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Abstract

Purpose

In recent decades, many countries have implemented return-to-work coordinators to com-
bat high rates of sickness absence and insufficient collaboration in the return-to-work pro-
cess. The coordinators should improve communication and collaboration between
stakeholders in the return-to-work process for people on sickness absence. How they per-
form their daily work remains unexplored, and we know little about to what extent they col-
laborate and perform other work tasks to support people on sickness absence. This study
examines which work models return-to-work coordinators use in primary healthcare, psychi-
atry and orthopaedics in Sweden.

Methods

A questionnaire was sent to all 82 coordinators in one region (89% response rate) with ques-
tions about the selection of patients, individual patient support, healthcare collaboration,

and external collaboration. Random forest classification analysis was used to identify the
models.

Results

Three work models were identified. In model A, coordinators were more likely to select cer-
tain groups of patients, spend more time in telephone than in face-to-face meetings, and col-
laborate fairly much. In Model B there was less patient selection and much collaboration and
face-to-face meetings. Model C involved little patient selection, much telephone contact and
very little collaboration. Model A was more common in primary healthcare, model C in ortho-
paedics, while model B was distributed equally between primary healthcare and psychiatry.

Conclusion

The work models correspond differently to the coordinator’s assignments of supporting
patients and collaborating with healthcare and other stakeholders. The differences lie in
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outcome variable used in the analysis is what
healthcare setting the RTW coordinator work in.
There are only 7 individuals working in the
orthopaedic setting. The minimal data set further
reveal the coordinators individual working hours
per week, which would make it easy to identify
individuals if the minimal data set was published.
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how much they actively select patients, how much they collaborate, and with whom. Their
different distribution across clinical contexts indicates that organisational demands influence
how work models evolve in practice.

Introduction

The individual and social costs of sickness absence (SA) are a great challenge for most societies.
One challenge to reducing SA rates is insufficient communication and collaboration between
stakeholders [1, 2]. To ameliorate this, many countries have implemented return-to-work
(RTW) coordinators with the task of improving communication and collaboration between
various stakeholders involved in the RTW process, for example, the healthcare staff, employer,
employment services, Social Insurance Agency (SIA), and the social services. Several literature
reviews [3-5] and a meta-analysis of randomised controlled trials [6] have found moderate evi-
dence of RTW coordination resulting in a higher likelihood of RTW for people on SA; other
reviews [7, 8] have found no effect. The variation in results is due to such factors as differing
patient populations and differing inclusion criteria for different types of study. A scoping
review of the impact and role of RTW coordinators for people with mental ill-health [8], con-
cluded that coordinating interventions can be time consuming, and the authors called for
studies that clearly define the role, work strategies and actions of RTW coordinators, because
these factors determine whether the RTW coordinator has an impact on the SA and RTW
rates. Without more in-depth information about such actions, it can be hard to guide RTW
coordinators on how to perform their work so their actions will have an impact on the SA and
RTW rates.

Existing research into the role of RTW coordinators often describes a range of possible
work tasks, although an exhaustive job description is often missing. Some of the tasks men-
tioned are: having regular contact with the person on SA [9-11], providing ergonomic and
workplace assessments [9], identifying barriers to RTW [9, 10], designing and following up a
RTW plan [9, 12, 13], and providing workplace conflict resolution and social problem-solving
[10, 13, 14]. Coordinators also interpret laws, policies and regulations applying to persons on
SA and their RTW [9], and give information and advice about diagnosis, rehabilitation mea-
sures, the sickness insurance system and social support [10, 11], as well as reassuring and sup-
porting the patient [9, 11, 12]. Other important duties are facilitating communication and
agreement between the stakeholders [10, 11, 13-16] and collaborating with them [9-12, 17,
18]. This wide range makes it difficult to identify exactly which specific components are most
important for a successful RTW process [3]. One exception is a recent systematic review that
found strong evidence that interventions where RTW coordinators having face-to-face contact
with people on SA increase their RTW rates [19]. Several literature reviews conclude, however,
that much research into RTW coordination lacks a detailed description of the context, the
actual nature of the interventions [6], and the extent to which different stakeholders are
involved [7]. This underscores the importance of gaining more in-depth knowledge about, for
example, which specific work tasks are actually carried out and how often. Without such infor-
mation we cannot answer the question as to why a particular intervention does or does not
have an effect on outcomes [20] such as improving work ability and reducing SA.

