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Strengths and limitations of this study

 ► A strategic sampling procedure is applied, which will 
provide a selection of participants with a wide range 
of experiences.

 ► Data will be analysed by multiple coders, which will 
strengthen the study’s validity.

 ► The empirical results will be combined with a nor-
mative analysis.

 ► A possible limitation of the study is that the re-
habilitation coordinators may include employees 
with a positive attitude to coordination. This will be 
over-ruled by informing the coordinators about the 
study’s inclusion and exclusion criteria.

AbStrACt
Introduction Diagnoses related to common mental 
disorders such as anxiety, depression, adjustment 
disorders and stress-related disorders are one of the 
leading causes of long-term sick leave for both women 
and men in Organisation for Economic Co-operation 
and Development countries. To increase the rate of 
return-to-work workplace involvement in a coordinated 
return-to-work process has been included in recent 
best practice guidelines. This form of cooperation is a 
complex process, involving political structures and a wide 
range of stakeholders. The study’s first aim is to describe 
facilitators and barriers to the coordination of return-to-
work from the perspectives of: (A) employees on sick 
leave due to common mental disorders, (B) employers, 
(C) rehabilitation coordinators, (D) physicians and (E) 
other stakeholders. The second aim is to identify ethical 
issues that arise in the coordination of return-to-work and 
analyse how these can be resolved.
Methods and analysis The study has a qualitative 
design using interviews with employees on sick leave due 
to common mental disorders, employers, rehabilitation 
coordinators, physicians and other stakeholders. The 
study is conducted in the Swedish primary healthcare. 
Employees, employers and rehabilitation coordinators are 
recruited via primary healthcare centres. Rehabilitation 
coordinators receive information about the study and 
those who consent to participation are asked to recruit 
employees and employers. Interview guides have 
been developed from the consolidated framework 
for implementation research and ethical values and 
norms found in Swedish healthcare, social services 
and workplace legislation. Data will be analysed with 
qualitative content analysis reflecting manifest and latent 
content, and ethical issues will be analysed by means of 
reflective equilibrium methodology.
Ethics and dissemination The study was approved 
by the Regional Ethical Review Board in Stockholm, 
Sweden ( Reg. no 2018/677-31/2 and 2018/2119–32). 
The findings will be disseminated through publication in 
scientific journals, social media, seminars and national and 
international conferences.

IntroduCtIon
Diagnoses related to common mental disor-
ders (CMDs) such as anxiety, depression, 
adjustment disorders and stress-related disor-
ders are one of the leading causes of long-
term sick leave for both women and men in 
Organisation for Economic Co-operation and 
Development (OECD) countries, including 
Sweden.1 2 Sick leave due to CMDs decreased 
between 2005 and 2010 in Sweden but started 
to rise again in 2010. In 2016, CMDs caused 
about 45% of all sick leave among women and 
32% of all sick leave among men in Sweden. 
CMDs continue to be the most common 
cause of sickness absenteeism in Sweden. Sick 
leave due to CMDs is longer and more likely 
to recur than sick leave for other diagnoses.2 
For the individual, CMDs cause suffering, 
increase the risk of social isolation and stigma-
tisation and can affect the private economy.3 
Sick leave due to CMDs, furthermore, is a risk 
factor for receipt of a disability pension in the 
future.4 For society, depression has in recent 
years become the diagnosis with the highest 
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burden due to disability, reduced work ability and years 
lost to premature deaths.3 The OECD estimated in 2013 
that the costs of CMD in terms of healthcare, social insur-
ance and lost productivity were €620 billion per year in 
European Union (EU) countries.5

The first choice of clinical treatment for CMDs is 
primarily cognitive behavioural therapy and/or phar-
macological treatment.6 These treatments have positive 
effects on symptom reduction and improved function. 
However, in our newly updated scoping review of occu-
pational health service interventions designed to prevent 
or treat CMDs among employees, we found, in line with 
results from previous studies,7 8 that the severity of symp-
toms and return to work (RTW) are poorly correlated. 
This means that even though the symptoms were reduced, 
patients did not RTW.9 These results underline the need 
to address RTW early in the rehabilitation process by 
offering treatment for symptoms and methods to facili-
tate RTW simultaneously. It is evident that, to increase the 
rate of RTW, we need to design workplace interventions 
that include cooperation between the employee on sick 
leave, the employer, the healthcare services and other 
stakeholders such as the social insurance agency and the 
occupational health services.7 10 Workplace involvement 
in a coordinated RTW process has also been included 
in recent best practice guidelines.11 However, this form 
of cooperation is a complex process, involving as it does 
both political structures and the wide range of stake-
holders mentioned above.

