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Objective Previously we reported that early part-time sick leave enhances return to work (RTW) among employees with musculoskeletal disorders (MSD). This paper assesses the health-related effects of this intervention.

Methods Patients aged 18–60 years who were unable to perform their regular work due to MSD were random-

ized to part- or full-time sick leave groups. In the former, workload was reduced by halving working time. Using
validated questionnaires, we assessed pain intensity and interference with work and sleep, region-specific disability due to MSD, self-rated general health, health-related quality of life (measured via EuroQol), productivity
loss, depression, and sleep disturbance at baseline, 1, 3, 8, 12, and 52 weeks. We analyzed the repeated measures
data (171–356 observations) with the generalized estimating equation approach.

Results The intervention (part-time sick leave) and control (full-time sick leave) groups did not differ with
regard to pain intensity, pain interference with work and sleep, region-specific disability, productivity loss,
depression, or sleep disturbance. The intervention group reported better self-rated general health (adjusted
P=0.07) and health-related quality of life (adjusted P=0.02) than the control group. In subgroup analyses, the
intervention was more effective among the patients whose current problem began occurring <6 weeks before
baseline and those with ≤30% productivity loss at baseline.

Conclusions

Our findings showed that part-time sick leave did not exacerbate pain-related symptoms and
functional disability, but improved self-rated general health and health-related quality of life in the early stage
of work disability due to MSD.

Key terms back; EuroQol; lower extremity; neck; pain; quality of life; upper extremity.

Musculoskeletal disorders (MSD) are common among
working populations and affect general health and quality of life (1, 2). Evidence increasingly supports the
positive effects of staying active instead of bed rest in
the treatment of MSD and associated disability (3, 4).
Work is a determinant of good health. Good workplace conditions may have a positive impact on workers’
health, especially in common public health problems
(5). Long-term sick leave is known to be associated
with increased risk of disability pension (6, 7). Work
participation in most cases has positive effects on health
(5). Part-time sick leave avoids the negative effects of
full-time sick leave and offers the possibility to remain

at work. In part-time sick leave, reduced working time
decreases exposure to physical and psychosocial workrelated risk factors. Also flexibility in working patterns
may have positive effects on health and wellbeing (8).
Recent register-based studies have reported the
effects of partial sick leave among patients on long-term
sick leave. A Danish study (9) found a positive effect of
a graded return to work (RTW) program on the probability of returning to regular work. A Finnish study (10)
showed initially increased recurrence of sick leave but
– on a longer prospective – decreased risk of permanent
disability after part-time sick leave.
We have previously (11) shown that early part-time
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sick leave leads to earlier RTW and lower rates of subsequent sickness absence compared to full-time sick
leave. It is unknown how early RTW affects symptoms,
functional disability, self-rated health and quality of life
in comparison with full-time sick leave (12). The aim
of the current study was to assess the secondary healthrelated outcomes, such as pain intensity and interference with work and sleep and functional disability. In
addition, we were interested in self-rated general health,
health-related quality of life, depression, sleep disturbance, and productivity loss.

