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Purpose: People with multimorbidity face a range of barriers in healthcare, and there is 
little knowledge about their challenges with regard to return-to-work (RTW). Rehabilitation 
coordinators, a new function in Swedish healthcare, support people in the RTW process. The 
present study had two aims: to explore what problems and barriers people with multi-
morbidity experience during their rehabilitation and RTW process and to explore in which 
domains the coordinators’ support is perceived to be of importance.
Methods: Interviews were conducted with 12 persons with multimorbidity who had contact with 
a rehabilitation coordinator during their sickness absence. Thematic analysis was guided by the 
case-management ecological model; this analysis was revised and adapted to the Swedish context.
Results: The participants experienced problems in all domains of the model, namely: “the 
healthcare system”, “the labor market and the workplace system”, “the sickness insurance 
system”, and “the personal system”. Rehabilitation programs that did not accommodate 
combinations of diseases, social complexities and needs were felt to lead to worse symptoms, 
thus hindering rather than promoting RTW. An overall finding regarding support by coordi-
nators is that interventions, regardless of domain, were felt to be valuable for people with 
multimorbidity. The coordinator was perceived to give most support by providing advice 
about and coordination with healthcare and employers. Sometimes the coordinator gave 
advice and coordination regarding the Social Insurance Agency, very occasionally the 
Public Employment Services. The coordinator gave least advice and coordination about 
social difficulties that hindered rehabilitation and RTW processes.
Conclusion: People with multimorbidity perceive rehabilitation coordinator interventions as 
important in all domains investigated. Lack of advice and coordination, or rehabilitation 
programs that were not modified to the complexities of individual’s circumstances, were 
associated with prolonged sickness absence, worse health, or social risk factors not being 
recognized.
Keywords: sickness absence, multimorbidity, psychosocial difficulties, social complexity, 
rehabilitation, return-to-work, coordination

Introduction
The treatment and rehabilitation of people with multimorbidity often involves chal-
lenges and obstacles,1 and multimorbidity seems to interfere with rehabilitation and 
return to work (RTW) after sickness absence (SA).2 Multimorbidity, defined as the co- 
existence of a chronic disease and at least one other disease, functional limitation or 
biopsychosocial barrier (including psychosocial difficulties),3 increases with age, but 
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the relative majority of persons with multimorbidity are of 
working age.4 Research on multimorbidity from a patient 
perspective has been called for,5,6 centering on those of 
working age, as the scientific literature has generally focused 
on older people.7 Multimorbidity8–10 and psychosocial fac-
tors such as job strain, anxiety, depression, older age and low 
education11 are all considered as barriers to RTW, and should 
therefore be taken into consideration in the RTW process.12 

The SA can be long and the RTW process complex, espe-
cially for those with diffuse or numerous problems which do 
not neatly fit into the remit of different authorities, welfare 
organizations, and a healthcare system siloed according to 
single diseases.1,12,13 Living with multimorbidity often 
involves psychosocial difficulties that are correlated with 
increased risk of SA. These include low education, unem-
ployment, long-term effects of adverse psychosocial condi-
tions in childhood, and work-family conflicts.12,14 Other 
difficulties, especially in women, include informal caregiv-
ing for older relatives,15 children16,17 or other family mem-
bers with chronic diseases.18 Further, the complex situation 
some people with multimorbidity live with involves chal-
lenges in dealing with an array of contacts. For a successful 
RTW process, RTW coordination is recommended to 
improve the quality of the interaction between people on 
SA (regardless of disease) and the healthcare providers, 
authorities, and other contacts.19

Studies focusing explicitly on RTW interventions in peo-
ple with multimorbidity are rare, but recent systematic reviews 
have found that workplace-oriented and multidisciplinary 
interventions and programs are the most supportive for RTW 
among people with chronic diseases,20,21 who often also live 
with multimorbidity. There is a lack of research into the 
importance of RTW coordinators for people with multimor-
bidity although it has been hypothesized that they are espe-
cially important for this group.22 The literature reviews of 
RTW interventions have in general found no or only a weak 
effect of RTW programs which include coordinator 
support,23,24 whereas others stress the importance of coopera-
tion during the RTW process.25–27

Rehabilitation Coordinators
Rehabilitation coordinators (RECO) have been introduced in 
Swedish healthcare over the last 10–15 years. Their purpose 
is to facilitate RTW for people on SA. Since February 2020, 
healthcare services are obliged to offer patients on SA reha-
bilitation coordination if needed. These RECOs should sup-
port the patient in the rehabilitation process. They should 
initiate and promote coordination with healthcare services 

(for example, physicians, psychologists, health social work-
ers) and other stakeholders (for example, the employer, 
Social Insurance Agency (SIA), and the social services). 
They should also provide other support which helps the 
RTW process. RECO should also pay attention to risk factors 
in work, home and social life which might prolong SA, 
identify patients who need coordinating support, and pro-
mote equality in the RTW process.28 Most often, the RECO 
is a registered physiotherapist, occupational therapist, nurse, 
or a health social worker.

