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Objectives The aim of this study was to evaluate the implementation of the Danish national return-to-work
(RTW) program in 21 Danish municipalities.
Methods We conducted a structured process evaluation on (i) reach and recruitment, (ii) fidelity, (iii) dosedelivered, (iv) dose-received, and (v) context by formulating 29 implementation criteria and analyzing qualitative
and quantitative data from administrative records, interviews, field notes, and questionnaires.
Results All municipalities integrated the basic features of the RTW program into the existing framework of
the sickness benefit management system to an acceptable degree, ie, establishment of RTW teams, participation
of RTW team members in the training courses, and following the general procedures of the program. However,
the level of implementation varied considerably between the municipalities, particularly with respect to fidelity
(defined as implementation consistent with the principles of the interdisciplinary RTW process). Five municipalities had high and eight had low fidelity scores. Similar large differences were found with regard to dose-delivered,
particularly in the quality of cooperation with beneficiaries, employers, and general practitioners. Only 50% of
the first consultations with the RTW coordinator were conducted in time. Among participants who were employed
when their sickness absence period started, only 9% had at least one meeting with their workplace.
Conclusion It was feasible to implement the basic features of the Danish RTW program, however, large
variations existed between municipalities. Establishment of well-functioning interdisciplinary RTW teams might
require more time and resources, while ensuring early assessment and more frequent cooperation with employers
might need more general adjustments in the Danish sickness benefit system.
Key terms complex intervention; cooperation with workplace; coordinated approach; Denmark; disability
management; fidelity; interdisciplinary team; intervention; return to work; RTW.

1 National Research Centre for the Working Environment, Copenhagen, Denmark.
2 COWI A/S, Kongens Lyngby, Denmark.
3 Elsinore Municipality, Elsinore, Denmark.
4 Rigshospitalet, Copenhagen, Denmark.
5 Psykiatrifonden, Copenhagen, Denmark.
6 The Danish Deaconess Foundation Educational Centre, Frederiksberg, Denmark.
7 Public Health Institute, Oslo, Norway.
8 Centre for Telepsychiatry, Region of Southern Denmark, Odense, Denmark.
9 Department of Public Health, University of Copenhagen, Denmark.
10 OptumInsight, Lincoln, RI, USA.
11 Department of Psychology, University of Copenhagen, Denmark.
12 The Danish Working Environment Authority, Copenhagen, Denmark.
13 Department of Health Sciences, Community & Occupational Medicine, University Medical Center Groningen, University of Groningen, Groningen, The Netherlands.

Correspondence to: Birgit Aust, PhD, National Research Centre for the Working Environment, Lersø Parkalle 105, DK-2100 Copenhagen,
Denmark. [E-mail: bma@nrcwe.dk]
Scand J Work Environ Health vol 41, no 6

529

Implementation of the Danish return-to-work program

Returning to work after long-term sickness absence
is a multifaceted and dynamic process involving various stakeholders, such as the sick-listed person, the
employer, the insurance agency, and the healthcare
system (1, 2). Interventions to improve return to work
are often complex (3) as they contain a number of
interactive components that need to be coordinated.
The evaluation of complex interventions requires both
a theoretical understanding of how the intervention
is supposed to cause change and a thorough process
evaluation to identify implementation problems so that
weak links in the causal chain can be identified and
strengthened (3–5).
In 2008 the Danish government launched an action
plan to reduce sickness absence and improve labor market participation, encompassing 39 initiatives including
the Danish return-to-work (RTW) program. The Danish
National Research Centre for the Working Environment
(NRCWE) was appointed to develop the program in
accordance with the action plan and previous experiences from national and international intervention studies. The aim was to examine whether it is possible to
implement a RTW program within the existing sickness
benefit framework in Danish municipalities and whether
the program reduces sickness absence and promotes
labor market participation (6).
The program contained a stratified cluster controlled
trial in 21 municipalities, with a nested randomized
controlled trial (RCT) in 3 of these 21 municipalities. In
two previous articles about the effect of the intervention
in the 3 RCT municipalities, we found large differences
between municipalities with regard to effect on the
length of sickness absence (7) and time-to-self-support
(8). In this article, we examine whether and to what
extent it was possible to implement the Danish RTW
program in all 21 participating municipalities.

can claim compensation for a part of the wage from the
local municipality.
The municipal sickness benefit offices are responsible for evaluating and monitoring beneficiaries on
long-term sickness absence (>30 days) and initiating
RTW efforts. Municipal social insurance ofﬁcers (SIO)
assess and classify all sick-listed persons into three
categories, distinguishing between beneficiaries who
are likely to RTW within three months (category 1),
beneficiaries who are not likely to return to work within
three months but are able to participate in RTW activities (category 2), and beneficiaries who are not likely to
RTW within three months and are not able to participate
in RTW activities (category 3).
The first consultation with the SIO about the beneficiaries’ situation and possible steps for RTW must be
conducted before the end of the 8th week of absence. Follow-up consultations have to take place every 4th week for
category 2 beneficiaries and every 8th week for category 1
and 3 beneficiaries. At the end of the first consultation, the
municipal SIO has to develop a plan that includes RTW
goals and activities, such as work ability training, gradual
return to work, and work modifications. However, the
sickness benefit regulations do not specify which kind of
activities should be available in a municipality. Initiation
of RTW activities depends on the SIO’s assessment of
the beneficiary and available municipal resources, which
might vary considerably between municipalities (10, 11).
In addition to the sickness beneﬁt scheme, municipalities
are responsible for the administration of social welfare
benefits, vocational rehabilitation, disability beneﬁts,
and a wage subsidy scheme. The state partly reimburses
municipalities for these benefits. Less reimbursement is
paid for passive measures such as sickness and disability
benefits. Municipalities therefore have strong incentives
to apply an active policy that facilitates labor market
reintegration of sick-listed people (9, 12).