The RTW coordinators’ role and work tasks can differ internationally according to the par-
ticular welfare or social insurance system, the setting, and the types of people on SA. In Swe-
den, all workers with income from work, unemployment or parental benefits can be granted
full- or part-time SA benefits up to 80 percent of lost income from the SIA if having reduced
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work capacity due to disease or injury, irrespective of this being related to their workplace.
Whereas in many countries RTW coordinators are often employed by insurance companies or
workplace organisations, in Sweden they usually work for the public health services, most fre-
quently employed in primary healthcare (67.5%), psychiatry (11.6%) and orthopaedics (4.4%)
[21]. These three healthcare settings have been outlined as dealing with more SA cases com-
pared to other settings, whereby RTW coordinators, also called rehabilitation coordinators in
Sweden, have been successively introduced here over the past couple of decades. To ensure
equality in access to RTW coordination, health services have been obliged, since 2020, to offer
all patients on SA coordination of their rehabilitation process if needed [22]. The RTW coordi-
nators therefore work with different patient populations in these settings, with the most fre-
quent being common mental disorders and musculoskeletal disorders in primary healthcare,
psychiatric disorders in psychiatry, and orthopaedic injuries in orthopaedic clinics. Irrespec-
tive of their different patient populations and healthcare settings, the RTW coordinators have
been imposed three main assignments: giving individual support to the person on SA, collabo-
rating within the health services, and external collaboration with other stakeholders involved
in the RTW process [22]. The role is outlined in a handbook for RTW coordination [23]
which describes a range of possible or recommended tasks. However, the implementation of
the RTW coordinating function was not followed by any recommendations about how the
work should be carried out and there are no suggested evidence-based methods. Many deci-
sions are consequently left to the individual RTW coordinator. One previous interview study
[15] of Swedish RTW coordinators confirms that they lack guidance in how to carry out the
job on a daily basis, leading to a variation in practice and the risk of drift from the original
assignments. There appear to be differences in how coordinators perform their work and con-
fusion about best practice and the type of patient they should work with. For example, in con-
trast to the assignment to offer patients RTW coordination based on individual assessments of
their needs, some qualitative studies outline that coordinators in primary healthcare tend to
offer their support selectively to those who are, e.g., younger than 40 years old, have less com-
plicated situations, or have a workplace to return to, and refuse to take on people who have
exceeded 180 SA days [24, 25]. If, and how, RTW coordinators select some groups of patients,
and refuse others, is therefore a question of how they choose to carry out their work, which
can have direct consequences for the patient’s possibilities to obtain qualified RTW coordina-
tion and support.

The aim of this study was to explore which work models the RTW coordinators use in prac-
tice in three clinical areas: primary healthcare, psychiatry and orthopaedics. With the objective
of mapping and describing the different work models, we explored how often coordinators
carried out certain tasks, how much time they spent on them, how much they collaborate with
stakeholders, and whether they select certain groups of patients.

Defining work models: A theoretical framework

There is no common conceptualisation about how to understand work models in human ser-
vice professions. Bunderson [26], however, suggests that a work model can be understood as
an integrated unit of practice which allows the replication of information and interaction. It
often corresponds to a group of performance tasks. In this study, a work model is understood
as a more or less distinct pattern of actions in professional practice. It focuses on how time is
spent on various tasks, decision-making processes, and interactions with patients, colleagues
and other stakeholders involved in the RTW process.

Moore et al [20] argue that, besides providing a description of the intervention, it is impor-
tant for studies to look at some key components of how an intervention is implemented. They
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highlight fidelity (whether the intervention was delivered as intended), dose (the quantity of
intervention), and the “reach” of the intervention (whether the intended target group comes
into contact with the intervention, and how). These components guided the present study’s
mapping of work models. Firstly, the three overall assignments (providing patients with indi-
vidual support, healthcare collaboration, and external collaboration with other stakeholders in
the RTW process) serve as the basis for analysing the work models [23]. Another important
factor in how the coordinators shape their work is whether and how they select which patients
to work with [24, 25] (i.e. the “reach” of the intervention). Four overall dimensions therefore
determine how the work models are defined in this study: selection of patients, individual
patient support, healthcare collaboration, and external collaboration. Furthermore, we confine
our definition to direct work with patients; we do not include possible additional tasks such as
development work of insurance medicine issues or compiling clinics’ sick-leave statistics. Tak-
ing fidelity and dose [20] into consideration, we explore how much of the coordinators” work
is related to these four dimensions. Details of the specific chosen work tasks can be found in
the methods section and in (see S1 Table).

