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Abstract 

Purpose To present an overview of the evidence of the effect of job loss prevention interventions, 

aiming to improve work ability and decrease absenteeism and/or job loss in persons with 

inflammatory arthritis (IA). 

Method A systematic literature search in the databases PubMed, EMBASE, CINAHL, PsycINFO 

and the Cochrane Library was conducted. A search strategy used in a review from 2014 was copied 

and additional keywords were added with no time restriction. The Cochrane Risk of Bias Tool (RoB 

1) was used for quality assessment and the overall quality of each study was determined using 

predetermined cut-off criteria, categorising studies to be of good-, acceptable- or low quality. 

Results were summarised narratively. 

Results Six randomised controlled trials (published in seven articles) were included, one of good 

quality and five of acceptable quality. One study identified significant improvements in work 

ability, while three found no significant difference between groups. One study identified significant 

difference in absenteeism, while two studies identified no difference between the intervention and 

control groups. Two studies identified significant reduction in job loss, while two studies identified 

no group difference. The inconsistent results may be due to heterogeneity in interventions and 

outcome measures used, and the results should therefore be interpreted with caution. 

Conclusion The results indicate that job loss prevention interventions may have an effect on work 

ability, absenteeism and in particular job loss among persons with IA. Further good-quality studies 

regarding job loss prevention interventions for people with IA are still recommended. 

Keywords Occupational therapy, rehabilitation, vocational rehabilitation, employment, rheumatoid 

arthritis 
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Background 

Participation in work is an essential part of adulthood and contributes not only to an individual’s 

financial security, but also to physical and psychological health (1). For people living with chronic 

health conditions, such as inflammatory arthritis (IA) (including rheumatoid arthritis (RA), psoriatic 

arthritis (PsA) and axial spondyloarthritis (ax-SpA)), work holds the potential to promote self-

esteem, sense of normality and quality of life (2, 3). Despite ongoing developments of new 

pharmacological and surgical treatments, IA still affects daily life, including work participation (3-

6). Work demands and repetitive work tasks are often challenging for persons with IA due to 

physical limitations, pain and fatigue (4, 7, 8). This means that persons with IA have an increased 

risk of sickness absenteeism compared to the general population (9), and following their diagnosis, 

up to 38% lose their job within the first few years (10-13). As a result, persons with IA have a high 

risk of job loss and permanent exclusion from the labour market (10, 14-16).  

It is therefore relevant to offer non-pharmacological interventions that help keep people in the 

labour market (2, 10, 16). Such interventions are referred to as job loss prevention, occupational 

rehabilitation or vocational rehabilitation and in Denmark these interventions may be delivered by 

physiotherapists, occupational therapists, social workers and psychologists (1). In this article, these 

interventions are all referred to as job loss prevention interventions (JLPIs).  

JLPIs are characterised by focusing on the person and the work setting and may include 

alternative ways to accomplish work tasks and adaptations of work settings (1, 17). Observational 

and qualitative studies indicate that such strategies may increase work ability and improve 

participation in work life for people living with IA (3, 7, 18). In 2014, Hoving et al. conducted a 

Cochrane review to assess the effectiveness of non-pharmacological interventions to prevent job 

loss, work absenteeism or improve work functioning for employees with IA (19). The review 

included randomised controlled trials (RCTs) that evaluated interventions aiming at preventing job 
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loss and included job loss as the primary outcome, with sickness absenteeism and work functioning 

as secondary outcomes (19). The interventions could include job accommodation or strategies to 

overcome work-related challenges. Thus, interventions aiming i.e. to improve physical functioning 

and coping were excluded, as these interventions were not directly designed to target work ability 

and employment. Three RCTs were included in the review, including a total of 414 participants at 

risk of losing their jobs (19). The review showed that participants receiving JLPIs reported a lower 

risk of losing their jobs and improved their work functioning compared to the control groups. 

However, the quality of the evidence was assessed to be low across study outcomes and the results 

were assessed as having a high risk of bias (19). Consequently, high-quality evidence is still needed 

(19). As the review was published in 2014, it seemed relevant to explore whether new evidence had 

been published since then, which could strengthen the evidence. Therefore, the aim of this study 

was to get an overview of the evidence to date of the effect of JLPIs that aim to improve work 

ability or decrease absenteeism and job loss in persons with IA. 

Methods 

The aim was achieved through an update of the previous Cochrane review by Hoving et al. from 

2014 but with additional keywords (19). This review is reported as recommended by the PRISMA 

2009 checklist (20), and adheres to the methods for a systematic review as described by Khan et al. 

which consists of five steps; 1) framing questions for a review, 2) identifying relevant work, 3) 

assessing the quality of studies, 4) summarising the evidence and 5) interpreting the findings (21).  

