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RESEARCH PAPER

How to strengthen the RTW process and collaboration between patients with 
chronic pain and their employers in interdisciplinary pain rehabilitation 
programs? Patients’ experiences of the Demand and Ability Protocol 

Elin Johanssona,b, Magnus Svartengrenb , Katarina Danielssonc and Therese Hellmanb 

aCentral Hospital in Karlstad, Karlstad, Sweden; bDepartment of Medical Sciences, Occupational and Environmental Medicine, Uppsala 
University, Uppsala University Hospital, Uppsala, Sweden; cDepartment of Medical Sciences, Psychiatry, Uppsala University, Uppsala, Sweden     

ABSTRACT  
Purpose: To explore how patients who participate in an interdisciplinary pain rehabilitation program 
(IPRP) experience a three-party meeting based on the Demand and Ability Protocol (DAP) to assist in 
return to work (RTW). The DAP is a employee and his/her immediate manager under the guidance of 
medical staff with knowledge of the patient’s work requirements and his/her current functional ability. 
Materials and methods: Data included 18 semi structured individual interviews with persons having 
chronic pain, who participated in a DAP-dialogue during their IPRP. Thematic analysis was used to analyze 
the data. 
Results: Four themes were identified: A structured dialogue facilitated new insights; the dialogue enabled 
employer participation; the facilitator enabled experiences of feeling safe during the dialogue; and the 
dialogue created a link between rehabilitation and work. 
Conclusions: The DAP dialogue was experienced as a supportive measure for RTW where the employer 
naturally participated in IPRP. The structure of the dialogue supported concrete planning for workplace 
adaptations. Furthermore, the dialogue enabled a connection between rehabilitation and the activity of 
work in everyday life. The results reinforce the importance of including efforts close to the workplace in 
IPRP in order to facilitate rehabilitation outcomes related to RTW.    

� IMPLICATIONS FOR REHABILITATION 
� A structured collaboration and dialogue between the employee, employer, and rehabilitation sup

ports the RTW process. 
� Collaboration between stakeholders is important and should be intertwined in IPRP to jointly facili

tate the employee’s RTW. 
� Clarifying the work demands provides motivation for the RTW process. 
� Healthcare professionals should collaborate with the workplace to promote employer participation. 
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Introduction 

Chronic pain is a widespread condition around the world. In 
Sweden, over one-third of the adult population report chronic 
pain [1], and it has been a condition of concern for several years 
[2]. Chronic pain is a complex phenomenon [3] having several 
negative consequences for the individual [1,4], such as fatigue, 
decreased social contacts, and reduced participation in everyday 
life. Previous studies have also reported that working life is nega
tively affected [4,5]; moreover, musculoskeletal disorders, in which 
chronic pain is included, is the second most common cause of 
sick leave in Sweden [6]. Work is an important activity in everyday 
life as it improves an individual’s psychosocial well-being [7]. 
Furthermore, work is closely related to a person’s identity [8]. 
Thus, return to work (RTW) might be an important issue to focus 
on in rehabilitation due to chronic pain. A traditional way of 
approaching RTW in healthcare and interdisciplinary pain 

rehabilitation programs (IPRP) has been to focus on the functional 
abilities and well-being of the patients before even discussing 
vocational issues [9]. This is congruent with a synthesis article of 
qualitative research, concluding that the healthcare system would 
rather validate pain and write sick leave certificates than focus on 
effective strategies to facilitate a return to work [10]. Such a dual
istic approach might be counter-productive for RTW as it is 
known that early contact with the workplace is important for RTW 
[11]. Consequently, it is necessary to develop an IPRP that 
includes a focus on RTW. 