Methods

This study was conducted as a cross-sectional study. It included all RTW coordinators in pri-
mary healthcare, psychiatry and orthopaedics in one urban region in Sweden. It also uses
some questionnaire data collected from patients who had been in contact with the participat-
ing coordinators.

The coordinator dataset

Participants and data collection. All RTW coordinators working in primary healthcare,
psychiatry and orthopaedics in one region received a questionnaire in February 2020. Three
reminders were sent to non-responders in March, April and May 2020. Lists and contact
details were provided by contact persons for the coordinator networks in each clinical area.

The study population included 82 coordinators, of whom 73 responded. This gives a response
rate of 89% (87.5% in psychiatry and orthopaedics and 89.7% in primary health clinics).

The questionnaire. A questionnaire was developed to collect information from RTW
coordinators about their work with patient rehabilitation and the RTW process, patient selec-
tion, work tasks, work situation, collaboration with stakeholders, educational background, and
sociodemographic characteristics. The questionnaire, which contained 41 questions plus par-
tial questions, was developed from previous questionnaires about the work of physicians [27,
28] and coordinators [29] with patients on SA. It was also discussed in a reference group com-
prising coordinators, physicians and other stakeholders in the RTW process. A pilot study was
conducted with ten coordinators from other regions of Sweden. Some amendments were
made in accordance with the pilot study.

Variables. This study analysed the answers to questions about the coordinators’ experi-
ence of patient selection, individual patient support, healthcare collaboration, and external col-
laboration. A full list of all included questions, response alternatives and the dichotomised or
grouped answers used in the analyses are provided as an (see S1 Table). The two questions
"How often are you in contact with employers?" and "How often are you in contact with the
employment services?" are grouped as one variable, as are the two questions “How often do
you attend collaborative meetings with employers?” and “How often do you attend collabora-
tive meetings with the employment services?”.

Statistical analysis. The analysis had an explorative approach. The aim was to achieve
results for the work model analysis which were as robust as possible for such a complex dataset.
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Random forest classification was chosen, a machine-learning algorithm that has proved to be
an effective tool in prediction and which solves some of the problems of mapping a small but
complex dataset at a high level of detail [30]. Random forest classification is an algorithm
based on decision trees working as classifiers (see Breiman [30] for a detailed description).
Each tree is trained by bootstrapping, using different samples from the data, as well as a ran-
dom subset of the predicting variables. Many bootstrap samples (here 2500) are selected from
the original dataset. Bootstrap samples that are not selected are called out-of-bag observations,
and the majority vote of these predict the class (i.e. work model) of an observation. Randomly
permuted and modified out-of-bag observations are then passed down the tree to obtain new
predictions. The probability of belonging to different classes is estimated by the proportions of
out-of-bag predictions in each class [31]. The process of random selection of variables yields
out-of-bag error rates (in our case 15.07%, using clinical area as output variable) that are
robust with respect to noise. One way to minimize out-of-bag error rates is to look at number
of variables to randomly sample as candidates at each split, in this case, three predicting vari-
ables at each split were used. Internal estimates monitor the errors, strengths, and correlations,
which gives the method the ability to reduce bias and variance and achieve a high overall accu-
racy rate [30].

Random Forest creates the distance/similarity metrics in unsupervised mode. The actual
clustering/classification is made by a more traditional method, Partitioning Around Medoids
(PAM). PAM is a good fit for smaller data, while K-means generally is a better fit for bigger
data. PAMs strength compared to K-means is that PAM uses medoids (actual points in the
dataset) instead of centroids (artificial points). Another measure that was used in the validation
process is called Average Silhouette Width (ASW), this validation index is used to optimize the
clustering process. Mean Decrease Gini were also used to determine how much each variable
contributes to classifying the data compared to the other 18 variables used: the higher the num-
ber, the higher the importance of the variable for the classification of the work models.

Descriptive statistics were performed to provide an overall picture of the RTW coordina-
tors” answers to the selected variables.

The patient dataset

One variable from a patient dataset used in a previous study was used in this study, see [32] for
full details of the patient study.

Participants and data collection. Patients in primary healthcare or psychiatry who had
been in contact with a RTW coordinator in the particular region, received a questionnaire dur-
ing the same period as the coordinators received their questionnaire. Of the 292 responding
patients (27% response rate), 247 had been in touch with a coordinator who participated in the
present study. These were included in this study.

Variable and statistical analysis. One variable from the patient dataset (“How often did
you have face-to-face meetings with your RTW coordinator?”) was used to examine whether
the number of face-to-face meetings reported by the coordinators working according to the
different work models corresponds with the number reported by the patients these RTW coor-
dinators had met during the same study period. This was carried out by adding the work
model of the patient’s RTW coordinator to the patient dataset. Differences between the identi-
fied work models in median face-to-face meetings were tested with Mann Whitney U test.

