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Abstract

Purpose: Work can offer a myriad of social and health benefits. Long-term sick leave can be detrimental to
employers, individuals, families, and societies. The burden of long-term sick leave has motivated the development
of return to work (RTW) interventions. This study sought to determine what constitutes an effective psychosocial
RTW intervention, which included exploring whether the level of intervention intensity and intervention
characteristics matter to RTW outcomes.

Methods: A systematic review and narrative synthesis were undertaken. Studies were identified through six
databases (Ovid Medline, CINAHL (EBSCOhost), PsycInfo (Ovid), ProQuest, Scopus, and Google Scholar) between
2011 and 3 September 2019. Randomised controlled trials (RCTs) or reviews published in English were eligible for
inclusion if they targeted adults who were on sick leave/unemployed trying to return to full-capacity employment,
had at least one structured psychosocial RTW intervention, and assessed RTW. Study quality was assessed using
checklists from the Joanna Briggs Institute.

Results: Database searching yielded 12,311 records. Eighteen RCTs (comprising 42 intervention/comparison
groups), seven reviews (comprising 153 studies), and five grey literature documents were included. Included studies
were of moderate-to-high quality. Research was primarily conducted in Europe and focused on psychological or
musculoskeletal problems. RTW outcomes included RTW status, time until RTW, insurance claims, and sick days.
Participating in a RTW program was superior to care-as-usual. RTW outcomes were similar between diverse
interventions of low, moderate, and high intensity. Common foundational characteristics seen across effective RTW
interventions included a focus on RTW, psychoeducation, and behavioural activation.

Conclusions: Evidence suggests that a low intensity approach to RTW interventions may be an appropriate first
option before investment in high intensity, and arguably more expensive interventions, as the latter appear to
provide limited additional benefit. More high-quality RCTs, from diverse countries, are needed to provide stronger
evidence.
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Introduction
Work can offer individuals, families, and wider society a
myriad of social and health benefits. From an individual
viewpoint, employment can be beneficial for people’s
health [1] and contribute to greater quality of life [2], as
it affords the opportunity for social integration and con-
tributes to social identity [3]. Most industrialised nations
recognise long-term sick leave as an increasing public
health problem, with significant personal, social, and
economic consequences [4–6]. Currently, common men-
tal health disorders and musculoskeletal problems are
the leading cause of absence due to sickness in high-
income countries [3, 4, 7, 8] and are associated with
both significant personal distress and impairment, along-
side public economic burden in the form of lost prod-
uctivity, wages, and early retirement [3, 9].
Common mental health disorders are the primary

driver behind approximately 30 to 50% of all disability
claims in high-income countries [9, 10], with the cost of
mental ill-health across the Australian workforce esti-
mated to be almost $13 billion in 2015/2016 (approxi-
mately $3200 per employee with mental illness) [11]. In
Australia, musculoskeletal conditions cause more than
85% of chronic pain and account for over 40% of early
retirements, leading to an annual loss of $16 billion in
gross domestic product (GDP) [12]. Recognition of the
burden associated with long-term sickness absence has
motivated policy makers, workplaces, clinicians, and re-
searchers to develop interventions which aim to assist
workers to return to work (RTW) and subsequently im-
proving their quality of life. RTW programs respond to
the challenge of long-term sickness absence; however,
they can be complex and costly [13] and, despite having
a shared primary objective of getting people back to
work, RTW programs can vary considerably. For ex-
ample, there is a broad range of interventions in terms
of who provides the intervention (e.g., external contrac-
tors vs. the workplace themselves) and a broad range of
intervention intensities, from low-intensity phone pro-
grams to high-intensity supported placements. Further-
more, the contents and methods applied to delivery of
RTW interventions can also vary and, at present, no gold
standard exists [3, 8].

The current study
There is growing interest from Australian healthcare
providers such as allied health organisations who have
the capacity to offer RTW interventions, however it is
unclear how these interventions should be designed to
best get people back to work. This includes uncertainty
around what strategies should be implemented and how
intense the level of intervention should be. Through
summarising the international literature, the current
study aimed to determine what constitutes an effective

psychosocial ‘Return to Work’ (RTW) intervention. We
define psychosocial interventions as interventions which
emphasise psychological, behavioural or social factors ra-
ther than biological factors, such as physical health or
pharmacotherapy. The current study also aimed to ex-
plore whether the level of intervention intensity and
intervention characteristics matter to RTW outcomes.

Methods
Search strategy
This review drew on the Preferred Reporting Items for
Systematic Reviews and Meta Analyses (PRISMA)
Guidelines [14]. We systematically searched the follow-
ing databases between 2011 and 23 July 2019: Ovid
Medline, CINAHL (EBSCOhost), PsycInfo (Ovid), Pro-
Quest, Scopus, and Google Scholar. An expert medical
librarian helped define the search terms which can be
found in Supplementary File 1.
A search of the grey literature was conducted to obtain

guidelines and frameworks for RTW best practices that
were authored by Australian RTW organisations, given
we wanted to address the study aim in the Australian
context. The grey literature search involved three strat-
egies recommended by Godin and colleagues [15].
Firstly, an industry expert in the RTW field was con-
tacted for recommendations (a senior manager of a
major Australian RTW organisation). This expert pro-
vided a list of major RTW organisations in Australia, the
websites of which were then searched for relevant docu-
ments. An advanced Google search was then conducted
using search terms outlined in Supplementary File 1. As
recommended, the first 200 Google Scholar results were
retained and screened [16].