Methods
The study was carried out in Finland during a period
when part-time sick leave was introduced as a sickness
benefit. In Finland, employees receive full pay during
full-time sickness absence, normally up to two months.
During this time, the employer alone pays full salary
for ten days (employer period). After this period, the
employer receives compensation (up to 70% of the
earned income) from the Social Insurance Institution.
Partial sickness allowance was introduced in 2007 for
employees aged 16–67 years who are entitled to full
sickness allowance, but assessed as being capable of
performing 40–60% of their duties (10, 12). In part-time
sick leave, however, partial RTW should not compromise health or recovery process.
Up to 2010 and during the present study, partial sickness allowance could be used only after uninterrupted
full-time sick leave for almost three months. From 2010
onwards, the part-time RTW scheme provides a partial
sickness benefit alongside a partial salary after the
employer period. Since early part-time sick leave was
not included in the Finnish sickness benefit scheme at
the time of the study, specially allocated research funds
were used to partially compensate the employers for
part-time sick leave exceeding the employer period.
Participants
Six enterprises participated in this randomized controlled trial (11). Employees who sought medical advice
because of musculoskeletal pain were eligible if their
symptoms and related disability were severe enough to
justify full-time sick leave but allowed working reduced
work hours without risk of symptom deterioration.
Inclusion criteria were: (i) employees aged 18–60
years; (ii) permanent or long-term contract of ≥30
working hours per week; (iii) no sick leave due to musculoskeletal problem for >2 weeks during the preceding
month and not >30 days during the preceding 3 months;
(iv) no plans for surgical treatment requiring >1 week
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of sickness absence; (v) and no plans for other longer
absence (longer than annual paid vacation) during 12
months after enrolment.
Exclusion criteria were: (i) acute infections; (ii) symptoms due to a major accidental injury; (iii) suspected
occupational injury or disease; (iv) active inflammatory
arthritis; (v) malignant tumor diagnosed or treated during
the preceding year; (vi) coexisting severe mental disorder;
(vii) pregnancy; and (viii) very severe pain intensity or
pain interference with sleep (>7 on a 0–10 scale). However, 9 patients were included in the study despite the
fact that their pain intensity at baseline was >7 (6 in the
control group and 3 in the intervention group).
The Coordinating Ethics Committee at Helsinki
University Hospital approved the study.
Intervention
Patients were randomly allocated to part- or full-time
sick leave groups. An occupational health physician
recruited them to the study. In four of the six participating enterprises, the physician providing service for the
company carried out this recruitment, while the other
two enterprises referred eligible patients to the Finnish
Institute of Occupational Health.
During the initial visit, the occupational health
physician informed the patient about the study and
its aims. Since arrangements for part-time sick leave
(and part-time work) require negotiations at the workplace, permission to contact the worker’s supervisor
was requested. Thereafter informed consent was signed
including permission to collect information on sick leave
days with diagnoses from the registers of the occupational health service three months preceding and one
year after recruitment. Permission was also requested to
use employment data from the employers’ registers one
year after recruitment. The occupational physician carried out a symptom interview and performed a physical
examination according to a standardized protocol (13,
14). Within a few days, the participants completed an
internet-based baseline questionnaire on sociodemographics, lifestyle, health, and well-being, as well as
physical and psychosocial characteristics of the work
environment (table 1).
The physicians had written instructions for recruitment and examination of patients including a checklist
of necessary procedures. They were asked to keep a list
of examined patients and record reasons for refusals.
Part- and full-time sick leave. In the intervention group
(part-time sick leave), workload was reduced by restricting work time. The recommendation to reduce daily
working time by about half was achieved in most cases
(70% of subjects). In some cases, when it was difficult
to arrange work for half a day, the subjects worked
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Table 1. Characteristics of intervention and control group
measured at baseline. [SD=standard deviation.]
Characteristic

Control
(N=30)
%

Mean

Intervention
(N=31)
SD

%

Mean

SD

Age

44.4

10.7

44.2

10.1

Body mass index

27.1

5.3

25.4

3.6

40

0–220

Lifting, carrying or pushing loads >5 kg, number of
times per working day
Median (25th and 75th
percentile)
Awkward trunk postures,
often or constantly for ≥1
minute at a time

30

Time since onset of symptoms (number elapsed days)
Median (25th and 75th
percentile)

50 0–250
39

48

7–234

Pain intensity (0–10)

6.3

1.5

6.1

1.4

Pain interference with
work (0–10)

6.6

1.4

7.5

3.7

Pain interference with
sleep (0–10)

3.7

2.7

4.8

3.0

Self-rated general health
(0–10)

6.8

1.6

7.0

1.4

Standardized disability index
Perceived health-related
quality of life (5–15)
Productivity loss (0–100)

42 8–87

0

0.9

0

1.0

7.6

1.4

7.4

1.0

32.7

24

32.4

25

Sleep disturbance

40

37

Depression

23

14

Effort–reward imbalance
Effort (1–5)
Reward (1–5)
Effort–reward ratio

4.2
3.1
1.5

0.6
0.9
0.6

4.2
3.0
1.6

0.6
0.8
0.8

Procedural justice (1–5)

2.3

1.0

2.6

1.1

Relational justice (1–5)

2.0

1.0

2.3

1.1

Organizational equity

shorter hours 3–4 days a week (30% of subjects). Also,
if necessary, remaining work tasks were modified to
control exacerbation of activity-related symptoms. The
physician made recommendations to the patients on
the duration of partial work disability, whether certain
physical loads should be reduced, and whether any additional work modifications were necessary. The patients
took the “fit note” to their supervisor the day following
the consultation.
If the worker was unable to return to full duty after
the initial part-time sick leave, part-time sick leave
could be continued or changed to full-time sick leave
based on medical assessment. Part-time sick leave
could be extended for up to two months, if necessary.
If the worker became unable to perform part-time work
duties, full-time sick leave could be used instead based
on medical assessment. In that case, the worker could
not return to part-time sick leave.