Ethical consideration

The study was approved by the Swedish Ethical Review Authority (No. 2020-00403). The first
page of the questionnaire contained written information about the study, the legal and ethical
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requirements for the study, and that the respondents later could withdraw their participation

by contacting the principal investigator. The information also contained a statement that

respondents provided their informed consent to participate in the study by returning the com-

pleted questionnaire to the principal investigator at Karolinska Institutet.

Results

A large majority of the coordinators were women (90.4%), and only 16.4% were younger than

40 (Table 1). Nearly half of the coordinators were qualified physiotherapists, while 30.1% were
occupational therapists, 8.2% were health social workers, and the rest had other vocational
backgrounds. Most (63.0%) had worked as coordinators for 1-3 years, and 21.9% more than 3
years. The majority of the coordinators worked in primary healthcare clinics. Most worked

part-time as RTW coordinators, with 54.8% working less than 60% of a full-time position.

Most combined RTW coordination with other work, often based on their primary profession.

Coordinators’ selection of patients and distribution of work tasks

Table 2 presents the coordinators’ selection of patients and the distribution of work tasks
regarding individual patient support, healthcare collaboration, and external collaboration.

Most did not have particular criteria for selecting patients (and thus dealt with all patients who

wanted support in their RTW process), and did not refuse cases that other staff referred to

Table 1. Characteristics of the RTW coordinators (n = 73), frequencies and percent.

Characteristics
Age

20-39

40-54

LSSyearsorolder

Gender

Women

N (%)

12 (16.4)
30 (41.1)

Blezs)

Vocational training
Physiotherapy
Occupational therapy

Health social work

Years as coordinator
Less than 1 year

1-3 years

_Morethan3years

Clinical area
Primary healthcare clinic
Psychiatric clinic

Orthopaedic clinic

11 (15.1)
46 (63.0)

52 (71.2)
14 (19.2)

16@19)

Proportion of work as a coordinator (% of a full-time position)
Less than 60%
60-100%

RTW = return to work

* Other healthcare professions, or a mix of training, e.g. in human resources.

https://doi.org/10.1371/journal.pone.0290021.t001
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Table 2. RTW coordinators’ (n = 73) answers to questions about: selection of patients, individual patient support,
healthcare collaboration, and external collaboration, frequencies and percentages.

Questionnaire items/statements Response alternative | N (%)
Selection of patients
Do you have criteria for which patients you select to work with as a coordinator?
.. .patients at risk of being on SA Yes 29 (39.7)
No 44 (60.3)
.. .patients who have been denied SA Yes 15 (20.5)
No 58 (79.5)
.. .T only take on cases when I think my Yes 20 (27.4)
measures can promote faster RTW No 53 (72.6)
I refuse patients referred to me by other staff Yes 11 (15.1)
No 62 (84.9)
I am not supposed to deal with patients who have been on SA for more than 180 Agree 34 (46.6)
days Do not agree 38 (52.1)
Individual patient support
How often do you talk to patients about the national sickness certification Often 43 (58.9)
guidelines? Seldom 30 (41.0)
I don’t contact the employers, I let the patients deal with that contact Agree 21 (29.6)
Do not agree 50 (70.4)
I don’t contact SIA officers, I let the patients deal with that contact Agree 25 (35.3)
Do not agree 46 (64.7)
Proportion of time spent on the following:
.. .telephone contacts™ 50% or more 20 (27.4)
Less than 50% 53 (72.6)
.. .face-to-face meetings with patients® 50% or more 13 (17.8)
Less than 50% 60 (82.2)
Healthcare collaboration
I usually give physicians suggestions about how patients’ RTW can be promoted Yes 59 (82.0)
No 13 (18.1)
How often are you in contact with patients” healthcare providers outside your Every week 13 (17.8)
unit? A few times a month | 28 (38.4)
A few times a year/ | 32 (43.8)
Never
How often are you in contact with employers? Every week 41 (56.1)
A few times a month | 24 (32.9)
A few times a year/ | 8 (10.9)
Never
How often are you in contact with the employment services? Every week 11 (15.0)
A few times a month | 21 (28.8)
A few times a year/ | 41 (56.2)
Never
How often do you attend collaboration meetings with employers? Every week 20 (27.4)
A few times a month | 28 (38.4)
A few times a year/ | 25(34.2)
Never
How often do you attend collaboration meetings with the employment services? Every week 6(8.2)
A few times a month | 11 (15.1)
A few times a year/ | 56 (76.7)
Never
(Continued)
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Table 2. (Continued)

