
Scandinavian Journal of Primary Health Care, 2013; 31: 95–100

ISSN 0281-3432 print/ISSN 1502-7724 online © 2013 Informa Healthcare
DOI: 10.3109/02813432.2013.788274

                         ORIGINAL ARTICLE     

 Sickness absence, marginality, and medically unexplained physical 
symptoms: A focus-group study of patients ’  experiences        
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  Abstract 
  Purpose . Medically unexplained physical symptoms (MUPS) form a major cause of sickness absence. The purpose of 
this study was to explore factors which may infl uence further marginalization among patients with MUPS on long-term 
sickness absence.  Methods . Two focus-group discussions were conducted with a purposive sample of 12 participants, six 
men and six women, aged 24 – 59 years. Their average duration of sickness absence was 10.5 months. Participants were 
invited to share stories about experiences from the process leading to the ongoing sickness absence, with a focus on the 
causes being medically unexplained. Systematic text condensation was applied for analysis. Inspired by theories of mar-
ginalization and coping, the authors searched for knowledge of how patients ’  positive resources can be mobilized to 
counteract processes of marginality.  Results . Analysis revealed how invisible symptoms and lack of objective fi ndings were 
perceived as an additional burden to the sickness absence itself. Factors that could counteract further marginalization 
were a supportive social network, positive coping strategies such as keeping to the daily schedule and physical activity, 
and positive attention and confi dence from professionals.  Conclusions . Confi dence from both personal and professional 
contacts is crucial. GPs have an important and appreciated role in this aspect.  
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that are appraised as stressful ”  [9].Theories of mar-
ginalization [7] and coping [9] can be used to under-
stand how patients ’  positive resources can be mobilized 
to counteract processes of marginality [10]. 

 There is a lack of studies regarding the personal 
consequences of sickness absence [5]. As general 
practitioners (GPs) with various length of clinical 
experience, we shared an interest in marginalized 
groups of patients in general, and more specifi cally 
patients with MUPS. We therefore wanted to explore 
experiences from sickness absence in this group of 
patients, focusing especially on marginalization.   

 Design, material, and methods 

 A focus-group design was chosen to take advantage 
of the communicative interaction between partici-
pants sharing their experiences [11 – 12]. Participants 
were recruited from a Norwegian rural health centre 

     Introduction 

 Medically unexplained physical symptoms (MUPS) 
include conditions characterized by subjective symp-
toms without corresponding objective fi ndings [1 – 3]. 
After adequate medical assessment, such symptom 
presentations may be for example asthenia, chronic 
fatigue syndrome, fi bromyalgia, irritable bowel syn-
drome, or chronic low back pain [3]. MUPS do not 
signify psychiatric disorder, although comorbidity 
often appears [3]. MUPS has been suggested to be 
a leading cause for sickness absence [4 – 6]. 

 Sickness absence represents a marginalized state 
and may challenge personal identity and coping. We 
understand  marginalization  as a continuum between 
 “ included ”  and  “ excluded ”  from working life [7]. 
MUPS may contribute to further marginalization, 
since these conditions are attributed low medical sta-
tus [8].  Coping  is  “ thoughts and behaviours used to 
manage internal and external demands of situations 
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with 13 GPs serving a total of 12 063 patients. The 
GPs recruited patients with the following inclusion 
criteria: age over 18 years, previous work experience 
for at least two years, and ongoing sickness certifi ca-
tion lasting for 3 – 12 months due to a diagnosis char-
acterized by the lack of objective fi ndings. 

 Our sample included six men and six women 
aged 24 – 59 years with average duration of sickness 
absence of 10.5 months. Ten were married or co-
habiting. No participants were educated beyond 
secondary school, and most of them were blue-
collar workers. Their diagnoses included fi bromy-
algia, asthenia, low back pain, and other muscular 
pain conditions. We organized the focus groups by 
gender to reduce a potential  “ peacock effect ”  [13], 
since conversations about coping and marginality 
may be gendered [14]. However, the design did not 
allow for comparative analysis of possible gender 
differences. The groups met once for 90 minutes ’  
discussion. 

 Participants were invited to share experiences 
from the processes leading to the ongoing sickness 
absence, focusing on the fact that their health prob-
lems were regarded as medically unexplained. The 
participants ’  experiences of the sickness absence 
were also requested. Ethical approval for the study 
was approved by the Regional Committee for 
Medical and Health Research Ethics. 