The effects of implementing RECO in healthcare are 
however still unclear, and research into the patient experi-
ence of support from a coordinator in the RTW process is 
also scarce. To the best of our knowledge, no study of RTW 
coordination from the perspective of individuals with multi-
morbidity has been carried out previously, even though these 
individuals are more likely to have difficulty coordinating 
contacts and communicating a complex situation, and to 
encounter difficulties in the rehabilitation process.

A few interview studies have looked at how people on 
SA experience support provided by RECO. They show 
that people with common mental disorders or spinal cord 
injury have found that RECOs provide stability in the 
RTW process, by for example, enhancing communication 
and collaboration and bridging the gaps between the per-
son on SA, the employer and other stakeholders.29–32 

RECO have also been found to balance relationships, 
transfer knowledge,30,32 and change attitudes about fatigue 
syndrome among employers and colleagues at the 
workplace.30 The RECO have also been described as the 
main professional persons on SA were in contact with 
during their rehabilitation, and that they provided daily 
structure, practical and mental support, as well as 
encouragement.32 However, to promote successful RTW 
coordination for the broad range of people on SA there is 
a need for more research, including into the experience of 
people with several diseases and problems.

The Case-Management Ecological Model
In an overview of systematic reviews, Bültmann and 
Brouwer point to how the scientific knowledge of work 
disability and RTW promotion has evolved during recent 
decades, from a biomedical focus on rehabilitation to 
a biopsychosocial perspective recognizing psychosocial 
factors´ significant effect on work ability and RTW rates.33 

Even though symptoms and diseases originate from 
a health condition, the authors found that the transition to 
chronic disability often depends on psychosocial factors, 
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which therefore must be taken into consideration when 
aiming to prevent long-term SA. Bültmann and Brouwer 
further address the lack of research on multimorbidity in 
relation to work disability and psychosocial factors.33

Work ability has been described as the balance between 
the individual’s work and their resources (health, compe-
tence, values), a balance that is influenced by the workplace, 
family and close community. Actions from both the worker, 
the employer, the immediate social environment and rele-
vant organizations can be effective in promoting these 
resources and thus the individual’s work ability.34 In an 
overview of conceptual work disability models, Costa- 
Black, Feuerstein and Loisel also argue for the need to 
understand how organizational and structural conditions 
impact work disability.35 They propose the case- 
management ecological model, as it has a holistic approach 
which pays attention to various social structures and 
a broader arena of social actors. This model was initially 
constructed to guide case management of work disability 
due to musculoskeletal disorders, but has been applied to 
various other medical conditions to prevent prolonged work 
disability. The model uses a biopsychosocial perspective 
that considers how multi-influencing systems may impact 
work disability, and promote a multi-problem-solving 
approach by identifying actors and factors on various levels 
in four domains around the worker:

● the personal system and coping,
● the healthcare system,
● the work place system, and
● the legislative and insurance system.35

This model has the potential to identify how both work 
and non work-related problems affect rehabilitation, and 
may help to tailor the strategies for RTW. Costa-Black and 
colleagues also suggest that how people perceive social 
support is a significant factor for the RTW process that has 
not been given sufficient attention.35 In the present study, 
the case-management ecological model provides 
a theoretical basis for analyzing what domains and specific 
problems people with multimorbidity experience as the 
main barriers, and how they experience the importance 
of RECOs’ measures and support with regard to these 
domains.

The Present Study
In this study we interviewed people on SA with multi-
morbidity who have had contact with a RECO. The first 

aim was to explore what problems and barriers people 
with multimorbidity experience during their rehabilitation 
and RTW process. The second aim was to explore in 
which domains the support of RECO is perceived to be 
of importance. The analysis is guided by the evidence- 
based and validated case-management ecological model 
previously described.

Method
In this study, data were collected through individual semi- 
structured interviews, a method appropriate for generating 
knowledge to inform social or healthcare interventions.36 

Because the COVID-19 pandemic prohibited in-person 
interviews during the data collection period, we used tele-
phone interviews as a means of data collection.

Participants and Recruitment
The participants were people with multimorbidity who had 
several contacts with a RECO while on SA during the 
winter of 2019 and spring of 2020 in Stockholm County, 
Sweden. Thirteen RECOs working at primary healthcare, 
psychiatry or addiction centers were asked by the project 
leader (VS) to send a letter about the study to three to six 
such patients each (in total 70 patients). The invitation was 
sent once, with no reminder. The letter included informa-
tion about the study and that participation was voluntary, 
the project leader’s contact information for further ques-
tions or to notify interest in participating, a consent form 
and a pre-paid response envelope. Thirteen persons replied 
with a signed consent form together with contact informa-
tion. These were contacted by the interviewer (AA), who 
informed them verbally about the study and scheduled 
a time for an interview. One person who sent in 
a content form declined to participate when contacted by 
the interviewer. The reason for declining was not having 
enough knowledge about RECO. The researchers had no 
information about those who were invited, and the RECOs 
have no information about the final participants.

