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Abstract
Purpose Return to work (RTW) may be facilitated by motivational interviewing (MI), a counseling style designed to increase 
motivation towards behavior change. MI’s relevance in a RTW context remains however unclear. Exploring how, for whom 
and in what circumstances MI works is therefore necessary. Methods Eighteen people (29–60 years; sick leave > 12 weeks) 
with low back pain (LBP) or medically unexplained symptoms (MUS) participated in a semi-structured interview after one 
MI consultation. We conducted a realist-informed process evaluation to explore MI’s mechanisms of impact, its outcomes 
and how external factors may influence these. Data were coded using thematic analysis. Results Main mechanisms were 
supporting autonomy, communicating with empathy and respect, facilitating feelings of competence and focusing on RTW 
solutions instead of hindrances. Competence support was more salient among LBP patients, whereas MUS patients benefited 
more from empathy and understanding. External factors were mentioned to have impacted MI’s effectiveness and/or the 
further RTW process, being personal (e.g. acceptance of the condition), work-related (e.g. supervisor support) and societal 
(e.g. possibility of gradual RTW). Conclusions These results stress the importance of self-determination theory’s support for 
autonomy, relatedness and competence, together with a solution-focused approach when stimulating patients’ engagement 
regarding RTW. These mechanisms’ instalment during RTW counseling and their long-term impact depends on both personal 
and system-like external factors. Belgium’s social security system’s premise, based on control, might actually hinder RTW 
instead of facilitating it. Further longitudinal research could explore MI’s long-term effects as well as its complex interaction 
with external factors.
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Introduction

Work Disability and Return to Work

Work disability has become a widespread problem with 
impactful consequences for the individual and the work I. Rymenans and C. Vanovenberghe have contributed equally to this 
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context, driving social security systems to their limits. In 
Europe the number of work-disabled people increased with 
44% from 2006 (3.6 million) up till 2020 (5.2 million) [1]. 
In 2019 in Belgium, where the current study took place, 
about 10% of the active workforce (i.e. 447.867 people) 
was long-term work disabled (> 1 year absent from work). 
This involved a societal cost of roughly 8.5 billion euros in 
terms of sickness benefits alone [2] and is related to financial 
strain, emotional problems and social exclusion in work-
disabled individuals [3, 4].

Musculoskeletal (MSK) conditions, i.e. disorders in 
the locomotor system characterized by reduced physical 
functioning and pain, represent one of the largest groups 
among the work-disabled patients [5, 6]. This group includes 
patients with the diagnosis of low back pain (LBP), but 
also represents an increasing group of patients who suffer 
from medically unexplained symptoms (MUS) such as 
fibromyalgia or chronic fatigue syndrome [7]. For both LBP 
and MUS patients return-to-work (RTW) may be difficult, 
since symptoms are typically long-lasting, causing long-
term impairment from work. The longer people remain 
work-disabled, the more difficult RTW becomes [8].

RTW is a complex phenomenon resulting from a 
‘decision-making process that is influenced by behavioral 
concepts such as attitudes and self-management’ [9, p.273]. 
From this perspective, motivation for RTW is crucial and 
can be defined as the driving force behind one’s actions or 
the ‘why’ of behavior [10]. Motivation can be enhanced, for 
example through motivational interviewing (MI) [11]. MI is 
a patient-centered counseling style that focuses on promoting 
behavior change through conversational techniques. Below, 
we first elaborate on theoretical assumptions regarding the 
working mechanisms of MI, before going deeper into its 
potential use in a social security setting aiming at fostering 
RTW.

Motivational Interviewing (MI) and its Working 
Mechanisms

MI consists of four processes: engaging, focusing, evoking 
and planning. Practitioners first establish a trustful 
relationship with their patient. Next, they determine the 
focus of the consult (i.e. the desired behavior change) and 
through conversational techniques—such as affirmations, 
summaries and reflections—they evoke and reinforce 
patients’ motivation. Finally practitioners guide the patient 
in coming up with a structured action plan [11].

MI has established its effectiveness in health care 
contexts such as substance abuse care and the promotion 
of physical activities [12, 13]. A key characteristic of MI is 
its directiveness to resolve ambivalence and guide patients 
to the desired behavior change [11]. For this reason, MI 
may be particularly useful in the context of work disability, 

as patients often feel highly ambivalent towards work 
resumption. They see the value of work, but at the same 
time they perceive thresholds regarding RTW in the context 
of disease and complaints. However, only few studies 
have investigated the relevance of MI in a context of work 
disability and RTW [14–16], and much remains unknown 
about how it exactly works in this context.

There are some presumptions about how MI works based 
on evidence from other contexts. There is the technical 
hypothesis suggesting that ‘change talk’ is key [17]. Patients 
talking out loud in favor of the desired behavior change is 
predictive of actual behavior change [18]. There is however 
more to MI that works, and in parallel to this technical 
hypothesis, there is also the relational hypothesis. This 
hypothesis states that behavior change may be promoted by 
the warm and engaging, interpersonal context of MI. Active 
listening, showing empathy and reassuring are then ought to 
be active ingredients [11]. The hypothesis that the relational 
aspects in MI promote change, is strongly in line with Self-
Determination Theory’s (SDT) concept of need support, 
which is explained in more detail below. SDT may provide 
a theoretical ground to the effectiveness of MI, as the latter 
has always been conceived more as a ‘practice’ rather than 
a grand theory itself [19].

Integrating MI with Self‑Determination Theory 
(SDT)

SDT assumes that people are growth-oriented and that 
three basic psychological needs should be satisfied in order 
to create a supportive and stimulating environment [10]. 
First, the need for autonomy represents feelings of volition. 
Second, the need for relatedness refers to feeling connected 
with significant others. Finally, the need for competence 
stands for the ability to manage one’s environment and learn 
new skills [20].