 

Step 2: Identifying relevant work 

We searched for articles published until February 2021 with no time restriction in the databases 

PubMed, EMBASE, CINAHL, PsycINFO and the Cochrane Library (Appendix 1). Besides using 
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the same keywords as in the review from 2014 (19), we added the following keywords; spondylitis, 

ankylosis, bechterew and spondyloarthritis. An experienced research librarian was involved in the 

search. An example of the search strategy for one of the databases can be seen in Appendix 1.  

 

Selection criteria 

The selection criteria were guided by the PICO model (Population, Intervention, Comparison and 

Outcome) (21, 22). Eligible studies included:  

Population: Adults diagnosed with IA, encompassing RA, PsA, ax-SpA (including Morbus 

Bechterew and Ankylosing spondylitis) and of working age (18-65 years).   

Intervention: The review included the same types of JLPIs as described in the review from 2014 

(19). JLPIs that contained at least two of the following criteria were included:  

a) Interventions targeting work challenges including trying out different strategies and 

adaptations to improve specific work situations. 

b) Interventions directed at the individual person, including job coaching and training, 

vocational counselling, empowerment for work or self-management. 

c) Interventions directed at the work environment, including work adaptations, ergonomic 

measures, job accommodations or interventions targeted directly at the participants, 

supervisors or co-workers. 

The above-mentioned intervention strategies (a, b or c) could be delivered as part of a 

multidisciplinary intervention. 

Comparison: Participants receiving usual care, which may include medical treatment as well as 

outpatient consultations with a doctor and/or a nurse. The participants could also receive general 

oral or written information about living with a rheumatological disease. 

Outcomes: We included outcomes concerning work participation (e.g. work functioning and work 
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ability), sickness absenteeism and job loss. 

Study design and languages: Only RCTs published in English were included. 

Inclusion and exclusion criteria: Only western countries were included meaning all countries in the 

European Union plus Andorra, Australia, Canada, Iceland, Liechtenstein, Monaco, New Zealand, 

Norway, San Marino, Switzerland, USA and Vatican City. Studies from non-western countries were 

excluded, as the cultural and legal context were considered to influence the content and effect of the 

JLPIs. 

 

Study selection 

The selection of eligible studies was guided by the inclusion and exclusion criteria and was 

performed in two steps using the software management program Covidence (23). Two authors 

independently screened the search results and included articles based on title and abstract. Full-text 

articles were retrieved if it was not possible to assess study eligibility based on title and abstract. 

Two authors read and assessed the full-text articles independently. Agreement was achieved 

through discussions between all authors. 

 

Step 3: Assessing the quality of the included studies 

Two authors assessed the quality of the included RCTs using the Cochrane Risk of Bias Tool (RoB 

1) and consulted the last author when in doubt (24). The RoB 1 assessment includes an evaluation 

of the quality on seven domains: 1) random sequence generation, 2) allocation concealment, 3) 

blinding of participants and personnel, 4) blinding of outcome assessment (in regard to work ability, 

absenteeism and job loss), 5) incomplete outcome data, 6) selective reporting, and 7) other sources 

of bias (25). The quality of each domain was evaluated using a simple assessment of low risk, high 

risk or unclear risk. The overall quality of each study was determined and assigned to one of three 
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pre-specified categories using the following predetermined cut-off criteria inspired by Nielsen et al. 

and Brandt et al. (26, 27):  

• Good quality: when at least 75% of the RoB domains were assessed to be of low risk 

• Acceptable quality: if 50–74% of the RoB domains were assessed to be of low risk 

• Low quality: if 49% or less of the RoB domains were assessed to be of low risk 

 

Step 4: Summarising the evidence 

Extracted data were structured in a table, including study reference, population, the intervention 

(duration, dose, setting, delivery and content of the intervention) and control group (Table 1). 

Finally, the outcome measures used to assess work ability, absenteeism and job loss were reported 

as well as the results from the identified studies. The results from the RCTs were reported as short 

term (>one day, up to three months), intermediate term (>three months and ≤12 months) and long 

term (>12 months) follow-up on each study outcome for both the interventions and the control 

groups and were summarised narratively. 

 

Step 5: Interpretation of the findings  

The results from each study were interpreted in relation to the RoB 1. The study results were 

compared and explored due to heterogeneity, to determine whether the overall summary was 

trustworthy. If not, the effects observed in the highest-quality studies were emphasised. 

Recommendations were graded by reference to the studies strengths and weaknesses.  
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Results 

Study selection 

The search identified 6119 titles, including 1277 duplicates. In total 4807 titles were excluded based 

on title and abstract, and 35 full-text articles were retrieved, of which six RCTs were included, 

reported in seven articles (28-34) (Fig. 1). 

