeg haber, at jeg
med dette kapitel har faet stabt et videnskabeligt grundlag, pa hvilket kvalitativ metode og
kausalitet ikke lengere er modsatninger. Den forstaelse af mekanismer og processuel kausalitet,
som den kvalitative metode kan bibringe os, tror jeg kan berige os med en dybere og mere
nuanceret besvarelse af denne afhandlings forskningsspargsmal. | kapitlet “Diskussion af metode”
vender jeg tilbage til forholdet mellem kritisk realisme og IPA, og jeg vil argumentere for, at de
supplerer hinanden.

Med udgangspunkt i den her introducerede kausalitetsforstaelse, mener jeg, at mine tre artikler kan
ses som beskeaftigende sig med kausale forhold, idet de hver iser praesenterer mulige
sammenhange mellem en rekke faenomener og betingelser. Men ud over, at der eksisterer en
emnemaessig sammenhang mellem mine tre artikler, mener jeg ogsa, at de skal ses som indbyrdes
sammenhangende: Konklusioner fra en artikel indgar som en del af forklaringen pa konklusioner i
en anden artikel. Kausalitetsdiskussionen har saledes ikke blot relevans internt i den enkelte artikel,
men er 0ogsa et anliggende i forholdet mellem mine tre artikler. | neste kapitel diskuterer jeg mine
resultater med udgangspunkt i den videnskabsteoretiske position, jeg hermed har indskrevet mig i.
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8. Diskussion af resultater
Jeg har i forrige kapitel udfoldet den videnskabsteoretiske position og kausalitetsforstaelse, som

denne afhandling indskriver sig i. Med udgangspunkt i dette opfordrer jeg til, at mine tre artikler ses
som veerende i et gensidigt forhold til hinanden. De spejler hinanden, og de tematikker, som den
enkelte artikel afdeekker, skal (ogsa) forstas i sammenhang med tematikker i de andre artikler.
Serlig centralt er det, at resultaterne fra artikel 2 kun kan forstas i deres dybde sammen med artikel
1 og 3: De sygemeldtes oplevelse af TTA-projektet og TTA-projektets relevans for dem kan ikke
ses som lgsrevet fra de sygemeldtes fortid og ej heller fra deres situation her og nu samt deres
forventninger til fremtiden.

Men hvilket billeder tegner der sig, nar vi legger artiklerne sammen? Artikel 1 har som en af sine
hovedkonklusioner, at vi ma forstd TTA som en sammenhangende og kontinuerlig proces, hvor den
sygemeldtes erfaringer fra fortiden og forventninger til fremtiden har betydning for, hvordan han
eller hun navigerer, teenker og feler her og nu i relation til TTA. Denne tilgang til TTA har en reekke
implikationer for den made, vi kan og skal forsta sygemeldte med CMD, deres TTA-proces 0g
deres oplevelse af TTA-projektet pa.

Anskuer vi TTA som en sammenhangende og kontinuerlig proces, sa ma den nyerhvervede viden
fra artikel 3 om stress som en forstyrrelse af selvforstaelse, selvveerd og realitetssans indga i vores
forstaelse af, hvorfor den individuelle tilgang synes at have sa stor betydning for
interviewpersonerne. Jeg har i artikel 3 vist, at videns- og relationsmedarbejderes relation til
arbejdet kan betegnes som en sammenfoldning mellem arbejde og identitet. Identitet, arbejdsproces
og slutprodukt er for mange blevet uadskillelige og er i en konstant forlengelse af hinanden. Derfor
kan arbejdsrelaterede konflikter og problemer forstyrre selvforstaelse, selvvaerd og realitetssans og
medvirke til udviklingen af CMD og et langvarigt sygefraveer. | artikel 2 gives der et indblik i de
sygemeldtes oplevelse af at vaere sygemeldt med CMD, og det vises, at det at have udviklet et
mentalt helbredsproblem kan resultere i skamfglelse og en eksistentiel forstyrrelse. Artikel 1
bergrer, hvordan medarbejderne med CMD har tendens til at genoptage arbejdet for hurtigt, og at de
oplever vanskeligheder i forhold til at respektere deres reducerede arbejdsevne. Vi foreslar i
artiklen, at dette kan veaere et resultat af et steerkt anske om og en kamp for at genoprette og bevare
en positiv selvforstaelse som et kompetent, attraktivt og ressourcefuldt individ samt en frygt for
afskedigelse.

Jeg mener, at de ovenfornaevnte resultater fra artiklerne er centrale for at udvide vores forstaelse af

working mechanisms i TTA-projektet.
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Jeg vil i dette kapitel sammenkaede resultaterne fra de tre artikler yderligere med hjeelp fra litteratur
inden for TTA-forskningen savel som uden for. Indledningsvis vil jeg i afsnittet “fra instrumentel til
eksistentiel logik i TTA-indsatser” argumentere for, at vi ma supplere en instrumentel logik med en
eksistentiel logik i forstaelsen af de sygemeldtes TTA-proces. Tilfgjelsen af den eksistentielle
dimension abner for en dybere forstaelse af, hvorfor den individuelle tilgang er af sa central
betydning for de sygemeldte. | det efterfalgende afsnit "Den individuelle tilgang pa trods?”
forholder jeg mig til TTA-akterernes reelle mulighed for at praktisere den individuelle tilgang.

For at haeve blikket op over TTA som forsknings- og praksisfelter og satte disse ind i en starre
referenceramme tilbyder jeg i afsnittet "Det frie men ansvarlige individ” en analytisk optik at forsta
feltet igennem. | det efterfalgende afsnit ”At veere unik og ens — modseetningsfuldt eller
meningsfuldt behov?” undersgger jeg et interessant skisma, som er vist, men ikke udfoldet i
artiklerne. Nemlig mine interviewpersoners dobbelte behov for bade at blive mgdt som et unikt
individ og "veere det samme som de andre”. Afslutningsvis vil jeg gare mig refleksioner over, om

denne afhandling kan eller skal betragtes som en evaluering af TTA-projektet.

8.1 Fra instrumentel til eksistentiel logik i TTA-indsatser
Mine tre artikler indikerer, at tilbagevenden til arbejdet for sygemeldte med CMD ikke blot er en

praktisk proces, hvor det handler om at udrede og vurdere den sygemeldtes arbejdsevne, udarbejde
konkrete arbejdstilpasninger for den sygemeldte og skabe en tat kontakt med arbejdspladsen. Dette
er dog bestemt ngdvendige og relevante interventionskomponenter [1]. Men tilbagevenden til
arbejdet handler ikke bare om tilbagevenden til arbejdet. Det handler om meget mere og meget
andet. Og dette meget andet og meget mere er vasentligt at have for gje, nar vi sgger at forsta og
forbedre TTA-interventioners effekt pa sygefravear. Det er dette meget mere og meget andet, som
denne afhandling viser en flig af.

De tre artikler peger pa, at tilbagevenden til arbejdet ikke blot er en tilbagevenden til arbejdet — men
0gsa en tilbagevenden til sig selv. Processen er saledes ikke blot en konkret fysisk bevaegelse hen til
eller vaek fra en tidligere arbejdsplads, men (ogsa) en eksistentiel beveegelse og proces for den
konkrete sygemeldte. TTA-projektet mader saledes ikke blot sygemeldte med CMD i et
instrumentelt forlgb, men ogsa i en eksistentiel proces. Ogsa andre studier har peget pa den
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identitetsmaessige dimension for sygemeldte, samt at udviklingen af CMD og CMD-relateret

sygefraveer er forbundet med skam og skyld [102-105].

At sa centrale kreefter som forstyrrelse af identitet, selvforstaelse, selvveaerd samt negative falelser
som skam og skyld er en del af de sygemeldtes proces er vigtigt at medtaenke i forstaelsen af,
hvorfor den individuelle tilgang og en kvalitetsfuld relation mellem sygemeldt og TTA-aktaerer er af
sa afgarende betydning. TTA-aktarerne har mulighed for at rehabilitere, skabe motivation og gge
TTA-paratheden — men de besidder ogsa muligheden for at destabilisere den sygemeldtes identitets-
og realitetsfalelse yderligere. Jeg har identificeret den individuelle tilgang som en central working
mechanism, og betydningen af denne er sggt relateret til artikel 1 og 3 samt underbygget med
udgangspunkt i viden om de non-specifikke faktorer i artikel 2.

Det er centralt, at TTA-aktarerne har den eksistentielle dimension for gje og praktiserer den
individuelle tilgang, hvis de skal tildeles en position som legitime eksperter, og jeg peger pa, at den
tveerfaglige organisering kan gge sandsynligheden for dette. TT A-aktgrernes status som legitime
eksperter er afggrende for, at TTA-aktarerne reelt kan bista de sygemeldte i deres TTA-proces.
Bade artikel 1 og 2 viser, at de sygemeldte oplever det som vanskeligt at bedemme, hvornar og
hvordan de er i stand til at vende tilbage til arbejdet. Som mulige forklaringer pa dette peger
artiklerne pa, at de sygemeldte kan opleve modstridende rad og interesse fra forskellige systemer,
samt at de oplever vaesentlige og uforudsigelige fluktuering i deres symptomniveau. De
modsatrettede rad og den fluktuerende tilstand aktualiserer et behov for professionelle, hvis
fortolkninger og rad, man har tillid til og kan navigere efter. Ogsa andre studier peger pa
sygemeldtes behov for autoriteters fortolkning af deres CMD og sygefraveeret [103, 106].

TTA-projektet (og andre TTA-indsatser) kan saledes ikke blot anskues ud fra en mere linezr og
instrumentel logik om at afdekke arbejdsevne, udarbejde TTA-planer, tiloyde aktive tilbud og
forslag til arbejdsmodifikationer. | sa fald overser vi den eksistentielle dimension, og vi risikerer at
nedprioritere betydningen af den individuelle tilgang og de non-specifikke faktorer i udarbejdelsen
af fremtidige TTA-indsatser samt evalueringen af disse.

Andre studier beskaftiger sig delvis med samme tematikker — dog i en mere deskriptiv tilgang og

uden at beveege sig yderligere ind i de eksistentielle tematikker. Som papeget i artikel 2, viser
studier, at sygemeldtes oplevelse af mgdet med rehabiliteringsprofessionelle har betydning for

45



udfaldet af deres sygefraveer samt deres selvvurderede evne til og motivation for TTA [50, 107-
112]. En netop publiceret meta-syntese af Kilgour et al. (2014) konkluderer med udgangspunkt i 13
kvalitative studier med injured medarbejdere med somatiske helbredsproblemer, at de
professionelle, som den sygemeldte interagerer med i sin TTA-proces, besidder potentiale til at
helbrede og skadeforvolde de sygemeldte. De identificerer 17 faktorer af betydning for, om de
professionelle har en positiv (2 faktorer) eller negativ indflydelse (15 faktorer), og som positive
faktorer angives netop de professionelles evne til at respektere den injured medarbejder og forsta
dennes individuelle behov [113]. To andre studier med henholdsvis sygemeldte med arbejdsrelateret
stress og sygemeldte med muskel-skeletbesver peger ligeledes pa, at de professionelle skal indtage

en klient-centreret tilgang [114, 115].

Afsnittets overskrift lyder fra instrumentel til eksistentiel logik”. Dette er pa ingen mader en
argumentation for, at vi skal forlade den instrumentelle forstaelse af TTA. Artikel 2 argumenterer
for, at den individuelle tilgang er en central forklaringsmekanisme i de sygemeldtes udbytte af
TTA-projektet, men slar ogsa fast, at den individuelle tilgang er en ngdvendig, men ikke
tilstreekkelig ingrediens for at fremme TTA. Artikel 1 peger pa en lang reekke andre faktorer (internt
i individet, pa arbejdspladsen og mellem systemerne), som sygemeldte med CMD ogsa oplever som
heemmende og fremmende for deres TTA-proces. Med udgangspunkt i den kritiske realisme samt
analyserne af mit datamateriale, er det saledes fortsat ngdvendigt ogsa at vaere opmarksom pa andre
hemmende og fremmende mekanismer og faktorer indlejret i og imellem de systemer, som de

sygemeldte interagerer med.

8.1.1 Praktisering af en individuel tilgang pa trods?

Det papeges i artikel 2, at der kan veere nogle strukturelle betingelser, som vanskeliggar TTA-
aktarernes praktisering af den individuelle tilgang - herunder TTA-aktarnes rolle som bade hjelpere
og myndighed i den sygemeldtes TTA-proces. Jeg vil i dette afsnit reflektere over en reekke iboende
forhold i — men ogsa forhold omkring TTA-projektet -, som kan udfordre TTA-aktgrernes mulighed
for at praktisere den individuelle tilgang. I figur 2 er vist fire overordnede betingelser og forhold,
som potentielt kan haemme praktiseringen af den individuelle tilgang. De er listet i fire forskellige
grupper, men i praksis kan de ikke afgraenses sa tydeligt, som her angivet. Derudover skal det
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fremhaeves, at jeg i mine tre artikler ikke har dokumenteret tilstedeveerelsen af alle de betingelser og
forhold, der listes i figuren. Figuren er udviklet pa baggrund af egen empiri samt anden teoretisk og
empirisk litteratur, som er bergrt i artiklerne eller sammenfatningen for afhandlingen. Figuren sgger
i overensstemmelse med kritisk realisme og realistisk evaluering at bibringe en dybere forstaelse af
de strukturelle og kontekstuelle betingelser, der pavirker — og vanskeliggar - TTA-aktgrernes
praktisering af den individuelle tilgang (ud over deres egne kvaliteter og kompetencer). Figuren har
til hensigt at tegne et — om end spekulativt — billede af den multikausalitet, som kritisk realisme
argumenterer for. TTA-aktgrernes praktisering af den individuelle tilgang eksisterer saledes ikke i
et vakuum, men i et virvar af andre strukturer og mekanismer med betydning for eksekveringen af
den individuelle tilgang. @nsker vi at forbedre kvaliteten af relationen mellem sygemeldt og TTA-
akter er lgsningen dermed ikke blot bedre uddannelse af TTA-aktarer. Vi ma ogsa have et kritisk
blik for strukturelle betingelser samt mekanismer, der bag vores ryg pavirker udformningen og
implementeringen af TTA-indsatser som TTA-projektet, sa vi ikke skaber ugunstige vilkar for
centrale working mechanisms. Centrale working mechanisms, som maske netop afgar, om

potentialerne i en indsats forlgses.
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Magt Standardisering i TTA-Projektet

*  Ulige magtforhold *  Standardisere

*  Risiko for umyndigggrelse afklaringssamtaler

*  Eksistentiel og gkonomisk *  Forholdsvis standardiserede
afhaengighed af kommunen aktive tilbud

*  Preeference for kognitiv metode

j - - 2
> Den Individuelle C
> . 3
g Tilgang 2
o e e
Lovgivning Logikker
*  Refusion til kommunen ved aktive * HurtigTTAergod TTA
tilbud 10 timer om ugen * Langvarigt sygefraveer er "farligt”
*  TTA-aktgrer ma ikke behandle * Det er godt at vaere i gang — men
*  (@konomisk attraktivt at ”lukke pa bestemte mader
sager” *  Biopsykosocial referenceramme

Figur 2: Betingelser og forhold der kan vanskeliggg@re praktiseringen af den individuelle tilgang

Artikel 2’s papegning af vigtigheden af den individuelle tilgang samt dette afsnits beskrivelse af
strukturelle betingelser og mekanismer, som potentielt vanskeligger praktiseringen af den, kan
afstedkomme overvejelser om, hvor stor forskel, der reelt er pa indsats og care as usual, hvis
indsatser, som TTA-projektet, er underlagt fuldsteendig samme lovgivning som care as usual?

8.2 Yderligere implikationer af TTA som en sammenhaengende og

kontinuerlig proces
Min etablering af TTA som en sammenhangende og kontinuerlig proces illuminerer nogle

potentielle udfordringer, som TTA-aktgrer, arbejdsgivere og sygemeldte skal vaere opmaerksomme
pa. Eksempelvis viser vi i artikel 1, at lederens opbakning og statte er central i TTA-fasen, hvilket
ogsa andre studier finder [116-119]. Men artikel 3’s papegning af, at lederen ogsa kan have haft en
—om end ikke intenderet — rolle i eskaleringen af CMD afslgrer en paradoksal situation og potentiel
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konflikt: For hvordan kan den leder, som nogle medarbejdere oplever som ”medskyldig” i
udviklingen af CMD og langvarigt sygefraveer, vaere en del af lgsningen? Dette er ikke for at sige,
at det ikke er muligt — men det kraever, at iseer TTA-aktgrer er opmaerksomme pa og har forstaelse
for denne dynamik: Nogle sygemeldte kan potentielt have oplevelsen af, at lederen — groft
formuleret - skifter position fra at veere baddel til at veere sygeplejerske. Et studie viser, at konflikt
mellem den tilbagevendte medarbejder med CMD og dennes leder gger risikoen for gentagne
sygefraveer signifikant [3], og da 20-30 % af medarbejdere tilbagevendt efter CMD-relateret
sygefraveer gensygemeldes [3], synes det ngdvendigt, at TTA-aktarer har gje for relationen mellem
medarbejder og leder bade inden, under og efter sygefraveeret.

At betragte TTA som en sammenhangende og kontinuerlig proces abner ligeledes for indsigt i en
mulig parallelproces i forhold til nogle sygemeldtes oplevelse af lederen og TTA-aktarerne. | artikel
3 beskriver jeg, hvordan lederen for nogle sygemeldte op til sygemelding indtager en position som
”den almaegtige leder”, og jeg argumenterer for, at lederens definitionsradius og definitionsmagt er
udvidet. Det er relevant at veere opmeerksom pa ligheder og potentiel forstaerkning mellem
magtforholdet sygemeldt-TTA-aktgrer og magtforholdet medarbejder-leder. Maske vi kan udvide
vores forstaelse af, hvorfor nogle sygemeldte reagerer ganske kraftigt pa TTA-aktgrernes vurdering
og fortolkning af dem ved at inddrage viden fra artikel 3 om dynamikken mellem leder og
medarbejder. En tese kan vere, at det kan forsteerke den sygemeldtes modstand mod TTA-
aktarernes fortolkning af ham eller hende, hvis den sygemeldte har haft en problematisk relation til
sin leder inden sygemeldingen. En sadan forudgaende erfaring kan indikere en ekstra sarbarhed
over for yderligere forstyrrelse af selvforstaelse og realitetssans. Den individuelle tilgang kan
potentielt bibringe den sygemeldte et supplement til (gen)oprejsning som selvstendigt, veerdigt og
veerdifuldt individ. Axel Honneths anerkendelsesteori [120], som introduceres i artikel 3, kunne vise

sig brugbar til en dybere forstaelse af relationen mellem sygemeldt og TTA-aktarer.

Forstaelsen af TTA som en kontinuerlig og sammenhangende proces har som vist en raekke
implikationer. Forskningen peger pa, at gensygemeldinger hos sygemeldte med CMD er en central
problemstilling [3, 4]. Maske denne afhandlings resultater kan indga som en del af forklaringen —
og en del af lgsningen — pa denne alvorlige problematik.
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8.3 Det frie men ansvarlige individ
TTA som forsknings- og praksisfelter eksisterer ikke i et vakuum. I trad med kritisk realisme kan

felterne ses som interagerende med en raekke andre felter. Jeg gnsker i dette afsnit at indsatte
felterne og mine egne resultater i en stgrre referenceramme, for at undersgge og tydeliggere de
premisser og logikker, som preeger TTA-forskningen og TTA-praksis, men som sjeldent
ekspliciteres.

Jeg har vist gennem egen empiri og underbygget med anden forskningslitteratur, at udviklingen af
CMD og dertil relateret langvarigt sygefraveer er forbundet med skyld og skam samt selvverds- og
identitetsforstyrrelse. Jeg gnsker dog at udfordre — eller udfolde - sammenhangen mellem
udviklingen af CMD og dertil relaterede negative faglelser. For denne sammenhang er ikke
ngdvendigvis given og altid-allerede eksisterende. Nikolas Roses teser om the enterprising self kan
abne vores forstaelse af etableringen af denne sammenhzang netop nu i vores samtid. The
enterprising self er Roses betegnelse for den subjektivering og subjektposition, som individer i
neoliberale samfund forstar sig selv og andre igennem. Jeg vil ikke fremfgre den teoretiske
baggrund, som Rose bygger pa (i serdeleshed Michel Foucaults magtteori [121-124]), men i stedet

koncentrere mig om konsekvenserne af denne subjektivering.

Nikolas Rose argumenterer for, at individet i neoliberale samfund er subjektiveret som frie,
autonome og ansvarlige, og han argumenterer for, at neoliberale individer subjektiveres som

subjekter, der hver iser:

”...1s to aspire to autonomy, it is to strive for personal fulfilment in its earthy life, it is to interpret
its reality and destiny as a matter of individual responsibility, it is to find meaning in existence by
shaping its life through acts of choice.””[125].

Rose anvender betegnelsen the enterprising self for det neoliberale individs subjektivitet [125]. Det
neoliberale individ er livet igennem ansporet til at gare sig selv til et projekt, og det straeber efter
lykke, udvikling og en hgj livskvalitet. Men vigtigst af alt subjektiveres det neoliberale individ som
vaerende frit og autonomt, hvormed det geres og ser sig selv som ansvarlig for sin personlige

succes, prastationer, tilfredsstillelse og ikke mindst fiasko [126].