SDT and MI share some common ground. Both focus 
on internal reasons for behavior change, referred to as 
autonomous motivation. People who are autonomously 
motivated want to RTW because their job is interesting 
and fun (i.e. intrinsic motivation) or it gives them purpose 
and is in line with their values (i.e. identified regulation). 
In case of controlled motivation, people feel pressured to 
RTW. They for example experience financial strain (external 
regulation) or feel ashamed towards their environment 
(introjected regulation). Evidence from SDT suggests that 
people are more likely to experience autonomous motivation 
if their basic needs are satisfied, whereas frustration of these 
needs is linked to controlled motivation [10]. In line with 
SDT, previous research showed that work-disabled people 
who felt frustrated in their needs, expected the length of 
their sick leave to be longer [21]. Furthermore, patients in 
vocational rehabilitation who perceive their practitioners as 
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need supportive, are more likely to experience autonomous 
motivation and higher well-being. This in turn relates to 
increased engagement in physical activity and a higher 
chance of RTW [22].

MI might work through SDT principles, also in the 
context of work disability. Yet this is merely a hypothesis 
that still remains to be explored. Although SDT provides a 
theoretical base for MI [23], other working mechanisms may 
also prevail. Finally, other factors can be taken into account 
to fully assure whether an intervention works besides its 
theoretical presumptions alone. In the next section, the 
importance of context is introduced and main research 
questions of this study are given.

MI in a Social Security Setting: How and When Does 
it Work?

Apart from understanding whether MI works through the 
inner, individual processes as explained by SDT [10], also 
external factors may influence the RTW process and the 
effectiveness of RTW interventions [24]. External factors 
on a personal, a meso- and macro-level [25] are for instance 
personal factors (e.g. encounters with family and friends 
or personality traits), the work environment, interactions 
between patients and stakeholders such as health care 
practitioners, and the health insurance system [9, 24].

As part of an MI pilot trial [26], we set up a qualitative 
realist-informed approach to gain in-depth insight into ‘what 
it is about MI that works, under what conditions, for whom 
and to what extent’. According to realist science, observed 
outcomes (O) of an intervention result from the mechanisms 
of impact or working ingredients underpinning an 
intervention (M), but are also shaped by the external factors 
(C) in which the intervention is embedded [27]. Realist 
science is used extensively in health services research, 
as it may help to outline the complexity of implementing 
interventions in such environments [28]. Even so, RTW 
issues are complex in nature and influenced by multiple 
determinants, being individual but also social and political. 
Disaggregating why, for whom and under which external 
conditions an MI intervention works, is necessary to fully 
grasp its potential. Using this C-M-O configuration from 
realist science, we explored the following in a subset of 
work-disabled patients who received MI in a social security 
setting:

(1)	 Which working mechanisms (M - mechanisms of 
impact) that patients perceived as helpful in the MI 
intervention and how these relate to supposed outcomes 
(O - outcomes).

(2)	 Which external factors outside of the consultations (C - 
context) could be linked to the perceived effectiveness 
of the MI intervention. We were particularly interested 

in how personal, meso- and macro-level factors related 
to the implementation of the MI intervention.

Methods

Design and Setting

We followed the Medical Research Council (MRC) process 
evaluation guidance for complex interventions [29]. The 
process evaluation was realist-informed as we looked into 
context (C), mechanisms of impact (M) and the perceived 
outcomes (O) [27]. Using a cross-sectional qualitative 
methodology, we evaluated an MI intervention that was 
part of a pilot randomized controlled trial (RCT) study in 
a social security setting [26]. The intervention consisted 
of one 15 min. consult in which MI was provided together 
with standard care. The MI intervention was delivered by a 
clinical psychologist from the public health insurance who 
has a certificate in MI. The parallel and single-blind RCT 
had an allocation ratio of 1:1 and compared patients who 
received MI plus standard care with a control group who 
received only standard care.

This MI intervention took place in the context of the 
social security system in Belgium, where there is a strong 
financial incentive to RTW. Sick-listed employees receive 
a guaranteed wage (100% covered) from their employer 
up to 4 weeks of absence. After this, the health insurance 
starts paying disability benefits, which entail 60% of 
employees’ gross salary. People in work disability can be 
summoned at their health insurance in order to evaluate 
their RTW possibilities and eligibility for receiving benefits. 
When remaining work-disabled for longer than one year, 
the benefits range from only 40–65% of the gross salary, 
depending on people’s living situation [30].

Sample and Recruitment

Participants were recruited through the initial sample of 
the abovementioned RCT study, in which the enrolment of 
patients took place based on their disability certificates at 
the health insurance. In order to gain sufficient homogeneity, 
only two diagnosis groups within a patient group with MSK 
conditions were included, being LBP and MUS. These 
diagnosis groups also contained the largest representation 
within the total group who received a consult from the 
MI-practitioner within the studied RCT  sample from 
October till December 2019 (convenience sampling). We 
reached out to 38 of those work-disabled patients. Also, 
we excluded pregnant or unemployed people or those who 
were not fluent enough in Dutch. 19 out of 38 persons we 
contacted, agreed to participate (voluntary sampling). The 
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others did not answer the phone call (11) or declined to 
participate (8) mainly because of time constraints.

Data Collection

We conducted semi-structured interviews based on an 
interview guide with open-ended questions. The interviews 
were-audio recorded and transcribed verbatim in order to 
conduct analyses afterwards. Following the aforementioned 
C-M-O configuration, we probed about the context (C), 
mechanisms (M) and outcomes (O) of the intervention 
[29]. We tried to make our wording as concrete as possible, 
which is needed to gain vivid experiences from participants. 
For example, to gain an understanding of the experienced 
mechanisms, we used wordings related to the psychological 
needs  from SDT  as probe questions. Context elements 
were probed against the personal, meso- and macro-level 
influences [25] and could relate to the private environment, 
work context, and the health insurance system among other 
factors. Outcomes related to feelings, cognitions and affect, 
but also to behavioral actions linked to RTW.

After piloting our interviews, we noticed that participants 
talked more freely about mechanisms of impact when 
probed with questions relating to SDT language (e.g., 
“Thinking back about the consultation, how did you 
experience the interaction with the practitioner?”) linking 
back to the concept of relatedness). We however made sure 
to interview as broadly as possible and allow participants 
to give their own input, in order not to risk our results to 
be biased towards a specific theoretical frame. Therefore 
we also included ‘open probes’ such as “What during 
the past consultation did you experience as satisfying or 
dissatisfying?” (mechanisms of impact), “Could you tell 
me about what the consultation has brought you to think 
or do things differently?” (outcomes), or “Could you tell 
me more about how you anticipated the consultation?” 
(context). We included the following topics in the interview 
guide: anticipation of the consultation, experiences during 
the consultation, thoughts and actions and hindrances or 
facilitators afterwards.

