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Background
Musculoskeletal disorders (MSD) are the largest contributor to disability worldwide [1]. In addition to burdening individuals, there are large socioeconomic costs
involved. MSD accounts for a considerable use of health
services [2], and for the greatest proportion of lost productivity in the workplace [3]. In Norway, MSD are the
most common cause of sickness absence [4] and represent the largest health challenge for workers in terms of
prevalence and cost measured in worse health and disability in addition to sickness absence [5, 6].
Management of work disability and facilitating return to
work (RTW) may be dependent upon several factors including individual, workplace, healthcare, compensation
system and social factors [7–9]. As such, several reviews
exist on the effects of different interventions and coordinated programs to address these factors and prevent
workplace disability for people with MSD [8, 10–13]. The
RTW process typically involves the sick listed person,
health professionals, the employer, and private or public
insurer. A comprehensive literature review found that the
promoting of collaboration and coordination between all
stakeholders involved in the process was a crucial aspect
for interventions to be effective [13].
Qualitative studies of the experiences of people with
MSD and the RTW process, have found that individuals
with MSD draw on a range of personal, social and
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organizational resources in order to remain in work or
RTW [9, 14, 15]. A recent meta-ethnography of the employment experiences of people with MSD showed that
fluctuating symptoms and lack of objective findings created
uncertainty about their ability to work [9]. Many of the
common symptoms of MSD are invisible and the lack of
objective findings has been found to be an additional burden to the sickness absence itself [16]. Further, people with
MSD experience that they are not taken seriously by health
professionals and that no suitable treatments are available
[14]. Corresponding findings have been found among general practitioners (GPs) and other health professionals
working with MSD and chronic pain patients, experiencing
these groups of patients to be challenging and demanding
[17–19]. Similarly, employers have reported difficulty trusting employees with subjective conditions including the authenticity of their illness claims [20].
In several countries, insurance officers may coordinate
multiple aspects of a workers compensation claim to facilitate optimal RTW outcomes [21–23]. In Norway,
follow-up procedures for all sick-listed citizens are administered through caseworkers at the Norwegian
Labour and Welfare Administration (NAV). Previous research, using both interview and questionnaire data suggests that good treatment from professionals in social
insurance settings are crucial for promoting RTW [23–
25]. Nevertheless, studies has shown that social insurance workers experience challenges in their work including difficult collaboration with other stakeholders, work
overload and communication dilemmas [22, 26, 27].
From the perspective of people on sick- leave, the
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sickness insurance system may be seen as difficult and
unfair [23]. However, even if social insurance officers are
important stakeholders in the RTW process [22, 23, 28],
there are few recent studies on the RTW process from
the perspective of caseworkers or insurance officers. In
addition, to our knowledge, no studies have explored
NAV caseworkers’ experiences, with managing RTW for
people with MSD. As the RTW process is complex for
all parties there is a need for more information of the
experiences of facilitating RTW from the caseworker or
social insurance officers perspective. Insight into NAV
caseworkers’ experiences of managing the RTW process
for those with MSD may offer important knowledge,
identify return to work barriers and direct interventions
of the RTW process in a group with a large representation of sick leave worldwide.
The objective of the study was to describe NAV caseworkers’ experiences of the RTW process for people
sick-listed with MSD. The study included a focus group
interview and an electronic survey.

Methods
Study setting: the Norwegian labour and welfare
administration and sickness absence