Inclusion criteria
Studies were included if they met the following criteria:

� Randomised controlled trials (RCTs) and reviews
(systematic or meta-analysis) published in English
after 2011 (literature prior to 2011 was reviewed by
Hoefsmit, Houkes [1];

� Participants were adults aged 18 years or older on
full or partial sick leave, or unemployed, and trying
to return to paid employment;

� Interventions focused directly on RTW, or indirectly
by addressing a barrier to RTW such as mental
illness or pain. At least one of the interventions
evaluated in the RCTs, including those in the
reviews, needed to be a structured psychosocial
intervention that was primarily focused on the
individual.

� RTW outcomes were the focus, such as employment
status, sickness absence, work-related engagement
levels, or disability/insurance claims; or secondary
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outcomes which generally addressed psychological
symptoms such as depression, pain, stress, quality of
life, or similar.

High intensity interventions such as work placements,
overly medical/physical interventions, intensive case
management, interventions with excessive focus on
other stakeholders (e.g., meetings with employers or staff
training), and interventions with minimal structure (e.g.,
brokerage case management, in which a case manager
provides little direct service to the client), were excluded
because we were interested in exploring interventions
which could be offered by providers with limited cap-
acity (e.g., small teams, non-clinical settings and re-
sources). Grey literature documents needed to be: (1)
authored by an Australian RTW organisation, (2) repre-
sent a set of guidelines/frameworks for best RTW prac-
tices, (3) allow for inferences about effective intervention
characteristics, and (4) be published in English language
after 2011.

Study screening and selection
Two authors (JS and AV) independently screened the ti-
tles and abstracts of all articles returned by the system-
atic search. Where abstracts met the inclusion criteria,
the full text was reviewed. Reference lists of identified
publications were also checked for additional relevant
studies which may have been missed in the database

search. The two reviewers met to discuss any discrepan-
cies and agreed upon the final studies for inclusion.

Critical appraisal of included studies
The included studies were critically appraised using
checklists from the Joanna Briggs Institute for RCTs or
reviews. The checklists assess the quality of each study’s
methodology, referring to important elements of study.
Two authors (JS and TKO) independently appraised the
studies. When study ratings were incongruent, the two
authors discussed until consensus was reached. A higher
percentage score indicates higher quality methodology.
Studies with a score of 50% or less were excluded from
the review.

Data extraction and synthesis
Data were extracted and cross-checked from the in-
cluded studies by a combination of three review authors
(JS, TKO and AV) using data collection tools designed
and tested by the review authors.
General study characteristics and results extracted

from included RCTs included study location, population,
sample size, intervention details, intervention pro-
vider(s), RTW outcome(s), and secondary outcome(s).
Information about common intervention characteristics
were identified and are described in Table 1.
At times, a secondary reference was located (e.g., the

RCT protocol) to gain more detailed information about
intervention characteristics. On some occasions,

Table 1 RCT Intervention Characteristics: Description and Categorisation

Intervention
Characteristic

Categorisation Description

Description of
Intervention

N/A Main components of intervention

Duration (Total
Hours)

Low / Moderate
/ High

Low ≤4 / Moderate > 4 < 12 / High ≥12

Frequency Low / Moderate
/ High

Low ≤ monthly / Moderate > monthly < weekly / High ≥ weekly

Early Timing* Yes/No Whether the intervention occurred within 3 months of initial sickness absence

Multi-disciplinary Yes/No Whether intervention was multi-disciplinary

RTW focus Yes/No Whether the intervention had some explicit focus on return to work

Exposure Yes/No Whether the intervention had some focus on external (e.g., graded RTW) or internal (e.g., mindfulness)
exposure (i.e., confrontation of challenging stimuli)

Cognitive
Restructuring

Yes/No Whether the intervention included a focus on cognitive restructuring

Behavioural
Activation

Yes/No Whether the intervention had a focus on behavioural activation (e.g., exercise, remaining active, activity
scheduling)

Goal Setting Yes/No Whether the intervention included a focus on goal setting

Values Clarification Yes/No Whether the intervention included a focus on value clarification or identification

Problem Solving Yes/No Whether intervention included a focus on problem solving (e.g., identification of barriers and strategies to
overcome these)

Psychoeducation Yes/No Whether intervention included a focus on psychoeducation

* = consistent with a previous definition by Loisel and colleagues [17]
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assumptions were made; for example, if a study included
a common intervention (e.g., Cognitive Behavioural
Therapy), but did not specify the length of each session,
it was deemed reasonable to assume that sessions were
one hour each, as this is the average duration of an indi-
vidual psychotherapy session [18].
For the included reviews, data extracted included type

of review, objective, study types, participants, and the
main findings. For grey literature, data collected in-
cluded: author, year of publication, title, target popula-
tion, and relevant recommendations.
Three steps of narrative synthesis, as outlined by

Popay and colleagues [19], were followed: (1) develop a
preliminary synthesis, (2) explore relationships in the
data, and (3) assess the robustness of the synthesised
product. In order to develop a preliminary synthesis of
findings, the data were (a) organised into groups relating
to study design, type of intervention, and setting or con-
text for the intervention; and (b) presented in tabular
form.