Data Analysis

The research team consisted of 2 trained undergraduates 
(LV and PR) and 5 researchers (CV, IR, AVdB, MDB and 
EL) with expertise in MI (CV, IR, EL), SDT (IR, AVdB) 
and insurance medicine (MDB). The initial analysis sample 
consisted of 19 interviews as these patients volunteered 
to participate [31]. Data saturation was reached as the 
interviews that were coded last, revealed no new major 
themes. Therefore we chose not to conduct any additional 
interviews. We used thematic analysis, which is ‘a method 
for identifying, analysing and reporting patterns (themes) 

within data’ and coded via NVivo 11 software [32, 33]. The 
coding process consisted of 6 different phases.

First, we familiarized with the data (phase 1) by reading 
the transcripts. LV and PR assigned initial codes (phase 
2) to all utterances from the transcripts, supervised by 
CV and EL. During peer review meetings, a selected 
set of transcripts and coding was discussed. Based on 
these discussions, LV and PR progressed with coding 
next interviews. A code book was developed, which was 
further adapted throughout the analysis process (see 
supplementary material 1). As interviews with patients 
with LBP were generally conducted first, initial codes 
on these transcripts informed further data collection. As 
collection progressed, LV, PR, CV and EL defined broader 
themes out of the data (phase 3). C-M-O configuration 
was used as a broad anchor for clustering data codes into 
more abstract themes. While going back and forth through 
the interview data, themes were reviewed (phase 4), and 
in-depth patterns were identified. When defining and 
naming themes (phase 5), members of the research team 
(LV, PR, CV and EL) were inspired by existing frames 
and theories such as SDT. Theoretical concepts were used 
as latent variables helping to identify the broader, hidden 
patterns within the data. In-depth coding, reviewing, and 
defining and naming themes was performed in iterative 
phases, also involving perspectives of other members of 
the research team (IR, AVdB, MDB). IR and CV reported 
on the data (phase 6), providing in-depth description of the 
main themes and subthemes, linked to citations allowing 
for a thick description of the results. This reporting 
was supervised by EL, and further optimized through 
discussions with other senior research members (AVdB, 
MDB).

Validity and Reliability

The quality and trustworthiness of the data was guaranteed 
by peer debriefings, auditing with senior members, peer 
review and researcher triangulation throughout the 
entire process. All interviews were coded at least twice. 
Initial coding was performed by LV and PR, supervised 
by CV and EL. Next, through iterative coding phases, 
in-depth reviewing and categorizing of data, final 
results were obtained. The diversity of the research team 
was considered to be of added value, allowing for rich 
interpretation of the data and assuring quality of coding. 
The diverse expertise involved both methodological (EL), 
as well as theoretical and practical expertise, resulting 
from different roles (both undergraduate, PhD, as well 
as senior members) and backgrounds (psychology (LV, 
PR, CV and EL), work and organization studies (AVdB), 
insurance medicine (MDB) and health care sciences (IR)). 
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CV translated the quotations into English, which was 
checked by other team members.

Ethical Considerations

The study was approved by the Medical Ethics Committee 
of UZ Gent (2019/1248) and the Research Ethics 
Committee of KU/UZ Leuven (Belgian Registration 
Number B322201941009). The RCT study in which the 
MI intervention took place was also ethically approved and 
registered under the latter number [26]. The ID number 
for its ClinicalTrials.gov registration is NCT05412537. 
Participants in this study received an information letter, 
stating they had the right to stop the interview and their 
participation in the study at any time without consequences. 
They also were reassured that data would be processed and 
published anonymously. If willing to participate, they all 
signed an informed consent.

Results

Participants

Within our sample of 19 participants, 11 experienced 
low back pain (LBP) and 8 had medically unexplained 
symptoms (MUS) (Table  1). On average, participants 

were 43 years old and work disabled for 175 days. The 
interviews were held 10–129 days (average = 47) after the 
consult at the respondent’s home and lasted between 20 
and 72 min. (average = 50).

Interview Data

The results are organized into context (C), mechanisms 
(M) and outcomes (O) (see Fig. 1). In accordance with the 
visualization of the results in Fig. 1, we will first report 
on the perceived mechanisms of the MI consultation itself 
and supposed outcomes, before going into the external 
factors that may be of influence. Whenever available, links 
between C and M/O configurations are provided, in case 
this was explicitly mentioned by participants. Sometimes 
no explicit links between C and M/O were mentioned, 
but were nonetheless included as these external factors 
were brought up during the interview in relation to the 
consultation and therefore worth elaboration.

Because the interviews were held on average 47 days 
after the consultation, sometimes the participants could 
tell us about some small steps they already had taken in 
the meantime after receiving this consult. In the part 
about the working mechanisms and how they might be 
linked to supposed outcomes, we therefore differentiated 
between proximal outcomes (PO), which were said to 
immediately have resulted from the MI intervention, and 

Table 1   Demographical and clinical information of the 19 interview participants

MUS Medically unexplained symptoms, LBP Low back pain

Participant Age Gender Days absent Diagnosis Diagnosis group Job category

1 35 Female 119 Hernia LBP Technicians and associate professionals
2 29 Female 117 Lumbago LBP Manual labor
3 29 Female 181 Hernia LBP Scientific personnel and teachers
4 61 Female 313 Lumbago LBP Scientific personnel and teachers
5 32 Female 111 Lumbago LBP Scientific personnel and teachers
6 48 Male 133 Hernia LBP Manual labor
7 35 Male 121 Sciatica LBP Manual labor
8 64 Female 163 Lumbago LBP Manual labor
9 40 Male 113 Cervical pain LBP Manual labor
10 40 Male 138 Hernia LBP Manual labor
11 60 Male 187 Sciatica LBP Manual labor
12 33 Female 127 Spasmophilia MUS Scientific personnel and teachers
13 35 Female 143 Spasmophilia MUS Service and sales
14 55 Female 180 Fibromyalgia MUS Manual labor
15 53 Female 187 Fibromyalgia MUS Service and sales
16 53 Female 498 Fibromyalgia MUS Service and sales
17 34 Female 130 Fibromyalgia MUS Scientific personnel and teachers
18 39 Female 95 Chronic fatigue MUS Scientific personnel and teachers
19 41 Female 273 Chronic fatigue MUS Clerical support worker
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Fig. 1   A visual representation that links all the themes in the data 
based on the C-M-O configuration. It starts with the MI intervention 
and which working mechanisms (M) were reported to be helpful 
during these consults, followed by their supposed proximal (PO) or 

distal outcomes (DO). Next external factors (C) are displayed. These 
represent all factors external to the MI intervention that may influence 
its effectiveness and therefore also might impact the further RTW 
process
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distal outcomes (DO), which were reported sometime after 
the consult. Where relevant, we also differentiated between 
the experiences of LBP or MUS patients.