Reducing sick leave is a political priority in Sweden 
and elsewhere. The Swedish government has agreed on 
the work-first principle, that is, the need for measures to 
increase labour market establishment among the unem-
ployed and to increase RTW among employees after sick 
leave.

In an effort to operationalise the work-first principle, 
improve the RTW rate, prevent long-term sick leave and 
increase the involvement of the workplace, Swedish regions 
have started to appoint rehabilitation coordinators. Their 
role is to coordinate the rehabilitation process for persons 
on sick leave, regardless of cause, by, for example, involving 
the workplace in the RTW process. The coordinator func-
tion is based on the principles of care management12 and 
should include at least: (1) individual support for the 
employee on sick leave, (2) cooperation between different 
professions at the primary healthcare centre (eg, general 
practitioner, psychologist and counsellor) and coordina-
tion of treatments and (3) cooperation with concerned 
parties outside the primary healthcare, for example, with 
the employer, the social insurance agency or the occupa-
tional health service.13 Rehabilitation coordinators are 
commonly registered nurses, physiotherapists, occupa-
tional therapists or social workers. Despite the widespread 
appointment of rehabilitation coordinators in Sweden, 
it remains unclear whether a coordinated RTW process 
actually speeds up RTW. Schandelmaier and colleagues14 
suggested that a coordination of RTW results in small yet 
important benefits because it increases the likelihood of 

persons on sick leave returning to work. However, Vogel 
and colleagues15 reported no reduction in number of 
days on sick leave (compared with care as usual) when 
employees on sick leave due to musculoskeletal pain or 
mental health problems received an intervention that 
included coordination aimed at RTW for at least 4 weeks. 
In a recent observational study, Skarpaas et al16 did not 
find any results to suggest that a coordinator reduces the 
number of days on sick leave. Their explanation is that the 
evaluated coordinator intervention did not include work-
place involvement or a link to the workplace. In other 
words, the coordinators in the study primarily coordi-
nated the healthcare services received by the individual.16

To the best of the authors’ knowledge, there is a lack 
of previous research into barriers to and facilitators of a 
coordinated RTW process for persons on sick leave due to 
CMDs. Therefore, our presentation focuses on facilitators 
and barriers relevant for RTW in general.

Previous studies have identified factors that can facili-
tate RTW. These include: sufficient communication and 
cooperation between the different actors involved in 
the RTW process; the actors’ motivation and degree of 
mutual goodwill and trust17 18; and having a cooperation 
that is structured and planned.19 Another facilitator is the 
actors’ awareness of the need to reduce the stigma related 
to mental illness.20 21

A small number of qualitative studies have identified 
factors that facilitate the coordination of RTW for the 
employee. These include being treated fairly in meetings 
with the employer and/or healthcare representatives, 
giving the employee a sense of confidence in his or her 
contacts with the professionals. For example, employees 
who took part in meetings with their employer and a 
representative of the occupational health service or 
primary healthcare service in order to plan their RTW 
described how the quality of the encounter had a major 
influence on their perception of their own work ability 
and whether they were able to return to work.22 23 This is 
underlined by previous studies that have found that the 
employee’s self-efficacy and sense of confidence in rela-
tion to RTW facilitates the employee’s ability to commu-
nicate his or her workability, difficulties and resources 
during the coordinated RTW process.24 However, CMDs 
and related symptoms tend to result in low self-efficacy 
and feelings of insecurity about one’s ability to deal with 
issues such as work demands after returning to work. This 
must be taken into consideration when coordinating 
RTW for persons on sick leave due to CMDs.23

Previous qualitative studies show that factors that 
impede coordination of RTW are the different inter-
ests and views of the various stakeholders—the primary 
healthcare system, the social insurance office and the 
rehabilitation services. The employee on sick leave might 
well lose out amidst all of these.22 25 26 Another problem 
arises when the actors fail to have a common definition of 
work ability—when there may be a mismatch between the 
employee’s actual work ability and production demands, 
for example.26
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Figure 1 The CORE-project’s conceptual framework based on the framework by Rugulies (2019).37

Ethical issues
Generally, unresolved ethical issues, can also impede 
the implementation of new interventions, even if these 
interventions are warranted. The coordination of 
RTW involves cooperation between the employee, the 
employer, healthcare professionals, the social insurance 
agency and the occupational health service. The coop-
eration between these actors in the RTW process has 
been described as challenging because each actor has a 
different perspective and different interests.27 Value or 
ethical conflicts mainly relate to autonomy, privacy and 
fair use of resources.