 Audio-recorded interviews were transcribed 
verbatim by the fi rst author. All authors collabo-
rated on analysis conducted as systematic text 
condensation [15 – 16]. The four steps comprised: 
(i) reading all the material to obtain an overall 
impression and bracketing previous preconcep-
tions, (ii) identifying units of meaning, representing 
different aspects of participants ’  marginality expe-
riences from sickness absence and coding for 

these, (iii) condensing the contents of each of the 
coded groups, and (iv) summarizing the contents 
of each code group to generalize descriptions and 
concepts concerning marginality and sickness 
absence due to MUPS.   

 Results 

 Analysis revealed that invisible symptoms and lack of 
objective fi ndings were in themselves perceived as an 
additional burden of sickness absence. Factors that 
could prevent further marginalization were a sup-
portive social network, positive personal coping strat-
egies such as keeping to the daily schedule and being 
physically active, and positive attention and confi -
dence from colleagues and professionals. These fi nd-
ings are further elaborated below. Quotations are 
assigned pseudonyms.  

 The invisibility of symptoms increases 
the burden of sickness absence 

 There was broad agreement among participants that 
the lack of objective fi ndings represented a signifi -
cant additional burden. This was explained by per-
ceived lack of understanding from family, friends, 
and professionals (employers, doctors, and Norwe-
gian Labour and Welfare Administration offi cers 
[NAV]), as many of them called for evidence, such 
as visible handicap, objective fi ndings, or  “ real ”  
diagnoses. Several participants stated that they 
thought a plastered arm or leg, or reference to path-
ological fi ndings would be more convincing. A cou-
ple of participants also described how bad they felt 
if they were observed at a time when they were 
expected to be at work. A man in his thirties working 
in a factory stated:  

 It hurts to suffer from illness which nobody can 
see. It really tears [at you]. (Bob)  

 In different ways, participants described how the lack 
of proof could be a disadvantage in meetings with 
NAV. A man who had been on sickness absence 
several times during his life had initiated a meeting 
at the local NAV offi ce because he hoped for re-
education. However, he was told that his lack of a 
 “ real ”  diagnosis made this impossible. A woman in 
her fi fties with widespread muscular pain described 
her experience thus:  

 I think it is easier to do follow-up with more 
concrete diseases … . Nobody actually knows 
what is wrong with me, it is so hidden … . I 
apparently look normal from the outside, but 
nobody knows how I feel inside … . (Jane)    

   Medically unexplained physical symptoms  •
(MUPS) are a leading cause of sickness 
absence, but few studies focus on personal 
consequences from sickness absence.   
 The current study adds to this fi eld by  •
exploring factors infl uencing marginaliza-
tion among MUPS patients on long-term 
sickness absence.   
 Personal coping strategies such as a strict  •
daily schedule and physical activity may pre-
vent further marginalization.   
 The additional burden experienced by these  •
patients due to the invisible symptoms may 
be eased by support and confi dence from 
family members, friends, and professionals, 
especially GPs.   
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 Friends and family become especially important when 
everyday social contact with workmates is reduced 

 The sickness absence evoked feelings of sorrow and 
uselessness among several participants, much due to 
loss of the regular social interactions at work. They 
described how their absence made them feel like 
strangers. A man working in a warehouse explained 
the importance of the social network at his job 
like this:  

 That is the most important part of my job, the 
social. If you are gone for a long while, it changes, 
[it is] as if you have to rebuild it all up again. 
(James)  

 Some participants described how sickness absence 
had made them more passive and isolated, and they 
explained the importance of a network to prevent 
further isolation. Friends and families, especially 
their spouses, had contributed to decisive support. 
Some emphasized that they preferred their friends to 
contact them, because they felt less initiative to do 
so themselves. A married woman in her fi fties said:  

  …  to be sick  …  you have to adapt yourself  …  
you just have to adapt, isn ’ t that so? For me it 
has been a lot of downs, but I have pulled myself 
together, also with help from both my husband 
and my friends who said: you must not just sit 
about! (Rose)    