Working Mechanisms of the MI Intervention 
and their Link with Supposed Outcomes

The data revealed four main themes when asking the 
participants about the working mechanisms they perceived 
as most triggering during the MI intervention (see Fig. 1: 
‘Mechanisms’). Sub-mechanisms are indicated in italics 
in the text and mentioned in relation to supposed proximal 
(PO) or distal outcomes (DO) of the consultation. Behind 
each quote, the number of the participant who expressed 
this, is indicated.

The Need for Autonomy

Several participants appreciated that they were given room 
for questions and to give their own input, as they were asked 
about their opinion about RTW. This appeared to increase 
feelings of pleasantness and made them more aware that 
they had a choice (PO) and were respected in their autonomy 
(PO).

“She did say: “Look, I can only recommend it”, but I 
think the final decision was still mine… I was aware 
that I was still free to choose.” (14)

Furthermore, participants stated that they were not 
directed or pressured towards work as the practitioner said 
it was okay to think about themselves first and prioritize 
their complaints. This gave them the room to determine their 
own RTW pace (PO). When asked by the interviewer if the 
practitioner was understanding about the fact that working 
full time wasn’t feasible yet, one participant answered:

“Yes, she said that I should listen to my body and 
that I must not overdo myself as this could lead to 
me dropping out completely again. It seemed like I 
could determine myself when and how I would fully 
return.” (8)

The Need for Relatedness

Participants noticed the practitioner to hear, listen and 
understand their story. This made them feel supported and 
accepted (PO).

“I had the feeling that she understood me and how my 
situation was. Whereas if you don’t feel understood, 
you don't feel supported” (15).

For patients diagnosed with MUS this basic understanding 
appeared to be even more important as they, compared to 

patients with LBP, talked a lot more about the challenges 
they faced and how their environment, for example family or 
health care practitioners, did not seem very compassionate.

“It made me a little emotional that somebody’s 
listening anyway. Because most of the times I found 
no hearing with the doctors. They didn’t seem to care 
that I said: “I’m still bothered, something’s not right”, 
but she did listen.” (6)

It was also clear from the interviews that patients 
appreciated empathy and compassion from the practitioner, 
arising from the installation of an authentic bond. The 
empathy expressed by the practitioner was surprising to 
many participants, compared to earlier experiences. They 
expected a very authoritarian and controlling style. The 
discrepancy between these expectations and what actually 
occurred, brought positive feelings (PO) and made some 
participants feel greatly relieved afterwards (PO).

“She understood my point of view and showed real 
compassion… I told her how I feel, how my life is 
right now together with my new partner and my son 
from my ex-partner. I explained her my situation and 
she could really sympathize with me.” (13)

Participants appreciated being seen as more than just an 
“incapacitated person” and being treated as equals. This 
made them feel respected (PO).

“What I remember most of all is that the vibe was 
positive, that it wasn't like "I'm a doctor and you're a 
patient and you have to listen", but that someone was 
genuinely listening (…) I felt mutual respect.” (14)

The Need for Competence

The practitioner referred to other professionals or gave 
information about possible next steps that could help 
patients’ RTW process. This tailored and offering approach 
led participants to feel encouraged (PO). In some instances 
it made participants think about some concrete next steps 
(PO), some of which were evident and easy to achieve, but 
not considered up to this point of mentioning.

“In the rehabilitation they advised to ‘wait and see’. 
But if I want clarity I shouldn't wait and see. So the 
practitioner said "go for it" and in fact she’s right…. 
Why shouldn't I just go to the doctor if I want more 
clarity?” (13)

One example is a participant talking about making an 
appointment with the occupational physician to discuss 
possible work adjustments. Ultimately this enabled the 
patient to self-manage and take charge of her own recovery 
and RTW process (DO).
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“I decided I want to go back to work and see how 
it goes. If it doesn’t work out, then I will ask for a 
consultation with the occupational physician at work. 
Maybe it would be possible for me to transfer to a 
different unit where I can work half days, as right now 
I work as a nurse in a unit where I need to do full 8-h 
shifts.” (18)

The practitioner provided positive feedback and 
reassurance, which relates to the sub-mechanism of 
affirmation. She expressed confidence in the participant’s 
abilities and the decisions or steps they had already taken in 
terms of recovery or RTW. This strengthened their belief in 
themselves (PO) and the confidence that others would also 
support them (PO).

“It gave me a little more hope or something, or trust. 
A little more confidence in the decision I’ve made, 
actually.” (4)

Patients with LBP talked more about the significance 
of the information and affirmation they received in the 
consultation, compared to MUS patients. Therefore these 
sub-mechanisms of competence support seemed more 
salient for them.

A number of participants valued that the practitioner 
normalized their situation, i.e. the process through which 
ideas are labeled as 'normal' instead of deviating. This was 
important as such, and also because this was stated in virtue 
of someone with expertise in the field. Some participants 
mentioned this gave them reassurance and the courage to 
persevere (PO).

“Well, she is not a doctor, but she knows her job and 
what she is doing. Yes, I had a good talk with her 
(…) She said: "You shouldn't worry about it. If your 
recovery takes longer, then it is longer. So be it. That's 
why you're with us.” and that reassured me.”—(10)

Solution‑Focused Approach

The practitioner, together with the patient, actively 
explored possible solutions instead of elaborating on 
perceived problems and thresholds. In a way, this approach 
characterized by a focus on solutions helped patients to 
explore other options concerning work resumption (PO), 
which may lead to taking actual steps towards RTW (DO). 
For example, one patient explored the option of consulting 
the VDAB (i.e. an authority to help people find work) 
together with the practitioner and already took action 
sometime after the consult.