Methods

Participating municipalities and beneficiaries

Legislative context
The Danish sickness beneﬁt scheme covers wage earners, self-employed and unemployed Danish residents.
The scheme has undergone many changes (9) and continues to do so; the most recent changes came into force
in 2014. In the following, we describe the relevant regulations during the time of the study: Employers pay the
full wage or partial compensation for a certain period in
the beginning of the sickness absence spell. This period,
the so-called “employer period”, was 21 days when the
study started in 2010 and was extended to 30 days in
January 2012, which was within the timeframe of the
RTW program. After the employer period, employers
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The process evaluation was conducted alongside a stratified cluster controlled trial in 21 Danish municipalities
(6). Of the 21 municipalities, 13 started the implementation of the RTW program in April 2010, while the
remainder served as control group during the first year
before implementing the RTW program in April 2011.
The original program - scheduled to end March 2012 was extended until September 2012, but 5 municipalities
decided not to continue the implementation during the
extended period. Thus, the length of the intervention
period varied between one and two and a half years.
There are some slight differences between the 21
municipalities described in the design article (6) and
the 21 municipalities described in this article: (i) one
control municipality decided to leave the study and was
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thus not evaluated; (ii) in another municipality, the RTW
program was implemented by different RTW teams in
two geographically separate sickness benefit offices.
We therefore treat this municipality as two different
municipalities in the analyses.
The RTW program
The RTW program was integrated into the existing sickness benefit framework and followed the regulations
of the ordinary sickness benefit management (OSBM).
The detailed content of the RTW program is described
elsewhere (6). Briefly, the RTW program consisted of
three elements.
Interdisciplinary RTW teams. Only beneficiaries classified as category 2 were eligible for the study. All
participating intervention municipalities were required
to establish one interdisciplinary RTW team per 170
category 2 beneficiaries expected to be recruited annually. The interdisciplinary teams consisted of two RTW
coordinators (SIO), a psychologist, a physical therapist,
a part-time psychiatrist, and a part-time physician of
occupational, social, or general medicine.
In contrast to OSBM, RTW coordinators had the
possibility to refer beneficiaries to RTW team members
for further assessment and clarification of health-related
questions. RTW coordinators could also involve RTW
team members in RTW activities, eg, in the cooperation with general practitioners and employers. All RTW
teams were obliged to conduct weekly team meetings to
discuss the situation and necessary activities for beneficiaries who had received or needed further assessment.
The psychologists and physical therapists were asked
to establish group education and training sessions on
ergonomics training, physical exercises, and psychoeducation such as stress and pain management and to
offer them to beneficiaries when appropriate. Moreover,
depending on the need for further expertise, the RTW
coordinators were encouraged to involve the health
professionals of the RTW team in other RTW activities eg, meetings with workplaces to discuss workplace
modifications and gradual RTW.
Standardized work ability assessment and procedures.
A comprehensive and guided standardized RTW assessment tool was developed, based on a biopsychosocial
understanding of health and disability (13), to enable
RTW coordinators to conduct a more qualified and
systematic assessment of the beneficiaries. RTW coordinators were advised to use the tool in the first consultation with the beneficiary. Furthermore, guidelines
and templates for the meetings between the sick-listed
beneficiary and the other RTW team members were
developed to secure a more qualified and standardized

sickness management procedure and support an effective information flow between all RTW team members.
Training courses. All RTW coordinators, psychologists,
and physical therapists were requested to participate in
a 3-week training course prior to the onset of the RTW
program. Physicians and psychiatrists were requested to
participate in preselected parts of the course. Two process consultants from NRCWE visited all RTW teams
several times during the intervention period to facilitate
the implementation process.
Design of the process evaluation
Inspired by Saunders et al (14), we structured the process evaluation along the following six main topics: (i)
reach and recruitment of target population; (ii) recruitment of RTW teams; (iii) fidelity, ie, the extent to which
the implementation was consistent with the principles of
the interdisciplinary RTW process; (iv) dose-delivered,
ie, the extent to which the RTW teams used the program
tools, followed the procedures of the program, and cooperated with beneficiaries and external stakeholders; (v)
dose-received, ie, the extent to which beneficiaries were
exposed to different parts of the RTW program and how
beneficiaries assessed the group courses offered by the
RTW team members; (vi) contextual factors, ie, aspects
that may have influenced the implementation.
To assess these topics, we formulated 29 implementation
criteria (IC) presented in table 1.
Data sources
To assess the degree to which the IC were met, we
used quantitative and qualitative data from multiple
sources. This included municipal administrative records,
interviews with RTW team members, field notes from
process consultants, and questionnaires or assessments
from different groups, including managers of the sickness benefit offices and participants of the group courses
offered by RTW team members. The data sources are
described in more detail in the appendix (http://www.
sjweh.fi/data_repository.php).
To assess reach and recruitment of the target population (IC 1–3, table 1), we used municipal administrative records. We examined how many and what type
of beneficiaries (which category) were recruited into
the RTW program and whether the first consultation
with the RTW coordinator was conducted in time. We
calculated the fraction of first consultations before the
end of the 9th week of sickness absence (instead of the
end of the 8th week) since this is the date the National
Labor Market Authority uses when assessing the performance of the Danish sickness benefit offices. Because
Scand J Work Environ Health vol 41, no 6
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Table 1. Evaluation topic, implementation criteria (IC), data sources, and analytical approaches. [Quant=quantitative; Qual=qualitative.]
Evaluation topic

Implementation criteria

Data source

Analysis
Quant Qual

Recruitment: target
population

Recruitment: multidisciplinary teams

IC 1 Was the expected number of participant recruited?