NAV caseworkers coordinate multiple facets of a workers
compensation claim to facilitate optimal RTW outcomes.
This may include contact with a worker with an injury to
explain the process of a compensation claim, contact with
the employer, the GP and other medical services including
participation in meetings to assist in coordination of the
RTW process [29–31]. In Norway, employees are entitled
to full wage compensation for up to 52 weeks when sicklisted. The employer is responsible for payment during the
first 16 days of the sick leave, after which payments are
covered by the national insurance scheme through NAV.
A sick note from a GP is generally used as the basis for
compensation, however, it is NAV who decides whether
individuals are entitled to sickness benefits [29]. The employer must initiate a follow-up plan in co-operation with
the employee before the end of the fourth week of sick
leave, and a dialogue meeting with the sick-listed worker
within week 7, which other stakeholders may attend when
relevant. If no work-related activities have begun within 8
weeks, further medical certification is required to document significant medical problems preventing workrelated activities. A second dialogue meeting arranged by
caseworkers at NAV, including both the employer and the
sick-listed worker, is required within the first 26 weeks of
sick leave [30]. NAV caseworkers can also consider
whether the sick-listed individual needs further follow-up
and guidance during sick leave and may offer advice as well
as various alternatives for treatment and intervention [31].
In this study participants were recruited from eight NAV
offices in the South- East of Norway. Around the time of
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recruitment, sickness absence rates in these counties were
slightly higher than the national average at 4.3% [32].
Design

This study had a mixed method descriptive design combining a focus group interview with an electronic survey.
Both the focus group and the survey asked questions relating to NAV caseworkers’ experiences with managing sick
leave and RTW for people with MSD. Development of the
survey was based on the focus group interview guide and
the themes raised in the first round of the focus group
analysis. The purpose of the survey was to assess experiences with managing sick-leave and RTW for people with
MSD in a broader population. Input from NAV caseworkers and a patient panel of users [33] was included in
the development of both the focus group interview guide
and the survey items. The focus group interview was led
by two moderators (first and last authors). The participants were invited to share and discuss their experiences
relating to the objectives of the study. The focus group
interview and survey had two main lines of inquiry: 1.
Musculoskeletal disorder user group, 2. Caseworkers’ role
and practice (Interview guide and survey: Additional files 1
& 2). The interview guide for the focus group interview
was semi-structured. The interview took place in a local
NAV office and had a duration of 107 min.
Participants and recruitment

The sample was recruited by a NAV employee who
worked as a coordinator for the various NAV offices in
the counties located in the south- east of Norway. Participants who worked in one of eight relevant offices in the
region and had experience with the RTW process for
people sick-listed with MSD were asked to participate. For
the focus- group interview, participants were recruited
strategically within each NAV office with the intention of
gathering a heterogeneous sample in terms of age, gender
and professional background [34]. A total of eight NAV
caseworkers from eight different NAV offices were included in the focus group interview, however, the time of
the meeting did not fit into the schedule of one woman
and one man was ill on the day of the interview, thus only
six caseworkers participated. The survey was sent out to
115 NAV caseworkers, which included all caseworkers at
the same eight NAV offices, working with sick-listed
people with MSD. Three reminders were also sent with a
final deadline of 2 weeks. The survey was accessible online
via a link and was anonymous.
Analysis

Thematic analysis, inspired by Braun and Clarke [35],
was performed for the focus group interview. This type
of analysis is suitable for identifying, analyzing and
reporting themes within data [35]. The authors read
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through the interview several times to familiarize themselves with the material. This step was followed by generating initial codes, thereby building up a set of codes
with descriptions to capture ideas found within the data.
In the next step, themes were searched for in an interpretative way. This phase involved going back and forth
between codes and themes. The final phase was an analysis of the commonalities between the themes, and how
they were related to each other and the overall research
question (overview of analysis process: Additional file 3).
The qualitative tool Nvivo12 was used for organizing
and categorizing the text in the analysis. The analysis
was performed by the first and last authors. The other
co-authors were included in the discussion. The survey
included 19 items which four were background questions. A total of four items were related to the caseworkers experiences of the musculoskeletal diagnosis
and user group and eleven items was related to the caseworkers role and practice when managing people on sick
leave with a MSD. The items were scored on a fivepoint likert scale ranging from 0 to 4 (not at all), (to a
small degree), (to some degree), (to a large degree), (to a
very large degree). Each survey item was analyzed with
mean (SD) and counts (percentages). SPSS version 25
was used for the analysis.