RTW might be considered as the outcome of shifting from 
being on sick leave to being at work or as the process of return
ing to work. Young [12] focuses on the process, which starts 
when the individual experiences work disability and ends when a 
long-term outcome that the individual is satisfied with is 
achieved. In this article, the focus lies on RTW as a process rather 
than as a static outcome, but still with the primary goal of 
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increasing work ability. RTW after sick leave is often a complex 
process in which numerous actors are involved [13], often with 
their own perspectives and areas of responsibility [14]. Involving 
the actors and the patient’s workplace at an early stage has been 
proven to be successful [15–17]. It is also known that rehabilita
tion which interacts with the workplace is a success factor in 
RTW, and that work ability assessments that fail to consider the 
current work situation are less useful [15,18]. This is further sup
ported by a recent systematic review showing that multidisciplin
ary initiatives with a multi-professional team provide better 
support for RTW versus individual measures, and that participa
tion and collaboration from employers are seen as important fea
tures for a successful rehabilitation process and RTW [19,20]. The 
collaboration with an employer is important, as one possible bar
rier for RTW might be a mismatch between the employer’s and 
the patient’s expectations. Thus, development of a RTW plan 
including adaptation at the workplace is recommended [21,22], 
and there is moderate evidence that it reduces the length of 
absence from work [23]. From the manager’s perspective, it is 
reported that workplace based interventions with support from a 
rehabilitation coordinator is valuable as it might strengthen the 
manager’s competence and ability to act adequately in a RTW 
process [24,25]. Persons with chronic pain also experience that 
collaboration as important in order to support RTW, but also that 
this process is too often affected by the individual actors’ 
(employers, health insurance, health and medical care) knowledge 
and will to find solutions [26]. Support from a rehabilitation 
coordinator is also found to be valuable by the patients [27]. 

There are several strategies for collaboration and planning of 
RTW described in the literature. For example, a problem-solving 
participatory intervention, involving both the employee and the 
employee’s manager, reduced sick leave among people who were 
on sick leave for common mental disorders (CMD) and received 
care from the occupational health services [28]. Shared decision- 
making is also seen as an important feature in the collaboration 
with employers in the context of vocational rehabilitation [29]. 
Convergence dialogue meetings (CDM) consists of three steps; 1) 
individual meeting with the patient, 2) individual dialogue with 
the employer, and 3) meeting with both the patient and the 
employer. CDM have been shown to support RTW in persons with 
exhaustion disorders [30] and CDM in addition to physiotherapy 
shown to improve work ability in persons with musculoskeletal 
pain [31]. Thus, the CDM consists of three meetings in total and 
showed positive effects. In recent years the Demand and Ability 
Protocol (DAP) have been developed and consists of one meeting 
with the patient/employee and the employer without a pre-meet
ing with the employer. It is linked to the International 
Classification of Functioning, Disability, and Health, and is based 
on the Dutch Functional Ability List and knowledge about disabil
ity in working life. The DAP has been further developed in 
Norway and is primarily used in occupational healthcare services 
for collaboration between an employee and his/her immediate 
manager [32]. 

In this study, we focused on exploring experiences of involving 
the employer in the rehabilitation process by using the DAP in 

IPRP. This way of working is not that common in traditional IPRP, 
and there is still a lack of methods and interventions to use when 
involving the employer in rehabilitation. We aim to explore how 
patients who participate in an interdisciplinary pain rehabilitation 
program (IPRP) experience a three-party meeting based on the 
Demand and Ability Protocol (DAP) to assist in return to work. 

Materials and methods 

This is a qualitative study comprising individual semi-structured 
interviews with persons who participated in IPRP. Ethical approval 
was obtained from the Regional Ethical Review Board, D-nr 2019- 
01755 and 2020-00015. 

The Demand and Ability Protocol 

The DAP includes a employee/employee and his/her immediate 
manager under the guidance of a facilitator (in this study occupa
tional therapists (OT)). The facilitator that moderates the dialogue 
is recommended to attend a course (two half days) to learn about 
how to conduct the DAP. They should also have knowledge of 
the patient’s work requirements and his/her current functional 
ability. In this study, the facilitators’ knowledge regarding general 
work requirements and work situation is based on information 
from the patients. 

DAP considers the following domains: 1) mental and cognitive 
ability, 2) basic skills and social ability, 3) tolerance for physical 
conditions, 4) ability to work dynamically, 5) ability to work static
ally, and 6) to be able to work certain times. Each domain consists 
of a number of items that are gone through during the meeting. 
See Table 1. Based on these items, a structured review is per
formed regarding the balance between requirements and function 
in the individual’s current work in order to identify possible adap
tations and measures at the workplace. During the intervention, 
the work demands and the patient’s function/ability are rated on 
a three-point scale. The ratings are self-reported and the 
employer starts to rate the demands and the patient starts to rate 
the function/ability. Thereafter, a dialogue focusing on both 
requirements and functions/abilities continue in order to create a 
shared understanding of demands and abilities. In items where 
the rating of the demands and function/ability does not match; 
thus, there is an imbalance, and adjustments or changed work 
tasks may be relevant to consider increasing work ability and 
reducing sick leave. The dialogue concludes with a summary of 
the situation and joint development of appropriate measures/ 
adaptations to promote the patient’s RTW. This is documented in 
a form, which is signed by both the patient and the employer 
who thereafter are responsible for implementing the agreed upon 
measures and adjustments. 

