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DANSK RESUME

FORMAL: Hvad sker der, nr medarbejdere bliver syge meattegjdsrelateret psykisk lidelse?
Afhandlingen er fokuseret pa arbejdspladsen, asskatlesystemet og samspillet mellem de to, set

fra medarbejdere og mellemlederes perspektiv.

Studie I: Hvordan oplever og handterer mellemledéretionen, hvor en medarbejder er blevet
sygemeldt med en arbejdsrelateret psykisk lideBtadlie 1I: Hvad sker der pa arbejdspladsen, nar
en medarbejder bliver syg pa grund af en arbejasmat sygdom? - Hvem er involveret, og bliver
medarbejdere med arbejdsrelaterede psykiske lide¢dendlet anderledes end medarbejdere med
ryg eller hudsygdomme? Studie lll: Hvordan oplevexdarbejdere med en anmeldt arbejdsrelateret
psykisk sygdom arbejdspladsen og det danske agkgidesystem? Studie IV: Er en
arbejdsskadeanmeldelse af en psykisk lidelse assboned sendringer i helbred, indkomst eller

langvarigt sygefraveer?

METODER: Forskellige metodiske tilgange blev brugt i studés pa grund af de forskellige
aspekter, der gnskes udforsket. Studie I: Intervim@d mellemledere (N=15) og opfalgende
interviews et ar efter (N=8). Principper fra Groeddlheory blev anvendt i dataindsamling og
analyser. Studie Il: Spgrgeskemabesvarelser frarbefiere med anmeldt arbejdsrelateret psykisk
lidelse (N=436), arbejdsrelateret rygsygdom (N=2€Ir arbejdsrelateret hudsygdom (N=132),
blev sammenlignet via Chi-Square tests, og spgegeakrnes abne svarkategorier blev analyseret
gennem selektiv kodning. Studie lll: Interviews (I8} og spgrgeskemabesvarelser (N=436) fra
medarbejdere med anmeldt arbejdsrelateret psykislsé blev analyseret vha. principperne fra
Grounded Theory og Chi-Square tests. Studie 1V:r8anligning af registerdata fra anmeldte
(N=699) kontra ikke-anmeldte (N=296) patienter rpsygkiske lidelser, i a&endringer i helbred (antal
besgg hos egen laege, udskrevet psykofarmaka),ddaggygefraveer og arlig indkomst.
Opfalgningen var aret efter udredningen péa arbegdisomsk afdeling. Poisson-regression og

betinget logistisk regression blev benyttet i asaipe.

RESULTATER: Studie I: Mellemledere anerkender problemer i jaidrailjget, men kan skifte
fokus til medarbejderes personlige problemer, namedarbejder bliver syg med en
arbejdsrelateret psykisk lidelse. Mellemledere lauapleve krydspres mellem
strategiske/forretningsmaessig malsaetninger ogldtomeelle aspekter, nar de skulle hjaelpe den

sygemeldte tilbage, samt manglende organisatatigies Organisatorisk stgtte sdsom retningslinjer



og adgang til professionel hjeelp samt oplevet gondrkunikation med den sygemeldte var vigtigt.
Studie Il: Nar en medarbejder blev syg af en adrejdteret psykisk lidelse, oplevede flere
medarbejdere, sammenlignet med medarbejdere mepiarblaterede rygsygdom eller hudsygdom
at: Arbejdspladsen handterede forlgbet omkringsisygdom darligt, manglende forebyggelse i
arbejdsmiljget, flere havde darlige oplevelser meutrale aktgrer pa arbejdspladsen. Mange
genoptog arbejdet for tidligt og mange var arbejgs|2-4 ar efter arbejdsskadeanmeldelsen. Studie
lll: Forebyggelse i arbejdsmiljget var et af forevd bag arbejdsskadeanmeldelser af psykiske
lidelser, men medarbejderne oplevede et indiviflals pa arbejdspladsen og i
arbejdsskadesystemet. Ledelsen blev ofte oplegzttivg og arbejdsmiljgrepraesentanten og
tillidsrepreesentanten var ofte ikke involveret. Aamger i arbejdsmiljget og inspektion fra
Arbejdstilsynet var sjeeldne, og mange medarbejdelevede utilstraekkelig information i
arbejdsskadesystemet, samt fandt spgrgeskemaegmne atudfylde. Medarbejdere med anerkendte
(kontra afviste) arbejdsskadesager eller PTSD (lai¢pression eller stress) havde oftere positive
oplevelser. Arbejdsskadeanmeldelser kunne veerendnirig for tilbagevenden til arbejdet, iseer for
medarbejdere med anerkendte anmeldelser. StudiedWblev ikke fundet nogen sammenhaeng
mellem arbejdsskadeanmeldelser af psykiske lidelgeendringer i helbred, indkomst eller
langvarig sygefraveer ved den etarige opfalgningiditifikant fald i indkomst blev observeret for
bade anmeldte og ikke-anmeldte medarbejdere médsgsylidelser.

KONKLUSIONER: Arbejdspladser bgr stgtte mellemledere og siladramgelse af relevante
aktgrer og et hgjt kompetenceniveau hos de invetieerDerudover er én koordineret, systematisk
tilgang til kortlaegning og interventioner mod psgkoiale risikofaktorer i arbejdet ngdvendig.
Medarbejdere med arbejdsrelaterede psykiske lidbseikke radgives mod at fa lavet en
arbejdsskadeanmeldelse alene af hensyn til delleetdeDer er dog plads til forbedringer af
arbejdsskadesystemet bade i forhold til klar komikation, udformningen af spgrgeskemaer,
arbejdsgiverhgring mv. ift. anmeldelser af arbegtigeret psykisk sygdom. Derudover er der behov
for et staerkere samspil mellem lovgivnings- ogitamsgssystemet og arbejdspladsen for at kunne
anvende information om psykosociale belastningam kan risikere at fare til arbejdsrelaterede
psykiske lidelser, systematisk i forhold til forglmelse. Arbejdsskadeanmeldelser kan veaere en
veerdifuld kilde her.



ENGLISH SUMMARY

AIM: To explore what happens when employees becomdlilawvork-related mental disorder.
This thesis focuses on the Workplace System, thek#vs Compensation System, and the

interaction between the two systems, applying #rspectives of employees and line managers.

KEY QUESTIONS: Study lexplores how line managers experience and hartdigtisins in which
employees are sick-listed for a work-related meditsdrder.Study llanalyses what happens in the
workplace when an employee develops a work-reldisease: who is involved? Is work-related
mental disorders handled differently from othereyf work-related conditionstudy Illlexplores
the experiences of employees with notified worlated mental disorder in the workplace and
Workers’ Compensation System. It compares the resgsof employees with rejected and
recognised claims and those of employees withréiffediagnoses, such as PTSD, depression, or
stress related illnesStudy IVexamined ifvorkers compensation claims of mental disorders are

associated with changes in health, income, or teng-sickness absence.

METHODS: Various methodological approaches were used iretbieslies, because of the diverse
range of aspects studiestudy I:Interviews with line managers (N=15) and one-yedow-up
interviews (N=8) were carried out and analysedgisigrounded theory approa&tudy II:
Questionnaire responses from employees with ndtdases of work-related mental disorders
(N=436), work-related low back pain (N=202) or wagtated skin diseases (N=132) were
compared using Chi-squared tesigsen-response gquestionnaire categories were adalgsey
selective codingStudylll: The interviews (N=13) and questionnaire respo(ideg36) of
employees with notified cases of work-related mieshisorders were analysed using a grounded
theory approach (for the interviews) and Chi-Squests (for the questionnaire responsst)dy

IV: Register data of patients with notified (N=699) awweth-notified (N=296) mental disorders were
compared to identify changes in health—measurexuitiir GP visits, prescriptions of psychotropic
drugs, long-term sickness absence and annual indéoliew-up were carried out one year after the
initial examination. The prospective associatiotwleen notification status and the four possible

outcomes was examined by means of Poisson regnemsébconditional logistic regression.

RESULTS: Study I:Line managers acknowledge problems in the workrenment but may also



focus on personal circumstances when an employestages a work-related mental disorder. The
lack of a common understanding of stress creatas ffor this shift in focus. Line managers
experience cross-pressure, discrepancies betwedegit and relational considerations, and a lack
of organisational support in the return-to-workgass. Organisational support, guidelines,
knowledge, and good communication were found tedsential for the return to worgtudy Il:In
comparison to employees with work-related low bpain or skin diseases, employees who develop
a work-related mental disorder are more likely awdna negative experience of workplace
management, encounter a lack of prevention in thidx wnvironment, had negative experiences
with workplace stakeholders (managers and healdhsafety representatives), and resume work
too early. Many employees are unemployed 2—4 \afées notification Study 1ll: Prevention in the
work environment was an aim behind workers compgensalaims of a mental disorder, but
employees often experienced an individual focusiéworkplace and Workers’ Compensation
System. Managers were frequently experienced negiatiwhile health-and-safety or union
representatives were often uninvolved. Changesdamiork environment and workplace inspections
were rare; many employees received inadequatenation from the Workers’ Compensation
System and found compensation schemes difficdill tout. More employees with recognised
claims or PTSD had positive experiences in the plade than employees with depression or
stress-related disorders. Workers’ compensatiamslaould be an obstacle for RTW, especially
for employees with recognised clain®udy IV:The study findings showed that there was no
association between notifications of an occupatiorental disorder and changes in health, income,
or long-term sickness absence one year after iti@ imedical examination. A significant decrease

in income was observed among both notified andmaified employees with a mental disorder.

CONCLUSIONS: Organisations should provide support for line nggma and ensure the
involvement of relevant stakeholders with high-lesx@npetences. There is a need to coordinate
information and to assess systematically the pssmtial hazards that can lead to work-related
mental disorders. Employees with mental disordeosilsl not be advised against filing
compensation claims in concern for their healili,tbere is room to improve the Workers’
Compensation System. Strengthened interactionsgleetthe legislative/insurance and workplace
systems are needed to enable information abouhpsygcial hazards to be used systematically to
prevent work-related mental disorders. Workers’ pensation claims are a very valuable source in
this matter.



THESIS OVERVIEW

Work-related mental disorders
A quantitative and qualitative investigation of employees and managers experiences at the workplace and
in the Workers Compensation System

COPEWORK STUDY

Project Workers” Compensation System

Study |
How do line managers
experience and handle the
return to work of employees
on sick leave due to work-
related stress? A one-year
follow-up study

Study Il
How do Danish workplaces
handle work-related
diseases?—The experiences
of employees with notified
occupational diseases in the
Workers’ Compensation
System

Study 111
Employees with notified
work-related mental
disorders - their experiences
in the workplace and
Workers’ Compensation
System

Study IV
Is the notification of an
occupational mental
disorder associated with
changes in health, income
and long-term sickness
absence?

Qualitative data
Interviews with line
managers (N=15)
One-year follow-up
interviews (N=8)

Quantitative data
Questionnaire responses
from employees with
notified:

Mental disorders (N=436)
Low back pain (N=202)
Skin disease (N=132)

Qualitative and
Quantitative data
Interviews (N=13) and
guestionnaire responses
(N=436) from employees
with notified mental
disorders

Quantitative data
Register-based study of
patients with notified
(N=699) vs. non-notified
(N=296) mental disorders

Main findings

e Lack of a common
understanding of stress;

o LMs acknowledge
problems in work
environment but turn focus
to personal circumstances
in relation to WRMD.

e LMs experienced cross-
pressure, discrepancies
between strategic and
relational considerations,
and lack of organisational
support in the RTW
process.

¢ Organisational support,
guidelines, knowledge, and
good communication were
essential for RTW.

Main findings
More employees with
WRMD compared to low
back pain or skin diseases
reported:

o Negative experiences at
the workplace in relation
to their disorders;

o Lack of prevention in the
work environment;

» Negative experiences with
workplace stakeholders
(managers and health-and-
safety representatives);

o Resuming work too early.

Many were unemployed 2-4
years after notification

Main findings

e Prevention in the work
environment was a goal;

e Individual focus in the
workplace and WCS;

e Encounters with managers
were often experienced
negatively

¢ Health-and-safety and
union representatives were
often not involved

e Changes in the work
environment and
workplace inspections
were rare

e Inadequate information
from WCS, compensation
schemes were hard to fill
out

¢ WCC could be an obstacle
for RTW

o More employees with
recognised claims or
PTSD had positive
experiences

Main findings

o No association between
notifications of an
occupational mental
disorder and changes in
health, income, or long-
term sickness absence
were found one year
after the initial medical
examination.

¢ A significant decrease in
income was observed for
employees with both
notified and non-notified
mental disorders

Conclusions
Organisations should provide support for line managers and ensure the involvement of relevant stakeholders with high-level
competences. There is a need to coordinate information and to systematically assess information about psychosocial hazards

that can lead to work-related mental disorders. Employees with mental disorders should not be advised against filing
compensation claims; but there is room for improvement in the Workers” Compensation System. Interactions between the
legislative/insurance and workplace systems must be strengthened so information about psychosocial hazards can be used to
systematically prevent work-related mental disorders. Workers’ compensation claims are a very valuable source in this matter.

LM—Line managers, WRMD — Work-related mental disorders, RTW- return to work, WCS — Workers’ Compensation System WCC-

workers’ compensation claim.




INTRODUCTION

ONE PHD THESIS — DATA FROM TWO PROJECTS

From 2010 to 2013, | was employed at the Departroe@iccupational and Environmental

Medicine at Bispebjerg University Hospital, Denmagkgaged in the Copestress Project, a
randomised controlled trial that tested differgmiets of treatment programmes for employees sick-
listed due to stress [1,2]. One part of this projeeolved exploring what had happened at the
workplaces of the sick employees; this explorati@s called the COPEWORK study. The sick
employees were asked if we could contact theirra@agers and health-and-safety representatives
for interviews on this topic. During the interviewsbecame apparent that, although the employees’
illnesses had been caused solely or partly by thr&ing conditions and both managers and health-
and-safety representatives confirmed that there wevere problems in the work environment,

often no preventive initiatives were implementedhe workplace [3]. The sick listings were

perceived as a private matter and health-and-sedptgsentatives were seldom involved [3].

Physicians in Denmark are obliged to file a work@®mpensation claim, if they suspect that an
employee is ill due to the working conditions. Dwyithe project, physicians discussed whether or
not it was useful to file workers’ compensationitia [4]. There were an assumption that these
claims were a waste of time and energy for sickleyges (in 2010, only 4.9% of notified cases of
occupational mental disorders were recognisedefsdn fever were awarded compensation). In line
with this a newly published Danish scientific deibiad suggested that notification of an
occupational disease in Denmark could increaseskef work disability; for this reason, the
Danish Workers’ Compensation System should en&iateonly workers with a high chance of
receiving compensation were notified [6]. By costra Danish expert rapport was published
suggesting that the legal obligation to notify diddee extended to include psychologists, in order
to prevent the under-reporting of mental disordé}slt was puzzling to find that the experts imsth
field disagreed on how best to handle claims.df¢hwere problems managing work-related mental
disorders in the workplace, workers’ compensatiamts could be part of the solution; however,
they could also contribute to the problem by pgtéam extra burden on sick employees. This area
had never been fully explored in a Danish contex2013, Project Workers’ Compensation System
received funding from the Danish Working EnvironmBesearch Fund to investigate the question
of whether (and why) workers’ compensation clainresesharming employees’ health. The project

used various research methods to explore the subpec different angles.
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This thesis is based on data derived from two rekgarojects: the 2010-2013 COPEWORK study
and the 2013-2018 Project Workers’ Compensatiote8y§illustrated in Figure 1). The thesis

focuses on ‘what happens when employees develaplamlated mental disorder from the
perspectives of both employees and managers.

Figure 1. Project/thesis overview. The aims, posans, and relationship of the two studies, as
related to the systems in the ‘Arena of Work Disality’.

Work disability context
Categories derived from "The Arena of

Work Disability” (Loisel et al. 1994)
Project Worker's Compensation System

2015-2018
How do employees with work-related disorders

Legislative and
experience the Danish Workers’ Compensation Insurance system +
System and the workplace management Workplace system
Project COPEWORK
2010-2015
What happens in the workplace, when an employee gets
sick due to work-related stress
Workplace
I - - - System
s . -
- Project Copestress ~
, 2010-2013 \

What are the effects of the two stress- \
treatment programmes

Personal system/

= = = personal coping +
health care
system

11



1. BACKGROUND - WORK-RELATED MENTAL DISORDERS

Challenges in the psychosocial watvironment are key issues in the current labouketa
[8,9]. Psychosocial risks, such as work-related stressvankplace violence, are widely recognised
as major challenges to occupational health andysdfere is comprehensive evidence of the
impact of psychosocial hazards on a number of rhaetdth outcomes [10]. E.g. there is robust
evidence that high psychological demands, low datistitude (job strain), [11,12] and bullying
[11,13] have a significant impact on mental heahld the development of mental disorders. In
addition, an increased risk of depressive disorbassbeen found among employees exposed to an
effort-reward imbalance [14]. Employees exposedaddk-related violence have an increased risk
of developing mental disorders [15,16]. There oal link between the psychological demands of a
job and the likelihood that the job holder will @édop depression [17The International Labour
Organisation has acknowledged that psychosocia@rtdazan cause occupational disease [18].
However, mental disorders like depression are yaeknowledged to be occupational diseases
covered by the Workers’ Compensation Systems irt smmtries [19]. For this reason, employees
who develop work-related mental disorders are ofterse off than employees with work-related
physical diseases when it comes to financial corsguemn and access to treatment [20]. Mental
disorders are related to functional disability ind@mains of functioning [21]; they agcommon
cause of work disabilitj20], unemploymenf22], and lower incomg3]. They alsaepresent a
major risk factor for early withdrawal from the talr market [24]. The consequences for sick

employees are therefore extensive

1.1. Definition of work-related mental disorders

In this thesis, the termvork-related mental disordeX$VRMD) refers to a mental disorders
defined by the ICD 10- classification®ost-traumatic stress disorder (PTSD) (F.4&atyte

stress reaction (43.0), adjustment disorders (F48epression (F32 and F33), disorders of
personality and behaviour (F62) [25]. In additi(stress) symptoms registered by the Occupational
Medicine Department or the Labour Market Insuraareealso included within this term. WRMD is
defined as mental disorders that can be attribatéehst partly to adverse working conditions.
However, the naltifactorial nature of such disorders [26—28h make it difficult to document a
causal relationship between work place exposurdsrendisorder. Thu8y/RMD is notequal to

an occupational mental disorder recognised in tloekdfs’ Compensation System (WCS).

12



1.2. Extent and Costs

Today, no surveillance system exists to adequatghyure the extent of WRMD on a national or
international level [10]. Current estimates relynarily on self-reported surveys, which do indicate
widespread and extensive problemaenty-five percent of employees in Europe stade tifrey
experience work-related stradgring most or all of their working hours and ttrair work has
an adverse effect on their hedh. Psychosocial hazards and their associated effadtgalth
impose a significant financial burden on individsjalrganisations, and societies [29]. Estimates
from the United Kingdom show that 526000 employ@gzerienced work-related stress,
depression, or anxiety in 2016/2017, resultingarbImillion lost working days. Work-related
stress, depression, or anxiety accounted for 40&ook-related illness and 49% of all working
days lost in 2016/17 [30]. The cost in Europe ofkmelated depression has been estimated at
nearly €617 billion per year, covering absenteerasenteeism, loss of productivity, health-care
costs, and social welfare costs [3A]iterature review of the cost of WRMD in differeBuropean
countries has concluded that there could be mamm@nic gains at the societal level if
psychosocial hazards in the workplace could begmed [29].

In Denmark, 16.9% (in 2016) of employees reporhgaxposed to negative psychosocial factors,
while, at the same time, having symptoms of stoestepression [32].ab strain has been
estimated to result in one million days of sickvieand early retirement for 2500—3000
employees; approximately 1400 Danish employees\wkey year due to job strain. It has been
estimated that these factors cost the health gatera DKK686 million annually; the costs of
lost production are estimated BKK 11.969 million annually [33], and in 2015, wes’
compensation for recognised claims of mental desardost 622 million Dkr. (83.5 million Euros)
[34].

2.3. WRMD in the Workplace and WCS

When an employee develops a work-related disov@eious systems affect that employee’s
recovery and options for returning to work (RTW3J36]. The Sherbrook Model is an evidence-
based work disability management model originallyeloped for employees with musculoskeletal

pain. The model illustrates the arena of work diggl{Figure 2), incorporating various systems
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and levels within the systems, which have been shovaffect the RTW process of sick employees
[36].
Figure 2. Arena of Work Disability
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The Arena of Work Disability. Adapted from Loidehle 1994 [36]

Each system includes various stakeholders, whantaract (e.g. the employee, his or her family,
union representative, employer, healthcare proyidsurer, and others). They may have different
positions and assumptions that can result in diffemterpretations and actions in response to the
RTW process [37]. The different systems in the Bloerk Model interact; [38] for example, the
Legislative and Insurance System may influenceethployee (Personal System); access to health
care (Health Care System) or the cost to the emsplofysick-listed employees can influence the

employer’s willingness to accommodate the emplay&I'W (Workplace System).

The objectives of this thesis are to study twoeystin the model, illustrated by the dotted lines i
Figure 2,The Workplace Systeamd thelLegislative and Insurance Systé@mthis case limited to
WCS), in relation to employees suffering from WRMIhe following section will focus on
WRMD in: A) the Workplace System, studied from ffexspectives of both employees and
managers; B) the WCS; and C) The potential intevadietween the workplace and the WCS,
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when a worker’'s compensation claim of an occupatiamental disorder has been filed. The later
will be analysed from the perspective of employeesgvell as by analysing register-data and
discussions of selected factors in the workers’ memsation process such as employer hearings,

economical incitements and workplace inspectiocgiares.

2.4. A. WRMD in the Workplace

Psychosocial hazards are acknowledged by compasias area of concern [18]. Nearly 80% of
managers in a European survey have expressed nadoaut work-related stress, while nearly 20%
consider violence and harassment to be a majoreco8]. However, fewer than 30% of European
workplaces have procedures to deal with psychokbarards [8]; more than 40% of European
managers consider psychosocial hazards to be nfboelltito manage than hazards in the physical
work-environment [8]. Finally, the Second Europ&mvey of Enterprises on New and Emerging
Risks (ESENER II) has concluded that managing WRAMD psychosocial risks remains one of the
most challenging issues in occupational healthsafiety. This survey has identified problems with
difficult patients, customers, and pupils, timegsures, a reluctance to talk openly about issugs an

psychosocial risks, in risk assessments as bafaeegldressing psychosocial risks [39].

2.4.1. RTW for employees with WRMD

Much of the variability on whether or not employsesceeds in RTW depends on what happens in
the workplace [40]. Studies have found that wolkitezl disorders can be handled very differently
in different workplaces and a range of workpla@keholders can be involved in the RTW process
[41,42]. Workplaces tend to focus on the early pead RTW, while preventive interventions that
relate to the general work environment seem lessdiised [41,43]. Studies have found that
support and interventions may appear to a largeneéxor employees with physical conditions than
on employees with mental disorders [44]. This nmadydate that employers consider it more
difficult to modify work environments to accommodamployees with mental disorders. A meta-
review has suggested that the past experiencesxgedtations of the future for employees with
common mental-health disorders are likely to afteetRTW process. Employees suffering from
WRMD may be reluctant to return to the workplacthdy don’t believe that the working

conditions that caused the disorder have been elddd®]. An employee often struggles to
maintain his or her self-image as a competent eyegl@and therefore rush the RTW or resuming

his or her tasks too quickly [45]. Employers halsmdeen shown to be critical of employees with
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mental disorders and their workability [46,47].dddition, employers are sometimes reluctant to
approach psychosocial risks because they lackra#leurces, such as time, employees, or money,
or awareness, training, technical support, or deggional guidance and sensitivity towards
psychosocial risks [8]. Mental disorders causeavbyking conditions are often perceived as less
legitimate than e.g. the sudden death or illnesssdouse; this attitude can affect the social supp
that employees receive [48]. A lack of social supptay decrease an employee’s chances of

making a successful RTW, since social supportusial to the RTW process [49].

2.4.2. Line managers and WRMD

Line managers are the most important stakeholddiilitating the RTW process [49-52]. Flach

et al. have found that a lack of support from suigers is associated with job loss during sick e&eav
[53]. Line managers are in a position to suppontkes who are absent due to mental disorders
through a combination of support, guidance, andhpeent or temporary changes in work tasks
[51]. However, studies have suggested that managaydack the necessary knowledge and room
for action to achieve a successful RTW for longreick-listed employees [51,54,55]. A gap has
been identified between companies’ intentions arideh behaviour when implementing initiatives
to secure a successful RTW [8,56]. However ligl&nown about the experiences of line managers
with employees on sick leave due to a work-relatedtal disorder. More research is needed in this
field [51,54,55].

2.5. B. WRMD in the WCS

Most Western countridsave insurance systems that compensate employedisdbility, wage

loss, and medical expenses [57]. Europe has skigh éncrease in workers’ compensation claims
due to WRMD [19]. In Denmark, there has beds0Da&b%increase in workers’ compensation claims
for occupational mental disorddrem 3.107 claims in 2010 to 4.676 claims in 2{(B]6This
increase may represent a dilemma since the literatso indicates that workers’ compensation

claims may harm sick employees.

2.5.1. The Danish WCS

The Danish legislation requires physicians to gatif physical and mental diseases suspected of
being caused by working conditiofg. Denmark is one of the only European countrieésdinide

mental disorders on its List of Occupational Digsf9]. Other mental disorders are recognised
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under a complementary system. Curremilyst-traumatic stress disorders (PTSD) and dejmressi
are the two most commonly recognised disorders [38yever, only few claims ajccupational
mental disordergets recognized e.q R016, 4.1% of notified occupational mental disosdvere
recognized5]. This low number is a result of theedical research that underpins Danish Labour
Market Insurance decisions, which has so far detratesl only a limited correlation between
workplace conditions and mental disordg@]. In addition the nultifactorial nature of mental
disorders [26—28¢an make it difficult to document a causal reladitip between workplace

exposures and a diagnosed disorder.

2.5.2. WCS may harm employees’ health and labour ma  rket attachment

Studies have shown that the workers compensatémslof an occupational disease may have the
unintended side effect of increasing the risk ofkadisability [6]; workers’ compensation claims
have been linked to a worse prognosis [59-61], sevecovery, [62] and health-related job losses
[63]. A meta-analysis of accidents has found thatrhental health of people involved in
compensation claims is less likely to improve th@at of people not involved in compensation
claim processes. No studies have shown any associatween compensation claims and positive
health outcomes [64]. However, the epidemiologieakarch in this field has been criticised for
methodological weaknesses that raise questiond #imstudies’ conclusions [65—-67]. Researchers
continue to calfor further research, pointing out plausible exgligons for the association

between compensation-related factors and poordthhmatcomeg64].

Recently, meta-syntheses and meta-analyses hanebeducted to explore workers’
compensation processes. Employees perceive time plaicess to be stressful, [65] while
interacting with key actors in the compensatiorteays such as insurers [68] and health-care
providers, [69] can negatively affect the recovetrglaimants. Further administrative hurdles that
impede workers’ compensation claims have been ededavith higher mental health complaints
[65].

Although studies in this field have investigateloraad range of diseases and injuriedaspl have
only been able to identify one scientific studytthas focused exclusively on employees with
notified occupational mental disorders. It was lblase interviews in an Australian context
with four stakeholder groups: employegeneral practitionersick employees, and

compensation agents. The employeasntal health claims were found to be complex to
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manage and associated with conflicting medical iops, stigmatisation, and the risk of
developing secondary problems during the recoveoggsg70].

Most studies of the effects of claims processee leen carried out in North America or Australia.
The noted effects on health and labour marketlatt@ot may be less prevalent in a European
context, where a different insurance system pravideome replacement, health care, and support
for the RTW process. An employee’s income and acteekealth care is not completely dependent
on the outcome of his or her compensation claineré@lis consequently very limited understanding
of the experiences of employees with WRMD in WC8 ahWCS'’s effect on notified employees

in a European/Scandinavian context.

2.6. C. Interaction between the Workplace and WCS

International research suggests that the workm@adansurance/legal systems do interact in
relation to sick employees, [71] and this may hiaeth health inhibiting and health promoting
elements [72]. However, the interactions betweenatbrkplace and legislative and insurance
systems have not been much explored in relati@miployees with WRMD; these interactions are
also highly dependent on specific jurisdictionseTollowing section describes three possible ways
for worker compensation claims to directly impadriplaces: 1) by eliciting a workplace
inspection from the Working Environmental Authorj38]; by eliciting an employer hearing [74];

and 3) by providing financial incentives in relatito claims [34].

2.6.1. Inspection by the Working Environmental Auth  ority

In Denmarkworkers’ compensation claims are submitted to blmehDanish Working
Environment Authority and the Labour Market Insurawhich serve two functions. First, the
Danish Working Environment Authority receives infation about the working environment
that is believed to have caused the diseasentiogmation can be used to prevent further cases
in the worksite or industry. Second, the Labour kéainsurance assesses whether the disease
can be recognised and compensation awdidThus, workers’ compensation claims may

make an important contribution to prevention.

Serious limitations have been identified in relatio the DanisiWorking Environmental
Authority’s use of workers’ compensation claims of occupatidiseases, and the extent to
which inspectors can adequately inspect and madgisides relating to the psychosocial work

environmen{75].
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The limitations of the Danish Working EnvironmenttAority

1. The Authority has a very limited use of the workexsmpensation claims in general, as
its computer system only select cases for its ictsps to examine, if two or more
employees from the same workplace have reportegaime occupational disorder in
the same half yed¥6]. Otherwise, the notifications are not examihed

2. A worker’'s compensation claim cannot provide thei®dor a decision by the Authority
on the psychosocial work environment. Most decsiconcerning the psychosocial
working environment are based on employee statesmeatie during Authority
interviews[75]. An inspection can be carried out on the bassewéral notifications of
occupational mental disorders, but the Authoritgsision will depend on whether the
employees selected for interviews are willing tckearitical statements about their
workplace experiences. Studies have shown thatam@es are unwilling to criticise
their employers during inspections, if the empl®ytsar reprisalf/7,78]

3. The Danish Working Environment Authoritgust also ensure that employees remain
anonymous. This can result in the Authority optirag to carry out an inspectiain
they judge that an employee’s anonymity cannot bmtained.

4. Around one-fifth of all Danish employees are empldyn organisations in which the
Authority cannot inspect the psychosocial working envirorimgure to collective
agreements or Occupational Health and Safety @attibns[75]. Although audits can
take place, these have been harshly criticisechthodological limitations when used
to identify psychosocial risks. The auditors laglcessary competencies and methods of
assessing psychosocial risks and psychosociahrastagemer{79].

5. Finally, the Danish Work Environmental Authority follows thethod Committee’s
recommendationsyhich in practice means that thetAoritydoes not deal with cases
caused by any of the following factois; an overall management decision about the
company; B) interactions between management, erapgyor their representatives; C)

interactions between the employees; or D) conditxternal to the compahy

L A few exceptions exist, e.g. cases of severe atarakposure, but they are not related to WRMD .[76]
2 Bullying and sexual harassment are exempt fromvtethod Committee’s recommendations; the Working
Environmental Authority can make decisions on tH&é
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2.6.2. Employer hearing

In addition to workplace inspections, employers nmagract with the WCS during employer
hearings. During the compensation process, if #iiwour Market Insurance examines the case, the
employer may be contacted and asked to confirm/gemyide a perspective on workplace
exposure relating to a claim. This process is nohgmised: the exposure described in the claim is
sent to the employer, whose response is commudicitectly to the Labour Market Insurance and
the sick employee. Employer hearings are perceagaguhart of the insurance case, but the
potentially harmful or preventive aspects of suderactions have not been studi€she potential
positive result of a hearing is that an employerdoees aware of psychosocial risks, perhaps
initiating preventive initiatives. However, suchaniegs could also cause adverse effects, since
the perception of psychosocial risks is somewhhjestive; the employer’s perspective and
interests may conflict with those of the sick enygle.

2.6.3. Economic incentives in relation to workers’ compensation claims

Effect on employers’ insurance premiums

The WCS in Denmark is a no-fault system financeetoployers [80]. The system exists in
parallel to the health-care and social securityesys, protectingmployers from lawsuitg81]. In
Denmark, employers are obliged to provide two tyglesorkers’ compensation insurance.
Industrial accidents are covered by private insteagsompanies; in this case, there is a potential
experience rating, which means that insurance coiep&an increase premiums following
industrial injuries. Occupational diseases arergduhrough the Labour Market Insurance, with
fixed rates determined by the industry in questidigh-risk industries attract higher premiums, but
the premiums do not depend on the prevention lenvelided by the individual employers or
compensation claims. According to tBeonomics of Tort Law82] this provides only a weak
incentive for employers to invest in preventing koelated diseases, as the premium offers no

financial rewards for doing so [34].

The extent to which Danish regulations in the fieldVorkers’ Compensation Law, Working
Environmental Law, and Tort Law incentivise orgaiisns to prevent work-related mental
disorders and injuries has been studied in a npultyished PhD thesis from the Faculty of Law,
University of Copenhagen, Denmark. The researchreclades that, even though the 2@anish

Working Environment Act covers both physical gsgchosocial work environments, the
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employer incentives for preventing work-related taédisorders/injures are smaller than those for
physical diseases and injuries. The probabilitiireds and sanctions are lower for psychosocial
risks and work-related mental disorders; the fingsosed in cases involving psychosocial work
environments are smaller than those involving tmgspcal work environment [34T hus, the laws

do not create sufficient incentives to create e¢ffeqorevention in the psychosocial work

environments.

The interactions between the workplace and the WB&DSe summarised as follows. Workers’
compensation claims for occupational mental digsrdee likely to have a relatively small impact
on prevention at the workplace. There is littlerad®of inspection and the few inspections that do
take place rarely result in decisions. Employerihga may have a positive effect—making
employers aware of psychosocial hazards. Howehey,rhay equally have a negative effect,
damaging the relationship between the employesmhkdmployee. Finally, employers’ insurance
premiums are determined by industry and unrelatéioket specific employers level of prevention or

workers’ compensation claims for occupational diecs.
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3. AIM OF THIS THESIS

The aim of this thesis was to explore what happenghen employees gets sick from a work-

related mental disorder.

The thesis focuses on the Workplace System, WQSthaninteraction between the two systems,

applying the perspectives of employees and lineagers.

The following key questions have been explored:

Study |

Study 1l

Study Il

Study IV

Title: ‘How do line managers experience and hatttbeRTW of employees on sick
leave due to work-related stress? A one-year folipvstudy’

The specific aim was to explore the ways in which managers experience and
handle situations in which employees are sickdistee to work-related mental

disorders.

Title:*How do Danish workplaces handle work-related disgas-The experiences of
employees with notified occupational diseases énviforkers’ Compensation System’
The specific aim was to study what happens in tbekplace when an employee
develops a work-related disease—Who is involved®wark-related mental
disorders handled differently from other types oirkvrelated diseases?

Title: ‘Employees with notified work-rated mental disorders—experiences in the
workplace and Workers’ Compensation System’

The specific aim was to explore the experiencemngfloyees with notified work-
related mental disorders in the workplaces and WASE&grtaining the extent to which
such experience depended on the claim decisioec(es], recognised) or diagnosis
(PTSD, depression, stress-related disorders).

Title: ‘Is the notification of an occupatial mental disorder associated with changes

in health, income, and long-term sickness absence?’
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The specific aim was to examine the extent to whiolkers compensation claims of
mental disorders are associated with changes ithh@scome, or long-term sickness

absence.

4. MATERIALS AND METHODS

The articles included in the thesis are based tadlawn from two Danish research projects, the
COPEWORK study (data collected in 2011-2012) aedPitoject Workers’ Compensation System
(data collected in 2013-2014). The thesis also siake of 2009-2014 data from national
registries. Given the diverse range of aspectdeduthe articles use a number of different
methodological approaches, including semi-struckiméerviews, questionnaire surveys, and
register-based analyses.

The following section describes the materials amthimds used in Studies |, 11, 1ll, and IV.