Records a

X

IC 2 Was the intended target population (category 2 cases) recruited?

Records a

X

IC 3 Was the first case management interview with beneficiaries conducted before the end
of their 9th week of sickness absence?

Records a

X

IC 4 Were all RTW team members recruited before the start of the intervention?

Interviews b
Field notes c

X
X

IC 5 To what extent did the RTW teams achieve more in-depth and more precise Interviews b
Field notes c
workability assessments through their interdisciplinary weekly conferences?

X
X

IC 6 To what extent did the RTW teams work systematically with specific goals/
sub goals on RTW activities to ensure that the activities fitted the
individual needs of sick-listed beneficiary?

Interviews b
Field notes c

X
X

IC 7 To what extent did the RTW teams hold thematically meetings to achieve
mutual learning?

Interviews b
Field notes c

X
X

IC 8 To what extent did the RTW teams regularly evaluate the interdisciplinary
processes aiming at optimizing the effects?

Interviews b
Field notes c

X
X

IC 9 To what extent did the RTW teams evaluate and reflect on the different
elements of the RTW concept aiming at optimization and at the development
of a common understanding of the programs’ goal

Interviews b
Field notes c

X
X

IC 10 To what extent did RTW team members cooperate with each other in
addition to their weekly meetings in order to optimize their work with the sicklisted beneficiaries?

Interviews b
Field notes c

X
X

IC 11 To what extent did management and the RTW teams focus on effectiveness in the administrative procedures in order to achieve a RTW process
without delays?

Interviews b
Field notes c

X
X

IC 12 To what extent did the RTW teams experience engagement, involvement
and support from nearest leader and management in order to use the
programs’ tools and develop interdisciplinary teamwork?

Interviews b
Field notes c

X
X

IC 13 To what extent did the RTW teams experience that nearest leader and
management had a clear vision and goal for the municipalities’ participation in
the RTW program?

Interviews b
Field notes c

X
X

IC 14 To what extend did the RTW coordinators use the assessment tool and
the accompanying guideline for the first case management interview with the
sick-listed beneficiary?

Interviews b
Field notes c

X
X

IC 15 To what extent did the RTW teams use the templates for information
exchange between RTW team members?

Interviews b
Field notes c

X
X

IC 16 To what extent did the RTW teams hold the weekly interdisciplinary
meetings in accordance with the RTW concept?

Interviews b
Field notes c

X
X

IC 17 To what extent did the RTW teams establish and execute group courses
for sick-listed beneficiaries in accordance with the RTW concept?

Interviews b
Field notes c
Assessment d

X
X

Fidelity: To what extent Subscale
was the implementation RTW team
consistent with the
fidelity
principles of the interdisciplinary
RTW process?

Subscale
leadership
fidelity

Dose delivered: To what Subscale
extent did the RTW
tools and
teams follow the proce- procedure
dures of the program,
cooperated with external
stakeholders (employers and general practitioners) and used the
program tools (assessment tool, group training
courses)?

Dose received: To what
extent were beneficiaries
and employers exposed
to and satisfied with
different parts of the
RTW program?

Interviews b
Field notes c

X
X

IC 19 To what extent did the RTW teams have focus on cooperation with the
general practitioner of the sick-listed beneficiaries?

Interviews b
Field notes c

X
X

IC 20 To what extent did the RTW team have focus on dialog and cooperation
with the sick-listed beneficiaries?

Interviews b
Field notes c

X
X

IC 21 How many of the recruited beneficiaries participated in at least one case
management interview with the RTW coordinator?

Records a

X

IC 22 % beneficiaries assessed by psychologists/physical therapists?

Administrative
data

X

IC 23 % beneficiaries assessed by a physician/ psychiatrist?
IC 24 % close contact to beneficiaries’ employers established?
IC 25 To what extend did the group courses help the beneficiaries to get closer
to recovery?

Questionnaire
to group course
IC 26 To what extend did the group courses help the beneficiaries to cope better participants
with their health problems?
Contextual factors:
Environment factors that
may have influenced the
implementation

X

Subscale
IC 18 To what extent did the RTW teams have focus on cooperation with the
cooperation work places of the sick-listed beneficiaries?

X

IC 27 Had turnover of RTW team members a negative impact on the implemen- Questionnaire to X
tation of the program?
SBO managers
IC 28 Had turnover among municipal leadership positions a negative impact on
the implementation of the program?

Questionnaire to X
SBO managers

IC 29 Had other changes in the municipality a negative impact on the implemen- Questionnaire to X
tation of the program?
SBO managers
Data from municipality administrative records.
Semi-structured interviews with RTW teams.
c Field notes from process consultants meetings with RTW team.
d Assessment of established courses in the participating municipalities.
a