"No, I immediately went to the VDAB to get more 
information about that program. In that case I would 

already have the form at hand, if I would feel ready to 
look for work again." (7)

Some participants mentioned this focus on solutions 
during the consult made them adopt more positive ways of 
coping with their problems and new experimenting (DO).

“From now on I will say more: “Whatever!” and I will 
go outside when I am having a good day. The last few 
months I have locked myself in the house too much.” 
(18)

One participant stated that she indeed looked at things 
differently after the MI consultation. Although she 
experienced an increased readiness for taking steps (PO), she 
doubted whether this effect would be of long-term because 
she usually falls back into old habits quickly.

“Whenever I talk to the doctor and I go home 
afterwards, I always feel good and have the motivation 
to do things differently. But even after one day… I go 
right back to my usual routine.” (3)

Furthermore, the practitioner asked specific questions 
related to change which seemed to facilitate patients to think 
about the future (PO).

“She asked me: “How do you see your future?” and 
that struck me like a bomb. I was like: “Wow, I really 
don’t know actually…” I had thought about that, but 
nobody never explicitly asked me that question. It’s 
different if someone asks.” (5)

However, the current study also showed that some of the 
participants did not receive this kind of question, which was 
conceived as a missed opportunity. One participant testified 
that he would have found this question valuable if it were 
asked, and maybe even more in the beginning of his work 
disability period.

“No, and that was a shame maybe. Those are actually 
things that the health insurance may inform you about 
sooner. If you get the message that you will never be 
able anymore to do your job, and you’re not even close 
to retirement, then that is something you must think 
about.” (9)

External Factors Linked to the Effectiveness 
of the MI Intervention

During the interviews participants talked about factors 
external, but with reference to, the consultation they had 
(i.e. the MI intervention) and how it may have influenced 
the process thereafter (see Fig. 1: ‘Context’). These can be 
grouped into three categories on different levels [25]: patient 
characteristics, personal environment (meso) and society 
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and RTW policies (macro). These factors could work in 
two opposite ways simultaneously. On the one hand they 
were said to facilitate the supposed positive impact of the 
consult and/or the RTW process thereafter, on the other hand 
they were often found to be impeding this process. Below 
these external factors (C) are elaborated in relation to their 
linkages with either mechanisms (M) or outcomes (O) of the 
MI intervention. Also directionality (facilitating/impeding) 
of these external factors is given.

Patient Characteristics

Some participants described themselves as ‘not being 
a quitter’ and assumed their resilient characteristics to 
facilitate their RTW process, which helped them through 
difficult moments. Yet, this personal trait of being persistent 
also seemed to have a negative influence, as people felt 
guilty or felt like a failure for not working.

“I was always busy, 24/7, day in day out. And now 
sometimes the pain gets too heavy. Then I am even too 
tired to pick up my son and I feel like a failure. I feel 
very guilty about that. So I must go back to work, it’s 
something that I impose on myself.” (1)

Patients mentioned that focusing on the positive kept 
them going and talked about how acceptance of their 
condition was necessary for them to leave some things 
behind and move on. It could be a first step in the decision 
to RTW or to change jobs (PO).

“Yes, I think that if you feel good about yourself, you 
will get much further. I'm not saying now if there is 
something really medical, something that can't be 
fixed, but even then. Positive thinking does help you 
to rehabilitate, I think.” (11)

Some participants reported worries concerning RTW​
. First, a social component of the fear of regaining 
professional activities was present, as patients reported to 
fear other’s opinion. LBP patients mainly feared that going 
back to work would make the pain worse, which in turn 
increased their fear of relapse.

“Yes, I am afraid that I will have to give up again. I 
don't want to give up, that's why. (…) Yes, because I 
would really like to work but I am afraid of what a full 
day's work will bring.” (3)

Among MUS patients fear was also present, but this 
rather took the form of not being believed or not being taken 
seriously by the practitioner.

“At some point I started thinking to myself: “Is it 
something between my ears?” Now I dare to come 

forward with it, but before I kept silent because yeah… 
there was nothing you could physically see about me. 
Whereas when your broken leg is in a plaster, people 
immediately understand that you’re not able to walk 
very well.” (16)

Some mentioned that this fear hindered their RTW 
process (DO), but it also seemed to shape their expectations 
of the consultation. MUS patients reported that they 
expected that they would have to defend themselves during 
the consultation and prove that they are really sick. This 
feeling seemed to be reinforced by their fear of not being 
believed.

"Well, I was a bit prepared because it said on the 
invitation that it was with the social security physician. 
I thought “I'm going to have to defend myself a bit 
here.” (3)

Patients with LBP particularly expected to be forced 
back to work too early. This reinforced their fear of the pain 
worsening and therefore relapsing if they would RTW.

“I expected that it would be more of a push to get to 
work. But… it went different than I expected actually.” 
(7)
"So I'm very afraid of dropping out again, I'm afraid of 
having such a bad week that it doesn't work out… and 
they're not going to understand that." (2)

It seemed that certain worries concerning RTW might 
not only have contributed to patients’ expectations of 
the consult, but also the other way around, as these 
expectations were also said to reinforce for example fear 
of relapse in case of early RTW. Also, because of previous 
negative experiences, many participants expected not to be 
understood and to feel a certain distance between them and 
the practitioner. For some these negative expectations were 
readily corrected after the MI consult, which turned out to be 
positive. An MI approach was surprising to them, and it gave 
them the feeling of being calmer (PO). If in the future they 
would get summoned again at their health insurance to have 
a consultation, they will probably feel more at ease (PO), 
which in turn could facilitate the actual consultation then.

“It was a positive conversation. I did go out there with 
a really good feeling. Next time, if I'm sick for a long 
time and I have to go back for an evaluation, maybe I 
won't be scared anymore.” (14)

In addition, particularly participants with MUS reported 
to be sensitive to stress. Consequently, not being able to go 
to work gave them the feeling of having more space (PO). 
This was beneficial for their recovery process (DO) since 
they believed that stress heavily affected their physical 
complaints. As some said, this perceived sensitivity lowered 
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their readiness to go back to work, and possibly, this may 
have made them more resistant to change.

