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Abstract
Previous research indicates that work modifications can effectively enhance return to

work (RTW) at an early stage of work disability. We aimed to examine how occupational

physicians (OPs) reason about recommending early return to work (RTW) with work modi-

fications. Pre-defined propositions regarding the use of work modifications in promoting

early RTW were discussed in four focus groups with altogether 11 Finnish OPs. Discus-

sions were audio recorded, and the transcribed data were analyzed using qualitative con-

tent analysis. Five different rationales for supporting early RTW were identified: to

manage medical conditions, to enhance employee well-being, to help workplace stake-

holders, to reduce costs to society, and to enhance OP’s own professional fulfillment.

However, OPs identified situations and conditions in which early RTWmay not be suit-

able. In addition, there were differences between the OPs in the interpretation of the ratio-

nales, suggesting variation in clinical practice. In conclusion, encouraging early RTW with

work modifications was perceived by OPs as a meaningful task and, to a large extent, ben-

eficial for employees and several stakeholders. However, this practice was not accepted

without consideration to the RTW situation and context. If early RTW and work modifica-

tions are to be promoted, OPs should be offered education that addresses their views

regarding this practice.

Introduction
The likelihood of return to work (RTW) decreases rapidly with increasing duration of sickness
absence [1], therefore, prevention of unnecessary absence from work should always be a prior-
ity. Work modifications are often necessary to enable RTWwith reduced work ability. Interven-
tions at different stages of disability indicate that low cost and relatively quickly administered
interventions—such as work modifications—can be cost-effective at an early stage (< 6 weeks)
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of work disability [1]. Randomized trials have shown promising results, especially with respect
to musculoskeletal disorders [2–5], while the optimal timing and content of interventions for
mental disorders are less clear [3, 6–7].

Legislation has been changed in many jurisdictions, e.g., UK and Norway, regarding work
modifications to enable work retention instead of sickness absence [8–9]. However, physicians
may have little knowledge of their patients’ work or their contacts to the workplaces may be
limited, impeding negotiations about necessary work modifications [10–11].

In Finland, all employers must provide occupational health services (OHS) to their employ-
ees, purchasing the services from outside or arranging them as in-house services. Occupational
physicians (OPs) provide general practitioner -level medical care in addition to the statutory
preventive OHS such as work-related health surveillance. Employees may self-refer to an OP
even at an early stage of any disabling medical problem. Because statutory OHS include regular
assessments of health and safety in the workplace, familiarity with the employees’ work envi-
ronment creates an ideal opportunity to encourage early RTW by means of accommodated
work. Although both the legislation on OHS and the training of OPs support this approach,
early RTW is not a standard practice. Suggesting work modifications to the employee and
advising the supervisor either by phone or writing a recommendation relies mostly on the con-
sideration and motivation of OPs. This analysis is derived from a larger study designed to acti-
vate Finnish OPs to engage in early RTW practices [12].

The study is informed by theoretical frameworks for understanding practitioners’ behavior
change [13–15]. Adoption of new practices may be impeded or facilitated by practitioners’
knowledge of and reasoning about such practices. Previous studies have explored health care
practitioners’ views about when and how to support early RTW, and their experiences of the
barriers and facilitators of successful RTW [16–23]. However, these studies have not investi-
gated directly why they would or would not, in the first place, bring up this possibility with
employees or employers.

The aim of this qualitative study was to examine how OPs reason about encouraging early
RTW by means of work modifications, i.e., how they perceive the rationales for and meaning
of this practice. We explored the variation of OPs’ reasoning, emerging from focus group dis-
cussions. More specifically, we aimed to identify what is central for OPs in relation to encour-
aging early RTW by studying both the content of the discussions as well as areas of agreement
and disagreement between the participants.