The 12 participants were informed that research parti-
cipation was independent of their rehabilitation and SA, 
and that their participation and data would be treated 
strictly confidentially and not passed on, for example to 
RECOs, other healthcare staff, employers, SIA or other 
authorities. The participants’ written consent included 
publication of anonymized responses. All procedures per-
formed in the present study were in accordance with the 
ethical standards of the Swedish Ethical Review Authority 
and with the 1964 Declaration of Helsinki and its later 
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amendments and comparable ethical standards. The pre-
sent study was approved by the Swedish Ethical Review 
Authority (Dnr 2020–00403).

Interviews
A semi-structured interview guide was developed, based 
on previous literature covering RTW coordination. The 
interview guide addressed three central topics: (1) the 
patients’ SA and factors hindering their capacity for reha-
bilitation and RTW, (2) their views of the rehabilitation 
process, and (3) their experience of the support they 
received from the RECO. We also asked them about how 
they experienced being interviewed via telephone, findings 
which are published elsewhere. Each interview began by 
asking the participant to describe themselves with regard 
to for example occupation and working life. The inter-
views were conducted in a responsive manner, allowing 
the participants to speak freely about their experiences. All 
12 interviews were conducted from May through 
August 2020 and lasted 30–74 minutes each. The inter-
views were conducted in Swedish via telephone, were 
recorded and transcribed verbatim. Participants’ names, 
personal information and places were omitted from the 
transcriptions.

Coding and Analysis Process
Thematic analysis was used as it is not bound by a pre- 
existing theoretical framework and is flexible with regard 
to the choice of theory that we as researchers want to use 
in the search for patterns and themes.37 The analysis was 
conducted by VS and AA. Initially, both authors read all 
12 interviews to get an overall impression of possible 
themes in the data. After that, meaning bearing units 
were identified and sorted based on the manifest content, 
and finally condensed. Thereafter, a dialogue took place 
about how to theoretically understand the participants’ 
experiences, leading to a theoretical model for RTW that 
could reflect the different dimensions and guide the further 
analyses. The third step thus took an abductive 
approach.37,38 Six transcripts were chosen in order to 
identify preliminary themes relating to the four domains 
in the case-management ecological model, by abstracting 
and coding the condensed units corresponding with the 
two aims into different themes. AA made a first draft of 
the themes, after which VS read through the six inter-
views. There was then a joint discussion about naming 
themes and assigning units to respective themes. This 
analytical step was repeated for the remaining interviews. 

In the final step, different views within the units were 
identified, emphasizing the differing experiences among 
the participants.39 VS and AA continuously discussed the 
coding during the analysis process until consensus was 
reached and inter-coder reliability was established.40 The 
analysis process also involved some revisions of the case- 
management ecological model, which are described in the 
final discussion. Finally, the analysis was discussed with 
EF, and some clarifying revisions were made.

Results
The 12 participants, nine females and three males, were all 
living in Stockholm County, Sweden. They were or had 
been on SA for periods of 6 months up to approximately 
four years, and most were working part-time at the time of 
the interview (Table 1). All had at least two diagnoses and 
a majority described psychosocial problems affecting their 
symptoms, rehabilitation or RTW (Table 2). Most were 
still in contact with a RECO at the time of the interview.

The findings are presented in two parts, one for each of 
the two aim. For each aim, analysis was made on the basis 
of the four domains in the case management ecological 
model. During the analysis, the model was revised and 
adopted to the Swedish context, leading to adjustment in 
the domain names from the original model. This means 
that some texts in Figure 1 differ from those in the original 
figure created by Costa-Black et al.35 The revisions are 
further elaborated in the final discussion.

Problem Descriptions
Problems and barriers were prevalent in all four domains, 
with several categories within each domain (Figure 1).

The Personal System
Three categories were found in the personal system: State 
of health, Difficulties in social relationships and lack of 
social support, and Socioeconomic difficulties.

State of Health 
When describing their state of health the interviewees 
talked about somatic, psychological, neuropsychiatric and 
addictive symptoms and disorders – in varying combina-
tions (see Table 1).

Difficulties in Social Relationships and Lack of Social 
Support 
Although not common, some interviewees mentioned sexual 
abuse or other difficult circumstances during childhood. 
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This, in combination with not having support from friends, 
family or professionals, either as children or adults, had led to 
mistrust against professionals and support systems, involving 
failure to ask for or accept support that was offered.

Lack of social and emotional support from family, 
relatives and close friends, sometimes led to feeling lonely. 
Lack of support with informal caregiving was especially 
expressed by the female participants, who described 
unequal parenting where they were the main caregiver 
for children with special needs due to illness or disabil-
ities. One interviewee stated that she in practice was the 
lone caregiver for her child as her husband was periodi-
cally also on SA. Another woman described a stressful life 
in which her husband was simply a “helping hand” rather 
than an equal responsible parent caring for their child with 

neuropsychiatric disorders who required extra care. A third 
woman described lack of support for caring for a child 
with a chronic disease, who required care both day and 
night, thereby affecting her sleep.