Nikolas Rose & Carlos Novas argumenterer for, at der som konsekvens af dette er sket en udvidelse
I individets ansvarlighed over for eget legeme og sundhed. Det neoliberale individ forventes ikke
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blot at veere ansvarligt og aktivt i forhold til dets selv, men ogsa i forhold til dets biologi, genetik og
legeme i kampen for forbedringer af helbredet. Det neoliberale individ har faet, hvad Nikolas Rose
& Carlos Novas betegner som biological citizenship [127]:

“Activism and responsibility have now become not only desirable but virtually obligatory - part of
the obligation of the active biological citizen, to live his or her life through acts of calculation and
choice.” [127]

Har individet udviklet en sygdom, eller er det blevet vidende om, at han eller hun er disponeret for
udviklingen af en maske arvelig sygdom, er den biologiske borger forpligtet til at: “...take
appropriate steps, such as adjusting diet, lifestyle, and habits in the name of the minimization of
illness and the maximization of health.”’[127].

I og med individet forstar sig selv - og forstas af andre - som frit, bliver det oplagt for det selv og
andre at slutte, at det dermed ogsa har friheden til at undga eksempelvis udviklingen af CMD og
sygefraveer. Dernast at det ogsa har friheden til og det centrale ansvar for at transformere sygdom
til sundhed og sygefraveer til arbejde.

8.3.1 Det frie men ansvarlige sygemeldte individ

At man overhovedet er begyndt at tiloyde TTA-interventioner til sygemeldte, kan ogsa ses i
sammenhang med denne forstaelse af det moderne vestlige individ. Som tidligere naevnt er der sket
et skift i den optik, man anskuer helbredsproblemer, sygefraveer og TTA igennem. Hvor den
biomedicinske tilgang dominerede far, abonnerer de fleste nu pa en biopsykosocial forstaelse og
tilgang. En tilgang som bringer individets ansvar og mulighed for aktivt at pavirke sin situation
tilbage i ligningen. Det er ikke min hensigt at opponere mod dette, men derimod at skabe
opmearksom om, at (ogsd) denne oftest implicitte grundantagelse influerer pa, hvordan forskere,
TTA-aktarer, sygemeldt og arbejdsgiver tenker om og agerer i forhold til TTA-processen. Dette
kommer fx til udtryk i artikel 1, hvor vi finder, at ledere og kollegaer udgver mere statte til
sygemeldte, hvis CMD vurderes at vare forarsaget af eksterne forhold som dgdsfald i naermeste
familie, mens sygemeldte med CMD forarsaget af forhold som darlig gkonomi, skilsmisse og
mangelfuld coping med arbejdsforhold - faktorer som den sygemeldte potentielt kunne have haft
indflydelse pa - tildeles mindre social stgtte. Ligeledes kan artikel 1 og 3’s identificering af, at de
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sygemeldte tilskriver egne personlighedstraek som arsager til CMD og som hemmende for TTA, og
at de udtrykker skyld og skam over deres situation, tolkes som en konsekvens af subjektiveringen
som the enterprising self.

Forstaelsen af den sygemeldte som bade frit og ansvarligt genfinder vi ogsa i det faktum, at
interventioner rettet mod copingstrategier er blandt de mest udbredte psykologiske interventioner i
TTA-forleb for sygemeldte med somatiske og/eller psykiske helbredsproblemer [26].
Psykoedukative teknikker, som ogsa TTA-projektet anvender, baserer sig grundleeggende pa den
logik, at deltageren gennem den tilegnede viden vil tage et stgrre ansvar for sin situation, hvormed
funktionsniveau og trivsel tilsvarende vil eges [128-131]. Det er saledes afggrende for
interventionens succes, at den sygemeldte accepterer og handler efter forestillingen om det
ansvarlige individ [132] og abonnerer pa den biopsykosociale referenceramme frem for den
biomedicinske i sin TTA-proces.

| videnskabelige publikationer etableres individets psykiske modalitet ogsa som en central
forklaringsfaktor for udfaldet af et sygefraveer ved bade mentale og somatiske helbredsproblemer.
En undersggelse konkluderer, at bade sygemeldte, ledere og arbejdsmedicinere peger pa
personlighed/coping problemer og depressive symptomer som de mest hemmende faktorer for TTA
[133], og en rekke artikler beskaftiger sig med og argumenterer for en sammenhang mellem TTA
og individets sygdomsforstaelse [134-136], copingstrategier [137], self-efficacy [5, 31, 32] og
motivation [22]. Ogsa artikel 1 fremhaever perfektionisme, hgj ansvarsfalelse og lav self-efficacy
som haemmende faktorer. Saledes synes forskningen at dokumentere, at individets indre psykiske
modalitet har betydning for sandsynlighed og tidspunkt for TTA. Vi er dog i risiko for at drage
forenklede slutninger. For selvom den biopsykosociale sygdomsforstaelse har wvundet stor
udbredelse ogsa i forskningen, sa er der en tendens til, at man undersgger de enkelte komponenter
adskilte frem for at undersgge reciprokke sammenhange mellem de biologiske, psykologiske og
sociale faktorer. Dermed kan vi overse den lige sa oplagte slutning (som egentlig indeholdt i den
biopsykosociale forstaelse), at graden af fx self-efficacy ma forstas og undersgges som afhaengende
af sociale forhold (hvilken feedback og tilkendegivelser mgder den sygemeldte fra fx arbejdsplads
og rehabiliteringssystem?) samt afhaengende af biologiske faktorer (i hvilken grad influerer
depressive symptomer pa graden af self-efficacy?). Denne afhandling peger pa, at hverken
tidsperiode eller faktorer i TTA-processen kan afgraenses og adskilles i isolerede enheder. Derfor
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ma forskere savel som TTA-aktgrer have blik for reciprokke pavirkningsprocesser og tenke i
systemisk frem for lineaer kausalitet.

Jeg vil afslutningsvis papege, at jeg i artikel 1 ogsa selv har veret skyldig i en adskilt fremstilling af
TTA-hemmende og TTA-fremmende faktorer tilhgrende henholdsvis individet og arbejdspladsen.
Vi skriver i artikel 1, at den sygemeldtes hgje ansvarsfalelse, perfektionisme og lave self-efficacy
hemmer TTA, men med udgangspunkt i artikel 3 — og egentlig ogsa artikel 1’s egen konklusion om
TTA som en sammenhangende og kontinuerlig proces - vil jeg udfordre den forstaelse af
individuelle faktorer, som savel de otte primeerstudier som artikel 1 fremskriver. | artikel 3
argumenterer jeg for multikausalitet, og for at personrelaterede faktorer ikke skal ses som "virkelige
entiteter” i psyken, men i stedet forstas i relation til den kontekst, individet indgar i (fx kognitiv
kapitalisme og lokale praksisser pa arbejdspladsen). I artikel 1 er perfektionisme, ansvarsfalelse og
lav self-efficacy placeret pant i en lille lukket kasse, som individet baerer med sig fra sted til sted.
Denne slags reducerende og forenklende resultater kan have som konsekvens, at vi overprioriterer
individ- og personlighedsrelaterede interventionskomponenter 1 TTA-indsatser fremfor
arbejdspladsorienterede indsatser.

8.4 At vaere unik og ens - modsatningsfuldt eller meningsfuldt

behov?
Artikel 2 peger pa et interessant skisma og tilsyneladende paradoks, som ikke er udfoldet i artiklen,

men som jeg Vil bergre her: De sygemeldte formulerer et behov for at blive set og mgdt som et
unikt individ, der mgdes pa egne praemisser (som den individuelle tilgang orienterer sig imod)
samtidig med, at de fremhaever behovet for og udbyttet af at forsta sig selv igennem det faellesskab,
som de gruppebaserede psykoedukative forlgb i TTA-projektet tiloyder dem. Som et af citaterne i
artikel 2 illustrerer:

"My God, am | the only one or does anybody else feel the same? Then we sit there talking about it,
well, and then, oh God, we are not alone. Then I am not the only one, and then you are not the only
one." (Kvinde, 59 ar).

Der synes altsa at veere et interessant dobbeltbehov tilstede hos de sygemeldte: Et behov for at veere
unik og et behov for at veere “det samme”. Den individuelle tilgang tjener saledes ét formal
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(etableringen af det konkrete subjekt), mens de psykoedukative gruppeforlagb tjener et andet formal;
nemlig normalisering af den sygemeldte gennem et feellesskab med andre, der har det pa samme
eller lignende made. Gruppeforlgbene har altsa potentiale til momentant at oplese de
individualiseringskonsekvenser, som Rose papeger, og dermed reducere skyld og skam. Maske de
sygemeldtes dobbelte behov for bade at blive set som noget unikt og som "det samme” kan forstas

som en reaktion bade ind i og mod tendensen til individualisering?

Andre studier, som har undersggt deltagernes udbytte af psykoedukative gruppeforlab eller
supportgrupper, fremhaver ligeledes deltagernes positive udbytte af at opleve, at man ikke er alene
med sine problemer, og at andre har tilsvarende oplevelser [138-140]. Sadanne oplevelser har
potentiale til at reducere skam, skyld og ensomhed [138, 139].

Irvin D. Yalom og Molyn Leszcz (2005), som er centrale figurer inden for eksistentiel- og
gruppeterapi, argumenterer for, at dette "at veere det samme” er en central komponent i
gruppeterapeutiske processer, og han betegner det Universality. Universality deekker over
gruppedeltagernes oplevelse af, at det, de gar igennem, og det, de oplever og erfarer, er universelt.
Derigennem erfarer de, at de ikke er alene med deres vanskeligheder [141]. De sygemeldtes positive
oplevelser af TTA-projektets psykoeduaktive gruppeforlgb kan altsa forstas ud fra deres potentiale
til at bibringe dem oplevelsen af universalitet. Yalom & Leszcz papeger, at oplevelsen af og
vigtigheden af universalitet ikke blot er begraenset til gruppepsykoterapi. Universalitet spiller ogsa
en rolle (om end med begraenset mulighed for feellesskabets validering) i individuel terapi, hvor
terapeuten kan tilbyde universalitet gennem spejlinger og bevidning om, at det, som klienten
oplever, har universel — og maske dermed normal — karakter [141]. | de individuelle samtaleforlgb i
TTA-projektet kan TTA-aktarerne saledes etablere den sygemeldte som et konkret og unikt
menneske gennem den individuelle tilgang, mens de gennem deres position som legitime eksperter
kan bevidne det universelle i den sygemeldtes situation.

Det kan forholde sig sadan, at behovet for universalitet er starst ved mere negative, skamfulde og
problematiske tilstande, mens vi ved mere positive og gnskverdige tilstande og egenskaber har
preeference for at tilskrive det unikhed. Det kan veere relevant at vaere opmarksom pa denne forskel

I interventionsmassig sammenhang.

Om end psykoedukative gruppeforlgb synes relevante som interventionskomponent i TTA-
sammenhzang, sa overskrides de udfordringer, som bliver rejst i artikel 2 ikke: Der kan opsta etiske
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dilemmaer og potentielle barrierer i forhold til etableringen af en kvalitetsfuld relation mellem
sygemeldt og TTA-akter, hvis denne har en bestemt dagsorden og mal med indsatsen.

8.5 Afsluttende refleksion. At vaere eller ikke vaere et

evalueringsprojekt er spgrgsmalet. Eller er det?
Et centralt, men vanskeligt spgrgsmal at besvare er, hvorvidt denne afhandling kan betragtes som en

(del)evaluering af TTA-projektet? Besvarer vi dette spargsmal med udgangspunkt i logikken i det
medicinske evidenshierarki [86], er svaret et utvetydigt "Nej”. Sammenholder vi afhandlingen med
realistisk evaluerings fokus pa "Hvad virker for hvem under hvilke betingelser — og hvorfor?” [47,
48, 142], er svaret heller ikke et klart "Ja”. Min genstand er ikke TTA-projektet som sadan. Min
genstand er de deltagende sygemeldte med CMD og med udgangspunkt i analyse af deres udvikling
af CMD-relateret sygefraveer, deres TTA-proces og oplevelse af TTA-projektet har jeg identificeret
centrale working mechanisms i TTA-projektet.

Carol Weiss (1997) argumenterer for, at man i evaluering af indsatser skelner mellem
implementeringsteori og programteori [143]. Hvor implementeringsteorien beskaftiger sig med,
om indsatsen er implementeret som planlagt og udfert med tilstreekkelig kvalitet og intensitet, sa
beskeftiger programteorien sig med:

*“...the mechanisms that intervene between the delivery of program service and the occurrence of
outcome of interest. It focuses on participants’ responses to program services. The mechanisms of

change are not the program service per se but the response that the activities generate”. [143]

Med udgangspunkt i Weiss’ skelnen kan TTA-rapportens procesevaluering karakteriseres som
overvejende implementeringsteori, mens denne afhandling kan karakteriseres som en programteori.
Men som en programteori, der tager omveje i forhold til TTA-projektet, og som bevager sig
bredere og dybere end "bare” i relation til TTA-projektet. En programteori, der orienterer sig mod
bade det virkelige domane og det faktiske domane og som giver bud pa dybe mekanismer,

detaljerige fenomener og konkrete working mechanisms.

Og sa tilbage til spgrgsmalet. Denne afhandling handler saledes om meget mere og meget mindre
end TTA-projektet. Den er pa en og samme gang sterre og mindre end en (del)evaluering af TTA-
projektet. Starre, fordi den beskriver TTA-processen som en kontinuerlig og sammenhangende
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proces og derfor ogsa omhandler perioden op til sygemeldingen. Starre, fordi den afdaekker
underliggende mekanismer samt generelle fremmende og heemmende faktorer for TTA. Mindre,
fordi afhandlingen ikke indeholder en systematisk og udtemmende afdaekning af
interventionskomponenter i TTA-projektet; mindre, fordi den ikke omfatter en systematisk
redegarelse for kontekstuelle faktorer af betydning for TTA-projektet; og mindre, fordi jeg

undersgger en selekteret deltagergruppe.

Men hvad hvis vi omformulerer spgrgsmalet til: Kan resultaterne fra denne afhandling anvendes til
at forbedre fremtidige TTA-indsatser for sygemeldte med CMD og maske ogsa forebygge CMD-
relateret langtidssygefraveer? Til dette spargsmal er mit svar et rungende ”Ja”. Den viden, der er
genereret i denne afhandling, ber medtankes i udarbejdelsen af fremtidige TTA-indsatser’ samt i
det forebyggende arbejde for CMD-relateret sygefraveer.

Jeg vil dog afslutningsvis advare imod, at resultaterne fra denne afhandling anskues for
mekanistisk. Mennesker er ikke billardkugler, der blot reagerer som kalkuleret pa interventioner.
Min hensigt med afhandlingen har veeret at overskride reduktionisme, men jeg er selv i risiko for at
reducere kompleksitet og dynamik:

“There is also the danger that mechanism based explanation becomes associated with a
““machine’’ imagery of social programs or evaluators treat mechanisms as if they are stand-alone
little theories that replace the need to engage with substantive social science theory.” [49]

Jeg haber, at jeg i artiklerne og sammenfatningen har undgaet at reducere de komplekse, reciprokke
og sociale processer til matrikker og tandhjul. Men om jeg er lykkes med dette, er ogsa et
spgrgsmal om min sproglige og formuleringstekniske formaen. Kvalitativ forskning er nemlig ogsa

en litteraer praksis [145], og jeg er endnu kun novice i denne disciplin.

" Et nyere studie abner desuden for en kritisk refleksion over, hvad vi skal definere som succesfulde TTA-outcomes, da
forskerne finder, at tilbagevendte medarbejdere, ledere og arbejdsmedicinere har forskellige definitioner af
succesfuld TTA [144].
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9. Diskussion af metode
Der foregar en lgbende og passioneret diskussion om, hvordan man skal vurdere kvaliteten af

kvalitative forskningsstudier [89, 146]. | den ene flgj argumenteres der for, at kvalitativ og
kvantitativ metode tilhgrer to forskellige paradigmer, hvorfor kvalitative studier ikke skal
underlaegges den kvantitative metodes krav om reliabilitet, validitet, repraesentavitet og
generaliserbarhed [147, 148]. Den anden flgj argumenterer for, at kvalitativ forskning bar vurderes
ud fra samme kriterier som kvantitativ metode, men at disse skal operationaliseres anderledes, sa de
tager hgjde for forskelle mellem de to metoder [145, 149-152].

Sa hvilke kvalitetskriterier vil jeg appellere til anvendes i vurderingen af mit forskningsprojekt? Jeg
har i sammenfatningen problematiseret fraveeret af det konkrete menneske, som den positivistiske
logik og den kvantitative metode kan afstedkomme. Men da jeg tror pa og ensker en konstruktiv
dialog mellem kvalitative og kvantitative forskere, og da jeg ikke ser de to metoder som adskilte
paradigmer, har jeg valgt at diskutere mit forskningsprojekt med udgangspunkt i kvantitativ
forsknings kvalitetskriterier — men udlagt i overensstemmelse med kvalitativ metode [149-152].
Dette valg er desuden — og ikke mindre vigtigt — i overensstemmelse med IPA’s og kritisk realismes
antagelse om, at fenomener og virkelighed faktisk eksisterer, hvorfor nogle beskrivelser med rette
kan siges at veere mere rigtige end andre. | diskussionen af mit forskningsprojekts styrker og
mangler tager jeg desuden udgangspunkt i de kvalitetskriterier, som er anvendt i artikel 1 til at
kvalitetsvurdere de inkluderede studier i meta-syntesen [146].

Jeg vil indledningsvis diskutere IPA, hvorefter jeg i et samlet afsnit forholder mig til reliabilitet og
validitet. Dernzest diskuterer jeg i to separate afsnit repraesentativitet og generaliserbarhed. Jeg vil i

gvrigt henvise til mine tre artikler for artikelspecifikke metodediskussioner.

9.1 IPA —en relevant men utilstreekkelig metode

| dette afsnit peger jeg pa nogle udfordringer i anvendelsen af IPA, og jeg foreslar, at kritisk
realisme kan kompensere for nogle af disse. Derefter problematiserer jeg, om IPA med rette kan
betegnes som en f&enomenologisk metode.
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9.1.1 IPA og kritisk realisme - supplerende eller konfliktende?
IPA's udgangspunkt i individet, dets oplevelser og levede erfaringer gennem indefra-og-ud

beskrivelser har vist sig at veere en brugbar metode til at overskride den reduktion af mennesket,
som den kvantitative metode kan afstedkomme. Men IPA’s fokus pa det konkrete menneske kan
medfare negligering af strukturelle og materielle betingelser, som pavirker subjektets oplevelse og
handtering af et givent feenomen. For at kompensere for dette har jeg i sammenfatningen
introduceret kritisk realisme. Men er IPA og kritisk realisme forenelige? Eksempelvis er kritisk
realismes interesse for mekanismer, strukturer og kausalitet ikke en del af IPA's (eller den gvrige
feenomenologis) teoretiske fundament eller erklerede formal med at undersgge faenomener [66]. |
IPA (og fenomenologien generelt) er man interesseret i afdeekning og preecisering af feenomener
frem for relationen og forholdet feenomener imellem [60].

Jeg vil foresla, at min introduktion og anvendelse af kritisk realisme anskues som et supplement til
fremfor et brud med IPA. Et supplement, da begge videnskabsteoretiske positioner abonnerer pa
antagelsen om andre lag end det direkte observerbare. Hvor IPA sgger at skreelle den
samfundsmaessige og socialiserede dimension af ved at seette dem i parentes, gar kritisk realisme o0s
opmarksomme pa kausalitet og mekanismer pa det virkelige domane, som relaterer feenomenerne
til hinanden. IPA har hjulpet mig med at generere preecise og udferlige beskrivelser af de
undersagte feenomener — hvilket ogsa kritiske realister papeger vigtigheden af [153], mens kritisk
realisme har hjulpet mig til at forsta disse faenomener i relation til hinanden og i relation til
mekanismer og strukturelle betingelser pa det virkelige domzne. Jeg finder saledes, at de to
metoder kompenserer for hinandens svagheder: Kritisk realisme overskrider IPA’s individualisering

og IPA bibringer et pracisionsniveau i fenomenbeskrivelserne, som kritisk realisme kan negligere.

Jeg har tidligere refereret til realistisk evaluering, og jeg har veeret inspireret af dens metafor om
den sorte boks i min pracisering af afhandlingens interesseomrade. Jeg vil derfor afslutningsvis kort
opridse, hvordan jeg anskuer forholdet mellem realistisk evaluering, kritisk realisme og IPA.
Realistisk evaluering er bl.a. inspireret af kritisk realisme [47]. Men hvor man i realistisk evaluering
i trad med CMO-konfigurationen er interesseret i at afdaekke kausale mekanismer i en konkret
indsats i en konkret kontekst, sa interesserer kritisk realisme sig for mere generelle, flydende og
dybere mekanismer i et virvar af relationer til andre mekanismer. Jeg tror, at kritisk realismes
orientering mod generelle mekanismer kan hjalpe os til bedre at forsta, perspektivere og udfolde de
interventionsspecifikke kausale mekanismer, som realistisk evaluering fokuserer pa. Med andre ord:

Vi ma forsta mere end TTA-projektet og mere end de sygemeldtes oplevelse af dette for reelt at
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forstd TTA-projektet og dets working mechanisms. Forholdet mellem kritisk realisme, realistisk

evaluering og IPA er — med risiko for forenkling - sggt angivet i Figur 3:
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Figur 3: Forholdet mellem kritisk realisme, realistisk evaluering og IPA

9.1.2 IPA eller IA?
Amedeo Giorgi, som er en af de farende forskere inden for fenomenologisk kvalitativ analyse,

argumenterer for, at IPA ikke med rette kan kalde sig fenomenologisk. Han anklager IPA for ikke
reelt at anvende centrale faanomenologiske metodikker som satte-i-parentes, reduktion og free
imaginative variation. Derudover kritiserer Giorgi IPA for at blande en reekke fenomenologiske
teoretikere sammen uden tydeligt at angive, hvordan IPA placerer sig i forhold til deres interne
forskelle [59, 67, 154]. For at afggre om Giorgi har fuldstzendig ret i sin kritik af IPA, kraeves en
omfattende indsigt i de interne konflikter fenomenologiens grundlaeggere imellem, som jeg ikke
besidder. Men jeg medgiver, at grundleggerne af IPA fokuserer mere pa den tilsyneladende
produktive og linezre udvikling af fanomenologien frem for pa arsagerne til, at man taler om
forskellige retninger inden for fenomenologien [59, 67, 154]. Jeg tror dog ikke, at IPA’s
eklekticisme har direkte konsekvenser for mine resultater, da jeg ikke har veret styret af IPA. Mere
relevant for min afhandling er Giorgis kritik af, at IPA’s grundlaeggere abner op for en fleksibel
frem for en stringent anvendelse af IPA [59, 154]. Hvor andre, som tidligere naevnt, fremhaver
kvaliteten af at tilpasse metoden til det konkrete forskningsprojekt [70], s& mener Giorgi, at det gar
analysearbejdet ugennemsigtigt [59]. Jeg har i mit analytiske arbejde valgt at fglge Brinkmanns

metafor om den kvalitative forsker som craftsman, mens jeg i sammenfatningen har forsggt at
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imgdekomme Giorgi’s krav om gennemsigtighed ved en detaljeret beskrivelse af, hvordan mine

analyser og resultater er blevet til.