Full-time absence was prescribed for the control group.
In both groups, employees received their regular salary.
Outcome measures
Pain-related outcomes. Pain intensity on a scale from
0–10 (0=no pain to 10=the worst possible pain) and pain
interference with work and sleep during the last 7 days
(from 0=no interference at all to 10=the worst possible
interference) were assessed at baseline, and weeks 1,
3, 8, and 12. Moreover, the region-specific disability
instruments included a question on pain intensity, and
this question served for the pain level at 52 weeks.
Region-specific disability. We used the Oswestry Disability Index to assess the disability level due to back
pain (15), the Neck Disability Index to assess cervicalspine-related disabilities (16), the QuickDASH to assess
the disabilities of the arm, shoulder, and hand (17), and
the Comprehensive Osteoarthritis Test (COAT) (18) to
assess the symptoms of the hip or knee. Disability was
assessed at baseline and at 1, 3, 8, 12, and 52 weeks.
Self-rated general health. The respondents were asked to
assess their self-rated health with a numerical scale from
0–10 (0=worst possible health state to 10=best possible
health state). General health was assessed at baseline
and at weeks 1, 3, 8, 12, and 52.
Perceived health-related quality of life. We assessed perceived health-related quality of life of the participants
using the EQ-5D, a validated measure developed by the
EuroQol (19). EQ-5D consists of five dimensions: (i)
mobility, (ii) self-care, (iii) usual activities, (iv) pain/discomfort, and (v) anxiety/depression. Each dimension has
three levels (no problems=1, some problems=2, extreme
problems=3). In addition to using the score as a continuous variable (range 5–15), we also analyzed each dimension separately by dichotomizing it into “no problems”
(level 1) versus “problems” (levels 2 and 3). We assessed
perceived health-related quality of life at all time points.
Depression. Depression was assessed using two validated questions (20): (i) During the past month have
you often been bothered by feeling down, depressed,
or hopeless? and (ii) During the past month have you
often been bothered by little interest or pleasure in doing
things? We defined depression as a “yes” response to
both questions. Depression was assessed at baseline and
12 and 52 weeks.
Sleep disturbance. We assessed sleep disturbances during the preceding four weeks by the Jenkins Sleep Problems Scale (21). It consists of 4 items on a 6-point rating
scale (1=never to 6=almost every night). The responScand J Work Environ Health 2013, vol 39, no 1
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dents were classified as having a sleep disturbance
when they reported any of the 4 problems for most of
the nights (5–7 nights per week) (22). Sleep disturbance
was assessed at baseline and 12 and 52 weeks.
Productivity loss. Productivity loss at work was selfassessed using two questions recommended by Brouwer
et al (23). The subjects were asked to consider the latest
full or partial working day and compare it to their normal workday when answering the questions: (i) assess
the amount of work you were able to perform, and (ii)
assess the quality of your work. For both questions,
the scale ranged from 0–10 (0=very poor to 10=regular
quantity or quality). In case the reported value was
<10 for either question, the respondent was requested
to indicate whether the reason was musculoskeletal,
other health-related, or another problem. To estimate
productivity loss, we used a formula “[1 - (quality/10)
× (quantity/10)] × 100%” modified from Hoeijenbos et
al (24). Productivity loss was assessed at all time points.
Covariates
Individual characteristics. We inquired about age, height,
weight, and the date of onset of current problem.
Physical workload factors. We inquired about the average number of times per working day of lifting, carrying, or pushing loads of 6–15 kg, 16–25 kg, or >25
kg (25), and awkward trunk postures for ≥1 minute at
a time. We estimated the average number of times of
lifting, carrying, or pushing loads >5 kg per working
day (26).
Psychosocial workload factors. Effort–reward imbalance
was studied using a single question for effort and three
questions for reward (27). Organizational equity was
operationalized as procedural and relational justice (28).
Randomization
After symptom interview, physical examination, and
assessment of the required length of sickness absence,
the physicians randomized the employees. Block randomization (block size 4) was used in order to obtain
equal number of intervention and control patients for
each participating physician. Using a random number generator, a statistician at the Finnish Institute of
Occupational Health performed the allocation. For each
physician, a researcher prepared sequentially numbered
sealed opaque envelopes, containing information on the
allocated group. The envelopes were kept in a locked
closet in each physician’s office. Neither the employee
nor the treating physicians were blinded for group
allocation.
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Statistical analysis
Region-specific disability was measured with different disability indices. In order to ensure that each
measurement contributed equally to the final disability
index, we standardized these variables using z-score.
Z-scores were calculated by subtracting the mean value
(m) of the variable (x) from each subject’s score and
dividing the result by the standard deviation (SD) of
the variable [z = (x - m)/SD]. A similar standardization
process was performed for the pain levels at 52 weeks
to make the different scales in the used disability indices comparable.
We used descriptive statistics to assess differences
in the baseline characteristics between the intervention and control group. We used generalized estimating equation (GEE) with an exchangeable correlation
structure to analyze differences between the groups in
the repeated measures data (29). The link function was
specified as “logit” for the dichotomized outcomes. We
used robust variance estimator to compute standard
errors. In addition to group allocation and follow-up
time, we included body mass index (BMI, continuous),
and time since the beginning of symptoms (number of
elapsed days, continuous) as covariates in the models
due to imbalance at baseline between the control and
intervention group. We also adjusted for the baseline
value of each outcome variable to control for the difference in the outcome measured at baseline between
the intervention and control group. We were interested in how part-time sick leave influences recovery
among employees with different intensity and duration of symptoms. Therefore, we performed subgroup
analyses according to pain intensity (<7 versus ≥7)
and time since the beginning of symptoms (≤6 versus
>6 weeks). Since our earlier results on an ergonomic
intervention study in employees with upper-extremity
disorders showed that only subjects with low level
of productivity loss benefited from the intervention
(30), we performed a subgroup analysis according to
productivity loss (≤30%, >30%; based on the median).
We used Stata, version 10, (StataCorp, College Station,
TX, USA) for the analyses.