Results
Participants

The participants in the focus group interview were
women, had worked as NAV caseworkers between 3 to
11 years and all worked at different NAV offices within
the region.
Of the 115 caseworkers who received the survey, four
were excluded as one was on leave and three had new
roles within NAV and no longer worked with sick-listed
groups. A total of 61 caseworkers (55%) responded to the
survey, 11 men and 50 women. Mean age was 46 years
(SD 10). A total of 10% had been employed for less than 1
year, 46% had been employed for 1–4 years and 44% had
been employed for 4 years or more. 2% had a high school
education, 62% had 1–4 years of university education and
36% had more than 4 years of university education.
Analysis

The analysis of data from the focus group interview resulted in three main themes and items in the survey related to aspects in these themes. The themes included:
1.) “Diffuse disorders” 2.) “Demanding stories reflecting
demanding lives” and 3.) “Complex trajectory and interactions”. Table 1 shows mean (SD) and counts (percentages) for each of the 15 survey items. The results from
the survey are presented together with the main themes
from the focus group. Items relating to the musculoskeletal diagnosis and user group are presented under main
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theme 1 & 2 (item 1–4, Table 1) and items relating to
the caseworkers role and practice are presented under
main theme 3 (items 5–15, Table 1). The data was approximately normally distributed across the five response categories with little evidence for floor or ceiling
effects.
Main theme 1: diffuse disorders

In the focus group interview, the caseworkers clearly experienced those sick-listed with MSD to be different and
more challenging as compared to other groups on sick
leave. They experienced people sick-listed with MSD
more difficult to understand. One reason for this was
the nature of the diagnosis. (Quote A, no 1).
A1: One of the first things I think about is that it is
often a diagnosis based on symptoms. They have
pain somewhere ... without any concrete findings
from the doctors. The evaluations from the doctor
are very vague. … I find it difficult to follow up when
there is a symptom diagnosis…very challenging. And
we see that they often stay sick-listed for a long time.
In line with the focus group, the survey also found that
caseworkers experienced challenges in the RTW followup with people on sick leave due to MSD compared to
other people on sick leave (mean 2.15, SD 0.9), Table 1,
item 1. In addition, in the focus group interview, the
caseworkers experienced that working with this sicklisted group was time consuming, and that people sicklisted with MSD often remained in the NAV system,
with repeated periods of sick-leave. The caseworkers
underlined that a symptom diagnosis, unlike disease
diagnoses, meant that this group’s problems were perceived as vague and unclear. For the caseworkers, it was
a question of clarity, and they made a distinction between people sick-listed with obvious illness and those
with more uncertain diffuse illness (Quote C, no 1,
Quote B, no 1).
C1: I am contact person for people with serious
illnesses and work a lot with people who have
cancer, and that sick-listed group is never any
trouble. They want to start working before they are
done with chemotherapy, they are so eager to start
working. They got a diagnosis which really scared
them, and it is not an option to stay at home for too
long.
B1: …and sometimes we ask, ‘but why do you need
an examination?’ They sit and wait for an MRI for
months which shows that there is absolutely nothing
wrong with them. Then they have used up six
months of benefits. Imagine if you become seriously
ill, get a cancer diagnosis or something, where you
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Table 1 Counts (percent) mean and standard deviations (SD) for the survey items of caseworkers experiences (n = 61a)
Itemsa

Mean (SD)

Not at all

To a small
degree

To some
degree

To a large
degree

To a very large
degree

1 MSD challenging

2.15 (0.9)

2 (3.3)

13 (21.3)

23 (37.7)

20 (32.8)

3 (4.9)

2 Non- specific MSD challenging

2.59 (0.9)

1 (1.6)

6 (9.8)

17 (27.9)

30 (49.2)

7 (11.5)

3 Importance of knowing the diagnosis

2.79 (0.7)

0 (0)

3 (4.9)

15 (24.6)

35 (57.4)

8 (13.1)

4 Too easy to get a sick note

2.47 (0.8)

1 (1.6)

2 (3.3)

31 (50.8)

20 (32.8)

6 (9.8)

5 Motivated for RTW

2.3 (0.6)

0 (0)

4 (6.6)