To a certain extent the coordination of RTW requires 
compromises from all parties and therefore, almost by 
definition, implies restrictions on autonomy. These may 
well be justified. However, an unequal power balance 
between the parties can lead to unwarranted restric-
tions. Moreover, how to weigh different actors’ autonomy 
against each other is far from clear.

A number of factors are important for how participants 
experience the coordination. These are the employee’s 
health status and the risk of (self-)stigmatisation; the 
quality of communication between the employee and 
employer; and the interaction between the employee, 
employer and coworkers at the workplace.19 23 28 Such 
interaction requires information exchange about issues 
that might be sensitive, especially for the employee. 
It could also oblige the employer to share information 
about aspects of work or the work environment that might 
reflect badly on the employer. Hence, issues about privacy 
and how to weigh different privacy interests against each 
other are central.

Another potential ethical issue is how resources used 
for the coordination of RTW should be prioritised in rela-
tion to other primary healthcare resources. Primary care 
in Sweden faces great challenges with regard to priori-
tising between patients.29 When a new intervention, such 
as coordination for RTW, is introduced, it will accordingly 
have to compete with other interventions. In Sweden, 
priority setting in healthcare is required to follow an 
ethics platform based on severity of condition, effect of 
intervention and cost-effectiveness.30

Ethical perspective
The project adopts an applied ethics perspective, focusing 
on middle-level values and norms, implying values and 
norms guiding action and attitudes within a specific 
context, which in terms can be grounded in several more 
abstract ethical theories.31 In this case, there are several 
specific contexts involved: the healthcare system, the 
social services system and the workplace. To some extent, 
the ethical values and norms within the healthcare system 
is central, since the coordinating function is organised 
within this system. However, since there are differences 
in how ethical values and norms are understood within 
these different systems, it will be essential to also consider 
such differences or tensions. In Sweden, when it comes 
to the healthcare system and the social services system, 
we find established ethical frameworks, developed within 
Swedish authorities, that will be used.32 33 These focus on 
the value goals of the systems, the ethical side constraints, 
structural aspects influencing the realisation of values 
and norms, and long-term effects. For the workplace envi-
ronment, no such developed framework is available, but 
the values and norms found in Swedish workplace legis-
lation will form a starting point, for example, Work Envi-
ronment Act34 and Employment (codetermination at the 
workplace) Act.35 In all contexts, we identify values and 
norms related to autonomy, privacy, resource use, respon-
sibility and professional roles as important to explore.

objective
Sweden is in the process of implementing a coordinator 
function with the aim of improving RTW among patients 
on sick leave (irrespective of the reason for sick leave).

Whether the coordinator function is implemented as 
intended is influenced by barriers and facilitators. Strat-
egies can be developed that take identified barriers and 
facilitators into account. Successful implementation will 
result in the provision of effective treatment and care for 
employees on sick leave. In the present study, we iden-
tify barriers and facilitators on the meso-level and micro-
levels described in figure 1.

One potential barrier is values conflicts. Finding ways 
to identify and resolve value conflicts is important for 
successful implementation and for the credibility of 
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Figure 2 Flow chart describing the CORE-project's study design. CFIR, Consolidated Framework for Implementation 
Research.

the intervention. The most important conflicts tend 
to concern autonomy, privacy and fair resource use. 
However, we also explore potential conflicts related to 
issues of personal responsibility and professional roles.

Aim
The study has a twofold aim. The first is to describe facil-
itators and barriers to the coordination of RTW from the 
perspectives of: (a) employees on sick leave due to CMD, 
(B) employers, (C) rehabilitation coordinators, (D) physi-
cians and (E) other stakeholders (eg, the social insurance 
agency officer and the occupational health service). The 
second aim is to identify ethical issues that arise in the 
coordination of RTW and analyse how these ethical issues 
can be resolved.