Results
Study search and inclusion
As shown in Fig. 1, database searching yielded 12,311 re-
cords. Following the removal of duplicates, 3737 studies
were screened by title and abstract, and 3610 studies
were excluded. Reference list searching resulted in the
identification of an additional 28 relevant studies and
the full text of 127 studies were assessed. Thirty-one
studies were included, comprising of 22 RCTs and 9
reviews.
For the grey literature, the industry expert suggested

several major RTW organisations and websites. How-
ever, a search of these organisations websites did not
yield any results. An advanced Google search occurred
on the 3rd of September 2019. As shown in Fig. 1, the
advanced Google search returned 234,000 results. The
first 200 results were screened and 157 were excluded by
title. Forty-three full documents were reviewed, and 5
documents were subsequently included.

Quality of included studies
Critical appraisal of the included RCTs (n = 22) is dis-
played in Fig. 2. Four included RCTs [20–23] were re-
moved from the systematic review because they were
classified as low quality (appraisal scores ≤50%). Ap-
praisal scores for the remaining 18 RCTs ranged be-
tween 58 and 85%. Randomisation procedures, statistical
analyses performed, trial designs utilised, and measure-
ment of outcomes for intervention and control partici-
pants were done appropriately in the majority of the
included RCTs.
Most studies utilised administrative or registry data,

removing the possibility of assessment bias. The biggest

limitation across the majority of the included RCTs was
an inability to determine whether the participants them-
selves, or those delivering the interventions, were
blinded. Furthermore, descriptions and considerations of
participants lost to follow-up were typically inadequate.
Critical appraisal of the included reviews (n = 9) is dis-
played in Fig. 3. Two included reviews [9, 24] were re-
moved from the systematic review because they were
classified as low quality (45%). Appraisal scores for the
remaining 7 reviews ranged between 64 and 100%, with
three receiving a score of 100%. The main methodo-
logical limitations in the included reviews included fail-
ing to include grey literature in searches, not using two
reviewers to independently appraise studies, and not for-
mally assessing publication bias. The remainder of the
checklist items were met by the majority of the reviews.

Randomised controlled trials (n = 18)
General study characteristics
General characteristics of the included RCTs are shown
in Table 2. Eighteen RCTs were included in the review,
comprising of 42 intervention/comparison groups. All
RCTs were conducted in central or northern Europe,
with one study conducted in Canada. Total sample sizes
ranged from 60 to 728 participants (Median (IQR) =
217.50 (218.25)). Target populations included individuals
with musculoskeletal problems (n = 8 studies; 44.5%),
psychological problems (n = 9 studies; 50%), and other
health issues (n = 3 studies; 17%). Only 3 studies (17%)
explicitly stated that the health problems were work-
related. Participants in the included RCTs had mixed
employment status (casual, part-, or full-time). In most
studies, participants’ sick leave duration was long (> 3
months) and generally up to 12months.
Interventions in the included RCTs were typically

well-known structured psychosocial interventions, in-
cluding Cognitive Behaviour Therapy (CBT) and Accept-
ance and Commitment Therapy (ACT). Other
interventions such as coaching and counselling were also
used. Four RCTs involved a workplace mediation com-
ponent and only two interventions involved web-based
engagement. Common RTW outcome measures in-
cluded RTW status (i.e., succeeded or failed in returning
to work), time until first or full RTW, disability/insur-
ance claims, and number of sick leave days. Most studies
also included secondary outcome measures which gener-
ally addressed psychological symptoms such as depres-
sion, stress, quality of life, and pain.

Overall study results
Table 3 presents specific intervention details (including
intervention duration, frequency, and psychological
strategies used), as well as results from the included
RCTs. There were largely no statistically significant
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differences on RTW outcomes between participants in
diverse RTW interventions across the RCTs. Participants
generally had positive outcomes and there was no indi-
cation that any of the interventions were detrimental to
an individuals’ RTW (see Table 3). Eleven of the in-
cluded RCTs reported on participants RTW outcomes at
approximately 1-year follow-up [25–28, 30, 34, 36, 37,
39–41]. The percentage of participants who achieved
RTW at 1-year follow-up in these studies varied consid-
erably between and within studies. On average, the aver-
age minimum proportion of participants who achieved

RTW at 1-year follow-up within these studies was 56%,
while the average maximum proportion of participants
who achieved RTW at 1-year follow-up within these
studies was 68% of participants.

Intervention intensity
Intensity of RTW programs was determined by the fre-
quency and duration of the intervention (see Table 1 for
definitions). Where it was possible to determine the fre-
quency and duration of the interventions, we discuss re-
sults below. It was not possible to comment on the

Fig. 1 PRISMA Flow-chart of study search and selection. N/A = not applicable
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effect of intervention intensity in 10 RCTs, as they com-
pared interventions of the same intensity [25, 27, 28, 30,
31, 34, 35, 37, 38, 42].
In two RCTs, a low-to-moderate intensity intervention

was compared with a high intensity intervention [26,
38]. In one of these RCTs, when comparing a low inten-
sity health guidance intervention with either (1) a tai-
lored physical activity program plus health guidance or
(2) a chronic pain self-management program plus health
guidance, there was no statistically significant difference

between participants on measures of RTW, work ability,
pain, and kinesiophobia (fear of movement) [26]. In the
second RCT, there was also no difference in RTW be-
tween participants in a high intensity psychological
disorder-focused CBT intervention compared with par-
ticipants in a moderate intensity RTW-focused CBT
intervention [38]. While participants in the high inten-
sity psychological disorder-focused CBT intervention ex-
perienced superior reduction of psychiatric symptoms
from pre- to post-treatment, participants in the RTW-