36 (59.0)

20 (32.8)

1 (1.6)

6 GP Important collaborator

2.95 (0.7)

0 (0)

2 (3.3)

13 (21.3)

31 (50.8)

14 (23.0)

7 Good collaboration with GP

2.46 (0.7)

1 (1.6)

2 (3.3)

27 (44.3)

30 (49.2)

1 (1.6)

8 Employer important collaborator

3.15 (0.8)

0 (0)

2 (3.3)

11 (18.0)

23 (37.7)

24 (39.3)

9 Good collaboration with employer

2.70 (0.5)

0 (0%)

0 (0%)

20 (32.8%)

39 (63.9%)

2 (3.3%)

10 Enough time to follow-up

1.71 (0.8)

5 (8.2)

16 (26.2)

29 (47.5)

7 (11.5)

1 (1.6)

11 Necessary tools/techniques

2.00 (0.8)

1 (1.6)

16 (26.2)

27 (44.3)

12 (19.7)

3 (4.9)

12 Necessary knowledge

2.20 (0.7)

0 (0)

7 (11.5)

34 (55.7)

17 (27.9)

1 (1.6)

13 Use of standardized guidance

1.47 (1.0)

9 (14.8)

23 (37.7)

16 (26.2)

10 (16.4)

0 (0)

14 Their contribution in RTW process

2.18 (0.7)

0 (0)

11 (18.0)

28 (45.9)

20 (32.8)

1 (1.6)

15 Employers use of Follow- up plan

1.56 (0.6)

0 (0)

31 (50.8)

26 (42.6)

4 (6.6)

0 (0)

a

Missing ranged from 1 to 3 for eight of the items. The respondents were asked about their experience and to tick the option that best suited each item. The
items were scored on a five-point likert scale ranging from 0 to 4 (not at all), (to a small degree), (to some degree), (to a large degree), (to a very large degree)

really need that sick leave, then you don’t have the
rights anymore.
Also in the survey it was confirmed that most caseworkers found it more challenging to manage sick leave
for people with a non-specific MSD compared to other
MSD diagnosis groups (mean 2.59, SD 0.8), Table 1,
item 2. The finding was further elaborated in the focus
group interview and showed that the caseworkers experienced that different pain conditions, in, for example,
the back or the shoulder, were non concrete and difficult
to relate to in order to understand the individual’s real
functional problems. The caseworkers found it difficult
to determine whether a person’s health problems were
severe enough for them to remain on sick leave. Along
with the lack of objective findings, the question also
arose as to whether the sick-listed person actually met
the requirements for sick-leave benefits (Quote A, no 2).
(A2) Strictly speaking, unless they have an illness
or an injury, they do not fulfill the criteria for
sick leave [benefits]. One of the things we consider
in Norwegian legislation is that you should have
an illness or injury to get permission for sick leave
(pay). So when you have a person who has a
symptom diagnosis, then it is not a disease, and if
it does not result from some kind of injury, then
it becomes very vague. It’s not that we just stop
them, but it is difficult when you do not have a
concrete disease.

The rules and regulations on one side and the beliefs and
explanations of those who had been sick-listed on the
other, challenged the caseworkers’ understanding of their
clients’ situations and complicated the decision-making
process. The caseworkers revealed that they were more
likely to question and negotiate sick leave when working
with people sick- listed with MSD as compared to people
sick-listed due to other conditions. This was supported by
the findings in the survey that showed that generally, the
caseworkers found it important to know what diagnosis
people with MSD had when managing their sick-leave
(mean 2.79, SD 0.7), Table 1, item 3.
Main theme 2: demanding stories reflecting demanding
lives