Results
Baseline characteristics
All study subjects, except two (one in each group), were
female. Subjects in the control group had higher BMI
and region-specific disability at baseline than those in
the intervention group. They reported depression more
frequently and a longer time since beginning of their
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symptoms, but a lower level of pain interference with
work or sleep compared with the intervention group. The
groups were fairly similar with regard to work-related
physical and psychosocial factors. There were no major
differences between the groups in the other characteristics (table 1).

differences in health-related quality of life (P=0.008) and
general health (P=0.06) increased after further adjustment
for pain interference with work and sleep at baseline.
Of the dimensions of health-related quality of life,
improvement was higher in the intervention than the
control group in usual activities [adjusted odds ratio (OR)
0.47, 95% confidence interval (95% CI) 0.22–0.98].

Pain-related outcomes

Other outcomes

Pain intensity and interference with work and sleep
decreased in both the control and intervention group
during the first 8 weeks and stabilized thereafter. For
instance, pain intensity after 1 week was 5.3 in the
control and 5.4 in the intervention group, after 8 weeks
it was 3.8 and 3.4, respectively, and after 12 weeks 4.5
and 3.3, respectively. During the follow-up period, there
were no differences between the groups in either pain
intensity or interference with work or sleep (table 2).

The groups did not differ with regard to productivity
loss, depression, or sleep disturbance.
Subgroup analysis
The effect of the intervention did not differ between
subjects with low (<7) and high (≥7) pain intensity at
baseline with regard to pain-related outcomes, regionspecific disability, general health, health-related quality
of life, or productivity loss. Among those with low pain
intensity at baseline, sleep problems were less frequent
in the intervention than the control group (adjusted OR
0.1, 95% CI 0.0–0.3).
The intervention was more effective among subjects
whose problems began occurring <6 weeks before the
baseline. In this subgroup, the intervention group had
statistically significantly better general health (P=0.05)
and higher health-related quality of life (P=0.03) than
the control group (table 3). Of the dimensions of healthrelated quality of life, the intervention had effects on
usual activities (adjusted OR 0.3, 95% CI 0.1–0.6), and
anxiety/depression (OR 0.1, 95% CI 0.0–0.8). Moreover,
the intervention group reported less sleep problems than
the control group (OR 0.1, 95% CI 0.0–0.4).