Questionnaire items/statements Response alternative | N (%)
How often do you make workplace visits? Every week 10 (13.7)
A few times a month | 22 (30.1)

A few times a year/ | 41 (56.2)
Never

How often are you in contact with the SIA? Every week 36 (49.3)
A few times a month | 31 (42.5)

A few times a year/ 6(8.2)
Never

How often do you participate in collaboration meetings with the SIA? Every week 10 (13.7)
A few times a month | 16 (21.9)

A few times a year/ | 47 (64.4)
Never

How often are you in contact with the social services? Every week 11 (15.1)
A few times a month | 9 (12.3)
A few times a year/ | 53 (72.6)

Never
An important task for coordinators is to encourage patients’ and employers’ Agree 67 (91.8)
collaboration regarding RTW Do not agree 5(6.7)

SA = sickness absence; RTW = return to work; SIA = Social Insurance Agency
* See S1 Table for details

https://doi.org/10.1371/journal.pone.0290021.t1002

them (84.9%). Nearly half (46.6%) stated that they were not supposed to deal with patients
who have been on SA for more than 180 days. A minority answered that they did not contact
employers (29.6%) or SIA officers (35.3%) but rather let the patients deal with those contacts
themselves. A larger proportion of the respondents spent more than half of their time on tele-
phone contacts (27.4%) compared to face-to-face meetings (17.8%). A majority (56.1%) were
in contact with employers every week and attended collaboration meetings with employers at
least a few times a month (65.8%). A clear majority never or only occasionally attended collab-
oration meetings with SIA, the employment services, or social services. Nearly all (91.8%),
however, were in touch with the SIA at least a few times a month.

Mapping the coordinators’ work models

Three work models were identified in the Random forest classification tree analysis. Model A
was the most common, used by 54 coordinators (74%), while model B was used by 12 (16%)
and model C seven coordinators (10%). In the following, we will present how the work models
differ in relation to the four identified dimensions: patient selection, individual patient sup-
port, healthcare collaboration and external collaboration.

Selection of patients

As Fig 1 shows, model A is characterised by a higher number of coordinators who did not take
on patients who had been on SA for more than 180 days or who had been denied SA. Almost
half of the coordinators in model A chose actively to work with patients at risk of SA, while
this was not an active choice for those in model C.

All those who answered that they only take on SA cases when they believe their measures
can promote faster RTW were found in model A. A clear majority in model A rarely refused
patients referred to them by other professionals. At the same time, all those who responded
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Model Model
W 0O w >

Model
w

Do you have criteria for which patients you select to work with as coordinator?

| am not supposed to deal with patients who have been on Patients at risk of being on SA
SA for more than 180 days

Model
w

[ Agree M Not agree M Yes @ No

Patients who have been denied SA | only take on cases when | think my measures can promote faster RTW

Model
w

¥ Yes @ No ¥ Yes @ No

| refuse patients referred to me by other staff

G

W Always = Often [l Rarely Il Never

Fig 1. Distribution of RTW coordinators’ (N = 73) answers to questions about the selection of patients across the three models
(frequencies). SA = sickness absence; RTW = return to work.

https://doi.org/10.1371/journal.pone.0290021.9001

that they often refuse patients, were also found in model A. About half of those in model B
rarely refused patients, while the majority of those in model C said that they never did so.

Individual patient support

All coordinators in model C talked to patients about the national SA guidelines, while less than
half in model A did so (Fig 2). Almost all in model C said that they let the patients themselves
deal with contacts with their employer. This was less common in model A and even less so in
model B. In model A, almost half answered that they let patients themselves deal with contacts
with their SIA officer, while none in model B and C did so.

We also looked at the number of hours (weighted based on working hours) coordinators
spent on telephone respectively face-to-face meetings with patients. We found that model B
had the highest proportion of face-to-face meetings, while coordinators in models A and C
spent more time in telephone meetings.

In a dataset with questionnaire responses from patients who had recently been in contact
with a RTW coordinator in the present study, 221 patients had met a coordinator working
according to model A and 26 patients had met a coordinator working according to model B. No
patients in the sample had met a coordinator working according to model C. Patients who had
been in touch with a coordinator working according to model B reported a median of 2 (inter-
quartile range 1-4) face-to-face meetings with the coordinator, while those who had met a coor-
dinator working according to model B reported a median of 4 (interquartile range 2-6) face-to-
face meetings. A Mann Whitney U test showed that there was a statistically significant differ-
ence between models A and B in the number of face-to-face meetings (U = 1777.50, p = .002).