The caseworkers expressed that a face-to-face meeting
with the sick-listed person was important for gaining an
overview and broader understanding of the person’s situation. However, the caseworkers often found the complexity of their narratives difficult to grasp (Quote D,
no1 and Quote E, no 1).
D1: Sometimes we find that it’s the whole life
situation that is the problem; things have become
too much. There are children, the fast pace of private
life, and what is what? Where do you start?
E1: It is so difficult to understand their real
situation, they tell us so many things, there are
multiple additional life events, and maybe there is a
serious psychological disorder, but they talk about
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low back pain or muscle pain in general, when in
fact it is something completely different that needs
long-term follow-up. It is often difficult to understand who is actually ill and who is on sick leave
because they are having puppies.
As the quotes indicate, the caseworkers found the stories
to be chaotic, and that it was difficult to sort out information and get an overview of the entire situation.
Quote E, no1 also indicates that when the individual’s
problems were vague and lacking a biomedical explanation, psychological problems became a possible explanatory model. The caseworkers found that the
person’s sick leave due to illness was difficult to distinguish from life experiences more broadly. In general, the
caseworkers experienced that MSD frequently turned
out to be only a small part of the individual’s struggles,
and that their long-lasting symptoms were often concealing other problems and life events that prevented
them from working. The caseworkers were determined
to help those in need, but they also felt responsible for
weeding out those they considered to be taking advantage of the system and using sick leave for other, illegitimate reasons (Quote B, no 2).
B2: But what I think is most critical, really, it is in
relation to MSD… where there are really other
reasons than that they feel pain in the shoulder, arm
or back... which means they don’t work… and it is
when they become regulars it becomes a problem.
Everyone can be sick, it is perfectly fine, but when
there is regular sick leave the lasts ten years and
every other year it goes to max (52 weeks sick leave).
You can’t behave like that.
The survey results also reflected some of the issues discussed in the focus group relating to being on sick leave
for illegitimate reasons. Generally, the survey showed
that the caseworkers found it too easy for people with
MSD to get a sick-leave certificate (mean 2.47, SD 0.8),
Table 1, item 4.
In the focus group interview, the caseworkers also discussed how women and men expressed their life situations differently. The women told stories about lives
with great care burdens and complex relationships, while
men were more often closed off and restrained. Behind
the specific issues discussed in the meetings, the caseworkers suspected that there were other, underlying
causes behind men’s need for sick leave (Quote C, no 2
and Quote A, no 3).
C2: … we have many cases where there are women
who - especially women who end up on sick leave,
because they have had a stressful family situation
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over many years, they have had children who have
been ill, marriage and relationship problems … and
they come to a point where they can no longer
manage or control everything, and it can be both
physical and mental.
A3: I think men in particular come with back pain,
but when I talk to them I think there is a lot more
there. It’s not just your back that is your challenge.
Main theme 3: complex trajectory and interactions