9.1.3 Grounded Theory - en alt-i-et-lgsning?
Grounded Theory (GT) udleegges oftest som hovedalternativet til IPA [60], og med udgangspunkt i

de listede kritikpunkter af IPA er det relevant at stille spgrgsmalet, om det havde veret mere
hensigtsmassigt at anvende GT [155]. GT har udgangspunkt i den sociologiske tradition og
symbolsk interaktionisme. Forskningsprojekter med udgangspunkt i GT fokuserer typisk pa adfeerd,
handlinger og sociale processer, da antagelsen er, at betydninger og mening kan afdaekkes
herigennem [60, 155]. GT synes altsa potentielt at minimere den risiko for individualisering, som
IPA indeholder. Sa kunne GT have vearet en alt-i-et lgsning? Kunne jeg have opnaet samme
resultater ved at anvende GT i stedet for en selektiv anvendelse af IPA suppleret med kritisk
realisme? Mit umiddelbare svar er nej. Mit mal var at indsette den sygemeldte og dennes oplevelser
i centrum for forskningen. IPA har hjulpet mig til at preecisere og udfolde de f&enomener, som var
centrale for de sygemeldte, mens kritisk realisme har beriget og perspektiveret disse ved at fokusere
pa relationen mellem feenomenerne og dybere mekanismer. Saledes mener jeg, at kombinationen af
styrkerne fra IPA og kritisk realisme har afstedkommet en bade dybere og bredere besvarelse af

mine forskningsspgrgsmal.

9.2 Reliabilitet og validitet
Hvor reliabilitet omhandler konsistensen og trovaerdigheden af forskningsresultater, omhandler

validitet om et studie og en metode reelt undersgger det, den foregiver at undersgge [145]. Jeg vil i
nedenstaende fokusere pa styrker og udfordringer i min rekrutteringsstrategi, mit longitudionelle

forskningsdesign samt analysestrategi.

9.2.1 Rekrutteringsstrategi

Min analyse af data viser en bred spredning i interviewpersonernes kontakt med samt oplevelse af
og tilfredshed med TTA-projektet. Variation kan tilskrives, at de 17 interviewpersoner er rekrutteret
inden deltagelsen i TTA-projektet, hvormed jeg har reduceret det bias, at dem, der giver tilsagn til
at deltage, har en relativ steerk holdning (positiv eller negativ) til det undersggte fenomen [65]. |
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forhold til betydningen af rekrutteringsstrategi vil jeg kort henlede opmarksomheden pa de
kvalitative interviews som medlemmer af evalueringsgruppen har gennemfgrt med sygemeldte med
somatiske og psykiske helbredsproblemer. Pa baggrund af disse konkluderes det, at de sygemeldte
generelt er tilfredse med TTA-projektets indsatser [53]. Mine resultater og konklusioner tegner et
mere blandet billede af de sygemeldtes oplevelse af TTA-projektet. Denne forskel kan tilskrives, at
vi har benyttet veesentlig forskellig rekrutteringsstrategi. | den anden undersggelse er 2/3 af de 31
interviewpersoner rekrutteret specifikt ud fra det inklusionskriterie, at TTA-aktgrerne havde
gennemfart arbejdspladsbesgg eller rundbordssamtale pa den sygemeldtes arbejdsplads. En sadan
indsats er kun gennemfgart hos 13 % af alle sygemeldte deltagende i TTA-projektet [53]. Man kan
formode, at de sygemeldte, som giver tilladelse til, at TTA-aktererne gennemfgrer indsatser pa
arbejdspladsen, netop har en tillidsfuld og kvalitetsfuld relation til TT A-aktgrerne, hvilket jeg har
vist har central betydning for oplevelsen af TTA-projektet generelt. Inklusionskriteriet om
arbejdspladskontakt kan saledes have medfart en relativ selekteret gruppe af interviewpersoner.
Man kan argumentere for, at min rekrutteringsstrategi har resulteret i et mere nuanceret og varieret
indblik i, hvordan sygemeldte med CMD oplever at deltage i TTA-projektet.

Min rekrutteringsstrategi indeholder dog ogsa nogle udfordringer. Jeg har rekrutteret gennem
selvrapporterede arsager til sygemelding, og jeg ved derfor ikke med klinisk sikkerhed, hvad
interviewpersonerne fejler. Bedre bliver det ikke af, at stress er en mangelfuldt defineret kategori
[58]. Selvom der er usikkerhed forbundet med selvrapporterede arsager til sygefraveer, har en raekke
andre forskningsstudier anvendt selvrapporterede arsager i deres analyser af sammenhang mellem
sygefraveersarsag og leengden af sygefraveer [156, 157]. Pa baggrund af usikkerheden knyttet til
selvrapporterede arsager samt den manglende preecisering af stress, har jeg, som beskrevet i artikel
2, fundet det mere deekkende at betegne interviewpersonerne som sygemeldt grundet CMD. Men
denne kategori er dog heller ikke uproblematisk eller entydigt defineret [158].

9.2.2 Longitudinelt forskningsdesign

I artikel 2 er der ekspliciteret fordele ved gentagne interviews som fx mulighed for at teste
arbejdshypoteser, muligheden for at fa indblik i processen, mens den star pa, samt reducere risikoen
for recall bias. Andre argumenterer for, at de gentagne interviews kan skabe et gget tillidsforhold
mellem interviewer og interviewpersoner, sa interviewpersonen potentielt er mere rlig og direkte —

hvilket fremmer udsagnenes reliabilitet og validitet [66]. De gentagne interviews med samme
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person over en lengere periode er desuden fremhavet som et relevant forskningsdesign til at
afdaekke kausale processer [71]. Mit forskningsdesign har givet mig mulighed for at undersgge de
sygemeldtes situation, oplevelser og forventninger, inden TTA-indsatsen igangsattes. Denne viden
har kvalificeret og udvidet min forstaelse af TTA-projektets working mechanisms. Jeg finder
saledes, at det longitudinelle forskningsdesign har veret velvalgt i besvarelsen af mine
forskningsspargsmal. Men det er et sarbart forskningsdesign. Forskeren er dybt afhaengig af
interviewpersonernes beslutning om at deltage ogsa i de opfalgende interviews, og den gentagne
kontakt mellem interviewer og interviewperson fordrer en kontinuerlig opmarksomhed pa etiske

udfordringer og etablering af en god, men professionel relation.

9.2.3 Analysestrategi

Jeg har forsggt at gare mit analysearbejde gennemsigtigt og har i bilag fremvist konkrete detaljer fra
dette. Men analysearbejdet har ogsa vaeret en ustruktureret og anarkistisk proces, hvor opdagelser
ikke altid falger et stringent analytisk arbejde ved skrivebordet, men i stedet kan opsta pa
cykelturen, under bleskift, ved lzeesning af litteratur eller faglige diskussioner med kollegaer. Min
store datamangde bevirker desuden, at ingen andre end jeg har laest samtlige af mine 51 interviews,
0g jeg har ogsa selv foretaget den konkrete kodning — eller i mit tilfeelde snarere sortering — af data i
NVivo. Der er fremsat argumenter for, at det gger validiteten, hvis flere forskere koder empirien
uafhaengigt af hinanden [150, 159]. Andre argumenterer for, at hvis dataindsamlingen er
karakteriseret af en taet relation til deltagerne, sa er det tilstreekkeligt og endda at foretraekke, at
forskeren selv udfgrer kodningen [160]. Jeg placerer mig mellem de to poler, da jeg fortlabende har
diskuteret, udviklet og modereret min kodningsstrategi, mine analyser og arbejdshypoteser i
samarbejde med mine vejledere Karina Nielsen og Svend Brinkmann. Mine interviewpersoner har
ikke valideret mine endelige analyser, hvad nogle identificerer som en relevant valideringsmetode
[149]. Bade fenomenologiske kvalitative forskere og kritiske realister betragter denne
valideringsmetode som problematisk, da man i begge traditioner mener, at det er henholdsvis
filosoffen eller forskeren, som behersker de relevante analytiske greb og strategier for at generere
mere precise beskrivelser af henholdsvis fenomenernes essens eller det virkelige domane.

Under mit forskningsforlgb har jeg holdt opleeg om mine forskningsanalyser og -resultater i en lang
reekke sammenhange for mange forskellige akterer — bade praktikere og andre forskere. Dette har
givet mig mulighed for lgbende at teste mine arbejdshypoteser og analyser.

62



9.3 Reprasentativitet
To spgrgsmal er centrale at fa besvaret i forhold til at vurdere undersggelsens reprasentativitet: Er

interviewpersonerne reprasentative for sygemeldte med selvrapporteret stress og depression, som
deltager i TTA-projektet, og er 17 interviewpersoner for mange, for fa eller et tilpas antal til at
besvare mine forskningsspgrgsmal?

| besvarelsen af det forste spgrgsmal er jeg i den unikke situation, at jeg kan undersgge, om de 17
interviewpersoner er repraesentative for det samlede sample pa de 93 personer. | samarbejde med en
datamanager har jeg udarbejdet deskriptive analyser for, hvordan de 93 potentielle deltagere
fordeler sig pa en raekke parametre (se Bilag H). Analyserne viser, at de 17 interviewpersoner ikke
adskiller sig vaesentligt fra gruppen af de 93 personer som helhed i forhold til ken, arbejdsstatus,
alder og sygefraveersarsag (se tabel 1 i artikel 2 for karakteristik af de 17 interviewpersoner til
sammenligning). Pa baggrund af de deskriptive analyser kan jeg dog ikke udelukke, at det er de
mest ressourcefulde i forhold til socialklasse, der har responderet pa rekrutteringsbrevet, sadan som
tendensen er i spargeskemaundersggelser [161]. En stor variation kendetegner dog mit materiale i
forhold til interviewpersonernes sociale og arbejdsmaessige situation: Jeg har gennemfart interviews
i alt fra preegtige villaer med udsigt over vandet til trange lejligheder i ghettoer. Jeg har talt med
sygemeldte med lange videregaende uddannelser i vidensarbejde og ufaglerte sygemeldte ansat i
manuelt arbejde. En stor del af interviewpersonerne var ikke tilbage i fuldtidsarbejde, da jeg havde
sidste interview med dem, hvilket ogsa indikerer, at det ikke ngdvendigvis er de mest raske, der har
meldt sig®. Interviewpersonernes motivationer for at have meldt sig til undersggelsen kan vare
mange. Nogle kan have meldt sig med habet om at opna gget indsigt i deres situation, andre har
maske falt et ansvar for at bidrage til forskningen.

® For at undersgge repraesentativiteten for interviewpersonerne yderligere, har en statistiker pa NFA veeret mig
behjalpelig med at lave en opggrelse for jobstatus for sygemeldte med psykiske helbredsproblemer i samtlige
deltagende kommuner i TTA-projektet netop 250 dage efter fgrste sygedag. Dette giver mig mulighed for at
sammenligne mine interviewpersonernes jobstatus ved sidste interview (som finder sted mellem 240-270 dage efter
deres fgrste sygedag) med den samlede gruppe af sygemeldte med psykiske helbredsproblemer deltagende i TTA-
projektet. Opggrelsen viser, at for den generelle population er ca. 44 % er sygemeldt ved dag 250 Ca. 32 % er tilbage i
arbejdet (modtager ingen offentlige ydelser) mens 19 % er raskmeldt men ledige (modtager arbejdslgshedsdagpenge
eller kontanthjaelp) ved dag 250. De sidste ca. 5 % modtager andre offentlige ydelser som fx uddannelsesstgtte,
efterlgn og folkepension. Til ssmmenligning er 8 ud af de 17 (47 %) interviewpersoner sygemeldt ved sidste interview,
mens 6 er tilbage i arbejdet (35 %) og 3 er raskmeldt men ledige (ca. 18 %) (se Tabel 1i artikel 2). Dermed fordeler min
interviewpersoner sig naesten som populationen af sygemeldte med psykiske helbredsproblemer som helhed.
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Det er vanskeligt at svare pa, hvad det "rigtige” antal interviewpersoner er for at kunne besvare
mine forskningsspgrgsmal. Mine 51 interviews udggr med kvalitative gjne en relativ stor
datamaengde, og jeg kvalificerer mig sa rigeligt til et 1000-siders problem i forhold til
transskriptionsudskrifter [145]. Alligevel tror jeg, at det har veeret afggrende for min identificering
af fx den individuelle tilgangs betydning, at jeg har fulgt 17 og ikke 10 interviewpersoner.
Betydningen af den individuelle tilgang, der maske egentlig er abenlys, tror jeg ikke havde tradt sa
kraftigt og signifikant frem, hvis jeg havde analyseret feerre interviews. Der skal en vis gentagelse
til, for det (maske) selvfalgelige overrasker og transformeres fra grund til figur. Mit omfattende
datamateriale afstedkommer ikke sjeldent en oplevelse hos mig af, at jeg ikke har formaet at forlgse
min empiris potentialer tilstreekkeligt. Der er en lang reekke uforlgste artikler, som burde og ber
udarbejdes og publiceres for at kaste yderligere lys over afhandlingens forskningsspgrgsmal samt
oplyse ogsa andre omrader.

Trods mit store datasaet er det for lille til, at jeg kan relatere mine resultater til de enkelte deltagende
kommuner i TTA-projektet. Dette havde ellers veeret interessant, da effektevalueringen som navnt
identificerer store kommunale variationer i nedbringelsen af sygefraveeret. Pa baggrund af de 17
interviewpersoner finder jeg ikke, at kan havde betydning. Men jeg kan ikke udelukke, at et starre
datamateriale havde afslaret relevante kansforskelle. Et studie viser fx, at sygemeldte kvinder oftere
oplever, at sagsbehandlere ikke tager deres tilstand alvorlig [157], og andet et studie finder, at
sygemeldte kvinder genoptager deres arbejde senere end mand [30]. Ligeledes tillader mit
datamateriale heller ikke at udforske, om etnicitet har en betydning.

9.4 Generalisering
Jeg vil i dette afsnit forholde mig til, om den viden, der er opnaet gennem mit forskningsprojekt,

kan overfares til 1) andre typer helbredsproblemer, 2) andre kontekster, og 3) andre tider.

En raekke studier identificerer relevante forskelle mellem sygefravaer grundet psykiske lidelser og
sygefraveaer grundet somatiske lidelser pa en reekke variable. Personer med psykiske lidelser oplever
oftere negative mgder med sundhedsprofessionelle [109, 162] og ansatte i kompensationssystemet
[163] sammenlignet med personer med somatiske helbredsproblemer, og de kommer sjeeldnere
tilbage til den gamle arbejdsgiver sammenlignet med gvrige diagnoser (9). Flere papeger desuden,
at det kan veere vanskeligere at udarbejde relevante arbejdstilpasninger for sygemeldte med Mentale

Helbredsproblemer (MHP) [156, 164], og stigmatisering samt diskrimination pa arbejdspladsen er
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desuden mere udtalt for personer med MHP [1, 165, 166]. Men man skal ogsa veere opmaerksom pa
forskelle mellem forskellige psykiske lidelser. Eksempelvis kommer sygemeldte med nervgse og
stressrelaterede tilstande hurtigere tilbage til arbejdet end sygemeldte med affektive sindslidelser
[30], og et andet studie finder, at sygemeldte med depression kommer senere tilbage til arbejdet end
sygemeldte med stress og udbraendthed [167]. Artikel 3 omhandler sygemeldte med arbejdsrelateret
stress. Da der hverken blandt forskere eller praktikere eksisterer enighed om, hvad stress er, er dette
en problematisk kategori at generalisere ud fra. Derudover burde jeg optimalt have udarbejdet en
tilsvarende artikel for interviewpersoner med selvrapporteret depression for at opna samme
detaljerede viden om perioden op til sygemeldingen for denne gruppe af interviewpersoner. Tiden —
og bestemt ikke data — vanskeliggjorde dette, og jeg haber i fremtidigt arbejde at kunne publicere en
sadan artikel. Artikel 1 og 2 peger dog pa en reekke lighedspunkter mellem sygemeldte med CMD i
forhold til falelsen af skam og skyld i relation til sygemeldingen. Fremtidig forskning ber om
muligt afklare forholdet mellem oplevelser, der er knyttet til symptombilledet og oplevelser, der er
knyttet til arbejdets betydning, forhold i den kognitive kapitalismes a&ra samt subjektiveringen som
the enterprising self.

Som vist kan resultaterne fra denne afhandling altsa ikke ukritisk overfares til andre
helbredsproblemer, da der kan vere diagnosespecifikke forskelle. Dog mener jeg, med
udgangspunkt i den forskningslitteratur, jeg har inddraget i artiklerne og sammenfatningen, at
afhandlingens resultater om working mechanisms og fremmende og heemmende faktorer i TTA-
processen kan vere relevante for sygemeldte med iseer andre psykiske helbredsproblemer, men ogsa
i nogen udstreekning for sygemeldte med somatiske helbredsproblemer. Det er dog op til fremtidige
forskningsstudier at preaecisere graden af overfagrbarhed.

Konkteksten har ligeledes betydning for generaliserbarheden af dette studie. Som angivet i artikel 1
0g 2 har det enkelte lands forsikrings-, sundheds- samt arbejdsmarkedssystem betydning for den
sygemeldtes TTA. Derfor ma man — som ogsa realistisk evaluering argumenterer for - have blik for
forskelle mellem den kontekst, som dette forskningsprojekt er udfart i, og den kontekst, man gnsker
at relatere resultaterne til. Artikel 1 viser dog, at det er muligt at identificere en raekke identiske
muligheder og barrierer for TTA pa tveers af vestlige lande. Dette kan indikere, at resultaterne fra
dette forskningsprojekt kan generaliseres i en hvis grad til andre kontekster, som befinder sig i den
kognitive kapitalistiske &ra, og som indskriver sig i den biopsykosociale sygdomsforstaelse.
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Med udgangspunkt i kritisk realisme vil jeg afslutningsvis placere mit forskningsprojekt i en
tidslighed, da man i kritisk realisme anser viden som foranderlig og forgengelig:

’Viden er socialt frembragt og [er] dermed et forgengeligt produkt, og hverken sandhedsverdier
eller kriterier for rationalitet eksisterer uden for historisk tid” [92]

Hvad jeg har afdekket og argumenteret for i min afhandling er saledes ikke ngdvendigvis
universelle anliggender. Bade Roses teser om the enterprising self samt teorier om kognitiv
kapitalisme har netop en central tidslighed indlejret. Den tidslige begreensning skal saledes ogsa
medtaenkes i vurderingen af dette forskningsprojekts generaliserbarhed.
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10. Konklusion og perspektivering
Jeg har vist og argumenteret for, at TTA skal ses som en sammenhangende og kontinuerlig proces,

hvor den sygemeldtes erfaringer fra fortiden og forventninger til fremtiden pavirker, hvordan den
sygemeldte orienterer sig i forhold til TTA her og nu. Jeg har identificeret en reekke fremmende og
heemmende faktorer for TTA i relation til personspecifikke faktorer, arbejdspladsrelaterede faktorer
og i relation til de systemer, som de sygemeldte indgar i. P& baggrund af mine tre artikler
konkluderer jeg, at det at have udviklet CMD og et CMD-relateret langtidssygefraveer er forbundet
med negative falelser som skam, skyld, eksistentiel forstyrrelse og en reduceret tiltro til egne evner.
Denne tendens skal ogsa forstas i sammenhaeng med arbejdets betydning for individer i vores
samtid. En samtid som jeg beskriver ved hjelp af teorier om kognitiv kapitalisme og the
enterprising self.

Mine analyser af TTA-projektet viser, at TTA-indsatsen indeholder interventionskomponenter, som
har potentiale til bade at motivere og frustrere sygemeldte med CMD. Jeg har identificeret tre
working mechanisms i TTA-projektet, som har betydning for, om den sygemeldte oplever TTA-
projektet som relevant og hjeelpsomt i TTA-processen: tvaerfaglighed, individuel tilgang og TTA-
aktgrerne som legitime eksperter. Serligt har jeg vist, at TTA-akterernes praktisering af den
individuelle tilgang er central for forlgsningen af potentialerne i TTA-projektet. Pa baggrund af den
generede viden foreslar jeg i sammenfatningen, at den mere instrumentelle tilgang til TTA
suppleres med en eksistentiel.