4.1. Study |

The data consist of semi-structured interviews \ite managers conducted at two time points with
a follow-up of one year. The interviews focusedlos line managers’ experiences when an
employee becomes sick-listed due to work-relategsst All interviews were carried out using a

grounded theory approach.

4.1.1. Grounded Theory Approach

Grounded theory is a qualitative methodology dgwetbto understand phenomena about which
little is known. [83] For this reason, it is pattiarly appropriate for exploring the experiences of
line managers whose employees have been sick-listedo work-related stress; limited research
has been conducted on this topic and the findieged on the culture and legislative context.
Grounded Theory enables researchers to understamol&x social processes; [84] its methods can
be used to carry out research in a diverse rangtudfes, whether or not the aim is theory
development [85]. The grounded theory approachistansf systematic but flexible guidelines for
collecting and analysing data [85]. A core chanastie of grounded theory research is that data

collection and analysis are closely interrelatedrigage with the studied phenomenon as deeply as
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possible. Analysing the collected data influentesdtrategy of data collection and vice versa [83]
because data collection and analysis happen sinedltssly in an iterative process. A detailed
description of the data collection method usedtud$ | is described under 4.1.3. Data collection
and analysis — interviews with manage&scording to grounded theory, data collection and
analysis should continue until no new informatismained, known as the pointtbkoretical

saturation[83].

4.1.2. Participants and procedure

Figure 3. The COPEWORK Study, data collection 20112012

Baseline One year follow-up
o=~ T T Tstudyl T T~
, - Y ~ N
197 56 36 LM iy |15 L™ > | 8Lm )
employees = | employees - agreed to N Lr_wterviews interviews | .~
sick-listed allowing participate S e e e - ==
due to stress contact to 18 LM 18 LM
LM Survey Survey
3 LM 7 LM
dropout dropout

Line managers (LM)

Managers were recruited through their sick-listegbl®yees, who took part in a randomised
controlled trial that tested different types okss treatment programmes [1,2]. The*i@¥ployees
participating in the trial were asked whether thwuld allow researchers to contact their managers
for an interview. The employees were referred by @iP stress treatment in project Copestress and
they fulfilled the following criteria: (1) on fuller part-time sick leave; (2) employed or self-
employed; (3) having had significant symptoms oésd for months, and (4) motivated to
participate in a stress treatment project. Paditip were excluded if they (1) currently abused
alcohol or psychoactive stimulants; (2) were diagpubwith a major psychiatric disorder, or (3) had

a significant somatic disorder assumed to be tmeguy cause of their stress condition.

Of this group, 56 employees allowed us to contaeir tmanagers. All 56 employees had

experienced at least one major work-related fastorh as high work pressure, poor management,

% Study 1[86] mistakenly cited 210 employees instead of theemmumber of 197 employees in the published articl
However this error has not affected the study figdi

24



or a generally poor psychosocial working environtieading to sick listing (assessed by a
psychologist or occupational physician during tteatment). Eighty-eight percent of the employees
had experienced three or four work-related strastofs that led to sick-leave (for additional
details, see [3]). Of the 56 managers contacteagdéed to participate and 3 ultimately dropped
out. Figure 3. illustrates the process of dataectibn.

The saturation point was reached after 15 intersigwthe first interview round and 8 interview in
the follow-up round; these interviews formed thepétoal basis of Study I. The rest of the
managers who agreed to participate filled out dmemuestionnaire developed using the interview
guide. In addition, 26 health-and-safety repredamts from the various workplaces agreed to
participate and were either interviewed or givaquastionnaire to complete. The questionnaire data
from the managers and health-and-safety represergaas well as the interview data from the
health-and-safety representatives, has been pessgn& Danish report: ‘COPEWORK—
COPESTRESS Workplace Studg].

Comparing participants and non-participants

Data from the sick-listed employees whose workgeagticipated in the study was compared with
data from other employees in the stress treatmegrmme who did not agree to participate (refer
their manager), using the following parameters:dgenoccupation, and employee’s rating of
his/her psychosocial work environment, assessetiise ‘The Copenhagen Psychosocial
Questionnaire’(COPSOQ) [87]. The following diffecers between groups were found: employees
whose managers participated in the interviews oresuhad more days of sick leave (80.6 days vs.
an average of 68.5 days); more were employed ideswi positions and more of the employees
had returned to work at the end of the treatmeimé. dmployees scored their workplaces more
favourably in the COPSOQ for ‘vertical trust’ (ttus management). However, the general
COPSOQ scores from employees participating in thgept (n=197) were significantly below the
Danish population average [3]. measured using Enish employees [88]. Thus, the
participating managers were perceived more posjtive their employees than non-participating

managers.
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4.1.3. Data collection and analyses—Interviews with managers

The baseline data collection was conducted in 20lconsisted of one-hour individual interviews
at the manager’s workplace, in the manager’s gfficén a meeting room. A second researcher
attended five interviews as an observer, with therviewee’s permission. This allowed for

subsequent internal reflections on the interviesnfand content [89].

After one year (2012), eight of the managers rexefollow-up interviews lasting 30—60 min, after
which the saturation point was reached. The foligminterviews were used primarily to further
investigate coded themes from the baseline inters/i&ome of the preliminary findings were
presented by the researcher during the intervidvese findings were conveyed in the form of
verbal statements by the interviewers such agXample, ‘managers tend to focus on their
employees’ private circumstances or personalitiesxplain stress related sick-leave’ or ‘managers
experience a lack of organisational support whearaployee is sick-listed as a result of stress’.
Managers were given the opportunity to reflectlmse findings [89]. The follow-up interviews
were also used to record whether the employeedtached to the workplace or not, and the
managers’ own reflections on the process. For wadgs that did not participate in the follow-up
interviews, information on whether employees reddrto work was obtained from a randomised

controlled trial in which the employees receivagss treatment.

The interview guides included factual as well aglerative questions. Table 1 shows the themes in
the final version of the interview guides used aséline and follow-up interviews with managers in
the COPEWORK study.

Table 1. Themes in the interview guide for managenterviews

The interview guide for baseline interviews includd background information on the managers and the

managers’ perspective on the following areas:

Workplace conditions and the causes of employesstr

Reflections on preventing stress in the workingiremment

Experiences of handling situations in which empésyerere sick-listed due to stress

Experiences with the RTW process and thoughts egléhfys about the process

Reflections on supportive and inhibiting factoroiganisations, with respect to facilitating the\RT
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process for employees with stress

Reflections on the challenges and dilemmas assacigith stress and the RTW process.

The interview guide for the one-year follow-up inteviews also included the following topics:

Events and occurrences in the workplace sinceatttarterview

The return-to-work status of the employee

A dialogue about preliminary findings/hypotheses

Interviews were recorded and transcribed verbatichtbe transcripts were anonymised. The
interview transcripts were analysed using Grounteebry principles to identify the main themes.
An initial open coding, followed by a sequentiartscript review, was conducted. Codes that
described processes, actions, thoughts, and feeliege generated. The core codes described ways
in which managers experienced and handled situmtrowhich employees were sick-listed due to
work-related stress. Selective coding identifiedethat were frequently mentioned or stood out
as being particularly important. The analyses vgeigported through extensive memo-writing [85].
Following every 2—3 interviews, the data were asatlyand emerging themes were used to revise
the interview guide. In this way, themes that wietend to be central were explored and developed
further, while other themes were excluded.

4.2. Data collection for Study Il and Study 11l

Study Il and Il both analysed data collected witthe Project Workers’ Compensation System.
The data collection procedure used in this prageptesented first, followed by the specific

procedures and analyses used for Study Il and/iich are described separately.

4.2.1. Data collection in Project Workers’ Compensa  tion System

Figure 4 illustrates the Project Workers’ CompeiosaBystems’ research design, showing the data

analysed in Study Il and lII.
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Figure 4. Data collection in 2013-2014 from the Project Worke’ Compensation System
Data analysed in Study Il and Study Il are illustrated
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Study II ST ..l
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60.5 % 50.5 % 33.0%
N=436 N=202 N=132

*BBH—Bispebjerg University Hospital, Department of édpational and Environmental Medicine

*OUH—Odense University Hospital, Department of @pational and Environmental Medicine

*** Since post-traumatic stress disorder (PTSD) wWeasonly mental disease on the List of Occupatibiseases (diseases on
the list are processed differently from diseasandhe list [19]), the selection of employeeshwitork-related mental
disorders was randomised using four subgroups: Rémed) claims (recognised claims excluding PTSD @k1.e. all

claims that fulfilled inclusion criteria) + recoged claims including PTSD (N=200)). Rejected clajrefected claims

excluding PTSD (N=200) + rejected claims includibSD (N=200)). 28



The following section describes the four phasegatd collection from the Project Worker’s

Compensation System.

Phase 1—Stakeholder interviews

Interviews (N=23) were conducted with differenkstaolders in the Danish WCStrategies for
conductingelite interviewdq90,91] were applied during this phase of datdectibn, meaning that
the interviewer actively engaged in discussiongyioled ‘facts’ and additional or contrasting views
during the interviews to challenge the interviewd giain a degree of power symmetry in the

relationship between interviewer and interviewe®.[8

The following stakeholder interviews were carriett Group or individual interviewsith health-
care professionals from all occupational mediciepasttments in Denmark. Interviews with
central stakeholders from the Danish Working Envinental Authority, the Danish Labour
Market Insurancehe Confederation of Danish Employers (DBganish municipalities, unions,
an insurance company, a law firm, and a membédreoBbard of Industrial Injuriehe
stakeholder interviews were analysed using thergted theory approach, with initial coding
followed by focused coding and memo writing throoghthe whole analytical process [85]. The
focus was on factual information as well as desioms of the different WCS processes and
political positions. The stakeholder interviews\pded preliminary knowledge, information about
different stakeholders in the system, various jalitviews in the WCS, information on the use of
notifications in stakeholder organisations, andgssional opinions about the potential impact of
compensation claims on notified employees. Addéldrealth-care professionals shared their own
experiences and practice in relation to compensatamms for work-related mental disorders, as
well as their views and interpretations of the $éggion in this area. Information gained during the
stakeholder interviews informed the developmerthefinterview guide for employees and the

development of the questionnaire survey.

Phase 2—Interviews with employees with work-relatsdrders

Employee interviews were collected during 2014 gisire grounded theory approach.
Interviews were collected in 2—3 chunks, after whitey were analysed. This produced emerging
themes and the interview guide was revised. Soeradh identified as central were explored and

developed further; others were discarded duringlttia collection and analysis.
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Employees were recruited by occupational physicambpsychologists at the Department of
Occupational and Environmental Medicine at Bispeapjéniversity Hospital and Odense
University Hospital in Denmark. This led 18 semi-structured interviews of employees with
notified WRMD and 7 interviews of employees withnaaotified cases of WRMD. There were
also two interviews withraployees who had notified low back pain and oné& ait employee

with a notified skin disease. Participants weretacted by phone by the first author; they were
asked whether they wanted to be interviewed irr th@nes, at a nearby place, at the Department of
Occupational Medicine, or at the University of Copagen. Participants filled out a consent form
before the interview and were given the opportutotwithdraw their data at any poifiiach
interview lasted approximately one hour and focusethe employee’s experiences in the
workplace before and after being sick-listed. her@d experiences with different stakeholders
in the workplace and WCS, the expectations andvatbins behind the claim, and the WCS
process. Interviews were recorded, transcribedatenh and coded in NVivo10 using open and

selective coding and memo writiff§5]

Phase 3—Development of the questionnaire survey

Based on preliminary findings from the employee stiateholder interviews,questionnaire

was developed. It wgslot tested in accordance with the principles leisthed by Boynton

[92]. Initially, five employees with notified occupatial disorders filled out the questionnaire and
were interviewed about each item; this processlighton the ways in which they interpreted
and chose to answer the questions. Based on degib&ck, the questionnaire was revised. Next,
13 employees tested an online version of the quesire using the software programme
SurveyXact and provided feedback, after which tha&l fzersion was developed.

The final questionnaire consisted of 40 questiartbaanumber of sub-questions; both scales

and open-response categories were used. Tablea sietected items from the questionnaire,
which is relevant for the studies in this thesise Tull questionnaire is shown in Appendix 5.
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Table 2. Selected items from the questionnaire useaa Project Workers’ Compensation

System

Background information

Gender, age, citizenship, educational level, ctrmenupation

Health - Self-rated health, current

- Self-rated health before the notified disorder
Work ability - Self-rated work ability, currently

- Self-rated work ability before the notified disorde
Occupation - Current

- At the time of the notification

Type of employment

At the time of notification (e.g. time-limited, paanent, hourly wage

earner, self-employed)

Return to the same workplace

Currently employed at the same workplace as dtittte of notification

- If not why? (e.qg. fired, quit, period of employmeamtded)

Sick-leave

Sick-leave in relation to the notified disordem(dong term >8 weeks,

short term <8 weeks)

Workplace management

How did your workplace handle the process whenlyatame sick

(e.g. well, badly)

Workplace knowledge of the workers

compensation claim

Did the manager at your (former) workplace know §wu had a disorder
notified to the Danish Labour Market Insurance?

Changes in the work environment

Were any changes made to your working environmeat r@sult of your

disorder?

Workplace stakeholders

How significant were the following people at yoormer workplace
during the process of getting sick and havingoakers’ compensation
claim?— top management, line manager, union represeetdtealth-

and-safety representative, colleagues (e.g. pesitigutral, negative)

Inspection by theDanish Working

Environment Authority

Has the Danish Working Environment Authority cadrigut an

inspection at your workplace as a result of yoaimP

- If yes or partially—how did you experience the iesfion?

Motivation behind the workers’

compensation claim

What did you primarily hope to gain as a resuly@fir compensation

claim? (e.g. compensation, prevention, registrati®a precaution)

The compensation process

Did you feel adequately informed about the workemhpensation

31




process?

Compensation schemes What was it like filling out the compensation schenfe.g. easy,
neutral, hard)

Negative effect of the workers’ Did the process in relation to the workers compgasalaim hinder or

compensation claim delay your return to the labour market?

Phase 4—Distribution and collection of questionesir

In 2014, employees with a notified occupational takdisorder, notified low back pain or
notified skin disease (notified in 2010-2012) wenedomly selected from the Danish Labour
Market Insurance databage employee could only be included once; workers yre-
existing claims were excluded. Toely accepted WRMD on the 2014 List of Occupationa
Diseases was PTSD; the processing of PTSD claimdhvesefore somewhat faster and smoother
[19] than the processing of other WRMDs. Selectagleyees with WRMD were therefore divided
into four groups: 1) recognised claims excludingsPT(N=121); there were only 121 registered
claims, after the inclusion criteria; 2) recognisémims including PTSD (N=200); 3) rejected
claims excluding PTSD (N=200); rejected claimsuigoshg PTSD (N=200)Employees with low
back pain were divided into two groupseeognised claims (N=200) angjected claims
(N=200); enployees with skin diseases were divided into thvagle recognised claims (N=200),

and those withejected claims (N=200).

In December 2014, the selected employees wereatedthy letter and asked if they wanted to
participate in the survey. Included in the lett@reva description of the study and a personal
code for the online questionnaire. After a montfgllaw-up letter that included the personal
code for the electronic questionnaire, the ques#oe in paper form, and a stamped, addressed

return envelope were also mailed.

Out of the 1521 employees selected, 770 compléeduestionnaire. The response rate varied
between the three types of occupational diseasts6@.5% of employees with WRMD
responding, alongside 50.5% of those with low haaik and 33% of those with skin diseases?Chi
tests were used to test the differences betwegomdsnts and non-respondents in a dropout

analysis (ref: Study II)Among the responders, significantly more womewopgte over 55,
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education/health-care industry workers, and pa#itis with stress-related mental disorders
completed the questionnaire (ref: Study Mhe implications of the response rate for the ssidi
findings are discussed in 6.8. Strengths and Liroia.

4.3. Study

4.3.1. Participants and procedures

The data analysed in Study Il consisted of questior responses from employees with WRMD,
work-related low back pain or work-related skinedises, collected within the Project Workers’
Compensation System. The study compared the exgesef employees with different work-
related diseases and explored whether workplacageament and stakeholders’ involvement
differed in accordance with the type of work-rethtksease.

4.3.2. Analysis

The questionnaire responses (N=770) were dividedtimee diagnostic groupltental disorders
made ub6.7% (8.2% post-traumatic stress disorder (PTED[R% depression, 36% stress etc.—
including Stress without specification, adjustmeisbrders, anxiety, and non-specified psychiatric
disease)Low back pairmade up 26.2%8&kin diseasesade up 17.1% (11.4% toxic eczema,

3.5% allergic eczema, 2.2% other skin disease® .dldgnoses represented the final diagnostic
formulation recorded in the Labour Market Insuraregister in relation to first claim decisions.
The questionnaire responses given by the partitsparthe three diagnostic groups were analysed
using descriptive statistics and tested via Chasgtiests to identify any significant differences
between the groupResponses to the open-response categories weyseohalking selective

coding.

As there were significant differences between egsacharacteristics in the three diagnostic
groups, additional chi—squared tests were carngdootest differences in responses by industry
(service, education/health, industry/crafts/agtimd, police/defence/jail), self-reported healthhat
time of response: good health (excellent, very ggodd) and bad health (less good, bad), age (<40
years, 40-55 years, > 55 years), compensation clagision (recognised, rejected) and gender

(female, male). The results of these tests are shiowppendix 6.
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Other methods, such as a logistic regression, eausidered, but no dichotomisation of the
guestionnaire response categories was possibte sirrging varied response categories (positive,

neutral, negative, not relevant, etc.) would resuthisleading results.

4.4. Study Il

4.4.1. Participants and procedures

Studylll combined analyses of interview data from enygles with notified WRMDs (N=13) with
analyses of the questionnaire data from employdtsnetified WRMD (N=436). The aim was to
explore the experiences employees with notified WRMD experiences in the kpbtace and
Danish WCSSince the data collection process has been dedanbe?2. Data collection for

Study Il and Study I, this section only providaditional information.

Interviews

Interview participants (N=13) were recruited by pisjans and psychologists at two Danish
Occupational Medicine Departments from 2 Januafy42hwards The inclusion criteria were as
follows: significant symptoms as a result of anuggational mental disorder, having notified
an WRMD and being employed when the disease st&ti@tlusion criteria Current abuse of
alcohol or psychoactive stimulants, major psycliatisorder or significant somatic disorder
assumed to be the primary cause of the mentaldéisor the person being potentially
unpredictable or dangerous.

Questionnaire responses

Chi*tests was used to compare participants (N=436) ngthparticipants (N=285) in a
dropout analysis. Significantly more women parttgal, employees over the age of 40 years,
more employees with stress-related disorders axiétgrand less with PTSD. Finally, more
participants fronEducation/healtland less fronfPolice/defence/jailNo significant differences

were found related to recognised claims or findremenpensation.

The sample was analysed comparing three diagngstigps:Post-traumatic stress disorddf43.1
(N=63).DepressiorF33 and F32 (N=965tress etc Adjustment disorders, F43.2-F43.9 (N=161),
Stress without specification, Z (N=96), anxiety LlKi=4) and non-specified psychiatric disease

(N=16). Diagnosis was the final diagnosis givethi@ Labour Market Insurance register in relation
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to the first decision given on the claim. In aduditi responses from employees with recognised
claims were compared to responses from employebesgjected claims.

4.4.2. Analysis

The interviews were analysed using a grounded yhegproach (described in 4.2. Data collection
for Study Il and Study Ill). The data collecteddhgh the questionnaire survey were analysed using
descriptive statistics, while the differences betwéhe diagnostic groups and recognised/rejected
claims were tested using éhésts The responses to the open-response categories in th

guestionnaires were analysed through selectiveng$8b].

4.5 Study IV

4.5.1. Participants and procedures

Study IV consisted of a follow-up study based @ample of 995 patients examined at the
Department of Occupational- and Environmental Mie@iof Bispebjerg University Hospital in
Copenhagen, Denmark, by physicians from 2010 t@20ke aim was to examine whether
notification of WRMD was associated with changekéalth, income, or long-term sickness
absence. Of the patients included, 699 had not#retVRMD, while 296 patients had an un-

notified mental disorder. To be included in thedgtypatients had to be 18 or older at baselineeali
at the follow-up, and registered at the Departnoé@ccupational and Environmental Medicine

with a mental disorder between 2010 and 2013, vothplete data on the requested outcome
variables in the registers. All patients were nefdrfollowing medical examinations by their general
practitioners, other medical specialists, uniomespntatives, municipalities or workplaces, because

it seemed possible that the mental disorder had baesed by the working conditions.

For GP visits, prescriptions of psychotropic druays] long-term sickness absence, the baseline was
the calendar year of the occupational departmedicgakexamination. Disorders were either

notified during the examination or had been ndfifegior to the examination (normally no more

than two months before the examination). Thus Kaergnation year was typically also the year of
notification. Follow-up took place the following e The baseline for income was the calendar

year before the medical examination, while follopias the year after the medical examination. A
different income baseline was used to detect clmmg@come from before to after the employees
became sick.
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Data were extracted from four registers by Stagsbenmark, the central authority on Danish
statistics. They were analysed on the Statisticsizek server, in accordance with the United

Nations’ Fundamental Principles of Official Statist[93].

GP visits Danish Patient Registry

Data on GP visits per year. GP visits were treated count variable, ranging from 0 to a
maximum of 7 visits per person.

Prescriptions of psychotropic drugs The Drug Registry

Prescriptions data included anxiolytics, sedatibgpnotics, and antidepressants. This variable
was dichotomised into ‘no prescriptions’ and ‘amggeription’.

Yearly income Income Statistics Register

Data on total personal income were dichotomiseal4r200.000 and >300,000 Dkr/ year
(approximately 45,000 US dollars or 40.290 EUR)aArom property income, ‘income’
included social benefits and all types of individearnings per calendar year.

This cut-off point was chosen because the averagesh employee’s total personal income in
2009 was 368.922 Dkr/year. The average for empkgeéne lowest of the four levels of
employment was 306.789 Dkr, calculated by Stasdiienmark (20.9.2016).

Long-term sickness absence KMD registry
Data on long-term sickness absence were dichotdnmse< 30 days/s.>30 days.

The KMD registry records all sickness benefits nbhark. An employer is entitled to
reimbursement for sickness absence when an empileypeesick leave for more than 30 days. Ror
this reason, sickness absence was dichotomisedwetcand under 30 days of sick-leave during
one calendar year.

In the analyses of sickness absence, patientsexeheded from the analysis if they had an
interruption of the sickness benefits during thierdar year, which was not due to RTW.

Examples of interruption included retirement, ang®from sickness benefits to unemployment
benefits, starting an education, or failing to céynpith the rules for obtaining sickness benefits|
Of the participants, 327 were excluded at the ln@saind 177 at the follow-up.

Confounders

The selected confounders were known risk factarsnental health, based on previous evidence:
gender{94-96] age,[97-99]diagnosig17] and occupatiol00,101] All confounders were
registered during medical assessments at the Degairof Occupational and Environmental
Medicine. As part of the examination, physiciansiemdiagnoses in accordance with the

International Classification of Diseases (ICD-10) aoted the patient’s current job title. The job
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titles were merged into six different occupatiogedups: 1) health care, hospitals, nursing homes,
home care, and social services; 2) children'stutgins of all kinds, schools, colleges and
universities; 3) Restauration, kitchen, cleaningdé, transport, and services; 4) administration,
communication, libraries, and museums; 5) policéitary, prisons, and search-and-rescue work; 6)

manufacturing and construction.

4.5.2. Analysis

The distribution of baseline characteristics amoatffied and non-notified patients was compared
using a Chi-squared test. The distribution of onteo/ariables was calculated among non-notified
and notified patients both at the baseline andeafdllow-up. The prospective association between
notification status and GP visits at the followwgas examined by Poisson regression models using
Generalised Estimation Equations with robust stechderors. The prospective associations
between claim status and the three dichotomou®més (prescriptions, annual income, and long-
term sickness absence, were analysed using a ioraditogistics regression. Due to the otherwise
small resulting groups, these three outcomes wiel®tbmised. Changes in outcome between
baseline and follow-up were examined in all categgithe association between notification status
and outcome was adjusted for time. Finally, th@eissions between time, gender, age, diagnosis,
and occupation were adjusted.

In preliminary analyses, the interactive effectiofe, notification status, and the covariates ef th
four outcomes were tested; none of these interaticere statistically significant. The statistical

software R (version 3.2.3) was used for all anayse

37



5. RESULTS

This section summarises the results of the foutistuthat make up this thesis.

5.1. Study |

How do line managers experience and handle thenretuwvork of employees on sick leave due to

work-related stress? A one-year follow-up study

The results were divided into four themes:

1. Lack of a common understanding of stress
2. Shift in focus from work environment to the idiual
3. Challenges experienced by managers during thW Bfbcess

4. Supportive factors experienced by managers duhi@ RTW process

1. Lack of a common understanding of str&dsveral managers pointed out that the word ‘stress’
has no exact meaning, as it describes a rangenditmmns from being somewhat busy to feeling
seriously anxious and ill. Some managers foundtbad use of this word problematic since it
was hard to know when to take action. Discussidrstress varied. In some organisations, stress
was not discussed at all; others had a more odogdie. The majority of managers, either
directly or indirectly, described stress as beinigast partly associated with personal weakness.
The lack of a common understanding of stresseiterity, and possible causes may discourage
employees from acknowledging stress-related probl@nd impede the implementation of

preventive stress interventions in organisations.

‘Stress to me is the negative version [of being/pughe problem nowadays is
that people use the word ‘stress’ randomly. Nowgheng is stressful... |
think people forget to distinguish between the tiegand the positive. It's
okay to be busy...You don’t become ill by being b(issne manager, IT
company, private sector)

‘No, we talk about being very busy, and about there \/—

being a lot of pressure and people being fed upt'$h
what we talk about.(Line manager, Authority, public

sector)
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. Shift in focus from the work environment to theviiial: Tough and demanding working
conditions involving large workloads, time pressuight deadlines, restructuring, or downsizing
were described by all managers. Several managpressed frustration with having several
employees away from work with long-term stressteglaabsences. However, when talking about
who was responsible for specific employees on strelated sick leave, there was a sudden shift
in focus. From talking about problems in the wonkieonment, the focus changed to emphasising
the employees’ personal issues, such as familyigmubor psychological predispositions, such as
perfectionism or an inability to adapt to changeisTshift occurred in most of the interviews. The
managers felt that periods of sick-leave due to IRdMould be handled privately between

managers and employees.

‘We have a tendency to
say it's something
private, so we just avoid
the

responsibility... There’s
a need to say it's not ou
responsibility.’(Line
manager, Media
company, private sector|

e

3. Challenges experienced by managers in the RTW ggddere than half of the managers said

‘I have an employee who is extremely dedicatecetonork, very
detail-oriented, an incredibly good performer, thest colleague,
always ready to help, always willing to participateprojects. She
is the world’s best mother. She always picks upchédren at 3
pm...When she celebrates birthdays, she will alwakem
homemade buns, homemade jam; they don’t have dhedoy,
they have three. She visits her grandparents ahtinsing home
at least every Thursday. She gets sick becaugeests(Line
manager, Insurance company, private sector)

-

that they were affected emotionally when employeest on sick leave due to work-related
stress. They felt both sorry for the employee amttygabout not having been attentive enough
to prevent the situation. At the same time, thgyessed frustration that the employee did not
ask for help earlier and considered the employettypasponsible for the situation.

The majority of line managers experienced crossque due to opposing demands from
employees and top management. Co-workers somet@ae=d that they too would become sick
due to stress and expected managers to improwentbeking conditions. Consequently, some
managers chose to cite personal reasons for arogegX sick leave without that person’s
permission, as a way of avoiding blame and furtiegnands from remaining employees. At the

same time, top management expected departmentsnoly with set goals and budgets, despite
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having fewer resources, when one or more employees sick-listed. Several managers were
pressured by both top management and co-workemssiore a quick RTW of a sick employee.
Managers stated that it was difficult to take progage of sick-listed employees, while at the
same time taking care of the remaining co-worketg) often had to cover the sick-listed
employee’s work. There was a discrepancy betweshuiman-relationship perspective (a
manager knowing the employee personally, being &mefia, and trying to accommodate RTW)
and the strategic responsibility for economy aratpctivity. Managers had to consider both
when deciding whether the employee should be stgghoo return or be fired. Managers
described not having the time, support, or knowdetdgimplement preventive interventions in
the work environment; several managers functioneaea with no access to organisational

support.

‘| take most of the responsibility, so | walk ardueeling guilty,
thinking it's probably me...that I'm not good enouBht the
responsibility is, of course, only half mine. @Wshared
responsibility so the employee is also responsible.
(Line manager, Kindergarten, public sector)

‘| think it's really, really hard, especially asleme manager...You
need to meet the goals that are set for you... amthe other
hand, take care of a group of employees who ake Beve been
sick, or are at risk of getting sick.’

(Line manager, Kindergarten, public sector)

‘| wish there was a tool, something we could just put and say, ‘This is what
we’re going to do now'..There is a stress policy but let me say it loud and
clear... it's like we do not want to have employabs are stressed and that's it
That's all | have as a manager to relate to.’
(Line manager, Insurance company, private sector)

L

. Supportive factors experienced by managers in &/ RrocessKnowledge and prior
experience were described by several managergiasibst valuable tools, preparing them to
handle both current and future stress-related probl Good communication and a relationship
with the absent employee were also essential, Ass/eutual trust and the ability to speak

openly about the causes and consequences of dtréiss.vast majority of workplaces where
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managers reported good communication and a posélagonship with the absent employee,
the employee returned. Managers working in thesprartation industry often had clear company
guidelines and policies on sick leave and the RT@¢gss, which included access to
professional guidance and the option to send ereplofor free psychological counselling to
improve their health; this was perceived as helghifferences were noted among some
managers with comprehensive experience and a mmioful2 years of seniority. Such
managers were able to influence the decisionspfitanagement regarding budgets and
productivity demands. In this way, they felt theyld protect their employees from additional
work overloads. In workplaces where the managessrdeed poor or no communication
between the manager and the absent employeejulaéan often resulted in the dismissal of the

employee.

5.1.1. Summary: Study |

The line managers struggled with several dilemmiasnian employee was sick-listed with a
WRMD. Feelings of guilt, discrepancies betweentsgi@ and relational considerations, and cross
pressure between productivity demands, the needsllebgues, and the needs of the sick
employee’s needs were identified. Often the regpditg for supporting the sick employee was
left entirely to line managers, who lacked the kiealge, room for action, and organisational
support they needed to handle the situation. Desgitnowledging the problematic working
conditions, line managers tended to explain thielsiave by shifting the focus to the sick
employee’s own responsibility and personal circameses. A lack of a common understanding of
stress created room for this shift in focus. Initold, the sick-leave itself was seen as a private
matter handled between the manager and employeseTdircumstances may inhibit preventive

initiatives in the work environment.

5.2. Study Il

How do Danish workplaces handle work-related dise&s?—Experiences of employees with
notified occupational diseases in the Workers’ Comgnsation System
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The results are divided into three themes:

1. Process and prevention in the workplace
2. Stakeholder involvement

3. Employment status 2—4 years after notificatibthe disease

1. Process and prevention in the workplagée results indicated that employers’ efforts and
preventive actions to accommodate sick employeeed;adepending on the disease. Some
employers accommodated employees at the individual but did not change the overall work
environment, even though the employee was sickusecaf the working conditions (54.5% in
total reported no changes). The study found thggifscantly more employees with WRMD
(68.8%) than employees with low back pain (46.5%gkin diseases (16.7%) thought that the
workplace handled their illness badly. Employeethwkin diseases (23.5%) more frequently
experienced preventive initiatives in the work eamment than employees with WRMD
(12.4%) or low back pain (12.9%). In addition, 6.88ported that the Work Environmental
Authority had inspected their workplaces even tloarg occupational disease was notified and

was registered by the Authority for preventive msgs [4].

2. Stakeholder involvemenEmployees with WRMD had a much more negative \oéwop
management, line managers, and occupational haatttsafety representatives than employees
with low back pain or skin diseases. However, irshtases the occupational health-and-safety
representative was not involved in the process3@2 irrespective of the type of disease. The
union representative was more often involved whreeraployee had a WRMD or low back
pain; however, this stakeholder was sometimes \davegjatively by employees. The study
found that more employees with notified skin digsdsad more positive experiences of
stakeholders than employees with WRMD or low baaik p

3. Employment status 2—4 years after notificatiorhefdiseaseMany employees felt that they
resumed work too early (35.1%). In general, 2—4s/after the notification, 23.2% of the
employees with WRMD, 28.7% of those with low baekrpand 39.4% of those with skin

disease were employed at the same workplace. Howeagy employees with WRMD (39.2%)
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and low back pain (47.5%) were unemployed 2—4 yafies the notification; for employees with
skin diseases, this figure was even lower (18.2%).

5.2.1. Summary: Study Il

Employers’ efforts and preventive actions when mpleyee was sick-listed with a work-related
disease varied, depending on the type of diseasee Bmployees with WRMD had negative
experiences with workplace managers and stakelslttery seldom reported preventive initiatives
in the work environment, compared to employees skih diseases or low back pain. Many
employees felt that they resumed work too earlyvaae unemployed 2—4 years after the
notification. Workplace inspections related to wenk compensation claims were rare, regardless

of the type of disease notified.

5.3. Study Il

Employees with notified work-related mental disosdeexperiences in the workplace and

Workers’ Compensation System

The results are divided into four themes:

1. Prevention in the work environment was an aim
2. Problems poorly handled in the workplace

3. Challenges related to workplace inspections

4. Experiences in the WCS

1. Prevention in the work environment was an aim:
One of the employees’ most important motivationsitg the workers compensation
claims of mental disorders was the hope that thienclvould lead to preventive
interventions in the workplace, preventing otheosf getting sick in future (51.1%). In
particular, more employees with depression or strelsted sickness were motivated by the
possibility of prevention (depression 51.1%, st®$8%) than employees with PTSD
(34.9%).

2. Problems poorly handled in the workplace:

WRMD rarely led to changes in the work environméi, more employees with
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recognised claims reported changes (yes 16.2%,wbatel9.6%) than employees with
rejected claims (yes 9.1%, somewhat 16.4%). Thdmmes experienced an
individualised focus in the workplace, focusingtbemselves more than the problems in

the working environment.

1=

KWe were sent to a seminar with a coach ...the managsted us to be one big family. Then | sai
‘it's not just about being a big family, it's alsdpout my daily life, and my private time, but stie[
manager] did not see it that way. She simply meanshould be available. We could go 13 days|
without a day off and when | say 13 days it's twdour seven. Try to work 13 days and be
available. You may be sitting at home with phomek@mputers, but you're still on, right? And in
a split second, you have to be able to turn arcamd be in sorrow, not in sorrow, but you must tal
to people who are in sorrow.’
k (Undertakel Funeral companyprivate secto /

~

Many employees thought that their workplaces hadileal the process poorly when they
became sick68.8%9. Compared to the other groypsoreemployees with PTSD and
recognised claims thought that their workplaceshwatled the process welitakeholders
such as health-and-safety representatives wene ofteinvolved (50.7%); when they
were, more employees experienced them negativélyg¥d) than positively (12.4%).
Management involvement was also experienced adimedy most employees (52.3%).

Colleagues and union representatives were perceiest positively.

3. Challenges related to workplace inspections

Employees rarely found that their claims resulted ivorkplace inspection by the Working
Environmental Authority (8.3%gven when this was an important motivation behined t
claim. Sick employees sometimes had a negativeriexpe of inspections that did not

result in any decisions.

/[Reaction to a workplace inspection leading to meidion] ‘It was like a slap in the face whe\n,
during one of my night shifts, | read the e-mailclhithad been sent round. It was like being tol
that because you don’t want to be physically agedwdvery week by a boy and be spat at and
have your hair pulled and be kicked black and lall®ver, that it’s all just me whining and
making up a load of rubbish. And to be told aftaxdgaby the parents that everything you did
was wrong. And then you get an email saying thatyghing was fine [email from the managers
describing no decisions after inspection from thekivig Environmental Authority] and we
\ should accept that it just goes with the j@durse, hospital, public sector) /

o
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4. Experiences in the WCS:

The claim process was perceived as demanding; 44f E¥iployees said they were not
sufficiently informed about the process in the W&f8 several found the compensation
schemes difficult to fill out (45.6%).