MEthod
This study has a qualitative design using interviews with 
rehabilitation coordinators, employees, employers, physi-
cians, representatives of the social insurance agency and 
the occupational health services. These interviews reflect 
the different parties’ unique perspective on the coordi-
nation of RTW (see figure 2 for an overview of the study 
design). Qualitative methods for data collection and anal-
ysis are well suited to exploring a contemporary phenom-
enon in a real-life setting. This study protocol follows the 
recommendations of Tong et al.36

Context
Based on the conceptual framework by Rugulies,37 
figure 1 illustrates how macro-level structures (eg, work-
first principle), impact meso-level phenomena (eg, the 

Social Insurance Agency, primary healthcare and psycho-
social working conditions), which in turn impact the 
micro level (eg, employee’s health, RTW and workplace).

The framework starts with the political and social struc-
tures, in this case the work- first principle, which is inte-
grated in the social welfare regime and legal system (eg, 
the Swedish social insurance system), and the structures of 
the primary healthcare system, such as conditions related 
to the funding of primary healthcare, staff competence, 
type of employment and resources. These will determine 
the psychosocial working conditions of primary health-
care employees (job demands, management support 
and work organisation). These working conditions will, 
in turn, have an impact on the ability of patients (ie, 
employees on sick leave) to receive adequate treatment 
and coordination. This, in turn, might influence their 
health and whether they succeed in returning to work. 
The primary healthcare providers will also initiate work-
place involvement, for example, by arranging meetings 
between the employee on sick leave, his or her employer 
and the occupational health service. Hence, the coordi-
nation of RTW is a complex task and can be influenced 
by barriers and facilitators related to the different part-
ners in the RTW process: the primary healthcare services, 
the social insurance agency, the employee, his or her 
employer and the occupational health service.

The Swedish Social Insurance Agency (SSIA) is in 
charge of the administration of sickness benefits for 
persons who are not able to work due to injury or sickness. 
The social insurance system is based on the government’s 
work-first principle. Timelines have been added to the 
social insurance. For example, after day 90 of sick leave, 
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the patient should try adapted work tasks at their usual 
workplace. After day 180 and up to day 365 the person is 
entitled to sickness benefit if he or she cannot perform 
any work on the regular labour market. If a person has 
a permanently reduced work ability, they can be granted 
sickness compensation (disability pension). The SSIA is 
also in charge of the coordination of the rehabilitation 
process with other authorities that have other responsibil-
ities. Medical rehabilitation is coordinated by the primary 
or secondary care services; vocational rehabilitation is the 
responsibility of the Swedish Public Employment Service; 
social rehabilitation is provided by municipalities.

Persons on sick leave due to CMDs receive most of their 
treatment from the primary healthcare service. Their 
medical rehabilitation is conducted by, for example, reha-
bilitation coordinators appointed by the primary health-
care service. Rehabilitation with a coordinated RTW 
process has been implemented in regions across Sweden. 
The study described in this protocol is being conducted 
in three regions. Swedish regions are responsible for 
providing primary and secondary healthcare services. 
The regions included in the present study were selected 
on the basis of their size, having assigned process leaders 
responsible for supporting clinicians in primary health-
care who work with a coordinated RTW process and the 
starting time of the implementation of rehabilitation 
coordinators.

The Västra Götaland region covers 200 primary health-
care centres, of which 180 have an on-site rehabilitation 
coordinator. The implementation of the rehabilitation 
coordinators started in 2006 and was fully implemented 
in 2008. Region Uppsala has 40 primary healthcare 
centres/30 rehabilitation coordinators. A small-scale 
implementation started in 2006 and were fully imple-
mented in 2016. Region Stockholm has 210 primary 
healthcare centres/75 rehabilitation coordinators. A 
small-scale implementation started in 2012 and the full 
scale in 2015. Together, these regions cover 450 primary 
healthcare centres and 285 rehabilitation coordinators.

Selection and recruitment process
The study applies a strategic sampling procedure to 
obtain a range of opinions and experiences regarding 
the coordination of RTW. It uses the following inclusion 
criteria:

All participants should have participated in a three-
party meeting, initiated by primary healthcare, with 
at least an employee, an employer and a rehabilitation 
coordinator present. The three-party meeting should 
have been conducted at the primary healthcare centre or 
the workplace or as a telephone conference. All partic-
ipants should be able to speak and understand Swedish 
or English.