Ethvert forskningsstudie har sine begransninger, og dette er ogsa tilfeeldet med dette
forskningsprojekt. Jeg haber dog at have vist potentialerne i at gennemfare et longitudinelt
interviewstudie i undersggelsen af komplekse fenomener som CMD, sygefravaer og TTA. Mit hab
er, at savel kvalitative som kvantitative forskere i fremtidige studier vil efterprave, videreudvikle,
betvivle eller underbygge nogle af de teser, som er udfoldet her.

10.1 Perspektivering til anden forskning
| hver af de tre artikler har jeg praesenteret specifikke forslag til fremtidig forskning. Jeg vil derfor

her forholde mig til to mere overordnede forhold: 1) Risiko ved RTC-studier og 2) Risiko ved
kategorien CMD.
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RCT-studier er placeret gverst i det medicinske evidenshierarki [86], hvorfor det er en oplagt
slutning, at vi ma anvende dette forskningsdesign til at undersgge TTA-indsatsers effekt. Men TTA-
indsatser er mere komplekse indsatser end medicinske forsgg, og det kan have nogle ikke-
intenderede konsekvenser at forsgge at standardisere og kontrollere TTA-indsatser, sa vi ved,
hvilken “pille” vi har givet folk. Hvis jeg har ret i, at den individuelle tilgang har betydning for
forlgsningen af potentialerne i en TTA-indsats, sa er der en risiko for, at vi som forskere faktisk er
med til at reducere TTA-professionelles mulighed for at praktisere den individuelle tilgang. | vores
bestraebelser efter at kunne kontrollere, hvad vi evaluerer, kan vi risikere, at interventionsmanualer
og interventionsredskaber standardiseres i en sadan grad, at TTA-aktgrer ma nedprioritere
autonomi, spontane fornemmelser og selvsteendige beslutninger. Dermed reduceres deres mulighed
for reelt at mgde den specifikke sygemeldte som et unikt menneske og for at kunne tilpasse
interventionen til det konkrete menneske. Maler vi ikke pa det, der maske er noget af det
virksomme i TTA-indsatser — nemlig den individuelle tilgang og non-specifikke faktorer - er der
risiko for, at vi ikke tillegger dem tilstreekkelig veerdi.

Dette er ikke en argumentation for, at standardisering, redskaber og manualer er irrelevante. Men
maske vi har udviklet dem en anelse for tidligt. Jeg tror, at vi ma treede et skridt tilbage og
(gen)undersagge fenomenerne, mekanismerne og TTA-indsatsers working mechanisms for at
forbedre fremtidige TTA-indsatser. Jeg har i artikel 2 foreslaet, at vi lader os inspirere af
forskningsmetoder Pragmatic Case Studies [168-170] for at opna en gget forstaelse af working
mechanisms i TTA-interventioner og en dybere forstaelse af relationen mellem sygemeldt og TTA-
aktarer og dennes betydning for udfaldet af sygefraveeret — uden at vi pa forhand begreaenser eller
standardiserer denne relation. Kvantitative procesevalueringer af TTA-indsatser kan med fordel
inspireres af psykoterapiforskningens metoder til at undersgge non-specifikke faktorer, og
derudover kan den tidligere omtalte procesevaluering af Arends et al. (2013) inspirere til
udviklingen af tilpassede spgrgeskemaer, der matcher den konkrete TTA-indsats [4].

Jeg viser i artikel 3, at forhold og betingelser i den kognitive kapitalistiske &ra er vigtige at
medtaenke i vores forstaelse af udviklingen af stress. Det vil veere relevant i fremtidig forskning
0gsa at undersgge den sarbare periode efter den sygemeldte er vendt tilbage til arbejdet i denne
optik for maske at opna en dybere forstaelse af risiko- og ressourcefaktorer for gensygemelding. Jeg
har i artikel 1 opfordret til, at situeret sygdomsteori [171-174] anvendes i TTA-sammenhang. Jeg
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har dog endnu ikke efterkommet denne opfordring selv, men jeg tror, det kunne veere relevant at
udvikle en situeret sygdomsteori for CMD med udgangspunkt i teorier om kognitiv kapitalisme.

Jeg selv og en lang rekke andre forskere anvender betegnelsen CMD relativt ukritisk. Men at
abonnere ukritisk pa kategorien CMD har to centrale konsekvenser: 1) Vi sidestiller diagnoser, som
i diagnosemanualerne er beskrevet som adskilte, hvorfor vi kan komme til at blande &bler og paerer
sammen i forskningen og i TTA-interventioner. Den anden konsekvens er mere subtil — og maske
derfor endnu vigtigere at veere opmarksom pa: 2) At betegne CMD som "almindelige” mentale
lidelser kan fare til negligering af de udlgsende faktorer. Ved at betegne lidelserne som
"almindelige” kommer vi maske langsomt til at betragte dem som forventelige og naturlige
reaktioner. Almengerelsen og normaliseringen kan reducere stigmatisering. Men normaliseringen
kan ogsa medfare manglende kritik af de forhold og betingelser, som medvirker til den relativt hgje
incidens og preevalens af stress, depression, angst, belastningsreaktioner etc.

10.2 Perspektivering til fremtidige TTA-indsatser
I hver af mine tre artikler har jeg peget pa implikationer for praksis. Jeg vil fokusere pa, hvad de tre

artikler til sammen peger pa kan forbedre TTA-interventioner malrettet sygemeldte med psykiske
lidelser®.

TTA-aktgrers mulighed for at praktisere den individuelle tilgang bar gges. Dette kan gares ved fx at
reducere standardiseringen af indsatsen og de tilknyttede redskaber. Lgbende supervision af TTA-
aktererne kan ogsa vise sig relevant i forhold til en gget bevidsthed om fordomme, forudindtagede
vurderinger samt forvaltning af magten. Den tveaerfaglige organisering kan ogsa fremme sadanne

refleksioner.

Som vist i artiklerne er de sygemeldtes eksekutive funktioner reduceret. TTA-aktagrerne kunne
derfor med fordel uddele kort informativt skriftligt materiale til den sygemeldte om fx formal med
afklaringssamtalerne, formal med de tilbudte TTA-aktiviteter, den videre proces etc. for at
kompensere for den sygemeldtes koncentrations- og hukommelsesbesveer. Derudover bgr man
arbejde for en bedre kommunikation og koordination mellem de forskellige systemer, som den
sygemeldte indgar i i TTA-processen.

° Denne perspektivering kan ses som en redeggrelse for forskningsprojektets pragmatiske validitet, som forholder sig
til, om vi pa baggrund af den opnaede viden kan forbedre den praksisform, der er undersggt. [145].
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TTA-aktarer kan drage nytte af nogle af denne afhandlings resultater. Isser kunne det veere relevant
med forstaelse af TTA som en sammenhangende og kontinuerlig proces og en gget indsigt i den
eksistentielle dimension i TTA-processen samt det tilsyneladende paradoksale behov for bade at
veere unik og veaere ens. Ligeledes kunne det veere relevant med en dybere forstaelse af de potentielle
konflikter mellem leder og medarbejder. En sadan forstaelse vil potentielt skabe nye
opmaerksomhedspunkter og handlemuligheder i forhold til at handtere det viste gap mellem TTA-
planerne, de gode intentioner og implementeringen af dem. | forstaelsen og handteringen af dette
gap, og for at reducere risikoen for gensygemelding generelt, vil det ogsa vere relevant at tage
hgjde for de betingelser og forhold, der karakteriserer den kognitive kapitalismes ara. Forskningen
viser, at arbejdsevnen er reduceret op til 18 maneder efter sygemelding ved mentale
helbredsproblemer [1]. Da is&r videnarbejdere og relationsarbejdere, som vist i artikel 3, er dybt
afhaengige af deres eksekutive funktioner og personlige kvaliteter for at kunne lgse deres
arbejdsopgaver, kan det vere serlig relevant at teenke i langsigtede arbejdsmodifikationer for denne
gruppe medarbejdere. For at understgtte den langsigtede tilgang kunne TTA-aktarerne med fordel
have opfalgende samtaler med medarbejderen ogsa efter denne er vendt tilbage pa fuld tid.

Det er vigtigt, at interessenter i TTA-processen bliver opmaerksomme pa hensigtsmeessigheden i de
logikker, som vi mere eller mindre bevidst styres af i vores mader at teenke og agere pa i forhold til
TTA. Jeg har i artikel 2 samt delvist i sammenfatningen haft overvejende fokus pa muligheder og
barrierer i TTA-indsatser. Jeg vil afslutningsvis understrege ngdvendigheden af ogsa at vere
opmaerksom pa at handtere udfordringer og barrierer pa arbejdspladsen, hvis vi i fremtiden skal
blive bedre til at lykkes med TTA for sygemeldte med CMD. TTA-aktgrerne kan ikke gare det

alene.
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12. Resume pa dansk og engelsk

Dansk resume
Baggrund: Langvarigt sygefraver pa grund af Common Mental Disorders (CMD) er et stigende

problem i flere lande. Forskningen viser, at Tilbagevenden Til Arbejdet (TTA) skal anskues som en
kompleks og multifaktoriel proces. Stigningen i CMD-relateret sygefraver har medfart en gget
interesse for udvikling og evaluering af TTA-interventioner for sygemeldte med CMD. En raekke
reviews viser, at TTA-indsatser rettet mod sygemeldte med CMD overordnet har begraenset effekt
pa reduktion af sygefraveeret. Med kun fa undtagelser fokuserer evalueringerne af TTA-indsatserne
pa, om indsatserne virker, og ikke hvorfor eller hvordan de virker. Man har derfor begranset viden
om TTA-indsatsernes working mechanisms. Derudover er der begreenset viden om, hvordan
sygemeldte med CMD selv oplever deres TTA-proces, og hvilke barrierer og muligheder for TTA,
de oplever. Denne viden er relevant for at opna en dybere forstaelse af, hvordan en TTA-
intervention kan hjelpe de sygemeldte med succesfuld TTA.

Formal: Ph.d-afhandlingen gnsker at afdeekke, hvordan det opleves at have udviklet og vere
sygemeldt med CMD, samt hvilke konkrete barrierer og muligheder for TTA de sygemeldte selv
oplever i deres TTA-proces. Med udgangspunkt i Det store TTA-projekt (TTA-projektet)
undersgges sygemeldte med CMD’s oplevelse af interventionskomponenternes relevans, og TTA-
indsatsens working mechanisms sgges afdaekket.

Metode: Afhandlingen benytter sig af to metoder inden for den kvalitative forskningsdisciplin.
Indledningsvis er der udarbejdet en meta-syntese med udgangspunkt i den eksisterende kvalitative
forskning om TTA fra sygemeldte med CMD’s eget perspektiv. Derudover er der gennemfart en
eksplorativ kvalitativ undersggelse bestaende af tre gentagne interviews med 17 sygemeldte med
CMD, som deltager i TTA-projektet.

Resultater: Den publicerede meta-syntese viser, at sygemeldte med CMD oplever en raekke
forhindrende og fremmende faktorer for TTA i relation til deres egen personlighed (perfektionisme,
ansvarsfalelse og self-efficacy). Graden af social stotte pa arbejdspladsen og arbejdspladsens accept
af udviklingen af CMD og den nedsatte arbejdsevne har ligeledes betydning for TTA. | forhold til
den konkrete tilbagevenden, identificeres et gap mellem de udarbejdede TTA-planer og
implementeringen af disse. Meta-syntesen konkluderer, at TTA skal forstas som en
sammenhangende og kontinuerlig proces, hvor sygemeldtes erfaringer fra fortiden og forventninger
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til fremtiden er dynamisk relateret til dennes TTA-relaterede handlinger, tanker og oplevelser her og
nu. Derudover oplever de sygemeldte at forskellige systemer (sundheds-, forsikrings- og
arbejdsrelateret rehabiliteringssystem) kan have forskellige fokuspunkter og interesser i deres TTA-
proces.

Der er publiceret to artikler pa baggrund af interviewundersggelsen. Den farste artikel prasenterer
de sygemeldtes oplevelse af TTA-projektets centrale interventionskomponenter. Det vises, at den
sygemeldtes oplevelse af interventionskomponenternes relevans og brugbarhed afhaenger af, om
TTA-aktarerne magder den sygemeldte med en individuel tilgang, som artiklen konkluderer, er en
serlig betydningsfuld working mechanism i TTA-projektet. Den anden artikel beskaftiger sig med
perioden forud for sygemeldingen for sygemeldte med arbejdsrelateret stress. Pa baggrund af
empirien identificeres fire centrale temaer, som beskriver perioden op til sygemeldingen og
udviklingen af stress. Medarbejdernes relation til arbejdet betegnes som en sammenfoldning mellem
arbejde og identitet, og udviklingen af stress beskrives som en forstyrrelse af selvforstaelse,
selvveerd og realitetssans.

I afhandlingens sammenfatning argumenteres der for, at kvalitativ metode er en legitim metode til
at beskaftige sig med kausale processer. Med udgangspunkt i denne positionering relateres de tre
artikler til hinanden, og de identificerede working mechanisms i TTA-projektet udfoldes og

nuanceres herigennem.

Konklusion: At have udviklet CMD og et CMD-relateret langtidssygefraveer er forbundet med
eksistentiel forstyrrelse og en reduceret tiltro til egne evner. TTA-projektet har potentiale til bade at
motivere og frustrere sygemeldte med CMD. TTA-aktarernes praktisering af den individuelle
tilgang er central for forlgsningen af potentialerne i TTA-projektet. Pa baggrund af den generede
viden foreslas det i sammenfatningen, at den mere instrumentelle tilgang til TTA suppleres med en
eksistentiel. Etableringen af TTA som en sammenhangende og kontinuerlig proces kan hjelpe os
med at forsta dynamikken i TTA-processen samt de sygemeldtes oplevelse af TTA-projektet.
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English abstract
Background: Long-term sick leave due to Common Mental Disorders (CMD) is an increasing

problem in several countries. Research shows that Return To Work (RTW) should be seen as a
complex and multifactorial process. The increase in CMD-related sick leave has led to a growing
interest in the development and evaluation of RTW interventions for people sick-listed with CMD.
With a few exceptions, evaluations of RTW focus on if the measures work and not on why or how
they work. Our knowledge of the working mechanisms of the RTW measures is therefore limited.
Besides, our knowledge of how those sick-listed with CMD themselves experience their RTW
process and which barriers and opportunities for RTW they experience is equally limited. This
knowledge is relevant to reach a deeper understanding of how an RTW intervention can help those
sick-listed with a successful RTW.

Objective: The objective of the PhD thesis is to examine both the experience of having developed
and being sick-listed with CMD and the barriers and opportunities for RTW those sick-listed with
CMD themselves see in their RTW process. The Danish RTW project (RTW project) serves as a
starting point for exploring the experience of those sick-listed with CMD of the relevance of the
intervention components and for an attempt to uncover the working mechanisms of the RTW

intervention.

Method: The thesis applies two methods within (the) qualitative research (discipline). First a meta
synthesis was prepared based on the existing qualitative research on RTW from the (personal)
perspective of employees sick-listed with CMD. Besides, an explorative qualitative investigation
was conducted consisting of three consecutive interviews with 17 employees sick-listed with CMD,
all participants in the RTW project.

Results: The published meta synthesis shows that employees sick-listed with CMD experience a
number of factors in relation to their own personality that complicate or facilitate RTW
(perfectionism, sense of responsibility, self-efficacy). The degree of social support at the workplace
and the accept of the workplace of the development of CMD and the reduced working capacity are
also important for RTW. In relation to the concrete return a gap between the plans designed and
their actual implementation is identified. The meta synthesis concludes that RTW must be seen as a
coherent and continuous process in which the sick-listed employees' experiences from the past and
expectations of the future are dynamically related to their present RTW-related actions, thoughts
and experiences. Furthermore, those sick-listed experience that different systems (health-insurance-
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and occupational rehabilitation systems) may have different focal points and interests in their RTW

process.

On the basis of the conducted interviews two articles have been published. The first article presents
the sick-listed employees' experience of the central intervention components of the RTW project. It
is shown that how the sick-listed employees experience the relevance and usefulness of the
intervention components depends on whether the RTW professionals meet those sick-listed with an
individual approach, which the article concludes is a particularly important working mechanism in
the RTW project. The other article deals with the period before those sick-listed with work-related
stress are reported sick. Based on the empirical evidence four central themes are identified which
describe the period leading up to the development of stress and the sick leave. The relation of the
employees to their work is termed a folding of work and identity and the development of stress is
characterized as a disturbance of self-understanding, self-worth and sense of reality.

In the conclusion chapter of the thesis it is argued that the qualitative method is a legitimate method
to deal with causal processes. This positioning forms the basis for relating the three articles to each
other and hereby the identified working mechanisms of the RTW project are unfolded and clarified.

Conclusion: Having developed CMD and long-term sick leave is related to existential disturbance
and a reduced faith in one's own qualities and competences. The RTW project has the potential to
both motivate and frustrate those sick-listed with CMD. The RTW professionals' application of the
individual approach is essential to release the potential of the RTW project. On the basis of the
generated knowledge it is suggested in the conclusion chapter of the thesis that the rather
instrumental approach to RTW is supplemented with an existential one. The establishment of RTW
as a coherent and continuous process can help us understand the dynamics of the RTW process and
the experience of the RTW project of those sick-listed.

86



13. Bilag

e Bilagene kan rekvireres ved at kontakte Malene Friis Andersen pa
mfa@arbejdsmiljoforskning.dk
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14. Appendix

| denne version af afhandlingen er artikel 1 og 2 indsat i Appendix. Grundet ophavsrettigheder kan
artikel 3 ikke indsattes. Sidstnaevnte artikel kan findes i antologien ”"Nye perspektiver pa stress”,

som fx kan lanes pa biblioteket.

Artikel 1: Andersen MF, Nielsen K, Brinkmann S. Meta-synthesis of qualitative research on return
to work among employees with common mental disorders. Scand J Work Environ Health. 2012;
38:93-104.

Artikel 2: Andersen MF, Nielsen K, Brinkmann S. How do Workers with Common Mental
Disorders Experience a Multidisciplinary Return-To-Work Intervention? A Qualitative Study.
Journal of Occupational Rehabilitation, Published online 15 February 2014.

Artikel 3: Andersen MF: “Fra omfavnelse til kvaelertag — Hvordan kan arbejdet blive et spargsmal
om liv og ded?” | antologien Nye Perspektiver pa Stress (red. Malene Friis Andersen & Svend

Brinkmann), Klim 2013.
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Meta-synthesis of qualitative research on return to work among employees

with common mental disorders

by Malene Friis Andersen, MSc,” Karina M Nielsen, MSc, PhD,” Svend Brinkmann, MSc, PhD ?

Andersen MF, Nielsen KM, Brinkmann S. Meta-synthesis of qualitative research on return to work among employees
with common mental disorders. Scand J Work Environ Health. 2012;38(2):93-104. doi:10.5271/sjweh.3257

Objectives The purpose of this study was to investigate which opportunities and obstacles employees with
common mental disorders (CMD) experience in relation to return to work (RTW) and how they perceive the
process of returning to work. In addition, the study explores what characterizes an optimal RTW intervention
and points to possible ways to improve future interventions for employees with CMD.

Methods A systematic literature search was conducted, and eight qualitative studies of medium or high quality
published between 1995-2011 were included in this systematic review. The eight studies were synthesized using
the meta-ethnographic method.

Results This meta-synthesis found that employees with CMD identify a number of obstacles to and facilitators
of returning to work related to their own personality, social support at the workplace, and the social and rehabilita-
tion systems. The employees found it difficult to decide when they were ready to resume work and experienced
difficulties implementing RTW solutions at the workplace.

Conclusions This study reveals that the RTW process should be seen as a continuous and coherent one where
experiences of the past and present and anticipation of the future are dynamically interrelated and affect the
success or failure of RTW. The meta-synthesis also illuminates insufficient coordination between the social and
rehabilitation systems and suggests how an optimal RTW intervention could be designed.

Key terms back to work; meta-ethnography; mental health; mental illness; rehabilitation; review; RTW; sick

leave; social support; work accommodation.

Long-term sick leave due to common mental disorders
(CMD) such as depression, anxiety, and stress-related
disorders is an increasing problem in many countries
(1-5). Long-term sick leave is a major risk factor for early
withdrawal from the labor market (6), and only 50% of
those off work for >6 months due to poor mental health
return to work (7). CMD make up an increasing percent-
age of claims for disability benefits (8), and a number of
studies show a strong correlation between depression and
disability pension (4, 8-10) and also between anxiety and
disability pension (8). Not only is CMD-related sick leave
and withdrawal from the labor market costly for society
and workplaces due to compensation costs and lost pro-
ductivity (11), being off work also frequently has negative
consequences for the individual as work is socially highly

1" National Research Centre for the Working Environment, Denmark.

valued and beneficial to self-respect, identity, health, and
general well-being (12).

To reduce both the human, societal, and economic
consequences related to long-term sick leave and with-
drawal from the labor market due to CMD, a better under-
standing of the factors that facilitate or complicate return
to work (RTW) for employees with CMD is warranted.

Previous research has found RTW to be a complex
and multi-factorial process (13). Quantitative research
shows that the medical seriousness of the disorder,
work-related factors, personal factors, national com-
pensation policies, and the structure of the healthcare
system determine whether sick leave results in return to
or withdrawal from the labor market (7, 13—18). While
quantitative studies are useful for investigating general
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predictors for RTW and the effects of RTW interven-
tions, they are not suitable for capturing the complex
processes characterizing RTW. Qualitative research
can help expand our understanding of the RTW process
(19) and is particularly suited to examine the complex
dimensions and practices of RTW (20).