Methods
This study is part of an educational intervention project aimed at enhancing early RTW via
OPs’ increased recommendations of work modifications among employees with musculoskele-
tal pain or depressive symptoms’ (ISRCTN74743666). Pilot interviews with four Finnish OPs
showed that participants had varied rationales for engaging in early RTW. In order to plan ade-
quate interventions to promote the initiation of work modifications, a more in-depth under-
standing of OPs’ reasoning of this practice is needed. Focus group discussions were considered
an optimal approach for this study, because they encourage the participants to prompt each
other, allowing a deeper insight into their reasoning [24–27].

Participants and Procedure
A purposive sampling approach was used in order to compose focus groups in which partici-
pants are similar enough, but have sufficient variability in order to allow for differences in

Physicians’ Views on Early Return to ModifiedWork

PLOS ONE | DOI:10.1371/journal.pone.0158588 July 1, 2016 2 / 13

TL). The funders have no role in study design, data
collection and analysis, decision to publish, or
preparation of the manuscript.

Competing Interests: The authors have declared
that no competing interests exist.



experiences and perceptions [28–29]. We aimed to recruit participants of both genders, and of
varying years of experience in OHS.

Ten OPs specializing in occupational diseases at the Finnish Institute of Occupational
Health by the time of the study were asked to participate. Twenty OPs were contacted after
they had attended a further education course related to mentoring junior OPs. They were all
approached by e-mail by the first author. Six OPs in each group agreed to participate. Time
constraints were the main reason for non-participation.

Altogether 11 OPs (7 women and 4 men) met in four focus groups, and one of the intended
participants was unable to attend. Two were all-female groups and two groups comprised both
genders. Three groups included three participants, and one group discussion was held with two
participants. The final focus group size would have been larger if all committed participants
had been able to attend; however, circumstances intervened.

The median of the participants’ job tenures in various types of OHS was 14 years (range 4 to
37 years). One participant had worked in OHS less than 5 years, three participants had 5–10
years of experience in OHS, four participants had worked in OHS 11–20 years, and three par-
ticipants had more than 20 years of experience in OHS.

The small groups ultimately allowed for in-depth discussion on the topic. We wanted to
hear physicians explain and justify their RTW reasoning to each other. All participants were
familiar with supporting RTW, and they described authentic cases which they had been
involved with personally. Focus group discussions took place at the Finnish Institute of Occu-
pational Health in Helsinki, and they lasted approximately 90 minutes. Discussions were audio
recorded and transcribed verbatim. Field notes were written after every focus group in order to
capture data on group interaction.

In order to challenge the participants to deliberate thoroughly and to express divergent
arguments about encouraging early RTW with accommodated work, we used pre-defined
propositions instead of ordinary open-ended questions. We produced five propositions on this
topic on the basis of knowledge provided in scientific literature and the pilot interviews:

1. To continue at work or to return to work early using work modifications is often more bene-
ficial than sickness absence.

2. Temporary work modifications are useful in both musculoskeletal and mental disorders.

3. It is the OP’s responsibility to initiate work modifications.

4. The supervisor’s willingness to implement work modifications depends on the personal
characteristics of the worker with disability.

5. Confidentiality of health-related issues makes the use of work modifications difficult at
workplaces.

The first author served as a moderator in all focus groups. In the beginning of the discus-
sions general information on focus group discussion was given, and the moderator empha-
sized that different points of views were appreciated. To begin with, participants were asked
to describe a case where they had been engaged in early RTW. After presenting a proposition
the moderator asked participants to state whether they agreed or disagreed with it and to
provide their reasoning for their views. Subsequent questions were used to follow up the
arguments or accounts of experiences. The moderator actively sought to elicit contrasting
perspectives to explore the rationales more in-depth. No suggestions were made to reach a
consensus in the discussions. In the end of each group discussion, participants were asked to
raise other issues related to early RTW that they considered important but which had not
been discussed so far.
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Analysis
Qualitative content analysis [28–32] led to an analytic focus on physician’s reasoning for
engaging or not engaging in supporting early RTW and their reasoning for applying or not
applying accommodated work to ensure early RTW. Transcripts from the first three focus
groups were read several times. Using a constant comparative method, preliminary categories
were defined for coding the data. Initial categories focused on what was aimed at by recom-
mending early RTW, e.g., recovery from a disease, benefiting the stakeholders, or financial ben-
efits. Further, subcategories were distinguished according to who would benefit from applying
or not applying this practice, i.e., individual employees, companies, supervisors, co-workers,
society, or the OPs themselves. Finally, five main categories (i.e., the reasons for supporting
and not supporting early RTW) and related sub-categories were developed and systematically
applied to the data of the first three focus groups. The analysis proceeded by looking for simi-
larities and differences within groups and between groups.