So, what’s difficult is that my sleep problems are mainly 
external factors, and you can’t work with them that way. If 
it’s only internal stress that makes you sleep poorly, it’s 
one thing, then you can work with different things to 
change it. But I can’t change my daughter’s diagnosis, so 
to speak. (Participant 10) 

These female participants described the burden of 
informal caregiving as a barrier to their own rehabilita-
tion, as it meant living with, for example, constantly 
interrupted sleep, leading to fatigue symptoms. Another 
woman said “it was very good to be able to be honest 
and tell as it is, that it’s not just the job, or it’s almost 
not the job at all but rather what’s going on at home” 

Table 1 Sociodemographic Characteristics of the Participant (n 
= 12)

Characteristics n = 12

Gender

Female 9

Male 3

Age

Median years (range) 48 (34–50)

Sickness absence
Full-time 3

Part-time (25, 50 or 75%) 8

Returned to work 1

Duration of sickness absence

Median years (range) 1.5 (0.5–4)

Occupation

Office work 9
Manual labor 2

Unemployed 1

Married or in a relationship

Yes 6

No 6

Children

Yes 8
No 4

Contact with RECO through
Primary care center 7

Psychiatric or addiction clinic 5

Number of contacts with RECO

More than 6 8

Up to 6 4

Table 2 The Participants Self-Reported Diagnoses, Symptoms 
and Psychosocial Difficulties

Participant Self-Reported Diagnoses, Symptoms and 
Psychosocial Difficulties

1 Fatigue symptoms, depression, anxiety, partner with 

depression

2 Fatigue symptoms, chronic headache, child with 

ADHD and other problems

3 ADHD, depressive periods, tinnitus, drug addiction, 
maltreated as child

4 Sleeping disorder, pain problems, depression, 
childhood cancer survivor

5 Heart problem, anxiety, fatigue symptoms

6 Bowel disease, depression, pain problems, sleeping 

disorder, breast cancer survivor, alcohol addiction

7 Fatigue symptoms, depression, autism spectrum 

disorder, PTSD, pain problems, maltreated as child

8 Fatigue symptoms, sleep disorder, pain problems

9 Transient ischemic attack, severe headache, brain 

fatigue, prostate cancer, stomach problems, Covid-19

10 Sleeping disorder, fatigue symptoms, children with 

chronic somatic disease and mental health problems

11 Chronic fatigue syndrome, pain problems, 

rheumatoid arthritis

12 Fatigue symptoms, ADD, child with mental health 

problems
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(Participant 2) when describing how it was the diffi-
culties in caring for her multimorbid children that had 
made her more and more unable to cope with stress at 
work.

Other participants described deaths in the family, chil-
dren moving out, divorces or other crises in partner relation-
ships as having a negative effect on their self-confidence and 
mental health, thus affecting their RTW negatively.

Socioeconomic Difficulties 
Socioeconomic difficulties were described as barriers to 
rehabilitation, for example overcrowded living or not 
being able to afford public transport, making it harder to 
stay in contact with friends and family. Some described 
a constant worry about loss of income or being refused SA 
benefits. One participant described her lack of education as 
a barrier to finding work.

The Healthcare System
The two categories in the healthcare domain concerned the 
need for a holistic investigation of diseases and problems, 
and the holistic coordination of healthcare providers and 
rehabilitation.

Holistic Investigation of Diseases and Problems 
Although some participants had had their symptoms suffi-
ciently investigated, several described receiving the wrong 
diagnosis on their first healthcare visits, or not having their 
symptoms fully investigated. This was sometimes 
described as the notion that pain symptoms were psycho-
logized, that they had atypical symptoms difficult to clas-
sify, or that it was difficult to define their main problems 
because the symptoms tended to intensify each other. One 
woman described how difficult it was to decide which of 
her symptoms were most important for her work disability:

Defiance in supervisors support or working environment
Individual factors

Labor market and workplace system
Work relatedness, employees assistance plans, workplace accommodation

Personal system / Personal coping
Social network and social welfare
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C
onsequences

ofbeing
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SA
benefits

Guidance about family support
Guidance about life style changes

Worker
with work disability

Support, coordination and
communication

Rehabilitation
coordinator

Figure 1 Experienced problems for participants’ rehabilitation and RTW, and what type of RECO interventions the participants find supportive – in relation to the four 
dimensions in the case-management ecological model. The adapted model originates from the model created by Costa-Black, Feuerstein and Loisel.35
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It’s the fatigue more than anything. But I also have back 
pain problems, and periodically I can’t work because of 
that. But that’s not … I don’t think that was even men-
tioned in the sick leave procedure, if that’s what you call 
it. I haven’t brought it up with anyone in healthcare, really, 
because they can’t do anything about it. And then there are 
depression problems, or whatever you want to call them. 
It’s a pretty … I’ve had depressive symptoms for … pretty 
constantly for maybe six, seven years, but not so severe 
that it’s like super serious. But they never completely 
disappear either. (Participant 4) 

Others described symptoms being excluded from the sick-
ness certificate, or a lack of work ability assessment. Some 
felt that none of their diseases were, on their own, severe 
enough for SA, but that the sum of their symptoms had 
a significant impact on their health and work ability. They 
stressed the importance of having the cause of their symp-
toms investigated, to obtain an accurate diagnosis, and 
thus the right treatment and rehabilitation.