The survey found that most caseworkers felt that they to
some degree contributed to the process of getting sicklisted people with MSD back to work (mean 2.18, SD
0.7), Table 1, item 14, whereas the results from the focus
group point to many challenges relating to this including
the complexity and diversity of the cases and tension between the different rights and responsibilities of various
stakeholders.
In the focus group interview, the caseworkers
expressed that they made an effort to individually tailor
the RTW process for each sick-listed person. However,
this process was not straightforward and the caseworkers
could feel the tension between the different rights and
responsibilities of various stakeholders. In the RTW
process, the caseworkers needed to consider and coordinate their own interests and perspectives with those of
the sick-listed person, the GP and the employers. One
point of discussion was the importance of making the
sick-listed responsible for their own RTW process. However, the caseworkers experienced a gap between their
own expectations for the RTW process and those of
sick-listed individuals (Quote D, no 2, Quote A, no 4).
D2: [the caseworker implies that the sick-listed
person says] “I need to get well before I can start
working. I’m waiting for a check- up. I have to wait
for it, and I have to get well first before I can start
working.”
A4: ...To make the sick-listed person responsible as
well, that it is not the doctor who decides, because it
is what you say to your doctor that determines which
sick leave you come out of the doctor’s office with.
As the quote indicate, the caseworkers faced complex
stories in meeting with the person on sick leave with
MSD and experienced that there may be many reasons
for the sick leave, nevertheless, the survey showed that
generally, the caseworkers found that people sick-listed
with MSD were motivated to RTW as quickly as possible
(mean 2.30, SD 0.6), Table 1, item 5.
In the focus group interview, the caseworkers
expressed that the complexity and diversity in the cases
left them responsible for evaluating and suggesting various approaches and interventions in the RTW process
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and its various trajectories. Given their descriptions of
the difficulties in grasping the whole situation of the
sick-listed person, this was not an easy task (Quote F, no
1, Quote E, no 2).
F1: You form an opinion of who that person is,
automatically. And sometimes I’m surprised to find
I’m being a bit biased, I notice that I have to go
‘hello’ to myself, ‘that wasn't the way it was’. So, it is
about being open. I think that’s pretty important
and it’s not always easy.
E2: In a dialogue meeting there are some specific
things that we should mention in the beginning, but
it is individual. There are so many different
situations and people.
The survey included four items referring to aspects of
the working processes. These included whether the caseworkers experienced sufficient time to follow-up on sick
leave and sufficient tools, techniques and methods to
help people sick- listed with MSD return to work. On
three of these items, mean ranged from 1.47–2.00 (SD
0.8–1.0) respectively, indicating some room for improvement in line with the focus group results above (Table 1,
items 10, 11 and 13). However, on the item referring to
if the caseworkers experienced sufficient knowledge to
help people sick- listed with MSD return to work, the
mean was 2.20 (SD 0.7), where most caseworkers answered to some or to a large degree (Table 1, item 12).
Furthermore, in the focus group, the caseworkers
described that collaboration with the GP was crucial.
It was important for gathering information about the
individual’s health status, especially in cases with repeated sick leave. However, when they asked the GP
about the sick-listed person, they often found the GPs
to be dismissive and reluctant to provide information,
which could make collaboration difficult (Quote A,
no 5).
A5: We send messages directly to doctors and ask,
‘What kind of examination has been done? Any
MRI? (Magnetic resonance imaging) Any findings?
Are there any plans for treatment?’ It varies how
well they (the GP) respond, but in general I very
much agree with you (the others in the Focus group)
that they are often the patient’s lawyer. They believe
that they have done their job. ‘I have written a sick
note because there is a reason for it.’
The survey results showed, in line with the results of the
focus group, that the caseworkers experienced that collaboration with the doctors and employers was important in sick leave management (mean 2.95, SD 0.8) and
(mean 3.15, SD 0.8) respectively. (Table 1, item 6 and 8).
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However, although the results from the focus group
showed that this collaboration also could be difficult, the
survey showed that most caseworkers felt that this collaboration was working well (mean 2.46, SD 0.7) and
(mean 2.70, SD 0.5) respectively. (Table 1, item 7 and 9).
In the RTW process, the caseworkers talked about the
importance of looking at opportunities for facilitation in
the workplace. However, the caseworkers experienced
that the employer often knew little about the cause of
sick leave and their sick-listed employee’s situation. The
caseworkers often experienced a lack of transparency
and openness, where the employee was reluctant to engage in a conversation about the cause of sick leave with
their employer. The caseworkers felt that this reduced
the possibility of finding a good solution or follow-up
plan (Quote D, no 3 and Quote E no 3).
D3: It is about the work place…It is important to
communicate. Which opportunities exists in the
workplace? What can be done to facilitate?
E3: Many people are scared to have that
conversation with the employer. Many employers
don’t have a clue about their problems and then, in
the dialogue meeting with the sick-listed person they
say [the employer], ‘Ah, is that your problem, why
didn’t you say?’
The quote describes how lack of insight and communication between different stakeholders gave the caseworkers an impression of an employee on the sideline,
not in a position to understand the whole situation. Furthermore, as described in Table 1, item 15, the survey
showed that the caseworkers had the impression that
employers rarely used their follow-up plans in the RTW
process (mean 1.56 SD 0.6). These results can be seen
together with the results of the focus group were the
caseworkers discussed aspects of the collaboration with
the employer and the person sick listed which reduced
the possibility of using a follow- up plan.