b
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the first consultation with the RTW coordinator is the
only activity that was compulsory for all beneficiaries
in the otherwise individually tailored RTW program, this
activity is our definition of the beneficiaries participating
in the intervention.
To assess recruitment of RTW teams (IC 4), we used
semi-structured interviews with RTW teams and field
notes from the process consultants.
To assess fidelity (IC 5 –13) and dose-delivered
(IC 14–20), we developed a rating system inspired by
McGrew et al (15). Two data sources were used to independently rate the degree of fidelity and dose-delivered:
(i) group interviews with RTW team members in each
municipality and (ii) field notes from process consultants (see the Appendix). The research team, which
had conducted the group interviews, and the process
consultants, who had supported the municipalities in
implementing the program, were asked to separately rate
to what degree each IC was fulfilled in each municipality
using the following rating: 1 (weak adherence to IC), 2
(moderate adherence to IC), and 3 (strong adherence to
IC). The research team ratings were based on information given in the group interviews, while the ratings by
the two process consultants were based on their insights
gathered during their meetings with the RTW teams.
In some cases, data from interviews or process
consultants were not sufficient to rate a certain criteria
resulting in 28 missing ratings (4.2% of all ratings in
the dataset). Seventeen municipalities had either no, one
or two missing ratings, while four municipalities had
three to five missing ratings. No IC ratings were missing
from both research team and process consultants in any
municipality. The ratings from the research team and
the process consultants came to the same assessment for
32% of IC, similar assessments (difference of ≤1 point
in the 3-point rating scale) for 55% of IC, and divergent
assessments (difference of >1 point) for 13% of IC. To
make use of the ratings from both groups, we combined
the two ratings for each municipality and each IC and
calculated the mean.
For fidelity, we calculated the average of ratings
across IC 5–13 and for dose-delivered, the average of
ratings across IC 14–20. For each of these two indexes
we defined a total score of ≥2.5 as high fidelity/dosedelivered, a score of 2–2.5 as moderate fidelity/dosedelivered and a score <2 as low fidelity/dose-delivered. In addition, we calculated the fidelity subscales
RTW team fidelity (IC 5–11) and leadership fidelity
(IC 12–13), and the dose-delivered subscales tools and
procedures (IC 14–17) and cooperation (IC 18–20). To
assess in more detail to what extent RTW team members
had established and executed group trainings for sicklisted beneficiaries in accordance with the RTW program
(IC 17), we used data from an assessment conducted
among the municipalities.

According to the evaluation model (14), two aspects
are relevant when measuring dose-received: exposure
and satisfaction. With regard to measuring exposure to
the intervention, the tailored design needs to be taken
into account. A comprehensive first consultation with the
RTW coordinator was supposed to be conducted with all
sick-listed beneficiaries participating in the intervention
program. Consultations with one or more of the other
members of the RTW team were only conducted for those
beneficiaries for whom the RTW coordinator decided that
a further assessment was needed. For employed beneficiaries, it was recommended that the RTW team should
try to establish a close contact with the beneficiaries’
employer, ie, hold at least one meeting at the workplace to
discuss work modifications and or gradual RTW. Hence,
we present the following four measures of exposure to
these different parts of the intervention: (i) the percentage
of recruited category 2 beneficiaries who had at least one
registered consultation with the RTW coordinator (IC 21);
(ii) the percentage of beneficiaries who were referred to
further assessment by a psychologist or physical therapist
(IC 22) or (iii) by a physician or psychiatrist (IC 23);
and (iv) the percentage of beneficiaries for whom a close
contact with their workplace had been established (one
or more meetings at the workplace, IC 24). We used SIO
registrations to assess if at least one consultation with the
RTW coordinator had been registered. The other three
exposure measures are based on our own data collection
on the basis of the municipalities’ registration system for
cases referred to the RTW program. The data was collected in the fall of 2011. To guarantee that municipalities
had developed a certain routine in their RTW procedures,
only the 13 municipalities that started the intervention in
the first year (2010) were included in this assessment (see
the Appendix). However, as described in the method section, one of these municipalities is treated as two separate
municipalities in this article, explaining why 14 results
are presented in table 2.
To measure satisfaction with the intervention, we
used two measures of how beneficiaries experienced the
group courses offered by the RTW team members (IC
25–26) based on questionnaire data from all participants
of group courses during one week in December 2011.
To assess contextual factors, ie, aspects that may
have influenced the implementation, we focused on
staff and leadership turnover (IC 27 –28) and other
changes in the municipalities (IC 29). We used data
from the questionnaire among the managers of the sickness benefit offices. Managers were asked if turnover in
municipal leadership positions and the RTW teams had
occurred and, if yes, to comment on the consequences
for the implementation. In addition, we asked managers if there had been other changes in the municipality
that had a negative impact on the implementation of the
RTW program.
Scand J Work Environ Health vol 41, no 6
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Results
Reach and recruitment of target population
Table 2 shows measurements of reach and recruitment of
beneficiaries. The percentage of beneficiaries assigned to
category 2 and therefore eligible for the RTW program
varied greatly between municipalities (22–55%).
It was planned that 14 899 sick-listed beneficiaries
would participate in the RTW program. During the project, 12 967 beneficiaries (87%) participated, ie, had at
least one consultation with a RTW coordinator. Fifteen
municipalities recruited >80% of the planned number
of beneficiaries (83–100%), whereas six municipalities
recruited <80% (57–77%).
The percentage of first consultations with the RTW
coordinator held before the end of the 9th week of sickness absence varied between 5–73%. On average only
50% of the first consultations were held before the end
of the 9th week (table 2).
Recruitment of RTW team members
All municipalities recruited the required RTW teams.
Not all municipalities completed the recruitment process
in time for the training course and the start of the RTW
program in the sickness benefit offices. Particularly,
the recruitment of psychiatrists took longer in some
municipalities.
Fidelity and dose-delivered
The scores for the total fidelity scale varied between
1.2–2.9 (table 3). Five municipalities (24%) reached a
score of ≥2.5, indicating a high fidelity, whereas eight
municipalities (38%) had a score <2 indicating a low
fidelity. The subscales “RTW team fidelity” and “leadership fidelity” were strongly associated, however more
municipalities had scores <2 in the subscale “leadership
fidelity” (11 municipalities, 52%) than “RTW team fidelity” (five municipalities, 24%).
The total scores for dose-delivered varied from
1.5–2.9. Seven municipalities (33%) reached a score of
≥2.5, while only one municipality (5%) had a score <2.
Twelve municipalities (57%) obtained scores of ≥2.5 on
the subscale “tools and procedures”, while only eight
municipalities (38%) obtained scores of ≥2.5 on the
subscale “external cooperation”.
Group courses for sick-listed beneficiaries initiated
by the RTW team focused, as requested, on physical
exercise, mindfulness / relaxation and psychoeducation
with regard to stress and pain management, anxiety and
depression (IC 17), either as a specific course or in combination with other topics. Between two and six group
courses were offered in the different municipalities
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depending on the size of the municipality and eventually
already existing courses. While most RTW teams succeeded in establishing group courses from the start of
the project, a few municipalities took up to six months
to establish the group courses and the coordination with
the already existing courses in the municipalities.
Dose-received
For 88% of all beneficiaries in the intervention group,
at least one consultation with the RTW coordinator was
registered. This percentage varied from 72–96% between
municipalities (table 4). On average 48% of beneficiaries
received a further assessment by a psychologist and/or
a physical therapist, but this percentage varied between
27–70% among the 14 municipalities where we collected
this information (table 4). A further assessment by a
physician and/or a psychiatrist was received by 29% of
beneficiaries varying between 12–51% among the same
14 municipalities (table 4). At least one meeting with
the workplace was held for 9% of all beneficiaries who
were employed at the time their sickness absence period
started. This percentage varied considerably between the
14 municipalities ranging from 1–23%.
When asked if the group course had helped to get
closer to recovery, 38% of the beneficiaries answered “to
a very high degree” or “to a high degree”, 34% answered
“partly”, 13% answered “to a low degree” or “not at all”
and 15% answered “don’t know”. When asked if the
courses had helped to better cope with health problems,
55% answered “to a very high degree” or “to a high
degree”, 34% answered “partly”, 7% answered “to a low
degree” or “not at all”, and 4% answered “don’t know”.
Contextual factors
In all but one municipality, some turnover among the
RTW team members occurred during the course of the
program (table 5). In total, 14 managers reported that
turnovers had no impact on the implementation of the
RTW program; 9 managers reported that turnovers had a
negative impact and 3 managers reported that turnovers
of team members had been positive for the implementation of the RTW program.
With regard to turnover among municipal leadership
positions, (eg, direct supervisor of the RTW program,
leader of the municipal sickness benefit office, leader
of the municipal employment center), three managers
answered that turnovers had a negative impact while
three other managers pointed out that the turnovers had
positive implications for the implementation of the RTW
program. In the remaining municipalities, managers
reported that there was no turnover or that the turnover
had little or no impact on the implementation.
Four managers reported that other changes in the
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Table 2. Selected measurements of reach and recruitment.
Municipality