Employee: ‘I did not realise there were so mangdbi and so many papers [to fill
out]. | simply did not know before it started tip fihrough the door with papers and
papers and papers.’

Interviewer:*How have you experienced it, getting all thesesfionnaires?’

Employee:Yes, it's been confusing because | do not knoat Wwhdo, what to write
and what not to write. Especially now, when it'sndng [questionnaires] again, it's
almost the same they ask. So, | do not know whigdtthey want the same
information again.’

(Factory employee, Production Company

Employees experienced an individualised focus &@ICS, where they had to prove that

the disorder was caused by the working conditiontsreot a personal vulnerability.

—

‘| sort of thought, they’re [the Workers’ CompenisatSystem] spending more time trying to find ou
if there might be other things causing the probléran they are actually looking at the problem...
Why don’t they go out and look in the workplacey aten't they out looking at how things are going
there? If you don't believe me, just drive out &iade a look... you spend half a day there and you'’
realise what's going on... It's like | constantly bawe explain something about myself or have to

prove something, | have to dig up stuff about nst pal think it is tough.’
/

(Undertaker, Funeral Company, private sector)

.

More employees with recognised claims (26.5%) #maployees with rejected claims (9.9%)
felt that the claim process had hindered or delalgent return to the labour market.ifin 2—

4 years after the notification, 23.2% of employ@bs completed the questionnaires were still
employed at the same workplace, while 39.2% weeenpioyed. There was a significant
difference between the diagnostic groups and nmoptayees with PTSD and depression were

unemployed.

5.3.1. Summary: Study Il

Prevention in the work environment was an aim ofynaorkers’ compensation claims. However,

the employees experiencad individualised focus in the workplace and WC8ere there
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were more focus on whether they had a personalgrothan on the problematic work
environment. Changes in the work environment\aoikplace inspections were rare;
stakeholders such as health-and-safety or uniceseptatives were often uninvolved. When they
did get involved, this was not necessarily a pesigxperience for employees with WRMD.
Compared temployees with rejected claims, depression, osstemployees with recognised
claims and/or PTSD tended to have more positiverapces. The compensation process
could be demanding and compensation schemes wetédfill out. 17.7% of participants
reported that the claim process had hindered ayddltheir RTW. Most employees with
PTSD or depression were unemployed 2—4 yearsthgarotification, compared to
employees with stress related sickness.

5.4. Study IV.

Is the notification of an occupational mental disoder associated with changes in health,

income, or long-term sickness absence?

Changes over time were significant for all outcomegarticular, a decline was observed in GP
visits (HR 0.83 [95% CI: 0.80-0.86]), prescriptiarfgpsychotropic drugs (OR 0.48 [95% CI. 0.35—
0.67]), and long-term sickness absence (OR 0.1%[G% 0.07—-0.17]) and annual income (OR 3.89
[95% CI: 2.87-5.26]) from baseline to follow-up.

No significant prospective associations betweeifioation status and the four outcomes were
found in the model adjusted for time only (GP wsHR 0.96, 95% CI: 0.92-1.00; prescriptions of
psychotropic drugs: OR 1.09, 95% CI: 0.52-2.28; fowual income; OR 1.84, 95% CI: 0.96-3.52;
high sickness absence: OR 0.49, 95% CI: 0.20-1l2€lgnificant associations were also
confirmed in the model, adjusted for age, gendesupation, and diagnosis (GP visits: HR 0.99,
95% CI: 0.92-1.07; prescriptions of psychotropiegd: OR 1.01, 95% CI: 0.42-2.42; low annual
income, OR 1.68, 95% CI: 0.83-3.42; high sicknéseace: OR 0.52, 95% CI: 0.19-1.39).

5.4.1. Summary: Study IV

No association was found between WRMD notificatiand health, annual income, or long-term
sickness absence. A significant decrease in inawaseobserved for patients with both notified and
non-notified conditions. Specifically, the patiehtsd an average decrease in annual income<$rom
300.000 Dkr. to >300.000 Dkr.
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6. DISCUSSION

The main findings for each study have been sumexdiisthe Results section. Here, selected
findings of the four studies are summarised andudised:

» Challenges for Line Managers

* Physical diseases handled better than WRMD

» Stakeholder Involvement: Health and Safety—and biitepresentatives

* The type of WRMD matters

» Interactions between WCS and the Workplace

- Workplace inspections
- Employer hearings—should we be concerned?
- Lack of prevention in relation to WRMD

* Do the WCS harm employees? — contradicting findings

- A comparison of Study Ill and Study IV
- Study lll and IV compared to other studies in tieddf

Methodological strengths and limitations will alse discussed.

6.1. Summarizing selected results

The thesis contributes with various views on th@aggment, stakeholder involvement, and claim

process experienced in the workplace and WCS wheamgloyee become sick of a WRMD.

Overall, the process of facilitating RTW and impkating preventive solutions often seemed to be
left entirely to line managers, who did not necalshave access to organisational support,
knowledge, or room for action. The workplaces lackgstematic procedures for supporting
employees with WRMD; despite acknowledging the f@otatic working conditions, line managers
focused on the sick employees themselves, attnfilie iliness to their own behaviour and
personal circumstances. Workplace stakeholdersidimg health-and-safety and union
representatives, were rarely involved. When heatiti-safety representatives did become involved,
the employees tended to experience their inpuegative rather than positive. The involvement of
union representatives was generally experiencgmsiive. Workplaces were better at handling
work-related physical diseases than WRMD. Workpkageeriences may also depend on the type
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of WRMD; for example, more employees with PTSD paditive experiences in the workplace
than employees with work-related depression osstr€inally, a workers compensation claim of a
WRMD seldom resulted in an inspection from the WiogkEnvironmental Authority. Many
employees felt that they were not adequately in&mrabout the workers’ compensation
process; they found the compensation schemesuiffefill out. To the question owhether
worker compensation claims can harm employeesWRMD, this thesis presents contrasting
findings. In Study lll, employees reported that WES process had hindered or delayed their
RTW; by contrast, Study IV found no associationAsen notifications and health, annual income,

or long-term sickness absence. This question willliscussed later.

6.2. Challenges for line managers

Line managers have been identified as the mairektdéters responsible for the RTW of sick-listed
employees [102-104]. However, Study | confirmsfthdings of earlier research, which has shown
that managers may lack the knowledge and orgaorsdtsupport to effectively manage the RTW
process [102—-104]. Managers may feel poorly prepanrel isolated, due to a lack of training and
support [105]. Studies have also found that marsaigeus on stress as an individual problem; this
attitude can be a barrier to preventive initiatirethe work environment [106]. Sharley and
Gardner [107] have found that a fear of seemingaesible for work-related stress can inhibit
managers from initiating stress management intéimes A focus on personality or individual life
circumstances as causes of stress can point towalutsons aimed at helping the individual
employee, such as psychological counselling (fgrtigerventions). However, tertiary
interventions have been criticised for not beingipalarly effective for reducing workplace stress,
since they tend not to have favourable impact erotiganisational level [108]. Thus individual
focused interventions should not occur alone [103], Btudies have also shown that most
workplace efforts focus on the early phase of RT¥hiJe interventions in the working environment
and efforts to adapt working conditions for sickpdoyees appear less formalised and coordinated
[41,43]. The individual focus and lack of preveetiitiatives in the work environment may hinder
the RTW, since employees with mental disorderoéien reluctant to return, if they think that the
working conditions that led to the disorder haveingproved [47].
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Main points
Managers who focus on their employees’ personalinistances, as discussed above, and fa

to
implement preventative initiatives in the work exviment, may undermine the RTW of

employees with WRMD, as well as efforts to addgsghosocial risks in the workplace.

—+

Organisations should therefore provide support bymising cross-pressure and insuring thag
line managers who handle the RTW process haveeguatk level of knowledge, access to
professional guidance, and room for action. Finallghared, formal understanding of work-

related stress and other WRMDs should be emphaisisbd workplace.

6.3. Physical diseases handled better than WRMD

One conclusion of Study Il was that workplacesksest at handling work-related skin diseases.
Employees with low-back pain tend to have moretp@sexperiences than employees with
WRMD. The findings of this study are in line withase of other studies, which have concluded
that work-related diseases are handled differentlyorkplaces depending on whether they involve
physical or mental health [44,46]. Employers hagerbshown to be more critical of employees
with mental disorders and their ability to work mhaf employees with physical diseases [46].
Workplace support and efforts for employees withigital diseases also appear to be better than
those offered to employees with mental diseasds [Adre employees with physical work-related
disease reported that their work-related diseadevamkers’ compensation claim resulted in
changes to the working environment (ref: Studyltljs not surprising that there are differences
between the experiences of employees with WRMDthase with physical work-related diseases,
an EU-OSHA rapport in 2012 concluded tHathe management of psychosocial risks in European
establishments appears to lag behind the manageohgm@neral Occupational Safety and Health
risks[111].

Main points
Management and stakeholder involvement vary and warkplaces arbetter at handling

physical work-related diseases than WRMD. The msgstematic approach to assessing
environmental hazards after a physical injury i wWorkplace could provide inspiration for ways
to prevent psychosocial hazards, an argument tilddewdiscussed in more detail &1.

Practical Implications
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6.4. Stakeholder involvement—Health and Safety—and Union Representatives

Study Il and Ill have found that health-and-sateyresentatives was often not involved, when an
employee had a WRMD. One explanation may be foarstudy |, where managers perceived the
sick-listing of an employee due to work-relateedstras a private matter that should be handled by
the employee and his or her manager. The lackvoivement of health-and-safety representatives
supports one of the main findings of this thegiat information related to the causes of WRMD is
not used systematically to support the health-afetg work of organisations. The lack of
stakeholder involvement is a problem becausedssential for the sick employee (and his or her
future RTW) for the disorder to be recognised arkpted, enabling the employee to experience
the disorder as legitimate and receive social supp8]. Employee representatives, such as health-
and-safety and union representatives, can plagngoritant role in mobilising social support and
help from colleagues. However, in cases where Inealt-safety representatives were involved,
more employees experienced this negatively. A Deaiticle suggests that the educational level of
health-and-safety representatives in Denmark, neawatiner low or varying when it comes to the
psychosocial work environment [112]. A low levelaafimpetence may explain why some
employees with WRMDs experience these stakeholtegatively. Other studies have pointed out
that health-and-safety representatives may havelinmfluence in organisations, due to
insufficient power and the failure to integrate lle@and-safety work into line management
decision-making [113,114]. Research also suggkatdkalth-and-safety representatives face
significant challenges specifically in relationgsychosocial risks in the work environment, due to
political, financial, and regulatory changes tteatdur the individualisation of responsibility art
marginalisation of collectivism, which includesuss involving psycho social-risks [115]. An
increased focus on the health benefits of workamahdividual approach to WRMD, while largely

ignoring organisational causes, reinforces thelprob associated with this movement [115].

Study Il and Ill have found that union representgiare sometimes involved and that this

stakeholder can be experienced both positivelyregatively by employees. One challenge faced
by union representatives in relation to WRMD igt tt@nversations between employees and union
representatives are often covered by confidentjahis stakeholder is not necessarily involved or
educated in health-and-safety work in organisatidhsis there is a risk that important information

about psycho-social risk factors leading to WRMI not be accessed or used by the organisation.
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Main points
The involvement of stakeholders in the workplacéefore important in supporting the RTV

<

of employees with WRMD. However, such stakeholdesd a high level of competence,
coordinated information, and a systematic appréaatcessing information on the psychosogial
hazards that lead to WRMD. They must apply thienmfation to preventive actions at the

appropriate organisational levels.

6.5. The type of WRMD matters

Study 1l has shown that employees with PTSD exgrex@ management and stakeholder
involvement more positively than employees withrésgpion or stress related sickness. To my
knowledge, this comparison has not been made be&fore can therefore only suggest possible
explanations for this difference. One explanatia@ymelate to inherent differences in the nature of

the exposure that leads to various diagnoses.

PTSD (F43.1) following ICD 10:

‘Arises as a delayed or protracted response taessful event or situation (of either brief or long
duration) of an exceptionally threatening or cataghic nature, which is likely to cause pervasive
distress in almost anyong116]

The exposure that results in PTSD is often possibéssess objectively. In this, it may resemble
the types of exposure that cause some physicasiseor accidents. It is therefore different from
adjustment disorders (F43.2) which, according &@I€@D10 criteria, occur when an individual is
unable to adjust to or cope with a particular sewtstress or major life event caused by outside
stressors; such conditions often develop over gdoperiod of time/exposure [116]. It is therefore
more difficult to identify the precise causes ofustinent disorders, due to the variability of
psychosocial risks and the interactions betweem fi®,117].

Disputes about responsibility and who is at faudtyrexist to a greater extent in relation to work-

related depression or stress, as opposed to PTi&Ddyinamics identified in Study I, where
managers shifted the focus to the personal ciramsst of sick-listed employees, may reinforce
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disagreements about the causes of work-relatesssi@other reason why employees with PTSD
have more positive experiences in the workplacédcalate to organisational factors. PTSD may
evoke more organisational support, knowledge, amntgps less stigma. It may be a more socially
accepted disorder, associated with tough workimglitmns, such as experiencing a fatal attack

during military deployment or being physically asisad at work.

Furthermore, employees with PTSD are often emplayedganisations like the military or police,
with access to organisational support systemspitatide debriefing and psychological
counselling. Some employees with PTSD are veterang, in Denmark, have access to a
comprehensive support system that includes spgethtreatment facilities and support for

workers’ compensation claims.

Main points
It can therefore be concluded that organisatioystesns, support from line managers, and the

social acceptance of the WRMD may be better forlepges with PTSD than for those who

experience work-related stress or depression.

6.6. Interaction between the WCS and Workplace

The Arena of Work Disability by Loisel and colleagu[36] (For more informatiod.3. WRMD in
the Workplace and W(Q 8lustrates the way in which the Legislative/Insnce System and the
Workplace System can interact on several levels.3dtkground section identifies three possible
ways in which worker compensation claims can haslegext impact on the workplacky eliciting

a workplace inspectigrihrough anemployer hearingand finally, by providing financial
incentives, such as insurance rates, in relatigratocular claims. The last options will be
discussed more broadly in relation to thek of prevention in relation to WRMDhese themes

will be discussed in relation to the findings afktthesis and other research in the field.

6.6.1. Workplace inspections

Study Il and Ill have shown that workplace insp&usi are seldom conducted, following a worker’s
compensation claim of WRMD. Inspections are alse narelation to work-related low back pain

or skin diseases.
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The findings of this thesis confirm thidite Working Environmental Authority makes very
limited use of workers’ compensation claims foruuational diseases, as described.thl.
Inspection by the Working Environmental Author&yudy IIl found that employees with
WRMD can have negative experiences in relationdadkplace inspections. This reflects the
contrast between employee expectations (that aessirkompensation claim will elicit a
workplace inspection, which will lead to a decismmthe bad working conditions) and the
actions taken or not taken by the Work Environmiefstahority. Sick employees viewed the
lack of an inspection or an inspection that didleat to a decision as offensive—an example
of the employee being treated ‘as the problem’rastdaken seriously, either in the workplace
or in WCS.

These results are in line with the findings of eerd review, which noted that psychosocial
issues are rarely well dealt with by courts or atprates. Inspectorates are often under-
resourced, while inspectors are reluctant to eefguddelines when there is a low likelihood of
conviction[77]. In addition, the Danish Working Environmental Aotity has extensive
limitations on its ability to carry out inspectionokthe psychosocial work-environmdgiib],

due the collective agreements and methodologieeddtions described earlier. This is very
problematic since inspections have been shownue &a impact on organisational efforts to

reduce psychosocial risk&18].

6.6.2. Employer hearings—should we be concerned?

Study | found that line managers tend to defenchdedves by focusing on their employees’ own
responsibility. This may result in disagreementthweimployees about the workplace exposures that
led to WRMD. In employer hearings, managers are@si confirm or give an opinion on the
exposures described in the worker's compensat@mcIThe managers response is sent to Labour
Market Insurance and the sick employee. Thus eneplogarings can escalate or harden conflicts
between managers and their sick employees; managsrperceive the exposures described in the
claim as an accusation. The potentially defensgpanses of the managers may likewise be
experienced negatively by employees. Thus, emplogarings may make the relationship between
a manager and employee more adversarial, affetttentpvel of managerial support provided to

sick employees wishing to RTW. Since manager supp@ssential for RTW [42,47,49], this is
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highly problematic. Thus, the employer hearings toastitute part of a workers’ compensation
claim process may inhibit RTW for employees with WB.

In addition, legal considerations may make managewglling to confirm psychosocial exposures,
since confirmation could be used in a civil lawsagainst the employer. A non-confirming

response from a manager may be experienced ak aflaanagerial support and demotivate the
employee from wishing to RTW. The credibility armhsequences of employer hearings, as part of
the evidence in a workers’ compensation claim, el & the ethical considerations relating to the
lack of anonymity both ways (claim exposures semhanagers and the manager’s response send to
the employee) is highly relevant to consider.

Since employer hearings are part of a claim, anl@yep who files a workers’ compensation claim
IS not given the opportunity to opt out of this gedure, if he or she wants the claim to be
processed. There is therefore a risk thaCthaish employer hearing procedures contributedo th
underreporting of WRMD. Several studies have foandinderreporting of WRMD in WCS
[7,119,120]and have suggested that it may be caused by eagdagluctance to file claims
because of the fear of stigma and blame assoamtkdhese claims from the surroundings
[7,119,120] Thus, the fear of reprisals undermining an alyeadnerable position (being sick

and hoping to RTW) may prevent some employees filomy a compensation claim.

6.6.3. Lack of prevention in relation to WRMD

This thesis has found a lack of systematic assedésand prevention in Danish workplaces when an
employee develops a WRMD. Possible explanationtattiehat WRMDs rarely lead to changes in
the working environment include the following: thek of knowledge, organisational support, and
room for action (ref: Study 1), a focus on the indiials’ personal problems instead of the working
environment (ref: Study 1), a lack of stakehola®tolvement (ref. Study I, Il, 1l1), and a lack of
workplace inspections (ref: Study I, lilfhese findings are in line with the World Health
Organisation has reported that European workplsitew a lack of awareness of psychosocial risks
and an inability to deal with them [121]. Despitgrawing number of initiatives and studies
targeting psychosocial risk management in Eurdpesd initiatives have not led to the expected
results [111].
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One explanation for the lack of prevention in werksironment in relation to WRMD, may be a
lack of financial inducements to encourage emp®yemprevent WRMDs. As describedar6.3.
Economic incentives in relation to workers” compgios claimsthe full costs of a WRMD are not
paid by the employer. The insurance rates coveraogipational diseases are determined by
industry, not individual employers level of previent Andersen (2017) has argued that Danish
legislation has not created enough incentives fmmi&h employers to prioritise health-and-safety in

the psychosocial work environment and prevent WRNE2$.

Main points
There is a need to strengthen interactions betweelegislative/insurance and workplace

systems, enabling them to use information abouthpssocial risks more systematically to
prevent WRMDs. Workers’ compensation claims of WRIsie a valuable source of informatign
k

=

to include in workplace assessments and they dmildsed much more extensively by the Wa

1%

Environmental Authority for preventive purposes.diobnally employees with WRMD could bg

given the option of opting out of employer hearingselation to workers compensation claimg

to prevent adverse effects of the hearing and patamder-reporting of WRMD.

6.7. Does the WCS harm employees?—contradicting fin  dings

The follow-up register Study IV showed no assooratietween the health outcomes, annual
income, and notification status of employees witRMD. This result contrasts with most findings
in the Danish context [6,63] and international esmt[64,65,122] which show that workers’
compensation claims have various negative eff&ttaly 11l has also found that, for 17.7% of
notified employees, making a workers’ compensatiaim hindered or delayed RTW. The
following section provides possible explanationstfe different findings of Study Il and 1V,

which to my knowledge, are the only studies tolasge samples of employees with workers’
compensation claims for WRMD. The studies will thendiscussed in relation to other research in
the field.

6.7.1. A comparison of Study Il and Study IV

Although Study IV used a potentially representataenple, decisions about the workers’

compensation claims were not included in the stifdire population was representative, this
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would mean that the claims of most notified empésy@/ould be rejected, since the recognition rate
in 2010 was 4.9%. The mean processing time foctegeclaims is much shorter than the time
needed to process recognised claims; thus, for emptoyees with rejected claims, the time during
which they are ‘exposed’ to the WCS is rather sfiit8,124]. By contrast, Study Ill had an
overrepresentation of employees with recognisedstab1% of the employees with depression
and 34.3% of those with stress-related disordeddngir claims recognised. Depression and stress
are not included in the List of Occupational Dissasn 2010-2013, these claims would have been
assessed extensively and the compensation prozelsshave included employer hearings and
psychiatric/medical assessments, as well as thalpesnvolvement of lawyers. Medical
assessments have been identified as a potentadiyful factor in workers’ compensation
processes [64,69,122,125] because they e.g. exdedrauma by over-investigating patients.
Lawyer involvement is also negatively associateth wiaimants’ well-being [126], although the
reasons for this finding have not been fully asseé$$26]. More of the employees in Study Il may
therefore have gone through a long and demandagslprocess. This hypothesis is supported by
the fact that 26.5% of employees who reportedttiet claims had delayed or hindered their RTW
had recognised claims; by contrast, only 9.9% gblegees reported that their claims had interfered

with RTW had rejected claims.

In additional, the follow-up times differed betwethie two studies. In Study IV, the follow-up took
place one year after the medical examination. lrdystll, responses were gathered 2—4 years after
the notification. It is possible that the negaiffects of the workers’ compensation process take
more than one year to develop e.g. one study lasrsthat a processing time exceeding one year
for compensation claims after accidents is assediaith increased trauma [127]. Finally, these
contradictory findings may be explained by theatiéince between the self-reported exposure and
symptoms reported in Study Il and the registerat @nalysed in Study IV. Other research has
suggested that register studies may be more catsern their findings, when compared to self-
reported data [128,129].

6.7.2. Study Il and IV compared to other studiesi  n the field

A body of reviews have concluded that compensatiaims and compensation are bad for health.
Murgatroyd et al. [64] have carried out a systemaview, including 29 papers on the effect of

financial compensation on the health outcomes gfleyees with musculoskeletal injuries. They
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have concluded that there is strong evidence f@sanciation between compensation status and
reduced psychological function; there is moderatdemce of an association between compensation
and reduced physical functioning. Harris et al 288%e conducted a meta-analysis on the
association between compensation and outcomesaitgery in 211 papers; they have concluded
thatcompensation is associated with a poor outcome stftgery[122]. Finally, Elbers et al. 2013
have conducted a meta-analysis of 10 studies ocaim@ensation process and mental health
outcomes, following different types of injuries.&yhconcluded that being involved in

compensation claims is associated with increasedahkealth complaing65].

Methodological differences

Some studies in the field have been heavily csidifor their low-quality study designs and
heterogeneity65,126] As reviews have been criticised for drawing casidnsabout the
detrimental impact of notifications on employeesalth, based on patient groups that were not
comparable at baseline [66], concluding that tisellteshould be interpreted with cauti{b,126]

The analysis in Study IV took into account the jggrants’ baseline conditions, assessing changes
in outcomes after they entered the workers’ comgigms system. This may be one explanation for
the fact that Study IV found no association betweetification and health-related outcomes, in
contrast to most studies in the field. Anotherafiéince between Study IV and related research on
the negative consequences of workers’ compenselidms, is that most previous studies have
been carried out in North America or Australia, vehaccess to public health insurance to replace
wages lost during sick leave may be unavailabi@iormal [130]. In Denmark, an employee can
access some benefits, health care, and suppd®{lidf without an approved compensation claim.
No-fault systems and non-profit insurance agenssane found to be perceived more positively than
fault-based systems and profit-oriented insureBdJ.lin Denmark, the WCS is a no-fault system
that uses a non-profit insurance agency to prosesisers compensation claims of occupational
disorders. This may partly explain why Study IV founo association between notifications and
health-related outcomes. By contrast, Study lIhthat employees felt that the workers’
compensation process negatively affected their Rii®Wever, Study 11l did not use a

representative sample.
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Main points
The thesis findings contradict each other in exyhgj the extent to which workers’ compensation

claims are bad for employeedtudy Il shows that many employees do not fedicseitly

~—

informed about the compensation process and fenddimpensation schemes difficult to fill o
and report that the workers’ compensation procestered or delayed their RTW. By contras},

Study IV found no association between notificagtatus and health, annual income, or long

term sickness absence. The findings of Study I\¢lcole thaemployees with mental disorder

"2

should not be advised against filing a compensatiaim because of concerns about the negative
impact of the claim process on their health. Néwadess, Study Il suggests that the WCS may be
problematic for employees undergoing an extensivepensation process. The practical
implications of these studies in relation to woskeompensation claims of WRMD in a Danish

context will be further discussed in under Pratticglications8.1.2. To notify or not to notify.

6.8. Strengths and limitations

6.8.1. Strengths

The population of employees with WRMD has seldomrbexplored to discover experiences of the
workplace and WCS. Study Il and IV are, to my kiedge, the first studies worldwide to explore
large samples of employees with notified WRMD ilatien to their workplaces and workers’
compensation claims. This may reflect the fact Dextmark is the first European country to add an
occupational mental disorder to its List of Occugpadl Diseases; for several years, many notified
WRMD have been notified in the WCS [5]. It is ligghat findings presented in this thesis will be
relevant to other countries progressively movinga handling more mental health claims [19]
and reducing the growing numbers of WRMDs [132]adidlition, a growing body of evidence in

the field is connecting work environmental riskshwthe development of mental disorders [10], this
may result in more claims being filed and recogmisethe future.

The various methodological approaches, includingjitative interviews, surveys, and a register

analysis [133], shed light on the topic from diéfet perspectives and provide insights into the

dynamics and the extent of potential problems. I§indney provide information about areas that
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could be improved for employees with WRMD in redatito workplace management and the WCS

process.

6.8.2. Limitations

Manager interviews

In Study I, managers were recruited through thek-ksted employees. When comparing the
scores given by employees for the psychosocial wadronment at their workplaces (scored in
COPSO0AQ) [88], a significant difference was fountilaen the scores given by employees who
referred their managers for interview and those didmot refer their managers, in the measure of
‘vertical trust’ (trust between management and @yges) [88]. Employees who referred their
managers had higher levels of education, had bek+listed longer, and were more likely to RTW
at the end of treatment than employees who didefet their managers. Seing et al. [134] have
found that organisational responses to sick-ligstetkers are primarily characterised by an
economic perspective; whether it is profitabledtam the employee depends on the employee’s
competencies and value to the organisation. Thesparticipating managers may be the managers
of rather ‘valuable’ employees. It is likely thaetfindings would be different if the interviewstha
been with managers afnskilled’, temporary, or seasonal workerere RTW may be less of a
priority since the employees cost less to hire anedrelatively easy to replace.

Development of the guestionnaire

The questionnaires used in Study Il and IIl wereetlgped through an explorative sequential mixed
method design [133]. Starting out with exploratomgrviews and the results of those interviews,
the questionnaires did not consist of previoushdased questions. No scale validation was
conducted, as the responses to the questionnagrestreated descriptively, item by item. A pilot
test [135] was carried out before distributing guestionnaires to ensure that they were easy to
understand and would be interpreted correctly. Méoesponse categories were included, as well
as the option of not answering questions or resipgridon’t know/ can’t remember/or other
answers’ when relevant [136]. In addition, openeshduestions were included to allow the

employees to provide additional information [137].
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Response rate and reporting bias

The response rate to the questionnaire survey pfoy@es with WRMD was 60.5%; for employees
with low back pain it was 50.5%, and for employegth skin diseases, it was 33%. The response
rate may reflect the significance of getting siokl diling a workers’ compensation claim. The
findings can therefore be more pronounced in bo8itiye and negative directions. Likewise, the
distribution of employees with recognised occupalanental disorders was 46.8%; the
distribution of employees with low back pain wag&5Ihese recognition rates are much higher
than the real distribution (the recognition raterfeental disorders was 4.1%; that for low back pain
was 13.8% in 2016) [5]. Since employees with reeggghclaims more often report changes in the
working environment, one can imagine that the tesaflthe study would show even fewer

preventive initiatives in a representative samplearkplaces.

Study Il and Il relies primarily on self-reportedestionnaire data, reported 2—4 years after the
notification; this may increase the risk of repagtbias [138,139]. In addition, many participants
had bad self-reported health at the time they cetagdlthe questionnaire, which might reinforce
potential reporting bias [129,138]. A dropout as@yand an additional analysis of potential
confounders (including gender, age group, educatiewel, industry, and self-reported health at
the time of response) were carried out (ref: StiliglyThese analyses did find differences in the
guestionnaire responses; however, most of therdiftees could be attributed to the distribution of
attributes such as age and gender in a diagnastippgn which more men and police/jail/defence
employees had PTSD, while more women had stresedetlisorders. The differences in the
answers of employees with good and bad self-repdrealth were seldom significant, indicating
limited reporting bias in relation to current headtatus (APPENDIX 6).

Limitations in Study IV outcomes

For Study 1V, the outcomes were proxy measuresdif@ase severity; no information was available
on the difficulties and feelings experienced bytipgrants. The number of GP visits at baseline
could reflect severity but could also show that Eyges visit the GP more the first year of the
onset of a WRMDOther measures, such as ‘visits to psychiatristsits to psychologists’ and
‘prescribed painkillers’ were considered, but tegistered data were biased for all outcomes. In
other words, notified employees were more likertimon-notified employees to be referred for

psychiatric assessment as part of the claim proéesess to psychologists though the public
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health-care system is very limited; it dependshendpecific diagnosis. No register gathers thé tota
number of psychologist visits paid for by privatafgpany insurance policies. Finally, the
regulations for prescribing painkillers change@@1.3, creating a large increase in the number of

prescriptions in 2013 and beyond.

Both income and sickness absence are influencednpjoyment status and employment grade. We
have, however, no valid follow-up information on@oyment status. It is not possible to verify
whether the unemployment rate was higher in thdi@dtgroup, which could have affected the
results with regards to these two outconfesditionally other confounders could have been
included but the potential confounders were ch@gehe beginning of the projees known risk

factors for mental health, based on previous evidégender, age, diagnosis, occupation).

One challenge in Study IV is the fact that moatified than non-notified employees had a
PTSD diagnosis. One could argue that PTSD is a severe condition, with a poorer
prognosis than depression or stress-related iljresgever, adjusting for the diagnosis did
not change the findings. Health differences dudiagnosis would perhaps be more
pronounced given a longer follow-up period; thisnpas considered i8.2. Implications for

future research.

Are the findings still relevant?

The manager interviews analysed in Study | werkect@d in 2011-2012. The employees who
completed the questionnaires used in Study Il drftht a work-related disease notified in 2010—
2012. Thus, one may wonder whether these findingstdl relevant in 2018. In the case of the
manager interviews, the results have been presentadny contexts to different audiences,
including workplaces, work-psychologists, unionsg &ealth-and-safety and union representatives.
Participants have confirmed the findings, timeratitee. In addition, a 2016 Danish report has
reported some of the same findings, including hrenagers struggling with the RTW process of
sick-listed employees with mental health problef#0]. Although more guiding materials for
managers have been published in the meantimeyoldems described in Study | properly still
exists. In the case of the questionnaire respoesasloyees who filed workers’ compensation
claims in 2014 were interviewed for the project:(&tudy Ill) and some were interviewed several

times thereafter. These interviews did not contiattiie findings from the questionnaires.
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7. CONCLUSIONS

Study |
When an employee develops a WRMD, his or her liaeagers acknowledge problems in the
work environment but may turn the focus towarddheloyees circumstances. The lack of a
common understanding of stress creates room festiift in focus. Line managers experienced
cross-pressure, discrepancies between strategiekidnal considerations, and a lack of
organisational support during the RTW process. Giggdéional support, guidelines, knowledge

and good communication were found to be essemtidRTW.

Study 1l
It is more common for employees who is sick frofWBMD than for those with work-related low
back pain or skin diseases to have a negative iexperof workplace management, encounter a
lack of prevention in the work environment, havegatese experiences with workplace
stakeholders (managers and health-and-safety epgetives), and resume work too early. Many

employees are unemployed 2—4 years after notificati

Study Il
Prevention in the work environment was an aim betlworkers compensation claims of an
WRMD, but employees with a WRMD experienced anvilial focus in the workplace and
WCS. Managers were often experienced negativeliljevealth-and-safety and union
representatives were often not involved. Changésamwork environment and workplace
inspections were rare; many employees receiveceqaate information in the WCS and found
compensation schemes difficult to fill out. More@oyees with recognised claims and/or PTSD
had positive experiences in the workplace, in cammpa to employees with depression or stress-
related sickness. However, workers’ compensatiaimd could be an obstacle for RTW,

especially for employees with recognised claims.

Study IV
No association between notifications of an occupai mental disorder and changes in health,
income, or long-term sickness absence was foung@aeafter the initial medical examination.
A significant decrease in income was observed aneomgjoyees with both notified and non-

notified mental disorders

62



Organisations should support line managers by manig cross-pressure and insuring an adequate
level of knowledge, access to professional guidaaee room for action when handling the RTW
process. A common and formal understanding of welkted stress and other WRMDs should be
emphasised in the workplace. The involvement ofkplaice stakeholders has an important impact
on the RTW of employees with WRMD; however, a highel of competence, the coordination of
information, and a systematic approach to accessfognation about the extent to which
psychosocial risks lead to WRMD are to underpirvengive initiatives at all relevant

organisational levels.

This thesis arrived at contradictory findings oa tiuestion of whether workers’ compensation
claims had a negative impact on the health of epgae.Study Il revealed that many employees
did not feel sufficiently informed about the comgation process and found the compensation
schemes hard to fill out. In addition, many empés/ith recognised claims reported that the
compensation process had hindered or delayedRi&if. However, no association between
notification status and health related outcomesaual income was found in the one-year follow-
up register study (Study 1V). This points to thedasion thaemployees with mental disorders
should not be advised against filing compensatiaims because of concerns about the negative
impact that the claim process may have on theitthetatus. Still, the WCS may be problematic

for employees going through an extensive compeamsatiocess.

Finally, there seems to be a need to strengthemtéeactions between the legislative/insurance
system and the workplace system if we want to nEgmation about preventing psychosocial risks
effectively. Workers’ compensation claims of WRMBbpide a valuable source of information to
underpin workplace assessments and could be useld mare extensively by the Work
Environmental Authority for preventive purposesidtly, there is room for improvement in the
WCS and employees with WRMDs should be allowedptoemployer hearings when filing

worker’'s compensation claims.
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8. IMPLICATIONS OF THE THESIS

8.1. Practical implications

In the following section the practical implicatiookthese thesis findings is reflected on —first in
relation to a risk management model that couldeigpgychosocial hazards, as a possible remedy to
the lack of preventive initiatives discussed abdves section also includes the pros and cons of
keeping workers’ compensation claims of WRMD (nottlee List of Occupational Diseases) in the

WCS and suggests ways to improve the Danish WCS.

8.1.1. Risk management model targeting psychosocial hazards

This thesis identified a lack of a systematic apphoto psychosocial risks. A possible solution may
involve applying a concrete model of risk managetntiegit targets psychosocial risks, ensuring a
systematic approach in the workplace. EU-OSHA hmapgsed a model that consists of a risk
assessment, a translation of the risk informainbdo fargeted actions, the introduction and
management of risk-reduction interventions, anuatadn of the interventions, and feedback on
existing interventions and future plans for acfibhl]. This approach has been recommended by a
number of influential organisations in Europe, utthg HSE in Great Britain, INRS and ANARCT
in France, and EU-Osha 2002 [111]. This thesisstttat workers’ compensation claims of

WRMD could be a valuable part of this model. A wenk compensation claim can be the one
factor that elicits a risk assessment in the wa&gl Difficulties in applying the risk management
paradigm to psychosocial work environments have lidentified [117]; however, it still appears to
be more effective than other workplace intervergjamhich often aim at individual level changes.