Healthcare collaboration

There were major differences in how often coordinators were in contact with patients’ health-
care contacts outside their own unit (Fig 3). In model B, a clear majority had such contacts
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Fig 2. Distribution of RTW coordinators’ (N = 73) answers to questions about individual patient support across the three models
(frequencies). SA = sickness absence; SIA = Social Insurance Agency.

https://doi.org/10.1371/journal.pone.0290021.9002

every month or week, compared to slightly more than half in model A. In model C, this type of
contact happened just a few times a year or never. There were, however, no major differences
between coordinators regarding whether they usually gave physicians suggestions about how
patients’ RTW can be promoted: a majority in all models stated that they did so.

External collaboration

Regarding external collaboration, model C stands out significantly because these coordinators
were never—or only a few times per year—in contact with other stakeholders. The exception
was the SIA, with whom all were in contact with at least once a month (Fig 4). There were also
differences between models A and B. Coordinators in model B had many more contacts and
meetings with employers/employment services, the SIA, and the social services than those in
model A. A clear majority in model B also visited patients’ workplaces, while less than half of
the coordinators in model A did so.

Healthcare collaboration

How often are you in contact with patients' healthcare providers | usually give physicians suggestions on how patients’ RTW
outside your unit? can be promoted
A| [T 19 T A T .
g g
gs| [2EN 9 El s e ——
c; I . c |
W Every week A few times a month Il A few times a year / Never [ Agree M Not agree

Fig 3. Distribution of RTW coordinators (N = 73) answers to questions about healthcare collaboration across the three models
(frequencies). RTW = return to work.

https://doi.org/10.1371/journal.pone.0290021.g003
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Characteristics of the three work models

As the above results show, the differences between the work models are about the degree to
which they perform certain work tasks, whom they collaborate with, or to what extent they
select certain groups of patients to work with.

In work model A, coordinators were most likely to select their patients. These patients
were less likely to be on long-term SA or those who had been denied SA, but more likely to be
at risk of SA. That to say, the coordinators actively chose to work early in the RTW process.
Furthermore, they are more likely both to take on SA cases when they believe their measures
can promote faster RTW and to refuse patients referred to them by other professionals.
Regarding the questions of individual support to patients, less than half talked to patients
about the national SA guidelines. A minority answered that they let the patients themselves
deal with contacts with their employer and almost half said that they let the patients themselves
deal with contacts with their SIA officer. A small group spent 50% or more of their time in
face-to-face meetings with patients, while twice that number (about a third) spent 50% or
more of their time on telephone contacts. Regarding healthcare collaboration, slightly more
than half were in contact with patients’ healthcare contacts outside their own unit every month
or week. Similar results were found for external collaboration. All were in contact with
employers/employment services at least every month, with a third every week. Two thirds also
participated in collaborative meetings with employers at least every month, and more than a
third visited their patients’ workplaces. Nearly all had contact with the SIA at least every
month, with a third every week. Less than a third participated in collaborative meetings with
the SIA, and a quarter were in contact with the social services at least once a month.

In work model B, fewer coordinators actively selected patients at risk of SA or who had
been denied SA. Slightly more than half rarely refused patients referred to them by other pro-
fessionals, while the rest seldom or never did so. In their individual support to patients, nearly
all coordinators talked to patients about the national SA guidelines. No one in model B said
that they let patients themselves deal with contacts with their SIA officer, while nearly none left
their patients to deal with contacts with their employer. Model B is characterised by a higher
proportion of face-to-face meetings with patients (nearly half spent 50% or more of their time
in face-to-face meetings), and very few spent 50% or more of their work time on telephone
contacts.

What clearly characterises model B is the large amount of both healthcare and external col-
laboration. A clear majority were in contact with patients’ healthcare contacts outside their
own unit every month or week. Regarding collaboration with external stakeholders, all were in
contact with SIA and employers/employment services every week, and almost all participated
in collaborative meetings with employers and SIA at least every month. A clear majority in
model B also visited the patients’ workplaces, and more than half had contact with social ser-
vices at least once a month.

In work model C, coordinators generally did not actively select certain groups of patients
to work with, and the few who did so focused on patients who had been denied SA. Nor did
these coordinators refuse patients referred to them by other professionals. In their work with
individual support to patients, all coordinators talked to patients about the national SA guide-
lines, and almost all said that they let the patients deal with their own contacts with their
employer. None, however, left patients to deal with contacts with their SIA officer. None spent
50% or more of their work time in face-to-face meetings with patients, and a minority spent
that much on telephone contacts.