The meta-synthesis method is an obvious research
method to extract and integrate results from various
qualitative studies (21-23). We therefore conducted a
systematic meta-synthesis of qualitative research to inves-
tigate how people with CMD themselves experience the
RTW process and which obstacles and opportunities they
identify in relation to RTW. Thereby this meta-synthesis
addresses the recommendation of MacEachen et al (20),
who pointed to the need for a meta-synthesis on RTW for
employees with mental health problems. In this meta-syn-
thesis, we use Noblit & Hare’s meta-ethnography method
(21) as it is one of the most widely accepted methods of
synthesizing findings from qualitative studies (24, 25).

Other examples of meta-ethnographies on related
subjects are MacEachen et al’s meta-ethnography on
RTW after work-related injury (20) and Gewurtz &
Kirsh’s meta-ethnography on disability in the workplace
for people with mainly somatic health problems (25).
Fossey & Harvey (12) conducted a meta-synthesis on the
views of people with serious psychiatric conditions (eg,
psychosis, bipolar disorder, or schizophrenia) on finding
and maintaining employment. They concluded that people
with serious psychiatric conditions experience that the
right kind of job improves their mental health in that it
provides structure, social contact, and a sense of purpose.
But maintaining the job requires ongoing strategies to
manage the psychiatric condition and ongoing support
from mental health services, employment specialists,
family, and the workplace. (12). To our knowledge, a
meta-synthesis on RTW of people with CMD has yet to be
conducted. Such a meta-synthesis is warranted given that
the prevalence of CMD is higher in the general population
and contributes more to increasing sickness absence than
more serious psychiatric disorders (3).

The following research questions guided this meta-
ethnography: (i) Which opportunities and obstacles
in relation to RTW do people with CMD experience?
(i1) What characterizes the RTW process for people
with CMD? (iii) What characterizes an optimal RTW
intervention from the perspective of people with CMD?

Methods

Search process and inclusion criteria

A systematic search was conducted using six electronic
databases to identify relevant qualitative peer-reviewed
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studies on RTW for people with CMD: CINAHL (Cumu-
lative Index to Nursing & Allied Health), EMBASE,
MEDLINE, Psyclnfo, Sociological Abstracts, and Web
of Knowledge. We searched for peer-reviewed papers
published in English between 1995-2011 using the
keywords and combinations of keywords set out in fig-
ure 1. The relevant keywords were mainly identified by
screening articles found through a search process con-
ducted in relation to a white paper on CMD and the labor
market (11). Moreover the reference lists of relevant
articles were reviewed to identify additional articles.

We used the following inclusion criteria to identify
relevant qualitative studies: (i) the study used a qualita-
tive research method; (ii) the research questions of the
study addressed RTW; (iii) participants were people
with CMD; and (iv) the study focused on RTW from the
perspective of the person with CMD. If the study was
based exclusively on interviews with supervisors, col-
leagues, or caseworkers, the article was excluded. The
fourth criterion secured a certain level of homogeneity
between the studies included as the main focus was the
perspective of the person with CMD.

Quality assessment and data extraction

Studies meeting the inclusion criteria proceeded to qual-
ity assessment. The quality of the studies was assessed
using 17 out of 18 criteria' defined in a framework devel-
oped by the UK National Centre for Social Research
(26) for assessing quality in qualitative research. The 17
criteria relate to: (i) findings (eg, how credible are the
findings, discussions of generalization, limitations); (ii)
design and sample (eg, discussion of rationale for study
design, description of participants, study location); (iii)
data collection (eg, information on who conducted the
data collection); (iv) analysis and reporting (eg, how
the descriptive analytic categories had been generated,
discussion of patterns within data); and (v) reflexivity
and neutrality (eg, reflections on how theoretical ideas
affected the research process and results) (26). These
17 criteria have also been applied in previous meta-eth-
nographies (20, 25, 27). Apart from the 17 criteria, we
also applied Rocco’s (28) third criterion for evaluating
qualitative studies: “Are method, data collection tools,
and steps adequately described and grounded in rel-
evant literature?” This criterion was included to assess
whether there was discrepancy between the method, data
collection, tools, and techniques used in a study.

In their meta-ethnography, MacEachen et al (20)
developed guidelines to evaluate the quality of studies
as low, medium, high, or very high (table 1). In this
article, we used the same guidelines to rate the studies,
and those rated as “low” were excluded.

! One criterion that specifically addressed evaluation research was
eliminated.
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Figure 1. Search process:
keywords and combina-
tions of keywords

The first and second author of this article rated
the quality of relevant studies independently and sub-
sequently met to discuss the ratings. If a consensus
could not be reached, the third author was involved.
However, this turned out to be unnecessary as consen-
sus was reached by the first and the second author for
all relevant studies.

Studies rated as medium, high, or very high qual-
ity proceeded to data extraction. Data extraction is a
systematic identification of information relevant to this
meta-ethnography’s research questions and provides
information about contextual factors (20). The data
extraction included the following themes: focus of the
study, country, study method, recruitment strategy, and
participants (table 2).

Meta-ethnography as research method

The meta-ethnography method was originally developed
by Noblit & Hare (21) and is a set of techniques and
principles created specifically for synthesizing qualita-
tive studies. Meta-ethnography differs from quantitative
meta-analysis by being inductive and interpretative
rather than aggregative. This means that the results of
the individual studies are not simply juxtaposed and
reported, but a higher-order understanding is sought

through synthesis of the individual findings. According
to Noblit & Hare there are three major strategies for
synthesizing qualitative studies: reciprocal translational
analysis (RTA); refutational synthesis (RS); and lines of
argument (LOA) synthesis (21, 23).

In this meta-ethnography, we mostly used RTA as
the studies included are roughly about similar things:
in this case, RTW from the perspective of employees
with CMD. We have also used RS where apparently
contradictory findings exist between the primary studies.

Table 1. Quality assessment guidelines from MacEachen et al (20).

Rating Requirements

Low Data too invariable, due to inadequate analysis or sampling
strategy; data do not “ring true” and it appears that the au-
thors had superimposed their own set of ideas

Medium Analysis descriptive in nature and somewhat “thin” in
describing context and detail, leading to appearance of
superficiality

High Descriptive but including a more adequate level of analy-
sis, with consideration of context; presentation of a more
nuanced picture of study participants and the complex
environment in which they function

Very high Required a theoretical focus, with consideration of the in-
ternal processes involved in creating the situation that was
being described (for example, links to macro structures),
and with an explanatory value that could be transferred to
other research arenas
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Table 2. Partial data extraction for included studies. [M=men; PTSD=post-traumatic stress disorder; RTW=return to work; W=women.]

Study Focus of the study Country Study method Recruitment strategy Participants
Verdonk ~ Women’s sickness The Individual interviews.  The researcher’s personal 13 women suffering from work-
etal (39) absence and RTW Netherlands Grounded theory contacts and health websites related psychological strain. On sick
leave or off work: 0.5-8 years
Saint- The work reintegration Canada Individual interviews. Information flyers distributed 37 participants (25 W, 12 M).
Arnaud process among employees A version of grounded by employee services, organiza- Sickness absence: 1-12 months.
etal (38)  who were absent from work theory tions and medical clinics
Holmgren How women perceive Sweden Focus groups. Women participating in a 20 women with work-related strain.
& Ivanoff  their possibilities for and Method not reported  cooperation project between Average sickness absence: 93 days
(34) obstacles to RTW a rehabilitation centre and the (shortest: 44 days, longest 180
social insurance office days)
Noordik  Barriers and solutions The Individual interviews.  Workers were recruited by 14 participants (10 W, 4 M) with
etal (36) to full RTW Netherlands Grounded theory their own occupational health stress, anxiety or depression.
practitioner Average time to partial RTW: 4
months
Millward  Attitudes to work among UK Individual interviews.  Local advertising in primary 19 participants (14 W, 6 M) with
etal (40) people diagnosed with Interpretative phenom- healthcare centres, word of depression. Off work for >10
clinical depression enological theory mouth, and vocational trainers  weeks.
Hillborg ~ Circumstances affecting Sweden Individual interviews.  Rehabilitation professionals 8 participants (4 W, 4 M) with
etal (33) the opportunities to seek Hermeneutic and identified potential participants  mostly depression. Sick leave:
and obtain a job content analysis 1.5-3 years
Pittam What works in relationto UK Individual interviews. Invitations were sent by letter 22 participants (16 W, 6 M) with
etal (37) aRTW service offered by Method not reported  to all clients who were referred  anxiety or depression. Work status:
employment advisors to the service unemployed: 11, sick leave: 11
(average 11 weeks) still at work: 2
Cowls &  How RTW-interventions Canada Individual interviews.  Through referral list focusing 25 participants (gender not listed)
Galloway  are experienced Grounded theory on clients who had traumatic with depression, anxiety or PTSD.
(32) histories and motivation for On sick leave or off work for mostly

RTW

4-6 months.

Conducting a meta-ethnography involves three lev-
els of analysis and organization of data: first-order
concepts, second-order interpretations, and third-order
syntheses (20, 21, 29). In this meta-ethnography, key
concepts were developed analytically through the iden-
tification of concepts in the original studies (first-order
concepts); for instance, the key concept “handling indi-
vidual demands” emerged when at least two studies
noted that the absence or presence of specific personal
attributes affected the RTW process. The final analysis —
the synthesis — consists of a re-interpretation of the key
concepts in relation to the research questions guiding
this meta-ethnography. The three-level analysis was con-
ducted by all three authors. The first author developed a
mind map at each step in the three-level analysis and a
scheme showing the organization of the concepts. These
were subsequently reviewed and adjusted by the second
and third authors until consensus was reached.

Results

The search process in the six databases yielded 4136
unique articles after merging the different databases and
removing duplicates (figure 2). The first author reviewed
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titles and abstracts to determine whether they were rel-
evant in terms of the inclusion criteria. This led to the
exclusion of 4072 articles while 64 articles proceeded to
full-article screening. Furthermore, three articles identi-
fied by reference lists were also retrieved in fulltext. The
first and second authors read and evaluated these inde-
pendently to judge if they met the inclusion criteria. If the
full article gave insufficient information about the type of
mental disorder, the authors of the article were contacted
for further clarification of the type of disorder (30, 31).

After the full articles were reviewed, 59 out of 67 arti-
cles were excluded, mostly due to a lack of focus on RTW
or because they were about people with severe psychiatric
conditions. Eight articles proceeded to quality assessment
(32-39). The quality assessment concluded that all eight
studies were of sufficient quality and all therefore pre-
ceded to data extraction (table 2). Of these studies, three
were rated as being of high quality (33, 36, 38) and five
of medium quality (32, 34, 37, 39, 40). The studies ranked
as medium quality were characterized by being relatively
sparse in terms of describing context and with a limited
discussion of negative cases and differences within data.
The studies ranked as high quality were characterized
by provision of an adequate description of the method,
process of analysis, and context. Moreover, the nuances
in the data were accounted for in these studies.
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Figure 2. Flowchart of

Key concepts and meta-ethnography synthesis

Based on our three research questions, we identified
first-order concepts in the eight studies. On the basis of
this, we developed five new second-order key concepts.
This section describes the five key concepts and their
relevance for the RTW process (table 3).

Handling individual demands. Three studies noted that
persons with CMD experienced individual psychological
factors as obstacles to RTW (34, 36, 40). The employees
reported reduced working capacity due to mental and
physical symptoms such as exhaustion, reduced concen-
tration, irritability, and forgetfulness (36). They found it
difficult to protect themselves from exceeding their work
capacity after resuming work as it was hard for them to set
limits in demanding situations at work even though they
considered this an important coping strategy for RTW (34,
36). A high sense of responsibility could make it difficult
for the employees to set limits (34, 36). The employees
reported that a high sense of responsibility could also
result in a too early RTW, at too high a pace as the person
on sick leave was afraid of being a burden to the employer
(34). Some of the employees also reported their levels of
perfectionism to be a cognitive barrier for RTW as it made
it difficult for them to slow down their own work pace and
accept their reduced work capability (34, 36).

Several studies showed that being on sick leave
due to CMD often resulted in low self-efficacy. Many
employees felt insecure about their capability to handle
the work demands when returning to work and ques-

study inclusion process

tioned their ability to change their behavior and personal
attributes (34, 36, 40). The low self-efficacy affected the
employees’ trust in their chances of getting a new job
or returning to the old job and might therefore prolong
their sickness absence (34).

If the employees felt that the supervisor and col-
leagues attributed the sickness absence and the develop-
ment of the CMD to individual factors exclusively and
not to the work situation, their motivation to return to
the same workplace decreased significantly as they did
not believe that the employer would implement relevant
workplace changes (34, 39).

Accommodations and social support at work. The
reviewed studies showed that the employees’ expec-
tations and actual experiences of the social support
available and the possibility for work accommodation
and gradual RTW seemed to determine the employees’
feelings, thoughts, and behavior in relation to RTW.
Several studies showed that employees preferred
to return to work gradually as they were anxious about
the impact of work on their health and felt incapable of
working a full-time schedule due to mental and physical
symptoms (32, 36, 38). Moreover, during the process of
returning to work, the employees needed extra time to
practice and utilize the RTW solutions and coping strate-
gies they had developed and had to continuously evalu-
ate whether they exceeded their work capacity (32, 36).
The reviewed studies showed that reduced work hours
alone were insufficient to secure RTW. Responsibilities
and workload also needed to be increased gradually
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Table 3. First-order concepts and key concepts. [RTW=return to work]

Cowls & Hillborg  Holmgren & Millward  Noordik Pittam  Saint-Arnaud  Verdonk
Galloway (32) etal (33) Ivanoff (34) etal (40) etal (36) etal(37) etal(38) etal (39)
Handling individual demands
Work capability X X
Perfectionism and responsibility X X
Self-efficacy X X X
Accommodations and social support
Gradual RTW X X X
Accommodations X X X X X
Social support X X X X
Competing interests between the systems
Social insurance office X
Occupational rehabilitation X X
Mental healthcare X X X X X
Communication between the systems X X X
The right time to return
Anxious for relapse X X X
Lack of control of timing X X
Gap between intentions and implementation
Factors increasing the gap X X X
Factors decreasing the gap X X

through relevant work accommodations (32, 36, 38, 39).
Adaptation of the job content, additional manpower,
improvement of communication at the workplace, job
shadowing, and discontinuation of night shifts were
mentioned as relevant modifications (32, 36). Even
though work accommodations were seen as an important
part of a successful RTW, a number of the employees
feared or actually experienced that there had not been
improvement or reorganization of their working condi-
tions when they returned to work (34, 38, 39).

Most of the studies found that social support from
both supervisors and colleagues played a vital part if
gradual RTW and work accommodations were to result
in full-time RTW (34, 36, 38, 39). Employees reported
a need for social support both during the sick leave and
in the process of returning to work. During sick leave,
social support could consist of the workplace signaling
that the employee was respected and missed and that the
supervisor and colleagues showed that they believed that
the mental health problem was genuine (34, 38). Several
employees experienced a lack of social support during
full-time sick leave. Either the employer did not contact
them at all or the employee interpreted contact as the
employer questioning the mental health problem (36, 38,
39). This was especially the case if the employer required
the employee to submit to examination by a psychiatric
expert (38). After returning to work, it was crucial that
the employees were met with an understanding of their
symptoms and their decreased work capacity and that
supervisors and colleagues acknowledged and respected
the arranged work accommodations (34, 36, 38).
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One study found that the extent of the social support
received by the employees depended on the cause of the
CMD and sick leave: if the mental disorder was caused
by stressful life events outside work such as the sud-
den death or serious illness of a spouse, the employees
experienced that the supervisor and colleagues were
quite understanding and supportive. But if the mental
disorder was caused by economic problems, divorce, or
the psychosocial work environment or if the mental dis-
order did not have a well-defined cause, the workplace
was considered less supportive (38).

Different interests between the systems. The articles
reported that employees often had contact with three
systems during their sickness absence: the social insur-
ance office, the mental healthcare system, and occu-
pational rehabilitation services. The studies indicated
that the three systems influenced the RTW process in
different ways as the systems seemed to have conflicting
interests and different perspectives concerning RTW.
Employees reported to have mainly negative experi-
ences with the social insurance office, which they felt
did not provide the necessary support as the social insur-
ance office focused more on the employee returning to
work or reporting fit for duty as soon as possible than
on the mental health problem and needs of the person
on sick leave (33, 39). As the insurance office often had
the authority to decide whether employees were entitled
to sickness benefits and relevant rehabilitation inter-
ventions, the contact with the social insurance office
tended to weaken the employees’ feeling of control and



thereby increased stress and anxiety (33, 38, 39). More-
over, some employees also experienced an inconvenient
standstill in the RTW process as they had to wait for the
social insurance office to grant relevant RTW activities,
such as a course or work practice (33).

The studies showed that most of the employees evalu-
ated their interaction with mental healthcare system posi-
tively and that they felt they benefited from the interven-
tions offered (typically, psychotherapy and medication)
(36, 39, 40). However, one study concluded that the
mental healthcare system could have a negative effect on
the RTW process as the interventions and health profes-
sionals could reinforce the illness identity and non-work
identity of the employees by focusing narrowly on their
symptoms and illness instead of their resources (40).
Moreover, some of the studies found that psychotherapy
and medication could contribute to an individualized
interpretation of the mental health problem and sickness
absence by focusing on the individual adaption strategies
rather than on relevant workplace changes (38, 39).

Several of the reviewed studies found that employees
felt their contact with the occupational rehabilitation ser-
vices enhanced their opportunities for a successful RTW
(32, 33, 37). Employees found that the occupational
rehabilitation services offered interventions they could
utilize and transfer directly to their workplace (32) and
that the interventions addressed and activated a process
of change for both the individual and the workplace
simultaneously (32). Especially interventions such as
career guidance, strategies to negotiate and communi-
cate with employers, assertiveness training (37), and the
development of a concrete individualized RTW plan (32)
were experienced as useful.

Thus, it seems that different systems had different
forms of impact on employees in terms of employees’
views on their readiness for RTW, the timing of the
RTW, and the consequences of their CMD.

The right time to return. According to some studies,
employees considered it difficult to estimate when they
were ready to return to work. They did not know how
many or how severe their symptoms were supposed to be
when they returned and some were anxious about return-
ing too soon due to fear of a relapse (38, 39). One study
found that employees were recommended to develop
stability of symptoms at home before returning to work
(32) while another study noted that employees were
encouraged to return while still experiencing symptoms
(36). None of the studies reviewed identified indicators
for employees’ readiness for RTW.

Employees did not always appear to be in a posi-
tion to decide on their own when to return to work.
Sometimes it was the authorities (caseworkers at the
social insurance office or doctors) who assessed the
employees’ work capacity and decided either to extend
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the sick leave or refuse to prolong it (33, 38). Some
studies found that it could be highly anxiety-inducing
and stress-provoking if the person on sick leave was
incapable of controlling the timing of the RTW (33, 38).

Gap between intentions and implementation. Several
studies dealt with the issue of whether the persons
returning to work managed to implement and maintain
the planned and developed strategies for RTW at their
workplace. RTW strategies could be oriented toward the
individual such as reducing perfectionism and learning
new ways of thinking about demanding situations and
dealing with emotions or they could be workplace ori-
ented such as introducing structural changes and work
accommodations (32, 34, 36, 38).

The reviewed studies showed that in quite a few
cases a problematic gap between the intentions and
implementation of the strategies existed and that this gap
could result in stagnation of the RTW process, relapse,
and recurring sick leave (36, 38, 39). Both work-related
and individual factors were found to be related to insuf-
ficient implementation. One study found that the focus of
the workplace on productivity and performance-oriented
goals could result in a cancellation of the agreement on
gradual RTW and work modifications as there was limited
time to implement the necessary changes (38). Perfor-
mance-oriented goals could also prevent colleagues and
supervisors from providing support as it was difficult for
them to slow down their work pace to help the returned
employee (38). Individual factors such as responsibility
and perfectionism seemed also to contribute to the gap as
these attributes could make it difficult for the employee to
accept the legitimacy of using RTW interventions such as
work accommodations and gradual RTW (34, 36).

Another reason for the problematic gap was offered
by one study that concluded that interventions focusing
solely on the person on sick leave could result in an
insurmountable discrepancy between the new values
and strategies of the person returning and the values
and conditions of the workplace. This would make it
impossible for the person to reintegrate into the culture
and conditions of the workplace as only the individual
and not the workplace had changed (39).

Discussion

Before we move on to the third-order synthesis, we will
shortly sum up the findings from the second-order analy-
sis and discuss some apparent contradictions between
the key concepts.

We have shown that employees experienced obsta-
cles and opportunities in relation to handling individual
demands, social support, and accommodations at the
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workplace, and the systems. They found it difficult to
judge when the opportunities for returning outnumbered
the obstacles, which made it difficult for them to decide
the appropriate time to return. After RTW, they found
it difficult to implement the planned solutions due to
individual factors such as perfectionism, a high sense
of responsibility, and low self-efficacy and work-related
factors such as lack of social support and organizational
structures complicating the implementation of work
accommodations and gradual RTW.