Preliminary explanations to account for the identified similarities and differences were
developed. Deviant cases were sought and examined. Emerging explanations were revised in
the light of disconfirming data. Finally, a fourth focus group discussion was convened. The
analysis scheme was applied to the new data. Emerging explanations were discussed by all
authors together and were found to fit, with no new categories or explanations needed. The
multi-disciplinary research team included specialists from different fields (occupational medi-
cine, rehabilitation medicine, public health, sociology, social psychology, and education).

Ethical Considerations
The study was accepted by the Coordinating Ethics Committee of Helsinki and Uusimaa Hospi-
tal District (approval number 35/13/03/00/2013). The interviews of this study were mentioned
as one sub-study of the larger intervention study (ISRCTN74743666), and the information leaf-
let for the participants regarding the interviews and the informed consent form were included in
the application and accepted by the Ethics Committee. The participants were provided with due
information about the research, and they were told that all collected data would be confidential
and anonymous. Written consent was obtained from the participants for the recording and
transcriptions of the discussions. The participants were informed that they were entitled to
request any of their comments to be erased from the transcripts later if they decided so. Nobody
made this kind of request. Confidentiality has been kept in the analytical and presentational
practices by using pseudonyms of the participants.

Results
The results focus on physician’s reasons for supporting or not supporting early RTW before
full recovery, a relatively new concept and practice in workplaces in Finland. Five different rea-
sons for supporting and not supporting early RTW are presented: to manage medical condi-
tions, to enhance employee well-being, to help workplace stakeholders, to reduce costs to
society, and to enhance OP’s own professional fulfillment.

1. Early RTW to Manage Medical Conditions
The focus of the first area of reasoning was early RTW as a management of medical conditions.
RTW can be perceived as a proactive treatment for a medical condition, e.g. minor depressive
symptoms or musculoskeletal pain. Temporary work modifications can be used to decrease
the physical or psychological exposures that are considered to have triggered or worsened the
symptoms. In this way modified work can be a sufficient cure without a need for additional
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treatment. In addition, when work modifications were not considered to enhance recovery
directly, they were seen to provide safe working conditions during recovery, medical treatment
or waiting period for examinations or treatments.

Using early RTW as a means of managing a medical condition was brought up spontane-
ously in all focus groups. However, some reservations were also expressed with regard to this
rationale. OPs emphasized that RTW that is too early may set back recovery. The groups were
unanimous that some conditions (e.g., acute psychosis or severe sciatica) are inherently unsuit-
able for early RTW. In these cases, either early RTW hinders recovery or there are no duties
which the disabled employee could perform safely and productively.

In addition, participants had divergent views of the application of this rationale. There were
negotiations within groups about whether there are some (minor) medical conditions that
should prompt an OP avoid suggesting early RTW for an employee. For example, it was stated
that employees with burnout should be categorically ruled out of the option of early RTW. In
contrast, it was argued that OPs should avoid preconceived classifications of medical condi-
tions unsuitable for early RTW.

Then you’ve got this large group of burnout, depressed and perfectionist people or supervisors
that you’ve just got to drive away from work, because they are unable to delimit their duties.
. . . To me they appear to be a group of professionals to whom you simply state that ‘your keys,
mobile phones and lap tops on the desk, please. Here is your sick note, and please close the
door behind you’. Sometimes you have to be a little bit rude.

(Bertha, group 1)

You sure should consider if it would be possible to use these temporary work modifications
− be it a question of mental disorders or musculoskeletal pain. In that sense I agree with the
proposition. Otherwise it will go pretty much case by case. But you shouldn’t categorize that
they only apply to this symptom but not at all to that one.