Region-specific disability
Region-specific disability did not differ between the
intervention and control group (table 2).
Self-rated general health and health-related quality of life
The intervention group reported better self-rated general
health and higher health-related quality of life (EuroQol)
than the control group (table 2). After adjustment for
follow-up time, BMI, time since beginning of symptoms
and the baseline measure of the variable, the difference
between the two groups remained statistically significant
for health-related quality of life (P=0.02) and marginally
significant for self-rated general health (P=0.07). The

Table 2. Effects of intervention on health-related outcomes [regression coefficients (log scale), 95% confidence intervals (95% CI) and
P-values]. [Obs=number of repeated observations; SD=standard deviation.]
Characteristic

Control

Intervention

Crude

Obs

Mean

SD

Obs

Mean

SD

Coefficient b

95% CI

Pain intensity (≤3 months)

148

4.9

2.5

147

4.5

2.8

-0.3

-1.2–0.6

Pain interference with work
(≤3 months)

99

4.7

2.8

123

4.2

2.9

-0.6

-1.6–0.4

Pain interference with sleep
(≤3 months)

148

3.2

2.8

148

3.3

3.0

0.1

Pain at 1 year, standardized

27

0.2

1.0

28

-0.2

0.9

Standardized disability index
(≤12 months)

173

0.1

0.9

176

-0.1

1.0

Self-rated general health
(≤12 months)

176

7.0

1.9

180

7.6

Perceived health-related quality
of life (≤12 months)

175

7.2

1.6

177

Productivity loss (≤12 months)

131

23.9

24.2

149

Adjusted a
Pvalue

Coefficient b

95% CI

Pvalue

0.51

-0.4

-1.3–0.4

0.31

0.23

-0.7

-1.6–0.3

0.15

-1.0–1.1

0.91

-0.12

-0.9–0.7

0.77

-0.4

-0.9–0.1

0.10

-0.2

-0.7–0.4

0.48

-0.1

-0.5–0.2

0.42

-0.1

-0.4–0.2

0.54

1.6

0.6

0.0–1.2

0.04

0.5

-0.0–1.0

0.07

6.6

1.4

-0.6

-1.2– -0.1

0.03

-0.5

-0.9– -0.1

0.02

22.6

26.7

-0.6

-9.1–7.9

0.88

2.3

-4.8–9.5

0.52

Adjusted for body mass index, follow-up time, time since beginning of symptoms (number of elapsed days) and the baseline measure of the outcome.
b Negative coefficients reflect an effect in favour of the intervention group; except for “self-rated general health”.
a
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The intervention was effective among subjects with
≤30% productivity loss at baseline, but not those with
reduced productivity of >30% (table 3). The effect was
found for pain intensity and interference with work,
region-specific disability, self-rated general health, and
health-related quality of life.
Among those with ≤30% productivity loss at baseline, the intervention group reported lower productivity
loss than the control group throughout the follow-up
period. In contrast, among those with reduced productivity of >30%, the intervention group reported higher
productivity loss than the control group.

Discussion
The current study suggests that, compared to full-time
absence, part-time sick leave may improve self-rated general health and health-related quality of life in the early
stage of work disability due to MSD. Furthermore, there
was no indication of part-time sick leave exacerbating
pain intensity, pain interference with work or sleep, or
functional disability. The positive health effect was seen,
although workers in the intervention group had higher
work participation throughout the follow-up and were
more exposed to physical workloads than the control
group (11). Part-time sick leave may not be more effective

than full-time sick leave among individuals with longer
lasting MSD or substantially reduced productivity.
MSD impair quality of life (31). The current study
suggests that part-time work improves quality of life
and also perceived health. An earlier study found that
patients on part-time sick leave believe that part-time
work is good for their health (32).
The intervention in our study has two elements:
(i) by halving work time, the intervention achieved a
considerable reduction in workload and (ii) it offered
patients the possibility to participate in work. The information from our subgroup analyses can be used for
the selection of subjects who would benefit more from
work modification. Our results indicated that those with
symptoms of short duration and only slightly reduced
productivity benefited more from the intervention, while
severity of symptoms did not seem to play a role. In
this study, we used high pain intensity as an exclusion
criterion. The current results suggest that chronicity of
symptoms and level of productivity loss could serve as
more valid selection criteria.
The intervention in this study was restricted to the
reduction of work time, sometimes combined with slight
work modifications. In case of more chronic symptoms
and higher productivity loss, substantial work modifications and more individually focused measures would
likely be needed, such as cognitive behavioral approaches
and the development of problem solving strategies (33).