Fig. 2 Critical appraisal of included randomized controlled trials. N/A = not applicable
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focused CBT intervention experienced greater reduction
in psychiatric symptoms from post-treatment to 12
months follow up [38]. One RCT compared a high in-
tensity individual work-focused CBT intervention with a
no-treatment comparison group [32]. In this study there
was no statistically significant difference between partici-
pants on measures of RTW or mental health.
In eight RCTs, participants in an intervention were

compared to individuals who were receiving care as
usual (CAU) [30, 31, 33, 36, 37, 39–41]. CAU was gener-
ally quite broad and varied across studies, including: a
disability evaluation [30]; rehabilitation in a standard
care facility [31]; ‘usual care’ provided by regular health
contacts [33]; functional restoration [36]; standard pre-
operative surgery-related information and post-operative
physical rehabilitation [37]; cardiac rehabilitation and as-
needed counselling [39]; contact with a range of health

professionals [40, 41], as well as treatment for mental
health problems in some cases [40] and regular consulta-
tions with occupational physicians [41]. In 3 of these
RCTs, there was no statistically significant difference be-
tween CAU or intervention participants on primary out-
come measures of RTW [37, 39, 40]. Furthermore, in
the same studies there was no statistically significant dif-
ference between CAU or intervention participants on
secondary outcomes measuring catastrophising [37], fear
avoidance [37], pain [37], disability scores [37], work
ability [39], mental quality of life [39], or depressive
symptoms [40]. In another study, participants in the
CAU intervention groups experienced similar outcomes
overall; however, when stratifying participants by psy-
chological disorder diagnosis, some between-group dif-
ferences in sickness absence days, work ability, and
psychological symptoms were observed [31].

Fig. 3 Critical appraisal of included reviews
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The remaining 4 RCTs showed results in favour of
intervention groups over CAU groups. Participants in a
rehabilitation-oriented coaching program showed a
higher RTW than those who received CAU (disability
evaluation with no medical advice) at 1-year follow up
[30]. Eight per cent of participants in the CAU group
did not return to work, compared to 4% in the coaching
program [29]. Similarly, overall RTW was higher in an
intervention group receiving motivational interviewing
(21.6%) compared to a CAU group receiving functional
restoration (9.5%) [36]. In another study, participants in
a multi-disciplinary intervention were more likely to
self-report increased working hours and work-related
engagement compared to participants in a “usual care”
group, but participants in an ACT intervention were not
[33]. In the last of these RCTs, participants in a CAU
group had a slower RTW than participants in a tailored
e-Health program (median = 77 versus 50 days, p = 0.03),
but there was no statistically significant between-group
difference in full RTW [41].

Intervention characteristics
Specific characteristics of each intervention in the in-
cluded RCTs are shown in Table 3. An aggregate
summary of these characteristics is also displayed in
Table 4. A broad analysis of extracted characteristics
from the 42 intervention/comparison groups across
the 18 RCTs shows that the inclusion of (1) a RTW
focus, (2) behavioural activation, and (3) psychoeduca-
tion, were most common across the RTW
interventions.

Reviews (n = 7)
General study information, intervention characteristics,
and main findings of the included reviews are shown in
Table 5. All included reviews were systematic and four
included meta-analysis. The reviews generally aimed to
broadly evaluate the effectiveness of RTW interventions,
except for one study which aimed to investigate the ef-
fectiveness of particular intervention characteristics [1].
The total number of studies included in each of the re-
views ranged from seven to 42 (153 studies in total), and
they were mostly controlled quantitative designs. Four

RCTs included in the current systematic review [29, 33,
34, 41] were also represented in two of the included re-
views [3, 13], representing an overlap in 3% of studies.
Target populations in the included reviews were individ-
uals with mental health issues (1 review), work-related
PTSD (1 review), musculoskeletal issues (n = 1 review),
cancer (2 reviews), and other health problems resulting
in sick leave (2 reviews).

Mental health issues
Two included reviews reported on the effectiveness of
RTW program characteristics for individuals with men-
tal health issues. The systematic review and meta-
analysis by Mikkelson and Michael [3] included 39 stud-
ies (a total of 38,938 participants) and looked at the ef-
fectiveness of RTW interventions for adults on sick leave
with common psychological, stress, somatoform, or per-
sonality disorders. Findings from this review suggested
that interventions with workplace contact, multiple com-
ponents, and targeting stress disorders were effective for
RTW; however, effect sizes/improvements were small.
The review also reported that timing, duration, gradual
RTW, and therapeutic elements of RTW interventions
had no consistent effect. The systematic review by Ster-
giopolous and colleagues [45] was more specific, focus-
sing solely on adults on sick-leave due to work-related
PTSD. This review included one systematic review and
six original studies, totalling 212 participants. Findings
from this review suggested that there is good preliminary
evidence for the effectiveness of exposure techniques in
RTW interventions for individuals on sick-leave due to
work-related PTSD.

Musculoskeletal issues
One systematic review, including 42 studies, reported on
the effectiveness of RTW interventions for adults on sick
leave with musculoskeletal disorders [44]. Findings from
this review suggested that interventions which are timed
early, low in duration, and include gradual RTW were
effective for individuals with musculoskeletal issues;
however, effect sizes were only modest.