Holistic Rehabilitation and Coordinated Healthcare 
Providers 
The multimorbidity was described as making it difficult or 
even impossible to take part in common treatment and 
rehabilitation programs, as these most often were designed 
for individuals with single diseases. The lack of rehabilita-
tion programs that were modified to their combined dis-
eases and needs sometimes led to worse symptoms. For 
example, one participant with fatigue syndrome, autism 
spectrum disorder, PTSD, and pain problems described 
how she had to choose between a group rehabilitation 
program for pain or one for fatigue syndrome, although 
she needed both. She also described how the rehabilitation 
program did not take into consideration the magnitude and 
complexity of her current state of health which was 
a consequence of her autism:

It was a bit general, like ”Do what feels good. And you 
have to learn to get a balance. And you have to learn not to 
do too much, even if you feel you have the energy”. That 
is, it’s left to me to judge, and I’m a person who can’t 
judge … It’s very difficult for me to judge levels of 
emotions, pain, whether I have the energy or not. And 
I don’t know if it has to do with my autism, but I kind of 
don’t understand … Other people say things like “Yes, but 
today I’m home because I’m sick”, and I don’t understand 
where the boundary is for staying home. I understand that 
if I can’t even get out of bed, then I have to stay home, 
because I can’t get up. Or if I have a fever. But everything 

beyond that, I get like “OK, I guess I’ll try to get up. Well, 
that went well. I’ll try to eat. Yes, that went well”. And 
then I go all the way, and finally end up at work. And 
people can say “Oh my god, you don’t look well at all. 
Shouldn’t you go home?” “Okay, yes, I guess I’ll do that 
then.” And then I go home. So in that way, rehabilitation is 
tough when you have to take so much responsibility your-
self. (Participant 7) 

Some also had the experience of being transferred between 
different healthcare providers, as a consequence of having 
several diseases. The lack of a holistic approach made 
some feel that they were abandoned, seen as a problem 
no one wanted to handle, and that the healthcare system 
excluded them.

Several participants described having difficulty making 
themselves understood to others, or understanding their 
own needs or possible options. Having numerous physi-
cians and other healthcare contacts made it difficult to 
uphold an integrated communication with all. This 
involved different rehabilitation plans, not knowing who 
to contact, and sometimes this consumed so much time 
and energy that the rehabilitation efforts were perceived as 
hindering recovery and leading to worse health and pro-
longed SA.

Several participants described their problems with get-
ting an appointment with a physician, or repeatedly 
encountering new physicians. Some also talked about 
inexperienced physicians with poor knowledge about 
their diseases, leading to poorly written SA certificates, 
or insufficient treatment and rehabilitation.

The Labor Market and the Workplace System
Three categories were identified in this domain: Work 
environment problems, Deficiencies in employer support, 
and Difficulties in relation to the Public Employment 
Services.

Work Environment Problems 
Work environment factors were described as affecting 
RTW. These included stress, high workload, staff 
shortages, or colleagues or a manager who also were on 
SA. Participants said that they needed support in finding 
ways to make adjustment to work demands and to accept 
a new, slower work pace. Difficulty in dealing with work 
environment problems led to feelings of being a burden to 
colleagues, managers and clients.
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Deficiencies in Employer Support 
Some participants spoke about employers who did not 
have time to make an appropriate RTW plan or who 
rejected occupational healthcare even though it was avail-
able. Other difficulties were lack of support in making 
work adjustments, which caused one participant to reduce 
her working hours. Many stressed the importance of hav-
ing an employer who understood one’s situation by accom-
modating alternative work tasks. A participant who 
struggled with alcohol and drug addiction described how 
his employer threatened to fire him if his addiction 
continued.

Difficulties in Relation to the Public Employment Services 
One participant without a job to return to talked about the 
difficulty of knowing her rights vis à vis the Public 
Employment Services. She was worried about not being 
assigned a workplace for her work training program that 
was appropriate for her problems and work disabilities. 
She also felt that the officer mistrusted her motivation for 
getting a new job.

The Sickness Insurance System
The domain of sickness insurance system includes two 
categories: Difficulties in contacts with the SIA and 
Consequences of being (or being worried about being) 
refused SA benefits.

Difficulties in Contact with the Social Insurance Agency 
Interviewees spoke about the problem of getting in touch with 
their SIA officer. Those who succeeded sometimes found it 
difficult to verbalize their symptoms, difficulties or needs.

Consequences of Being (or Being Worried About Being) 
Refused SA Benefits 
Several participants worried about being refused SA ben-
efits and about the long waiting times for decisions. One 
argued that SIA “makes people more sick” (Participant 9). 
Those who had a diagnosis that was perceived to be 
caused by their social difficulties felt anxious because 
they anticipated problems regarding their application for 
SA benefits. This is because the criteria for SA in relation 
to social problems are sometimes perceived to be unclear. 
SA should be granted when work incapacity is caused by 
a medical diagnosis, which may be caused by social cir-
cumstances. At the same time, SA can be refused if work 
incapacity is caused by social circumstances while there is 
no clear medical diagnosis. Participants who had been 

refused SA benefits described financial concerns, being 
forced to RTW, and sickness presenteeism.