(Adam, group 1)

There were also negotiations within groups about whether the causes of medical conditions
determine if early RTW via work modifications is suitable.

I think that in case of mental disorders, if one is exhausted and it’s clearly caused by the job,
work modifications is the primary option. But if depression is caused by private matters, then
it’s quite difficult to arrange modified work.

(Fanny, group 3)

But on the other hand, it may be the very work community that is exactly right cure. One may
think that ‘it’s nice to be able to be at work instead of having to ponder on my private mat-
ters’.

(Hilda, group 3)

In addition, it was negotiated whether OPs should recommend organizing accommodated
work to ensure early RTW if being at work did not actively enhance recovery.

Musculoskeletal pain is often rather short-term, so in that case temporary work modifications
could be applied, or is it so? If we are dealing with a short-term worsening period, then it
might be most reasonable and effective that one is totally absent from work.

(Bertha, group 1)
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If the patient has such a condition that he/she could return to work earlier with temporary
work modifications, then I think we have a statutory duty to try to find out what the situation
is, for example, to give a call to the supervisor. I do not mean that we should push the patient
to return to work nor to try to pressure in any way the supervisor to accept that, but to tell
that this sort of work modification is possible. Surprisingly often people want to return to
work but they really are concerned if they can manage.

(Carl, group 1)

2. Early RTW to Enhance EmployeeWell-Being
The second area of reasoning focused on employees’ well-being, in contrast to the restricted focus
on the medical conditions of the previous category. Work modifications were viewed as a means
of supporting employees’ existing positive resources by creating a safe opportunity for motivated
employees to stay at work. Participants described cases, in which employees either declined sick
leave or requested termination of sick leave, because, for example, they felt frustrated at home.

In addition, early RTW was perceived as a way to prevent negative psychosocial conse-
quences of prolonged sick leaves. These consequences were e.g., reduced work motivation,
increased fears related to RTW, fear of being discharged from work, threatened position as an
appreciated member of the work community, ending up being bullied because workmates had
to do extra duties during a long sick leave, or not returning to work at all after a long sick leave.

This reasoning about enhancing employees’ well-being was brought up spontaneously in all
focus groups. However, participants had divergent views of the application of this rationale to
workers of all ages. Although reduced work motivation of workers was a common focus of wor-
ries, it was questioned whether OPs should be concerned about the work motivation of older
employees.

I sometimes stray into philosophical pondering, such as that if we are treating painful shoul-
der and a person says that ‘I sure have been working for such a long time that it would be
time for the younger to take over’, then to me it’s a clear open message about the motivating
factors.

(Bertha, group 1)

3. Early RTW to Help Workplace Stakeholders
The third rationale considered the relationship between early RTW and workplace stakehold-
ers. First, early RTW was perceived as producing financial benefits for companies. Shorter sick
leaves will help companies to keep costs at a minimum. It was stated that via temporary work
modifications the employers do not need to pay for sick leave days, and skillful employees are
doing at least some type of productive work. It was also suggested that, in the long run, compa-
nies’ expenses for permanent disability are reduced when employees with disability are sup-
ported to stay at work.

This rationale was brought up spontaneously in three focus groups. However, participants
remarked that certain types of companies, (e.g., small companies in the service sector, or com-
panies doing piecework) may not benefit financially from encouraging early RTW via modified
work. If a disabled employee is performing only a part of his/her normal service duties, fewer
customers are being served or fewer goods are being produced.

Some participants questioned the credibility of the financial benefit for the company. They
were not convinced that adequate evidence exists that early RTW will reduce company costs.
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They also pondered whether reduced company costs was an appropriate reason for early RTW
practice.

I also think about that trend, actually I haven’t thought about it earlier, but it comes to my
mind now, that probably one thing are these private OH services that make contracts with
companies. Costs need to be minimized and sick leaves are too long. And each time a company
is choosing a new private OHS provider, the marketing has been such as ‘with us your sick
leaves will fall or decrease’.