Table 4 Counts of specific characteristics used in the interventions / comparison groups (n = 42) in the included RCTs (n = 18)

Intervention Characteristics

Early
Timing

Multi-
Disciplinary

RTW
Focus

Exposure Cognitive
Restructuring

Behavioural
Activation

Goal
Setting

Values
Clarification

Problem
Solving

Psychoeducation

Yes 14 17 25 15 13 28 10 9 14 24

No 24 21 12 21 22 8 25 26 21 11

Unclear 4 4 5 6 7 6 7 7 7 7

Overall
(%)

33 40 60 36 31 67 24 21 33 57
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Cancer
Two systematic reviews with meta-analyses reported on
the effectiveness of RTW program characteristics for in-
dividuals with cancer. The systematic review and meta-
analysis by de Boer and colleagues [2] included 15 RCTs
(a total of 1835 participants) and evaluated the effective-
ness of RTW interventions for employed adults with a
cancer diagnosis. Findings from this review suggested
that psycho-educational interventions are equivalent to
care-as-usual in terms of RTW; however, the quality of
evidence drawn upon was quite low, meaning this find-
ing may be unreliable. When drawing upon moderate
quality RCTs only, the review found that multi-
disciplinary interventions were superior to care-as-usual
for adults with a cancer diagnosis. The systematic review
and meta-analysis by Fong and colleagues [43] included

12 studies (a total of 2151 participants) and evaluated
the effectiveness of RTW interventions for adults with a
current or past cancer diagnosis. Similar to findings by
de Boer and colleagues [2], this review reported that
multi-component interventions, including one or more
behavioural, psychological, educational, or vocational
component appeared to improve employment status for
cancer patients; however, again, high risk of bias in the
available literature means results should be interpreted
with caution.

Other sick leave
Two systematic reviews reported on the effectiveness of
RTW interventions for individuals on sick leave for any
reason. The systematic review by Hoefsmit and col-
leagues [1] aimed to investigate specific intervention

Table 5 General study information, intervention characteristics, and findings from included reviews

Author (year) Type of
review

Objective Study
Types

Participants Findings

de Boer,
Taskila [2]

Systematic
review &
meta-
analysis

Evaluate the
effectiveness of RTW
interventions

15 RCTs Adults with cancer diagnosis
and employed (n = 1835)

Low quality evidence that psycho-educational
interventions are equivalent to CAU. Moder-
ate quality evidence that multi-disciplinary in-
terventions are superior to CAU.

Fong, Murphy
[43]

Systematic
review &
meta-
analysis

Evaluate the
effectiveness of RTW
interventions

8 RCTs, 4
quasi-
experimental

Adults with current or past
cancer diagnosis (n = 2151)

Multi-component interventions, including one
or more behavioural, psychological,
educational or vocational component appear
to improve employment status for cancer
patients, but high risk of bias in the literature
means results should be interpreted with
caution. Methodological limitations make
isolating specific components difficult.

Hoefsmit,
Houkes [1]

Systematic
review

Investigate
intervention
characteristics that
facilitate RTW

18
quantitative,
5 systematic
reviews

Adults on sick leave for any
reason (n unclear)

Generally, early timed (within 6-weeks of ini-
tial sick leave) and multi-disciplinary RTW in-
terventions are effective. For musculoskeletal-
related sick leave, time-contingent and acti-
vating (e.g., gradual RTW) interventions are
effective.

Mikkelsen and
Michael [3]

Systematic
review &
meta-
analysis

Investigate the
effectiveness of RTW
interventions

31 RCTs, 8
controlled
trials

Adults on sick leave with
common psychological, stress,
somatoform, or personality
disorders (n = 38,938)

Timing, duration, gradual RTW, and
therapeutic elements had no consistent
effect. Interventions with workplace contact
and multiple components were effective.
Interventions targeting stress disorders were
effective. Effect sizes / improvements were
small.

Palmer, Harris
[44]

Systematic
review

Investigate the
effectiveness of RTW
interventions

34 RCTs, 8
cohort
studies

Adults on sick leave with
musculoskeletal disorders (n
unclear)

Early timed and low duration interventions
were effective. Interventions that included
gradual RTW were effective. Effects were only
modest. The other characteristics were
ineffective.

Stergiopoulos,
Cimo [45]

Systematic
review

Investigate the
effectiveness of RTW
interventions

1 systematic
review, 3
RCTs, 3 pre-
post

Adults on sick leave with work-
related PTSD (n = 212, in 6 ori-
ginal studies)

There was good preliminary evidence for the
effectiveness of exposure in RTW
interventions.

Vogel,
Schandelmaier
[13]

Systematic
review &
meta-
analysis

Investigate the
effectiveness of RTW
interventions
compared to CAU

14 RCTs Adults on sick leave or with
disability (n = 12,568)

Review found that RTW programs had no
effects compared to usual practice on RTW
outcomes.

Note: CAU care as usual
aIntervention characteristics were only included if they were relevant to the current study (i.e., components of low/medium intensity psychosocial interventions).
bFeedback referred to interventions that involved psychological screening followed by individual feedback (e.g., coping strategies) in the case of
positive diagnosis.
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characteristics that facilitate RTW. This review included
18 quantitative studies and five systematic reviews. Find-
ings from this review suggest that, early timed (within 6-
weeks of initial sick leave) and multi-disciplinary RTW
interventions were generally effective. More specifically,
for musculoskeletal-related sick leave, time-contingent
and activating (e.g., gradual RTW) interventions were ef-
fective. The systematic review (and meta-analysis) by
Vogel and colleagues [13] aimed to investigate the effect-
iveness of RTW interventions, compared to care-as-
usual, for adults on sick leave or with disability. The re-
view included 14 RCTs, with a total of 12,568 partici-
pants. The review found that RTW programs had no
effects compared to usual practice on RTW outcomes.

