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Intervention for return to work—what is really effective?

Work absenteeism due to musculoskeletal disorders and, more specifically, low-back pain, is a consid-
erable societal and individual problem requiring solutions. The past two decades were fruitful in
providing explanations for determining factors leading to work disability. An important step was to
come from a pure biomedical perspective to a more comprehensive biopsychosocial model (1).  Actu-
ally, the causes of disability were shown as being mainly psychosocial and depending on systemic
factors of the worker, the workplace, the health care system, and the compensation system (2).
Preliminary efforts to identify these causes at the individual worker’s level have been attempted (3). In
addition, in coherence with this new disability paradigm (2), efforts have been made to develop and
evaluate interventions aimed at people returning to work rather than at curing their disease. Moreover,
on the basis of the shape of the return-to-work curve (4), the disability process has been divided into
three phases (acute, subacute, and chronic) depending on the duration of absence from work (5). The
subacute phase has been identified as the “golden hour” to address the disability problem, avoiding
unnecessary interventions for most workers that return to work without the need of health care and
targeting those at high risk of prolonged disability (5). A first synthesis of the literature on return-to-
work intervention for subacute back pain was made in 2001, and it retained only two studies (6).
Hlobil and his co-workers should be congratulated for quickly replicating such a synthesis, as they
found nine relevant studies, indicating the large recent research effort in this field. The conclusions of
their study are that return-to-work intervention, when considered as a whole, effectively aids workers
to return to work. However, even a summary analysis of the reviewed interventions shows a considera-
ble discrepancy between the content of the interventions.  This content is distributed in a variable way
through the different analyzed studies and may include physical exercise, education, behavioral treat-
ment, ergonomic measures, and case management. Each of type of intervention can be applied in very
different ways (eg, education on what?, exercise of what kind?). Moreover, the duration of the inter-
ventions varies considerably, from less than 5 hours to full-time during several weeks. In most stud-
ies, no clear rationale for choosing a type of intervention or a mix of different types of intervention is
given. Due to this intervention discrepancy, such a review may confuse a clinician or a disability
manager wanting to apply the “best evidence” in his or her own setting. For example, if a clinician
wants to apply “strong evidence”, he or she may only read studies that are considered high in quality.
However, as the interventions analyzed in these studies differ completely, he or she will hardly be able
to make a reasonable choice.

However, guidelines exist, most of them explaining that the main important topics to address in
order to facilitate return to work are reassurance of the worker as to his or her condition, links between
care providers and the workplace, and bringing the stakeholders together (7, 8). Therefore, it currently
appears that we know well, at the population level, what causes the problem, we know quite well what
to avoid and what should be addressed by disability management, but we do not really know how to
do it, which is the rationale for intervention design. Instead, it seems that existing types of interven-
tion, issued from different fields of practice (cognitive behavioral, ergonomics, physical education,
disability management) have been used, although they were not designed specifically for the purpose
of return to work on a sound scientific basis. As, from the results of the study of Hlobil and his co-
workers, any type of return-to-work intervention seems to work (instead of usual care), one could
easily conclude that it resembles a Hawthorne effect (9). In the Hawthorne experiments, manipulating

editoria.pmd 9.8.2005, 8:54245



Editorial

246 Scand J Work Environ Health 2005, vol 31, no 4

various work conditions (eg, pay, light levels, restbreaks, etc), including a return to the original condi-
tions, resulted on the average over time in an increase in productivity, which was the announced aim
of the intervention. Does making any intervention with the announced aim of facilitating return to
work really facilitate return to work?

Another, less disheartening explanation may be that all these effective interventions share some
commonly hidden effective components, in the same way that eating walnuts or eating tuna may both
be beneficial in the prevention of heart disease because both walnuts and tuna contain the hidden
efficacious omega 3 component. It may be that some forms of intervention have found a different way
of appropriately reassuring the worker (10, 11). Others may have been successful in making an
appropriate link with the workplace [ie, a cognitive behavioral intervention made inside the workplace
(12, 13), as well as an ergonomic intervention (14)]. Conversely, a cognitive behavioral intervention
without a link to the workplace was found to be ineffective (15). Two very recent studies that have
appeared after the data collection of Hlobil and his co-workers confirm that a cognitive behavioral
intervention in a clinical setting without any link to the workplace has delayed return to work (16) and
that an ergonomic intervention was effective with respect to return to work (17). A currently unknown
“workplace effect” may be hidden inside an intervention or present in the context in which it is
delivered. As proposed by Hlobil and his colleagues, future research should focus on opening the
black box on return-to-work interventions in order to understand which components can shorten
work absenteeism.

Finally, we learned from Hlobil and his colleagues that a certain range of complex interventions are
better than the so-called “usual care”. Future randomized controlled trials should stop comparing
interventions to usual care, as it may even appear unethical not to offer patients something that is
clearly known to be ineffective. The research effort should be dedicated to sound intervention devel-
opment, targeted towards a specific aim shown as useful for aiding return to work (eg, reassurance)
and based on a specific rationale (eg, a method known to provide effective reassurance). This ap-
proach would allow the testing, through the use of randomized controlled trials, of a well-designed
specific intervention against another well-designed specific intervention, and would also allow the
isolation of the few final effective components that will make interventions simpler, more effective,
and more cost-effective. The same kind of methodological effort that has been made for years in
questionnaire design to ensure content and construct validity should be applied to intervention de-
sign. Efforts and costs of randomized controlled trials will then be applied to assess the empirical
effectiveness and cost-effectiveness of interventions designed on a valid foundation.
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