It has been shown that greater skills and traiocmgd enable adequate risk assessments of
psychosocial hazards [141]. However, it is impdrthat strategies be tailored to specific national
contexts. In particular, small and medium-sized jpanies need external support and help from

competent actors to develop supportive infrastmest{i132].

8.1.2. To notify or not to notify?

Currently, cases of PTSD and depression that sgirtly after exposure and/or situations of
an exceptionally threatening or catastrophic nafofshorter and longer duration) are
included on the List of Occupational Diseases. ©tleams are rejected in the majority of

cases. It is contradictory that the legislationigds physicians to notify on the suspicion that a
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diseases has been caused by an individual’s woddnditions to a compensation system that
rejects e.g. stress-related illness eaglires a permanent disability to grant compeosaiihus,

it may be relevant to consider whether mental diss such as adjustment disorders, should
be notified at all, given the low recognition rafe4.1% in 2016 and the fact that workers’
compensation claims seldom result in inspections fthe Working Environmental Authority
[76].

One argument for keeping notifications of WRMD thatnot on the List of Occupational
Diseasesn the WCS is the fact that research connectiyghossocial hazards to mental
disorders is still evolving. A claim can be resutied if procedures/knowledge in the field
develop and Denmark has one of the world’s mosegrrs WCS when a disease is recognised
to have caused a work disability. Another arguneittiat workers’ compensation claims
constitute an important statistical measure. Tagssics related to workers’ compensation
claims are the only form of national surveillanoédenmark of work-related diseases; they
attract political attention and support strategcidions about preventive actions that target

risks in the work environment across industries.

To maintain and perhaps strengthen the surveillahtas field, while saving the time and
resources of sick employees and WCS costs, onesstigqg is to offer the possibility to make a
registration of diseases that could be work-relatethout raising an insurance claim in the
case of disorders that are currently not recogriieeduse they are not chronic. In Study Ill, an
important motivation for making a claim wag register the disease as a precaution in cagetst
worse later’. Separating the simple act of registea disease from the notification process used to
claim compensation could save time and resourcei,for sick employees and for the WCS.
Registratiorclaims could be sent to the Danish Work Environnfarthority and contribute to
the statistics, perhaps leading to a more preoise bf statistical surveillance of the

development of work-related diseases.

The thesis also notes that the Work Environmentigthékity could make better use of the claims, as
described in Study Ill. Many WRMD claims, like asent reports, contain important information
about the current psychosocial hazards in Daniskplaxes. There may also be a need to make

the WCS more transparent, sharinggiigtem’s aims, processes, and limitatiausthat
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employees who file compensation claims will havealistic view of how the system works

and what they can expect from it. Finally, thera rseed to adjust the procedures in the WCS
to better fit mental disorders, including the assgnts in the compensation schemes,
procedures for collecting evidence e.g. employarihgs and approach to the use of withesses
as well as the scientific basis which could incluaare clinical psychological research and
methods for assessment. Additionally it is worthsidering whether employer hearings are
necessary and provide the right information, gitlenchallenges described in this thesis. In
cases of claims of work-related depression or stteere is a risk that the hearing itself could
have an adverse effect on the relationship betweeemployer and employee. Employees
could be offered the chance to opt out of emplbyarings. Other techniques, such as the use
of witnesses or organisational documents, coulddeel instead. It is, however, important to
consider which methods can be used to questionphamr& witnesses, since employees may be
caught in conflicts of loyalty or interpersonal flarts. Currently, witnesses are not protected
by anonymity.

8.2. Implications for future research

A qualitative longitudinal study that follows emgkes with WRMDs through the sick-leave and
RTW processes and the various phases of the wodargensation process could provide
valuable insights into health-promoting and -inhirlg aspects of the process, from developing a
WRMD to either returning or exiting the labour meirkSuch a study could suggest ways to
improve workplace management and the WCS and peamidrmation about crucial moments,
when it would be most beneficial and perhaps cifstive to intervene or not to intervene for
employee with a WRMD. It could be valuable to explother systems and processes that sick
employees with WRMDs must undergo, including tha@iBla sickness benefit system, various
interactions between municipalities and other dialders, access to appropriate treatment, and
labour market possibilities/obstacles after a WRMDongitudinal register study, with a follow-up
time of perhaps 3- 5 -7 years could further exartteeextent to which workers’ compensation
claims are associated with adverse health and tabhatket outcomes. To avoid methodological
problems related to the different diagnostic pragpsoof employees with notified and non-notified
conditions, researchers could match groups usiffigrelint characteristics, such as diagnosis,

severity, and prior workplace exposure. Registéaluses, such as DREAM, which contains
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weekly information on the sickness absence compiensaf Danish citizens, and other measures
could be used to build a detailed and valuableweerof employees’ process in and out of the
labour market. Finally, research on implementirgystematic risk assessment model to target
psychosocial hazards and ways to incorporate veduatormation on employees with WRMDs
into this systematic approach would be highly ratey
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ABSTRACT

Purpose: To examine how line managers experience and manage the return to work process of employ-
ees on sick leave due to work-related stress and to identify supportive and inhibiting factors.

Materials and methods: Semi-structured interviews with 15 line managers who have had employees on
sick leave due to work-related stress. The grounded theory approach was employed.

Results: Even though managers may accept the overall concept of work-related stress, they focus on per-
sonality and individual circumstances when an employee is sick-listed due to work-related stress. The lack
of a common understanding of stress creates room for this focus. Line managers experience cross-pres-
sure, discrepancies between strategic and human-relationship perspectives and a lack of organizational
support in the return to work process.

Conclusion: Organizations should aim to provide support for line managers. Research-based knowledge
and guidelines on work-related stress and return to work process are essential, as is the involvement of
coworkers. A commonly accepted definition of stress and a systematic risk assessment is also important.
Cross-pressure on line managers should be minimized and room for adequate preventive actions should
be provided as such an approach could support both the return to work process and the implementation
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of important interventions in the work environment.

> IMPLICATION FOR REHABILITATION

e Organizations should aim to provide support for line managers handling the return to work process.
e Cross-pressure on line managers should be minimized and adequate preventive actions should be

provided in relation to the return to work process.

e Research-based knowledge and guidelines on work-related stress and return to work are essential.
e A common and formal definition of stress should be emphasized in the workplace.

Introduction

Long-term absences from work due to stress is an increasing
problem in many countries [1]. Research in this area often
includes common mental disorders, such as depression, adjust-
ment disorders and anxiety [1-6]. Furthermore, prolonged stress
may have serious implications on the employee’s health, quality
of life and attachment to the labor market, absences due to long-
term stress-related sickness represent a major risk factor for early
withdrawal from the labor market [7,8]. Additionally, politicians,
companies and researchers are aware of the serious economic
consequences that result from such absences. For example, com-
mon mental disorders represent an increasing percentage of
claims for disability benefits [9,10]. In Denmark, although the gov-
ernment has defined sickness absence as a focus area [11], there
has been no coordinated national intervention, such as the United
Kingdom’s management standards, to address the problem [12].
Nevertheless, Danish companies pay close attention to sickness
absence and approximately 92% have formulated a sickness
absence policy. However, less than half of the companies apply
specific initiatives, such as adjusting work conditions, establishing

ongoing dialog with those on leave, providing part-time sick
leave, counseling and offering referral for treatment [13]. It is not
apparent how they manage employees on sick leave due to men-
tal health problems [10,14]. Research suggests that the return to
work (RTW) process is highly complex [15] and includes multiple
stakeholders [16]. Among the studies, Pomaki, et al. [17] con-
ducted a literature review on workplace-based interventions for
employees with mental health problems, which emphasized on
the importance of a workplace-based approach. Hoefsmit et al.
[18] also conducted a review of RTW interventionsand found that
the interventions for employees with mental health problems dif-
fer from those for employees with physical health problems, as it
may not be beneficial for employees with mental health problems
to follow the predefined time schedules ascribed in conventional
RTW programs. These findings are supported by Andersen et al.
[4], who studied how workers with mental health disorders experi-
ence multidisciplinary RTW interventions and concluded that indi-
vidual consideration combined with greater focus on the working
context is essential during the RTW process. Finally, while the
importance of a focus on the RTW process is addressed in several
studies [6,19,20], the need for greater emphasis on the role of the
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Table 1. Background information on interviewed managers and their sick-listed employees.

LINE MANAGERS

SICK LISTED EMPLOYEES

Years in Years of Weeks of
current One year vocational sick leave

Manager managerial ~ Span of  Baseline follow up or higher Job at baseline Return
ID Gender Workplace position control* interview interview  Gender  education position interview to work
1 M Insurance company 4 Direct + + F 1-3 years  Account manager 25 Yes

2 F Public Authority 12 Direct + F <1year  Assistent 15 No

3 F Public hospital 1 Direct + F 1-3 years  Physio-therapist 15 No

4 F IT company 2 Direct + M 1-3 years  IT employee 19 No

5 F Airline 6 Distance + F 1-3 years  Flight attendant 31 Yes

6 F Public kinder garden 5 Direct + F 1-3 years  Teacher 19 Yes

7 M Public eldercare 4 Direct + M 1-3 years  Social-and health 18 Yes

service helper

8 M Pharma company 4 Direct —+ + M 1-3 years  Retail buyer 15 Yes

9 M Union 6 Direct + + F 1-3 years  Project manager 19 No
10 M Financial company 1 Direct + + F 1-3 years  IT employee 27 Yes
11 F Media company 15 Direct + + F 1-3 Graphic designer 18 No
12 F Fashion company 4 Direct + F <1year Retail buyer 16 Yes
13 M Public transportation 7 Distance + + M 1-3 Train driver 48 Yes
14 F Public hospital 8 Direct + + F 1-3 Nurse 31 Unknown
15 F IT company 12 Direct + + F 1-3 IT employee 16 Yes

*Direct: geographically located at the same address as the employee. Distance :not located at the same address as the employee on a daily basis.

supervisor in facilitating job changes and the RTW process was
suggested by Williams-Whitt et al. [21].

Studies have found that line managers are the most important
factors in facilitating the RTW process [5,22,23]. Furthermore, stud-
ies identify various aspects of leaders’ behaviors that affect the
leader-employee relationship, which, in turn, ultimately affects the
success of the RTW process [24]. Flach et al. [25] found that a lack
of support from supervisors is associated with job loss during sick
leave. That said, line managers are in a position to support work-
ers who are absent because of common mental health problems
through a combination of support, guidance and permanent or
temporary changes in work tasks [22]. A wide range of leadership
qualities, such as being protective, encouraging and good with
problem-solving and outreach, are thus expected of managers as
they act in line with legal regulations regarding RTW policies.
These responsibilities, however, may conflict with other manage-
ment tasks such as addressing the needs of coworkers and meet-
ing the required goals of production [26]. Further, several studies
have suggested that managers, in general, lack the knowledge
and the options to handle the highly complex RTW process as it
relates to absences due to work-related stress. Basic leadership
behaviors, such as showing concern for and communicating with
the employee with a stress-related illness, are one among the
most important actions [22,27-30]. Furthermore, a critical gap
between intention and actual behavior in the implementation of
RTW initiatives in companies has been observed [31].

Little is known about line managers experiences or their roles
in the RTW process of employees whose long-term absences are
due to work-related stress (WRS). In the current study, WRS is
defined as an absence due to a stress-related sickness that is pri-
marily the result of conditions at work as assessed by a physician
or psychologist.

We do know, however, from a systematic literature review of
three decades of research, that managers supportive behaviors
are positively correlated with low employee stress [18]. Some
studies suggest that managers acknowledge work-related pressure
but turn their focus to individual employees in regard to explain-
ing why stress occurs, thereby dismissing the need for organiza-
tional interventions [32-34]. Thus, explanations of WRS and
interventions to alleviate WRS are mainly based on individualized
approaches [32,35], although the RTW literature suggests that
facilitating the RTW demands a variety of strategies [27-29].

To reduce the human, societal and economic consequences of
stress-related long-term absences, it is necessary to gain a better
understanding of the facilitators and inhibitors of the RTW pro-
cess. The aim of the present study is to contribute to the existing
knowledge by gaining a better understanding of how line manag-
ers, act as key actors in the RTW process, experience and handle
the RTW of employees who are absent due to WRS and also to
explore which factors present challenges for managers during the
RTW process.

Methods

The present study applies a grounded theory approach [36] based
on interviews with 15line managers [37] and one-year follow-up
interviews with eight of the line managers.

Recruitment and participants

The recruitment of managers was enabled by a sibling interven-
tion project, COPESTRESS [38], in which employees who were sick-
listed by their general practitioner due to stress were assessed by
a psychologist or occupational physician based on the following
inclusion criteria: (1) on full- or part-time sick leave due to stress;
(2) employed or self-employed; (3) displayed significant symptoms
of stress for months and (4) motivated to participate. Participants
were excluded from the sibling intervention project if they (1)
were using alcohol or psychoactive stimulants, (2) were diagnosed
with a major psychiatric disorder or (3) suffered from a significant
somatic disorder assumed to be the primary cause of their stress
[38]. Factors causing stress were assessed by a psychologist or
occupational physician during the treatment and all employees
selected for this study had experienced at least one major
WRS-factor, such as high work pressure, poor management or a
generally poor psychosocial working environment that signifi-
cantly contributed to the sick listing. Eighty-eight percent of the
employees had experienced three to four WRS-factors that con-
tributed significantly to their sick leave [26] (for additional details,
see Ladegaard et al. [39]). A total of 210 employees met the inclu-
sion criteria, 56 of whom allowed us to contact their line manag-
ers. 36 managers agreed to participate and three dropped out.
After 15 interviews, the saturation point was reached. Hence, the
qualitative data from the 15 managers forms the basis of the pre-
sent paper [40] (Table 1). While the remaining managers partici-
pated in a survey, whose data are presented in another paper.



Data collection

The baseline data collection was conducted in 2011. One-hour
individual semi-structured interviews were conducted by a
researcher at the manager’'s workplace, either in the managers
office or in a meeting room. During the first five interviews, a
second researcher attended as an observer with the informant’s
permission, which allowed for subsequent internal reflection and
validation regarding both form and content [41].

After one year (i.e, in 2012), follow-up semi-structured inter-
views that lasted between 30 min and one hour were conducted
with eight of the managers. The one-year follow-up provided an
opportunity to inquire further into coded themes obtained from
the baseline interviews register, whether the employee had
returned to the workplace and record managers’ reflections on
the RTW process, their experiences and their actions. Furthermore,
the researchers discussed the preliminary findings with the man-
agers to strengthen the study’s validity.

Analysis methodology

Interviews were digitally recorded and transcribed verbatim; all
names were changed, and the recordings were then deleted.
Interview transcripts and descriptive responses reported in the sur-
veys were analyzed using principles from Constructing Grounded
Theory [42] to identify key categories and codes. The first author
conducted the initial open coding, which involved a sequential tran-
script review followed by the generation of codes that described
processes, actions, thoughts and feelings. Core variables were identi-
fied that described how managers experienced and handled situa-
tions in which employees were sick-listed due to WRS. Selective
coding identified the codes and concepts that were most frequently
mentioned or that stood out as being significantly important and
analyzes were supported by extensive memo-writing [36].

The interview guide for the baseline interviews included the fol-
lowing areas of interest: (1) background information about the man-
ager; (2) manager perspectives on the causes of WRS and workplace
conditions; (3) manager reflections on the prevention of WRS in gen-
eral working environments; (4) manager experiences in handling sit-
uations in which employees were sick-listed due to WRS; (5)
manager experiences with the RTW process and their thoughts and
feelings regarding the process; (6) manager reflections on organiza-
tional supportive and inhibiting factors with respect to facilitating
the RTW process for employees with WRS and (7) manager reflec-
tions on the challenges and dilemmas associated with WRS and the
associated RTW process. The interview guide for the one-year follow-
up interviews included: (1) events and occurrences in the workplace
since the last interview; (2) the RTW status of the employeeand (3)
dialog regarding the preliminary findings/hypotheses. The follow-up
interviews were primarily used to inquire further into the coded
themes from baseline interviews and to register whether the
employee had returned to the workplace. Accordingly, the result
section is based primarily on the baseline interview data.

Ethical considerations

The managers and employees were informed of ethical formalities,
such as voluntary participation and confidentiality, after which
they signed consent forms. Contact information was provided and
participants were encouraged to contact the interviewers if they
had questions or if they wanted to withdraw their consent. No
participants withdrew from the study. The study was registered
with the Danish Data Protection Agency and ethical guidelines of
the Danish Psychologist Association were followed [43].
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Results

The results are presented according to the four main themes that
emerged from the data analysis, namely (1) a lack of a common
understanding of stress; (2) a shift in focus; (3) challenges experi-
enced by managers during the RTW process and (4) supportive
factors experienced by managers during the RTW process.

Lack of a common understanding of stress

Several managers stated that the word “stress” had no exact
meaning, as it described a range of conditions from being some-
what busy to feeling seriously anxious and ill. Some managers
explained that the broad use of the word makes it difficult to
know when it is necessary to take action.

“Stress for me is the negative version [of being busy]. The problem
nowadays is that people use the word ‘stress’ randomly. Now everything is
stressful ... | think people forget to distinguish between the negative and
the positive. It's okay to be busy”. (P4)

The majority of managers considered being busy to be a posi-
tive state associated with putting forth extra effort, being commit-
ted and engaged. Thus, the articulation of being busy was widely
perceived as an acceptable basic working condition with no
potential negative health consequences, as opposed to being
stressed:

“You don't get sick from being busy”. (P4)
In some organizations, stress was not discussed at all:

“No, we talk about being very bus, and about there being a lot of pressure
and people being fed up. That’s what we talk about”. (P2)

Other managers expressed that it was generally acceptable for
employees to talk about stress and to report stress symptoms;
however, talking about stress did not necessarily result in concrete
preventive actions being taken in the work environment. The
majority of managers, either directly or indirectly, described stress
as being at least partly associated with personal weakness or
vulnerability:

“In general, it is perceived as a weakness to be sick... stress and
depression are taboo, but physical illnesses, such as a broken leg, are quite
different”. (P8)

“Stress is attributed to the individual’s particular vulnerability or personal
issues”. (P2)

Some managers posited that stress-related sickness may only
affect certain types of people. Moreover, some managers claimed
that they would never experience WRS.

Thus, the lack of a common understanding of stress, the sever-
ity of WRS and the possible causes of stress, as well as its preven-
tion, may hinder employees from voicing stress-related problems
and impede the implementation of specific preventive stress inter-
ventions in the work place. A manager in the transportation
industry exemplified the broad and somewhat diffuse understand-
ing of stressors:

“It might be the psychosocial and physical work environment, colleagues,
family, children, it might be the working hours, it could be the weather, a
lot of stuff might affect you ... | think everything has an impact”. (P13)

Shift in focus from work environment to individual
responsibility

In the interviews, managers focused on both stressors in the work
environment and stressors related to individual circumstances
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when discussing the causes of stress. However, their focus
depended on the scope of the interview.

Tough and demanding work conditions were acknowledged by
all managers, as they frequently mentioned large workloads, pres-
sure, tight deadlines, restructuring and downsizing. Additionally,
the majority of the workplaces had experienced recent large
organizational changes, such as cutbacks or mergers and the
majority of the managers reported that they had more than one
employee on stress-related sick leave. The managers also
expressed a need and a desire to create healthier work environ-
ments. One manager described experiencing a manic-depressive
workplace atmosphere. In this case, one department had merged
with another department and productivity demands had been
raised, which resulted in management splitting up a well-function-
ing team structure and instead, assigned every employee specific
tasks and then measured the performance of each individual
employee based on those specific tasks. However, employees
expressed not being able to use the restroom during a workday
due to intense work pressure and failed to thrive within the new
organizational structure. Furthermore, the manager expressed the
challenges he faced when trying to cope with several employees
who had long-term stress-related absences, claiming he had no
support or guidance. At the same time, he feared that more
employees would get sick, but he felt he did not have the time or
the knowledge to implement interventions within the work envir-
onment. However, when we inquired during the interviews about
specific employees on stress-related sick leave and who had
responsibility, there was a sudden shift in focus from describing
general problems in the work environment to emphasizing
employees personal issues, such as problems in the employees
families or employees psychological dispositions, such as perfec-
tionism or an inability to adapt.

“I have an employee who is extremely dedicated to her work, very detail-
oriented. She is an incredibly good performer, the best colleague, always
ready to help, always willing to participate in projects. She is the world’s
best motherand always picks up her children at 3pm. She celebrates
birthdays and always make homemade bunsand jam. They don’t have one
birthdaybut they have three. She visits her grandparents at the nursing
home at least every Thursday. She gets sick because of stress.” (P1)

During the interviews, it became clear that questions concern-
ing responsibility for absences due to stress-related illness caused
discomfort for many managers. The above statement illustrates
the shift from a focus on work to a focus on the individual that
occurred when we talked about responsibility for sick-listings due
to stress. We found that this shift occurred in most of the
interviews.

During the follow-up interviews, we asked managers about the
tendency to individualize employee stress. The respondents
reflected upon this question in several ways. One manager
explained that employee absences due to stress-related sickness
could be perceived as a defeat or failure on the part of the man-
ager, as the surrounding organization would place the major
responsibility for the employee’s iliness on the manager. Hence, it
was tempting to avoid accepting this responsibility by focusing
on the individual and on personal causes for the stress-related
illness:

“We have a tendency to say it's something private, so we just avoid the
responsibility ... There’s a need to say it’s not our responsibility.” (P11)

More than half of the managers expressed that they were
affected emotionally when employees went on sick leave due to
WRS and that they felt both sorry for the employee and guilty
about not having been attentive enough to prevent the situation.
At the same time, they expressed frustration that the employee

did not ask for help earlier and felt that, because of this, the
employee was partly responsible:

“I assume most of the responsibility, so | walk around feeling guilty,
thinking it's probably me...that I'm not good enough. But the
responsibility is, of course, only half mine. It's a shared responsibility so the
employee is also responsible.” (P6)

Several managers claimed that the employees stress-related
absences took them by surprise because they (the managers) did
not realize that the situation was so severe. Most managers con-
sidered it important to reflect on possible explanations of stress
to assess the extent to which the stress was work-related, whether
changes in the working environment were needed and whether
they, as managers, were responsible. Several managers voiced
that they felt better and less guilty when the stress was partially
explained by personal factors and not just workplace factors.
However, these reflections may have been shaped by a shift in
focus to the individual approach to stress, which downplayed the
problems in the work environment.

Challenges experienced by managers in the RTW process

The interviews revealed several challenges related to the RTW pro-
cess, including managers experience with cross-pressure within
the organization, discrepancies between strategic and human-rela-
tions perspectives in leadership and managers lack of ability to
handle the RTW process for employees whose absence was due
to WRS.

Cross-pressure due to opposing demands from employees and
top management was experienced by the majority of line manag-
ers. Furthermore, coworkers were afraid that they, too, would
become sick due to stress and believed that stress-related absen-
ces were caused by the work environment. Therefore, they
expected line managers to improve the conditions within the
work environment. At the same time, top management expected
managers to comply with their departments goals and budgets
despite the availability of fewer resources when one or more
employees were sick listed:

“I think it's really, really hard, especially as a line manager... You need to
meet the goals that are set for you... and, on the other hand, take care
of a group of employees who are sick, have been sick, or are at risk of
getting sick.” (P6)

Consequently, in trying to avoid assuming the blame for an
employee’s WRS absence and to avoid facing further demands
from the remaining employees, even though WRS was defined as
a stress-related sickness primarily caused by conditions at work,
some managers chose to discuss personal reasons for an employ-
ee’s sick leave without the employee’s permission:

“Yes, | chose to tell it. It's my leadership style, to be honest about it, to tell
them, ‘we don’t know when (the employee) will come back, she has stres,
and she also has (...), at least that is what she told me once, that there
was some depression too. We simply don’t know (when she will be back),
but we hope for the best.”

Interviewer: “Is this something that you discussed with the employee
before telling the colleagues?”

“No, not when its long-term sick leave. Then | choose to tell it as it is
because | think it is.... there are co-workers who cover her job, so |
choose to tell it.” (P2)

Revealing some of the more personal issues related to an
employee’s sick leave, even though doing so is a violation of the
legislation, may signal to coworkers that the sick leave is the
result of private circumstances, thereby minimizing the company’s



potential blame and critical questions as well as expectations by
employees for the manager to improve the working conditions.
For some managers, this appeared to be more important than
complying with the Danish legislation.

Several managers experienced pressure from both the top
management and the coworkers to ensure the quick RTW of the
employee. The managers stated that it was difficult to simultan-
eously take proper care of sick-listed employees, implement the
best possible RTW process and oversee the remaining coworkers
as they assumed extra workloads. One manager explained that
the general culture among coworkers resulted in almost no toler-
ance for absences due to stress-related sickness or limited per-
formance due to stress:

“If you haven’t delivered 100% in one way or another, there’s no mercy,
there’s no understanding ... there’s almost an atmosphere of lynching.”
(P11)

At this particular worksite there had been major cutbacks and
employees had been divided into small teams. Hence, if a team
member became sick, the rest of the team had to cover that team
member’s assignments. As a result, the manager declared that if
employees were full-time sick-listed, they did not have the option
to return to work. This was explained by colleagues of the full-
time sick-listed employees did not want them (the sick-listed
employees) back. Rather, the coworkers preferred a new employee
be hired to fill the position as soon as possible.

The managers also experienced difficulties balancing their con-
cerns for the sick-listed employees with the constant focus on
associated costs. On one hand, they were supposed to be
empathic and supportive and were to facilitate the RTW process.
On the other hand, they were supposed to meet strategic and eco-
nomic demands and estimate whether employees on sick leave
would be able to return work within a certain time period or
whether it would be more cost-effective to hire a substitute. Some
managers experienced demands from top management to dismiss
employees who were on long-term sick leave. However, the man-
agers had often known the employees for years and recognized
the severity of the employees personal situation, a circumstance
that added to the emotional strain experienced by the managers.
Accordingly, feelings of powerlessness as they were left alone to
manage a major responsibility and forced to act as “the bad guy’
when dismissing an employee on sick leave were common.

Approximately half of the managers felt that they received no
or only minimal support from the organization during the RTW pro-
cess and as a result, the expressed frustration with respect to this
situation. More than half of the interviewed managers stated that
they had no or only limited knowledge of how to effectively man-
age these situation and some managers stated they had no pos-
sible way to obtain support. Thus, their approaches in handling the
situations depended solely on their experiences and knowledge.

“I wish there was a tool, something we could just pull out and say, ‘This is
what we’re going to do now’. (P1)

Supportive factors experienced by managers in the RTW process

Managers listed the following factors as being of great importance
during the RTW process: knowledge, experience, good communi-
cation with employees, clear company guidelines and policies
regarding stress and the RTW process, which included access to
professional guidance and the option to send employees to free
psychological counseling for improved health.

The factor, clear company guidelines, refers to the procedures
necessary to effectively implement the RTW process in organiza-
tions. Approximately half of the managers reported that their
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workplaces had an official policy regarding stress. However, as
some of the policies proved to be merely statements against
stress, they lacked any real applicability:

“There is a stress policy, but let me say it loud and clear... it's like we do
not want to have employees who are stressed and that’s it. That's all |
have as a manager to relate to.” (P1)

Some managers used their companies stress policies to obtain
information about RTW options, including individual treatment or
interventions at the department level (e.g., team supervision). In
this way, a detailed stress policy increased the managers abilities
to make informed decisions:

“It describes how to deal with stress at all levels within the organization-
individual and managerial as well as work and safety levels. We've also
had great success with relocating employees when they return to work,—
this is also described. In addition, there are guidelines on how to handle
long-term sick leave, what triggers dismissal, etc.” (P10)

In our study, two managers were found to differ from the
remainder, namely, managers responsible for airline staff and train
drivers. Due to safety regulations, they had very explicit guidelines
as to how to handle sick leave and they had access to occupa-
tional health professionals who provided RTW plans. For these
managers, handling the RTW process was an experience as an
ordinary leadership task, rather than a task that was dependent
on the managers personal knowledge and experiences.

“There are some global procedures from HR in [company] for all sorts of
things that include follow-up on sick leav, and we have access to all the
help we can get from the personnel doctor, HR personnel follow-up, legal
issues etc. Additionally, management has meetings, theme days and
seminars where we set the direction for how to run our business... There
is also a personnel doctor connected who can provide guidelines for the
return of employees, for example, whether they can [perform specific
tasks].” (P13)

These managers differ in relation to the RTW task since cross-
pressure was minimized due to the specific RTW procedures.
Nonetheless, they still had the same challenges with respect to
the lack of a common understanding of stress and regarding the
shift in focus from the work environment to individual responsibil-
ity. Furthermore, differences were noted among some managers
with comprehensive experience and a minimum of 12-years seni-
ority. Even though they felt they were left alone to implement the
RTW process, they described themselves as having an informal
position where they were able to influence the decisions of top
management regarding budgets and productivity demands. In this
way, they felt they could protect their employees from work
overload.

Knowledge and prior experience were described by several
managers as their most valuable tools, as this prepared them to
handle both current and future stress-related problems:

“Now | know the symptoms of stress, because of a previous episode where
| didn’t pay enough attention and didn’t take it seriously enough... |
didn’t know it could be so serious, that it is actually something you can
die from.” (P11)

At the one-year follow-up session, almost all managers
reported that their experiences of handling employees who were
absent due to stress had provided them with more information
and tools to manage similar situations in the future. However,
managing an employee on sick leave due to stress was still con-
sidered to be a challenge, even though most managers had more
than one employee on sick leave due to stress. Nonetheless, the
managers specified that they felt better equipped to cope with
future situations after their initial experience.

Several managers described an increased awareness of
stress-related symptoms in their departments, which sometimes
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led to more open communication and attempts to support
each other:

“The situation in which an employee had to take sick leave due to stress
has made us more aware, and since then, we’ve given another employee a
‘forced’ vacation and sent the employee to a psychologist through our
company'’s health insurance to prevent similar stress-related breakdowns.”
(P11)

Even though the levels of communication regarding stress dif-
fered among the various departments, most managers discussed
the importance of good communications and relations with the
absent employee. They further expressed the importance of
mutual trust with respect to speaking openly about the causes
and consequences of stress. In the vast majority of workplaces
where managers reported good communications and positive
relationships with absent employees; the employees returned to
work, whereas in workplaces where managers described poor
communications or no communications between the manager
and the absent employee; the situation often resulted in the dis-
missal of the employee. It is possible that poor communication
between managers and employees, to some extent, reflects a pre-
existing conflict or challenge and that there is no actual interest
in the RTW possibility by either the employee or the employer.
Managers explained that good communication and relationships
required regular meetings and phone «calls with the sick
employee, mutual trust and open dialogs about stressors, progno-
ses and the RTW process. An ongoing communication was, how-
ever, also emphasized as being highly important by managers of
employees who did not return to the workplace, as such commu-
nications provided crucial information for managers when decid-
ing to dismiss the employee.

Discussion

In this study, we found a lack of a common understanding of the
concept of stress in the organizations. Instead, multiple under-
standings of stress and the causes of stress were expressed. For
example, some organizations did not discuss stress at all, in
others, stress was considered taboo and was connected to pre-
judgment. One organization even described as having developed
a culture of no tolerance for “stress related weaknesses”. No man-
agers discussed a systematic risk assessment of the work environ-
ment even though an employee had long-term sickness absence
due to WRS. Most often, the responsibility to address employee
stress was left to the line manager. Basic knowledge regarding
stress, experience in handling stress and organizational interven-
tion possibilities regarding stress reduction varied among manag-
ers and several challenges associated with the RTW task were
identified. Cross-pressure experienced by line managers who were
striving to meet the needs of the sick employee while also meet-
ing productivity demands and assisting coworkers who were expe-
riencing extra workloads due to the absence of their colleague on
sick leave were described. Furthermore, colleagues would expect
management to improve the working conditions when the sick
listing was caused by stress. To avoid dealing with these demands
and to avoid blame, some managers would voice private causes
of stress without the permission of the employee, even though
this violates the duty of confidentiality in the Danish legislation.
Additionally, several challenges were identified in relation to the
RTW task, for e.g., balancing the decision between whether man-
agers believed that the sick employee would return to work or
whether the employee should be dismissed, as well as feeling
guilty for not having prevented the stress related sickness in the
first place. Ben Avi et al. [44] conducted an experimental study in

which they found that a person’s “stress mindset”, that is the
mental framework or lens that accentuates stress’s negative or
positive consequence, affects the way the person encodes and
interpret stress related information of other people’s stress. The
researchers found that if a person has a positive “stress mindset”’
he or she will be more likely to evaluate a “stressed” employee as
having less somatic symptoms, presenteeism and as having more
life satisfaction, less burnout and less depression compared to a
person with a negative “stress mindset”. This may explain why
managers could describe severe problems in the work environ-
ment but still be surprised when an employee was sick listed due
to WRS. Another perspective regarding the contradiction between
managers acknowledging problems in the work environment and
being surprised by the sick listing of an employee is provided by
a recent Danish study, which found that employees experience
shame in relation to WRS. This can cause employees to hide their
symptoms of stress [45], thereby making it difficult for managers
to intervene before the sick listing. Noordik et al. [31] also identi-
fied a gap between intentions and plans for implementing the
RTW process versus what actually was implemented/changed, not-
ing that though there may be good intentions and plans for the
RTW process for employees with common mental disorders, there
are important inhibiting factors which must be addressed.

In our study, managers tended to shift focus from work related
stressors to individual stressors related to personality and life cir-
cumstances. In this sense, managers tried to avoid guilt and
instead, blame the surroundings. This shift may be caused by a
lack of a common understanding of stress combined with the
manager as the sole responsible party for implementing the RTW
process while experiencing cross-pressure and emotional conflict.
Importantly, this shift in focus, as well as the situations where
managers describe not talking about stress in the workplace, may
be a barrier for the implementation of important organizational
interventions aimed at managing problematic work conditions
causing WRS. A focus on personality or individual life circumstan-
ces as causes of stress points to tertiary interventions that are
focused on alleviating symptoms and related problems. However,
these tertiary interventions have been criticized for not being par-
ticularly effective in reducing stress [46]. Furthermore, several
studies have indicated that factors related to the work environ-
ment, such as high job demands, lack of control, lack of social
support, role conflict and organizational changes, are strongly
associated with the development of stress among employees and
thus, an individual focus on stress alone should not occur
[32,35,46,47]. This finding is supported by Daniels [33], who found
that its the managers’ perceptions that stress is an individual
problem and thus the responsibility of the individual led to man-
agers not considering stress to be a risk factor that should be
actively managed within the organization. In addition, Sharpley
et al. [34], who interviewed 36 managers regarding their under-
standing of stress, found that although managers acknowledged
stress as an issue of significant concern, few managers initiated
stress management interventions at work as they felt that doing
so may signal that they, as managers, were responsible for WRS, a
finding that conflicted with their desire to avoid drawing negative
attention to themselves. Previous research [48] has found that
there may be various discourses regarding stress in an organiza-
tion. Lewig et al. [49] noted that the manner in which stress is
understood and managed in organizations is not only based on a
scientific understanding, but it is also shaped by other social and
cultural factors.

To avoid multiple understandings and individual approaches to
stress that may be damaging to the RTW process as well as to
possible interventions in the work environments, a common and



formal definition of stress should be emphasized within the work-
place. Similarly, a systematic risk assessment of the work environ-
ment when employees are sick listed due to WRS should be
developed.