Setting 

In this study, the DAP was included as a part of the IPRP and 
most commonly performed at the rehabilitation clinic. The DAP 
dialogue was conducted after the participants had been in the 

Table 1. Overview of domains and number of items in the DAP. 

Domains in the DAP Number of items in each domain Examples of items in each domain  

Mental and cognitive ability 7 items E.g., concentration, memory, act goal-oriented and independent 
Basic skills and social ability 10 items E.g., writing, reading, handling conflicts and own emotions 
Tolerance for physical conditions 8 items E.g., heat, cold, personal protective equipment, dust, vibrations 
Ability to work dynamically 14 items E.g., work with hand and fingers, forward bending, rotation of body 
Ability to work statically 6 items E.g., sit, stand, work with arms above shoulders or in forward bent position 
Ability to work certain times 3 items E.g., working hours per day or week  
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IPRP for a few weeks and was seen as one measure that was 
offered in the rehabilitation program. Traditionally, work-related 
measures such as three-party meetings are not commonly 
included in IPRP but sometimes meetings to coordinate sick leave 
and RTW is conducted. In Sweden, it is the Swedish Social 
Insurance Agency (SSIA) who has the main responsibility for coor
dinating the RTW process and the employers have the responsibil
ity to design a plan for RTW for the employee on sick leave 
within 30 days if it is assumed that the person will be absent for 
more than 60 days. However, in this study the aim was not to 
place the DAP dialogue into the overall sick leave and rehabilita
tion process as the DAP dialogue is a new feature in IPRP. Rather, 
the DAP dialogue was seen as an opportunity for collaboration 
between the patient and his/her employer. The action plan that 
was developed in the dialogue could be used in forthcoming 
rehabilitation plans but that was not mandatory. 

The patients’ took contact with their employer and planned a 
time for the meeting. This was purposively decided in order to 
enable the patients’ to take an active role in their own rehabilita
tion. The DAP was planned as a single meeting and no follow-ups 
were conducted. The OT’s that conducted the DAP dialogue had 
received training in order to perform the DAP dialogue as 
intended. This training is equivalent with the one that is recom
mended for use of the DAP. 

Participants 

Participants in the study were recruited from three different pain 
rehabilitation units in the middle of Sweden. A consecutive sam
pling method was used [33]. The following inclusion criteria were 
used for all participants: 1) having chronic pain (pain for more 
than three months [34], 2) being employed, and 3) received the 
DAP intervention during IPRP. Being on full-time sick leave for 
more than six months before the start of the rehabilitation period 
was set as an exclusion criteria, as the DAP focuses on the current 
work; this is also because during a longer period than six months, 
the specific requirements at work and the working conditions 
may change. Furthermore, it might be difficult to remember spe
cific requirements. 

At the time of recruitment, the participants received oral and 
written information from the occupational therapist working at 
the rehabilitation clinic about the aim of the study and what pos
sible participation entailed. They were also informed that they 
could withdraw from the study at any time for any reason. The 
participants who orally accepted participation also signed a writ
ten informed consent form. 

The participants who agreed to participate in the study 
(n¼ 19) were contacted and interviewed by a member of the 
research group. The participants decided the place for the inter
view, and three interviews were conducted at the participants’ 
workplace, six at the rehabilitation clinic, and nine were per
formed digitally. One participant declined to participate due to 
changed working situation as a consequence of the prevailing 
Covid-19 pandemic. The recruitment of participants ended when 
18 participants were interviewed and that was partly decided due 
to practical reasons. Furthermore, the research group noticed that 
many similarities and few new aspects were brought up in 
the interviews. 

The study included a total of 18 patients, 14 women and four 
men, with a mean age of 41.6 years (range 24–62). The average 
years of employment at their current workplace was 7.91 years 
(range 1–24). The average years of pain duration with continuous 
pain was 9.79 years (range 1–38). See Table 2. 