(Doris, group 2)

Controlling of sick leaves is pretty intense in some companies, and another thing is the cost of
a sick leave day. And the economy of the state is what it is, and times are tough, and nobody
should have days off now. . .

(Elsa, group 2)

The state of economy is poor, and with the private health care sector, and the production of
research evidence may have been purpose-oriented, but it may well be credible.

(Doris, group 2)

A second way early RTW was seen to affect workplace stakeholders was via the well-being
of supervisors and/or coworkers. Supervisors benefit because they do not need to organize and
advise substitute employees. Coworkers benefit because the disabled employees do at least
some duties, instead of shifting additional work load to their colleagues. It was also suggested
that work modifications enhance a sense of security in work communities. When employees
notice that the employer is committed to supporting a colleague’s work career, they may be
reassured that they, too, will be offered similar possibilities, if needed.

However, some participants expressed reservations for this rationale. It was argued that
sometimes work modifications, e.g., part-time work, will rather increase than reduce cowork-
ers’ workload. Therefore, temporary work modifications were considered as most suitable to
workplaces with reciprocity between coworkers and trust in supervisors’ justice. In addition, it
was suggested that in some workplaces accommodated work will not reduce but increase
supervisors’ workload.

A chief nurse said to me that ‘not another person with lowered work ability will be employed
in my unit. I already have difficulties in putting together shift lists because these can’t take
night shifts, and those are not capable of lifting, and this one has that limitation, and that one
has this limitation. And then you’ve got these mothers of small children who don’t want to
start their shift before 7 a.m. and need to go before 3 p.m’.

(Bertha, group 1)

4. Early RTW to Reduce Costs to Society
The focus of the fourth rationale was on the benefits of this practice to society. Early RTW was
perceived as a means of encouraging work participation. It was stated that all citizens benefit
when as many of us as possible are working and paying taxes. Thus, early RTW should always
be considered as the first option. In addition, early RTW was perceived as a means of reducing
societal costs caused by work disability. These costs are mostly related to prolonged sick leaves,
which may be prevented by work modifications.
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This area of reasoning was brought up spontaneously in all groups, but reservations for the
rationale were also expressed. It was suggested that although promoting early RTWmay be
beneficial for the society as a whole, it should not become a moral norm that oblige all individ-
uals. For example, in case an employee returning to part-time work suffers financially com-
pared to full-time sick leave, he/she should not be expected to sacrifice personal interests for
the society’s good.

It was further argued that if OPs are expected to urge all eligible employees to choose early
RTW via work modifications instead of full sick leave, some employees (e.g. persons having
overly high respect for doctors, or timid persons) may consent to an OP’s suggestion even if
they do not genuinely regard it as being in their best interest.

There always is a possibility that an individual is mistreated, and people will be treated differ-
ently. Some people are more capable of holding their own and demanding. The doctor may
become less neutral when evaluating ‘should I prescribe a full sick leave or a part-time sick
leave?’ The employee of course doesn’t have to agree with the doctor’s suggestion, but the doc-
tor can always also persuade: ‘This is a healthy and good alternative for you, and we’ll main-
tain your work ability’.

(Doris, group 2)

5. Early RTW as a Means of Professional Fulfillment of the OPs
The focus of the fifth rationale was on the OP. Promoting early RTW was described as enhanc-
ing OPs’ professional fulfillment. It was suggested that supporting an employee’s work career
in a long run by, e.g., the means of work modifications, is more meaningful than prescribing
recurrent sick leaves. In addition, the types of tasks that OPs engage in when negotiating about
work modifications with employees and employers were described as satisfying.

This area of reasoning was brought up spontaneously in three groups. However, limits of
application were also expressed. Some duties related to work modifications were seen as satisfy-
ing while other duties were experienced as demanding and stressing.

Employers are very determined. . . You may receive strong clear ultimatums from the employ-
ers about how issues must be handled. I personally feel more uncertain with employers, but
it’s always somehow easier to communicate with the patient.