Co-workers, cross-pressure and the RTW process

As referred to in the results section, sick leave due to WRS often
resulted in further pressure on coworkers and at some workplaces,
this resulted in coworkers not wanting their sick colleagues to
return to the workplace. Tjulin et al. [50] and Petersen et al. [51]
studied coworkers during the implementation of work reintegra-
tion processes for sick workers and found that the organization of
the work and the level of interactions among coworkers affected
coworkers approaches to retain sick employees in the workplace.
Furthermore, while the aforementioned studies recommend
involving coworkers when planning for RTW interventions to
improve the possibility of success, our study points to the import-
ance of protecting the coworkers from overload when a colleague
is sick listed as there may be limitations regarding how much and
for how long the colleagues can support the sick-listed coworker
without it having negative consequences on their own mental
well-being. Our findings add to the RTW literature by illustrating
the profound dilemma and cross-pressure that line managers
experience when dealing with the RTW process for employees
who are sick listed with WRS. Cross-pressure is explained in the lit-
erature as the pressure to navigate between opposing demands
and conflicting requirements [47], which is exactly what managers
describe as a basic dilemma. Managers expressed a struggle
between top management’s demands for efficiency and coworkers
concerns for their own health, which pressures line managers to
take action to improve working conditions. Additionally, we found
that many line managers felt alone and felt they had no support
when attempting to implement the RTW processes within a lim-
ited timeframe during which they are to successfully drive the
process, while cross-pressure was found to be profound when top
management’s strategic decisions conflicted with the needs of
coworkers and sick-listed employees. Seing et al. [52] found that
organizational responses to sick-listed workers are primarily char-
acterized by an economic perspective and thus, whether it is prof-
itable to retain the employee depending on the employee’s
competencies and his/ her specific value to the organization. This
result supports our findings in that it highlights the line managers
dilemma and the associated cross-pressure. Furthermore, our
study suggests that the RTW process is defined and prioritized as
a formal task that is aligned with other strategic objectives, sug-
gesting that line managers do not have to struggle to navigate
opposing goals. Integrating the RTW process as a tool into formal
performance management systems could be specifically helpful
for line managers. Several managers in our study also called for
added economic resources to hire temporary staff, to adapt work-
ing conditions or to provide opportunities to lower productivity
outcomes with the aim of preventing coworkers from becoming
overloaded and eventually experiencing WRS issues. Thus, it is
suggested that organizations strive to allow managers to adapt
working conditions that better align with the needs of the
employees. In our study, several factors were mentioned by man-
agers as beneficial to the RTW process, namely, knowledge and
experience, good communication with employees and clear com-
pany guidelines and policies regarding stress and the RTW pro-
cess. Studies in the field highlight the importance of positive
relationships and communications between managers and
employees during the RTW process and the rehabilitation of work-
ers with absences due to stress-related sickness [53] and mental
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health problems [54]. However, several studies have found that
managers lack both the knowledge and the organizational sup-
port to effectively manage the RTW process [27-29]. Furthermore,
Cunningham et al. [55] noted that managers may feel poorly pre-
pared and isolated due to a lack of training and support when
managing employees who are experiencing physical or mental
challenges. Our study emphasizes that organizations should not
hold the individual line managers solely responsible for the RTW
process.

Strengths and limitations of the study

Our study contributes to new knowledge in this area by
discussing managers experiences in managing absences due to
long-term sickness among employees with WRS. This insight is
important for ensuring the effective implementation of interven-
tions intended to help employees return to work following sick
leave due to stress or mental health problems. The qualitative
approach offers a nuanced understanding of managers roles in
the RTW process and provides insight into the dilemmas and chal-
lenges that managers experience during the RTW process. Follow-
up interviews made it possible to gain profound insight into the
RTW process, validate our initial findings and challenged hypothe-
ses on possible relationships and paradoxes related to the suc-
cessful (or unsuccessful) implementation of the RTW process.
Another strength relates to the process of recruiting informants,
including managers with employees on stress-related sick leave,
based on a clinical assessment. In this context, one limitation of
the study may be the recruitment of line managers, as their will-
ingness to participate may have depended on whether they had a
positive relationship with employees. Thus, the participating man-
agers may not constitute a representative sample. Nevertheless,
our impression was that the dynamics and experiences found in
this study reflect a general tendency, given that our findings were
supported by related international studies [32-34].

Conclusion

Our study contributes new knowledge to the literature on RTW by
exploring line managers experiences with the RTW process when
an employee is on sick leave due to WRS. This insight is important
to ensure the implementation of efficient RTW interventions for
these employees, as managers are the key actors in this regard.
The lack of a common understanding of stress creates room for
general confusion and can be a barrier for preventive interven-
tions in the work environment. Our results indicate that even
though managers may accept the overall concept of WRS, there is
a tendency to refer to personality and individual circumstances
and to place responsibility on the employees rather than on the
organizations and on themselves as managers. However, line man-
agers often experience cross-pressure between the demands of
top management, the needs of the sick-listed employee and the
needs of the colleagues. Additionally, as discrepancies between
strategic and human-relations perspectives in relation to sick
employees were also experienced and observed during the RTW
process, organizational support, guidelines, knowledge and good
communication with sick employees were identified as essential
elements when engaged in the RTW process. Furthermore, pro-
tecting coworkers from a high workload when a colleague is sick
listed is also important. Our study emphasizes that the responsibil-
ity of implementing the RTW process should not be left entirely
to the individual line managers. Moreover, a common definition
and understanding of stress, as well as a systematic assessment of
potential risk factors within organizations, are important when an
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employee is sick due to WRS, as is the involvement of coworkers
in the RTW process of sick-listed employees. Cross-pressure on
line managers should be recognized and organizational support,
room for action, knowledge and guidelines regarding WRS and
RTW should be available to line managers as these resources
could support the RTW process for employees who are sick listed
with WRS and support important interventions in the work
environment.
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UDEN FOR TEMA

Hvordan handterer danske
arbejdspladser arbejdsrelateret
sygdom?

Oplevelser fra medarbejdere med psykisk
sygdom, rygsygdom eller hudsygdom

Yun Ladegaard, Cecilie Norby Thisted, Ulrik Gensby, Janne Skakon og Bo Netterstrom

| Danmark ses en stigning i antallet af medarbejdere, der far anmeldt en sygdom som arbejds-
skade. Psykiske helbredsproblemer og muskel- og skeletbesveer vurderes at veere de storste
udfordringer i arbejdsmiljget i Danmark med omkostningerne pa 60-80 mia. kr. arligt. Ar-
bejdspladsens handtering, herunder leders og kollegaers, er afggrende for, om medarbejderen
vender tilbage til arbejdspladsen. | denne artikel undersgges, hvordan medarbejdere med ar-
bejdsrelateret sygdom oplever arbejdspladsens handtering, herunder hvorvidt forskellige akto-
rer inddrages, hvilken indsats der ydes, og om der er forskel afheengig af, om det er en psykisk

sygdom, rygsygdom eller hudsygdom.

Baggrund

rapporten Fremtidens arbejdsmiljp 2020

konkluderes det, at psykisk arbejdsmiljo
og muskel- skeletbesveer er to af de arbejds-
miljgomrader, som far storst betydning for
medarbejderes sundhed og arbejdskraft-
udbud péd det danske arbejdsmarked som
helhed (Arbejdstilsynet 2010). Gennem en
arrekke har anmeldte arbejdsskader (er-
hvervssygdomme) varet stigende, og f.eks.
er anmeldelser af psykisk erhvervssygdom
steget 51 % fra 2010 til 2016 (Arbejdsmarke-
dets Erhvervssikring 2017). Det estimeres, at
darligt arbejdsmiljo arligt koster det danske
samfund 60-80 milliarder kroner (Lovgren

2015), og pa europeisk plan koster arbejds-
relateret sygdom og ulykker arligt 476 mil-
liarder euro (EU-OSHA 2017). Forebyggelse
af arbejdsrelateret sygdom samt stotte til
medarbejdere, der er blevet syge pd grund
af arbejdspladsen, er derfor centralt.

Den danske arbejdslivsforskning i ar-
bejdsrelateret sygdom og tilbagevenden
til arbejde har vist, at det er afgorende, at
arbejdspladsen har et beredskab, ndr en
medarbejder er sygemeldt eller kommer ud
for en arbejdsskade (Andersen m.fl. 2012;
Holt & Nilsson 2013; Gensby m.fl. 2014).
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Det er essentielt at sikre relevant stotte og
samarbejde omkring en medarbejders tilba-
gevenden til arbejde (Nielsen & Aust 2013).
Nogle studier indikerer dog, at arbejdsre-
lateret sygdom handteres forskelligt pa ar-
bejdspladser afheengig af, om det er fysisk
eller psykisk sygdom (Munir m.fl. 2005;
Mendel m.fl. 2015). Arbejdsgivere kan have
en tendens til at vaere mere kritiske over
for medarbejdere med psykisk sygdom og
disse medarbejderes arbejdsevne, end det
er tilfaeldet over for medarbejdere med fy-
sisk sygdom (Mendel m.fl. 2015). Derud-
over ser det ud til, at stotte og indsatser
pa arbejdspladserne for medarbejdere med
fysiske sygdomme er bedre sammenlignet
med stotte og indsatser for medarbejdere
med psykisk sygdom (Munir m.fl. 2005).
Dette kan skyldes, at det kan vare mere ud-
fordrende at udrede og tilpasse arbejdet til
medarbejdere med arbejdsrelateret psykisk
sygdom (Hjarsbech m.fl. 2015; Andersen
m.fl. 2014).

I mange tilfaelde er hdndteringen af ar-
bejdsrelateret sygdom athaengig af, at de in-
volverede aktgrer er i stand til at koordinere
indsatser og udveksle vigtige oplysninger
omkring tilpasning af arbejde og arbejds-
vilkar for at sikre, at medarbejderen vender
baredygtigt tilbage (Thuesen & Gensby
2010). Indsatsen skal veere gennemskuelig
béde for medarbejderen og for de forskellige
akterer pd arbejdspladsen (Holt & Nilsson
2013), og centrale elementer for at kunne
hjelpe en syg medarbejder tilbage til ar-
bejde er dels, at arbejdsgiveren har viden
om medarbejderens behov for aendringer
i arbejdet, og dels at disse andringer
kan implementeres pa den pagaeldende
arbejdsplads (Bach 2008). Lederen spil-
ler en central rolle bade ved medarbejder-
fastholdelse i forbindelse med sygdom og i
forbindelse med tilbagevenden til arbejdet
efter en sygemelding (Stockendahl m.fl.
2015). Et kollegialt fokus er ogsa veesentligt,

og her viser nyere studier, at arbejdspresset
pa kolleger og de sociale relationer mellem
kolleger og den sygemeldte spiller en rolle
(Larsen m.fl. 2015). Ligeledes har det geel-
dende ledelsessystem for fastholdelse (Gen-
sby m.fl. 2014) og de overenskomstmaessige
rammevilkar (Holt & Nilsson 2013) betyd-
ning for arbejdspladsens handtering af syge
medarbejdere.

[ praksis kan der derfor vere stor forskel
pa, hvordan arbejdsrelateret sygdom hand-
teres pd arbejdspladsen, herunder hvilke
aktorer der involveres i processen i forbin-
delse med tilbagevenden til arbejde, (Tju-
lin m.fl. 2010; Selander m.fl. 2015), samt
hvilke arbejdsvilkar medarbejderen vender
tilbage til (Seing m.fl. 2015). Undersogelser
pé omradet viser, at mange indsatser pa ar-
bejdspladserne synes at have storst fokus
pa den tidlige fase af den sygemeldtes til-
bagevenden til arbejde, hvorimod egentli-
ge interventioner pd arbejdspladsen, hvad
angar tiltag i arbejdsmilje og tilpasning af
arbejdsvilkar, fremstar mindre formaliseret
og koordineret (Tjulin m.fl. 2010; Gensby
& Husted 2013). I en dansk kontekst findes
kun fa studier, der kortleegger arbejdsplad-
sens handtering af arbejdsrelateret sygdom
og aktegrinddragelse ved sygemeldtes tilba-
gevenden til arbejde (Borg m.fl. 2010). I den
forbindelse er medarbejdernes oplevelser af
arbejdspladsindsatsen underbelyst. 1 naer-
veerende artikel undersoges derfor:

Hvordan oplever medarbejdere med en an-
meldt arbejdsrelateret sygdom arbejdsplad-
sens hdndtering, og er der forskel pd hvilke
aktgrer, der inddrages og pd indsatsen af-
heengig af typen af sygdom?

I studiet sammenlignes data fra medarbej-
dere, som har haft en anmeldt arbejdsskade
(ethvervssygdom) i arbejdsskadesystemet
fra 2010-2012, enten psykisk sygdom, ryg-
sygdom eller hudsygdom. Oftest anmeldes
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erhvervssygdomme af specialleger, psy-
kologer eller den praktiserende laege, dvs.
der foreligger en faglig vurdering af, at syg-
dommen er relateret til arbejdet (Arbejds-
skadestyrelsen 2012). Studiet bidrager med
indsigt i en unik populations oplevelser
pa arbejdspladserne, herunder forskellige
arbejdspladsakterers inddragelse og betyd-
ning, og hvorvidt der bliver igangsat fore-
byggende tiltag pa arbejdspladserne.

Design & Metode

Denne artikel bygger pd spergeskemabe-
svarelser indsamlet i Projekt Arbejdsskade-
system. Projektets formal var at undersoge,
hvordan medarbejdere med en anmeldt
arbejdsskade (erhvervssygdom) oplever for-
labet péd arbejdspladsen og i det danske ar-
bejdsskadesystem.

Spergeskemaet blev udviklet pa baggrund
af en reekke medarbejder- og ekspertinter-
views og blev pilot testet efter principper
fra Boynton (2004). Pilottestningen bestod
i, at fem medarbejdere med anmeldte ar-
bejdsskader, rekrutteret gennem Arbejds- &
miljpmedicinsk afdeling pa Bispebjerg Ho-
spital, fik tilsendt sporgeskemaet i papir-
form. Efter udfyldelse blev de interviewet
om forstdelsen af og baggrunden for deres
svar pa hvert enkelt sporgsmal. Spargeske-

maet blev efterfolgende revideret og testet
online pa 13 personer, som kommenterede
pd speorgsmalsformulering, opsatning og
brugervenlighed. Spergeskemaet blev igen
revideret pa baggrund af kommentarerne.

12014 blev der udfert et randomiseret ud-
treek fra Arbejdsmarkedets Erhvervssikrings
database (dengang Arbejdsskadestyrelsen)
af 1521 personer, som mellem 2010-2012
havde anmeldt en psykisk sygdom, rygsyg-
dom eller hudsygdom som erhvervssygdom
og ikke tidligere havde haft anmeldte ar-
bejdsskader. Da et af formélene ved under-
sogelsen var at udforske forskelle mellem
medarbejdere med anerkendte og afviste
arbejdsskadeanmeldelser, var samplet ikke
reprasentativt. (Se tabel 1). Anerkendelses-
procenten i 2016 var 4,1 % for psykiske syg-
dom, 13,8 % for rygsygdom og 58,4 % for
hudsygdom.

Medarbejderne blev kontaktet i decem-
ber 2014 via et brev, som indeholdt en be-
skrivelse af undersogelsens formal og en
personlig kode til spgrgeskemaet online.
Seks uger senere blev der udsendt et opfel-
gende brev inkl. returkonvolut og sporge-
skemaet i papirform til personer, som ikke
havde svaret i forste runde.

I sporgeskemaet blev der spurgt ind til en
reekke faktorer, som havde vist sig centrale
i de indledende interviews, bl.a. arbejds-

Tabel 1. Randomiseret udtreek af personer med anmeldte erhvervssygdomme fra Arbejdsmarkedets Erhvervs-

sikrings (AES) database

Type anmeldt erhvervssygdom Antal personer Kriterier for udtrak
Psykisk sygdom 321 Anerkendt i AES
400 Afvist i AES
Rygsygdom 200 Anerkendt i AES
200 Afvist i AES
Hudsygdom 200 Anerkendt i AES
200 Afvist i AES

Udtreoekket blev gennemfort i raekkefplgen angivet i tabellen, samme person kunne ikke udtreekkes flere gange)
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pladsens hdndtering af sygdomsforlgbet,
kendskab til anmeldelsen, s&endringer i ar-
bejdsmiljoet efter de var blevet syge, samt
betydningen af en rakke aktgrer pd ar-
bejdspladserne (det komplette spgrgeskema
findes pa www.arbejdsskadesystem.dk).

Ud af de 1521 personer besvarede 770

sporgeskemaet. 751 besvarede ikke spor-
geskemaet. Blandt de, der svarede, var der
signifikant flere kvinder, flere over 55 ar,
flere ansat inden for uddannelses-og sund-
hedssektoren og flere med arbejdsrelaterede
belastningstilstande sasom angst og stress
sammenlignet med ikke-svarende (dro-

Tabel 2: Baggrundsinformationer pd 770 medarbejdere med anmeldte erhvervssygdomme som udfyldte spor-
geskemaet i Projekt Arbejdsskadesystem

Samlet S[;Sgtlj(g#] Rygsygdom  Hudsygdom
(N=770) (N=436) (N=202) (N=132)
Kvinder 64,8 72,5 46,0 68,2 <0,001
Alder
<40 20,9 20,0 8,4 43,2 <0,001
40-55 46,1 51,4 44,6 311
>55 33,0 28,7 47,0 25,8
Afgerelse - Anerkendt 52,1 46,8 55,0 62,2 0,001
Hojeste faerdiggjorte uddannelse
Ingen videregaende uddannelse 17,7 8,9 35,6 18,9 <0,001
Kortere videregaende uddannelse 38,2 30,5 49,0 47,0
Lengere videregaende uddannelse 442 60,6 15,3 341
Branche
Service 41,6 42,4 36,6 46,2 <0,001
Uddannelse/sundhedssektor/institution 33,1 39,2 23,8 273
Produktion/héndveerk/landbrug 16,6 6,0 35,6 22,7
Politi/beredskab/forsvar/fangsel 70 10,8 2,5 1,5
Uoplyst 1,7 1,6 1,5 2,3
Type ansattelse
Fastansat 78,1 92,2 579 62,1 <0,001
Timelgnnet 17,5 50 40,1 24,2
Andet 4.4 2,8 2,0 13,6
Helbred darligt i dag 48,2 47,5 69,7 18,2 <0,001
Langvarigt sygefravaer >8 uger 553 70,2 55,4 6,1 <0,001
Ansat pa samme arbejdsplads i dag 274 23,2 28,7 394 0,001
Anciennitet pa arbejdsplads ved sygemelding
<1ar 7,7 58 3,6 211 <0,001
1-9 ar 56,5 62,9 43,7 54,5
>9 ar 35,8 31,2 52,8 244
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poutanalyse fremgar i bilag 1, tabel 1 pa
www.arbejdsskadesystem.dk).

Analyser

Populationen (N=770) blev i forste om-
gang opdelt i diagnose: Psykiske sygdomime
udgjorde 56,7 % (8,2 % var posttraumatisk
belastningsreaktion (PTSD), 12,5 % depres-
sion og 36,0 % andre psykiske lidelser som
eksempelvis stressrelateret sygdom eller
angst). Rygsygdomme tegnede sig for 26,2 %
(21,4 % var karakteriseret som rygsmerter
og 4,8 % ryghvirvelsygdomme), og hudsyg-
domme for 17,1 % (11,4 % var toksisk ek-
sem, 3,5 % allergisk eksem og 2,2 % andre
hudsygdomme). Sygdomskategorierne kom

fra Arbejdsmarkedets Erhvervssikrings regi-
strering af slutdiagnosen i forbindelse med
arbejdsskadesagen.

De statistiske analyser er foretaget med
chi’-tests til belysning af, om der var sta-
tistisk signifikant forskel pa besvarelserne
mellem sygdomsgrupperne. Der anvendtes
endvidere chi’-tests for at teste forskellen
mellem svarere og ikke-svarere i dropout-
analysen, forskel i besvarelserne fordelt pa
branche (service, uddannelse/sundheds-
sektor/institution, produktion/hdndveerk/
landbrug, politi/beredskab/forsvar/feengsel),
selvrapporteret helbred pa tidspunktet for
besvarelsen (godt helbred; fremragende,
veeldig godt, godt, og darligt helbred; mindre

Tabel 3. Medarbejdere med anmeldte erhvervssygdommes vurdering af deres daveerende arbejdsplads, samt
status for arbejdsmarkedstilknytning 2-4 dr efter den anmeldte erhvervssygdom.

Samlet

(N=770)

Anmeldt
hud-sygdom
(N=132)

Anmeldt psy-
kisk- sygdom
(N=436)

Anmeldt ryg-
sygdom
(N=202)

A. Hvordan handterede din arbejdsplads forlebet omkring din sygdom?

Godt 36,2 26,6 42,1 59,1 <0,001
Darligt 54,0 68,8 46,5 16,7

Andet/ved ikke 9,7 46 1,4 24,2

B. Blev der foretaget nogle @ndringer i arbejdsmiljeet som felge af din sygdom?

Ja 14,4 12,4 12,9 23,5 0,030
Til dels 16,6 179 13,4 174

Nej 54,5 55,0 574 48,5

Andet/ved ikke 14,4 14,7 16,3 10,6

C. Vidste lederen pa din davaerende arbejdsplads, at du havde anmeldt sygdommen i Arbejdsskadestyrelsen?
Ja 64,9 674 61,4 62,1 0,014
Nej 21,6 174 28,7 24,2

Andet/ved ikke 13,5 15,1 9,9 13,6

D. Hvilken betydning har felgende personer pa din davaerende arbejdsplads haft for dig i forlsbet med din

sygdom og arbejdsskadeanmeldelse?
Qverste ledelse

Positiv 14,4
Neutral 18,3
Negativ 32,3

Ikke involveret/andet 35,0

12,2 16,8 18,2 <0,001
16,7 19,8 21,2

46,6 19,8 4,5

24,5 43,6 56,0
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Narmeste leder

Positiv 22,2 18,8 26,2 273 <0,001
Neutral 18,1 15,1 20,8 23,5
Negativ 36,9 52,3 213 9,8
Ikke involveret/andet 22,8 13,8 31,7 39,4
Tillidsrepreesentant
Positiv 22,3 239 21,8 18,2 <0,001
Neutral 19,4 19,7 213 15,2
Negativ 12,2 15,8 89 53
Ikke involveret/andet 46,1 40,6 48,0 61,3
Arbejdsmiljgrepraesentant
Positiv 14,7 12,4 17,8 174 <0,001
Neutral 20,3 19,5 23,8 174
Negativ 12,7 174 6,9 6,1
Ikke involveret/andet 52,3 50,7 51,5 59,1
Kollegaer
Positiv 42,5 44,5 41,6 371 <0,001
Neutral 21,0 220 213 174
Negativ 12,2 17,2 54 6,1
Ikke involveret/andet 24,3 16,2 31,7 39,4
E. Har Arbejdstilsynet vaeret pa inspektion pa din arbejdsplads som felge af din anmeldelse?
Ja/til dels 6,3 83 4,5 3,0 0,085
Nej 64,3 60,1 69,8 69,7
Ved ikke/andet 29,4 31,7 25,7 273
F. Oplever du, at du startede for tidligt med at arbejde igen efter den anmeldte sygdom?
Ja/ til dels 35,1 45,6 26,8 12,9 <0,001
Nej 33,8 26,8 39,8 47,7
Andet /ved ikke 311 27,5 333 394
G. Er du ansat pa samme arbejdsplads i dag?
Ja - ansat pa samme arbejdsplads i dag 27,4 23,2 28,7 394 0,001
G,1, Hvorfor er du ikke lngere ansat pa den tidligere arbejdsplads? (N=412)
Fyret 68,0 72,9 75,8 32,8 <0,001
Selv sagt op 27,7 23,9 17,2 62,1
Ansattelse udlgb/andet 4,4 3,1 71 5,2
H. Nuvaerende beskaftigelse?
Ansat i den private sektor 22,6 17,0 26,2 35,6 <0,001
Ansat i den offentlige sektor 34,5 40,1 24,3 31,8
Under uddannelse 51 3,7 2,0 14,4
Udenfor arbejdsmarkedet 37,8 39,2 475 18,2
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godt, darligt), alder (<40 ar, 40-55 ar, >55 ar),
afgorelse af erhvervssygdomsanmeldelsen
(anerkendt, afvist) og ken (kvinde, mand).

I resultatafsnittet sammenlignes spor-
geskemabesvarelserne for de tre typer
erhvervssygdomme. 1 Bilag 1 findes de
resterende analyser. Udvalgte resultater
inkluderes i teksten, nar de kan belyse ho-
vedanalyserne. I spgrgeskemaet indgik ogsa
abne svarfelter, hvor medarbejderne kunne
beskrive deres oplevelser. Disse blev katego-
riseret, og udvalgte fund, som bidrager med
yderligere information til de kvantitative
fund, prasenteres i resultatafsnittet. Der
refereres lgbende til Bilag 1 som ligger pa
www.arbejdsskadesystem.dk.

Resultater

Medarbejdere med anmeldte erhvervs-
sygdommes vurdering af deres davaerende
arbejdsplads, samt status for arbejdsmar-
kedstilknytning 2-4 ar efter den anmeldte
erhvervssygdom. _

Handtering og @endringer pa
arbejdspladserne

Der var signifikant flere medarbejdere med
arbejdsrelateret psykisk sygdom ift. de an-
dre grupper, som vurderede, at arbejdsplad-
sen havde handteret forlebet omkring syg-
dommen darligt (Tabel 3, A). I analyserne
viste det sig, at der var forskel, afhengig
af hvilken branche medarbejderne var an-
sat i. Derudover viste det sig, at kvindelige
medarbejdere, medarbejdere med darligt
selvrapporteret helbred, eller medarbejdere
med afvist arbejdsskadeanmeldelse vur-
derede, at arbejdspladsen havde handteret
forlgbet darligere sammenlignet med hhv.
mandlige medarbejdere, medarbejdere med
godt selvrapporteret helbred og medarbej-
dere med anerkendt arbejdsskadeanmeldel-
se (Bilag 1, Tabel 2, A). Medarbejdere med
hudsygdomme oplevede arbejdspladsens

hdndtering mest positiv sammenlignet
med medarbejdere med psykisk sygdom el-
ler rygsygdom (Tabel 3, A).

P4 de fleste arbejdspladser kendte lederen
til, at den pageldende medarbejder var
syg, og at sygdommen var anmeldt som ar-
bejdsrelateret sygdom (Tabel 3, C). P4 trods
af dette blev der pd over halvdelen af ar-
bejdspladserne ikke foretaget seendringer i
arbejdsmiljoet. I 16,6 % af tilfaeldene blev
der foretaget mindre eller delvise andrin-
ger (Tabel 3, B), men i sporgeskemaets abne
svarkategorier viste det sig, at der ofte var
tale om endringer i den enkeltes arbejds-
opgaver, sd som omplaceringer og lignende.
Flere beskrev, at de ikke selv var blevet in-
volveret i beslutningerne om @&ndringerne.
Saledes havde flere medarbejdere oplevet
ufrivillige omplaceringer, f.eks. i situatio-
ner, hvor de var blevet udsat for mobning,
mens der ikke blev foretaget eendringer
i forhold til dem, som mobbede. Andre
medarbejdere med psykisk sygdom beskrev
midlertidige @ndringer i starten af forlgbet,
men hvor de efterfolgende vendte tilbage til
samme arbejdsforhold. I beskrivelserne fra
medarbejdere med anmeldte rygsygdomme
handlede det primeert om, hvorvidt der
kunne tages individuelle hensyn, og om
arbejdspladsen ville investere i ekstra hjeel-
pemidler. I beskrivelserne fra medarbejdere
med hudsygdomme var der beskrivelser
vedrgrende organisatoriske og individuelle
hensyn f.eks. at skifte til parfumefri pro-
dukter, handsprit samt veernemidler sdsom
handsker. Flere med hudsygdomme og flere
som havde faet anerkendt sygdommen som
arbejdsrelateret oplevede andringer i ar-
bejdsmiljget sammenlignet med hhv. ryg
og psykisk sygdom (Tabel 3, B; Bilag 1, Ta-
bel 2, B).
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Betydningen af akterer pa
arbejdspladserne

Der var store forskelle pa medarbejderes op-
levelse af de forskellige aktorers inddragelse
og betydning pa arbejdspladserne. Siledes
blev gverste og nermeste leder oplevet mar-
kant mere negativt af medarbejdere med
anmeldt psykisk sygdom end medarbejdere
med andre sygdomme (Tabel 3, D). Kvin-
der vurderede gverste og narmeste ledelse
mere negativt end mend, og der var lige-
ledes forskel afheengig af branche (Bilag 1,
Tabel 2, D).

Flere medarbejdere med anerkendte
anmeldelser vurderede neermeste leders
betydning positiv sammenlignet med
medarbejdere med afviste anmeldelser.
Medarbejdere med darligt helbred vurde-
rede i hojere grad overste ledelse negativt.
Det viste sig, at tillidsreprasentanten oftere
blev involveret, nar en medarbejder var syg
med en psykisk sygdom, men tillidsrepree-
sentantens involvering kunne bade opleves
positivt eller negativt (Tabel 3, D). Medar-
bejdere ansat inden for politi/beredskab/for-
svar/feengsel og uddannelse/sundhedssektor/
institution oplevede tillidsrepraesentanten
mere positivt sammenlignet med ovrige
brancher. Arbejdsmiljoreprasentanten blev
vurderet mere negativt af medarbejdere
med psykisk sygdom sammenlignet med
medarbejdere med ryg- eller hudsygdom.
Ofte var hverken arbejdsmiljoreprasen-
tant eller tillidsrepraesentanten involveret
i forlgbet, nir en medarbejder havde en
arbejdsrelateret sygdom. Kollegaerne var
oftere involveret i forbindelse med arbejds-
relateret psykisk sygdom, men det variere-
de, hvorvidt medarbejderne oplevede, at
kollegaerne havde en positiv eller negativ
betydning (Bilag 1, Tabel 2, D). Pa 6,4 %
af arbejdspladserne havde medarbejderne
kendskab til, at Arbejdstilsynet havde veeret
pé inspektion som folge af anmeldelsen, og

her blev ikke fundet forskel mellem grup-
perne (Tabel 3, E).

Hvordan gik det medarbejderne?

45,6 % af medarbejderne med psykiske li-
delser vurderede, at de var startet for tidligt
pa arbejde igen, mens dette var galdende
for 26,8 % af medarbejdere med rygsyg-
domme og 12,9 % af medarbejdere med
hudsygdomme (Tabel 3, F). Medarbejdere
med darligt selvvurderet helbred svarede
oftere, at de var startet for tidligt sammen-
lignet med medarbejdere med godt selvvur-
deret helbred. Flere kvinder end mand vur-
derede, at de var startet for tidligt, og der
var ogsa forskel afhengig af branche, hvor
medarbejdere inden for brancherne ud-
dannelse/sundhedssektor/institution og politi/
beredskab/forsvar/feengsel i hajere grad ople-
vede at veere startet for tidligt sammenlig-
net med medarbejdere indenfor de gvrige
brancher (Bilag 1, Tabel 2, F). De fleste med
rygsygdom og psykisk sygdom, som stop-
pede pd den arbejdsplads, hvor de havde
haft en arbejdsrelateret sygdom, blev op-
sagt, mens der var flere medarbejdere med
hudsygdomme, som selv sagde op (Tabel 3,
G). To til fire ar efter sygdommen arbejdede
blot 23,2 % med psykisk sygdom og 28,7
% med rygsygdom pa samme arbejdsplads
som for sygdommen, mens dette var gel-
dende for 39,4 % med hudsygdom (Tabel 3,
H). To til fire ar efter den arbejdsrelaterede
sygemelding var 47,5 % af deltagerne med
rygsygdomme, 39,2 % med psykisk sygdom
og 18,2 % med hudsygdom uden for ar-
bejdsmarkedet (Tabel 3, H).

Diskussion

Handtering af arbejdsrelateret sygdom

Undersogelsen viste, at flere med psykisk
sygdom i forhold til ryg- og hudsygdomme
vurderede, at arbejdspladsen havde handte-
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ret forlobet omkring deres sygdom darligt.
[ gennemsnit vurderede over halvdelen
af alle deltagere, at arbejdspladsen havde
héndteret forlobet omkring deres hel-
bredssituation og tilbagevenden til arbejde
darligt. P4 trods af at en medarbejder var
blevet sygemeldt med en arbejdsrelateret
sygdom, blev der pd mange arbejdspladser
ikke fortaget eendringer i arbejdsmiljoet, og
selv nar det skete, var det ofte eendringer i
den enkeltes arbejde og ikke generelle for-
bedringer i arbejdsmiljoet.

Undersggelsen tegner sdledes et billede
af, at sygemeldte oplever, at danske arbejds-
pladser har en mangelfuld indsats, specielt
hvad angar psykisk sygdom og rygsygdom,
nér en medarbejder bliver syg pga. arbejdet,
béde ift. handteringen af den enkelte samt
forbyggende og intervenerende arbejdsmil-
jeindsatser. Dette billede underbygges af
forskning pa omradet, som viser, at rein-
tegration pa arbejdspladsen efter langtids-
sygemelding oftest handteres med tiltag for
den enkelte medarbejder, sdsom reduceret
arbejdstid og modificerede arbejdsopgaver
(Larsen m.fl. 2015). Der ser ud til at mangle
strukturelle tiltag og forebyggende indsat-
ser, hvilket kan skyldes, at de involverede
aktorer ikke har de forngdne ressourcer
hertil eller interesser heri.

Seing m.fl. (2015) har vist, at arbejdsgi-
vere er udfordrede ift. at tage ansvar for
medarbejderes tilbagevenden til arbejde,
fordi de veegter arbejdspladsens gkonomi-
ske interesser hgjere end lovgivningsmaes-
sige og etiske hensyn. Kortsigtede oko-
nomiske hensyn kan derfor resultere i, at
strukturelle indsatser pa arbejdspladsen
ikke ivaerksaettes, fordi de umiddelbart kraee-
ver flere ressourcer end mindre aendringer
i den enkelte medarbejders arbejde. Struk-
turelle @endringer pd arbejdspladsen styr-
ker imidlertid den interne koordinering og
inddrager viden om arbejdsmiljeet, som
den sygemeldte vender tilbage til, hvilket

kan understatte holdbare tiltag pé arbejds-
pladsen for et storre antal medarbejdere
og saledes forebygge arbejdsskader i frem-
tiden (Gensby & Husted 2013). Derudover
peger en international forskningsoversigt
om arbejdspladsers politikker og procedure
for tilbagevenden til arbejde, pd vaesent-
lige potentialer, hvis virksomheder etable-
rer ledelsessystemer for tilbagevenden til
arbejde (Gensby m.fl. 2014). Det danske
samarbejdssystem indeholder i denne sam-
menhang betydningsfulde ressourcer til at
understgtte et sddant system.

Inddragelse af akterer pa
arbejdspladsen

Resultaterne viser ogsd, at der var stor for-
skel pa, hvilken betydning medarbejderne
opfatter, at de forskellige aktarer pa arbejds-
pladsen havde for dem ift. hdndteringen af
deres situation pd arbejdspladsen. @verste
ledelse, naermeste leder samt arbejdsmiljo-
repraesentanten blev vurderet mere negativt
af medarbejdere med psykisk sygdom, mens
tillidsrepraesentanten oftere var involveret,
men bade blev oplevet positivt og negativt.
Oftest var hverken arbejdsmiljoreprasen-
tant eller tillidsrepraesentant dog involve-
ret i forlgbet, og pa meget fa arbejdspladser
oplevede medarbejderen at Arbejdstilsynet
havde veret pd inspektion.

Disse fund understottes i bdde dansk og
international litteratur, som bl.a. under-
streger lederes manglende viden og mangel
pa veerktgjer ift. medarbejdere med menta-
le helbredsproblemer (ex. Coole m.fl. 2013,
Tiedtke m.fl. 2014, Andersen m.fl. 2014),
og at medarbejdere, som kommer tilbage
pa arbejdspladsen efter sygemeldinger,
ofte oplever, at der er foretaget uonskede
forandringer i deres arbejde, hvor de f.eks.
tdr mindre ansvar og kontrol i deres arbej-
de. Derudover opleves problemer i forholdet
til kollegerne (Mental Health Foundation
2006). Dette er problematisk, da forsknin-
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gen har vist, at involvering af kollegerne i
processen omkring sygemelding og tilba-
gevenden til arbejdet og fokus pa generelle
forebyggende tiltage i arbejdsmiljoet er
vigtige parametre for, om en medarbejder
kan vende tilbage til arbejdspladsen (Tjulin
m.fl. 2010, Corbiere m.fl. 2014). Undersoa-
gelsen peger sdledes pd vigtigheden af, at
man pa arbejdspladsen ogsd fokuserer pa
kollegernes arbejdsmiljg, nar en medarbej-
der er sygemeldt. 76,8 % af medarbejdere
med psykisk sygdom vendte heller ikke til-
bage til samme arbejdsplads, hvilket kan
afspejle manglende ledelsesmaessig og kol-
legial stotte. Fremadrettet kan det derfor
veere hensigtsmaessigt pa arbejdspladser at
diskutere, hvordan kollegers behov afdaek-
kes og understgttes i forhold til arbejdsrela-
teret sygdom bdde under en medarbejders
sygemelding og i den efterfglgende periode.