RECO Interventions of Importance for 
RTW
Regarding our second aim, support from RECOs was 
found to be important in all four domains in the model 
(Figure 1). The participants gave examples of the support 
they had received, or had not received, and why and how 
such support enabled their RTW process. The analysis 
showed that the RECO, depending on the participant’s 
particular situation and needs, are perceived as important 
for coordinating contacts between the different domains. 
Since many spoke about the importance of coordination 
irrespective of actor and domain, we present this as a first 
category before the four separate domains.

The Importance of a Multi-Level Coordinator
The participants experienced RECO as important for coor-
dinating the various actors they had contact with, and one 
said:

I just think that a rehabilitation coordinator … One should 
be offered to everyone who has several diseases or is on 
a long sickness absence, or … Because there are times 
when you feel that you can’t cope, that you’re on your 
knees. And it’s the social insurance agency, and it’s your 
doctor GP, and what should you say and what should you 
do? What is the most sensible thing to do? Should I? 
Shouldn’t I? So it’s great to be able to discuss it with 
someone who knows about it and has loads of experience. 
Absolutely fantastic. And by now she’s probably the one 
who knows absolutely most about me. (Participant 5) 

This participant argues that particularly persons with mul-
timorbidity or on long SA may need the support of 
a RECO because of the many different contacts which 
can be demanding to manage. Those who did not receive 
help coordinating contacts with actors in the different 
domains stressed the importance of such support and 
how lack of it made their rehabilitation and RTW process 
more difficult. One said:

And she [RECO] still hasn’t called. I guess it’s been 
problematic./ … /And it’s also a bit like, it hasn’t felt as 
if there has been any cohesive commitment, but that it’s, 
like, sporadic. That I should contact her if there’s 
a problem. I thought it would be more of a process she’d 
be involved in and keep track of throughout the journey, 
until I kind of end up somewhere. But that doesn’t seem to 
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be the case. There seems to be a lot that’s up to me to 
arrange, and that’s difficult for me, unfortunately. 
(Participant 7) 

Participants with diseases that reduced their ability to 
initiate or arrange their own rehabilitation process were 
those who most strongly expressed the need for more 
sturdy coordination and their RECO calling them for fol-
low-ups.

The Personal System
While some participants appreciated RECO’s advice, for 
example about diet and exercise in order to improve their 
health, others had become more ill after following the 
RECO’s physiotherapeutic advice about exercise.

Other forms of support in the personal system included 
providing information or coordinating contacts with other 
healthcare services or authorities in order to address psy-
chosocial factors hindering rehabilitation. When asked if 
she had received any help from the RECO regarding 
difficulties in her family situation, one woman answered:

No, well, she … I’m talking to her about it, and she was 
the one who suggested some family counseling, or some 
kind of therapist, and so on. So we discussed it a bit, and 
then she said that you could call the municipality and talk 
to them, because the municipality usually has family coun-
seling where you can go X number of times, and so on. So, 
she was the one who suggested it, that’s why I contacted 
the family counseling service. But otherwise I don’t think 
she would have been able to do much there, I think. But 
she functions like a … she functioned like a psychologist 
in the end after all, because we talked about everything. So 
that was very good. (Participant 1) 

Other participants described wanting more support with 
the social difficulties that caused ill-health and SA, and 
that the RECO did not offer such support.

The Healthcare System
RECOs were described as initiating and promoting coor-
dination within the healthcare system (for example with 
physicians, psychologists, health social workers). They 
also communicated with physicians about the participant’s 
health condition and recommended or helped participants 
to get in touch with a physician. One said that the RECO 
had “been able to book a meeting directly with the physi-
cian and that I’ve been able to get an appointment.” 
(Participant 11). RECOs also provided options for treat-
ment and coordinated different treatments. Sometimes, the 

RECO advised them to limit the number of healthcare 
contacts in order to have more cohesive treatment.

For many participants, the RECO acted as 
a psychotherapist or counselor with whom they could 
talk about anything. This was described as comforting 
and as valuable to their recovery and RTW process. One 
said that the RTW process would have “been much more 
difficult otherwise. I’m not sure if I would’ve been able to 
return to work full-time if it wasn’t for her” (Participant 9). 
Several said that the RECO increased their sense of secur-
ity in their situation, with the RECO being described as the 
person in the healthcare system they had most frequent 
contact with.