What clearly characterises model C is the low extent of both healthcare and external collab-
oration. These coordinators all answered that they were never, or only a few times a year, in
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An important task for coordinators is to encourage patients' and employers’ collaboration regarding RTW

Fig 4. Distribution of RTW coordinators’ (N = 73) answers to questions about external collaboration across the three models (frequencies).

SIA = Social Insurance Agency; RTW = return to work.

https://doi.org/10.1371/journal.pone.0290021.9004

touch with patients” healthcare contacts outside their own unit. Similarly, they never or only a
few times a year had contact with or participated in meetings with other stakeholders. The
exception to this was the SIA, with whom they were all in contact at least every month.

The distribution of the work models across clinical areas

The work models were distributed differently across the three clinical areas. As Fig 5 shows,
model A was more common in primary healthcare clinics, and model C was more common in
orthopaedic clinics, while model B was distributed equally between primary healthcare and

psychiatric clinics.

Variable importance for model classification

Fig 6 shows which variables were most important in identifying the three models. Attending
meetings with employers or the employment services was the most important variable for

The distribution of RTW coordinators' work models
between the three clinical areas

45

|‘
I

Primary healthcare I Psychiatry Il Orthopaedic

Fig 5. The distribution of RTW coordinators’ work models across the three clinical areas.

https://doi.org/10.1371/journal.pone.0290021.9005
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Fig 6. The variables’ importance for determining the work models, falling order. SIA = Social Insurance Agency; SA = sickness absence;

RTW = return to work.

https://doi.org/10.1371/journal.pone.0290021.9006

classification, while believing that it is important for coordinators to encourage patient/

employer collaboration around RTW, was of least importance.

Discussion

In this study, we have explored the work models used by RTW coordinators in three different
clinical settings: primary healthcare, psychiatry and orthopaedics. With the aim of mapping
and describing the different work models, we explored how often or how much time the coor-
dinators spent on certain tasks, how much they collaborated with various stakeholders, and
whether they actively selected certain groups of patients. We identified three models which all
have different approaches to the coordinators’ central assignments of giving individual support
to persons on SA, collaborating within healthcare, and collaborating externally with other
stakeholders involved in the RTW process. Work model B seems to be the model that corre-
sponds most to these assignments, as it displays the greatest amount of collaboration with both
healthcare and external contacts. Work model B also involved most face-to-face meetings with
patients (also confirmed by responses to a patient questionnaire), which the systematic review
by Dol et al. [19] found strong evidence for increasing RTW rates. Work model B seems to
have what Moore et al. [20] call higher fidelity (i.e. the coordination measures were delivered
as intended) and higher dose (i.e. a higher number of coordination measures). Work model C,
on the other hand, corresponds very little to the expectations about collaboration with health-
care and external stakeholders, which indicates low fidelity as well as low dose. Models B and
C thus displayed clearly different patterns of actions, thus mirroring different integrated units
of practices among coordinators in the respective work model [26]. Coordinators working
according to model A chose a middle-way with regard to the assignment of collaboration with
healthcare and external stakeholders, but achieved less “reach” (i.e., not all in the target group
of people on SA were offered coordination) [20]. This study cannot answer why RTW coordi-
nators actively deselect for example people who have exceeded 180 SA days, or if these people
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receive any support with RTW coordination from other professionals. Taking Moore et al’s
[20] perspective on the importance of evaluating the reach of an intervention, it is important
to discuss whether, and if so how, deselected people receive qualified RTW coordination, and
to improve the conditions and possibilities for RTW coordinators to achieve better reach.

A previous study [15] found that coordinators in primary healthcare felt they lacked a clear
description of how to implement their role into their daily work practice. This led to a varia-
tion in their practices and the risk of drift from their original assignments. These primary
healthcare coordinators did, however, have a network in which they discussed how to interpret
their role and their assignments and shared best practice. Such coordinator networks also exist
for the participants in the present study, one for each clinical area. This can lead to what Bun-
derson [26] calls integrated units of practice, communicated and replicated by coordinators in
the networks. This could be one explanation of the tendency for the use of the different work
models to vary across the clinical areas.