Neerveerende undersggelse viste ogsa, at
arbejdsmiljorepraesentanten ofte ikke var
involveret, selvom en medarbejder havde
fdet en arbejdsrelateret sygdom, og at 17,4
% med psykisk sygdom vurderede, at ar-
bejdsmiljerepraesentanten havde haft en
negativ betydning for dem i forlgbet om-
kring deres sygdom og arbejdsskadeanmel-
delse. I dansk kontekst viser forskning, at
arbejdsmiljorepraeesentanternes uddannel-
se muligvis ikke ruster dem til at arbejde
med psykisk arbejdsmiljo (Ladegaard m.fl.
2016b), og at arbejdsmiljoreprasentanten
ofte ikke er involveret, ndr medarbejdere
bliver sygemeldt med arbejdsrelateret stress.
Dette skyldes, at det som regel forbliver en
privat sag mellem leder og medarbejder, nar
en medarbejder er sygemeldt uanset arsag
(Ladegaard m.fl. 2012). Denne tendens ses
ligeledes i en starre svensk tvaersnitsunder-
sogelse (Selander m.fl. 2015), der under-
sogte sammenhangen mellem sygemeldte
medarbejderes forventninger til deres tilba-
gevenden til arbejde, og kvaliteten af kon-
takt mellem medarbejder og arbejdsplads

ved sygemelding. Studiet viste, at kvalite-
ten af kontakten og de handlinger, der blev
gennemfert pd arbejdspladsen, var vigti-
gere for sygemeldte medarbejdere end f.eks.
antallet af gange, man blev kontaktet, og ti-
ming for tilbagevenden til arbejde. Studiet
viste ligeledes, at tillidsrepraesentanter og
arbejdsmiljorepraesentanter havde en me-
get begraenset rolle i planlaegning og imple-
mentering af indsatsen i forbindelse med
sygemeldinger. Dette kan undre, da disse
akterer kan have relevant viden i forhold til
at understotte beslutninger og handlinger
pé arbejdspladsen.

To til fire ar efter, at de anmeldte deres
sygdom, var en stor del af medarbejderne
uden for arbejdsmarkedet. Undersogelser
viser, at langvarige sygemeldinger er en
vigtig risikofaktor for tilbagetreekning fra
arbejdsmarkedet (Waddel 2004), og kun
50% af de, som er veek fra arbejdet i mere
end seks maneder pga. eks. darligt mentalt
helbred, vender tilbage til arbejdsmarkedet
(Blank m.fl. 2008). En tidlig indsats og fast-
holdelse er derfor afgerende. I nerveerende
undersggelse endte de fleste medarbejdere
med psykisk sygdom og rygsygdom med at
blive fyret.

I kun fa tilfaelde oplevede medarbejdere,
at Arbejdstilsynet var kommet pa tilsyn,
selvom de havde anmeldt en arbejdsskade.
Hvis denne medarbejdervurdering er retvi-
sende, kan det undre, da netop arbejdsska-
deanmeldelser ogsa skulle have en forebyg-
gende funktion pa danske arbejdspladser
og registreres af Arbejdstilsynet (Arbejds-
tilsynet 2017), og regulering har vist sig
at have effekt pa arbejdsmiljo og arbejds-
miljgindsatser (Andersen 2017). Forskning
pa omradet understotter dette fund og
viser at Arbejdstilsynet i yderst begraen-
set omfang geor brug af erhvervssygdoms-
anmeldelserne (Ladegaard m.fl. 2016a).
Resultaterne kalder pa initiativer som f.eks.
en tilpasning af lovgivningen pa omradet
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og det danske samarbejdssystem, s& der kan
igangsaettes en dialog om arbejdsrelateret
sygdom pa arbejdspladsen og sd incitamen-
tet for, at virksomheder arbejder endnu
mere systematisk med forebyggelse af ar-
bejdsrelateret sygdom pd et organisatorisk
plan, kan gges.

Hudsygdomme handteres bedst
Generelt vurderede medarbejdere med
hudsygdomme arbejdspladsens indsats og
de forskellige aktorer fra arbejdspladserne
mere positivt og rapporterede ogséd om for-
andringer i arbejdsmiljeet i hgjere grad end
medarbejdere med rygsygdom eller psykisk
sygdom. Flere med hudsygdom blev ogsa
fastholdt pa arbejdsmarkedet. Dette kan
skyldes, at hudsygdomme ikke pavirker den
samlede arbejdsevne i samme omfang som
rygsygdomme og psykiske sygdomme, og
dermed kan vere lettere at hdndtere. Ofte
findes en direkte arsag til sygdommen (Sigs-
gaard 2010), som sa kan medfere seendring af
arbejdsprocedure eller omplacering af den
pageldende medarbejder. Interventioner
pa bdde individ og organisatorisk niveau
kan vere billigere og mere simple for hud-
sygdomme, sdsom indkeb af vernemidler
som handsker, creme og eendringer til f.eks.
brug af parfumefri produkter og handsprit.
I tilfeelde af sygemelding kan tilbagevenden
til arbejde ogsd veere mindre kraevende og
derved et kortvarigt forlob sammenlignet
med psykisk sygdom og rygsygdom, hvor
der kan veere tvivl om, hvorvidt medarbej-
deren vil blive i stand til at varetage arbej-
det igen, og hvor perioden med sarbehov
og omfanget af de sarlige hensyn er storre
(Mental Health Foundation 2006).

Samlet set indikerer dette studie, at der
er en raekke udfordringer pa de danske ar-
bejdspladser, i forbindelse med at en med-
arbejder far en arbejdsrelateret sygdom.
Dette kan skyldes manglende viden og
systematiske indsatser pa arbejdspladsen.

Ifolge Arbejdsmiljgloven § 1.1. er dan-
ske arbejdsgivere forpligtede til at sikre et
sundt og sikkert fysisk og psykisk arbejds-
miljo, og det kan undre, at intet i denne
undersggelse tyder pd at der gennemfares
en systematisk udredning eller kortleg-
ning af arbejdsmiljoet, ndr en medarbejder
bliver sygemeldt og det anmeldes som en
arbejdsskade (erhvervssygdom). Der lig-
ger oftest en faglig vurdering til grund for
anmeldelsen (Arbejdsskadestyrelsen 2012),
hvilket stotter op om, at sygdommen er
forarsaget af arbejdet, at der derfor kan
veere vilkar pd arbejdspladsen, som er be-
lastende, og at der er behov for at under-
sege potentielle problemer i arbejdsmiljoet.
Nedsat arbejdsevne pga. darligt helbred og
sygdom er en stigende udfordring (World
Health Organization 2011), som kan have
veesentlige konsekvenser for bdde indivi-
det, f.eks. i form af nedsat livskvalitet (Fry-
ers 2006), og for samfundet, f.eks. i form
af ogede udgifter grundet tabt arbejdskraft
(Sundhedsstyrelsen 2015, European Agency
for Safety and Health at Work 2017). Derfor
er der behov for indsatser, som kan staotte
medarbejdere med arbejdsrelaterede syg-
domme samt stotte danske arbejdspladser
med henblik pa at sikre et sundt og sikkert
arbejdsmilje.

Styrker & begraensninger

Undersggelsen er baseret pd oplevelserne
fra 770 medarbejdere med anmeldte er-
hvervssygdomme og giver derfor et unikt
indblik i denne populations oplevelser pa
deres arbejdspladser, herunder hvordan
danske arbejdspladser handterer arbejdsre-
lateret sygdom. Medarbejdernes oplevelser
blev undersggt gennem en spgrgeskemaun-
dersggelse udviklet pad baggrund af en raek-
ke medarbejder- og ekspertinterviews med
henblik pa at sikre, at relevante aspekter
ved arbejdspladsers handtering blev klar-
lagt og belyst. Resultaterne fra undersogel-
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sen er selvrapporteret 2-4 dr efter anmeldel-
sen af en arbejdsrelateret sygdom (anmeldt
i 2010-2012). Man kan saledes overveje, om
arbejdspladserne siden da er blevet bedre
til at handtere arbejdsrelateret sygdom. In-
terviewdata fra 2014 i samme projekt (La-
degaard m.fl. 2016a) indikerer dog, at ar-
bejdspladserne stadig har vanskeligt ved at
handtere arbejdsrelateret sygdom, og der er
ikke fundet nyere dansk litteratur pa omra-
det, som tegner et mere optimistisk billede.
En anden udfordring er, at medarbejderne
bedes huske tilbage pd noget, som er sket
i en tidligere periode, og sdledes kan deres
oplevelser i forhold til arbejdspladsernes
handtering af deres arbejdsrelaterede syg-
dom vere praeget af, hvordan det efterfol-
gende er gdet dem, for eksempel om de er
aktive pa arbejdsmarkedet eller ej, deres ak-
tuelle helbredstilstand, og hvordan afgerel-
sen fra Arbejdsmarkedets Erhvervssikring
faldt ud. For at imgdekomme denne poten-
tielle bias blev dette undersogt saerskilt (Bi-
lag 1, tabel 2).

Forskelle i besvarelserne fundet mellem
mend og kvinder samt brancher kan af-
spejle, at der var flere kvinder med anmeldt
psykisk sygdom, og at der ogsa var flere
med psykisk sygdom inden for branche-
grupperne uddannelse/sundhedssektor/institution
samt politi/beredskab/forsvar/feengsel. Det skal
ligeledes bemeerkes, at svarprocenten i de tre
grupper varierede. Den hgjeste svarprocent var
blandt medarbejdere med anmeldte psykiske
sygdomme (60,5 %), i midten 1a rygsygdomme
(50,5 %) mens den lavest svarprocent (33,0 %)
var blandt medarbejdere med anmeldte hudsyg-
domme. Svarprocenten kan afspejle den enkel-
tes engagement ift. situationen, hvor de har va-
ret sygemeldt med en arbejdsrelateret sygdom.
Undersggelsens fund kan derfor vaere mere mar-
kante i bade positiv og negativ retning. Ligele-
des var fordelingen af medarbejdere med an-
erkendt psykisk sygdom 46,8 % og rygsygdom
55,0 % lang hgjere end den virkelige fordeling,

hvor kun 4,1 % med psykisk sygdom og 13,8 %
for rygsygdom fik anerkendelse i 2016 (Arbejds-
markedets Erhvervssikring 2017). Da man bl.a.
kunne se, at medarbejdere med anerkendte ar-
bejdsskader i hgjere grad oplevede forandringer
i arbejdsmiljoet, kan man forestille sig, at un-
derspgelsens resultater ville vise endnu feerre
arbejdsmiljetiltag ved en repreaesentativ sample.
Underspgelsen er finansieret af Arbejdsmilje-
forskningsfonden 2013-2018, og forfatterne har
ingen interessekonflikter i forhold til artiklens
resultater.

Konklusion

Undersogelsen indikerer, at der er proble-
mer med handteringen og arbejdsmiljgind-
satserne pa de danske arbejdspladser, nar
en medarbejder bliver sygemeldt med en
arbejdsrelateret sygdom. Flere medarbejde-
re med psykisk sygdom oplever, at arbejds-
pladsen héandterer forlobet omkring deres
sygdom darligt sammenlignet med medar-
bejdere med ryg- og hudsygdom. Pa trods
af at arbejdspladsen har kendskab til, at en
medarbejder er blevet syg grundet arbejdet,
bliver der ifelge medarbejderne ikke forta-
get eendringer i arbejdsmiljget pd mange
arbejdspladser. Nar der foretages andrin-
ger, er det ofte andringer i den enkelte
medarbejders arbejde og ikke strukturelle
forbedringer i arbejdsmiljoet. Medarbejdere
med arbejdsrelateret psykisk sygdom wvur-
derede overste og narmeste ledelse samt
arbejdsmiljorepraesentantens  betydning
for forlgbet omkring sygdommen mere
negativt sammenlignet med medarbejdere
med ryg- og hudsygdom. Ofte var hverken
arbejdsmiljoreprasentant eller tillidsrepree-
sentant involveret i forlgbet. Derudover op-
levede medarbejderne sjeldent inspektion
fra Arbejdstilsynet, selvom de var blevet
syge af arbejdet og i den forbindelse havde
anmeldt en arbejdsskade.

Undersggelsen viser desuden, at arbejds-
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pladserne  hdndterer hudsygdommene
bedst, hvilket kan skyldes, at hudsygdom-
me er lettere at handtere og lesningerne
simplere og mindre omkostningstunge,
sammenlignet med behovet nar det drejer
sig om rygsygdom eller psykisk sygdom.
Medarbejdere med hudsygdomme blev i
hojere grad fastholdt pd samme arbejds-
plads, mens et stort antal medarbejdere
med ryg- og psykiske sygdomme stod uden
for arbejdsmarkedet 2-4 ar efter de var ble-
vet syge. Derudover oplevede mange med-

REFERENCELISTE

Andersen, Malene F., Karina M. Nielsen &
Svend Brinkmann (2014): How do workers
with common mental disorders experience
a multidisciplinary return-to-work interven-
tion? A qualitative study, i Journal of Occupa-
tional Rehabilitation, 24, 4, s. 709-724.

Andersen, Marlene L. B. (2017): Psykiske arbejds-
skader: Juridiske virkemidler i et forebyggelses-
perspektiv med fokus pd virksomhedens adfeerd.
Kgbenhavn, Det Juridiske Fakultet Kaben-
havns Universitet.

Arbejdsskadestyrelsen (2012): Arbejdsgruppen
om anmeldelse af arbejdsskader - Rapport fra
arbejdsgruppen om anmeldelse af arbejdsskader
(erhvervssygdomme), Kebenhavn, Arbejdsskade-
styrelsen.

Arbejdsmarkedets Erhvervssikring (2017):
Arbejdsskadestatistik 2016, Kebenhavn, Ar-
bejdsmarkedets Erhvervssikring.

Arbejdstilsynet (2010): Fremtidens Arbejdsmiljg
2020, Kebenhavn, Arbejdstilsynet.

Arbejdstilsynet (2017): Leeger og tandloeger har
pligt til at anmelde erhvervssygdomme, Kgben-
havn, Arbejdstilsynet. Besogt 05.05.2017:
https://arbejdstilsynet.dk/da/selvbetjening/
anmeld-erhvervssygdomme/hvad-er-en-
erhvervssygdom.

Bach, Henning (2008): Livet efter en ulykke:
Arbejdsliv og forsgrgelse efter en ulykke som er
vurderet i arbejdsskadestyrelsen, Kobenhavn, SFI
— Det Nationale Forskningscenter for Velfeaerd.

Blank, Lindsay m.fl. (2008):Systematic review of
the factors which predict return to work

arbejdere at genoptage arbejdet for tidligt
efter sygdommen.

Resultaterne kalder pa initiativer som
f.eks. en tilpasning af lovgivningen pa om-
radet savel som det danske samarbejdssy-
stem, sd man stgtter dialog om arbejdsre-
lateret sygdom pé arbejdspladsen yderligere
og oger incitamentet for, at virksomheder
arbejder mere systematisk med forebyggelse
af arbejdsrelateret sygdom pa et organisato-
risk plan.

for people suffering episodes of poor mental
health, i Journal of Occupational Rehabilita-
tion, 18, s. 27-34.

Borg, Vilhelm m.fl. (2010):Hvidbog om mentalt
helbred, sygefraveer og tilbagevenden til arbejde,
Kgbenhavn, Det Nationale Forskningscen-
ter for Arbejdsmiljo.

Boynton, Petra M. (2004): Hands-on guide to
questionnaire research: administrating,
analyzing and reporting your questionnaire, i
British Medical Journal, 328, 7452, s. 1372-1375.

Coole, Carol m.fl. (2013): Returning to work
after stroke: perspectives of employer stake-
holders, a qualitative study. Journal of Occu-
pational Rehabilitation, 23, 3, s. 406-418.

Corbiere, Marc m.fl. (2014): Union perceptions
of factors related to the return to work of
employees with depression, Journal of Oc-
cupational Rehabilitation, 25, s. 335-347.

EU-OSHA (2017): An international comparison of
the cost of work-related accidents and illnesses,
European Agency for Safety and Health at
Work: http://osha.europa.eu.

Fryers, Tom. (2006): Work, identity and health, i
Clinical Practice and Epidemiology in Mental
Health, 2, 12.

Gensby, Ulrik m.fl. 2014: A classification of
components of workplace disability man-
agement programs: Results from a systemat-
ic review, i Journal of Occupational Rehabilita-
tion, 24, s. 220-241.

Gensby, Ulrik & Mia Husted (2013). Inclusion

80 Hvordan hdndterer danske arbejdspladser arbejdsrelateret sygdom?



through action: A participatory approach
to return-to-work policy change processes
in organisations. International Journal of
Disability Management, 8, s. 1-16.

Hjarsbech, Pernille U. m.fl. (2015). Struggling
at work: A qualitative study of working
Danes with depressive symptoms. Disability
& Rehabilitation 37, s. 1674-1682.

Holt, Helle & Klara Nilsson (2013). Arbejdsfast-
hoelse af skadelidte medarbejdere: Virksomhe-
ders rolle og erfaringer. Kebenhavn. SFI — Det
Nationale Forskningscenter for Velfeerd.

Ladegaard, Yun, Bo Netterstrom & Janne Ska-
kon (2016a): Psykisk Arbejdsskade — Illusio-
nen om den forebyggende indsats, i Tids-
skrift for Arbejdsliv, 18, 1, s. 107-123.

Ladegaard, Yun, Bo Netterstrom & Roy Langer
(2012): COPEWORK Copestress Workplace Study,
Kebenhavn, Bispebjerg Hospital Arbejds- &
Miljomedicinsk Afdeling.

Ladegaard, Yun m.fl. (2016b): Obligatorisk Ar-
bejdsmiljguddannelse svigter det psykiske ar-
bejdsmilje - kvalitetsloft efterlyses, i Tidsskrift
for Arbejdsliv, 18, 1, s. 124-130.

Larsen, Eva Ladekjeer m.fl. (2015): Betwixt and
between: workplace perspectives on work
reintegration in the eldercare sector in
Denmark, i Journal of Disability and Rehabil-
itation, 37, s. 1839-1848.

Lovgren, Mette (2015): Darligt arbejdsmiljo
koster samfundet over 60 mia. om aret,
Kgbenhavn, FTF: http://www.ftf.dk/aktuelt/
ftf-nyhed/artikel/daarligt-arbejdsmiljoe-
koster-samfundet-over-60-mia-om-aaret/.

Mendel, Rosmarie m.fl. (2015): Managers’
reactions towards employees’ disclosure of
psychiatric or somatic diagnoses. Epidemiol-
ogy and Psychiatric Sciences, 24, s. 146-149.

Mental Health Foundation (2006): Returning
to work: The role of depression, Loughbor-
ough University.

Munir, Fehmidah m.fl. (2005): Work limita-
tions and employer adjustments for employ-
ees with chronic illness, i International Jour-
nal of Rehabilitation Research, 28, s. 112-117.

Nielsen, Maj-Britt Dahl & Birgit Aust (2013):
Erfaringer fra det store Tilbage-Til-Arbejde
(TTA) projekt, i Tidsskrift for Arbejdsliv, 15, 2,
s. 58-64.

Seing, Ida m.fl. (2015): Return to work or job
transition? Employer dilemmas in taking
social responsibility for return to work in
local workplace practice, i Journal of Disabi-
lity and Rehabilitation, 37, s. 1760-1769.

Selander, John m.fl. (2015): Contact with
the workplace during long-term sickness
absence and worker expectations of return
to work, i International Journal of Disability
Management, 10, s. 1-13.

Sigsgaard, Torben, Jens P. Bonde & Kurt Rasmus-
sen (2010): Miljo og Arbejdsmedicin, Keben-
havn, FADL'’s Forlag

Stockendahl, Mette m.fl. (2015). Manager expe-
riences with the return to work process in
a large, publicly funded, hospital setting:
Walking a fine line. Journal of Occupational
Rehabilitation. 25, s. 752-762

Sundhedsstyrelsen (2015): Sygdomsbyrden i
Danmark, Kebenhavn, Sundhedsstyrelsen.

Thuesen, Frederik & Ulrik Gensby (2010):

Pa vej mod job efter en arbejdsskade: En
evaluering af arbejdsskadestyrelsens fastholdel-
sescenter, Kebenhavn, SFI — Det Nationale
Forskningscenter for Velfaerd.

Tiedtke, Corine, Donceel de Rijk & Dierckx de
Casterlé (2014): Return to work following
breast cancer treatment: The Employers’
Side, i Journal of Occupational Rehabilitation,
24, 3, 5. 399-409.

Tjulin, Asa, Ellen MacEachen & Kerstin Ekberg
(2010): Exploring workplace actors’ experi-
ences of the social organization of return-
to-work, i Journal of Occupational Rehabilita-
tion, 20, s. 311-321.

Waddel, Gordon (2004): The Back-Pain Revolu-
tion, Edinburgh: Churchill Livingstone.
World Health Organization (2011): World report
on Disability, World Health Organization &

The World Bank.

Tidsskrift for ARBEJDS/ID, 19 4rg. e nr. 4 o 2017 81



Yun Ladegaard, cand.psych., projektleder, ph.d. studerende, Institut for Psykologi, Ar-
bejds- & Organisationspsykologi, Kebenhavns Universitet
e-mail: yun.ladegaard@psy.ku.dk

Cecilie Norby Thisted, cand.scient.san.publ, ph.d. studerende, Folkesundhedsvidenskab,
Aarhus Universitet
e-mail: cnth@ph.au.dk

Ulrik Gensby, cand.scient.adm, ph.d., forsker, Team Arbejdsliv Aps og Helix Kompetence
Center, Lindkeping Universitet
e-mail : uge@teamarbejdsliv.dk

Janne Skakon, cand.psych.aut., ph.d., ekstern lektor, Institut for Psykologi, Arbejds- &
Organi-sationspsykologi, Kebenhavns Universitet

e-mail: janne.skakon@psy.ku.dk

Bo Netterstrom, dr.med.sci., seniorforsker
e-mail: bone@dadlnet.dk

82 Hvordan hdndterer danske arbejdspladser arbejdsrelateret sygdom?



APPENDIX 3. PAPER Il

Ladegaard Yun, Skakdanne, Stahl Christian, NetterstrBm

Employees with notified work-related mental disorders - experiences in the workplace and in

the workers’ compensation system

The Journal of Occupational Rehabilitation. 2018. (Submitted)

105



Employees with notified work-related mental disorders -
experiences in the workplace and in the workers’ compensation
system

Yun Ladegaard’?, Janne Skakon, Christian StahI**, Bo Netterstram®
'Department of Psychology, University of Copenhagen, Copenhagen, Denmark

2 Centre for Mental Health Promotion, University of Copenhagen, Copenhagen, Denmark. ® Department of Medical and
Health Sciences Linkdping University, Linkdping, Sweden. * HELIX Competence Centre, Linkdping University,
Linképing, Sweden. ® Department of Occupational and Environmental Medicine, Bispebjerg University Hospital,
Copenhagen, Denmark

Abstract

Purpose: Workers’ compensation claims of work-related mental disorders are increasing in
many countries, but a large number of claims are rejected. Literature suggests that
compensation processes are bad for health and attachment to the labour market, but limited
attention has been paid to the process itself, which varies between jurisdictions. This study
investigates how employees with notified work-related mental disorders experience
contacts with the workplace and the Danish Workers’ Compensation System. Methods:
Interview data (N=13) and questionnaire data (N=436) from employees with a notified
occupational mental disorder were analysed. Interviews were collected and analysed by
applying principles from grounded theory, and questionnaire data were analysed using chi-
squared tests. Results: Half of the employees with notified work-related mental disorders had
the goal that the workers’ compensation claim would contribute to improving the working
environment and could prevent others from becoming sick because of the same working
conditions. However, there seems to be a lack of preventive health and safety initiatives in
workplaces, central stakeholders such as health and safety representatives are often not
involved, and management involvement was experienced negatively by most employees. The
Danish Working Environment Authority rarely conducts workplace inspections and
employees experienced not being adequately informed about the workers compensation
process and found the compensation schemes hard to fill out. Conclusions: Increased
interaction between the Workers’ Compensation Systems, the Work Environmental Authority,
and workplaces might be needed, if workers’ compensation claims are to have more preventive

impact at workplaces.



Keywords: Workers compensation, Mental disorders, Prevention, Psychosocial work

environment, Inspections

A growing number of workers’ compensation claims of mental disorders, such as work-related
stress or depression, have been registered in Europe [1], and in Australia, work-related stress is the
second most common type of claim [2]. Psychosocial hazards are widely recognized as major
challenges to occupational health and safety, and there is comprehensive evidence of the impact of
psychosocial hazards on a number of health outcomes [3]. For example, there is robust evidence
that high psychological demands and low decision latitude (job strain) [4,5], or bullying [4,6] have a
significant impact on mental health and the development of mental disorders. Additionally,
increased risk of depressive disorders has been found for employees exposed to effort—reward
imbalance [7]. Furthermore, there is increased risk for the development of mental disorders for
employees exposed to work-related violence [8,9], and a relation between the psychological
demands of a job and development of depression has been found [10].

Mental disorders are related to functional disability in all domains of functioning [11], are a
common cause of work disability [12], represent a major risk factor for early withdrawal from the
labour market [13], and now comprise the largest diagnostic group in many developed countries
[14]. The exact prevalence of work-related mental disorders is unknown and current estimations are
primarily reliant on self-reported surveys. For example, twenty-five percent of employees
surveyed in Europe state that they experience work-related stress during most or all of their
working hours and that their work has an adverse effect on their health [15]. In Europe it is
commonly accepted that psychosocial hazards can affect the mental health of employees [3] and the
International Labour Organization has acknowledged that psychosocial hazards can cause
occupational disease [16]. However, mental health disorders such as depression are generally not
acknowledged as occupational diseases covered by the workers” compensation systems in most

countries, and there is no general consensus on the question of recognition of mental health claims

[1].



Danish context

In Denmark, there has been a 50% increase in notified work-related mental disorders from 2010-
2016, however, only 4.1% of the notified mental disorders were recognized in 2016 [17]. The
large number of rejections is primarily because of limited medical evidence demonstrating a
correlation between workplace conditions and mental disorders [18], challenges in demonstrating

causality and documenting exposure, as well as the multifactorial nature of mental disorders [1].

The Workers” Compensation System in Denmark was established in 1898 as a no-fault system, is
financed by employers, and covers employees working in Denmark for disability, death, wage loss,
and medical expenses [19]. Physicians and dentists in Denmark are obligated by law to notify if
they have a suspicion that a disease may have been caused by working conditions [20]. The
Workers” Compensation System exists in parallel with the healthcare system and the social security
system, and was developed to insure employees with physical diseases/injuries. In Denmark,
workers’ compensation claims are submitted to both the Danish Working Environment
Authority and Labour Market Insurance, and serve two functions: First, the Danish Working
Environment Authority receives information about working conditions that are believed to have
led to disease/injury—information can be used to develop preventive initiatives at the worksite
or industry—and second, the Labour Market Insurance assesses whether the disease/injury can
be recognized and whether compensation can be granted [20].

Since work-related mental disorders, such as work-related stress or depression, are rather new in
workers’ compensation systems and the claims in a majority of cases are rejected [1], it is important
to explore the employees’ experiences in relation to this. Studies have shown that the notification of
an occupational disease in workers’ compensation systems may have the unintended side effect of
increasing the risk of work disability [21] and has been linked to a worse prognosis [22—-24], worse
recovery [25], and health-related job loss [26]. However, epidemiological research in the field has
been criticized for methodological weaknesses [27,28]. Recently, qualitative studies and reviews
have concluded that the workers’ compensation claim process is perceived as stressful by sick
employees [27], and interactions with key stakeholders in the compensation system, such as
insurers [29] and health care providers [30] can affect employees’ recovery negatively. Further
administrative hurdles in workers” compensation claims have been associated with higher mental

health complaints [27]. Since most studies of effects of claim processes have been carried out in



North America or Australia, studies in a European context are called for, because the effects on
health and return to work may be different because of alternative insurance systems, for example, a
sickness insurance system provides income replacement and support for the return to work process.
This study explores experiences of employees with notified work-related mental disorders,

in the workplace and in the workers’ compensation system.

Methods

An exploratory sequential mixed-method research design [31] was applied for data collection.
First, the field was explored through semi-structured interviews (N=13), after which the
generalisability of the most salient findings was examined in a larger population through a
questionnaire-based survey (N=436). All employees had a notified mental disorder registered in the
Danish Workers” Compensation System. In Denmark, workers’ compensation claims of diseases
are typically made by health care professionals such as general or occupational physicians and
psychologists. Thus, a notification will typically be based on a professional estimate that the mental

disorder is at least partly caused by the working conditions [32].

Interviews

Data were collected during the period 2014-2015. Thirteen exploratory semi-structured
interviews were conducted, each lasting approximately one hour, with employees notified with
a work-related mental disorder. The employees were recruited from 2 January 2014 onwards
by occupational physicians, at the Department of Occupational and Environmental Medicine at
Bispebjerg University Hospital, Denmark. Inclusion criteria were defined as follows:
Significant symptoms as a result of a work-related mental disorder, being notified with a work-
related mental disorder, and being employed when the disease started. Exclusion criteria were
as follows: Current abuse of alcohol or psychoactive stimulants, major psychiatric disorder or
significant somatic disorder assumed to be the primary cause of the mental disorder, the person
being potentially unpredictable or dangerous. Participants were contacted by phone by the first
author, interviewed in their home or at the University of Copenhagen, completed a consent form

before the interview, and were given the opportunity to withdraw their data at any time.



Table 1. Characteristics of 13 patients with notified work-related mental disorders from the
Department of Occupational Medicine, interviewed in 2014

No. | Gender | Workplace/Industry Job Age Diagnosis Workers Follow-up
compensati | interview
on claim 2 years
after
1 F Funeral company Undertaker 54 Stress reaction X
2 F Catering company Coordinator 43 Stress reaction X
3 M Construction company Project leader 54 Stress reaction X
/depression
4 F Military - public sector | Office assistant 39 | PTSD/depression X
5 F School — public sector Teacher 36 PTSD X
6 F School — public sector Teacher 43 Stress reaction X
7 F Hospital — public sector Nurse 42 | PTSD/Depression X X
8 F Hotel Waitress 36 Stress reaction X
9 F Shop Sales assistant 44 Stress reaction X X
10 M Production company Factory worker 62 | PTSD/depression X X
11 F Military — public sector Sergeant 32 PTSD X
12 F After School Club — Teacher 48 | PTSD/depression X X
public sector
13 F IT company IT Programmer 57 Stress reaction X

The interviews focused on the employees’ experiences of the development of the mental
disorder, the processes at the workplace including the workplace stakeholders, the manner in
which the workplace handled the sick leave and the return to work process, the process in the
workers’ compensation system, various stakeholders in the workers’ compensation system,
including the Working Environment Authority, and the employees’ expectations and motivation
behind the claim. Interviews were recorded, transcribed verbatim, and coded in NVivo 10

through open- and selective coding, and with memo writing [33].

Questionnaire Survey

The questionnaire was designed on the basis of the interview data and pilot tested according to
the principles set out by Boynton [34]. First five employees notified with a work-related mental
disorder tested the questionnaire and provided feedback. Based on the feedback, the questionnaire
was revised. Next, 13 employees tested the online version of the questionnaire and provided

feedback, which led to the final version used in this study.




Employees with a notified work-related mental disorder from 2010-2012 were selected through
a randomized withdrawal from the database of the Danish Labour Market Insurance. Since post-
traumatic stress disorder (PTSD) was the only mental disease on the List of Occupational Diseases
(other disorders could be recognized by the Occupational Disease Committee under a
complementary system, but registration on the list allowed faster and smoother management of
claims [1]), the selection of employees with work-related mental disorders was randomized in four
groups: 1) Recognized claims excluding PTSD (121, i.e. all who fulfilled inclusion criteria), 2)
recognized claims including PTSD (N=200), 3) rejected claims excluding PTSD (N=200), 4)
rejected claims including PTSD (N=200). An employee could only be included in one group, and
employees with pre-existing claims were excluded. After the withdrawal, the four groups were

merged into two groups, employees with recognized (N=321) and rejected (N=400) claims.

In December 2014, the employees were contacted and asked if they wanted to participate, in a
letter with a description of the study and a personal code to an online questionnaire. A month
later a reminder was sent out, where the option to fill in the questionnaire on paper was
included. Of those contacted, 60.5% responded. A dropout analysis (Table 2) showed that the
respondent group was significantly older, and had more women and more workers diagnosed with
stress etc. compared to dropouts. Additionally, there were differences in relation to industries. No

significant differences were found related to recognized claims or economic compensation.

The questionnaire consisted of 40 questions and a number of sub-questions; both scales and
open-response categories were used. Answers from the questionnaire were analysed using chi-
squared tests to see the differences between responders and non-responders in the dropout
analysis. Differences between employees with different diagnoses and recognized/rejected claims
were tested using chi-squared tests in relation to the responses to the questionnaire. The answers
to the open-response categories were analysed through selective coding.



Table 2. Characteristics of 436 employees with a notified work-related mental disorder who

completed the research questionnaire and 285 potential participants who did not.

Participated Dropout P
(N=436) (N=285)
Women 72.5 61.1 0.001
Agegroups
<40 20.0 36.1 <0.001
40-55 51.4 46.3
>55 28.7 17.5
Recognized Claim 46.8 41.1 0.130
Diagnosis
PTSD 14.4 22.1 0.024
Depression 22.0 22.1
Stress etc. 63.5 55.8
Compensation from workers 35.6 33.0 0.214
compensation system
Industry
Service sector 42.4 435 0.003
Education/ /healthcare, daycare 39.2 31.6
Production, crafts, agriculture 6.0 3.9
Police, military, prisons 10.8 20.4
Unknown 1.6 0.7

Table 3. Sociodemographic and employment characteristics, and claim status among the 436

participants

Total PTSD! | Depres Stress P Recog- Rejec- P
(N=436) | (N=63) sion’ etc.? nized ted
(N=96) | (N=277) (N=204) (N=232)
Women 72.5 54.0 66.7 78.7 <0.001 63.2 80.6 <0.001
Age groups
<40 20.0 23.8 135 21.3 0.411 20.1 19.8 0.360
40-55 51.4 49.2 58.3 49.5 54.4 48.7
>55 28.7 27.0 28.1 29.2 25.5 315
Decision - Recognized 46.8 95.2 51.0 34.3 <0.001 100.0 0.0 <0.001
Compensation from Workers 35.6 84.1 33.3 25.3 <0.001 76.0 0.0 <0.001
Compensation System
Employment — time of
notification
Permanent employed 92.2 93.7 93.7 91.7 0.903 92.6 91.8 0.447
Payed by the hour 5.0 3.2 4.2 5.8 3.9 6.0




Higher education completed

Non 8.9 12.7 6.3 9.0 0.559 8.8 9.1 0.777
Short 305 333 333 28.9 28.9 31.9
Academics 60.6 54.0 60.4 62.1 62.3 59.1
Industry
Service 42.4 28.6 49.0 43.3 <0.001 31.4 52.2 <0.001
Education/health 39.2 41.3 33.3 40.8 43.6 35.3
Industri, crafts, agriculture 6.0 0.0 10.4 5.8 4.4 7.3
Police, defence, jail 10.8 30.2 6.3 7.9 19.6 3.0
Reporting bad health 47.5 57.1 58.3 41.5 0.004 62.7 34.1 <0.001
Longterm sick leave >8 weeks 70.2 69.8 80.2 66.8 0.172 71.6 69.0 0.479
Seniority
<1 year 5.7 6.3 3.1 6.5 0.275 34 7.8 0.178
1-9 years 61.9 60.3 57.3 63.9 63.2 60.8
>9 years 30.7 31.7 39.6 27.4 32.4 29.3
Employed at the same 23.2 19.0 19.8 25.3 0.260 235 22.8 0.943
workplace 2-4 years after
notification
Current work situation
Private organization 17.0 14.3 17.7 17.3 0.022 10.8 224 0.001
Public organization 40.1 28.6 33.3 45.1 37.7 42.2
Education 3.7 4.8 1.0 4.3 34 3.9
Out of the labor market 39.2 52.4 47.9 33.2 48.0 31.5

Post-traumatic stress disorder, F43.1 (N=63). “Depression F33 and F32 (N=96). *Stress etc.: Adjustment disorders,
F43.2-F43.9 (N=161), Stress without specification, Z (N=96), anxiety (N=4), F41 and non- specified psychiatric disease

(N=16).