(Doris, group 2)

This rationale was also questioned in another group. It was argued that professional fulfill-
ment is not a decisive factor for engaging or not engaging in early RTW. The group members
described this practice as often discouraging for an OP, because other stakeholders seldom
seem to understand its value. However, these participants reported promoting early RTW via
work modifications because they saw it as their central duty.

Sometimes I’m overcome by a feeling that an OP is trying to achieve something that neither
the patient nor the employer wants.

(Ida, group 4)

I agree. In those moments you ask yourself whether it makes any sense to try. You wonder
whose affair this is anyway, mine or?

(Gary, group 4)
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But we’ve been trained to do this. . . to support the remaining work ability and return to
work, to avoid medication, and all kinds of things. And now we have these research results
that when you are on a part-time sick leave you return to work earlier. And when you don’t
stay away from work for many years you don’t end up in retirement, and so on. Somehow I
have a feeling that employers pretty much regard this as a high-level rhetoric, and in practice
it’s another thing. . . .We are trying to do something that would benefit the employer and the
employee but neither is interested.

(Ida, group 4)

Discussion

Main Findings and Their Interpretation
Five different areas of reasoning for recommending early RTW with work modifications were
identified in focus groups discussions. For individual employees, OPs perceived early RTW
both as a means of managing a medical condition and as a means of enhancing individuals’
well-being. For companies and work communities, OPs saw early RTW as producing financial
benefits for companies and improving the well-being of supervisors and/or coworkers. For
society, early RTW was seen to increase the work participation of all employees and to reduce
societal costs related to work disability. Finally, for OPs themselves, early RTW was depicted to
enhance their professional fulfillment by providing meaningful and satisfying duties.

Our results coincide with the justifications of early RTW after work injuries. MacEachen
et al. [33] found four types of models of RTW. The physical model describes early RTW as a
form of treatment or rehabilitation. The psychological model and the psychosocial model pro-
pose that being off work is associated with various negative consequences which may diminish
the likelihood of RTW. The fiscal model focuses on societal level concerns and proposes that
early RTW is a means of reducing public costs. In addition, our participants viewed encourag-
ing early RTW as a meaningful task for themselves as OPs.

However, MacEachen et al. [33] argue that early RTW requires scientific scrutiny as it is
often presented in policy and research as an unproblematic means to enhance work participa-
tion. Early RTW policies and guidelines in various jurisdictions are based on scientific evidence
limited to certain conditions and sometimes even questionable logic about direction of causa-
tion. There is a lack of scientific knowledge on working conditions and individual health situa-
tions where early RTW is suited particularly well. Previous studies [7] have suggested that
RTWmay be more suitable in musculoskeletal disorders than in mental disorders.

The results of our study show that the interviewed Finnish OPs are familiar with the recom-
mendations for early RTW, but these are not accepted without consideration to the RTW
situation and context. OPs seem to acknowledge the various standpoints and perceptions of
different stakeholders. Even if timely return to work was emphasized, and its positive effects
were recognized for the workplace and the society, the OPs were concerned about possible
harms of early RTW for employees. In addition, it was suggested that early RTWmay be disad-
vantageous in some types of workplaces. All participants were not convinced about the evi-
dence that early RTW will reduce company costs. When discussing the societal rationale of
using early RTW, participants were concerned about the fairness of this practice. Our results
suggest that practitioners’ experiences and perceptions should be consulted when guidelines
and policies for their work are formulated.

From the point of view of training, we found especially interesting the topics which aroused
negotiations between participants. It was debated whether early RTW would be a proper treat-
ment for most medical conditions, or should be considered as the first option for employees
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regardless of age or the type of work. These considerations were even more intriguing, when
the OPs recognized their own professional fulfillment as one of the rationales around RTW.

Our results suggest that there may be a lack of knowledge among OPs with regard to the
usefulness of early RTW with work modifications in different medical conditions and various
types of work and workplaces. More education may be needed to strengthen OPs’ confidence
about when and how to use early RTW safely.