In addition, the following inclusion criteria are used to 
select employees: aged 25–65 years (the upper limit was 
chosen since the retirement age in Sweden is 67 years), 
ongoing sick leave or on sick leave for a maximum of 12 
weeks in the previous 6 months due to CMD (ie, mild to 

moderate depression, anxiety and adjustment disorder). 
CMDs are examined by a general practitioner or physi-
cian at the primary healthcare centre.

The study will include 45–55 participants grouped as 
follows: about 10 employees, 10 employers, 15–20 reha-
bilitation coordinators, about 5 general practitioners/
physicians, 5 representatives from the SSIA and 5 from 
the occupational health services. The reasons for dropout 
will be recorded, if the study participant voluntary tells 
about why he or she withdraw from the study. The recruit-
ment of participants started on 1 May 2018 and will end 
on 31 December 2019.

Rehabilitation coordinators, physicians, employees 
and employers are recruited via the primary healthcare 
centres. Managers in primary healthcare centres are 
informed about the study’s aim and the inclusion and 
exclusion criteria. Managers who consent to the study 
being conducted at their primary care centre inform the 
rehabilitation coordinator and physician, after which 
they are contacted by the first (EBB) or third author 
(TH) by telephone or at a face-to-face meeting. Rehabili-
tation coordinators who agree to participation are asked 
to recruit employees and employers. The coordinators 
receive oral and written information about the study’s 
inclusion and exclusion criteria for the selection of 
employees and employers. They are instructed to inform 
all eligible employees and employers about the study, irre-
spective of the employee’s or employer’s attitudes towards 
the coordination. After this, the coordinators approach 
eligible employees and employers about participation. 
When the employees and employers have consented to 
participate, they are contacted by the project leader. We 
also plan to recruit by advertising in local media and 
snowball sampling.

Representatives from the SSIA and the occupational 
health services are recruited by region managers. The 
project leader (EBB) and TH informed managers 
about the study’s aim and inclusion criteria. In turn, the 
managers tell eligible representatives about the study. If 
the latter agree to participate, they are contacted by the 
project leader.

data collection
Three separate interview guides have been developed 
for: (1) employees, (2) employers and (3) rehabilita-
tion coordinators, general practitioners/physicians and 
representatives of SSIA and occupational health services. 
A detailed description of the interview guides is given in 
the online additional file. The interviews are semistruc-
tured, that is, the interview guides include a predeter-
mined set of open-ended questions in two parts. The first 
part comprises questions about barriers and facilitators 
in relation to the coordination of RTW. These questions 
were developed from the Consolidated Framework for 
Implementation Research (https:// cfirguide. org/). The 
second part comprises questions about ethical values and 
norms, covering central ethical values and norms found 
in healthcare, social services and workplace legislation.32
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The interview guides start with the following definition 
of coordination:

Coordination is here defined as support to/received 
by the employee aimed at RTW and cooperation with his 
or her employer by means of a three-party meeting. The 
coordination should have been initiated by the primary 
healthcare.

The definition is in line with the Swedish Agency for 
Health Technology Assessment and Assessment of Social 
Services.13 A set of questions about background char-
acteristics, including workplace sector, size of primary 
healthcare centre and the total number of sick listed at 
the primary healthcare centre have also been included. 
The interview guide for interviews with employees 
includes a question about length of sick leave. After that, 
the guides start with an open-ended question, ‘Can you 
tell me about when you took part in coordination, aimed 
at return to work?’.

The first interview was conducted on 1 June 2018. The 
interviews are conducted by telephone or face to face at a 
place suggested by the participant, for example, a public 
space, a clinic or workplace. Focus groups are used if 
relevant. In such cases, the same interview questions are 
used. The interviews are conducted by EBB and TH. EBB 
is the project leader of the CORE-project and a regis-
tered nurse, and TH is an occupational therapist. Both 
are female, appointed as researchers, have doctorates and 
are trained and experienced in qualitative interviewing. 
At the time for the interviews, EBB and TH presented 
themselves as researchers and clinical professions.

data analysis
The interviews are digitally recorded and transcribed 
verbatim. The recordings and texts are then cross-
checked for accuracy by the authors. For the study’s first 
and second aim, a qualitative content analysis38 reflecting 
the manifest and latent content is then applied in the 
following steps: (1) the transcripts are read through to 
get an overall insight into the content; (2) the content 
is explored through open coding; (3) meaning units are 
identified, condensed and labelled with codes; (4) the 
codes are compared; (5) codes with a similar content are 
classified into categories; (6) transcripts, codes and cate-
gories are reviewed to identify the links between them, 
and participants are invited via email or telephone to 
take part of the transcripts of their own interview and to 
comment on the analyses; and (7) dependent on the rich-
ness of data, themes will be developed.