Discussion
This study used a mixed methods approach to describe
NAV caseworkers’ experiences with people sick-listed
with MSD and the RTW process. The results from the
focus group interview identified three main themes:
“Diffuse disorders”, “Demanding stories reflecting demanding lives” and “Complex trajectory and interactions”. The results from the survey supported several
aspects found in the themes of the focus group interview, but also revealed variations in the experiences
which provided nuance to the focus-group results. In
addition, our results showed a tendency of more negative results in the focus group including negative attitudes and complaints compared with the results from
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the survey. Although such methodological aspects are
understudied in mixed methods, this is in line with Carlsen & Glenton 2012, suggesting that, focus group interviews may encourage participants to exaggerate views in
a negative direction while surveys tend to be overly positive [36].
In total, our findings underlines experiences of the
complexity of facilitating RTW for individuals sick-listed
due to MSD.
The results from both the survey and the focus group
showed that the caseworkers found it more challenging
to follow-up people sick-listed with MSD compared to
other groups, especially non-specific MSD. The yielding
legislation is stating that sickness benefits are to be given
to a person who is clearly disabled due to disease or injury [37], hence, in line with a biomedical framework.
However, MSD is best understood within a biopsychosocial framework [38–40] and studies have shown that this
framework is better suited to understand and handle
people with MSD compared with the biomedical framework [17, 39]. The results indicated that a lack of objective findings and the complexity of MSD resulted in a
mismatch between the legislation and the needs of those
sick-listed. Furthermore, the results indicated that a lack
of objective signs of disease can lead to uncertainty and
sometimes mistrust relating to the actual reasons behind
a request for sick leave. Other studies have confirmed
these findings, with mistrust about the condition being
experienced by people with MSD, their employers and
health professionals [15, 20, 41, 42]. Strain between a
biomedical framework centered on disease and a biopsychosocial framework centered on sick people has also
been reported by other stakeholders [17]. The new ICD11 classification might improve this by considering the
complex experience of chronic pain. The classification
divides musculoskeletal pain into primary and secondary
musculoskeletal pain, were primary represent unknown
etiology and is a condition in its own right and secondary, representing assumed objective findings [43]. In
addition, the caseworkers experienced that an individual’s entire life situation had to be taken into account in
the RTW process. However, the caseworkers are in a different position than health professionals in that they negotiate sick leave benefits and related rights, and, at the
same time, act as helpers and guides during sick leave
and the RTW process. This may complicate sick-leave
management and the relationship between a sick-listed
individual and their caseworker [44]. A recent study in
occupational rehabilitation found that clinicians experienced people becoming guarded and suspicious when the
rehabilitation clinicians were perceived as an extension of
NAV when helping people on long-term sick leave to
RTW [45]. People on sick leave were perceived to be anxious that revealing too much personal information would
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negatively affect decisions regarding their sickness benefits, insurance or disability pension [45].
Furthermore, our findings from the focus group interview showed that the caseworkers experienced that men
and women with a MSD diagnosis expressed themselves
and revealed information in different ways. While the
women’s stories were seen as chaotic, involving a variety
of factors such as family life and spare time, the men
were more reluctant to present their problems and often
concealed a problematic living situation behind a concrete bodily problem, for example, back pain. This is in
line with other studies by showing that women and men
present themselves and tell their illness stories in different ways [46, 47].
The survey showed that most caseworkers experienced
collaboration with other stakeholders including the GPs
and the employers to be both good and important. However, the focus group interview showed that although
collaboration and involvement of several stakeholders is
necessary, it also raised different viewpoints and interests
regarding sick leave. Research has shown that a mismatch between the expectations of an injured employee
and those of other stakeholders can hinder RTW [23].
Previous studies, including a review of how GPs feel
about sickness certification showed that conflict was a
common theme in many studies [48, 49]. The most
common conflict was between patient and doctor, but
there were also conflicts between doctors and other
stakeholders. Other studies of social insurance officers
have reported issues similar to those raised by the caseworkers in our study regarding interactions with GPs
and sick-listed persons, for example, the challenges they
experienced with the lack of vital information in the
sickness certificates like proper medical diagnosis and
assessments of work capacity [26]. Although the results
from the survey showed the several caseworkers experienced that they had the necessary knowledge required,
the results also showed room for improvement including
the need for new methods to manage RTW for people
with MSD. A closer collaboration between stakeholders
such as health professionals and NAV could improve
areas like this. For example, the focus group identified
that MRI or examinations were sought after to make a
diagnosis more concrete, however, imaging such as MRI
scans is not recommended in guidelines for treating
many types of MSD, for instance, low back pain [38].
Previous research has shown that brief biopsychosocial
education can improve insurance officers beliefs and
knowledge [50].
Moreover, research has shown that employers want to
be more active in the RTW process [51], and the importance of close collaboration with other stakeholders
such as health professionals and social security officers
has been stressed from an employer and employee
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perspective [20, 51]. However, our results suggest the
need for improving employee involvement further as the
caseworkers felt that the employers knew little about
their sick-listed employees’ situations and that the employees were not completely open about the cause of
sick leave. In the survey we found that few caseworkers
had the impression that the employers used the RTW
plan which is mandatory to fill out in Norway. Our findings indicate that the caseworkers experienced a lack of
coordination between the different stakeholders, and
thus suggest the value of a coordinating service in the
RTW process to ensure communication and joint understanding regarding the expectations of all stakeholders.
Previous research supports these findings and highlights
the need to facilitate interaction between different actors
in the RTW process [22, 27].
Strengths and limitations