“In any way, being home is… having so much less 
pressure. The pressure of going to work, the pressure 
of coming home on time, preparing food and so on. 
Going back to work means getting back in a routine, 
with work pressure. Well… I don't have to deal with 
that now…” (16)

Personal Environment

Most participants mentioned they experienced some kind of 
personal pressure to go back to work. Due to financial strain 
they considered RTW (PO), and some even mentioned being 
pressured by their partner to go back to work. Experiencing 
this pressure brought about negative feelings (PO) which can 
hamper the RTW process (DO).

“I have to work and I have to make money. The money 
I receive now is two times nothing. It’s just me and my 
two little kids… right now I need to use my savings to 
make ends meet.” (5).
“My husband kept asking me when I would finally 
return to work again. But if I am not capable of it… I 
can’t do magic.” (1)

Having to take care of young children was said to be 
hindering, as they require lots of attention and therefore 
participants were being hampered to take sufficient care 
of themselves (PO). Especially patients with LBP found 
childcare physically challenging because of the lifting and 
picking them up.

“I think that is one of the reasons why my recovery 
is not going so smoothly compared to someone else. 
I still need to lift my kids and stuff. And then I make 
certain movements that I’m actually not allowed to 
yet and should rather avoid. But that’s impossible to 
do…” (1)

Most participants indicated they felt supported by their 
family and friends. They did not mention this to have an 
influence on faster RTW itself, but rather on the general 
feeling of acceptance and well-being (PO).

"But there are also days when I just can't get ahead, 
and just someone saying: “How are you, did you have 
a good day, did you have a bad day?” that's important 
to me.” (2)

The participants reported that other on-going life 
events, out of their control, heavily impacted their RTW 
process (for example a cancer diagnosis or major changes 
at home). These events became priority and hindered 
participants to think about RTW.

“I had surgery in February after I was diagnosed with 
cervical cancer, so it has been hard. You can imagine 
my back pain became less of an issue for me.” (1)
“I got sick when there were constructions going on 
at home, so I wasn’t able to finish the floors upstairs. 
That was a very stressful period, as I also had to pass 
some performance tests at work around that time.” (1)

Some participants expressed that having an adequate 
diagnosis was necessary for them to start treatment. 
Especially MUS patients mentioned going through this 
whole process of searching for a diagnosis, which slowed 
down their RTW process (DO).

“I think I will only be able to make the click in my 
head when I have my real diagnosis. Now all I can 
do is wait since the doctors say they’re not 100% sure 
yet.” (18)

A good atmosphere at work and support from colleagues 
or the employer were being missed by the participants. If the 
contact with the work environment was perceived as positive, 
this increased the readiness of participants for taking 
steps towards RTW (PO). In contrast, a lack of support at 
work hindered the communication between the sick-listed 
employee and the employer (PO), which in turn seemed to 
slow down the RTW process (DO).

“The atmosphere at work is amazing and that makes a 
difference. That was one of the reasons why I felt like 
getting back to work.” (1)
“No one, including my team leader, has contacted me 
and asked if things are going well. That’s just how they 
are… You are a number there.” (17)

Adjustments at work differed from changes in the tasks 
people have to adjusted glasses, adapted working hours, 
attention for ergonomics etc. If there was the possibility at 
work to take some adjustments into account, this seemed 
to increase the willingness to RTW (PO). One participant 
mentioned that, after the consult at the health insurance, 
she decided to contact her occupational physician to discuss 
work adjustments if her return wouldn’t go smoothly (DO).

“I decided I want to go back to work and see how 
it goes. If it doesn’t work out, then I will ask for a 
consultation with the occupational physician at work.” 
(18)

Society and RTW Policies

Participants indicated some negative aspects about the 
operations at their health insurance. A lot of administrative 
procedures are required to receive benefits. Together with 
a lack of information and communication, these were 
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perceived as thresholds that hampered them from focusing 
on their recovery instead (DO).

“In 1 week, I had to call 4 times and stop by the office 
2 times. Eventually I ended up at my neighbor who 
works at my health insurance and she helped me with 
all the paperwork. And then they say you should rest 
and relax….” (12)
“I think they should cooperate more, the surgeons, 
the health insurance and the companies. The brochure 
of my health insurance says: reintegration to work 
happens in joint consultation… but in reality you have 
to figure everything out all by yourself.” (6)

Participants also reported that the possibility of gradual 
RTW​ was helpful. The Belgian RTW policy allows work-
disabled patients to gradually build up their working hours, 
allowing them to resume at a more comfortable pace. This 
seemed to lower the threshold for RTW (PO), especially 
for workers who had a physically or mentally demanding 
job. Notably, gradual RTW is also beneficial for employers 
as they don’t have to pay guaranteed wage again if the 
employee relapses.

“I thought it was very positive that she suggested this 
half-time return to work. …. I hadn't thought about 
that yet and it certainly influenced my choice. That 
conversation made me feel more secure.” (6)

Health insurance practitioners are often seen as the 
gatekeepers of the social security. The controlling aspect 
that is thus inherently present in this system, seemed to have 
a persistent influence on how work-disabled patients engaged 
in a consultation with their health insurance practitioner. 
This was also influenced by beliefs in society about the 
necessity to make an active contribution. Some participants 
mentioned that being work-disabled gave them the feeling 
of being stigmatized as opportunistic and lazy, which in turn 
made them feel ashamed (PO).

“Going to my health insurance was nerve-wrecking 
because you hear all these stories… Also my family 
members are farmers so there’s only one thing that 
counts: working hard if you want to achieve something 
and no complaining. Now I have this chronic condition 
myself and I feel like I am also one of these lazy 
people.” (8)

Discussion

We conducted a realist-informed process evaluation of 
an MI intervention to promote RTW in a social security 
setting. Through interviews with work-disabled patients 
who received an MI intervention, insights were gained on 

the working mechanisms (M) underlying its effectiveness. 
Participants also reported how these mechanisms contributed 
to supposed outcomes (O), both proximal (e.g. positive 
feelings after the consult) and distal (i.e. further steps or 
changes in the RTW process). Finally the data provided 
insights on external factors (C) that were reported to either 
negatively and/or positively influence the MI intervention, 
its effectiveness and/or the further RTW process.