Results

The following section presents results from the employee interviews and the

questionnaire responses divided in four themes: A) Prevention in the work

environment was an aim. B) Problems poorly handled in the workplace. C)

Challenges in relation to workplace inspections. D) Experiences in the workers’

compensation system.




Table 4. Assessment of factors related to the work place and workers’ compensation system

made by 436 employees with notified work related mental disorders

A. What was most important for you to gain from the workers compensation claim?*

Total | PTSD | Depres | Stress | P Recog- Rejec- | P

-sion etc. nized ted
Possibilities for rehabilitation 7.3 19.0 6.3 5.1 0.001 10.3 4.7 0.027
Compensation from the WCS 23.9 34.9 30.2 19.1 0.008 29.4 19.0 0.011
That the notification contribute to 17.2 6.3 17.7 19.5 0.044 10.8 22.8 0.001
change the workers compensation
system
To prevent it from happening for other 51.1 34.9 51.0 54.9 0.017 48.0 53.9 0.224
workers in the future
To register the disease as a precaution in 495 38.1 49.0 52.3 0.123 44.1 54.3 0.034
the event that it later worsens

B. How did your workplace handle the process when you got sick?

Good 26.6 42.9 27.1 22.7 0.003 324 21.6 0.021
Bad 68.8 49.2 71.9 72.2 62.3 74.6
Other answers 4.6 7.9 1.0 51 5.4 3.9

C. How significant were the fol

workers’ compensation claim?

lowing people at your former workpl
?

ace to you during your illness and

Top management

Positive 12.2 17.5 12.5 10.8 0.019 13.7 10.8 0.184
Neutral 16.7 28.6 12.5 15.5 20.1 13.8
Negative 46.6 30.2 43.8 51.3 45.1 47.8
Not involved/other 24.5 23.8 31.3 22.4 21.1 27.6
Line manager
Positive 18.8 30.2 18.8 16.2 0.078 23.0 15.1 0.032
Neutral 15.1 15.9 125 15.9 18.1 125
Negative 52.3 34.9 52.1 56.3 44.6 59.1
Not involved/other 13.8 19.1 16.7 11.6 14.3 13.3
Union representative
Positive 23.9 23.8 18.8 25.6 0.496 27.0 21.1 0.554
Neutral 19.7 254 17.7 191 20.6 19.0
Negative 15.8 9.5 14.6 17.7 14.7 16.8
Not involved/other 40.6 41.3 49.0 37.5 37.7 43.1
Health and safety representative
Positive 12.4 19.0 8.3 12.3 0.451 16.7 8.6 0.101
Neutral 19.5 23.8 16.7 19.5 19.6 194
Negative 17.4 15.9 18.8 17.3 18.1 16.8
Not involved/other 50.7 41.3 56.3 50.9 45.6 52.2
Colleagues
Positive 445 52.4 39.6 44.4 0.071 51.0 38.8 0.152
Neutral 22.0 23.8 17.7 23.1 20.1 23.7
Negative 17.2 4.8 21.9 18.4 14.7 194
Not involved/other 16.2 19.1 20.9 14.1 14.2 18.1
D. Were any changes made to your working environment in relation to your illness?
Yes | 124 |159 |146 |108 |0.385 |16.2 | 9.1 | 0.018

YIn the survey participants could choose maximum tree answers to this question. Most participants answered that a
recognition/documentation to prove that | got sick due to work was one of the most important aims with the workers
compensation claim, however this result is not presented here since it’s not within the scope of this article.




Somewhat 17.9 14.3 15.6 19.5 19.6 16.4
No 55.0 47.6 57.3 56.0 47.5 61.6
Don’t know 14.7 22.2 125 13.7 16.7 12.9

E. Has the Danish Working Environment Authority carried out an inspection at your workplace as a
result of your claim?

Yes/somewhat 8.3 4.8 4.1 10.4 0.135 12.2 4.7 0.029
No 60.1 54.0 59.4 61.7 55.9 63.8
Don’t know/other answers 31.7 41.3 36.5 27.8 31.9 315

F. Did you feel adequately informed about the workers compensation process?

Yes 22.2 31.7 26.0 18.8 0.062 27.5 17.7 0.019
Somewhat 30.3 34.9 31.3 28.9 314 29.3

No 411 31.7 38.5 44,0 37.3 44 .4

Don’t know/other 6.4 1.6 4.2 8.3 3.9 8.6

G. How was it to fill out the compensation schemes

Easy 8.0 6.3 7.3 8.7 0.337 9.3 6.9 0.001
Neutral 22.0 15.9 21.9 23.5 22.5 21.6

Hard 45.6 58.7 49.0 415 52.5 39.7

Don’t remember/other answers 24.3 19.0 21.9 26.4 15.7 31.9

H. Did the process in relation to your workers compensation claim hinder or delay your return to the
labour market?

Yes/Somewhat 17.7 15.8 17.7 18.1 0.584 26.5 9.9 <0.001
No 69.5 66.7 71.1 69.3 61.3 76.7
Don’t know/not relevant 12.8 175 10.4 12.6 12.3 134

Prevention in the work environment was an aim

Even though Danish legislation requires physicians to notify a disease if there is a suspicion that it
was caused by working conditions, most of the interviewed employees perceived the workers’
compensation claim as an active choice. In the survey, most employees answered that they wanted
documentation to prove that they got sick due to work, and only 23.9% of the replies indicated
that financial compensation was one of the most important purposes of the claim, although the
number was significantly higher for those with recognized claims. However, 51.1% of the
respondents answered that one of the most important purposes of the claim was to prevent
something similar happening to other employees in the future (Table 4, A). This was supported
by interview data, where most of the respondents already knew that they would probably not
receive any compensation. Although they were still hoping for recognition and compensation,
they had a strong focus on the problematic working conditions and found it important to make
a compensation claim to draw attention to the problems (Table 5, theme A).




Table 5. Overview of themes from interviews with 13 employees with notified work related mental disorders on their experiences in the
workplace and the workers’ compensation system

Themes

Examples of citations from the dataset

A. Prevention in the work
environment was an aim

‘think it is such an incredibly important issue; also, if the same thing happens to other people, | have to set an example because
there are a lot of problems among teachers... and | would really like to put a stop to it. /t’s also going to happen to someone else
after me.’ (P12)

B.
Problems poorly handled in the
workplace

Health and safety representatives not
helpful

[After the employee and her colleague had expressed concern about a demanding psychosocial work environment to the manager] ‘We
were sent to a seminar with a coach... the manager wanted us to be one big family. Then I said “it's not just about being a big family,
it's also about my daily life, and my private time”, but she [the manager] did not see it that way. She simply meant we should be
available. We could go 13 days without a day off and when I say 13 days it’s twenty-four seven. Try to work 13 days and be available.
You may be sitting at home with phones and computers, but you're still on, right? And in a split second, you have to be able to turn
around and be in sorrow, not in sorrow, but you must talk to people who are in sorrow.’ (P1)

‘No changes even though | was number five in a row" (Questionnaire respond, Sales assistant)

‘In my case, it was bullying... from my closest colleague, and nothing was done to put a stop to it... Management’s solution was to
force me to be redeployed to another location in the municipality.” (Questionnaire respond, Social worker)

‘When I came back after 4 months, I started working in a different department. Now I'm back working in the same department again,
and the psychosocial working environment has just gone worse." (Questionnaire respond, Office clerk)

Two of the employees interviewed were health and safety representatives and experienced having no access to help at the workplace
during sick leave. Only one employee experienced the health and safety representatives’ involvement as positive. The rest had the
experience that the health and safety representatives were either not involved or involved in a negative way.

Interviewer: ‘Have the health and safety organization at the school been involved?’

Interviewee: ‘No and it has been a part of the problem, because we [the teacher and some colleagues] have asked our health and safety
representative and the union for help... our health and safety representative, when we have asked her to report this and this incidents at
work, because in most cases it has been so severe that we have had a couple of days of sick leave afterwards [the attacks from a kid],
but she has not reported it, just talked herself out of it. I don’t quite know how to report it”, then we went to the manager and asked for
it to be reported as a workplace injury, but he said it was supposed to [be done] by the health and safety representative, so we have
been captured in their internal conflict.” (P5)

C.
Challenges in relation to
workplace inspections

“It was [the compensation claim] in order to get the Working Environment Authority to come out and look at the working
conditions... The whole time I just expected that they would contact the employer, that they would simply look into it...Why don’t the
WEA come out here? Is it because they think there are dead people all over the place?’ (P1)

‘The Danish Working Environment Authority has been in my section. But they were also just walked through fairly easily and without
talking too much to the employees. So they ...concluded that everything had been carried out by the book, everything was completely in
order and fine, and they didn’t have any comments at all." (P7)

‘So the woman from the Danish Working Environment Authority says: ‘Is there anything wrong with you? And I just thought,
should I say something now? But | could not bring myself to say anything, as | was also afraid of my manager, of course. So |




said 'no"’. (P12)

‘It was like a slap in the face when, during one of my night shifts, I read the e-mail[the workplace got a green smilie — approval from the
WEA ] which had been sent round. It was like being told that because you don’t want to be physically assaulted every week by a boy and
be spat at and have your hair pulled and be kicked black and blue all over, that it’s all just me whining and making up a load of

rubbish. And to be told afterwards by the parents that everything you did was wrong. And then you get an email saying that everything
was fine, and we should accept that it just goes with the job. (PT)

D. Experiences in the workers
compensation system

Claim process perceived as demanding

Lack of trust in the system

‘I have not had the energy for it. It has been something like, “now you have to pull yourself together, today you will find out about this
and this [information for the workers compensation claim scheme) ” it has taken the whole days to find out stuff. | think it has been
tough. 1t’s like they don’t want to. I think they [The Labour Market Insurance] are spending more time investigating if there may be
other things causing this, than they spend looking at the problem...why don’t they go to the workplace, why are not they out and see
how it works? If you do not believe me, go ahead and look, be there a whole day, after half a day you know how it works. | get angry,
because | spend a lot of time documenting things where if they just went out there for one single day, they would have all the
information needed.’ (P1)

Interviewee: ‘I did not realize there were so many things, and so many papers [to fill out]. I simply did not know before it started to
flip through the door with papers and papers and papers.’

Interviewer: ‘How have you experienced it, getting all these questionnaires?’

Interviewee: ‘Yes, it's been confusing because | do not know what to do, what to write and what not to write. Especially now, when it's
coming [questionnaires]again, it's almost the same they ask. So, | do not know why [curse] they want the same information again.’
(P10)

‘| sort of thought, they 're spending more time trying to find out if there might be other things causing the problem than they are actually
looking at the problem... Why don’t they go out and look at the workplace, why aren’t they out looking at how things are going there? If
you don’t believe me, just drive out and have a look... you spend half a day there and you'll realise what’s going on... It's like |
constantly have to explain something about myself or have to prove something, | have to dig up stuff about my past ... I think it is
tough.” (P1)




Problems poorly handled in the workplace

A total of 68.8% of employees thought that their workplace had handled the process poorly
when they became sick. More employees with PTSD and with recognized claims thought that
the workplace had handled the process well, compared to the other groups (Table 4, B). Most
respondents assessed the management's handling of the process surrounding the disorder and
the compensation claim as ‘negative’ (Table 4, C). In addition, the results showed that health
and safety representatives were not involved in half of the cases even though an employee was
sick with a work-related disorder, and when they were involved more employees experienced
this negatively than positively. Colleagues and union representatives were perceived most
positively (Table 4, C). Despite wanting the claim to have a preventive effect at the workplace,
55.0% of respondents in the survey answered that no changes were made in the working
environment as a result of their work-related disorder. Only 12.4% answered that changes
were made in the working environment, while 17.9% answered ‘somewhat’ (Table 4, D).
Comments in the questionnaires showed that ‘somewhat’ could mean inadequate changes, for
example, those only affecting the individual employee such as reducing or changing the
employee’s assignments, rather than interventions in the working environment as a whole.
Additionally, several respondents experienced not being involved in the decisions about the
changes (Table 5, theme B). More employees with recognized claims experienced changes in
the working environment (Table 4, D).

Challenges in relation to workplace inspections

The interviewed employees were focused on the workers’ compensation claims’
preventive function and knew that their claims went to the Working Environment
Authority, and for some, this was part of the motivation behind the claim (Table 5,
theme C). However, in the survey, only 8.3% were aware of any inspection being carried out
by the Working Environment Authority (Table 4, E). More employees with recognized
claims experienced inspections; however, of those reporting that the Working
Environment Authority had inspected the workplace, almost one third explained that the
inspection had had a negative or neutral effect [35]. These results were in line with the
interview data, where only three of the employees interviewed said that their workplace had
had an inspection from the Working Environment Authority. All three talked about how



they regarded the Working Environment Authority’s inspection as inadequate and
problematic (Table 5, theme C).

Several of the employees described how management accompanied the Work Environment
Authority around the workplace, which meant that the employees did not feel that they were
given a real opportunity to give objective or critical perspectives, especially if the problems
experienced in the working environment involved management (Table 5, theme C). One of the
interviewed employees who had had a visit from the Work Environment Authority’s inspectors
expressed disappointment about the Work Environment Authority’s lack of decisions following
the visit, as this could be interpreted by managers and employees as a ‘seal of approval’ to the
company's working environment. This was in sharp contrast to the employees’ own
experiences. The employee experienced that this seal of approval would signal that it was the
employees on sick leave who had personal problems, as they were not able to cope with the
‘approved working conditions’ (Table 5, theme C).

Experiences in the workers’ compensation system

17.7% of the respondents in the survey stated that the workers’ compensation claim process
had either prevented or delayed them from being able to return to work (Table 4, H). 41.1%
reported that they had not been sufficiently informed about the process in the Workers’
Compensation System, whereas more with recognized claims did receive sufficient information
about the process (Table 4, F). 45.6% of the respondents noted that the compensation schemes
were hard to fill out (Table 4, G). In the interviews, several employees talked about technical
issues as well as questions not fitting when applied to descriptions of psychosocial hazards.
Their experience was that the schemes were designed for physical exposures/diseases. A
considerable amount of time and energy was invested in the claim processes to complete

questionnaires, medical forms, etc. (Table 5, theme D).

Within 2—4 years after the notification, 23.2% of the employees answering the questionnaires were
still employed at the same workplace, while 39.2% were not in the labour market, and there was a
significant difference between the diagnosis groups, where most employees with PTSD and
depression were out of the labour market (Table 3). Instead of contributing to enlightening the

problems in the work environment, employees with work-related mental disorders could



experience being treated as ‘the problem’ themselves (Table 5, theme D). They had to go through
a demanding process delivering documentation to the workers’ compensation system to prove
that they were sick because of the working conditions, and they often experienced a lack of

preventive health and safety initiatives at the workplace.

Discussion

One of the most important motivations behind workers’ compensation claims was the hope
that the claim would lead to preventive interventions at the workplace, to prevent others from
becoming sick in the future. More employees with depression or stress, etc. were motivated
towards prevention compared to employees with PTSD. Stakeholders at the workplace such
as health and safety representatives were often not involved, and if they were involved, more
employees experienced it negatively than employees experiencing it positively. Management
involvement was experienced negatively by most employees. Employees rarely found that
their claim resulted in a workplace inspection, even though this could be an important
motivation behind the claim. Additionally, inspections leading to no decisions could be
experienced negatively by sick employees. Work-related mental disorders rarely led to
changes in the work environment but more employees with recognized claims experienced
changes compared to employees with rejected claims. Finally, the claim process was
perceived as demanding, compensation schemes could be hard to fill out, and almost half of
the employees did not feel adequately informed about the process in the Workers’
Compensation System. More employees with recognized claims experienced that the claim
process had hindered or delayed their return to work compared to employees with rejected

claims.

Line managers have been identified as the main stakeholder in relation to sick-listed employees’
return to work [36]. However, several studies have found that managers lack both the knowledge
and the organizational support to effectively manage the return to work process [37,38], and
managers may feel poorly prepared and isolated because of a lack of training and support [39].
Additionally, plans for the return to work processes often fail to be implemented for employees
on sick leave due to mental disorders [40]. These previous results were also reflected in the
current study, where the respondents reported negative experiences in relation to stakeholder

involvement. Health and safety representatives were often not involved when an employee had a



work-related mental disorder, and if they were involved, more employees experienced this as
negative than as positive. Research has suggested that the educational level of health and safety
representatives in the area of the psychosocial work environment may be rather low or varied [41].
A low level of competence may explain why some employees with work-related mental disorders
could experience this stakeholder negatively and point towards possible areas for action.
Additionally managers have been found to perceive sick-leave as something which should be
handled between employee and manager, rather than on a workplace level [39]. This perception
might explain why other stakeholders were often not involved. This is a problem, since
management of work-related mental disorders depends on the involved actors being able to
coordinate efforts and exchange important information about adapting work and working conditions
[42]. Furthermore, recognition and acceptance of the disorder as well as experiencing the disorder
as legitimate and receiving social support is essential for the sick employee and their possibilities
for return to work [43]. Several studies suggest a more systematic risk assessment approach in these

situations and professional support for organizations in needed [3].

A recent review [24] has noted that psychosocial issues are generally not well dealt with in
either courts or inspectorates, that inspectorates are often under-resourced, and that inspectors
tend to hesitate to apply enforcement when there is a low likelihood for conviction. The current
study reveals the consequences of this, seen from the sick employees’ perspective. A report by
the Danish National Audit Office, has pointed out that extensive limitations exist, limiting
inspectors to inspecting and giving decisions on several aspects of the psychosocial work

environment, regardless of whether employees get sick from the working conditions.

Employees diagnosed with PTSD experienced management involvement more positively when
compared to employees with depression or stress. This might have to do with the inherent
difference in the nature of the exposure that leads to the various diagnoses and interpersonal aspects
of the exposure [45]. PTSD is easier to objectively assess compared to adjustment disorders for
example, where it can be difficult to identify the precise causes due to the variability of
psychosocial hazards and the interaction between them [46]. Thus, the issue of placing
responsibility and potential interpersonal conflicts in relation to this, may be less current in relation
to PTSD as compared to work-related stress or depression. This may partly explain why employees

with stress or depression etc. more often had negative experiences in the workplaces than those with



PTSD. Additionally, employees with PTSD were often employed in organizations (e.g. the military
or the police) with access to professional organizational support, such as debriefing or
psychological counselling. Some of the employees with PTSD will be veterans, who in Denmark
have access to a comprehensive support system, such as specialized treatment facilities and support

for workers’ compensation claims.

Methodological considerations

Our study included 436 employees with a notified work-related mental disorder and, therefore,
provides unique information about this population’s experiences. The questions in the questionnaire
were developed through an exploratory interview study. The mixed-method design provides both
in-depth information about the employees’ experiences and the possibility to generalize the findings

to a larger sample [31].

The respondents to the survey were selected and randomized in groups to be able to compare
recognized and rejected cases. However, the sample was not representative since 46.8% of the
respondents had their claim recognized by the Danish Labour Market Insurance, whereas only
4.1% of all employees with notified work-related mental disorders had their claim recognized
in 2016. This might imply that issues highlighted in the article may be different in a
representative sample. The study relied primarily on self-reported questionnaire data reported 2—4
years after the notification, and many of the participants had bad self-reported health at the time of
answering the guestionnaire, which might have enhanced the risk of reporting bias [47,48]. Dropout
analysis (Table 2) and additional analyses of potential confounders including gender, age group,
educational level, industry, and self-reported health at the response time have been conducted.
These analyses showed significant differences in relation to the following: More women
experienced the involvement of colleagues negatively and more men reported that colleagues were
not involved in the process related to them getting sick and filling a compensation claim. More
employees in education/healthcare had experienced inspections from the Work Environmental
Authority, compared to other industries. More women and employees with bad self-reported health
found it hard to fill out the compensation schemes, and more men and employees with bad self-
reported health reported that the process with the workers compensation had hindered or delayed
their return to work. These findings may however reflect the distribution of age, gender, and

industry for example, in the diagnosis group since more men and employees in police/jail/defence



had PTSD, and more women had stress etc. Differences in answers between employees with good
vs. bad self-reported health were seldom significant, indicating limited reporting bias in relation to

current health status. All study participants provided informed consent.

Conclusions and implications

Employees with a notified work-related mental disorder who have become sick due to the
psychosocial working environment believe that submitting a claim will contribute to
improving the working environment; thus, they wish to prevent others from getting sick from
the same unhealthy psychosocial working conditions. However, preventive health and safety
initiatives at the workplace seem to be limited and central stakeholders, such as health and
safety representatives and union representatives, are often not involved. Furthermore,
management involvement was experienced negatively by most employees. Workplace
inspections were seldom carried out and this gave rise to a number of unfulfilled expectations
on the part of the employees. Finally, the claim process was perceived as demanding,
compensation schemes could be hard to fill out, and many employees felt inadequately

informed about the workers compensation process.

Practical implications

Workers compensation claims of mental disorders contain valuable information about current
problems with the working environment, which could be integrated in the Work Environmental
Authority to a much greater extent than is the case today. This information could be useful to
inspectors in preparing and carrying out inspections, and informing subsequent workplace
interventions. Additionally, the processes in the Workers” Compensation System should be
evaluated based on the experience of the sick employees and adapted to ensure that the system
supports employees’ health, rehabilitation, and return to the labour market. An increased
interaction between the Workers’ Compensation Systems, the Work Environmental Authority,
and workplaces might be needed if workers’ compensation claims should have more preventive

impact at the workplaces.
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in Denmark. 699 patients were notified with an occupational mental disorder and 296 patients with
a mental disorder but were not notified. Health-related outcomes, including General Practitioner
(GP) visits, prescriptions of psychotropic drugs and long-term sickness absence, were measured at
baseline during the year of medical examination, while annual income was measured a year before
the examination. These outcomes were derived from the Danish National Bureau of Statistics.
Follow-up was one year after examination for all outcomes. The prospective association between
notification status and the four outcomes were examined by means of Poisson regression and
conditional logistic regression.

Results: All measured outcomes decreased from baseline to follow-up for all participants. The
changes in the outcomes were not significantly different depending on whether or not the
participants were notified with an occupational mental disorder at baseline.

Conclusion: This study suggests that that being notified with an occupational mental disorder does
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annual income was found for both groups, highlighting the importance of providing adequate
support to all employees with a mental disorder to avoid a further increase in mental health
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In most Western Countries, insurance systems are in force for the compensation of disability, wage
loss and medical expenses that result from work-related sickness [1]. A sizeable increase of
workers’ compensation claims of occupational mental disorders has been observed in Europe [2],
and in Australia, work-related stress is the second most common type of claim [3]. In Denmark,
claims increased by 50.5 % in 2010 (3,107 claims a year) to 2016 (4,676 claims a year). However,
growing rates of workers’ compensation claims may be problematic given previous research
indicating that these may have harmful effects on claimants [4-9]. Indeed, studies have shown that
filing a compensation claim for an occupational disease may have the unintended side effect of
increasing the risk of work disability [7]. Workers’ compensation claims have been linked to worse
prognoses [4-6], poor recovery [8] and health-related job loss [9], while a meta-analysis found that
mental health improves less among people involved in compensation claims than among non-
claimants [10]. In addition, no studies have found that workers’ compensation claims are associated
with positive health outcomes [10].

Recently, several systematic reviews [10-12] and a meta-analysis [13] have explored the elements
of the workers’ compensation claim process, to explore possible explanations for the potential
adverse effects on claimants’ health status. The claim process was found to be perceived as stressful
by the claimants [10,13] and the interaction with key stakeholders in the compensation systems,
such as insurers [11] and health care providers [12], could affect claimants’ recovery negatively.
Further administrative hurdles in workers’ compensation claims have been associated with higher
mental health complaints [13]. However studies exclusively focusing on employees with workers
compensation claims of occupational mental disorders are rare [3,14]. A questionnaire-based
study [14] from Denmark found that 18 % of the employees with notified occupational
mental disorders (total population N=433) experienced that the claim had delayed or
hindered their return to work. The study identified several challenges in the claim process
for the employees and, even though an important motivation behind the claim was
prevention, the claims seldom lead to changes in the work environment. An Australian
interview study [3] examined the perspectives of four stakeholder groups, including
employers, general practitioners, sick employees and compensation agents. The authors found that
compensation claims for occupational mental disorders were perceived as complex to
manage and were associated with conflicting medical opinions and stigma and with a risk of
developing secondary problems during the recovery process [3].



The current research on the effects of workers’ compensation claims has however been criticized
for a number of methodological weaknesses [13,15-17]. These includes the methodological
weaknesses of observational studies when it comes to the question on reversed causality [15] e.g.
employees with more severe work-related disorders may be more likely to be involved in a
compensation claim than those less disabled [18,19]. Thus comparison between notified and un-
notified employees is biased. A meta-review concludes that there’s profound limitations in the field,
a large heterogeneity between the studies in the field due to differences in compensation laws across
countries and jurisdictions, and thus the findings on whether compensation are bad for health are
inconclusive [15]. There is a need for more research of improved methodological quality to
enhance the current knowledge about the impact of workers’ compensation claims on health
outcomes [10].

In the current study changes for each participant from baseline to follow-up are measures, thus
the results will take into account the baseline condition for each participant. To our knowledge,
no register-based study has been published to date investigating the association between workers’
compensation claims and health-related outcomes for employees with notified occupational mental
disorders as the main population. The question on economical compensation and whether or not
this is bad for health has been studied and debated, however studies of changes in personal annual
income for employees with workers compensation claims vs. sick employees without claims, have
to our knowledge, not been explored. Thus this study will contribute with new knowledge in the
area and is relevant for other countries who progressively have to handle these mental health claims
[2]. Additionally the body of evidence in the field connecting work environmental risks with the
development of mental disorders is growing [20], more claims may be filled and recognized in
worker’s compensation systems in the future. However it is important to stress that there’s big
differences between systems across countries and jurisdictions. Thus this study’s findings should be

interpreted with caution if applied to other countries than Denmark.

The Danish context

Denmark is one of the only European country where mental disorders are included on the List of
Occupational Diseases [2]. Mental disorders not comprised on this list, are recognized under a
complementary system. Currently, the most frequently recognized mental disorders are post-

traumatic stress disorders (PTSD) and depression [21]. Still, very few cases of workers’



compensation claims of occupational mental disorders get recognized. In 2016 only 4.1 % were
recognized [22]. This low recognition rate is primarily due to the fact that research, upon which
the decisions of the Danish Labour Market Insurance are based, has so far demonstrated only a
limited correlation between working conditions and mental disorders [21]. In addition, the
multifactorial nature of mental disorders [23-25] can make it difficult to establish a clear causal
link between the workplace exposures and a mental disease. Physicians and dentists in Denmark
are obligated by law to notify if they have a suspicion that a disease may have been caused by
working conditions [26]. The Workers” Compensation System exists in parallel with the healthcare
system and the social security system, is a no-fault system financed by employers, and covers
employees working in Denmark for disability, death, wage loss, and medical expenses [27].

If workers’ compensation claims can harm the employees’ health, there is an urgent need to pay
attention to employees with notified occupational mental disorders due to the increasing numbers of
these claims and since these employees might be particularly vulnerable and most has a very low
chance of recognition and compensation. The aim of this study is therefore, to examine whether
notification of an occupational mental disorder is associated with changes in health, annual income

and long-term sickness absence.

METHODS

Study participants

The present follow-up study is based on a sample of 995 patients examined between 2010 and 2013
by physicians at the Department of Occupational and Environmental Medicine of Bispebjerg
University Hospital in Copenhagen, Denmark. Of the patients included, 699 were notified with an
occupational mental disorder, while 296 patients had a mental disorder but were not notified.
Disorders where either notified during or prior to examination (no more than 2 months before on
average), which means that the year of examination would typically also be the year of notification.
To be included in the study, patients had to be aged 18 or more at baseline, be alive at follow-up, be
registered at the Occupational Department with a mental disorder', and have full data on the
requested outcome variables in the registers. Patients were referred to medical examinations by, for
example, the general practitioner, other medical specialists, labor union representatives,
municipalities or workplaces, because of a possible mental disorder that might have been caused by

the working conditions.



Outcomes

Data were extracted by Statistics Denmark (the central authority on Danish statistics) from four
registers and analyzed on the Denmark Statistic’s servers, in accordance with the United Nations'
Fundamental Principles of Official Statistics [28].

GP visits: Data on visits at the general practitioner per year. GP visits were treated as a count
variable, ranging from 0 to a maximum of 7 visits per person (the Danish Patient Registry).
Prescriptions of psychotropic drugs: Data of prescriptions included anxiolytics, sedatives,
hypnotics and antidepressants. This variable was dichotomized into “no prescriptions” and “any
prescription” (the Drug Registry). Yearly annual income: Data on total personal annual income
were dichotomized into < 300.000 vs. >300,000 Dkr / year (approximately 45,000 US dollars or
40.290 EUR). This cut-off point was chosen because the average of Danish employees’ total
personal annual income in 2009 was 368.922 Dkr / year. Average for employees on the lowest level
of employment (4 levels) was 306.789 Dkr'". Annual income covers all types of individual earnings
including social benefits, except property annual income per calendar year (the Annual income
Statistics Register). Long-term sickness absence: Data on long-term sickness absence were obtained
from the KMD registry, which registers all sickness benefits in Denmark. Since an employer is
entitled to reimbursement for sickness absence when an employee is on sick leave for more than 30
days, sickness absence was dichotomized into < 30 days vs. >30 days. In the analyses on sickness
absence, we excluded some patients (327 at baseline and 177 at follow-up) because they had an
interruption of the sickness benefits during the calendar year, which was not due to return to work
(examples of interruption; retirement, change from sickness benefits to unemployment benefits,
starting an education or failure to comply with the rules for obtaining sickness benefits).

For GP visits, prescriptions of psychotropic drugs and long-term sickness absence, baseline was the
calendar year of the medical examination, while follow-up was the year after. Baseline for annual
income was the calendar year before medical examination, while follow-up was the year after the
medical examination. We chose a different baseline as we were interested in detecting changes in

annual income from the employees’ regular annual income before getting sick.

Confounders
The following potential confounders was chosen, being known risk factors for mental health based
on previous evidence: Gender [29-31], age, [32-34] diagnosis [35] and occupation [36,37] (table

1). All confounders were registered during the medical examination at the department of



occupational medicine. As part of the examination, the physician made a diagnosis according to the
International Classification of Diseases (ICD-10) and noted the patient’s current job title. The job
titles were grouped in 6 different occupational groups according to the different kinds of work and
exposure profiles: 1) Health care, hospitals, nursing homes, home care and social services: 2)
Children's institutions of all kinds, schools, colleges and universities: 3) Restauration, kitchen,
cleaning, trade, transport and services: 4) Administration, communication, library and museum: 5)

Police, military, prison and search and rescue work: 6) Manufacturing and construction.

Statistical analysis

First, the distribution of baseline characteristics among patients non-notified and patients notified
with an occupational mental disorder were calculated and compared the two groups using Chi-
square test (Table 1). Second, the distribution of outcome variables among non-notified and notified
patients were calculated both at baseline and at follow-up (Table 2). The prospective association
between notification status (non-notified=0 vs. notified=1) and GP visits at follow-up was examined
by means of Poisson regression models using Generalized Estimation Equations with robust
standard errors. Possible over dispersion was accounted for by using Generalized Estimation
Equations that employ residuals for estimate the variances.

The prospective associations between claim status and the three dichotomous outcomes, i.e.,
prescriptions, yearly annual income, and long-term sickness absence, were analyzed using

conditional logistics regression.

For all the four outcomes, in consecutive models we examined the simple changes in the outcomes
from baseline to follow-up (Model 0), the association between notification status and the outcomes
adjusted for time (Model 1), and the association tested in Model 1 plus adjustment for the four

confounders (Model 2).

In preliminary analyses, we tested the interactive effect of time, notification status and the
covariates on the four outcomes; however, none of these interactions were statistically significant,
and therefore were not reported in the present study. The statistical software R (version 3.2.3) was

used for all the analyses.



Results

Table 1. Baseline characteristics of patients non-notified (N = 296) vs. notified (N = 699) with an
occupational mental disorder.

Non-notified Notified Chi-Square test
N % N %
Gender
Women 209 70.6 475 71.0
Men 87 29.4 194 29.0 Chi-Square = 0.012
P =0.901
Age group (years)
18-35 50 16.9 99 14.8
36-50 131 44.3 299 447
51-60 101 34.1 239 35.7
61+ 14 4.7 32 4.8 Chi-Square = 0.742
P =0.863
Diagnosis (ICD-10)
Depression(F32-F33) 57 19.3 143 21.4
PTSD (DF431) 7 2.4 59 8.8
Adjustment disorder (DF432-DF439) 127 42,9 368 55.0
Work-related stress symptoms (DZ 95 32,1 69 10.3
562-DZ567, DZ730, DZ733)
Others (other F-diagnosis + DF41) 10 3.4 30 4.5 Chi-Square = 76.690
P <0.001
Occupation
Administration, communication, 97 32.8 170 254
library and museum
Manufacturing and construction 41 13.9 67 10.0
Police, military, prison and search and 14 4.7 52 7.8
rescue work
Restauration, kitchen, cleaning, trade, 26 8.8 68 10.2
transport and services
Health care, hospitals, nursing homes, 63 21.3 143 21.4
home care and social services
Children's institutions of all kinds, 55 18.6 169 25.3 Chi-Square = 13.841
schools, colleges and universities P=0.017

" Diagnosis formulated at baseline medical examination.



Table 2. Distribution of outcome variables by notification status (Non-notified, N = 296; Notified,
N = 699) at baseline and at follow up.

Outcome Baseline Follow-up
Non-notified Notified Non-notified Notified
Number of GP visits per year N % N % N % N %
0 * * * * 12 4.1 39 5.8
1-2 86 29.1 207 30.9 131 443 304 454
3-4 179 60.5 403 60.2 134 453 303 45.3
5-7 30 10.1 55 8.2 19 6.4 23 3.4
Prescriptions
No prescriptions 216 73 497 74.3 233 78.7 538 80.4
One or more presciptions 80 27 172 25.7 63 21.3 131 19.6
Personal annual income per
year
<300,000 Dkr 59 19.9 142 21.2 88 29.7 266 39.8
>300,000 Dkr 237 80.1 527 78.8 208 70.3 403 60.2
Long-term sickness absence
< 30 days per year 85 28.7 122 18.2 175 59.1 366 54.7
>30 days per year 127 42.9 304 454 70 23.6 177 26.5
Missing/NA 84 28.4 243 36.3 51 17.2 126 18.8

* less than 5 observations



Table 3. Effects of notification status (Non-notified vs. Notified ) on changes in GP visits, prescriptions, yearly annual income and long
term sickness absence at follow-up.

GP Visits Prescriptions Low Annual income/year  High sickness absence
HR? 95% ClI OR” 95% CI OR’ 95% CI OR’ 95% CI
Model 0 Change from baselineto  0.83 (0.80-0.86) 0.48 (0.35-0.67) 3.89 (2.87-5.26) 0.11 (0.07-0.17)
follow up
Model 1° Change from baselineto  0.96 (0.92-1.00) 1.09 (0.52-2.28) 1.84 (0.96-3.52) 0.49 (0.20-1.20)
follow-up according to
notification status
(Notified vs. Non-
notified)
Model 2¢ Change from baselineto ~ 0.99 (0.92-1.07) 1.01 (0.42-2.42) 1.68 (0.83-3.42) 0.52 (0.19-1.39)

follow-up according to
notification status
(Notified vs. Non-
notified), adj. for age,
gender, occupation and
diagnosis.