Beneficiaries in category
1
%

M11
M5 c
M2
M16
M13
M1
M17
M3 c
M10
M8
M7
M12
M9
M4
M6
M21
M19
M15
M14
M20
M18

47.9
45.8
51.9
54.2
58.5
33.3
34.5
59.9
51.4
61.3
50.9
43.4
65.3
52.4
59.3
54.5
66.4
48.5
62.8
51.7
66.0

All 21 municipalities

50.9

Recruitment rate a

2
Range

33.3–66.4

%
34.6
46.0
26.6
23.1
30.8
50.3
54.9
23.0
25.9
28.7
41.8
33.8
29.5
34.9
28.8
31.2
21.5
24.5
26.1
29.4
26.1
33.6

1st Consultation on time b

3
Range

21.5–54.9

%
17.5
8.2
21.5
22.7
10.7
16.5
10.5
17.0
22.7
10.0
7.3
22.8
5.2
12.7
11.9
14.3
12.2
27.0
11.1
18.8
7.9
15.5

Range

5.2–27.0

%

Rank

100.0
97.3
97.3
95.5
95.3
95.2
94.7
93.6
93.0
92.1
91.4
91.2
87.8
86.7
82.5
77.3
72.8
66.0
63.8
60.9
56.5

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21

87.0

Range

56.5–100.0

%
43.6
58.4
13.7
67.7
19.3
64.8
71.8
64.6
72.8
68.6
62.4
64.9
56.2
70.5
69.4
43.8
56.7
35.1
5.2
31.3
16.1

Rank
15
11
20
6
18
8
2
9
1
5
10
7
13
3
4
14
12
16
21
17
19

50.1

Range

5.2–72.8

Number of actually recruited beneficiaries/number of beforehand agreed on beneficiaries to be recruited.
Percentage of first consultations with the RTW-coordinator held before the end of the 9th week of sickness absence.
c In these municipalities the planned number of beneficiaries was reduced during the project period because they were not able to recruit that many
beneficiaries (M3 reduced from 850 to 687 and M5 from 290 to 260).
a

b

municipalities, ie, location or relocation of the RTW
team, management turnover in the health department
of the municipality and organizational changes in the
municipality had a negative effect on the implementation of the RTW program.

Discussion
The evaluation of the implementation of the RTW program can be summarized into two main findings. First,
all municipalities were able to integrate the basic features of the RTW program into the existing framework
of the sickness benefit management system. Second, for
most implementation aspects, we found large variations
between the municipalities.
Integration of RTW program into existing framework
In relation to integration of the RTW program into the
existing framework, two aspects deserve further discussion. Firstly, in some municipalities, the recruitment
of team members, in particular psychiatrists, was not
always timely with respect to the training course. Difficulties in recruiting psychiatrists are probably due to

the shortage of psychiatrists in Denmark (16). Thus,
shortage of psychiatrists with knowledge of the work
participation of beneficiaries with mental health problems may be a drawback in future RTW activities.
Secondly, the percentage of beneficiaries assigned to
category 2 varied considerably between municipalities,
despite that the definition for the three categories was
based on pre-existing regulations applying to all Danish
municipalities. Some of the variation could be due to
socioeconomic or demographic differences in the municipal populations, eg, a higher percentage of older persons
leading to a higher percentage of category 3 cases. Moreover, the definition of the three categories was altered by
the National Labor Market Authority close to the start
of the intervention, leading to temporary uncertainties
among the municipal administrators. Nevertheless, the
large variation suggests that the administrative personnel
responsible for assessing the beneficiaries differed in their
interpretation of the categorization criteria. Consequently,
different interpretations of the categorization criteria by
the municipalities may have resulted in systematic differences in participant characteristics between municipalities. The use of pre-existing regulations applying to all
Danish municipalities thus proved to be insufficient for
guaranteeing a satisfactory selection of similar participants into the program across municipalities.
Scand J Work Environ Health vol 41, no 6
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Table 3. Rating of implementation of fidelity and dose-delivered (total and sub-scales). [IC=implementation criteria.]
Municipality