The above finding highlights some overall differences between primary healthcare, psychia-
try and orthopaedics with regard to how coordinators carry out their work. The clinical con-
texts, with their different patient populations, have an important influence on how work
models are shaped. Work model C was clearly dominated by coordinators in orthopaedic clin-
ics, who have apparently developed this model on the basis of other grounds and arguments
than the assignment to collaborate with healthcare and the different external stakeholders. In
this study, we have not explored the reasons behind applying different work models-this is a
question best answered by interviewing RTW coordinators. One explanation could be differ-
ent interpretations of the concept of coordinating, with some interpreting it as actively making
contact and collaborating with stakeholders, while others may interpret coordination as
encouraging others to get in touch and collaborate with each other. The fact that the average
age of the coordinators is high indicates that they have long experience of working in the pro-
fessions for which they originally trained. As reported previously [10, 11, 15], the content of
RTW coordination is not clearly described in the Swedish context. Coordinators may therefore
apply different work models on the basis of expertise and experience gained from their respec-
tive base professions. Other reasons could be differences in patient needs and resources, local
rehabilitation policies, available resources in relation to workload, organisational culture and
leadership at local level. This would result in different outcomes of RTW coordinators’ prac-
tices and applied work models. While previous international review studies stress the impor-
tance of better communication and collaboration around people on SA in their RTW process
[1, 2], especially between employers and healthcare providers [3, 33], these and other studies
about RTW coordination seldom give an in-depth understanding of what kind of collabora-
tion is needed to achieve positive results. As pointed out previously, collaboration can be time-
consuming [8]; time constraints and various organisational demands in different settings and
countries may oblige some RTW coordinators to do less collaboration. In the end, ideal work-
ing practices are often constrained by the realities of clinical practice-realities that affect to
what extent RTW coordinators are able to combat insufficient RTW collaboration and the
high rates of SA. However, with the work models outlined, it is possible to evaluate them from
different perspectives. For example, it will be possible to compare the model’s association with
the length of SA among patients, and how they are perceived by the patients, the physicians
and other colleagues the RTW coordinators collaborate with.

Strengths and limitations

Although this study is based on a relatively small sample, the high response rate of 89% means
that the results probably would not change considerably if the nine non-responding RTW
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coordinators also had participated. We have no background information about those who did
not respond, and no indication that those who did not participate worked in a significantly dif-
ferent way or had a higher workload than those who responded. It can therefore be assumed
that there is a reasonable degree of generalisation of the findings for the RTW coordinators in
the studied region.

It is possible that coordinators in other clinical areas or regions differ to some extent with
regard to the variety of vocational trainings, which may lead to that they work differently. If
this is the case, including data from several regions could have resulted in additional or differ-
ent work models. One should be careful when attempting to generalize these findings to RTW
coordinators in other countries, as they often work in other contexts, such as at insurance
companies or workplace organisations [18].

One limitation of this study is that it has not included the full range of work tasks. We
chose to focus on those directly linked to the main assignments for RT'W coordinators in Swe-
den, and excluded other possible tasks such as development work of insurance medicine issues
or compiling clinics’ sick-leave statistics. By using Mean Decrease Gini we were, however, able
to determine how much each included variable/task contributed in classifying the data, that is
to say, which variables were most important in identifying differences between the three differ-
ent models. Mean Decrease Gini showed (see Fig 6) that collaboration meetings with
employer/employment services was the most important variable in identifying differences.
Face-to-face meetings had the second lowest importance. However, by using some data col-
lected from the RTW coordinators’ patients we were able to confirm that the median amount
of face-to-face meetings differed significantly between models A and B, and therefore was a
variable that distinguish these models. This indicates that most (if not all) of the included vari-
ables were important for the Random Forrest Classification analysis, that is to say, all variables
seem to have contributed in classifying the data.

Ideally, a combination of quantitative and qualitative methods should be used to fully
understand complex interventions [20]. The lack of qualitative data in this study means that it
is not possible to describe the content of the support provided by the coordinators. It is there-
fore not possible to draw any conclusions about possible differences between the models
regarding what specific issues RTW coordinators focus on, or the quality of their interven-
tions. Further, it has not been possible to explore why RTW coordinators chose to work with
the different models. This is an important subject for future research.

Conclusion

This cross-sectional study is the first to explore differences in RTW coordination practices.
We identified three work models. The differences between the models lie in how much they
actively select certain patients, how much they collaborate, and with whom. The models
thus differ in how well they correspond to the coordinators’ assignments to give individual
support, collaborate in healthcare, and collaborate externally with other stakeholders
involved in the RTW process. The fact that these three models are distributed differently
across primary healthcare, psychiatry and orthopaedics, indicates that the clinical context
and its organisational prerequisites have an important influence on how work models are
shaped in practice.
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