Grey literature (n = 5)
Information about the grey literature documents and
recommendations are shown in Table 6. Target popula-
tions included people with psychological problems (n =
2), people with any injury or illness (n = 2), and people
who had experienced a motor vehicle accident (n = 1).
All injuries and illnesses of the target populations were
work-related. The four most recent published docu-
ments (Comcare, 2014; CPT Insurance Regulator, 2018;
Safe Work Australia, 2018; Worksafe Tasmania, 2018)
have based their recommendations at least to some ex-
tent on the earliest document by Comcare (2012), which
appears to be a central model for RTW processes in
Australia.

RTW guidelines for individuals with work-related
psychological problems
Comcare (2014) and Safe Work Australia (2018) provide
RTW guidelines for individuals on sick leave due to
work-related psychological problems. Both of these
guidelines recommend that in assisting RTW for individ-
uals with work-related psychological problems, the re-
sponse or intervention must be: (1) early; (2) use
problem solving strategies; (3) include planning, goal set-
ting, and progress reviews; (4) target and improve work
capacities and identify suitable duties; and, (5) encourage
the worker to pursue/activate RTW.

RTW guidelines for individuals with work-related injury,
illness, or motor vehicle trauma
Comcare (2012), CPT Insurance Regulator (2018), and
Worksafe Tasmania (2018) provide RTW guidelines for
individuals on sick leave due to work-related injury, ill-
ness, or motor vehicle trauma. Overall, guidelines from
the three sources are very similar and recommend that
in assisting RTW for individuals with work-related in-
jury, illness, or motor vehicle trauma, interventions
should: (1) use evidence-based treatments; (2) provide
education about the injuries/illnesses and

psychoeducation about cognitive-behavioural models of
wellbeing; (3) encourage maintenance or increase of ac-
tivities (e.g., at home or work); (4) facilitate self-
management using pacing and graded exposure to activ-
ities; (5) address unhelpful beliefs (e.g., fear-avoidance,
catastrophizing, and low self-efficacy); (6) use SMART
goals (particularly to facilitate RTW); and, (7) measure
and demonstrate effectiveness of treatments/interven-
tions by tracking progress.

Discussion
This systematic review sought to determine what consti-
tutes an effective RTW intervention. Eighteen RCTs and
seven reviews (all moderate-to-high quality) were in-
cluded. Most studies came from central or northern Eur-
ope, and target populations primarily included
individuals with musculoskeletal problems and psycho-
logical problems. RTW success was primarily considered
in terms of employment status, sickness absence, work-
related engagement levels, and disability/insurance
claims; however, secondary outcomes including psycho-
logical symptoms, pain, and quality of life were also con-
sidered, which is a strength of the review. Interventions
were typically well-known structured psychosocial inter-
ventions, including CBT and ACT. Key findings are dis-
cussed below.
The first key finding from the systematic review is that

RTW interventions are worthwhile as they appear to
help people get back to work, with the limited evidence
suggesting that participating in specified RTW programs
may be superior for RTW outcomes than receiving care
as usual (CAU). Four RCTs comparing RTW interven-
tions with CAU showed results in favour of the interven-
tion groups [30, 33, 36, 41], while another four RCTs
found similar RTW outcomes between individuals par-
ticipating in a RTW program and those receiving CAU
[31, 37, 39, 40]. It is important to note that CAU was
quite extensive in some cases, which may mean the ef-
fects of some RTW interventions were potentially
underestimated. For example, in regard to participants
who were receiving CAU, studies reported that these in-
dividuals actually had relatively high levels of engage-
ment with health care providers such as psychologists or
occupational physicians, and were often involved in
physical therapies, pain management, psychological ther-
apies, and counselling. In examining the intervention de-
scriptions (Tables 4 & 5), it was not possible to
determine whether ‘usual care’ from health practitioners
was more intensive than the interventions being
assessed. If control participants did engage in higher in-
tensity treatments than intervention participants, the ef-
fects of the interventions would be underestimated
considerably. Future studies should try to avoid this
issue by including detailed reporting of study
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Table 6 Document information and recommendations for RTW from included grey literature

Author Year Title Target Population Relevant Recommendations Source

Comcare 2012 Clinical Framework for the Delivery of
Health Services

People on sick leave
due to any work-
related injury or
illness

Measure and demonstrate effectiveness of
treatment (e.g., track modifiable factors such as
depression, use valid and reliable measures);
provide education about nature of injury/illness
and psychoeducation about cognitive-
behavioural models of wellbeing; encourage
maintenance of activity in all life domains; ad-
dress unhelpful beliefs related to fear-avoidance,
catastrophising, lack of acceptance, low self-
efficacy, blame, and perception of injustice; facili-
tate self-management through techniques such
as collaborative goal setting, pacing, relaxation,
exposure); implement SMART (specific, measur-
able, achievable, relevant, timed) goals focused
on optimising function, participation, and RTW;
use evidence-based treatments

Comcare
(2012)

Comcare 2014 Working for Recovery: Suitable employment
for return to work following psychological
injury