Total
Subscale RTW
fidelity
team fidelity
mean score
mean score
IC5–IC13
IC5 – IC11
Range: 1.2–2.9 Range: 1.2–2.9

M1
M17
M10
M2
M19
M4
M20
M13
M9
M12
M16
M6
M8
M11
M14
M5
M18
M21
M15
M3
M7
All 21
municipalities

Subscale
leadership fidelity
mean score
IC12 – IC13
Range: 1.0–3.0

Total doseSubscale tools
Subscale
delivered
& procedures
cooperation
mean score
mean score
mean score
IC14 – IC20
IC14 – IC17
IC18 –IC20
Range: 1.5–2.9 Range: 1.6–2.9 Range: 1.3–3.0

Number of
missing
ratings
IC5 - IC20
Range: 0–5

Mean

Mean

Mean

Mean

Mean

Mean

N

2.9 a
2.9 a
2.6 a
2.5 a
2.5 a
2.3 b
2.3 b
2.3 b
2.2 b
2.1 b
2.0 b
2.0 b
2.0 b
2.0 c
1.9 c
1.8 c
1.6 c
1.5 c
1.3 c
1.2 c
1.2 c
2.1

2.9 a
2.9 a
2.6 a
2.5 a
2.5 a
2.4 b
2.3 b
2.2 b
2.4 b
2.3 b
2.0 b
2.0 b
2.0 b
2.1 b
2.1 b
2.0 b
1.5 c
1.7 c
1.4 c
1.2 c
1.2 c
2.1

3.0 a
3.0 a
2.5 a
2.5 a
2.4 b
1.9 c
2.4 b
2.4 b
1.8 c
1.8 c
2.0 b
2.0 b
2.0 b
1.6 c
1.3 c
1.0 c
1.8 c
1.0 c
1.0 c
1.1 c
1.0 c
1.9

2.9 a
2.7 a
2.8 a
2.7 a
2.5 a
2.3 b
2.3 b
2.7 a
2.4 b
2.4 b
2.3 b
2.6 a
2.4 b
2.2 b
2.2 b
2.4 b
2.1 b
2.0 b
2.0 b
2.1 b
1.5 c
2.4

2.9 a
2.6 a
2.9 a
2.9 a
2.8 a
2.1 b
2.5 a
2.6 a
2.4 b
2.4 b
2.6 a
2.8 a
2.3 b
2.7 a
2.7 a
2.6 a
1.9 c
2.3 b
2.1 b
2.3 b
1.6 c
2.5

3.0 a
2.8 a
2.7 a
2.5 a
2.3 b
2.4 b
2.1 b
2.8 a
2.5 a
2.3 b
1.8 c
2.5 a
2.5 a
1.6 c
1.6 c
2.2 b
2.3 b
1.7 c
1.8 c
2.0 b
1.3 c
2.2

0
0
1
0
0
0
0
2
1
2
4
0
5
1
1
4
2
0
0
1
4

Mean

1.3

High fidelity/high dose-delivered (scores ≥2.5).
Medium fidelity/medium dose-delivered (scores between 2.5 and 2).
c Low fidelity/low dose-delivered (score <2).
a

b

Large implementation variation between municipalities
Large variations in implementation were found for most
measures of fidelity, dose-delivered, and dose-received.
This is in line with a recently published article about
the implementation of a multidisciplinary intervention
for beneficiaries with mental health problems. Due to
different barriers and facilitators, the quality of implementation varied greatly across the three participating
municipalities resulting into different versions of the
intervention (17). Large variations might partly be due
to the complexity of the intervention. Complex interventions need to allow variation in their delivery, making
these kinds of interventions more vulnerable to one or
more components not being implemented as they should
(18). In our study, we define the underlying principles
of the interdisciplinary RTW process as interdisciplinary
teamwork that includes mutual learning and continuous
evaluation to achieve a more in-depth and more precise
work ability assessment that is supported and guided
by management. Considering that the implementation
of interdisciplinary teams within the context of Danish
municipal sickness benefit offices was a novelty for
almost all RTW team members, it might not be surprising that almost 40% of the municipalities complied with
these principles only to a low degree, indicating that
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interdisciplinary teamwork was particularly difficult
to achieve. Research in this area highlight the efforts
needed to achieve well-functioning interdisciplinary
teams: importance of consistent team membership to
foster strong relationships and group identity (19),
enough time and practice (20), input from the organizational level (21), and trying to unite the different perspectives of the various RTW stakeholders (17, 22–24).
The dose-delivered results suggest that the RTW
teams in general were able to use the tools developed
for a more standardized and qualified assessment as
well as information flow and generally followed the
procedures of the program. In contrast, the cooperation
between RTW teams and workplaces, general practitioners, and the sick-listed beneficiaries was more difficult
to achieve.
More than half of the beneficiaries (55%) reported
that the RTW teams’ group courses had helped them to
better cope with their health problems and more than a
third (38%) answered that the group courses had positive
effects on their recovery. These evaluations from beneficiaries are in line with a qualitative study of experiences with the RTW program among beneficiaries with
self-reported stress and depression (25). The interviewed
participants evaluated psychoeducative group courses as
positive and pointed out that the courses helped them to