In addition to the qualitative content analysis described 
above, the second aim of the study will be further exam-
ined with a normative analysis. By means of reflective 
equilibrium methodology,39 according to which alter-
native suggestions for how to deal with ethical conflicts 
are tested against established ethical values and norms 
in Swedish healthcare, social services and the workplace. 
Strategies for how to deal with the identified ethical 
factors and problems will be developed, consistent with 
ethical values and norms.

The analyses will be performed by the research team 
and apply a multiple coding process. The initial analyses 
will be performed by one of the research team members, 
who will have the main responsibility for the analyses, in 
close collaboration with another research team member. 
In the latter phase of the analyses, all authors will discuss 
and reflect on the emerging results. The process will allow 
the analysis to be continuously discussed in the interpro-
fessional research team in order to improve rigour.36

Patient and public involvement
Patients and/or public have not been involved in the 
design and conception of the study.

dISCuSSIon
The study has a qualitative design and investigates the 
barriers to and facilitators of the coordination of RTW. It 
identifies the ethical considerations of this type of coor-
dination and strategies for dealing with barriers, facilita-
tors and ethical issues from several perspectives, namely 
employees on sick leave due to CMD, employers, reha-
bilitation coordinators in primary healthcare and other 
stakeholders. Analyses are performed by means of quali-
tative content analysis and normative analysis in order to 
explore and describe the perspectives of the various types 
of stakeholders.

The intention of the study is to contribute to the 
advancement of scientific knowledge about coordinated 
RTW. More specifically we want to understand how this 
type of coordination might be further developed in a 
way which is in line with the views and preferences of the 
various stakeholders’ perspectives as well as the ethical 
norms and values of the Swedish healthcare system, social 
services and workplace environment. Primary health-
care currently lacks a tradition of coordinating RTW for 
employees on sick leave with their employers, even though 
it is clear that the early involvement of the employer 
and/or workplace is important for increasing RTW and 
minimising the negative aspects of sickness absence. To 
increase the successful implementation of new ways of 
working (ie, coordinating RTW with the employer/work-
place), it is important to gain a better understanding of 
what factors that might facilitate or impede these new ways 
of working. The results of the study will enable us to make 
recommendations about how the coordination of RTW 
can best be facilitated in primary healthcare settings. The 
study will in addition generate a better understanding 
of how the coordination of RTW can be guided by and 
based on ethical values and norms, how it can respect 
the employee’s privacy and autonomy and how it can be 
reconciled with the fair use of scarce resources.

Considerations
In this qualitative study, participants are recruited by 
means of strategic sampling. Since it is the rehabilitation 
coordinators who recruit employees and employers, there 
is a risk if bias, that is, that the study only will include those 
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participants who have a positive attitude to coordination. 
To overcome this risk, the rehabilitation coordinators are 
told to select their eligible participants on the basis of 
inclusion and exclusion criteria and not according to the 
results of the coordination (eg, the employee returning 
to work). We are also advertising for participants that 
may, in turn, contribute to a strategic sample.

Confirmation bias, that is, a tendency to process and 
interpret data in line with one’s own experiences and 
beliefs, is avoided by using multiple coders when analysing 
the data. In addition, we ask the study participants for 
their feedback about the analysis.

The report of the study’s findings will include quota-
tions from interviews with participants in order to show 
transparency and trustworthiness, as well as the links 
between the data and the authors’ interpretations of the 
data.

EthICS And dISSEMInAtIon
All participants are told that their participation is volun-
tary, that they may withdraw at any time without giving 
any reason and that it will not be possible to identify them 
when the results are reported. Written informed consent 
must be obtained from all participants. The findings of 
the project will be published in about three manuscripts 
published in scientific journals and disseminated through 
social media, seminars with Sweden’s labour market 
parties, companies and employers, primary healthcare 
and patient organisations as well as national and inter-
national conferences. Data will be deposited at the Karo-
linska Institutet, Sweden.
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