Employees tend to rush to resume their tasks too
quickly and find it difficult to protect themselves from
exceeding their work capacity. At the same time, how-
ever, employees prefer to return to work gradually and
they are anxious about the impact of work on their
health. This could at a first glance be construed as a
contradiction in findings. It may, however, be interpreted
as an expression of an inner conflict and a feeling of
ambivalence: employees struggle to maintain a (self-)
image as competent, attractive, and resourceful indi-
viduals while struggling to regain mental health. This
meta-synthesis reveals that it is difficult for employees
to balance these two desires. The seeming contradic-
tion could, however, also be a result of a fear of being
fired or losing sickness benefits forcing the employees
to return to work too early and at too high a pace even
though they prefer a gradual RTW.

Synthesis — third-order interpretations

On the basis of the key concepts, we developed two
third-order interpretations. The first one describes how
pre-illness conditions influence the RTW process and
the second highlights insufficient coordination between
the systems. Finally, we suggest how an optimal RTW
intervention could be designed.

Pre-illness conditions influence the RTW process. An
important focus of this meta-ethnography is what char-
acterizes the RTW process for employees with CMD.
We conclude that we need to understand the RTW
process as a continuous and coherent process where the
employees’ experiences of the past and their expecta-
tions of the future influence how they think, feel, and
behave in the present in relation to RTW. Research has
suggested that long-term sick leave due to musculosk-
eletal disorders consists of different temporal phases
(13, 41, 42), but phase-oriented models deal only with
the period after the onset of the sick leave (13, 42).
This synthesis shows that it is insufficient only to look
at this period to understand the outcomes of long-term
sick leave. We also need to focus on the conditions
under which employees left work because the cause of
the CMD and sick leave seem to affect the degree of
social support from supervisors and colleagues and the
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way employees anticipate their chances of returning. In
addition, the employees’ anticipation of their ability to
change themselves and cope with the work-related con-
ditions in the future also seems to affect the employees’
decision about returning.

Lack of coordination between the systems. The meta-
synthesis points to an unfortunate lack of coordination
between the different systems with which the employee
is in contact during the RTW process. Each system has a
different focus on the employee’s situation and seem to
have different — and sometimes conflicting — interest on
behalf of the employee. The mental healthcare system
tends to address only factors related to the health condi-
tions and thereby forgets to handle obstacles in the work-
place, whereas the social insurance office tends to have
an interest in encouraging an early RTW forgetting how
the medical condition may interfere with RTW. The occu-
pational rehabilitation system mostly focuses on factors
related to the workplace and therefore risks neglecting
the involvement of the other systems. The lack of coor-
dination can cause a feeling of confusion and uncertainty
about iow and when to return to work as the employee
may be met with different advice, recommendations, and
demands in a situation where the employee actually needs
predictability, certainty, and a feeling of control over the
mental health problem and the RTW process.

As mentioned, employees are not always in a position
to decide themselves when to return to work. Sometimes
authorities (caseworkers at the social insurance office or
doctors) decide either to extend the sick leave or refuse
to prolong it. An important question remains unanswered
in the studies included in this meta-synthesis: Who is
best qualified to decide when and how to return? Should
employees decide the timing even though they find it dif-
ficult to estimate when they are ready to return to work
and even though their fear of relapsing could prolong
their sick leave unfavorably? Or are authorities the best
judges of the capability and readiness of the employee to
return? The findings of this meta-synthesis indicate that
neither the employee nor one single authority is capable
of making this decision. Decisions in relation to the RTW
process should be made jointly between the employees,
supervisors, doctors, and social insurance offices as this
could reduce the doubt and uncertainty in relation to when
and how to return.

How can we improve RTW for employees with CMD?

A synthesis of our five key concepts developed across
the eight studies induced us to suggest that RTW inter-
ventions should be based on the biopsychosocial model
(43). Our meta-synthesis identified obstacles in all three
components of the model: (i) exhaustion, reduced con-
centration, and forgetfulness can be seen as an obstacle



at the biological level; (ii) perfectionism, a high sense
of responsibility and low self-efficacy can be seen as
obstacles at the psychological level; and (iii) low social
support and lack of coordination between the systems
can be seen as obstacles at the social level.

In light of the above, we therefore argue that an opti-
mal RTW intervention identifies and addresses obstacles
and opportunities within all three components of the bio-
psychosocial model and considers their interrelation. For
example, the presence of medical symptoms would not
necessarily be a decisive obstacle for RTW if the work
capability of the employee were assessed and a detailed
individualized RTW plan for how the work tasks should
be modified were developed.

To reduce the gap between intention and imple-
mentation, the RTW intervention should not only focus
on the coping strategies of the employee but also on
the workplace and facilitate social integration of the
returned employee. This could be done by training a col-
league to become a mentor for the returning employee or
by teaching supervisors and colleagues about CMD and
how to support the employee in the RTW process. As
the RTW process is a continuous and coherent process
involving the past, present, and future, it is important
to illuminate how supervisors and colleagues perceive
the cause of the CMD and sick leave because this can
influence the support offered to the returning employee.

Coordination between systems is a precondition for
a successful RTW. In Denmark, a large-scale RTW pro-
gram based on the biopsychosocial model and aiming to
enhance the coordination between the systems is being
tested (44). The goal is to educate caseworkers to act as
designated RTW coordinators responsible for the coordi-
nation between the different systems and the workplace.
The RTW coordinator works in close collaboration with
a designated multidisciplinary RTW unit consisting of a
psychologist, physical therapist, medical doctor, and a
psychiatrist. The RTW unit assesses the work capability
of the employee and meets with the RTW coordinator
to discuss work modifications necessary for return — all
in close collaboration with the person on sick leave.
Approximately 12 600 working-age adults on sick
leave due to mental or physical health problems will
participate in the RTW program from April 2010 until
March 2012. The Danish National Research Centre for
the Working Environment is conducting a process and
effect evaluation of the program. The results of the study
will be available in 2013.

Qualitative evidence: strengths and limitations

We found the meta-ethnography method suitable for the
investigation of our research questions, and it helped
us identify the complexities and multiple factors of
the RTW process. The development of the five key
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concepts provided a relevant and significant starting
point for our synthesis. We believe that our systematic
integration of qualitative research has contributed to the
literature by illuminating underlying factors important
for RTW for employees with CMD and offering insights
into how RTW might succeed or fail. No single study
described all the obstacles to and facilitators of RTW
that we identified in this meta-synthesis. In addition, by
integrating the different timeframes of the individual
studies, we were able to describe the RTW process as
a continuous and coherent process involving the past,
present and future.

Conducting this meta-ethnography presented us with
a number of challenges and limitations that need to be
considered. Despite having a comprehensive search
strategy, only eight studies met our inclusion criteria.
This is a limited number compared to the meta-ethnog-
raphy on severe psychiatric conditions by Fossey &
Harvey (12), who identified and included 20 studies and
MacEachen et al (20), who identified and included 13
studies. This result highlights the need for more qualita-
tive studies on RTW of employees with CMD from the
perspective of the person with CMD in order to obtain
a greater understanding of how employees perceive the
RTW process and which factors facilitate return.

Another possible limitation is that the studies
included in our meta-ethnography differed from each
other in a number of ways. First, the studies were con-
ducted in four different countries (The Netherlands,
Canada, Sweden, and the UK) and therefore employ-
ees in the studies had somewhat different contextual
conditions for their RTW process. Second, some of
the studies recruited only women (34, 39) whereas
others recruited both men and women (33, 36-38, 40).
Third, differences were identified between the studies
and within the individual study regarding the severity
of the CMD and the length of the employees’ absence
from work. Finally, the studies used different qualita-
tive research methods. A criticism often leveled against
meta-syntheses is the risk of overlooking the explana-
tory context when studies from different contexts are
included (23, 45). Unfortunately, only two of the eight
studies reported on the sociocultural context relevant for
RTW (36, 39) and none of the studies did sub-sample
analysis or reported whether any differences existed in
the employees’ perceptions of RTW depending on the
length of their sick leave or medical condition. We con-
sidered it to be too demanding and time consuming to
uncover and describe the complex sociocultural context
of the countries from which the studies originated at the
specific time the data of each study were collected. It
is therefore not possible for us to take these differences
into consideration even though they might be relevant
for our findings. Although, none of the related meta-
ethnographies have addressed or solved this challenge,
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our meta-ethnography has shown that the identified
opportunities and obstacles in relation to RTW are quite
consistent irrespective of contextual factors.

Another challenge for this meta-ethnography was
that only three of the studies were of high quality.
Nevertheless, we concluded that the studies of medium
quality also contributed with relevant and significant
information to this meta-ethnography.

Future research

In this meta-ethnography, we draw attention to the need
for more high-quality qualitative research on RTW for
employees with CMD that takes contextual factors into
consideration (eg, how the system is set up, legislation
and policies, doctors’ attitude to RTW) and investi-
gates whether the RTW process and facilitators of and
obstacles to RTW differ in relevant subgroups such as
(1) employed versus unemployed persons with CMD and
(i1) employees on short- versus long-term sick leave. We
also recommend conducting a review including studies
of relevant stakeholders’ views on the RTW process, for
example through the lens of supervisors, case managers,
or personnel in the mental healthcare system.

As we argue that the RTW process needs to be
seen as a continuous and coherent process, a trajec-
tory research approach is requested. We therefore call
for qualitative studies that investigate the employees’
thoughts about the past, present, and future and that fol-
low employees over an extended period by conducting
multiple interviews to investigate if, how, and why their
behaviors, thoughts, and feelings in relation to RTW
change over time. We would also encourage research
that examines causes of and solutions to the identified
gap between intentions and implementation as there is
a high risk of recurrent sick leave for employees with
CMD (46). 1t is therefore important to conduct qualita-
tive studies that identify what employees, supervisors,
colleagues, practitioners, and other stakeholders can do
to minimize the gap.

A further call for future research that we will only
mention in passing here concerns a promising frame-
work for investigating the process of sick leave and
RTW. Through empirical research on back troubles,
Gannik (47, 48) has developed a social theory on situ-
ational disease inspired by Alonzo’s situational perspec-
tive on illness behavior (49, 50). Gannik’s theory on
situational disease has the advantage of looking at health
problems as social and relational phenomena developed
and shaped through the interaction between people in
different situations. According to Gannik’s theory, a dis-
ease is reversible and changeable depending on changes
in the person-situation relation. Gannik’s perspective on
disease, therefore, aligns with the findings of this meta-
ethnography that social relations and contextual condi-

1 02 Scand J Work Environ Health 2012, vol 38, no 2

tions at the workplace determine employees’ experience
of their readiness to return to work and opportunities for
returning. We therefore encourage future research to use
Gannik’s situational perspective on disease to enhance
our understanding of the RTW process.
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Abstract Purpose Long-term sick leave due to common
mental disorders (CMD) is an increasing problem in many
countries. Recent reviews indicate that return to work
(RTW) interventions have limited effect on reducing
sickness absence among this group of sick-listed. The aims
of this study were to investigate how sick-listed persons
with CMD experienced participating in an RTW inter-
vention and how workability assessments and RTW
activities influenced their RTW-process, and to examine
the working mechanisms of the intervention. The gained
knowledge can help improve future RTW intervention
design and implementation. Methods In-depth interviews
were conducted with 17 participants on sick leave due to
CMD who participated in an RTW intervention. Interviews
were conducted at three time points with each participant.
Principles of interpretative phenomenological analyses
guided the analysis. Results The workability assessment
consultations and RTW activities such as psychoeducative
group sessions and individual sessions with psychologist
could result in both motivation and frustration depending
on the extent to which the RTW professionals practiced
what we have termed an individual approach to the sick-
listed person. Conclusions The individual approach seems
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necessary for the realization of the positive potential in the
RTW intervention. However, the fact that RTW profes-
sionals are both the facilitators and the controllers of the
sick-listed persons’ RTW process is an inherent paradox in
the intervention, which can impede the necessary estab-
lishment of a high-quality relationship between the sick-
listed persons and RTW professionals.

Keywords Sick leave - Mental disorders - Intervention -
Rehabilitation - Return to work - Qualitative research

Introduction

Long-term sick leave due to common mental disorders
(CMD), such as depression, anxiety and stress-related
disorders is an increasing problem in many countries [1-6].
Long-term sick leave is a major risk factor for early
withdrawal from the labour market, and only 50 % of those
off work for more than 6 months due to poor mental health
return to work [7]. CMD make up an increasing percentage
of claims for disability benefits [6, 8]. CMD-related sick
leave and withdrawal from the labour market is not only
costly for society and workplaces due to compensation
costs and lost productivity [9], being off work also fre-
quently has negative consequences for the individual,
because work is socially highly valued and beneficial to
self-respect, identity, health and general well-being [10].
To reduce both the human, societal, and economic conse-
quences of long-term sick leave due to CMD, a better
understanding of the factors that either facilitate or com-
plicate Return To Work (RTW) for employees with CMD
is warranted.

In recent years there has been an increasing interest in
research on the effectiveness of RTW interventions for
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employees on sick leave due to CMD. Three reviews on the
effects of RTW interventions for persons on sick leave due
to CMD have been published in the last few years [11-13].
The review by Arends et al. found positive results for
partial RTW for RTW intervention based on problem
solving therapy, but not for interventions based on cogni-
tive behavioral therapy. Neither of the two types of inter-
ventions succeeded in decreasing the time to full RTW
compared to usual care [11]. Pomaki et al. [13] concluded
in their review that workplace-based interventions can
improve work disability outcomes defined as (1) work
absence duration, (2) work functioning, (3) quality of life,
and 4) economic outcomes for persons with CMD. The
effects were highest for the last three outcomes and only
one study showed moderate evidence for reduced work
absence duration. The third review included studies on the
effect of RTW interventions for persons on sick leave
irrespective of their specific medical diagnoses [12].
Hoefsmit et al. [12] concluded that early interventions (less
than 6 weeks’ sick leave) and multidisciplinary interven-
tions support RTW for all medical conditions, but inter-
ventions addressing physical health problems were more
effective than those addressing mental health problems
[12]. The general conclusion based on the three reviews
seems to be that RTW interventions for workers on sick
leave due to CMD have no or only a limited effect on time
to full RTW. The reviews mostly explain the limited effect
by referring to methodological issues such as small num-
bers of participants in the studies and high-quality of usual
care [11-13].

The majority of studies on RTW interventions are
exclusively evaluated by quantitative methods focusing on
specific outcomes such as time to RTW, severity of
symptoms, work functioning, etc. While quantitative
studies are optimal for investigating the effects of RTW
interventions, they are not suitable for capturing the com-
plex processes characterizing the experience of returning to
work [14—16]. The increase in sick leave due to CMD and
the limited effect of RTW intervention point to important
questions that are so far unanswered. In this article we want
to investigate:

e How do persons on sick leave due to CMD experience
workability assessments?

e How do persons on sick leave due to CMD experience
the RTW activities offered?

e What are the working mechanisms of the RTW
program and which underlying dynamics of the RTW
program influence the sick-listed persons’ RTW-
process?

Qualitative research can help us shed light on these
questions and thereby contribute to interpretations of
quantitative findings. A meta-synthesis of qualitative
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research on RTW for employees on sick leave due to CMD
identified and included eight studies on sick-listed persons’
experience of the RTW-process [14]. The studies included
focused more broadly on general obstacles to and oppor-
tunities of returning to work. Only a few studies focused
somewhat on the sick-listed persons’ experiences with a
concrete RTW intervention [14]. In relation to the last topic
the studies pointed to the importance of receiving flexible
and continual support from an occupational therapist that
also coordinated the RTW-process with relevant stake-
holders [17-19]. We have limited knowledge of how per-
sons on sick leave due to CMD experience participating in
an RTW intervention and how specific elements and
activities in an RTW intervention influence their RTW-
process. This knowledge, however, is important to further
tailor RTW interventions to the needs of persons sick-listed
with CMD. The aim of this qualitative study was to explore
how sick-listed persons with CMD experienced partici-
pating in the largest randomized RTW intervention in the
world [20, 21]. The RTW intervention is described in detail
below.

This article is based on a longitudinal qualitative inter-
view study conducted with 17 workers on sick leave due to
CMD, who participated in an RTW intervention carried out
in Denmark from April 2010 to April 2012 (Henceforth
referred to as the RTW program). The RTW program was
implemented in 22 municipalities in Denmark and
approximately 13.000 workers on sick leave regardless of
medical diagnosis participated in the intervention [22].
A Danish report on the preliminary results of the project
concluded that on the whole the RTW intervention did not
succeed in reducing sick leave, however, there were great
variations across municipalities [22].

Materials and Methods
Design and Theory

Theoretically this study is inspired by Interpretative Phe-
nomenological Analysis (IPA) (see the section Analysis)
developed by Jonathan Smith [23, 24]. IPA is founded on
phenomenology (being an approach to the study of human
experience), hermeneutics (the theory of interpretation) and
symbolic-interactionism (focusing on the meanings people
attach to situations, which can only be accessed through
interpretation) [25]. IPA stresses the importance of inter-
pretation and is founded on the idea that the inner world of
a person is reachable through qualitative inquiry: “it [[PA]
assumes an epistemological stance whereby, through
careful and explicit interpretative methodology, it becomes
possible to access an individual’s cognitive inner world.”
[25]. Our study draws on assumptions from post positivism
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(we acknowledge that the sick listed workers are actually
experiencing “real” symptoms) as well as from construc-
tionism (we assume that sow they understand and interpret
their symptoms is influenced by cultural meanings and
discourses) [26].

Three semi-structured interviews were conducted with
each of the 17 participants recruited for this study. Our
study addresses the call of Andersen et al. [14] for longi-
tudinal qualitative research investigating the RTW-process
from the perspective of the person on sick leave. Con-
ducting three interviews with each participant over an
extended period of time (6—7 months) enabled us to
hypothesize on relationships between different subjects and
provided information on whether the participants’ experi-
ence and perception of the RTW program, their health
problem and work situation changed over time. Besides,
the prospective research design enabled us to explore the
participants’ immediate experiences, feelings and decisions
while the outcome of their situation was still uncertain.

Participants

Participants were recruited when randomized to the Danish
RTW program. The inclusion criteria for this interview
study were (1) the participant stated that she or he was on
sick leave due to stress or depression, (2) the participant
was randomized to the RTW program after being on sick
leave for approximately 8 weeks, (3) the participant spoke
and understood Danish. Two recruitment strategies were
used: (1) Recruitment by letter: Twice a week invitation
letters were distributed to individuals matching the inclu-
sion criteria from six municipalities; and (2) Recruitment
face-to-face: Caseworkers in one of the six municipalities
identified workers on sick leave matching the inclusion
criteria and invited them to receive more information on
the study from the first author in an office next door. Even
though we aspired to get a homogenous sample, the lack of
an official definition of stress as a disorder [27, 28] had as a
consequence that the sick-listed workers who reported
stress as the cause of their sick leave often had a number of
symptoms identical with those related to anxiety disorders
and adjustment disorder. Therefore we found it more
appropriate to define the participants more broadly as being
on sick leave due to common mental disorders and not
narrowly on leave due to stress or depression.

Setting

The RTW program consisted of an early, multidisciplinary,
and coordinated effort within the existing legal framework
and under the management of the municipal sickness
benefit offices. Each municipality established at least one
multidisciplinary unit consisting of RTW coordinators

(municipal sickness benefit officers), RTW teams (psy-
chologists and physiotherapists/ergo therapists), and clini-
cal units (psychiatrists and physicians from occupational,
social or internal medicine) (Henceforth referred to as
RTW professionals). The RTW program was aimed at
persons on sick leave categorized by the sickness insurance
offices as having complex health related problems irre-
spective of medical diagnoses.

The person on sick leave participated in a meeting with
the RTW coordinator before the end of the eighth week of
sick leave. At the first meeting, the RTW coordinator used
a standardized assessment tool that identified resources and
barriers for RTW related to physical and mental health,
work, and occupational situation. On the basis of the
gained information, the RTW coordinator decided if
involvement of the RTW team and clinical unit was nee-
ded. In more complex cases (approximately 50 % of the
cases) the RTW coordinator had to involve the RTW team
for further workability assessment and in the most complex
cases the clinical unit was involved (approximately 25 %
of the cases). The multidisciplinary unit held weekly
meetings where they coordinated and discussed cases and
decided on a tailored RTW plan suggesting relevant RTW
activities for the person on sick leave. According to Danish
law, members of the multidisciplinary team are not allowed
to offer traditional treatment such as psychotherapy.
Instead the offered RTW activities typically consisted of
psycho-educative group sessions, a few individual sessions
with the psychologist, physical exercise, and meetings with
the workplace (for more details on the intervention see [20,
22] ).

Figure 1 shows the possible pathways for the person on
sick leave when participating in the RTW program.

The sick-listed persons’ participation in the intervention
was not voluntary. According to the law, workers on sick
leave have to participate in workability assessments and
RTW activities offered by the social insurance office if the
RTW coordinator estimates that it would enhance the
chances of returning to work. If they refuse to do so, their
sickness benefits could be withdrawn. It is important to
take this legal context into account to understand the
conditions under which the persons on sick leave experi-
enced their RTW-process [14].

Data Collection

The first interview was conducted just after the randomi-
zation to the RTW program, the second interview was
conducted approximately 3 months after the first interview
and the third interview 6—7 months after the first interview.
This research design made it possible for us to follow the
participants over an extended period of time. The first
interview was conducted before the beginning of the
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Fig. 1 Pathways in the RTW
program

Person on
sick leave

intervention and enabled us to explore how the participants
experienced being on sick leave due to CMD. This
knowledge is important in order to understand the back-
ground of the participants as it can influence how they
experience and interpret the RTW program.

The content of the interview guides was the same for all
three interview sessions for most themes, however, in
relation to the RTW intervention the first interview
addressed the expectations, hopes, needs and fears in
relation to the intervention offered by the municipality and
the RTW-process, whereas the second and third interviews
addressed the actual experience of the RTW program.
Furthermore, at the first interview the interview guide
included a number of questions concerning background
information of the sick listed worker and the period up to
the onset of the sick leave.