Aust et al

Table 4. Selected measurements of dose-delivered. [NE=not estimated]
Municipality

M11
M5
M2
M16
M13
M1
M17
M3
M10
M8
M7
M12
M9
M4
M6
M21
M19
M15
M14
M20
M18

Recruited beneficiaBeneficiaries
ries with ≥1 registered further assessed
case management
by a psycholointerview with the RTW
gist/physical
coordinator
therapists a
% Rank Range
%
Range
91.0
8
47.8
86.6 16
NE
93.4
5
45.5
89.3 11
52.5
93.9
4
26.7
88.1 14
58.4
79.0 19
38.5
78.5 20
35.1
93.9
3
NE
85.6 17
NE
83.0 18
NE
88.9 13
51.9
90.3 10
NE
90.5
9
NE
89.3 12
NE
92.7
7
59.6
95.0
2
70.3
71.7 21
35.4
92.8
6
46.5
86.7 15
55.1
95.6
1
64.9
71.7–95.6
26.7–70.3
87.8
48.4

Beneficiaries
further assessed
by a physician/
psychiatrists a
%
Range
40.1
NE
25.1
32.3
18.2
38.6
25.9
13.5
NE
NE
NE
30.6
NE
NE
NE
46,8
50,7
12.4
29.1
22.7
19.7
12.4–50.7
28.6

All 21 municipalities
a Data only available for municipalities that started with the RTW program
in April 2010.

normalize their condition, restored their self-confidence,
and reduced their feeling of being alone. However, the
study also found that work ability assessment consultations could result in both motivation and frustration.
Beneficiaries’ experiences depended on the extent to
which RTW team members were able to practice an
“individual approach”, ie, if they treated and respected
beneficiaries as unique persons with specific problems
and showed genuine interest in their situation and their
needs in the RTW process (25). This indicates that beneficiaries’ experiences are not only influenced by which
RTW activities are offered to them but also largely by
how these activities are presented and conducted.
When planning the study, we anticipated that about
50% of beneficiaries would need further assessment by
a psychologist and/or a physical therapist and about
25% would need further assessment by a physician and/
or a psychiatrist. While the average rates of referrals
across all municipalities were very close to what we
anticipated, referral rates varied considerably between
municipalities. Since the referral to other RTW team
members was supposed to be based on the need for
further assessment, no goals or recommendations were
set beforehand. However, a very low referral rate might
indicate that the expertise of the other RTW team members was not always used, while a very high referral

rate might indicate an overuse of the other RTW team
members’ expertise.
The proportion of beneficiaries having their first
consultation with the RTW coordinator before the end
of the 9th week ranged from 5–73% (table 2). Similar results have been found in a recent study in five
municipalities conducted by the Danish National Audit
Office (26). Thus, the delay in first consultation seems
to be a general problem in the Danish sickness benefit
system and not specific for this intervention. Among the
possible reasons for this delay are: (i) workplaces and
beneficiaries have too weak incentives for timely report
of sickness absence episodes and (ii) lack of efficiently
organized cooperation within the municipality (26).
Because employees in Denmark have little protection
from dismissal when sick-listed (12), the late involvement
of the municipalities may be especially disadvantageous,
as chances for establishing a close contact with employers and developing collaborative RTW plans may be
reduced. An earlier study among employees sick-listed
for >8 weeks found that >50% had been dismissed or had
quit (27). Therefore, it is very likely that a large percentage of beneficiaries was not employed anymore by the
time the sickness benefit offices were ready to establish a
close contact with the beneficiaries’ employer. Also other
reasons for not initiating a close cooperation with the
employer need to be considered: a sick-listed beneficiary
and his/her employer might already have agreed on how
to organize the RTW process, or the sick-listed beneficiary did not want to establish a close contact with his/her
employer because of existing conflicts. These obstacles
might explain the low number of workplace meetings
(9% on average for all beneficiaries who were employed
at the time their sickness absence period started). Underreporting due to inconsistent registration might also play
a role. However, our results are in line with earlier studies that pointed out that close contacts between sickness
benefit offices and employers are often missing (26, 28).
Considering these obstacles, high rates of close contacts
with employers might be difficult to achieve in Denmark.
However, resources might also play a role. While managers of sickness benefit offices and SIO agreed that meetings between SIO, the beneficiary and the beneficiaries’
employer were very useful, they also pointed out that
they required a lot of time which can be difficult to find
while having to work on a large number of cases at the
same time. Fewer cases per SIO might therefore help to
increase the number of cooperations with workplaces.
Although this initially will require more resources, it
might turn out to be more effective in the end, as studies
consistently have found that interventions involving the
workplace, to – for example – implement work modifications, were more effective than interventions not involving the workplace (29, 30). The most recent change in
the Danish sickness benefit scheme, which took effect in
Scand J Work Environ Health vol 41, no 6
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Table 5. Turnover in the RTW teams and municipal management positions and other changes in the municipalities that influenced the
implementation of the RTW program (assessment based on questionnaire to managers of the RTW program in the sickness benefit offices) +1=positive implication, 0=no implication, -1=somewhat negative implication, -2=negative implication, -3=very negative implication,
[NT=no turnover]
Municipality

Implication of turnover among RTW-team
members on program implementation

Implication of turnover among municipal leadership positions on program implementation