Data collection 

The data were collected through individual semi-structured inter
views between July 2019 and July 2021. The interviews were con
ducted, on average, 2.7 months (range 1–5) after the DAP 
intervention and varied between about 35–60 min. All interviews 
were digitally recorded. 

An interview guide with initial open-ended questions was used 
to ensure that important issues were covered during the inter
views. Furthermore, several follow-up questions were asked in 
order to get a deep understanding and description of situations 
and narratives that the participants raised, and to make sure that 
they were understood in the right way [35]. The study began by 
piloting the interview guide. Only small changes were made with
out influencing the content of the interview guide. The pilot inter
view was therefore included in the study. 

The interview guide was developed based on a consecutive 
timeline with three sections: 1) the work situation and everyday 
life before the rehabilitation period, 2) experiences of participating 
in the DAP dialogue, and 3) the work situation and everyday life 
after the DAP dialogue and the rehabilitation period. Examples of 
questions include: “Tell me about your work situation just before 
the rehabilitation started. How did you experience the DAP dia
logue?” “How is your work situation right now?” “Please tell me 
how you and your manager have worked with the planned 
adjustments that were brought up in the DAP dialogue.” 

Data analysis 

A thematic analysis with an inductive approach was used to ana
lyze the data [36]. This analysis process contains six steps, where 
the first step aims to get acquainted with the material; all inter
views were carefully listened to and compared with the tran
scripts. Furthermore, the material was read through repeatedly 
and imported into the NVivo software, version 12, in order to pre
pare for the forthcoming steps in the process. In the second step, 
the coding process was initiated by dividing the material into 
smaller segments and labelling the codes with words close to the 
transcripts, which reflected the content. In this step, the entire 
data material was coded systematically, interview by interview. 
The first interviews were coded by the first and last authors, who 
first worked independently with the coding and then compared 
and discussed until a consensus was reached. After the joint 

Table 2. Participants characteristics. 

Participant Gender Age Profession 
Year at  

work 

Pain  
duration  

(year)  

Eva Female   40 Bank clerk   10   1 
Erik Male   29 Storage work   3   2 
Maria Female   37 Teacher   3   1 
Anna Female   54 Teacher   8   9 
David Male   54 Plumber   5   18 
Lena Female   38 Teacher   3   38 
Kristina Female   42 Office work   2,5   1 
Åsa Female   46 Social worker   1   2a 

Karin Female   25 Team leader   5,5   4 
Sofia Female   42 Administrator   23   4 
Charlotte Female   25 Product quality engineer   24   20 
Jan Male   45 Assistant nurse   7  
Maja Female   46 Teacher   20   5 
Susanne Female   52 Administrator   7   16 
Frida Female   55 Local manager   2   20 
Sara Female   24 Alarm operator   1,5   5 
Erika Female   26 Biomedical analyst   3   6 
Tomas Male   51 Supervisor   4   11  
aHad intermittent not continuous pain.
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coding, the remaining interviews were coded by the first author. 
Some data were double coded as they contained several mean
ingful units. In the third step, codes were sorted into potential 
themes by comparing the initial codes from each interview. This 
step started when all interviews were coded and sorted. Here, all 
interviews were analyzed together as a whole by testing how the 
codes can be combined into more general themes [36]. In step 
four, themes were reviewed and checked against the codes and 
interviews by going back to the transcripts. In the fifth step of the 
analysis process, themes were defined and named. In this step, all 
authors, representing an interprofessional research team, dis
cussed the emerging themes and categories until a consensus 
was reached. This was valuable in order to limit the risk that the 
analysis would be characterized by the first author’s professional 
background in IPRP, but also to ensure the reliability of the study 
[37]. A selection of the participants’ interview comments was 
included when writing the report to strengthen the credibility of 
the study. To support the analysis, memo-writings were used dur
ing all steps. 

Results 

The findings are presented in four themes and eleven sub- 
themes. These are presented in Table 3, and each theme is pre
sented more in depth in the following text. See Table 3. 