The interviews were all conducted by the first author
(psychologist). They lasted between 1 and 2.5 h and were
all audiotaped and transcribed verbatim. Interviewees
decided where the interview took place. Most of the
interviews were conducted in the homes of the sick listed
persons. A few were conducted at the first author’s work-
place, one interview at the workplace of one interviewee
and another interview was conducted in a meeting room in
a public library. Three interviews were conducted by phone
due to practical problems arranging the interviews face-to-
face. The interview guide was tested in a pilot phase and
the final version of the guide comprised overall themes such
as: Illness representation, work situation, perceptions of
barriers and resources for RTW, experience of the RTW
program, appraisal of the influence of the RTW program on
the health problem and RTW-process. The interview guides
were explorative apart from the investigation into the theme
“illness representation” which was partly theory-driven
[29-37]. In Denmark an approval from Ethical Committee
was not required as this study did not include biomedical
research, but the study was registered with the Danish Data
Protection Agency [38] and we followed the ethical guide-
lines provided by the British Psychological Society. It was
stressed in the beginning of every interview that participation
was voluntary and that the participants were free at any time
to withdraw from the study. Full anonymity was guaranteed
and all information was kept confidential. In the invitation
letter and at all three interviews the sick listed workers were
informed that refusal to participate in or withdraw from the
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interview study would have no influence on their claim to
sickness benefit nor on the intervention offered.

Analysis

The study is phenomenological in a broad sense, i.e., with
an interest in the lived experiences of the participants, but it
deviates from the strict phenomenological methodology
developed by Amedeo Giorgi [39], for example, and is
instead in line with principles from Interpretative Phe-
nomenological Analysis (IPA) developed by Smith and
colleagues [23, 24]. IPA is inductive and concerned with
exploring a person’s lived experiences and how he or she
makes sense of important transitions and decisions in life
[23, 24]. The method is suited to studies that aim to relate
findings to bio-psycho-social theories [25] and it has shown
its relevance in exploring the psychological and dynamic
processes characterizing individuals’ experiences of sick-
ness and reduced functional level [23, 40-42]. Due to the
large amount of data, a slightly adapted version of IPA was
applied: The 51 interviews were all read and re-read by the
first author and units of meaning were identified as central
aspects of the participants’ experiences and narratives. On
the basis of this identification, themes and categories were
developed and all 51 interviews were coded in the quali-
tative data analysis software NVivo 9 (QSR International
Pty Ltd., Version 9, 2010) in accordance with these themes
and categories. Apart from the codes related to illness
representation [34, 43], which is not presented in this
article, all codes and categories were data driven and
emerged from the material. The codes were adjusted if
needed and the interviews were re-coded if any adjust-
ments were made. Mind maps of the themes, categories and
their interrelatedness were developed by the first author
and these were discussed and changed until consensus was
obtained by all three authors. In this article we focus on
emergent key themes for the whole group. In line with the
IPA recommendations for working with large samples we
have focused on summarizing and condensing the main
themes [24]. Therefore the analysis and presentation of
each case will inevitably be less detailed—but still detailed
enough to ensure that the identified group level themes can
be illustrated with particular examples from the cases [24].

IPA stresses the importance of the researchers knowing
their own fore-conception (prior experiences, assumptions,
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Table 1 Participant description

Participant Sex & Age Reason for Work status at the
sick leave three interviews

1 M, 39 S 1:FS, 2:PR, 3:FR

2 F, 40 S 1:FS, 2:FR, 3:FS

3 F, 32 D 1:FS, 2:FS, 3:FS

4 F, 47 S I:FS, 2:PR, 3:PR

5 F, 59 D I:FS, 2:FS, 3:FS

6 F, 55 S 1:FS, 2:FS, 3:FS

7 F, 49 S 1:FS, 2:FS, 3:0-E
8 M, 38 D 1:FS, 2:0-E, 3:0-E
9 M. 31 D 1:FS, 2:FS, 3:FS
10 F, 55 S 1:FS, 2:PR, 3:PR
11 F, 49 D 1:FS, 2:FS, 3:FS
12 F, 55 S I:FS, 2:PR, 3:FR
13 F, 48 D I:FS, 2:0-E, 3:0-E
14 F, 23 D 1:FS, 2:0-E, 3:FR
15 F, 43 S 1:FS, 2:PR, 3:FR
16 F, 26 S 1:FS, 2:0-E, 3:FR
17 M, 61 D 1:FS, 2:FR, 3:FR

M male, F female, S stress, D depression, FS full time sick leave, PR
partial RTW, FR full RTW, O-E off the sick list but unemployed

preconceptions) of the subject under scrutiny [24]. To meet
this demand a high degree of reflexivity in the research
process is required. Accordingly, the first author received
supervision from an external clinical psychologist during
both data collection and data analysis in order to secure a
constantly nuanced level of reflection as well as awareness
of her own role as a researcher and her own personal bias.
Furthermore, during the research project the three authors
discussed and reflected on selected material in relation to
their own fore-conceptions.

Results
Participants

Invitation letters were sent to 93 potential participants and
approximately 20 % of those invited accepted to partici-
pate. For ethical reasons we did not explore the reasons for
refusal to participate due to the vulnerability of the sample.
A total of 18 participants were recruited. One participant
withdrew after the first interview. The participant who
withdrew first agreed to participate in the second interview
but when we tried to arrange a time for the conduction of the
second interview she did not reply to a number of emails
and phone calls. We do not know the reasons for this.
Three interviews were conducted with the remaining 17
recruited participants (13 women and 4 men). This article
is therefore based on 51 interviews. The average age of the

participants was 44 years (range 23-61 years). Nine were
on sick leave due to self-reported stress and 8 due to self-
reported depression. The participants were employed in
various occupations such as manual work, people-related
jobs and knowledge work. At the last interview session, 11
participants had returned to work full time or part time or
were no longer on sick leave (Some of the participants
were laid off during their sick leave and therefore had no
job to return to. When the authorities declared them able to
return to work or they did so themselves they would typ-
ically receive sickness benefit or social welfare and be
obliged to apply for a new job). Six participants were still
on sick leave at the last interview session (See Table 1 for
detailed information on the participants).

Participants’ Perceptions of the RTW Program

We will present our analysis of the interviews under three
headlines: Persons with CMD’s experience of workability
assessment, Persons with CMD’s experience of RTW
activities, and Working mechanisms of the RTW program.
The analysis of the interviews revealed three categories in
relation to each of the main themes. Under the headline
Persons with CMD’s experience of workability assessment
the following three categories will be presented: 1. Par-
ticipants’ uncertainty about the aim of the assessment
consultations, 2. The difficulty of verbalizing one’s mental
condition, 3. Fear of intensification of symptoms. Under
the second headline Persons with CMD’s experience of
RTW activities the following three categories will be
presented: 1. Few individual sessions with RTW psychol-
ogist, 2. Psycho-educative group sessions, 3. Inadequate
RTW activities. Under the last headline Working mecha-
nisms the following three categories will be presented: 1.
Individual approach, 2. RTW professionals as legitimate
experts, 3. Multidisciplinarity. In the section Discussion
below we will present a model showing possible interre-
latedness between the themes in order to qualify our
understanding of how and why the RTW program manages
or fails to improve the chances of RTW for people on sick
leave due to self-reported stress or depression.

Before going into detail with these themes, we will
situate the participants of our study. It is important to
understand their perception of and experiences with being
on sick leave and their understanding of their medical
condition as well as their feelings as these aspects seem to
influence their perception of the RTW program and its
success in meeting their needs.

Being on Sick Leave Due to CMD

The participants had different social, economic and work
related backgrounds, and the major causes of the
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development of the mental health problem and sickness
absence also seemed to differ. Still, they shared a number
of common features and conditions related to the experi-
ence of being on sick leave due to CMD.

Almost all participants reported symptoms such as con-
centration problems, memory problems, feelings of inade-
quacy, self-reproach, low self-esteem, low energy, negative
thinking. They experienced considerable and unpredictable
fluctuations of symptoms, which made it difficult for them
to estimate the state of their mental condition, and, conse-
quently, when and how to return to work. They all found it
difficult that their health problem was invisible and diffuse,
and they lacked certain knowledge about when they had
recovered. Without this knowledge it was difficult for them
to navigate and make decisions about RTW:

I have not broken a leg, that’s true, I have not been
operated on, that’s true too. But actually, I would
have preferred that. Because that heals. But this is not
easy, because you don’t know if it heals, and if it
heals how much is lost and broken, anyway? It is
difficult for people to understand, measure and see,
because it is not concrete. Then it becomes diffuse,
and then you become insecure. (Interview 1 with
participant 11, woman, 49, on sick leave).

The majority of the participants was ashamed of their
CMD and saw it as a personal defeat to have to report sick
and no longer be able to cope with normal, everyday
activities. Often they found their CMD and their sickness
absence both illegitimate and unacceptable:

You feel really, really bad about being on sick leave. At
least I do. I felt enormously guilty about letting every-
body else down. Although the people I had worked with
hadn’t treated me nicely I think: ‘It will be hard for
them, the children will suffer, and what will the parents
think?’ You have a lot of thoughts because somehow it
is a major defeat to have to say: Okay, now I simply
have to report sick because I have had it. (Interview 1
with participant 14, woman, 23, on sick leave).

For many of the participants, it was their first experience
with a mental health problem, and for many a number of
negative occurrences preceded the development of their
CMD. Having developed a mental health problem, and
being on subsequent long-term sick leave, led to a feeling
of existential disturbance of identity: One no longer knows
for sure who one is.

Persons with CMD’s Experiences of Workability
Assessments

In this section we will present our findings in relation to our
first research question on how the workability assessments
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were experienced. The participants reported different expe-
riences with the assessment consultations with the RTW
team. The participants who had positive experiences with the
assessment felt that it helped create structure and direction in
their somewhat chaotic and uncertain situation. Furthermore,
they felt it enhanced their knowledge of their health situation
and of how and when to return to work. A participant sick-
listed with depression and with former long-term sickness
absences described the importance of the assessment for him:

It was her (a RTW psychiatrist) who found out I had
Asperger’s Syndrome. It has helped a lot, because
now I know what is wrong, and now I know why I am
as I am. It makes it easier for me to change some
things.” (Interview 2 with participant 9, man, 31, on
sick leave). He later elaborated on the importance of
the assessment: “I can see that I need special con-
ditions and special things in order to be a reliable
worker at a workplace. And now I know what things.

This participant was unaware of the fact that he had an
undiagnosed Asperger’s syndrome. For this participant, the
assessment consultations with the RTW psychiatrist pro-
vided him with knowledge of how to compensate for and
handle work related consequences and barriers associated
to his Asperger’s syndrome and thereby prevent repeated
depression and sickness absence. On the basis of this new
knowledge and insight he had discussed concrete demands
of a future workplace with the RTW professionals.

But participation in the assessment consultations could
also create frustration and uncertainty in some of the par-
ticipants. The negative experiences should be understood in
the light of the characteristics of CMD and were mainly
related to: (1) uncertainty about the aim of the consulta-
tions, (2) trouble verbalizing one’s problems and condition,
and (3) fear of intensification of symptoms.

Participants’ Uncertainty About the Aim of the Assessment
Consultations Several participants failed to see the pur-
pose of the RTW coordinator referring them to consulta-
tions with the RTW team or clinical unit. A person sick-
listed with depression described the difficulty of decoding
the purpose of the assessment consultations:

It is all terribly confusing for me, and it took me a
long time to figure out what was actually happening
[in the assessment consultations]. I didn’t understand
it because I have concentration difficulties. Especially
if I am out, then it feels like my senses are so busy
with everything around me from the coffee pot to
what others are saying, and I become, like com-
pletely....If you imagine a lot of different music in
your head at the same time. (Interview 2 with par-
ticipant 11, woman, 49, on sick leave)
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The difficulty of deciphering and understanding the aim
of the assessment consultations may be explained by the
fact that a number of the core symptoms reported by the
participants such as reduction of executive functions seem
to reduce the ability to decode the purpose and tasks of the
different RTW professionals. The confusion about the aim
may, furthermore, be increased by the fact that the par-
ticipants experienced that the RTW professionals had not
always been sufficiently explicit about the aims of the
consultations.

A third factor that seemed to create uncertainty about
the aim of the assessment consultations was that some of
the participants were already in contact with other health
practitioners (typically psychologists and physicians).
These practitioners were often of the utmost importance to
the sick-listed persons, their conception of their condition
and of the compatibility between the job and their recov-
ery. If the participants felt well taken care of by other
practitioners they sometimes failed to see the relevance of
being referred to and assessed by the RTW professionals:

Interviewer: Do you know why you had a consultation
with the RTW psychologist?

Participant: It was something that the RTW coordinator
decided. I don’t know what was the big idea...I think
“Why does [the municipality] waste money on an hour
with a psychologist when I have already seen another
psychologist ten times, who is much, much better than
the RTW psychologist?” (Interview 2 with participant 8,
man, 38, off the sick list but unemployed).

The Difficulty of Verbalizing One’s Mental Condition

A number of participants found it difficult to describe their
situation and their mental condition during the assessment
consultations with the RTW professionals:

When I was referred to the municipality [the RTW
professionals] I thought: How do I explain how I
feel? I mean, it is really difficult, because you can’t
tell by looking at a person, can you?” (Interview 1
with participant 13, woman, 48, on sick leave). And
later she explains: “there are some things you can’t
do, and I can’t show them I can’t do it. If you have
one arm, you can show that you can’t do the dishes.
But I can’t - it is so difficult to sit there and explain
that inside you....that there are things you can’t do.

It frustrated some of the participants that they were unable
to produce “objective” proof of their health problem or
reduced workability, and they found it difficult to state pre-
cisely what exactly they could or could not do during the one
hour set aside for the consultation. Besides, some partici-
pants questioned the ability of the RTW professionals to

judge competently on the basis of one single consultation
how ready they were for work, which RTW activities they
needed, and if they were entitled to sickness benefit:

So I feel, like, how are they [the RTW professionals]
going to judge how well they think I am? In fact only
myself and my doctor and my psychologist know
that. I think it is difficult for people who don’t know
me at all to say: Now I'll just check your health and -
Well, we think you are well enough. (Interview 1
with participant 14, woman, 23, on sick leave)

Some participants were convinced that relatively inti-
mate knowledge of a person and his or her inner dynamics
and outer world is needed to be able to give an opinion of
the seriousness of the mental health problem, workability
and need for RTW activities.

Some participants experienced that RTW professionals
expected a comparatively concrete description and expla-
nation of their situation and its cause plus an estimate of
when they were ready for RTW:

During those consultations it’s very much like,
“when are you able to return to work?” And I say,. “I
don’t know”, “Well, but why are you depressed?”
But I don’t know either. They expect a concrete
description of why things are like they are and when
you expect to return. I mean, if it was up to them they
would like an exact date and time for my return. And
that’s really, really difficult when it is a mental thing.
(Interview 2 with participant 14, woman, 23, off the
sick list but unemployed).

Many experienced that their symptoms fluctuated: One
day they felt they shirked work—because they felt fit for
working—and the next day they might break down crying
at the thought of having to confront their present or a future
workplace. The fluctuation of symptoms and the often
complex causes of the CMD made it difficult for the par-
ticipants to provide the precise and concrete answers that
they felt the RTW professionals expected.

Fear of Intensification of Symptoms

For some of the participants a number of negative occur-
rences and experiences preceded the development of the
CMD and sickness absence, and, as mentioned above,
some were ashamed of being sick-listed with a mental
health problem. The assessment consultations could be
emotionally demanding as verbalization of the past and the
CMD for a few participants seemed to actualize negative
feelings and experiences:

I had just been telling the psychologist that I hated to
have to tell it all again [to the RTW physiotherapist].
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Because I also broke down when I talked to him. I
told him there were some things I found difficult to
talk about. Because it is a total failure. It is terrible to
talk about oneself in that way...so it was...bloody
hard. (Interview 2 with participant 13, woman, 48, off
the sick list but unemployed).

The fear that the consultations would intensify symp-
toms might even discourage a few participants from
describing their condition and situation. One participant
related how she “shut up like a clam” in front of the RTW
psychiatrist because she was afraid that she would not be
able to escape the chaos that might arise during the
retelling of her situation, her symptoms and experiences.

Altogether, according to the participants, the assessment
consultations with the RTW professionals seem suited to
perform workability and health assessment. But for them
the nature of mental health problems, and the experience of
being sick-listed because of these, call for special attention
to how the assessment consultations are introduced and
conducted.

Persons with CMD’s Experiences of RTW Activities

In this section we will present our findings in relation to our
second research question on how the offered RTW activi-
ties were experienced. The focus will be on’few individual
sessions with psychologist’ and ‘psycho-educative group
sessions’, which were the most common RTW activities
offered to the participants. Both activities were based on
principles from cognitive behavioral approach, which is the
most frequently used approach in psychological RTW
interventions [44]. Finally we will present our findings in
relation to the participants’ experience of ‘inadequate RTW
activities’.

Few Individual Sessions with RTW Psychologist The
participants were generally satisfied with the consultation
with the psychologist and they found the work-related
focus of the consultation useful. Participants with com-
paratively minor health problems mentioned benefiting
most from the consultations. According to the Danish
sickness benefit legislation, the RTW psychologist was not
allowed to offer actual treatment, and the participants,
accordingly, frequently described the consultations as
advice or guidance. If the situation of the participant was
complex, mentally as well as socially, the result of the
relatively few consultations was perceived to be of limited
use to the participant. One participant, sick-listed with
stress and with both work-related and complex social
problems, described how the three consultations she had
been offered were insufficient for the psychologist to be
able to intervene:
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The physiotherapist had a very clear focus on my
body in relation to my job. But with the psychologist,
we didn’t quite manage, because it is not just some-
thing that happens during two consultations. Not at
all. It is easier to relate to your body, how it func-
tions, how your joints are. You can feel that. But with
your mind - it is different. Stress and such, I think it is
very vague and diffuse.....There are many things you
have to deal with and solve. (Interview 2 with par-
ticipant 2, woman, 40, returned to work).

This participant was sick listed again at the third inter-
view as her mental health problem and social situation had
deteriorated. A few participants found it unsettling and
confusing that no traditional treatment was offered. If the
consultations had identified and clarified central problems
(e.g. additional diagnosis or problematic personality traits)
the participants felt abandoned without help or tools to
cope with the problems disclosed to them during the
consultations.

Psycho-Educational Group Sessions The participants
who were offered psycho-educational group sessions found
the offer relevant and helpful. In particular they appreci-
ated that they had gained knowledge of the interconnection
of body and mind, and also that they had developed a new
framework for understanding their symptoms and had been
inspired to apply new coping strategies when returning to
their former job or to a new one:

It was great to be told that it was part of the illness
that the illness affects your memory and concentra-
tion, because it is the body’s way of shutting down
the system....So in a way it has been good to be told
that there is a natural explanation. In the beginning I
thought I was going crazy. (Interview 2 with partic-
ipant 15, woman, 43, partial RTW).

The participants felt put at ease about their physical and
mental symptoms, which some feared were chronic or
downright life-threatening. E.g. some feared that arrhyth-
mia was a possible heart attack. In the psycho-educational
group sessions, the RTW professionals may be character-
ized as co-interpreters of symptoms, a role which seems to
be very useful for persons with CMD. As mentioned above,
the health problem often appears diffuse and indefinite and
the new knowledge gained may enable the participants to
see work as compatible with their symptoms and to orient
themselves towards RTW. The participants also empha-
sized the advantage of being with other sick-listed persons
in the same situation:

My God, am I the only one or does anybody else feel
the same? Then we sit there talking about it, well, and
then, oh God, we are not alone. Then I am not the
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only one, and then you are not the only one. (Inter-
view 2 with participant 5, woman, 59, on sick leave).

Being with others in the same situation seemed to nor-
malize the condition of the participants, restored their self-
confidence and reduced the feeling of being alone. Several
participants stressed that it was decisive for the positive
outcome of the group session that the other participants had
identical or similar health problems. The interviewed par-
ticipants who were not offered psycho-educational group
sessions were most often not informed by the RTW pro-
fessionals of the existence of this specific RTW activity
and could therefore not ask for permission to participate in
this—even though in the research interviews some
expressed a need for intervention similar to the group
sessions.

Inadequate RTW Activities Not all participants had taken
part in RTW activities after the assessment consultations.
Sometimes the absence of activities agreed with the par-
ticipants’ own sense of not needing or having the energy to
participate in an RTW activity. Sometimes, however,
activities were absent but were seen as needed, and one or
more of the RTW activities contained in the RTW program
might have met these needs:

I would have liked somebody to ask me “How do you
feel about being back?” and who said, “You must
change your way of thinking, and what would you do to
change things?” Being challenged a little more and
then receiving a few consultations. Maybe they [RTW
actors] could coordinate with my workplace and say:”
What can we do to help him not to get himself in the
same hole again. (Interview 2 with participant 8, man,
38, off the sick list but unemployed).

Based on the interviews conducted with the participants
we assume that there may be an association between a lack
of offers of either individual consultations, psycho-educa-
tional group sessions or contact with the workplace and an
increase in the risk of recurrent sickness absence or
aggravation of mental health problems for a few partici-
pants. The participant quoted above, for example, was
reported fit for work and had returned to work at the second
interview with him, although he still suffered massive
symptoms and had unresolved social and financial prob-
lems. At the third interview he was no longer working, as
he felt unable to turn up for work, and had been to a
psychiatric emergency room as he had considered com-
mitting suicide.