People on sick leave
due to work-related
psychological
problems

Respond early; perform a detailed assessment;
clarify work capacity; identify suitable duties;
identify participant strengths; promote activation
at home, work, and in community; use problem
solving strategies; create a RTW plan including
goal setting; organise gradual RTW; address
maladaptive beliefs about pain and injury;
develop healthy coping strategies; increase
perceived control; address relapse prevention

Comcare
(2014)

CTP
Insurance
Regulator

2018 SA CTP Framework for Injury Recovery and
Early Intervention

People on sick leave
who have
experienced motor
vehicle trauma

Intervene early; focus on person, not the injury;
measure and demonstrate the effectiveness of
treatment (e.g., outcome measures about goals
or work status); address unhelpful beliefs (e.g.,
about pain and treatment expectancies); increase
engagement in activities at home and work as
soon as possible; provide education about the
nature of the injury; facilitate a self-management
plan; create SMART goals; use evidence-based
treatment

CTP
Insurance
Regulator
(2018)

Safe Work
Australia

2018 Taking Action: A best practice framework
for the management of psychological
claims in the Australian workers’
compensation sector

People on sick leave
due to work-related
psychological
problems

Provide early intervention (within 3-months of
initial sick leave); focus on worker; use collabora-
tive care; problem solve barriers to RTW; encour-
age worker to pursue RTW opportunities; engage
in follow-up contact with worker (face-to-face or
via telephone) to discuss milestones and turning
points; use plain English in documentation; as-
sess and align worker expectations; screen for
biopsychosocial risk factors (e.g., health condi-
tions, financial stress); establish a review and
evaluation process based on agreed goals; use
an explicit work-focus; target and improve RTW
expectancies of worker (e.g., with motivational
interviewing); use complimentary contact modes
of telephone and web-based delivery to prevent
delays or if worker lives rurally

Safe Work
Australia
(2018)

Worksafe
Tasmania

2018 Managing workplace injuries in Tasmania: A
handbook for primary treating medical
practitioners

People on sick leave
due to any work-
related injury or
illness

Measure and demonstrate the effectiveness of
treatment (e.g., track progress); address
psychosocial barriers such as unhelpful beliefs
and coping strategies, financial insecurity, low
motivation; optimise expectations of worker (e.g.,
beliefs in recovery); promote benefits of
remaining active (e.g., maintaining normal
activities); focus on worker strengths; provide
education about injury/illness and treatment; use
SMART goals focused on function and RTW;
promote healthy living habits (e.g., good diet,
exercise, sleep, relaxation); promote a pacing
approach of graded exposure to activities; use
evidence-based treatment

Worksafe
Tasmania
(2018)
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methodologies [43], explicitly specifying CAU activities,
and attempting to avoid contamination.
The reviews included in the current systematic review

largely mirror results from the included RCTs, suggest-
ing that RTW interventions are effective for individuals
with mental health issues [3, 45], musculoskeletal prob-
lems [44], cancer [2], and other health issues [1], but
also pointing out potential limitations across the avail-
able literature. For example, the Mikkelsen and Michael
[3] and Palmer, Harris [44] reviews reported RTW effect
sizes to be small-modest, while the review by de Boer,
Taskila [2] found that RTW interventions were superior
to CAU only when considering moderate quality RCTs
(e.g., excluding low quality RCTs). Similarly, the review
by Fong, Murphy [43] found that RTW interventions
were better than CAU but also highlight the high risk of
bias in the literature. Given the overall quality of a study
predicts the obtained effect size, there is a need to inter-
pret such literature with caution [9, 46].
The second key finding from the systematic review is

that low-to-moderate intensity interventions may poten-
tially be a good place to start, given the costs and re-
sources required are less than that of higher intensity
interventions which appear to provide limited additional
benefits. Where it was possible to determine the inten-
sity of RTW interventions (based on the frequency and
duration of intervention contact), we explored whether
low-to-moderate intensity interventions could yield simi-
lar results to high intensity RTW programs. In two
RCTs a low-to-moderate intensity intervention was
compared with a high intensity intervention. In one of
these studies, there was no statistically significant differ-
ence between participants on measures of RTW, work
ability, pain, and kinesiophobia (fear of movement),
when comparing a low intensity health guidance
intervention with either a tailored physical activity inter-
vention plus health guidance, or with a chronic pain
self-management intervention plus health guidance [26].
In the other study, there was also no difference in RTW
outcomes between participants in a high intensity psy-
chological disorder-focused CBT intervention compared
with participants in a moderate intensity RTW-focused
CBT intervention [38]. These studies, along with the
other RCTs which found very few statistically significant
differences in RTW outcomes for individuals in inter-
ventions of varying intensities, provide preliminary sup-
port for a stepped-approach to RTW interventions
starting with low-to-moderate intensity. However, future
research should work towards understanding around
whether different sub-groups, or more complex RTW
clients, would benefit from varying intervention
intensities.
The third key finding from the systematic review is