The Labor Market and Workplace System
In relation to the workplace, RECOs were described as 
helping participants to articulate their needs and inability 
to work full-time, which facilitated their communication 
with the employer. One said:

Yes, it’s that I was helped to talk to my manager in a good 
way. In a calm and composed way, I’d say. I was nervous 
on the way there, but I was very calm when I left. 
(Participant 6) 

Sometimes the RECO communicated such issues directly 
to the employer, with the participant’s approval. RECO 
could thus function as a support in the participant’s pre-
parations for meetings, as well as physically attend such 
meetings. RECOs also gave feedback about the RTW plan 
and told participants about their rights and obligations vis 
à vis their employer. This type of support was deemed 
important for the RTW process. In some cases, insuffi-
cient support from a RECO had led to participants cutting 
their employment from full to part-time, which affected 
their sickness benefit qualifying income. One interviewee 
who did not have an employment describes different 
actors having different opinions about her situation, 
when it was suggested that she should start at a new 
workplace run by Samhall, a state-owned company pro-
viding work for people with disabilities but who are able 
to work:

The rehabilitation coordinator has an opinion, which is “It 
doesn’t sound at all like it would be good for you to end 
up in that [work]place”. And Samhall says “It’s the only 
place we can offer you”. And the Public Employment 
Service says “There’s no reason for you to not go there, 
because you aren’t on full-time sick leave”. And yes, then 
I end up in a … unfortunately in a situation where I feel 
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“Well, I just have to find my way through this”. 
(Participant 7) 

This participant said she felt lonely and that she needed 
more active support from the RECO in communicating 
with the involved actors, as well as more psychosocial 
support and more responsive encounters.

The Sickness Insurance System
The participants appreciated the support they received 
with their contacts with the SIA. RECOs helped partici-
pants to express themselves in meetings with the SIA 
regarding their entitlement to SA benefits, or they talked 
directly with the SIA. RECOs also told participants about 
possible economic benefits from the SIA. Some RECOs 
suggested useful strategies, for example not to reveal 
social difficulties in their personal lives, and one woman 
said:

I also think she has a good insight into the Swedish Social 
Insurance Agency, she’s told me ‘you absolutely mustn’t 
mention anything about how hard it is at home, because 
then there won’t be any money’ [laughs]. (Participant 2) 

This referred to the possibility that the SIA might deny SA 
benefits if they perceive that a persons’ work incapacity is 
due to social difficulties rather than a medical diagnosis, 
which is the criterion for being granted SA benefits.

Discussion
The two aims of the present study were 1) to explore what 
problems and barriers people on SA with multimorbidity 
experience during their rehabilitation and RTW process, 
and 2) to explore in which domains the support of RECO 
is perceived to be of importance. Using the case- 
management ecological model as a basis, the analysis 
showed that problems and barriers as well as support, or 
lack of support, were found in all four domains of the 
model, indicating complex life situations and multiple 
factors hindering RTW, presented on multiple levels 
(micro, meso, exo, macro). This indicates the importance 
of focusing on the person’s whole life situation, not just 
their health status, when facilitating RTW for people with 
multimorbidity and psychosocial difficulties, thereby using 
a salutogenic approach in line with the work description of 
RECOs.28 The results will be further discussed and related 
to this work description.

The health and social state of the participants varied 
greatly, with different combinations of diseases and com-
plicating psychosocial difficulties affecting their RTW. 

The complexity of the participants’ problems meant that 
these were not always sufficiently identified or diagnosed. 
It also meant that participation in rehabilitation programs 
designed for single diseases, that were not modified to 
accommodate their combined diseases, complexities and 
needs, sometimes led to worse symptoms. As 
a consequence, the participants expressed the need for 
a holistic rehabilitation and coordinated healthcare provi-
ders. Other scholars have also suggested that interventions 
should have a cross-disease approach11,41 and should tar-
get disease-generic factors rather than disease-specific 
factors.42 Other important findings with regard to factors 
which hinder RTW for people with multimorbidity and 
psychosocial difficulties were the extra burden of having 
numerous healthcare contacts, and socioeconomic and 
psychosocial difficulties such as overcrowded living and 
lack of money or emotional or social support. These are all 
risk factors for ill-health,43 and here defined by some 
participants as causing their symptoms and diseases, and 
hindering their RTW process. What characterizes people 
with multimorbidity (especially those with social difficul-
ties) is living with the extra burden of stress factors which 
they are not always able to deal with.6

The main finding with regard to the second aim of the 
study was that RECO was described as being important in 
all domains. This is in line with the RECOs work descrip-
tion as coordinating contacts in all these domains.28 The 
most evident example of perceived good support was 
found in the healthcare domain, where the RECO for 
example could advise about and ease communication 
with the numerous healthcare contacts. This confirms pre-
vious research into RECO,32 and is not surprising because 
they are employed in healthcare settings. In line with 
previous studies,29,30,32 the RECO was regarded as impor-
tant for facilitating communication and coordinating var-
ious stakeholders, both inside and outside of healthcare. 
However, the RECO was perceived as providing less 
advice and coordination with regard to “the labor market 
and the workplace system” and “the sickness insurance 
system”, and very little advice in “the personal system”. It 
was evident, however, that the participants appreciated 
RECOs not only for coordinating their contacts with sta-
keholders, but also for their support with expressing their 
symptoms, problems and needs in their contacts with, for 
example, physicians, employers, SIA officers or the Public 
Employment Services. While previous studies have 
stressed that RECOs are important for information sharing, 
mediating and upholding clear communication at meetings 
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with stakeholders,30,32 our findings add that RECO can be 
important for the person on SA in the preparation before 
such contacts. This preparatory function should be taken 
into consideration in the further development of the 
RECO’s role. Participants also regarded the RECO attend-
ing meetings with stakeholders as offloading and suppor-
tive. The consequences for the participants were 
sometimes negative if the RECO did not attend, or had 
a passive approach at such meetings. As such meetings are 
often decided at short notice, the RECOs were not always 
able to join. This highlighted the need among RECOs to 
retain flexibility in their work-calendar, to be able to sup-
port people on SA at meetings.