A few participants, on the other hand, felt that the
interval before return to the labour market was too long. A
person sick-listed with depression found participation in a
psycho-educative group session both meaningful and

useful. But as it was her first experience with sickness
absence, she found herself in a vacuum without the job that
used to give structure to her everyday life. At the third
interview with her she complained that having to wait so
long for the job training she had just started had made her
insecure:

You feel that you are sort of beginning to slip. If I had
started job training I don’t think there would have
been any problems. Then I might just have started
15 h. But they were pretty slow to find out that I
could do this [job training].” She describes the effect
of her sickness absence on her perception of herself:
“I have changed a great deal. I'm not the sort of
hello-let’s-get-going person I used to be. But maybe I
will be some day. (Interview 3 with participant 5,
woman, 59, on sick leave)

When the job training was arranged she started 20 h a
week and within a month she worked full time. For other
participants it was stress-inducing to have to participate in the
minimum 10-h-per-week mandatory RTW activities. They
felt that neither their health nor their energy level allowed
them to fulfill this requirement. All in all there seemed to be a
wide variation in the participants’ need for intervention,
timing of intervention and extent of intervention.

Below we will present our findings in relation to our
third research question on the working mechanisms of the
RTW program in order to illustrate the underlying pro-
cesses and conditions that seem to impact the participants’
experience and the possible influence of participating in
assessment consultations and RTW activities. We have
chosen the term ‘working mechanism’ knowing that it is an
analytical reduction of the complex and dynamic reality
that faces the participants in their RTW-process. Our
analysis indicates that three underlying conditions are
essential (1) Individual approach (2), RTW professionals as
legitimate experts, (3) Multidisciplinarity.

Working Mechanisms of the RTW Program

Individual Approach Several participants described how
being seen’ and ‘being met’—or the opposite—was deci-
sive for whether the RTW program was experienced as
useful and relevant or not. If the participants felt that the
RTW professionals focused on them as unique persons
with specific problems there was a clear tendency for
possible resistance to and skepticism of assessment and
RTW activities to be minimized. One participant with
depression described the assessment consultation with the
RTW coordinator:

...she [the RTW coordinator] saw me as a human
being and not only as a statistic. She saw me, not as a
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case, but as an individual who needed some kind of
help. Then I thought: “Oh my God. Here is somebody
who thinks differently, somebody who thinks: Okay,
you are not only my statistics...... I was completely
taken aback, I was so happy. I was overjoyed and
shed a tear when I left her. (Interview 2 with partic-
ipant 9, man, 31, on sick leave).

This approach to the sick-listed person can be described
as taking an ‘individual approach’. The participants char-
acterized the RTW professionals that applied this approach
as attentive, interested, open-minded, reflective, empathic
and sympathetic. Feeling ‘met’ by an individual approach
was perceived to be essential for participants to open up
and describe their difficult and emotionally exhausting
situation during assessment consultations. Without confi-
dence and openness the RTW professionals would not get
the necessary information during the assessment consulta-
tions, information which was considered important to form
a ‘true’ picture of the sick-listed persons’ CMD and chal-
lenges and resources for RTW.

Not all participants had been in contact with RTW
professionals who favoured an individual approach. One
participant, sick-listed with depression, narrated his expe-
riences with the RTW coordinator and the RTW team:

It doesn’t seem as if they spent very much time
asking questions about how it, I mean like...they
don’t ask: “What is it like being sick for a person like
you?” or: “What is your health problem?” Because
they don’t treat me as an individual. I would have
liked that. That they sat down and said: “Now, tell us
what you think is the matter with you? (Interview 2
with participant 8, man, 38, off the sick list but
unemployed).

Regardless of whether the participants felt they had been
met with an individual approach or not, it is a significant
finding that every single one expressed a strong need for
the RTW professionals to focus on them as concrete and
unique individuals and to show genuine interest in them,
their situation, their needs and their RTW-process.

RTW Professionals as Legitimate Experts For the RTW
professionals to be able to effectively intervene through
RTW activities and influence the participants’ perception
of their health problem, their symptoms and the compati-
bility of the job with these, they had to achieve a position
as legitimate experts in the RTW-process of the sick-listed
person. This position, however, was not always achieved at
the first consultation. One person sick-listed with stress
illustrated how she didn’t see the RTW professionals as
legitimate experts at the assessment consultations:
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... I mean...come on, man, I am sick-listed with
stress - don’t invade my life! Or the thing about
perfect strangers all of a sudden gaining access to
some intimate parts of my life. I think: Go away!
(Interview 3 with participant 4, woman, 47, partial
RTW).

Another participant sick-listed with stress described her
first meeting with the RTW professionals:

It can be totally intimidating to have to tell somebody
you don’t know how terrible you feel. And be like
totally honest about it. So they may think you are
much better than you really are. So, in a way, it is like
you are trapped. (Interview 2 with participant 16,
woman, 26, off the sick list but unemployed)

The RTW professionals had to gain the confidence of
the participants before being assigned the position as
legitimate partners whereby the participants experienced
that the professionals’ questions, interpretations and inter-
ventions were relevant and challenged their illness per-
ception, motivation and initiatives aimed at RTW.

Multidisciplinary Several participants mentioned that the
multidisciplinary coordination made them feel confident
that the RTW professionals together included as many
aspects of their case as possible. A few participants even
noticed that the RTW coordinator replaced a rather
patronizing, impersonal approach to them with a more
individual approach after discussing their case with the
other RTW professionals at the weekly multidisciplinary
conference. One participant sick-listed with stress experi-
enced a noticeable difference between the first and second
consultations with the RTW coordinator and commented
on the difference:

Participant: “But, I mean, the way she approached me [at
the second consultation].../ wasn’t at all on the defensive.
And I totally dropped my guard. And then we actually had
a constructive dialogue instead of her coming at me like:
“now listen to me, this is unacceptable, now you just have
to start working.” So it was a complete paradigm shift...
... I had the feeling that at the first meeting she was a
Janitor watching the children playing in the backyard,
ready to jump on them if they made a mess. If they did she
would tell them to get out of the yard”

Interviewer: “Okay. First she was a janitor, what was
she at the second consultation?”

Participant: “Well, she was much more, like...the kind
Jjanitor. Who took her time to sit down and play with the
children in the sandbox. And not only...I mean, although
she knew that she had to clean the mess ...she still took
her time.” (Interview 2 with participant 1, man, 39,
partial RTW)
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At the second meeting the RTW coordinator had
explicitly informed the participant that she had changed her
mind about his situation and need for help after discussing
his case with the other RTW professionals. The quote
shows both how important an individual approach is and
how multidisciplinarity can facilitate the application of it.
Likewise the quote illustrates that the participant still
perceives the RTW professional as an authority even
though she practices the individual approach (the RTW
coordinator is also described as a janitor after the paradigm
shift). A central difference between his experience of the
first and the second consultation is that the relation is no
longer based on pressure and coercion. These have been
replaced by a fruitful—if not equal—dialogue about a well-
defined goal—RTW.

Discussion

The aim of this qualitative study was to explore how per-
sons on sick leave due to CMD experienced participating in
the RTW program and how the workability assessments
and RTW activities influenced their RTW-process. Con-
ducting three interviews with each participant over an
extended period of time gave us the possibility to look into
and make hypotheses on relationships between different
themes and subjects. We found that about half of the
interviewed participants experienced that the workability
assessments identified their need for intervention. Besides
they had the potential to convey to the persons on sick
leave the feeling that a qualified multidisciplinary unit
guided their RTW-process competently. However, the
consultations also had the potential to frustrate and confuse
the participants. Overall, the participants experienced
profiting from the offered RTW activities—if these were
judged adequate—and especially psycho-education group
sessions seemed to enhance the participants’ feeling of
readiness for RTW. In relation to our third research ques-
tion concerning the working mechanisms and underlying
dynamics of the RTW program we have identified the
individual approach as necessary for the realization of the
potentials in the RTW program. Based on our results we
hereby suggest a definition of the individual approach as
the ability of the RTW professionals to both inspire in the
sick listed worker the feeling of being met on his or her
premises and of being seen as a unique individual and at
the same time to exert their authority in the RTW-pro-
cess—in accordance with the legal context of the RTW
program described in the section Setting. Our results show
that the nature of CMD and the experience of being sick-
listed with CMD call for special attention to how the
assessment consultations are introduced and conducted.
The individual approach appears to be a precondition for

the sick-listed persons to feel confident and motivated to
communicate the necessary information by means of which
the RTW professionals can make realistic workability
assessment as the individual approach seems to reduce the
demonstrated difficulties of participating in the consulta-
tions. In the result section we have described how partic-
ipants experienced difficulties verbalizing and explaining
their mental condition to the RTW professionals. This
experience, however, could very well go beyond the very
incapacity of verbalization. It might as well be related to
stigmatization of psychiatric conditions [9] which may lead
the participants to doubt the social legitimacy of their
mental health problems. Our analyses indicate that the
individual approach increases the trust in the RTW pro-
fessionals and it can be seen as a precondition for the
participants’ perception of the RTW professionals as
legitimate partners and significant facilitators in the par-
ticipants’ RTW-process. When the RTW professionals are
established as legitimate partners they are in a position to
influence positively the participants’ symptom level and
belief in their own capability of returning to work. The
combination of the individual approach and multidiscipli-
narity seems to be fundamental to a positive experience of
the RTW intervention: The individual approach induces the
feeling of being taken care of as a unique person with
specific problems, and multidisciplinarity can inspire con-
fidence that the complexity of one’s unique situation is
embraced. Besides, multidisciplinarity seems to facilitate
the application of the individual approach.

Based on our results and analyses a hypothesis can be
formulated: If the persons on sick leave do not feel
approached as individuals, the assessment consultations
tend to not adequately identify barriers and resources for
RTW. This may result in categorization of the participants
as either more ready for work or less ready for work than is
the actual case, which can lead to the sick-listed person
being offered inadequate RTW activities. The impending
risk is that the sick-listed person either returns to work
prematurely and without relevant work modifications or
endures prolonged status as sick-listed in the RTW program,
thereby risking being fired or developing an undesirable
illness identity. If, on the other hand the persons on sick
leave receive adequate RTW activities they are more likely
to return to work at the right time, at the right pace and with
the proper workplace modifications. Figure 2 illustrates our
hypothesis on how the presence or absence of the individual
approach may affect the outcomes of participation in the
RTW program. Our suggestion of an association between
the individual approach and the three outcomes need to be
further explored, tested and validated in future research. The
knowledge gained herby could enhance and nuance our
understanding of the mechanisms and the results of RTW
interventions aimed at workers sick listed with CMD.
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Fig. 2 Potential relationship
between the Individual
approach and possible outcomes
of sick leave
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The results presented in this article are not meant to
suggest that we can explain the outcome of a sickness
absence by looking only at the quality of the relationship
between the RTW professionals and the person on sick
leave. The RTW-process is complicated and research
shows that the medical seriousness of the disorder, work-
related factors, personal factors, national compensation
policies, and the structure of the health care system influ-
ence whether a sick leave results in return to or withdrawal
from the labour market [7, 45-50]. While acknowledging
this complexity, we want to further elaborate on the
importance of the individual approach and the quality of
the relation between the sick-listed person and the RTW
professionals as these seem to be key factors in the par-
ticipants’ experience of participating in the RTW
intervention.

Other studies (mostly including workers with musculo-
skeletal disorders) have shown that how the persons on sick
leave experience their encounters with rehabilitation pro-
fessionals (Health Care, Social Insurance Agency) influ-
ences the outcome of a long term sick leave and the self-
estimated ability and motivation to return to work [14, 51—
56]. Being treated with respect, feeling supported, seen,
heard and recognized as a person by the professionals were
associated with promoting RTW [51, 52, 54], whereas
negative experiences with rehabilitation professionals such
as being treated in an indifferent, nonchalant or fairly
routine manner resulted in a feeling of shame in persons on
sick leave [56]. Respondents with psychiatric diagnoses
more often reported on negative encounters with both
healthcare providers [53, 57] and professionals within
social insurance offices [S8] compared to respondents with
somatic disorders.
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It has been argued that there is a need for theoretical
contextualization and development of theoretical concepts
to grasp the importance of the relationship between the
sick-listed person and the health professionals [54, 59]. We
will here briefly offer a contextualization by drawing upon
theories and research from the field of psychotherapy to
further explain and explore the findings of the qualitative
study reported in this article.

Even though the RTW professionals are not allowed to
offer traditional psychotherapy, the RTW program shares
some features with therapy such as modification of the
participants’ illness perception, developing more appro-
priate coping strategies and increasing self-efficacy [20,
22]. In recent years a number of reviews have been pub-
lished on factors and conditions that can explain the
effectiveness of psychotherapy [60, 61]. Decades of
research have revealed that the specific therapeutic method
and techniques can explain approximately 15 % of the
variance of the outcome, the patients’ expectations of the
therapy can explain 15 % of the success or failure, extra-
therapeutic change (such as spontaneous remission, social
support, fortuitous events) accounts for 40 % of the suc-
cess. The last 30 % can be ascribed to common factors
(therapeutic alliance, client factors and therapist factors)
[62]. The concept “common factors” refers to aspects of
psychotherapy that are present in most, if not all, approa-
ches to therapy [60, 61, 63].

In relation to our illumination of the importance of the
individual approach, and the quality of the relation between
the person on sick leave and the RTW professionals, we
find the research on therapeutic alliance and therapist
factors to be of great relevance. Research on psychotherapy
has shown that the therapeutic alliance is one of the
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strongest and most robust predictors of success or failure in
psychotherapy [62, 64] and some have even argued that the
therapeutic relationship is “the necessary and sufficient
condition” in therapy [65]. There is also evidence that
there is a positive correlation between therapist factors
such as empathy, warmth, openness, positive regard, being
nonjudgmental, attentiveness and the outcome of psycho-
therapy [66]. The theoretical explanation that the thera-
peutic alliance and therapist factors are essential to the
outcome is that the focus of therapy is frequently on painful
problems involving shame and guilt. If the alliance is of
low quality, it will be difficult for the client to explore these
problems with the therapist [67].

Research on common factors seems to validate and
explain our results. Our study has shown that the relation
between the sick-listed person and the RTW professionals
and therapist factors are of great importance to participants
with CMD’s experiences of the RTW intervention.
Another qualitative study found that clinician-patient
agreement about the work disability problem (persistent
pain) and a high-quality therapeutic relationship was a
precondition for exposure to work [68]. Even though the
common factors might have great explanatory effect on the
RTW outcome, there is no tradition for addressing these
components and factors in quantitative evaluation of RTW
interventions. There seems to be a potential in looking
deeper into the quality and type of alliance and therapist
factors when evaluating RTW interventions. Maybe this
can give us a better understanding of why some RTW
interventions manage and others fail to reduce the time to
RTW. However, whether the results from research on
psychotherapy are directly transferable to RTW interven-
tions or whether there are different connections between
the alliance and therapist factors and the outcome of RTW
interventions should be further investigated. Even though
some of the methods and techniques used in traditional
therapy and RTW interventions are identical there is a
substantial difference. In relation to the significance of the
individual approach and the quality of the relation between
the person on sick leave and RTW professionals, it is
essential to be aware that the Danish legal context within
which the RTW professionals operate may in itself com-
plicate the use of the individual approach. For example, the
fact that the RTW coordinator has to function as both
facilitator and authority may complicate the creation of an
open, confident and dignified relation between the sick-
listed person and the RTW coordinator. Other researchers
have pointed out that if the RTW agenda is a therapist-
driven goal this may present an ethical dilemma and
potential barriers to the development of a good therapeutic
alliance, and it has been emphasized that there is a need for
research on how the RTW agenda is best incorporated into
the necessary collaborative relationship and therapeutic

alliance [69]. Besides, we need to be aware of the fact that
system-related conditions such as lack of resources, time
and schedules can also be barriers to a good alliance as
these can lead to unintended intimidation and humiliation
of the client [70].

Our results indicate that the individual approach is
important to decide on and tailor RTW activities matching
the needs and work situation of the specific sick-listed
person thereby increasing the chances of an early and
sustainable RTW. This finding is in line with research on
psychotherapy documenting that customizing the therapy
to the patient increases the effectiveness of psychotherapy
[71] and in line with research into occupational rehabili-
tation stressing that the rehabilitation intervention needs to
be adjusted to the client’s needs to enhance the chances of
RTW [72]. In the literature this practice has been referred
to as “client-centred practice”. Client-centred practice is
characterized by involving the client in decision making
and ensuring that the intervention offered fits the client’s
needs and context [72, 73].

Svensson, Miissener and Alexanderson [59] raise an
important question to be answered: How can rehabilitation
efforts be organized and structured to enhance positive
social emotions and psychological empowerment of sick-
ness absentees? Our study has indicated that the individual
approach is a necessary—but not necessarily sufficient—
ingredient in a rehabilitation and RTW program. As
described in the section “Being on sick leave due to CMD”
several participants were ashamed of their CMD and saw it
as a personal defeat to have to report sick. This led them to
a feeling of existential disturbance of identity. The indi-
vidual approach could be a way to reduce the existential
disturbance and start the process of enhancing positive
emotions and psychological empowerment.

Strengths and Limitations of this Study

A significant strength of this study is that the participants
were recruited for the interviews before commencing the
RTW project. We believe that we have thereby avoided a
typical kind of selection bias e.g. that those who volunteer
as interviewees have very strong opinions about and
emotions in relation the subject under scrutiny. We fur-
thermore find a significant strength in the fact that the
participants were followed while they experience the pro-
cess, which counters a tendency to recall bias, if partici-
pants are interviewed months or years after taking part in
an intervention. One limitation of the study concerns the
unexamined relationship between participant characteris-
tics and RTW-process. The research into common factors,
which we have drawn upon, has documented a relation
between client characteristics (e.g. patient preferences,
coping styles, stages of change, personality dimensions,
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and culture) and therapy outcome [71]. As we have only
interviewed 17 participants, it has not been possible for us
to go into details within this area. In relation to the subjects
discussed in this article we find that we have reached
acceptable data saturation as the last cases analyzed did not
add significant new information relevant to answering the
three research questions. The legal context is important in
relation to RTW [14] and therefore one should be careful
about uncritically transferring the results of this study to
other countries as their legal context can differ from the
one reported here. We do, however, believe that our study
has revealed some fundamental aspects of being on sick
leave with CMD and participating in similar RTW pro-
grams and that these aspects can be generalized and
transferred to other western countries. This study has
focused on sick listed workers with CMD and it is for
future research to explore to which degree our results are
transferable to other medical conditions. Our research
design has given us the chance to explore in depth the
experience of being on sick leave with CMD and partici-
pating in an RTW program. The conduction of three
interviews with each participant had the advantage that
potential vagueness in one interview could be explored and
clarified in the following interview and the longitudinal
research design also gave us the possibility to present some
of the initial hypotheses to the participants. We do, there-
fore, believe that we have attained a reasonably good fit
between the participants’ view of their situation and our
representation of it.

Implications for Practice and Research

We believe that we need to focus on the working mecha-
nisms in RTW interventions to enhance the chances of
positive RTW outcomes and we need research on the
association of common factors to the outcome of RTW
interventions. This research could be mixed method
inspired by research methods such as quantitative process
evaluation in psychotherapy [74] and principles from the
qualitative method “Pragmatic case studies”, which has
been developed specifically for understanding the working
mechanisms of therapy and interventions [75-77]. This
could give us the knowledge of differences and similarities
between the individual approach and the therapeutic alli-
ance. Likewise it could illuminate if and how specific
sickness insurance regulations in themselves can reduce the
professionals’ possibilities for practicing the individual
approach and customizing the RTW interventions—and
how this potential conflict can be managed. To look further
into how the possible role conflict related to RTW pro-
fessionals being both facilitators and authority could
impact the professionals’ possibility of practicing the
individual approach we would also like to suggest research

@ Springer

from the perspective of the RTW professionals. When we
have gained more knowledge on the potential dilemmas
and role conflict experienced by the professionals and on
which common factors can increase the quality and effect
of RTW interventions for persons sick listed witch CMD,
this knowledge ought to be used to educate and train
rehabilitation professionals in skills and capabilities asso-
ciated with practicing the individual approach and also
create conditions that reduce the potential role conflict of
the RTW professionals.

Conclusion

To date, there has been little research on how persons on
sick leave due to CMD experience participating in an RTW
intervention and how specific elements in the intervention
influence their RTW-process. This study contributes to
existing knowledge on RTW by exploring three elements
which are common in RTW interventions: Workability
assessments, psychological interventions (in group or
individual sessions) and the general working mechanisms
of the intervention. We have shown that the assessment
consultations have the potential to result in both motivation
and frustration, and three overall challenges in relation to
the assessment have been identified. Our results indicate
that psycho-educational group sessions have the potential
to transform illness representations and increase readiness
to RTW whereas individual sessions with a psychologist
are mostly helpful for sick-listed persons with less severe
social, health- and work-related problems. We have illu-
minated how the individual approach seems necessary for
the realization of the positive potential in the RTW pro-
gram. However, the fact that the RTW professionals are
both the helpers and the authorities in the sick-listed per-
sons’ RTW-process is an inherent paradox in the RTW
program, which can impede the establishment of a high-
quality relationship between the sick-listed persons and the
RTW professionals. We have suggested that researchers
and practitioners in the field of RTW interventions take
inspiration from research on therapeutic alliance and
therapist factors when designing and evaluating RTW
interventions. More research is needed on which types of
alliance, therapist factors, and client factors are associated
with a successful outcome of an RTW intervention and
RTW practitioners should be trained in relevant interpers-
onel competencies and be provided with optimal conditions
to put these into practice.
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