 The transition from work life to sickness 
absence evokes ambiguous emotions 

 Participants described strong feelings of relief when 
they fi nally received the sickness certifi cation, since 
they had longed for an opportunity to wind down. 
But for most of them it soon turned into feelings of 
failure, because they would rather work, feel useful, 
and contribute. We also heard descriptions of emo-
tional reactions such as irritation, restlessness, or 
depressive feelings. Approaching a state of recon-
ciliation was described as a tough issue by partici-
pants, for some of them a long and ongoing process. 
A man working as an electrician described his 
ambiguous feelings regarding his sickness absence as 
follows:  

 It was a relief; I suddenly got the opportunity to 
catch up again. But on the other hand it was 
really  …  how should I describe it  …  like degra-
dation or a humiliation to be on leave. I do not 
want to be on leave … . (Chris)  

 A few participants described how they intended to 
return to work, although they did not feel that their 

illness had improved. They mentioned feelings of 
 “ giving up ” , and expressed an expectation of another 
sickness certifi cation in the near future. A truck 
driver with shoulder pain planned to return to work 
because further absence would have economic 
disadvantage. He still had painful symptoms, but 
commented:  

 Yes, I intend to start working again, and time 
will show how long I will manage this time. 
We will see.... (Jonathan)  

 Several participants described how the transition 
from work life to sickness absence made them recon-
sider life values and their own feeling of self. A 
few described how they had gradually developed 
strategies for protection against prejudices from 
themselves or from others. Such strategies were an 
open and direct communication to reduce potential 
suspicion and uncomfortable questions, or efforts to 
ignore what others may think of them. The unpre-
dictability of the situation regarding possible out-
comes, prognosis, and the process of how to return 
to work was described as a stressful puzzle. 

 Yet, the participants described other coping 
strategies, including a belief that they would man-
age. A woman said that although she would probably 
never return to full-time work, at least she had 
decided to manage her health problems. Some 
mentioned the importance of maintaining a daily 
schedule. One woman had seen an opportunity to 
acquire a hobby or spend more time with her grand-
children. Others talked about positive experiences 
related to physical activity, like walking in the fi elds. 
Activity-group programmes with a low entrance 
threshold were praised. A woman living in a rural 
area who was feeling isolated told of how she 
felt about being invited to an activity group by her 
doctor:  

 It is so diffi cult to get started on your own, I 
think, so for me the suggestion from the doctor 
was very good. Getting started. (Mary)    

 Positive attention and confi dence from workplace 
and professionals is essential 

 Some participants described how they maintained 
contact with the workplace by calling or visiting. For 
most of them such efforts were positive experiences, 
although with a few exceptions. Such contact could 
be obtained through direct meetings with colleagues 
or the employer, or by telephone. Several partici-
pants said that they preferred to be contacted, and 
described how important it was to be reassured that 
they were missed by their colleagues. A woman who 
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had remained in the same job for many years 
admitted:  

 I would never have shown up at work unless they 
had called me and encouraged me to come by. 
If not, I would just have stayed at home. (Kate)  

 Most of the participants expressed satisfaction with 
their GPs. The need for time, empathy, and trust was 
of great importance. Satisfaction could also be 
enhanced when suffi cient medical investigations 
had been undertaken, either GP-initiated, patient-
initiated, or combined. However, several partici-
pants called for a more proactive doctor, one who 
would take initiatives towards examination, treat-
ments, or information about enterprises. A cleaner in 
the process of being relocated to another type of job 
described the important role of her doctor like this:  

 My doctor has been just fantastic. He has lis-
tened, so that I have the ability to get my frustra-
tion out, and put my problems into words. He 
has helped me to where I am today. (Jane)  

 Several participants felt that NAV pushed the per-
son back towards work as fast as possible, indepen-
dent of their functional abilities. Many participants 
were frustrated over a system they looked upon as 
rigid, feeling for instance that their diagnosis was 
more important to NAV staff than their actual func-
tion. A man stated that he felt much worse for sev-
eral days after a meeting at the NAV offi ce since he 
had felt pushed in a negative way. Yet, some positive 
experiences and outcomes were described, attrib-
uted to constructive cooperation between NAV, 
their workplace, and their GPs, such as in Jane ’ s 
case. A man with asthenia described relief about 
having limited contact with NAV:  

 I have not had much contact with NAV. But for 
me that is really like a blessing! I feel so bad, so 
if they had pushed me, I think I would have been 
even worse. (Chris)     

 Discussion 

 The lack of objective fi ndings was perceived as an 
additional burden. The importance of a social net-
work, as well as different personal coping strategies, 
was described. Confi dence from professionals was 
crucial. Below, we discuss the strengths and limita-
tions of these fi ndings.  