A structured dialogue facilitated new insights 

A central theme focused on the support and the clear guidance 
that the DAP dialogue offered in order to clarify the specific 
demands placed at work. The participants expressed that even 
though some managers were aware of their pain related prob
lems before the DAP dialogue, new aspects related to the work 
demands emerged due to the richness of details in the questions. 
The dialogue did not always identify a great number of mis
matches between the demands at work and the abilities of the 
participants. Still, the participants described the thorough discus
sion of each aspect as important and beneficial, as it decreased 
the risk of missing significant work demands. To have a shared 
platform in which managers, rehabilitation professionals, and 
patients could gather and share knowledge from their own per
spectives made it easier for the patients to talk about their abil
ities in relation to work. 

… So, it became very clear and concise ( … ) domain by domain and 
that you really had to dive deep into what could be a concern. (Åsa) 

The participants also expressed that the DAP dialogue enabled 
a clear and straightforward communication with the manager. 
They expressed that this clear communication was enabled 

through the possibility of focusing on areas where mismatches 
were identified. This communication was needed as it became 
evident that a dialogue focusing on demands at work was seldom 
conducted at the workplace, and a natural context for such dia
logue seemed to be lacking for many of the participants. The par
ticipants also related that they did not initiate such a dialogue 
due to their unawareness of the actual demands placed in the 
work tasks, and they experienced that the demands were not 
communicated clearly. 

I think it was quite liberating and nice to have the open dialogue. We 
have talked a lot about it before, but now it really came in black and 
white that this is my situation. And above all, I heard what she thinks 
and what she thinks the demands are and what the demands should 
be. (Erika) 

Having this dialogue focusing on demands and abilities also 
increased the participants’ understanding that their own require
ments sometimes exceeded the requirements of their managers. 
This increased awareness, together with a clear dialogue about 
the demands at work, sometimes contributed to a re-evaluation 
of their demands. The participants described that they felt confi
dent in lowering the requirements and the pace, as they knew 
that they lived up to the managers’ expectations. 

I don’t know what they have demanded of me, what I should 
achieve, how to look at all these questions that were asked. So, I think 
it was really great to hear, and I almost had such an aha- 
experience. (Kristina) 

The dialogue enabled employer participation 

Besides the structured dialogue and clarity regarding demands at 
work, the participants also valued the possibility of including the 
manager in the rehabilitation process. However, how the manag
ers acted during the dialogue played a significant role in how the 
dialogue was experienced. Even though most of the participants 
experienced positive feedback from the managers and colleagues 
after the DAP dialogue had been conducted, some were also hesi
tant before the dialogue. For example, one participant described 
feeling exposed because of the detailed discussions that were 
about to take place. However, the same participant also con
cluded that it is up to each person how much information to 
share. Furthermore, the participants also raised the importance of 
providing a thorough description of the aim with the dialogue to 
both the manager and the patient. One participant described a 
situation where this had not been done, with the consequence 
that the manager did not fully understand the long-term goal 
with the dialogue, which, in turn, resulted in feelings of anxiety 
for the participant. 

Table 3. Themes and sub-themes. 

Themes Sub-themes  

A structured dialogue facilitated new insights  � Richness of details 
� Shared platform to use in the dialogue 
� New insights regarding demands at work 

The dialogue enabled employer participation  � Confirmation from the employer of being needed at work 
� Resolved misunderstandings 
� Increased understanding from the employer 

The facilitator enabled experiences of feeling safe during the dialogue  � Knowledge of the participants’ everyday life created feelings of security 
� Seen as a neutral part in the dialogue 
� Contribute with suggestions regarding work adaptations 

The dialogue created a link between rehabilitation and work  � Prepared for the dialogue during rehabilitation 
� Enabled a continued dialogue between the participant and the employer 

after rehabilitation 
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It would probably have been good to have a letter and give it to my 
employer, because he did not know what this was either. So, I tried to 
explain to him, but it was like this; ok. Yes, let’s go on. (Sofia) 

The participants expressed a wish that the dialogue should 
contribute with increased understanding from their managers and 
an important aspect to reach this goal was that the manager 
became involved in the rehabilitation. The involvement of the 
manager gave signals of being needed, and it was important for 
the participants to get confirmation that their contribution at 
work was valuable. 