®Hazard Ratios calculated by means of Poisson regression model using Generalized Estimation Equations with robust standard errors.
®Odds Ratios calculated by means of conditional logistic regression.



Table 1 shows the baseline characteristics of the 995 participants by notification status (non-notified
vs. notified). We observed significant differences between the two groups for psychiatric diagnosis
(P<0.001) and occupation (P=0.017). Specifically, among the notified there were more participants
with a post-traumatic stress disorder and an adjustment disorder, and less participants with work-
related stress symptoms. With regards to occupation, we observed a lower prevalence of notified
patients in Administration, IT and finance, and a higher prevalence of notified in Teaching and
Pedagogy.

Table 2 shows the distribution of the four outcomes among the two groups both at baseline and at

follow up.

Table 3 shows the results of the analyses testing the prospective associations between notification
status and the four outcomes. Changes over time were significant for all the outcomes (Model 0).
GP visits, prescriptions of psychotropic drugs, yearly annual income and long-term sickness
absence, all declined significantly from baseline to follow-up. We observed no significant
prospective associations between notification status and the four outcomes, neither in the model
adjusted for time only (Model 1), nor in the model additionally adjusted for the confounders (Model
2).

Discussion

The present study shows that, among employees with a mental disorder, health-related indicators,
including GP visits and prescription of psychotropic drugs, as well as long-term sickness absence
improved from baseline to the one-year follow-up, while annual income decreased in the same time
period. For all outcomes, changes were similar regardless of whether the employees were notified at

baseline with an occupational mental disorder.

This is to our knowledge the first register-based study on the prospective association of being
notified with an occupational mental disorder with health-related outcomes and annual income.
Previously, one Danish register-based study [7] compared patients who were notified and non-
notified with a work-related disease, including a subsample with notified and non-notified mental
disorders and found an elevated risk of work disability two years after medical examination among
those who were notified compared to those who were not notified in the total sample [7]. A Danish
mixed-method study based on interviews (N=13) and survey responses (N=433) from employees
notified with an occupational mental disorder, concluded that the workers’ compensation claim



process may be problematic in relation to claimants’ return to work, since 18% reported that the
claim process had hindered or delayed their return to work [14]. Finally, an Australian qualitative
study on mental health claims following injuries based on 93 interviews with injured
persons, GPs, employers and compensation scheme agents, concluded that the claims were
complex to handle, and were associated with conflicting medical opinions and stigma which
could inhibit communication, reduce help seeking and be an obstacle for return to work [3].

The differences between the current studies finding and previous studies can be attributed to
methodological discrepancies in study design and sample. In the Danish study [14], 47% of
the cohort had recognized mental claims, whereas the current study used a potentially representative
sample (recognition rate in 2010 was 4.9% [22]), but decisions about the workers’ compensation
claims were not included in the study. The mean processing time for rejected claims is much shorter
than the time needed to process recognised claims; thus, for most employees with rejected claims,
the time during which they are ‘exposed’ to the WCS is rather short [38,39]. By contrast the
Danish study [14] had an overrepresentation of employees with recognised claims which had been
assessed extensively and the compensation process could have included employer hearings and
psychiatric/medical assessments, as well as the possible involvement of lawyers. Medical
assessments have been identified as a potentially harmful factor in workers’ compensation
processes [10,12,40,41] because they e.g. exacerbate trauma by over-investigating patients. Lawyer
involvement is also negatively associated with claimants’ well-being, although the reasons for this
finding have not been fully assessed [42]. In additional, the follow-up times differed between the
studies, current study had a follow-up one year after the medical examination, where the Danish
study [14] had responses from employees 2—4 years after the notification. It is possible that the
negative effects of the workers’ compensation process take more than one year to develop e.g. one
study has shown that a processing time exceeding one year for compensation claims after accidents

is associated with increased trauma [43].

A body of reviews have concluded that compensation claims and compensation are bad for health.
Murgatroyd et al. [10] have carried out a systematic review, including 29 papers on the effect of
financial compensation on the health outcomes of employees with musculoskeletal injuries. They
have concluded that there is strong evidence for an association between compensation status and
reduced psychological function; there is moderate evidence of an association between compensation



and reduced physical functioning. Harris et al 2005 have conducted a meta-analysis on the
association between compensation and outcome after surgery in 211 papers; they have concluded
that compensation is associated with a poor outcome after surgery [41]. Finally, Elbers et al. 2013
have conducted a meta-analysis of 10 studies on the compensation process and mental health
outcomes, following different types of injuries. They concluded that being involved in
compensation claims is associated with increased mental health complaints [13]. However studies
in the field have been heavily criticised for their low-quality study designs and heterogeneity
[13,42]. As reviews have been criticised for drawing conclusions about the detrimental impact of
notifications on employees’ health, based on patient groups that were not comparable at baseline
[15]. Analysis in the current study took into account the participants’ baseline conditions, assessing
changes in outcomes after they entered the workers’ compensation system. This may be one
explanation for why we found no association between notification and health-related outcomes, in
contrast to most studies in the field. Another difference relates to the legislative context. Most
studies in the area have been carried out in North America or Australia, where access to public
health insurance to replace wages lost during sick leave may be unavailable or minimal [44]. In
Denmark, an employee can access some benefits, health care, and support for RTW without an
approved compensation claim. No-fault systems and non-profit insurance agents have been found to
be perceived more positively than fault-based systems and profit-oriented insurers [45]. In
Denmark, the WCS are a no-fault system that uses a non-profit insurance agency to process workers

compensation claims of occupational disorders.

The findings of this study may have implications in a European context that sees a high increase in
claims due to work-related mental disorders [2], with no indications that the problem will decrease
in the future [46,47]. In particular, this study suggests that employees with mental disorders should
not be advised against filing a compensation claim because of concerns about the negative impact
that the claim process may have on their health status. A finding of this study was that annual
income decreased for all patients with a mental disorder, regardless of whether the latter was
attributable to negative working conditions. Financial insecurity may reinforce mental health and
social problems [36], meaning that adequate support should be provided to all employees suffering

from a mental disorder.

Strength of this study is the prospective design and the use of register-based outcomes,
which considerably reduce information bias. The participants served as their own controls,



thus minimizing confounding bias. Despite this, this study also presents some limitations worth
considering. In particular, the outcomes used in this study were proxy measures for disease severity,
while no information was available about health problems as experienced by the participants. Apart
from severity, the number of GP visits at baseline may also reflect the fact that individuals may
show a higher tendency to visit the GP at the beginning of a WRMD than a year after. The
prevalence of prescribed psychotropic medication similar to that reported in other studies on mental
disorders [48,49]. Treatments involving these drugs are commonly restricted to less than a year in
the case of adjustment disorders, meaning that the decline in prescriptions can be a result of this
instead of being related to notification status. Both annual income and sickness absence are
influenced by employment status and employment grade. We have, however, no valid information
of employment status at follow-up and about whether the unemployment rate was higher in the

notified group, which could have affected the results in relation to these two outcomes.

In addition, it could be argued that in our study the notified cases had a more severe
condition, and therefore a poorer prognosis, than their non-notified counterparts. Even
though the distribution of diagnoses was skewed, with more severe diagnoses in the notified
group (see Table 1), adjusting for this did not change the findings. Given less favourable
diagnoses and prognoses, one could expect, if adopting a longer follow-up period, larger
differences between notified and non-notified participants with regards to the outcomes. 95.9% of
the mental health claims was rejected in 2016 and the mean of the processing time of rejected
claims were 6 month in Denmark according to recent reports [39]. Our study results, suggesting no
negative impact of workers compensation claims for employees with mental health claims one year
after notification, is relevant for the majority of employees having workers compensation claims

filled, since their claim will be closed within the first year.

In conclusion, this study shows no negative effect of filing a workers’ compensation claim on GP
visits, prescriptions of psychotropic drugs, long-term sickness absence and annual income at a one-
year follow up. This result indicates that employees with mental disorders should not be advised
against filling a workers’ compensation claims because of concerns about possible negative effects
of the process on their health. Currently workers’ compensation claims constitute an important
statistical measure which is the only form of national surveillance in Denmark of work-related

diseases; they attract political attention and support strategic decisions about preventive actions



that target risks in the work environment across industries. Also claims can be used for
preventive purposes to elicit workplace inspections by the Working Environmental Authority.
To maintain and perhaps strengthen the surveillance of this field, while saving the time and
resources of sick employees and WCS costs, one suggestion is to offer the possibility to make a
registration of diseases that could be work-related, without raising an insurance claim, in the
case of disorders that are currently not recognised because they are not chronic. Yet, studies
using longer follow-up intervals, and including groups of notified and non-notified employees
matched by diagnosis and disease severity, are needed to shed light onto the relationship between

being notified with an occupational mental disorder and both health and annual income.
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K@BENHAVNS UNIVERSITET

Navn
Adresse
Id nr.

Velkommen til denne undersggelse og tak fordi du tager dig tid til den.

Undersggelsen er en del af et starre forskningsprojekt, som udferes pa Kebenhavns Universitet i
samarbejde med Arbejds- & Miljgmedicinsk Afdeling, Bispebjerg Hospital. Projektet er finansieret
af Arbejdsmiljg Forskningsfonden.

Ved at besvare spgrgeskemaet bidrager du med vigtig viden om hvordan det opleves at have en ar-
bejdsrelateret sygdom og arbejdsskadesag, om det pavirker helbred og forhold pa arbejdspladsen
mv. Spgrgeskemaet tager ca. 12 min. at udfylde (afhaenger af hvor meget du velger at beskrive).

Du er blevet kontaktet fordi du i periode 2010-2012 har haft en anmeldt erhvervssygdom, enten en
psykisk lidelse, rygsygdom eller hudsygdom. Spargsmalene i dette spargeskema drejer sig
om denne sygdom og anmeldelse i Arbejdsskadestyrelsen.

Din deltagelse har stor betydning for forskningsprojektets resultater og kan gare en forskel for frem-
tidige medarbejdere som bliver syge af deres arbejde. Besvarelsen vil blive behandlet fortroligt
og vil kun blive brugt til forskning og du kan til enhver tid afbryde din deltagelse i undersggelsen.
Hvis du skulle have nogen spgrgsmal er du velkommen til at tage kontakt til Yun Ladegaard.

De bedste hilsner

Yun Ladegaard Bo Netterstrgm

Projekt ansvarlig forsker Dr. Med. Senior forsker

Institut for Psykologi Arbejds- & Miljgmedicinsk Afde-
Kgbenhavns Universitet ling

yun.ladegaard@psy.ku.dk Bispebjerg Hospital


mailto:yun.ladegaard@psy.ku.dk

@nsker du information om forskningsprojektets resultater nar de er klar?

Angiv da din e-mail adresse:

Hvis du i stedet gnsker resultaterne tilsendt pr. post, skriv da din adresse:

Dit kan? (set ét kryds)

J Mand < Kvinde

Alder? (st ét kryds)

(J15-29 &r [ 30-44 &r [ 45-59 &r [ 60-75 &r [ Over 75 &r

Er du dansk statsborger? (st ét kryds)

Hiald Nej

Hvad er din hgjst opnaede uddannelse? (st ét kryds)

I Folkeskole / mellemskole

J studentereksamen / HF

o Erhvervsfaglig uddannelse

J Kort videreg&ende uddannelse (under 3 &r)

= Mellemlang videreg&ende uddannelse (3-4 &r)
J LLang videreg&ende uddannelse (over 4 &r)

J Andet



Nuveaerende beskaeftigelse? (sxt ét kryds)

. Privatansat

. Offentlig ansat

o Selvstendig

J Anden form for arbejde

' p3 efterlan, pension eller fartidspension
= Under uddannelse/omskoling
. Arbejdslgs pa dagpenge

Jd Arbejdslas p& kontanthjeelp
= Under revalidering

D Langtidssygemeldt

J Har orlov

. Andet, der ikke er arbejde

De fglgende spgrgsmal handler om dit helbred

Hvordan synes du i dag, at dit helbred er alt i alt?
(seet ét kryds)

D Fremragende
< valdig godt
J Godt

I Mindre godt
< Darligt

Hvordan syntes du dit helbred var alt i alt inden du fik den anmeldte
sygdom? (seet ét kryds)

Hvis sygdommen har vaeret langsomt fremadskreden, vurderes helbredet inden syg-
dommen startede

- Fremragende
- Veldig godt
- Godt

I Mindre godt
. Darligt



De faglgende spgrgsmal handler om din arbejdsevne

Forestil dig, at din arbejdsevne er 10 point veerd nar den er bedst
og 0 point svarer til at veere ude af stand til at arbejde

Hvor mange point vil du give din nuveerende arbejdsevne?
(st ring om ét tal)

Ude af stand Bedste
til at arbejde Arbejdsevne
0 1 2 3 4 5 6 7 8 9 10

Hvor mange point vil du give din arbejdsevne fgr du fik den anmeldte sygdom?
(seet ring om ét tal)

Ude af stand Bedste
til at arbejde Arbejdsevne
0 1 2 3 4 5 6 7 8 9 10

De fglgende spgrgsmal handler om den arbejdsrelaterede sygdom, som du fik anmeldt i
perioden 2010-2012

Hvad arbejdede du med til dagligt pa det tidspunkt du fik anmeldt sygdommen?
Angiv job:

Hvilken type anseettelse havde du? (sat ét kryds)

- Fastansat/funktionaeer

I Tidshegraenset ansattelse (ex. projektansattelse, vikariat)
-l Timelgnnet

- Selvstendig

= Elev

= Andet

= Ved ikke



Hvor mange ansatte var der pa din arbejdsplads? (set ét kryds)

-l Kun mig, jeg var selvstaendig
- 1-9 ansatte

-1 10-49 ansatte

-1 50-249 ansatte

- over 250 ansatte

- Ved ikke

Hvor leenge havde du vaeret ansat pa arbejdspladsen, da du fik
den anmeldte sygdom? (set ét kryds)

= Under 3 maneder

- 3 maneder - mindre end 1 &r
=1 &r - mindre end 3 &r

-1 3 ar - mindre end 5 ar

=4 5 &r - mindre end 10 ar
=110 ar eller mere

- Ved ikke

Var du sygemeldt i forbindelse med den anmeldte sygdom?
(seet ét kryds)

- Ingen sygemelding

- Kortvarigt sygemeldt (maks. 8 uger pa et ar)
I Deltidssygemeldt

-l Langvarig sygemelding (over 8 uger)

- Ved ikke

Er du i dag ansat pa samme arbejdsplads, som da du fik anmeldt syg-
dommen?

- Ja
- Nej
- Ved ikke



Hvis Nej - Hvorfor er du ikke lzengere ansat pa den tidligere arbejdsplads? (seet ét
kryds)

-l Jeg blev fyret

-1 Jeg sagde selv sagt op
- Ansettelsen udlgb

~! Andet Beskriv evt.

Hvis du blev fyret - Hvad mener du var arsagen til fyringen? (set ét kryds)

-1 Jeg var ikke lengere i stand til at varetage mit job
- Sygefravearets omfang

-l Selve arbejdsskadeanmeldelsen

- Ledelsen ville af med mig

- Fyringsrunde pa arbejdspladsen

- Anden arsag

De fglgende spgrgsmal handler om arbejdspladsens handtering i forbindelse med den
anmeldte sygdom

Hvordan handterede din arbejdsplads forlgbet omkring din sygdom? (szt ét kryds)

- Fremragende

- Veldig godt

- Godt

= Mindre godt

- Darligt

- Arbejdspladsen kendte ikke til sygdommen
- Ved ikke

Vidste lederen pa din daveerende arbejdsplads at du havde anmeldt sygdommen
I Arbejdsskadestyrelsen? (set ét kryds)

-l Ja

= Til dels
- Nej

- Ved ikke



Blev der foretaget nogen &ndringer i arbejdsmiljget som fglge af din
sygdom? (sat ét kryds)

-l Ja

= Til dels
- Nej

- Ved ikke

Uddyb evt.

Har Arbejdstilsynet vaeret pa inspektion pa din arbejdsplads som falge af din
anmeldelse? (sxt ét kryds)

-l Ja

= Til dels
- Nej

- Ved ikke

Hvis ja eller til dels - Hvordan oplevede du Arbejdstilsynets tilsyn pa arbejdspladsen? (szt ét kryds)

-l Meget positivt
-l Positivt

- Neutralt

- Negativt

-/ Meget negativt
- Ved ikke

Uddyb evt.




De faglgende spgrgsmal handler om din anmeldelse i Arbejdsskadestyrelsen

(2010-2012)

Hvad var det vigtigste for dig at opna med anmeldelsen? (vlg hgjst 3 svar)

- En anerkendelse/dokumentation pa at jeg var blevet syg af forhold i mit arbejde

-/ Mulighed for rehabilitering

= Mulighed for omskoling

-l @konomisk erstatning

=!I At min anmeldelse bidrog til &ndringer i Arbejdsskadesystemet

-l At forebygge at det ikke sker for andre i fremtiden

- At sygdommen blev registreret for en sikkerheds skyld, i tilfeelde af at det senere forveerres
- Andet

Uddyb evt.

Fik du det ud af anmeldelsen som du gnskede? (sat ét kryds)
-1 Ja

= Til dels

- Nej

- Ved ikke

Fik du det ud af anmeldelsen som du forventede? (st ét kryds)
- Ja

= Til dels

- Nej

- Ved ikke

Uddyb evt.




| hvor hgj grad oplevede du afggrelsen pa din anmeldelse som retfeerdig?
(seet ét kryds)

~I 1 hgj grad

- | nogen grad

= | mindre grad

- Afgarelsen var slet ikke retfeerdig
= Ved ikke

Hvis anmeldelsen blev anerkendt i Arbejdsskadestyrelsen, svarede erstatningen
sa til det du forventede? (st ét kryds)

| Erstatningen var meget hgjere end forventet

-l Erstatningen var hgjere end forventet

-l Erstatningen svarede til det jeg forventede

- Erstatningen var lavere end forventet

-l Erstatningen var meget lavere end forventet

=l Jeg fik slet ingen erstatning

- Min anmeldelse blev afvist i Arbejdsskadestyrelsen
- Ved ikke

Havde du nogen supplerende forsikringer mod arbejdsskader/tab af erhvervs-
evne, da du fik den anmeldte sygdom? (set ét kryds)

- Ja
- Nej
= Ved ikke

Hvis Ja: Har du fiet nogen gkonomisk erstatning fra den private forsikring i forbindelse med den
anmeldte sygdom? (set ét kryds)

= Ja
- Nej
- Ved ikke

Uddyb evt.




Oplevede du, at du var tilstraekkeligt informeret om hvad der skulle

ske ift. anmeldelsen i Arbejdsskadestyrelsen? F.eks tidshorisonter, udred-
ning hos speciallege, involvering af arbejdsplads mv. (st ét kryds)

-l Ja

= Til dels
- Nej

- Ved ikke

Uddyb evt.

Hvordan var det at udfylde spgrgeskemaerne fra Arbejdsskadestyrelsen?
(seet ét kryds)

- Let

= Neutralt

- Vanskeligt

- Meget vanskeligt
=1 Jeg husker det ikke
- Ved ikke

Uddyb evt.

Fik du hjelp af andre til at udfylde spgrgeskemaerne fra Arbejdsskadestyrel-
sen? (set ét kryds)

-l Ja

= Til dels
- Nej

= Ved ikke

10



Hvilken betydning har fglgende personer pa din davaerende arbejdsplads haft
for dig i forlgbet med din sygdom og arbejdsskadeanmeldelse? (st ét kryds)

@verste ledelse

Naermeste leder

Tillidsrepraesentant
Arbejdsmilja/sikkerhedsrepraesentant
Kollegaer

Uddyb evt.

Meget

positiv

J

Ll O O

J

Ll O O O

J

Ll O O O

Positiv Neutral Negativ

J

Ll O O

Meget Har ikke
negativ veeret involveret
J J
J J
J J
J J
J J

Hvilken betydning har fglgende personer haft for dig i forlgbet med din sygdom
og arbejdsskadeanmeldelse? (st ét kryds)

Egen lege

Speciallege (fx.arbejdsmediciner, ryglaege,

hudlzege)

Psykiater

Psykolog

Fagforening

Pargrende (familie, venner)
Andre

Uddyb evt.

Meget
Positiv

J

L U UuU o o

Positivt  Neutral Negativ

4

L U UU o o

J

L U UuU o o

4

L U UU o o

Meget
negativ

J

Ll U0 oOod o

Har ikke
veeret involve-

ret

J

L U UU o o
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Oplever du at forlgbet i forbindelse med anmeldelsen i Arbejdsskadestyrelsen
har forhindret eller forsinket at du kunne vende tilbage til arbejde? (sat ét kryds)

-l Ja

= Til dels
- Nej

- Ved ikke

Uddyb evt.

Oplever du, at du startede for tidligt med at arbejde igen efter den anmeldte
sygdom? (sat ét kryds)

-1Ja

- Til dels

- Nej

- Tkke relevant
-!Ved ikke

Har den anmeldte sygdom pavirket din gkonomi negativt? (sat ét kryds)

=l 1 hgj grad
= | mindre grad
= Slet ikke
- Ved ikke

Har du fortrudt at din sygdom blev anmeldt i Arbejdsskadestyrelsen? (st ét kryds)

-l Ja

= Til dels
- Nej

= Ved ikke

12



Var du tilbageholdende med at opsage eller gennemfgre behandling, indtil afgg-
relsen pa din anmeldelse var kommet? (set ét kryds)

-l Ja

= Til dels
- Nej

- Ved ikke

De fglgende spgrgsméal omhandler din oplevelse af kommunen/jobcentret
/sygedagpengekontoret

Hvordan har du generelt oplevet forlgbet hos jobcentret/sygedagpengekontoret?
(seet ét kryds)

- Meget positivt

=l Positivt

= Neutralt

- Negativt

-/ Meget negativt

=l Jeg har ikke veeret i kontakt med dem

Uddyb evt.

(du kan springe de nzste to spargsmal over, hvis du ikke har vaeret i kontakt med kommunen)

Har du modtaget relevante tilbud om hjeelp, radgivning eller lign. fra jobcen-
tret/sygedagpengekontoret? (st ét kryds)

-l Ja

= Til dels
- Nej

= Ved ikke

13



Oplever du at forlgbet hos jobcentret/sygedagpengekontoret har pavirket dine
muligheder for at blive rask? (st ét kryds)

-1 Ja - Meget positivt

-l Ja - Positivt

I Forlgbet har ikke pavirket mine muligheder for at blive rask
- Ja — Negativt

-l Ja — Meget negativt

- Ved ikke

Hvilken kommune var du tilknyttet pa tidspunktet for anmeldelsen i Arbejds-
skadestyrelsen? (al information behandles fortroligt)

Angiv kommune

14



Tusind tak for din deltagelse!

Den har stor betydning for forskningsprojektets endelige kvalitet og anvendelighed.

Din besvarelse vil blive behandlet fortroligt og vil ikke blive anvendt i anden
sammenhang end forskning.

Har du nogle afsluttende kommentarer eller bemaerkninger?

Ma vi kontakte dig igen, safremt der dukker nye spgrgsmal op?

- Ja
- Nej tak

Angiv evt. et tIf. nr. og emailadresse, hvor vi ma kontakte dig

Undersggelsen er nu slut - Tusinde tak for din hjeelp!

Spargeskemaet foldes pa midten og sendes retur i den vedlagte returkonvolut, som er
adresseret og frankeret.
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APPENDIX 6. ADDITIONAL ANALYSIS

Questionnaire responses analyzed for gender, age, educational level, self-rated health and

branche.
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Questionnaire responses analyzed for gender, age, educational level, self-rated health and branche.

What was most important for you to gain from the workers compensation claim?

Gender Men Women P
Possibilities for rehabilitation 15.8 4.1 <0.001*
Compensation from the WCS 25.8 23.1 0.550
That the notification contribute to change the workers 12.5 19.0 0.109
compensation system
To prevent it from happening for other workers in the future 38.3 56.0 0.001*
To register the disease as a precaution in the event that it later 44.2 51.6 0.167
worsens
Age group <40 40-55 >55 P
Possibilities for rehabilitation 9.2 5.8 8.8 0.447
Compensation from the WCS 14.9 21.9 33.6 0.004*
That the notification contribute to change the workers 241 12.9 20.0 0.039*
compensation system
To prevent it from happening for other workers in the future 47.1 52.7 51.2 0.679
To register the disease as a precaution in the event that it later 55.2 52.2 40.8 0.062
worsens
Higher education completed Non Short Academics P
Possibilities for rehabilitation 5.1 11.3 5.7 0.112
Compensation from the WCS 25.6 18.0 26.5 0.168
That the notification contribute to change the workers 15.4 21.8 15.2 0.241
compensation system
To prevent it from happening for other workers in the future 47.4 53.0 51.1 0.567
To register the disease as a precaution in the event that it later 35.9 48.1 52.3 0.150
worsens
Self rated health Good Bad P
Possibilities for rehabilitation 5.7 9.2 0.161
Compensation from the WCS 16.6 31.9 <0.001*
That the notification contribute to change the workers 15.3 19.3 0.264
compensation system
To prevent it from happening for other workers in the future 50.7 51.7 0.829
To register the disease as a precaution in the event that it later 58.1 40.1 <0.001*
worsens
Branche Service Education/he  Industri, Police, unknown P
alth crafts, Defence, jail
agriculture
Possibilities for rehabilitation 4.9 7.6 7.7 17.0 0.0 0.068
Compensation from the WCS 25.4 22.2 26.9 25.5 0.0 0.575
That the notification contribute to change the workers 17.3 16.4 19.2 17.0 28.6 0.939
compensation system
To prevent it from happening for other workers in the future 49.2 57.9 50.0 36.2 42.9 0.098
To register the disease as a precaution in the event that it later 49.2 57.9 42.3 25.5 429 0.003
worsens
How did your workplace handle the process when you got sick?
| Good | Bad | Other answers | P
Gender
Men 30.0 64.2 5.8 0.407
Women 25.3 70.6 4.1
Age group
<40 31.0 64.4 4.6 0.854
40-55 25.9 69.2 4.9
>55 24.8 71.2 4.0
Higher education completed
Non 25.6 69.2 5.1 0.497
Short 21.1 73.7 53
Academics 29.5 66.3 4.2
Self rated health
Good 31.0 64.6 4.4 0.091
Bad 21.7 73.4 4.8
Branche
Service 24.9 69.7 5.4 0.272
Education/health 27.5 69.6 2.9
Industri, crafts, agriculture 19.2 73.1 7.7
Police, Defence, jail 38.3 55.3 6.4
Unknown 0.0 100.0 0.0




How significant were the following people at your former workplace to you

during your illness and workers’ compensation claim?

Top Management

Positive Neutral Negative Not P
involved/other
Gender
Men 12.5 20.8 44.2 22.5 0.541
Women 12.0 15.2 47.5 25.3
Age group
<40 8.0 18.4 44.8 28.7 0.776
40-55 12.5 17.4 46.4 23.7
>55 14.4 14.4 48.0 23.2
Higher education completed
Non 20.5 15.4 41.0 23.1 0.257
Short 7.5 20.3 44.4 27.8
Academics 133 15.2 48.5 23.1
Self rated health
Good 12.2 18.8 45.0 24.0 0.681
Bad 12.1 14.5 48.3 25.1
Branche
Service 135 14.1 49.7 22.7 0.424
Education/health 12.9 15.8 45.0 26.3
Industri, crafts, agriculture 3.8 19.2 46.2 30.8
Police, Defence, jail 10.6 29.8 36.2 23.4
Unknown 0.0 14.3 714 14.3
Line manager
Positive Neutral Negative Not P
involved/other
Gender
Men 19.2 15.8 48.3 16.7 0.665
Women 18.7 14.9 53.8 12.7
Age group
<40 21.8 23.0 48.3 6.9 0.066
40-55 20.1 14.3 50.9 14.7
>55 14.4 11.2 57.6 16.8
Higher education completed
Non 15.4 15.4 46.2 23.1 0.579
Short 17.3 13.5 54.1 15.0
Academics 20.1 15.9 52.3 11.7
Self rated health
Good 21.8 15.7 51.1 11.4 0.202
Bad 15.5 14.5 53.6 16.4
Branche
Service 18.9 14.1 56.8 10.3 0.177
Education/health 19.9 15.2 48.5 16.4
Industri, crafts, agriculture 11.5 3.8 69.2 15.4
Police, Defence, jail 21.3 25.5 36.2 17.0
Unknown 0.0 14.3 71.4 14.3
Union Representative
Positive Neutral Negative Not P
involved/other
Gender
Men 25.0 20.8 12.5 41.7 0.706
Women 23.4 19.3 17.1 40.2
Age group
<40 21.8 25.3 13.8 39.1 0.186
40-55 23.7 19.2 19.6 37.5
>55 25.6 16.8 10.4 47.2
Higher education completed
Non 20.5 20.5 12.8 46.2 0.895
Short 24.1 17.3 18.8 39.8
Academics 24.2 20.8 14.8 40.2
Self rated health
Good 24.9 18.8 16.6 39.7 0.872
Bad 22.7 20.8 15.0 41.5
Branche
Service 20.0 19.5 17.8 42.7 0.286
Education/health 26.9 20.5 14.0 38.6
Industri, crafts, agriculture 15.4 15.4 11.5 57.7
Police, Defence, jail 36.2 21.3 14.9 27.7




Unknown | 0.0 | 14.3 | 28.6 57.1
Health and safety representative
Positive Neutral Negative Not P
involved/other
Gender
Men 14.2 20.8 15.8 49.2 0.827
Women 11.7 19.0 18.0 51.3
Age group
<40 12.6 21.8 17.2 48.3 0.982
40-55 12.1 19.6 18.3 50.0
>55 12.8 17.6 16.0 53.6
Higher education completed
Non 7.7 28.2 15.4 48.7 0.643
Short 15.0 17.3 19.5 48.1
Academics 11.7 19.3 16.7 52.3
Self rated health
Good 12.7 16.6 18.8 52.0 0.429
Bad 12.1 22.7 15.9 49.3
Branche
Service 9.7 18.4 20.0 51.9 0.514
Education/health 15.2 20.5 15.2 49.1
Industri, crafts, agriculture 3.8 15.4 23.1 57.7
Police, Defence, jail 17.0 25.5 10.6 46.8
Unknown 14.3 0.0 28.6 57.1
Colleagues
Positive Neutral Negative Not P
involved/other
Gender
Men 43.3 19.2 13.3 24.2 0.038*
Women 44.9 23.1 18.7 13.3
Age group
<40 46.0 25.3 16.1 12.6 0.894
40-55 43.3 21.0 18.8 17.0
>55 45.6 21.6 15.2 17.6
Higher education completed
Non 43.6 23.1 15.4 17.9 0.994
Short 45.1 22.6 18.0 14.3
Academics 443 21.6 17.0 17.0
Self rated health
Good 49.8 21.4 14.0 14.8 0.084
Bad 38.6 22.7 20.8 17.9
Branche
Service 40.5 23.8 19.5 16.2 0.690
Education/health 46.2 21.6 16.4 15.8
Industri, crafts, agriculture 42.3 19.2 23.1 15.4
Police, Defence, jail 57.4 17.0 6.4 19.1
Unknown 28.6 28.6 28.6 14.3

Were any changes made in your working environment in relation to your illness?

Yes Partly No Don’t P
know/other
Gender
Men 15.8 13.3 55.8 15.0 0.315
Women 11.1 19.6 54.7 14.6
Age group
<40 14.9 21.8 49.4 13.8 0.615
40-55 12.1 18.8 55.8 13.4
>55 11.2 13.6 57.6 17.6
Higher education
completed
Non 15.4 12.8 51.3 20.5 0.680
Short 11.3 15.0 59.4 14.3
Academics 125 20.1 53.4 14.0
Self rated health
Good 10.9 19.2 59.0 10.9 0.063
Bad 14.0 16.4 50.7 18.8
Branche
Service 10.8 18.9 57.8 12.4 0.553
Education/health 11.7 18.1 54.4 15.8




Industri, crafts, 7.7 11.5 53.8 26.9
agriculture

Police, Defence, jail 234 17.0 46.8 12.8
Unknown 14.3 14.3 57.1 14.3

Has the Danish Working Environment Authority carried out an
inspection at your workplace as a result of your claim?
Yes/somewhat | No Don’t P
know/not
relevant
Gender
Men 7.5 56.7 35.8 0.508
Women 8.5 61.4 30.1
Age group
<40 12.6 56.3 31.0 0.586
40-55 7.1 60.7 32.1
>55 7.2 61.6 31.2
Higher education completed
Non 5.1 64.1 30.8 0.617
Short 6.0 63.2 30.8
Academics 9.8 58.0 32.2
Self rated health
Good 7.9 59.0 33.2 0.757
Bad 8.7 61.4 30.0
Branche
Service 54 62.2 324 0.033*
Education/health 13.5 56.1 30.4
Industri, crafts, agriculture 0.0 50.0 50.0
Police, Defence, jail 6.4 68.1 25.5
Unknown 0.0 85.7 14.3
Did you feel adequately informed about the workers compensation process?
| Yes | Somewhat | No | Don’t know | P
Gender
Men 22.5 35.8 36.7 5.0 0.393
Women 22.2 28.2 42.7 7.0
Age group
<40 23.0 26.4 43.7 6.9 0.313
40-55 19.6 30.8 44.6 4.9
>55 26.4 32.0 32.8 8.8
Higher education completed
Non 23.1 33.3 38.5 5.1 0.965
Short 19.5 31.6 41.4 7.5
Academics 23.5 29.2 41.3 6.1
Self rated health
Good 24.5 29.7 38.0 7.9 0.288
Bad 19.8 30.9 44.4 4.8
Branche
Service 23.2 31.9 39.5 54 0.937
Education/health 21.1 28.7 41.5 8.8
Industri, crafts, agriculture 19.2 26.9 46.2 7.7
Police, Defence, jail 25.5 31.9 40.4 2.1
Unknown 14.3 28.6 57.1 0.0




How was it to fill out the compensation schemes?

Easy Neutral Hard Don't P
remember/other
Kgn
Men 8.3 31.7 38.3 21.7 0.024*
Women 7.9 18.4 48.4 25.3
Age group
<40 8.0 19.5 44.8 27.6 0.816
40-55 7.6 21.0 48.7 22.8
>55 8.8 25.6 40.8 24.8
Higher education completed
Non 5.1 20.5 48.7 25.6 0.905
Short 7.5 21.1 49.6 21.8
Academics 8.7 22.7 43.2 25.4
Selvvurderet health
Good 7.9 24.5 39.3 28.4 0.031*
Bad 8.2 19.3 52.7 19.8
Branche
Service 8.6 20.5 45.4 25.4 0.692
Education/health 7.6 22.2 46.8 234
Industri. crafts. agriculture 11.5 15.4 38.5 34.6
Police. defence. jail 6.4 25.5 48.9 19.1
Unknown 0.0 57.1 28.6 14.3
Did the process in relation to your workers compensation claim hinder or
delay your return to the labour market?
Yes/somewhat No Don’t know/not p
relevant
Kgn
Men 26.7 68.3 5.0 <0.001*
Women 14.2 69.9 15.8
Age group
<40 17.2 69.0 13.8 0.717
40-55 18.3 71.0 10.7
>55 16.8 67.2 16.0
Higher education completed
Non 15.4 64.1 20.5 0.356
Short 21.8 66.9 11.3
Academics 15.9 71.6 12.5
Selvvurderet health
Good 9.6 80.3 10.0 <0.001*
Bad 26.6 57.5 15.9
Branche
Service 16.2 72.4 114 0.415
Education/health 18.1 66.7 15.2
Industri. crafts. agriculture 15.4 65.4 19.2
Police. defence. jail 25.5 66.0 8.5
Unknown 0.0 100.0 0.0
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