Working Mechanisms of the MI Intervention 
and their Link with Supposed Outcomes

From the data four major themes emerged that were 
mentioned as possible working mechanisms of MI in a 
context of RTW. Three of them refer to SDT’s basic needs, 
which is in line with the relational hypothesis about MI’s 
working ingredients [17]. The final working mechanism 
seemed to relate to a solution-focused approach.

First, participants mentioned that their need for autonomy 
was satisfied by the practitioner leaving them room to give 
their own input and opinion, and allowing them to ask 
questions. Not feeling pressured gave them the chance 
to determine their own RTW pace. This was especially 
pleasant for LBP patients as they feared relapse and expected 
to be forced back to work. The relevance of autonomy 
is something that was not that specifically reported by 
participants from another qualitative study which analyzed 
the experience of Norwegian sick-listed workers with MI in 
the RTW process [34].

Providing understanding, empathy and equality seemed 
to satisfy patients’ need for relatedness. Particularly 
MUS patients found this helpful, probably because there 
is no medical proof that can legitimize their complaints 
which makes their environment skeptical and maybe less 
compassionate. Patients were surprised by the practitioner’s 
empathy as they did not expect to experience such an 
authentic bond, which was even more reinforced by the 
mutual respect that patients perceived. Given these positive 
experiences, our results show that a 15 min. MI intervention 
may have similar effects as two MI sessions of 60 min. each 
in a context of RTW, as reported in another study [34].

Lastly, the need for competence seemed to be supported 
through the provision of tailored information and 
affirmations, and normalizing patients’ situation. Particularly 
information about gradual RTW was seen as valuable. 
This complements the results of Foldal et al., in which the 
importance of personalized feedback for adjusting RTW 
strategies was reported, together with normalization about 
patient’s legitimacy for being work-disabled and therefore 
receiving benefits [34]. For our participants normalizing 
their RTW pace seemed more salient. Receiving affirmation 
and tailored information, e.g. in regard to gradual RTW 
or adjustments at work, appeared more salient for LBP 
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patients. A possible explanation is that MUS patients were 
more in need of being heard, as their complaints tend to 
be minimalized more by their environment. On average 
LBP patients seemed to show a higher readiness for RTW, 
perhaps because they did not need to tackle people’s 
skepticism or were in search for a diagnosis. Therefore they 
may have benefited more from these ways of competence 
support compared to MUS patients.

Notably, evidence on SDT in health care shows 
that providing autonomy support, conceptualized as 
‘acknowledging perspective, providing choice, responding 
to the other’s initiations, providing relevant information 
and minimizing control’ [35, p. 92], is a way to satisfy the 
need for autonomy, but also for competence and relatedness 
[36]. While SDT describes how autonomy support can 
be conceptualized, MI provides health care practitioners 
with conversational techniques that can be used to support 
patients’ autonomy in a practical way [19, 23]. Providing 
autonomy support may compensate for the detrimental 
effects of social security’s controlling nature, since 
autonomy is the opposite of control.

A fourth mechanism, solution-focused approach, related 
to exploring other RTW options and reflecting on possible 
changes in the future. It can be linked to Solution-Focused 
Brief Therapy (SFBT) [37], which suggests avoiding the 
language of talking about problems since it has an inhibiting 
effect, and to focus on solution talk instead. SFBT also builds 
on inner strengths of patients which is in line with both MI 
and SDT [10, 11]. Because of this common ground it could 
be interesting to integrate solution-focused counseling with 
principles from SDT and MI in a context of RTW.

Notably, participants mentioned that the consultation 
went different than they expected, which brought about 
positive feelings of understanding and acknowledgement. 
They for example expected to be controlled and forced 
back to work, instead they felt an authentic bond with the 
practitioner and were affirmed that their recovery pace is 
okay. This relates to the findings of Marcus and colleagues 
in which patients with generalized anxiety disorder also 
described that MI deviated from their initial expectations 
[38]. Perhaps the effectiveness of MI in a social security 
setting may be largely due to this discrepancy between 
negative expectations and reality, resulting in a strong 
‘contrast’ effect, which already after a 15 min. consult 
seemed to promote positive outcomes.

External Factors Linked to the Effectiveness 
of the MI Intervention

Some factors external to the MI intervention were found 
to have a facilitating and/or hindering impact on its 
effectiveness and the further RTW process afterwards. At 
a personal level these consisted of characteristics that may 

either hinder or facilitate (motivation during) the RTW 
process [39], such as acceptance of the condition, the trait 
of resilience, sensitivity to stress and worries concerning 
RTW. LBP patients expected to be forced back to work 
which related to their fear of increased pain in case of RTW, 
potentially causing relapse. This relates to the concept of 
fear-avoidance behavior, i.e. when patients avoid certain 
activities as they believe this would drastically increase 
their pain, which is predictive of a longer period of work 
disability [40]. An intervention study showed that education 
and counseling on pain management and physical activity 
promotes faster RTW [41]. Thus practitioners could use MI 
to provide their patients with these insights and point at the 
possibility of gradual RTW to reduce fear of relapse.

MUS patients wanted to find a diagnosis first in order to 
receive adequate treatment, which hampers their readiness 
for RTW. This search for a diagnosis relates to their fear of 
not being believed by the practitioner, which made them 
adopt a defensive attitude during the consultation. To have a 
‘real’ medical condition can be important for MUS patients 
to gain credibility from their environment, but also from 
society regarding the entitlement to receive benefits since 
an official diagnosis is a prerequisite [42]. This premise 
of the Belgian social security system creates a controlling 
environment, which contradicts the evidence from SDT that 
stresses the importance of an autonomy-supportive health 
care climate [36]. Referring to what has been mentioned 
before about how autonomy support may compensate for this 
controlling environment, the reversed relation may also be 
true as the effectiveness of MI and autonomy support may be 
partially countered by this. This remains yet to be explored.

Several external factors at a meso- or macro-level were 
found to influence patients’ motivation and decision-
making in the RTW process. Participants expressed that 
missing the good atmosphere or support at work, made them 
wanting to return. Also the work environment’s flexibility 
about work adjustments was found positive. The literature 
confirms the positive influence of these factors relating to 
the work environment [39] and they could facilitate patients’ 
autonomous motivation for RTW. In contrast, participants 
also mentioned experiencing pressure to go back to work, 
i.e. controlled motivation [10]. Internal pressure was caused 
by guilt or shame for being work-disabled, reinforced by 
societal beliefs on the necessity to actively contribute. 
Social norms regarding RTW can indeed determine 
patient’s motivation for RTW [9]. External pressure for 
RTW manifested itself as financial strain or pressure from 
the partner. A previous study found that these types of 
controlled motivation can facilitate faster RTW [21], which 
contradicts empirical evidence from SDT in the context of 
work and health care [10]. This again shows how atypical the 
social security setting is, which is probably reinforced by its 
controlling nature. However, it is questionable whether this 
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faster RTW due to controlled motivation leads to sustained 
RTW.