I think it has made me a little more confident and open about this with 
my work as well as with my boss. And the goals I have for myself could 
have been easier or I mean, work is a big part and being able to make 
the boss understand a little more. (Sara) 

The interviews revealed that some participants previously had 
felt misunderstood by their managers due to their limited know
ledge of chronic pain and their sole focus on how the patients 
function at the workplace. They described that managers did not 
have knowledge about the consequences of chronic pain and 
how a day at work could affect their everyday life, for example, 
not being able to manage any activities after a full day at work. A 
common experience among the participants was related to wor
ries of being viewed as lazy by their managers and colleagues 
because of, for example, recurrent short-term sick leave periods. 
The DAP dialogue contributed to a decrease in such feelings, as it 
enabled a thorough dialogue about the work situation and 
chronic pain. 

… he sees me at work where I work flawlessly, but he does not see 
what happens when I get home. It was just like that, yes, but it’s just as 
good to talk about as it is. But I can imagine that not everyone can or 
wants to do that. (Kristina) 

Some participants had not talked about their pain before the 
rehabilitation, and it was then a challenge to realize and accept 
their functional abilities, both for themselves and toward their 
managers. The participants thought that their managers were 
responsive and attentive during the dialogue; furthermore, once 
they returned to work, the managers continued to ask questions 
regarding the participants’ well-being and asked if the agreed 
upon work adaptations had any effect. 

The facilitator enabled experiences of feeling safe during 
the dialogue 

The dialogue was facilitated by an occupational therapist working 
with the IPRP. This person was perceived as a supportive link 
between rehabilitation and the workplace and had a significant 
role in the dialogue. The support from the facilitator and his/her 
knowledge about the participants’ social and everyday life gener
ated feelings of security for the participants, as these were 
aspects that the manager often did not know so much about. The 
facilitator had no previous connection to the workplace, and the 
participants described that the lack of prior knowledge enabled a 
facilitation without leading the dialogue in a particular direction. 

In a way, I think it would have been different if someone had been 
involved in our business because then you could have become, that is, 
unconsciously biased. Meaning that you look at what are the benefits 
of the business and what can we change and what can’t we change 
based on what is best for the business and not what is best for me 
then, so to speak. (Erika) 

The facilitator’s knowledge of both rehabilitation and the par
ticipant’s situation enabled an in-depth discussion. The partici
pants described that it was easy to highlight their difficulties 

when the facilitator was well-known. Furthermore, in cases where 
the participants minimized their difficulties because of fear of 
being perceived as a person who could not manage his or her 
work tasks, it was possible for the facilitator to support the 
patient by raising such issues in order to have a constructive dia
logue and identify possible work adaptations. 

I experienced that it is possible to find, well, what should I say. You can 
change small details that can result in great change. Both in, [ … ] the 
mental work environment and also the physical. So, I thought we could 
access things that can make it easier. I myself could not, as it were, 
specify that I needed help. (Maja) 

The facilitator also played a significant role in giving sugges
tions for possible work adaptations. Furthermore, the participants 
experienced that the facilitator gave important information 
through his/her role as experts in rehabilitation and chronic pain. 
Giving the managers the possibility of meeting a person from the 
rehabilitation team to ask questions and who could inform them 
was viewed as beneficial. 

You got things out of your system. I know how my boss feels, and she 
knows how I feel; there was a rehabilitation staff there who could help 
and offer support if there were any questions and concerns. So, you 
were not left out; instead, it feels cozy and calm and nice. (Maria) 

The dialogue created a link between rehabilitation and work 

The collaboration and coordination between the IPRP and the 
workplace contributed to feelings of security in the continued 
rehabilitation process after the medical rehabilitation. During the 
interviews, the participants described that the insights gained dur
ing rehabilitation contributed to an awareness of how their activ
ity pattern and behavior influenced their work ability. They 
perceived the DAP dialogue as a supportive intervention with 
regard to connecting the new insights from the medical rehabili
tation into the work context. 

The DAP dialogue took place after the participants had been 
in the IPRP for a few weeks and had thus gained valuable insights 
regarding their functional demands and resources. They learned 
about chronic pain and new strategies for handling their pain in 
various activities. Strategies included, for example, increased 
attention and awareness of the importance of taking breaks. The 
participants felt that these insights were important to share when 
it was time to involve the manager. Feeling prepared to collabor
ate and communicate with their managers at the time of the DAP 
dialogue was perceived as important and having time to get new 
knowledge about oneself facilitated these feelings. They described 
having a heavy load, both at work and at home, and shared the 
experience of having new insights about their workload and occu
pational balance during rehabilitation. Having these experiences 
before conducting the DAP dialogue was beneficial and thus 
made the dialogue an important step in the efforts to reach a 
sustainable RTW. 