The main strength of this study is the mixed method design used to answer the research questions. In addition,
users from a user-panel and experienced NAV caseworkers were invited to give their input on both the
interview guide and the survey items. Furthermore the
focus group gave an information base to develop the
survey items. Altogether, integration of both qualitative
and quantitative methods gave fine-grained descriptions
of NAV caseworkers experiences [52].
The fact that this study only included one focus group
interview may be a limitation. However, using a strategic
sampling we assume that we achieved in-depth rich and
varied descriptions in the data. In support, Malterud et al.
2016 [53] state that in-depth descriptions, rather than
sample size, reflect the information power in a qualitative
material. Moreover, we considered the material to be sufficiently rich to explore the study aim [34, 53]. The results
from the focus-group was also complemented by the survey, adding data and nuance for the in-depth descriptions.
The participants in the focus group interview were recruited by strategical sampling were a NAV employee
invited participants which could have introduced selection bias. A strategical sampling helped identify participants suitable for the study aim, but could have
jeopardized the heterogeneity of the sample. However,
with the exception of gender, there was considerable
variation among participants with respect to age, work
experience and geographic location within the NAV offices. The survey was also sent to the entire population
of caseworkers in the recruiting region and was completed by more than 50%, indicating a broad sample
from this population. However, recruitment from other
regions could have given more variations in the focus
group or survey findings. The survey response rate of
55% can be seen as a limitation. However, electronic surveys often report a similar or lower response rate [54].
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In addition, the fact that the survey was developed based
on initial themes from the focus group meant that the
focus group themes did not completely overlap with the
survey items, for example, the survey did not include
specific items relating to experiences with yielding legislation and differences between men and women in the
RTW process.

Conclusions
Managing the RTW process for individuals sick listed
with a MSD is challenging for social insurance caseworkers, as the etiology of the illness, other psychosocial
factors involved, and capabilities of the sick listed worker
is intertwined and difficult to disentangle. This contributes to the experience that the group is more difficult to
assist back to work than other sick-listed diagnostic
groups. Nevertheless, several caseworkers state that they
have the knowledge required, and believed they contribute to the sick listed worker’s RTW. The study identified
several areas of improvements, such as improved collaboration between stakeholders, more knowledge of MSD
and effective methods for managing sick leave for this
group of sick-listed people. Furthermore, the potential
mismatch between a mostly biomedical legislation, the
biopsychosocial needs and challenges of the sick listed
workers, and current best practice for the RTW process
for those with MSD should be investigated further.
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