However, OPs’ negotiations about the application of early RTWmay also be interpreted as
unwillingness to expand OP role from handling mostly employees with prolonged sick leaves
to proactively encouraging for early RTW. Effective forms of education should be applied to
facilitate the adoption of this practice into OPS’ daily work. According to previous studies [34–
37] adoption of new practices among health care practitioners is enhanced when educational
interventions are based on learning methods that encourage participants’ reflection on their
present knowledge and practices.

In addition to factors related to reasoning (knowledge and understanding), the practition-
ers’ adoption of practices may be influenced by factors related to e.g., environmental contexts
and resources, social influences, and practitioners’ skills and conceptions of their professional
roles [13–15, 38–40]. For our intervention, we will look next at these barriers and facilitators of
early RTW among the participants.

Strengths and Limitations of the Study
Our study moved beyond describing the experiences of practitioners with regard to (early)
RTW to investigating their reasoning about this relatively new concept and practice in work-
places in Finland. We also used focus group data in a more versatile way than in most previous
studies. We looked at the forms of discussion, i.e., the negotiations within groups, instead of
analyzing the content of accounts only.

Qualitative research is evaluated by judging its conceptual generalizability, transferability,
and systematic and rigorous application of data gathering and analysis methods [27–30]. Con-
ceptual generalizability is generated through the identification of key elements in data that
identify ways of thinking or ‘making sense’ of situations. This type of generalizability does not
relate to representativeness of specific findings, but rather to the broader applicability of the
concepts (the notion that physicians have varied reasons for supporting and not supporting
early RTW that fall across the domains identified here). Our results describe qualitatively dif-
ferent rationales for using early RTW with work modifications and reservations for application
under each rationale.

Transferability addresses the extent to which findings are transferable to other settings. Our
sample size was small but included a variety of Finnish OPs. We propose that the types of rea-
soning identified in our analysis may be found more widely among Finnish OPs although new
types of rationales may also be identified in future studies. In order to investigate whether the
identified rationales for using early RTW are common among Finnish OPs, a survey might be
needed in the future.

To ensure systematic and rigorous application of data gathering and analysis methods, data
generation from the focus groups was planned carefully in order to answer the research ques-
tions. The principles and proceeding of the analysis are described in detail. Extracts of the data
are presented to demonstrate how the data were interpreted. The extracts were translated from
Finnish to English, and the accuracy of the translations was approved collectively.

We consider our analysis to be adequate, because it provides new knowledge, and includes
relevant information about interaction between the data and the context [28]. In addition, our
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way of investigating reasoning and the related results may also inform the planning of educa-
tional activities more generally.

This study has some potential limitations. A critical question concerning validity is whether
it is feasible to capture OPs’ reasoning about encouraging early RTW in focus groups discus-
sions. Focus group discussions are a good method for gathering data on issues that are relevant
to the participants [24–27]. However, focus group discussions are also affected by social con-
texts, e.g. by relationships between the participants. The degree of prior acquaintance and
status relations among the participants may affect whether they choose to share all relevant
thoughts, or whether they prefer to express opinions that they have learned earlier to be
‘acceptable’, and they think others want to hear or value especially. Participants may prefer
conforming with previously expressed opinions to openly disagreeing with others. Whether
they are supposed to interact with each other after the discussion, may affect their choices of
conduct during the discussion.

We suggest, however, that these concerns are minor in the present study. Participants were
of similar social and professional status within the groups. Some OPs had been workmates for
a few months, and others were familiar to each other through having participated in the same
educational events. The topic of the discussions was not especially socially sensitive for the par-
ticipants, thus strong needs to monitor one’s speech were likely not present. These discussions
might have as well occurred in the workplaces between colleagues. Expression of different
point of views was actively encouraged.

Conclusions
Encouraging early RTW with work modifications was perceived by OPs as a meaningful task
and, to a large extent, beneficial for employees and several stakeholders. However, this practice
was not accepted without consideration to the RTW situation and context. To enhance success-
ful and timely RTW, OPs should be offered education that addresses their views regarding this
practice.
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