It is about changing a behavior that you have had which has been 
harmful to the body and it is not enough with just conversations 
because it was more about how you were at work and how I worked 
and stuff like that, but it is just as much leisure time that has been a 
vicious circle. So, I mean, it’s everything, and that’s probably what has 
made me realize when it comes to pain rehab that you can’t go on like 
this anymore. (David) 

The structure of the DAP dialogue contains a summary of iden
tified imbalances and planned work adaptations at the end of 
the dialogue. It also highlights who has the responsibility for the 
planned interventions and adaptations. Both the patient and the 
manager documented in and signed this summary, which was 
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deemed to be a helpful tool when trying to make a reality of the 
planned interventions. 

Easier to, like, get a structure on where you are at, rather than just 
having to sit and talk and then you have to write down a lot of notes 
and then it’s just like bla bla bla. (Maria) 

Furthermore, the participants described that it was easier to 
continue the dialogue regarding work demands and adaptations 
with their managers when having started the discussion through 
the DAP dialogue. Having the written document also made it eas
ier for the patient to remind the managers of what had been 
agreed upon during the dialogue. 

It’s really smart to get the connection when you go to the pain rehab, 
it’s good even if you do other things like this for sure, that you then 
get a connection to actually the workplace so that you can use what 
you have learned and that, otherwise, it does not work fully out I think. 
I think you have to get that help too and that the boss in my case then 
gets to talk to someone who has met me for nine weeks over there 
and knows how I work. (Sofia) 

The participants viewed the DAP dialogue as a supportive tool 
when they were about to implement the new knowledge, strat
egies, and insight from rehabilitation into their everyday life. 

Discussion 

This qualitative study explored how patients who participated in 
IPRP experience a three-party meeting based on the Demand and 
Ability Protocol (DAP). Previous research have shown that early 
contact between the healthcare, patient, and employer [18], and 
workplace adaptations [22] facilitate RTW. Even though it is 
known to be an important factor for successful RTW, it is not yet 
a natural part of IPRP [9]. Findings from our study showed that 
the participants experienced the involvement of their managers 
as positive and that it enabled a constructive connection between 
rehabilitation and their working life. A previous study pointed out 
that linking rehabilitation to everyday life is important in maximiz
ing and sustaining positive outcomes from rehabilitation [38]. 
Furthermore, previous research focusing on patients’ experiences 
of RTW emphasized the need for knowledge transfer from pain 
rehabilitation to other involved stakeholders, such as the manag
ers [26]. Similar findings have been identified in patients with 
stress-induced exhaustion disorder [30], and they were also high
lighted in our findings. The participants emphasized the value of 
having the experts from rehabilitation, facilitating the dialogue as 
they were able to explain common consequences of pain and 
how it often affected persons at work. Some participants had pre
viously felt misunderstood by their colleagues and managers but 
felt that the managers got a deeper understanding of their situ
ation during the dialogue. This is important for the RTW, as previ
ous studies of persons with various diagnoses have also found 
that colleagues and managers’ attitudes toward the person influ
ence the ability to RTW [26,39]. 

In the present study, participants brought up that it was easier 
to continue discussions regarding work adaptations when they 
were back at work because of the shared communication in the 
DAP dialogue. This has also been identified in previous projects 
focusing on DAP in occupational health care. These projects iden
tified that DAP was easy to use, enabled a fast initiation of 
rehabilitation measures at the workplace, and concretized sugges
tions of work adaptations [40]. According to the DAP, a plan for 
forthcoming measures and work adaptations is compiled at the 
end of the dialogue. From the findings in the present study, the 
facilitator was a great help in providing suggestions for work 
adaptations based on the dialogue and information that emerged 

during the rehabilitation. The participants experienced that the 
facilitator had a key role in the dialogue, partly because of his or 
her knowledge of factors that affect the ability to work. In previ
ous studies using the DAP method [40], the facilitator has been 
linked to occupational healthcare. In this study, the context was 
in medical rehabilitation, where the facilitator was a rehabilitation 
staff who saw and observed the patient for a few weeks, and 
thus gained a pre-understanding of the problems. Even though 
there are different pre-requisites in occupational healthcare and 
medical rehabilitation it seems that patients/employees in both 
contexts experience adequate action plans and suggestions for 
adaptations [40]. 