 Methodological challenges 

 Our sample of participants represented a range of 
age and actual length and grade of sickness absence. 

The diagnoses varied. Two to fi ve groups are often 
recommended when conducting focus-group inter-
views [17]. There is, however, no consensus on 
sample size in focus groups, and the main question 
is whether the data are suffi ciently diverse and rig-
orous to answer the research question [18,19]. After 
conducting two groups, we critically read the tran-
scripts. We found the material suffi ciently abundant 
for relevant events. 

 Our aim was to focus participants ’  experiences of 
sickness absence, not to explore their illness trajec-
tories, although ewe were aware of the tight connec-
tions between these two issues. During the discussions 
we therefore focused particularly on the process of 
being excluded from working life, and found that the 
participants shared stories representing experiences 
from this rather than their symptom descriptions. 

 Nevertheless, talking about marginality is a sen-
sitive issue. We succeeded in establishing a safe 
atmosphere in the group, enhancing openness and 
honesty, confi rmed by the fact that participants 
shared quite differing stories. Yet, there is a lot about 
the participants which we did not assess, for instance 
negative perpetuating factors. Most of the partici-
pants claimed that they wanted to return to work. 
We have not, however, investigated their actual job 
involvement, and we do not know whether they 
fi nally returned to work or not.   

 Sickness absence and marginality 

 Studies on personal consequences of long-term sick-
ness absence are few and mostly concern adverse 
fi nancial and social consequences [20 – 22]. In con-
trast to these only one participant mentioned fi nan-
cial concern, and none worried about a lack of 
possible promotion in our study. 

 Floderus et   al. present some positive conse-
quences from sickness absence among women, such 
as improved sleep and contact with children [21]. 
Among our participants, only one woman stated 
enhanced contact with grandchildren as a positive 
benefi t of sickness absence. Previous studies are con-
sistent with the current fi ndings, that sickness absence 
provides mainly negative consequences, such as 
feelings of shame and uselessness [21], inactivity, 
isolation, and depression [21,23]. 

 Furthermore, almost none of our participants 
called for re-education, in contrast to the fi ndings 
from a study on sickness absence due to burnout 
[24]. In contrast to the fi ndings from a study on sick-
ness absence due to musculoskeletal problems [25], 
none of our participants regarded life at home as 
more important than their working life. Most of them 
expressed a strong bond to their work, and almost all 
of them expressed a clear wish to return to work. We 
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were struck by their overall descriptions of loss, con-
trasting with a previous study where blue-collar 
female workers revealed a fragile job identity [26]. 
These fi ndings diverge from those of Sieurin et   al., 
who described a loss of drive to work at all, even 
among those actually back at work after a period of 
sickness absence [22]. 

 The current study adds to existing knowledge by 
revealing specifi c consequences of sickness absence 
for patients with MUPS conditions. Participants pre-
sented important messages about how the invisibility 
of their symptoms imposed a heavy extra burden, 
adding to previous knowledge about the frustration 
felt due to lack of proof [27]. 

 A recent study supports our fi ndings and demon-
strates the impact of social support from signifi cant 
others and positive coping strategies in preventing 
psychological distress because of long-term sickness 
absence [28]. Also a study from a rehabilitation cen-
tre described how a successful return to work was 
achieved among individuals who were able to control 
their life situations and manage their jobs despite 
their complaints [29], and individuals who received 
a disability pension presented less self-control. The 
latter externalized their problems to, for instance, 
lack of competence among professionals, such as lack 
of follow-up from employers. This resembles our 
fi ndings in that some participants expressed a wish 
to be contacted by the employer rather than to call 
or show up themselves. 