Another main finding was that difficulties in social 
relationships and lack of social support in combination 
with multimorbidity hindered participants’ RTW process. 
Women described the extra burden of informal caring, 
especially those who had children with special needs. 
This confirms previous research.14,16,17 They also reported 
a lack of support with their children, both from RECOs 
and their partners, which also confirms previous 
findings.44 Although the RECO is supposed to promote 
gender equal rehabilitation and RTW,28 the present find-
ings suggest that more can be done to mitigate gender- 
specific factors which hinder RTW. The RECO are not 
responsible for solving gender inequality issues, or lack 
of social support in general, but the findings pose ques-
tions about how such barriers can be targeted to promote 
women’s RTW. For people with multimorbidity, and 
women in particular, social support related to the personal 
system seems to be an important aspect of the RTW 
process.

Although the participants did not receive support with 
the psychosocial difficulties which hindered their RTW, 
the RECO was described as someone they talked to 
about such difficulties. The RECO thus acted as 
a therapist, rather than coordinating or informing about 
available solutions and social support that could facilitate 
rehabilitation and contribute to RTW. Participants who 
lacked contact with, for example, a psychologist, counse-
lor or a health social worker, appreciated that the RECO 
could fulfill the role of therapist for them. We do not know 
what training or educational background the particular 
RECOs had, but they are seldom trained in psychotherapy, 
other than a basic course in, for example, motivational 
interviewing. This suggests that RECOs should be more 
active in referring patients to other professionals. One 
could also consider whether RECOs should be more active 

in directing people whose main problem is loneliness to 
patient organizations or other non-government organiza-
tions where they might be able to develop long-lasting and 
supportive social relationships.

Although the case-management ecological model was 
originally developed for RTW for workers with disability 
from musculoskeletal pain,35 we found it applicable to 
people with multimorbidity and psychosocial problems. 
The model was useful to analyze in which domains the 
described problems and RECO interventions took place. 
However, we revised and adapted the model to the 
Swedish welfare state context in three ways, making it 
more suitable for our analysis (Figure 1).

Firstly, in order to include people without a current 
job, the domain “Workplace system” was revised to 
“Labor market and workplace system”. Secondly, in an 
extensive welfare state such as Sweden, the concepts of 
legislation and insurance are relevant for all the domains 
and cannot solely be used to describe the insurance sys-
tem, as in Costa-Black, Feuerstein and Loisel’s model.35 

We therefore revised the name of the domain “Legislative 
and insurance system” to “Sickness insurance system” to 
make this domain clearer in relation to the other domains. 
Thirdly, the authors of the model associate the 
“Legislative and insurance system” with “Society’s safety 
net”, which can be problematized. From the Swedish 
point of view, society’s safety net includes, for example, 
labor laws, aspects of healthcare, as well as the various 
individual and family services provided by the social 
welfare system. We therefore changed “Society’s safety 
net” to “Economic safety net” in order to relate to the 
“Sickness insurance system”, and added “Social network 
and social welfare” (including, for example, family coun-
seling or non-financial public support to reduce the burden 
of informal caregiving) to the domain “Personal system/ 
personal coping”. By doing this, the revised model also 
includes socioeconomic and non-financial social factors of 
relevance for people with multimorbidity and the social 
difficulties that sometimes hinder their RTW.

Strengths and Limitations
While previous studies of RTW interventions often focus 
on particular diseases, a strength of the present study is the 
focus on people with multimorbidity and complicating 
psychosocial difficulties. This study adds knowledge 
about the barriers this group experience in their rehabilita-
tion and RTW process, and how social difficulties impact 
on their RTW. In particular, this study contributes to the 
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large gap in the literature regarding research into RTW 
interventions for people with multimorbidity, by adding 
new knowledge about their self-reported needs in relation 
to RTW interventions and their experience of RECO 
interventions.

However, the study also has some limitations. One is 
that the sample is restricted to one city region. Another is 
that we do not have the views of RECOs or other stake-
holders. The fact that it was the RECOs who selected the 
patients who were invited to participate in the study, 
might, for example, have led to individuals with language 
barriers or who had ended the contact early because of 
disappointment were not invited. Those who participated 
probably differ in some aspects from those who did not, 
but we do not know how.

Conclusion
People with multimorbidity and psychosocial difficulties 
experience problems and perceive rehabilitation coordinator 
interventions as important in all the domains investigated. 
The RECOs gave most advice and coordination in relation to 
healthcare and employers, and less when it came to contacts 
with the SIA and their psychosocial difficulties in the perso-
nal system, which seem to be more common among women. 
Lack of advice and lack of coordination or rehabilitation 
programs that were modified to their combined diseases and 
complexities were associated with lengthier SA, presentee-
ism, worse health or employment conditions, or the social 
risk factors for SA not being recognized.
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