RTW
coordinators

Psychologists
& physical
therapist

Physicians &
psychiatrists

M1
M2
M3

0
0
-3

0
+1
-2

0
-1
-3

NT
NT
NT

0
0
0

NT
NT
NT

M 21
M 20
M 19
M 11
M 14
M 17
M 12

+1
-2
0
0
NT
NT
0

NT
-2
NT
0
NT
-1
-1

+1
-2
NT
NT
NT
NT
-1

0
NT
NT
NT
NT
NT
NT

NT
0
+1
0
-2
NT
NT

NT
+1
NT
-2
0
NT
NT

M 13
M 16

-2
NT

0
0

NT
+1

NT
NT

NT
NT

NT
NT

M 15
M 18
M8
M9
M4
M5

NT
NT
0
NT
NT
NT

0
0
0
-1
0
-2

NT
NT
NT
0
NT
-2

NT
NT
NT
NT
NT
NT

NT
0
NT
NT
NT
NT

-2
NT
NT
NT
0
NT

M 10
M7
M6

NT
0
-1

0
0
-2

NT
NT
NT

NT
+1
0

0
0
NT

NT
0
NT

Direct
supervisor
of the RTW
program

2014, addresses this and other problems. The new regulations include a “Fast track” solution for employees and
employers who like to involve the municipal job centers
at an earlier stage in cases of sickness absence that are
expected to last >8 weeks.
Contextual factors
Almost all municipalities experienced some staff turnover
or other changes in the municipality or both, and several
managers reported that these changes had a negative
impact on the implementation of the RTW program. It can
be discussed if it is justified to classify turnover within the
RTW teams as a contextual factor as it also can be a reaction to problems within the RTW team. While this might
be the case, each turnover within the team is a disturbance
and contains therefore also elements of a contextual factor
with which the remaining team has to deal.
Most municipalities seem to have been able to handle the contextual changes we assessed in our study,
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Leader of the
municipal
employment
center

Leader of the
municipal
sickness
benefit office

Other changes in the
municipalities that
influenced the
implementation of
the RTW program

RTW team located in the same
place but physically separated
from sickness benefit office
and too far from management
and department culture.

Management turnover in municipality health department
had effect on the RTW team.
Organizational changes in the
municipality.

RTW team moved to a remote
location within municipality
which for a period of time led
to frustration within the team.

because no particular pattern was seen between contextual changes and problems in the implementation
of the different elements of the RTW program. Yet, the
ability to handle contextual changes might reach a limit
when too many disturbances occur at one time. In the
two municipalities where managers reported negative
or very negative implications caused by staff turnover
in addition to negative implications due to other contextual changes, we also found low ratings for fidelity.
The development of a well-functioning interdisciplinary
RTW team takes time and requires a certain continuity
of team members (19, 20). Staff turnover and other
changes that negatively influence the cooperation within
the RTW team disturb this development. Furthermore,
new team members had not participated in the training
course prior to the start of the intervention and might
therefore have had more difficulties in understanding the
aims and procedures in the RTW program.
Still, in a few other municipalities managers reported
that staff turnover had a positive effect on the program

Aust et al

implementation. This might indicate that some managers
during the course of the intervention became more aware
of the competencies needed and subsequently recruited
RTW team members that better fitted to the interdisciplinary approach of the RTW program. Only four managers answered that other changes in the municipalities
had a negative effect on the program implementation.
Thus, although other contextual changes might have
affected all municipalities (changes in sickness benefit
regulations or the economic recession making RTW
more difficult), most managers did not consider problems in implementing the RTW program to be due to
contextual changes within their municipality.
Strength and weaknesses of the study
The strength of this study is the comprehensive and
structured process evaluation using qualitative and
quantitative data gathering methods and quantitative
analysis for assessing 29 implementation criteria. Furthermore, we developed a rating system that allowed
us to systematically assess whether and to what extent
the different aspects of fidelity and dose-delivered had
been implemented. This approach allowed us to identify
which aspects of the RTW program were particularly
difficult to implement.
The use of a large part of our qualitative data in such
a quantitative way could, however, also be regarded as
a weakness, as it did not allow us to study the quality of
the implementation in depth and limited the opportunity
to understand why implementation was or was not successful (31).
It would have been desirable to have more (and better) measures of beneficiaries’ exposure to the different
program activities. That would have enabled us to study
in more detail who received the different components
of the program and how they were perceived by beneficiaries. Two attempts were made to document these
activities. First, we asked the RTW coordinators to register all main activities for each beneficiary. However,
the registrations were done very inconsistently due to
too many already existing administrative registration
tasks. Second, we tried to document the different program activities based on the municipalities’ own case
records. However, also this attempt turned out to be
largely impaired by the different ways of recording
in each municipality and by each SIO (see Appendix
under administrative data). Thus, we obtained very few
measures to assess beneficiaries’ exposure to the program, which limits a more detailed evaluation of how
the different program components were experienced by
beneficiaries.
Finally, our assessment of contextual factors that
was confined to staff and leadership turnover and other
changes in the municipality might have been too narrow.

Broader contextual aspects of the municipalities such
as socioeconomic and demographic characteristics of
the municipalities’ residents, local unemployment rate,
and municipal budget might also have played a role
for the implementation of the RTW program but were
not assessed in the process evaluation. However, these
aspects might be more important when assessing the
effects of the intervention.
Concluding remarks
Although it was feasible to integrate the basic features
of the Danish RTW program, large variations existed
between municipalities for most of the implementation criteria. Establishment of well-functioning interdisciplinary RTW teams might require more time and
resources, while ensuring early assessment and more
frequent cooperation with employers might need more
general adjustments in the Danish sickness benefit
system. Recent changes in the Danish sickness benefit
scheme have tried to address these issues. However,
it remains to be seen if these changes will lead to the
desired improvements.
Note
In a Danish report prepared immediately after the end
of the intervention (32), we combined all of the ratings
used in this study into one score. For this article, however, we conducted a more detailed analysis and, as part
of this, divided the ratings into those presenting fidelity
and those presenting dose-delivered according to the
concept introduced by Saunders et al (14).
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