The participants thought it was important to have good timing 
for a DAP dialogue and that it was beneficial to conduct the ini
tial part of the rehabilitation that focused on increased awareness, 
knowledge about chronic pain, and behavior change before hav
ing the dialogue with their managers. This initial phase of 
rehabilitation gave the participants new insights regarding their 
functional ability, and how both home-related and work-related 
activities reciprocally influenced each other. Previous studies sup
port these findings. For example, in a recently published study 
[41] among women and men on sick leave for mental illness, it 
was found that both home-related demands and resources 
affected the RTW and that it is thus important to take home- 
related factors into account, in addition to work-related factors. 
These findings can also be theoretically understood by the use of 
the work ability house model, which is a holistic model explaining 
work ability created by Ilmarinen [42]. In this model, work ability 
is understood as a multifaceted concept that is achieved by tak
ing into account the person’s individual function as well as con
textual factors such as the work environment, societal structures, 
social networks, as well as other home-related factors. The individ
ual’s abilities are always seen in relation to the work, and related 
factors should be considered, as well as the environment outside 
the work. In other words, this model emphasizes the need to 
view the individual from a holistic perspective in order to achieve 
work ability, which is also seen in the present study. 

Methodological considerations 

All patients who participated in a DAP dialogue agreed to partici
pate in the study. It is, however, important to acknowledge that 
some patients who were eligible for a DAP dialogue during the 
rehabilitation period may actively have chosen not to include 
their employer in the rehabilitation and thus declined participa
tion in the DAP dialogue. Still, without having full control, the 
clinical occupational therapists report that all patients that were 
offered the DAP consented to include their employer. However, 
one employer declined to participate because he/she felt that the 
patient and the employer could solve issues at the workplace 
without such a meeting. Even though, this might create a selec
tion bias, which is important to take into account [43] when inter
preting the findings. One might consider that the findings are not 
representative of all patients participating in IPRP. Still, the find
ings highlight important aspects that are experienced by this par
ticular sample of patients with pain who wanted to participate in 
a three-party meeting with their employer; moreover, the results 
are similar to other studies. 

In order for the planned work adaptations which came up dur
ing the DAP dialogue to have a chance to be implemented, data 
collection was conducted about 1–5 months after the DAP dia
logue took place. To reduce the risk of possible memory bias, the 
interview guide was designed with open-ended questions and 
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several optional follow-up questions targeting the DAP dialogue. 
There might be a potential risk of misinterpretation of interview 
material in qualitative studies, so-called confirmation bias [44]. In 
this study, the potential risk was handled by triangulation 
between the authors. The first interview was also analyzed by two 
authors in order to identify potential conformation bias. These 
actions strengthen the validity of the study [43]. Something that 
also should be noted is that eight research interviews were con
ducted face to face; due to the prevailing Covid-19 pandemic, ten 
research interviews were conducted via video call. To implement 
digital interviews was seen as a good solution to increase the 
opportunity to include study participants. The literature brings up 
both pros and cons with digital interviews. It is for example 
known that it might be more difficult to see body language in 
digital interviews and thus risk to miss important cues in the dia
logue. However, it is also seen that it might be easier for the 
respondent to bring up sensitive issues during a digital interview 
compared to face to face [45]. In our study, we found that the 
interviews that were conducted digitally did not differ in duration 
or in quality, and the essence of the content was consistent with 
the interviews conducted face to face. 

Conclusion 

Our study identified the DAP dialogue as a supportive measure 
for RTW, where the employer naturally participates in the IPRP. 
The structure of the dialogue was described as valuable and pro
vided concrete planning for workplace adaptations. The DAP dia
logue also provided important information to clarify the demands 
and tasks of the work, which in many cases were not clearly com
municated prior to this meeting. Findings show that the patients 
experienced DAP as a useful and valuable feature in the IPRP as it 
contributed to an increased holistic view. Furthermore, the dia
logue enabled a connection between rehabilitation and the activ
ity of work in everyday life. The results of the study reinforce the 
importance of including efforts close to the workplace in IPRP in 
order to facilitate positive rehabilitation outcomes related to RTW. 
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