that several common characteristics were consistently

seen across effective RTW interventions. Across the
studies included in our systematic review, a great
breadth and variety of intervention characteristics were
observed. A broad analysis of these characteristics
showed that the application of a RTW Focus, Behav-
ioural Activation, and Psychoeducation were most com-
mon across the RTW interventions. Given the relative
success of all interventions presented in our systematic
review, these may be potentially important characteris-
tics for ensuring successful RTW program outcomes.
However, more rigorous research is needed to confirm
the specific role of these characteristics in potentially
contributing to an intervention’s success. Common men-
tal disorders and musculoskeletal problems are the lead-
ing cause of sickness absence in high-income countries
[3, 4, 7, 8]. This was represented in our systematic re-
view, with the majority of participant samples including
individuals with either psychological issues [25, 29, 31–
33, 35, 38, 40, 41] or musculoskeletal problems [25, 26,
28, 30, 33, 34, 36] which affected their work participa-
tion. According to a number of meta-analyses, psychoe-
ducation [47–49] and behavioural activation [50–54] can
contribute to improved health outcomes for individuals
experiencing musculoskeletal pain and mental health
difficulties. As such, the application of these strategies to
these populations is considered to be appropriate. Psy-
choeducation and Behavioural Activation are also rela-
tively inexpensive, easy to implement, and broadly
acceptable to people [48], making them good founda-
tional strategies when designing low-to-moderate inten-
sity RTW interventions.

Practical recommendations
The reciprocal nature of work and psychological distress
has been emphasised through disability claims in high
income countries [9, 10], as well as the AUD 11.8 billon
in productivity losses associated with poor mental health
every year in Australia [55]. Given therapeutic elements
like problem solving, goal setting, and cognitive restruc-
turing are suggested to be both under-represented in,
and important for, RTW interventions in the current re-
view, this may outline an initial step forward in the
RTW space. According to Comcare and Safe Work
Australia guidelines, it is important that evidence-based
RTW interventions include a focus on (1) early interven-
tion, (2) therapeutic CBT-based strategies (e.g., psychoe-
ducation, problem solving, goal setting, behavioural
activation, graded exposure, pacing, and cognitive re-
structuring), and (3) regular measurement of progress.
While results of the current review showed that a RTW
focus was predominant across interventions (60%), along
with behavioural activation (67%) and psychoeducation
(57%), a greater focus on other therapeutic strategies
may be required to further improve RTW interventions
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moving forward. Despite being highlighted as important
in the grey literature, strategies like problem solving,
goal setting, graded exposure, pacing, cognitive restruc-
turing, and values clarification were underrepresented in
the reviewed interventions (between 0 and 36%).
Low intensity cognitive behaviour therapy (LICBT) of-

fers an existing evidence-based approach provided by
trained behavioural health coaches that can be adapted
for a RTW population, containing all the psychological
aspects suggested to be important by the peak Australian
RTW bodies. Originating in the UK, the efficacy, utility,
and flexibility of LICBT programs targeting high preva-
lence mental health disorders are well documented, with
recovery rates reported to between 49 and 62% [56]. Re-
covery in LICBT programs is defined as the movement
of those who were initially in caseness, to below caseness
as measured by the psychometric measures used. LICBT
programs and workbooks have been developed for vary-
ing nationalities around the world, including an Austra-
lian population [56], all of which include common
elements such as psychoeducation, goal setting, and the
regular measurement of psychological distress levels.
Moreover, these programs and workbooks have specific
focuses on behavioural activation, problem solving,
graded exposure, pacing, cognitive restructuring, or
worry management. Therefore, an opportunity may exist
to ensure effective RTW interventions, by modifying
existing LICBT support and resources to meet recom-
mendations outlined by peak Australian RTW organisa-
tions, ensuring support is provided by trained
behavioural health coaches (absent in 14 of the 18 stud-
ies in the current review), and increasing access to sup-
port via non-traditional platforms.

Limitations
Findings from this systematic review should be consid-
ered within the constraints of some methodological limi-
tations. A meta-analysis of the included studies could
not be performed due to considerable heterogeneity in
RTW interventions, samples used, and the assessment of
RTW outcomes across studies. These diverse elements
impeded our ability to synthesise the evidence and draw
reliable conclusions. Methodological weaknesses of some
included studies – especially the relatively high amount
of service-provision identified amongst CAU groups and
limited details provided on specific intervention charac-
teristics in some RCTs – made it difficult to determine
the true effectiveness of RTW interventions and to make
recommendations for specific characteristics which
should be included in RTW interventions. Despite the
common use of psychoeducation and behavioural activa-
tion strategies across effective RTW interventions, and
their known benefits for individuals with psychological
or musculoskeletal problems, it is not possible to

confirm the specific role these characteristics may have
played in contributing to an intervention’s success. Fur-
thermore, RTW may also be affected by other factors,
such as labour market characteristics, which were not
considered in this review. Most studies included in the
systematic review were conducted in central and north-
ern Europe, as such research across a wider range of
contexts is needed. However, according to the grey lit-
erature included in our systematic review, several of the
intervention characteristics used in the included studies
are also recommended by peak bodies for RTW inter-
ventions in the Australian context, reflecting likely gen-
eralisability of results.

Conclusion
The results of this systematic review highlight the posi-
tive role psychosocial RTW interventions can play in
helping people with a range of issues, from psychological
to musculoskeletal problems, get back to work. The
available evidence suggests that a low intensity approach
to RTW interventions may be an appropriate first option
before investment in more intensive and arguably more
expensive approaches, as the latter appear to provide
limited additional benefits. Based on the interventions
scrutinized in this systematic review, and recommenda-
tions by peak Australian bodies, foundational strategies
which could be used in such an intervention include
those offered by a low intensity cognitive behaviour ther-
apy framework. Despite the utility of information sum-
marized in this systematic review, there is a need for
more high-quality, rigorous RCTs to assist in providing
reliable evidence to make specific recommendations
about creating effective psychosocial RTW programs.
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