 The participants in our study seemed to be more 
satisfi ed with their GPs than previously reported 
[23]. Suffi cient time, empathy, and confi dence were 
mentioned as important by our participants. A recent 
literature review regarding treatment strategies for 
MUPS patients concludes along the same lines 
emphasizing such traditional general ideals as 
patient-centred communication, doctor – patient alli-
ances, and regular meetings [30]. Finally, our study 
elucidates and concretizes the impact of personal 
relations, both private and professional, during sick-
ness absence [31]. A few participants described how 
reduced presence at their job due to ongoing illness 
might have prevented further marginalization, sup-
porting a Swedish study concerning part-time sick-
ness absence [22]. GPs ’  encouragement to remain 
active seems to be important. General factors such 
as suffi cient time, empathy, and confi dence along-
side a focus on and encouragement of the patient ’ s 
own positive coping strategies may prevent further 
marginalization from working life.    

 Acknowledgements 

 The authors would like to thank the GPs who 
recruited patients, the participants who shared their 

experiences with us the assistance from Eirik Abild-
snes (MD PhD), who participated as observer in one 
of the focus groups, and Brona Fullen (BSc PhD) 
for linguistic advice. 

  Sources of funding 

This study was supported by the Norwegian Medical 
Association ’ s fund for research in general practice. 

  Ethical approval 

This study was conducted with the approval of the 
Regional Ethical Committee (REK Vest, Postboks 
7804, N-5020 Bergen, Norway) # 2010/3208. All 
patients provided written informed consent.   

 Declaration of interests 

 The authors report no confl ict of interest. The 
authors alone are responsible for the content and 
writing of the paper.    

 References 

    Olde Hartman   T ,  Hassink-Franke   LJA ,  Dowrick   C ,  Fortes  [1] 
 S ,  Lam   C ,  van der Horst   HE  et   al .  Medically unexplained 
symptoms in family medicine: Defi ning a research agenda. 
Proceedings from WONCA 2007 . Fam Pract.  2008 ; 25 :
 266 – 71 .  
    Mayou   R  .  Medically unexplained physical symptoms .  BMJ.  [2] 
 1991 ; 303 : 534 – 5 .  
    Burton   C  .  Beyond somatisation: A review of the understand-[3] 
ing and treatment of medically unexplained physical 
symptoms (MUPS) .  Br J Gen Pract.   2003 ; 53 : 231 – 9 .  
    Tellnes   G  .  Sickness certifi cation in general practice: A review . [4] 
 Fam Pract.   1989 ; 6 : 58 – 65 .  
    Vingard   E ,  Alexanderson   K ,  Norlund   A  .  Chapter 9. Conse-[5] 
quences of being on sick leave .  Scand J Public Health . 
 2004 ; 32 : 207 – 15 .  
    Starzmann   K ,  Hjerpe   P ,  Dalemo   S ,  Bj ö rkelund   C , [6] 
 Bostr ö m   KB  .  No physician gender difference in prescription 
of sick-leave certifi cation: A retrospective study of the 
Skaraborg Primary Care Database .  Scand J Prim Health 
Care.   2012 ; 30 : 48 – 54 .  
    Svedberg   L ,   editor .  Marginality [Marginalitet]: Studentlit-[7] 
teratur ,  1995 .  
    Album   D ,  Westin   S  .  Do diseases have a prestige hierarchy? A [8] 
survey among physicians and medical students . Soc Sci 
Med.  2008 ; 66 : 182 – 8 .  
    Folkman   S ,  Moskowitz   JT  .  Coping: Pitfalls and promise . [9] 
 Annu Rev Psychol.   2004 ; 55 : 745 – 74 .  
    Hollnagel   H ,  Malterud   K  .  Shifting attention from objective [10] 
risk factors to patients ’  self-assessed health resources: 
Clinical model for general practice .  Fam Pract.   1995 ; 12 : 
423 – 9 .  
    Kitzinger   J  .  Qualitative research: Introducing focus groups . [11] 
 BMJ.   1995 ; 311 : 299 – 302 .  
    Morgan   D , editor .  Focus groups as qualitative research . [12] 
 Thousand Oaks, CA. Sage Publications;   1997 .  