Table 3. Effects of intervention on health-related outcomes [regression coefficients (log scale), 95% confidence intervals (95% CI) and
P-values] according to time since beginning of symptoms (number of elapsed days) and productivity loss at baseline. [Obs (C/I)=number
of repeated observations (control / intervention)]
Outcome

Time since beginning of symptoms
≤6 weeks
Obs
Co95% CI
(C/I) efficient a,b

Pain intensity
(≤3 months)

Productivity loss

>6 weeks

≤30%

P- Obs
Co95% CI P- Obs
Covalue (C/I) efficient a,b
value (C/I) efficient a,b

>30%

95% CI

P- Obs
Co95% CI Pvalue (C/I) efficient a,b
value

65/76

-0.8

-2.0–0.4 0.18 78/71

0.2

-0.9–1.3 0.71 74/80

-1.1

-2.2–0.1 0.07 74/67

0.2

-0.9–1.3 0.77

Pain interference 44/69
with work (≤3
months)

-0.9

-2.1–0.3 0.14 53/54

-0.3

-1.4–0.9 0.65 44/67

-1.4

-2.7– -0.2 0.02 55/56

0.0

-1.3–1.4 0.95

Pain interference 64/75
with sleep (≤3
months)

-0.4

-1.5–0.6 0.41 79/73

-0.1

-1.0–0.9 0.90 73/81

-0.7

-1.7–0.3 0.18 75/67

0.5

-0.5–1.6 0.32

Standardized
disability index
(≤12 months)

75/90

-0.2

-0.6–0.1 0.15 93/86

-0.0

-0.5–0.4 0.88 87/97

-0.4

-0.8–0.0 0.05 86/79

0.1

-0.3–0.5 0.58

Self-rated
general health
(≤12 months)

77/91

0.8

0.0–1.6 0.05 93/89

0.1

-0.4–0.5 0.80 87/100

1.0

0.1–1.9 0.02 89/80

0.0

-0.4–0.4 0.97

Perceived health- 77/88
related quality of
life (≤12 months)

-0.6

-1.2– -0.1 0.03 92/89

-0.3

-0.8–0.2 0.19 86/99

-0.6

-1.0– -0.1 0.01 89/78

-0.2

-0.9–0.4 0.48

Productivity loss 57/83
(≤12 months)

2.5

-10.7–15.6 0.71 71/66

2.3

-4.7–9.3 0.52 62/84

-7.8

-14.7– -0.9 0.02 69/65

12.0

0.5–23.6 0.04

a
b

Adjusted for body mass index, follow-up time, time since beginning of symptoms (number of elapsed days) and the baseline measure of the outcome.
Negative coefficients reflect an effect in favour of the intervention group; except for “self-rated general health”.
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Previous studies (3, 4) indicate that staying active
instead of bed rest improves recovery from MSD and
related disability. The current study supports this advice
for earlier stages of work disability due to MSD. Moreover, in line with our earlier study (30), this study suggests that ergonomic work modifications are effective
only among employees whose symptoms do not significantly impair their perceived productivity at work.
The reduction of working hours is an opportunity for
employees to remain active at work (34). Furthermore,
partial RTW often precedes full RTW (35).
These results emphasize the fact that already the first
encounter between the employee with recent MSD and
the physician is important in relation to the risk of sickness absence in the future. It might be that, at this stage,
the choice of treatment is not considered very important
because most cases will recover soon anyway. Our study
shows, however, that active input from the physician’s
side is needed already at this stage if future work disability is to be avoided.
Early interventions are nowadays strongly encouraged in many countries. In the UK, instead of the “sick
note”, the “fit note” is being promoted as a means
to support the use of active alternatives instead of
traditional sick leave. In Norway, the same is made
possible during the employer period (ie, the first 16
days), and in Denmark the physicians must issue “a
report of possibilities” for employees after two weeks
of sick leave. Physicians in Sweden can use a graded
scale from 25–100% when assessing disability, and
in Finland part-time sick leave can be recommended
after two weeks of work disability. The present study
supports the effectiveness of these active approaches
in the management of MSD.
The present study has some weaknesses. The trial had
a low power to detect the true effect of the intervention.
However, even with this small sample, the effect of the
intervention reached statistical significance for some
health-related outcomes. Neither the patients nor the
physicians were blinded for the intervention. In this type
of intervention – in which the patient him/herself is an
actor in the process – blinding is impossible. Moreover,
the physicians had made decisions regarding the length
of sick leave and medication before randomization. We
used self-rated health to assess perceived current health
status. This is a subjective measure, but it seems to be a
useful tool for predicting future health outcomes (36, 37).
Subjects were asked to report their productivity during the last full- or part-time work day. Since the control
group was on sick leave more than the intervention
group, the last work day may have been more distant in
time in the control than the intervention group.
Altogether, our findings suggest that part-time sick
leave – in addition to reducing sickness absenteeism –
may have positive effects on self-rated general health

and health-related quality of life and may not exacerbate
pain-related symptoms and functional disability in the
early stage of work disability due to MSD.
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