Life-changing events, such as a cancer diagnosis or 
construction works at home, were being prioritized by 
participants, which relucted them from thinking about 
possible steps towards RTW. Although the aim of a 
consultation with a health insurance practitioner is to discuss 
RTW, patients may not always have a request for help 
regarding RTW as they’re being summoned there. Therefore 
it remains important to explore which goals or requests 
for help patients have, which is in line with the process 
of ‘focusing’ in MI [11]. Together with the follow-up of 
administrative procedures and the lack of communication 
and coordination between stakeholders, it seems that 
external factors on different levels can hinder work-disabled 
patients from focusing on their recovery and RTW process.

Practical and Theoretical Contributions

MI may help to tailor RTW counseling to the needs 
of particular groups (e.g. LBP versus MUS patients) 
and therefore facilitate RTW. Practitioners should take 
into account the external factors that may influence 
MI’s effectiveness and the further RTW process, e.g. 
by discussing solutions for perceived thresholds in the 
consultation.

Although quantitative studies have already analyzed 
which working mechanisms of MI might contribute to its 
effectiveness [17, 43], only a few studies have investigated 
experiences with MI or its working mechanisms from a 
qualitative perspective [38, 44] and certainly in a context 
of RTW [34]. Our results show this is valuable since the 
health care context, in which the origins of MI lie [11], is 
quite different from a social security setting as explained 
before. Furthermore, we adopted a realist-informed approach 
and looked not only into the working mechanisms (M) of 
MI, but also into external factors (C) that may contribute 
to its effectiveness, its outcomes (O) and the further RTW 
process [27].

Limitations and Strengths

There are a few limitations to our study worth mentioning. 
First, on a methodological base, we experienced variation 
in timing of the interviews after the MI consultations across 
participants. Although subsequent exploration did not reveal 
differential data based on interview timing, we can never be 
sure how this might have impacted our results otherwise. 
For example, the longer the period between consultation and 
interview, the higher the chances of recall bias based on the 
experiences that follow the consultation. This might work 

either way: the more positive the RTW trajectory afterwards, 
the more positive the framing of the consultation might be, 
or vice versa. The positive aspect of having this variation in 
our sample was that some participants could then report on 
small steps they had already taken in the meantime, which 
is more unlikely to occur when only considering a more 
narrow time frame between consultations and interviews. 
Further qualitative approaches, including a longitudinal 
study design, should help to clarify this further.

This relates to a second limitation of our study, being 
the cross-sectional design which hinders us to draw causal 
conclusion regarding MI mechanisms and RTW. It is not 
easy to fully grasp this, also given the complexity of RTW 
processes. Insights in this matter could for example be 
enhanced by intervention studies in which mechanisms of 
impact are manipulated and short- and long-term effects are 
monitored afterwards.

Thirdly, our findings may not be representative of the 
overall population of work-disabled patients as we only 
included LBP and MUS patients. Furthermore, results are 
not applicable to social security systems outside of Belgium. 
Although generalizability is not the aim of a qualitative 
approach, exploration in other study samples (e.g. common 
mental disorders) and settings can be interesting to unravel 
transferable mechanisms of impact and external factors that 
are more imminent to tackle despite cultural variability.

Fourth, our results may be guided by certain theoretical 
frames (e.g. SDT). However, our approach allowed for 
vividness in reporting by participants, and validity and 
trustworthiness of data was ensured by our keen analysis 
process. Nevertheless, further exploration is needed. This 
also concerns the exploration of potential mechanisms 
of impact, which revealed in our study to be limited to 
relational mechanisms and not others (e.g., technical aspects 
of MI). However, technical mechanisms are rather difficult 
to verify when analyzing patients’ experiences [17]. For 
this a quantitative design is more suited, e.g. analyzing 
patient-practitioner interactions through a validated coding 
instrument such as the Motivational Interviewing Treatment 
Integrity (MITI) code [45]. After all, our qualitative 
approach also implies a clear strength since it enabled us 
to gain in-depth insights on how working mechanisms and 
external factors might interact in relation to the effectiveness 
of MI in a RTW context. Also, the complementary 
knowledge and expertise within the research team was of 
added value given the complexity that is inherent to studying 
RTW processes.
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Conclusions

A realist-informed process evaluation on the implementation 
of MI in a social security setting was conducted to explore 
how, for whom and under which circumstances MI seems 
to work. The main mechanisms of impact were found to 
be related to SDT’s satisfaction of the need for autonomy, 
relatedness and competence. This approach was found 
positive and surprising to many participants as they expected 
to be forced and controlled. Providing autonomy support 
can enhance patients’ need satisfaction and stimulate them 
to show higher engagement regarding their RTW process. 
Furthermore, autonomy support may be especially important 
in a social security setting because of its controlling nature, 
i.e. the reverse of autonomy. MUS patients rather stressed 
the importance of being understood and believed (i.e. 
relatedness support), whereas patients with LBP reported to 
benefit more from tailored information and affirmation (i.e. 
competence support). This information allows practitioners 
to tailor their consultations. A fourth mechanism of impact 
seemed to incorporate elements of solution-focused 
counseling, which enabled participants who felt stuck 
to explore other options regarding RTW and adapt more 
positive coping strategies. Also factors from outside the 
MI intervention seemed to influence its effectiveness and 
patients’ further decision-making in the RTW process, e.g. 
personal characteristics, the work environment or RTW 
policies. The instalment of MI in a social security setting 
may differ based on how these factors, both on a personal 
and system-level, come into play in the RTW process. The 
influence of the complex interaction between these external 
factors and how their impeding impact may be tackled, 
remains to be fully disentangled in future research. Finally, 
studies with a longitudinal design could provide insights on 
the sustainability of MI’s effectiveness.
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