100 A. Aamland et al.

    Krueger   R ,  Casey   M  eds .  Focus groups: a practical guide for [13] 
applied research .  Thousand Oaks, Calif: Sage ,  2000 .  
    Malterud   K ,  Hollnagel   H ,  Witt   K  .  Gendered health resources [14] 
and coping: A study from general practice .  Scand J Public 
Health.   2001 ; 29 : 183 – 8 .  
    Malterud   K  .  Systematic text condensation: A strategy for [15] 
qualitative analysis .  Scand J Public Health.   2012 ; 40 :
 795 – 805 .  
    Aamland   A ,  Malterud   K ,  Werner   EL  .  Phenomena associated [16] 
with sick leave among primary care patients with medically 
unexplained physical symptoms: A systematic review .  Scand 
J Prim Health Care .  2012 : 1 – 9 .  
    Carlsen   B ,  Glenton   C  .  What about N?   A methodological [17] 
study of sample-size reporting in focus group studies .  BMC 
Med Res Methodol.   2011 ; 11 : 26 .  
    Sandelowski   M  .  Sample-size in qualitative research .  Res [18] 
Nurs Health.   1995 ; 18 :  179 – 83 .  
    Malterud   K   , Focus groups [Fokusgrupper som forsknings-[19] 
metode for medisin og helsefag  ]. Oslo, Norway: Universitet-
sforlaget, 2012 .  
    Bryngelson   A  .  Long-term sickness absence and social exclu-[20] 
sion .  Scand J Public Health.   2009 ; 37 : 839 – 45 .  
    Floderus   B ,  Goransson   S ,  Alexanderson   K ,  Aronsson   G  . [21] 
 Self-estimated life situation in patients on long-term sick 
leave .  J Rehabil Med.   2005 ; 37 : 291 – 9 .  
    Sieurin   L ,  Josephson   M ,  Vingard   E  .  Positive and negative [22] 
consequences of sick leave for the individual, with special 
focus on part-time sick leave .  Scand J Public Health.  
 2009 ; 37 : 50 – 6 .  
    Ockander   M ,  Timpka   T  .  A female lay perspective on the [23] 
establishment of long-term sickness absence .  Int J Soc 
Welfare.   2001 ; 10 : 74 – 9 .  

    Eriksson   UB ,  Starrin   B ,  Janson   S  .  Long-term sickness [24] 
absence due to burnout: Absentees ’  experiences .  Qual Health 
Res.   2008 ; 18 : 620 – 32 .  
    Hooftman   WE ,  Westerman   MJ ,  van der Beek   AJ ,  Bongers  [25] 
 PM ,  van Mechelen   W  .  What makes men and women with 
musculoskeletal complaints decide they are too sick to work?  
 Scand J Work Environ Health.   2008 ; 34 : 107 – 12 .  
    Johansson   EE ,  Hamberg   K ,  Lindgren   G ,  Westman   G.  [26] 
  “ How could I even think of a job? ” : Ambiguities in working 
life in a group of female patients with undefi ned muscu-
loskeletal pain .  Scand J Prim Health Care .  1997 ; 15 : 
169 – 74 .  
    Werner   A ,  Malterud   K  .  It is hard work behaving as a credible [27] 
patient: Encounters between women with chronic pain and 
their doctors .  Soc Sci Med.   2003 ; 57 : 1409 – 19 .  
    Batt-Rawden   KB ,  Tellnes   G  .  Social factors of sickness [28] 
absences and ways of coping: A qualitative study of men and 
women with mental and musculoskeletal diagnoses, Norway . 
 Int J Ment Health Promot.   2012 ; 14 : 83 – 95 .  
    Haugli   L ,  Maeland   S ,  Magnussen   L  .  What facilitates return [29] 
to work? Patients ’  experiences 3 years after occupational 
rehabilitation .  J Occup Rehabil .  2011 : 1 – 9 .  
    Heijmans   M , ol de Hartman   T ,  van Weel-Baumgarten   E , [30] 
 Dowrick   C ,  Lucassen   P ,  van Weel   C  .  Experts ’  opinions on 
the management of medically unexplained symptoms in 
primary care: A qualitative analysis of narrative reviews and 
scientifi c editorials .  Fam Pract.   2011 ; 28 : 444 – 55 .  
    Svensson   T ,  Mussener   U ,  Alexanderson   K  .  Sickness absence, [31] 
social relations, and self-esteem: A qualitative study of the 
importance of relationships with family, workmates, and 
friends among persons initially long-term sickness absent 
due to back diagnoses .  Work.   2010 ; 37 : 187 – 97 .    