 

[Fig. 1 - near here] 

Characteristics of the included studies 

Characteristics of the six included RCTs are shown in Table 1. One study was a feasibility RCT and 

thus not powered to show effect (30). Consequently, the study did not include statistical analyses to 

test for group differences. Still, we chose to include the study to illuminate changes across time in 

the intervention and control group, respectively. The six included RCTs involved a total of 906 

participants (ranging from 32 to 287), in which the vast majority were women (n=684, 75%) with a 

mean age of 49 years.  

The participants were recruited through rheumatologists, rheumatology departments, through 

community settings or medical registries (28-34). Two studies only included participants with RA 

(28, 29, 34) whereas the remaining four studies included participants with different rheumatology 

diagnoses including IA (30-33). In all studies, the participants undertook paid work, but were at risk 

of losing their jobs.  

All studies included participants that were either in full-time or part-time work, and one study 

also included participants on sick leave (32). The participants reported being at risk of job loss, 

using different methods. Allaire et al., Keysor et al. and Hammond et al. assessed risk of job loss 

using question #6 from the Work Ability Index Questionnaire (WAI) “Do you have any concern 

about your health affecting your ability to work now or over the next few years?” (30, 31, 33). De 
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Buck et al. used the question “Do you have concerns that your rheumatic condition-related 

problems at work may result in job loss?” (32). Macedo et al., Vilsteren et al. and Hammond et al. 

assessed participants to be at risk of losing their job if they scored ≥10 on the RA-Work Instability 

scale (RA-WIS) (28, 29, 34) (Table 1). Five RCTs measured functional ability as in the range of 

mild limitation using the Health Assessment Questionnaire (HAQ) (28-30, 32-34). 

In all six RCTs, the described JLPIs aimed to improve one or more of the outcomes work 

ability, absenteeism and job loss through assessment, education and/or vocational counselling, self-

management strategies, work adaptations or assistive devices. Duration and dose of the JLPIs varied 

from 4-12 weeks up to six months and included a minimum of two individual sessions (32, 33) and 

up to 6-8 sessions of 30-120 minutes (34). In the study by Vilsteren et al., the JLPI was performed 

at the participants’ workplaces (28, 29), while in the studies by de Buck et al., Hammond et al. and 

Macedo et al., the participants’ workplaces were only involved if considered relevant (30, 32, 34). 

The studies by Allaire et al. and Keysor et al. the workplaces were not involved (31, 33). 

The JLPIs also varied by being delivered by different monodisciplinary or multidisciplinary 

health professionals. In the studies by de Buck et al. and Vilsteren et al. (28, 29, 32), the 

interventions were delivered by a multidisciplinary team, while in the studies by Macedo et al. and 

Hammond et al., the JLPIs were delivered by occupational therapists only (30, 34). In the study by 

Keysor et al., the JLPI was either delivered by an occupational therapist or physiotherapist (31). The 

study by Allaire et al. was the only study in which occupational therapists did not take part in the 

intervention, which was delivered by rehabilitation counsellors employed by the study (33). In all 

studies, the control groups received usual care such as information packs with written resource 

material in print or by email, interviews, self-help information or written information about the 

social security system regarding work ability or absenteeism in the country in question. Please see 

Table 1 for further details. 
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All studies reported outcomes at 6-month follow-up. Macedo et al. was the only study that did 

not include additional follow-up time periods (34). Hammond et al. also included a 9-month follow-

up (30), Vilsteren et al. included a 12-month follow-up (29) de Buck et al. and Keysor et al. 

included a 24-month follow-up (31, 32), while Allaire et al. even included 48-months follow up 

(33). 

Work ability and/or workplace barriers were assessed systematically using self-administered 

questionnaires in five of the six studies (28-31, 33, 34). The RA-WIS (35), which includes 23 items 

measuring the degree of present mismatch between functional abilities and workplace demands, 

was used in three studies (28-30, 34). The Work Limitations Questionnaire (WLQ) (36), which 

includes 25 items measuring work related limitations during the last two weeks, such as physical 

work demands, time demands, mental-interpersonal demands and output demands, was used in 

three of the included studies (28-31). The Work Activities Limitations Scale (WALS) (37), which 

includes 12 items measuring the degree of difficulty performing physical work activities, was used 

in one study (30). Absenteeism was assessed in three studies (30, 31, 34). Macedo et al. combined 

absenteeism and presenteeism in a self-developed Modified Health Economics Questionnaire (34). 

Keysor et al. and Hammond et al. reported absenteeism by self-reported count of workdays missed 

due to general health or arthritis (30, 31). In three studies, job loss was assessed by number of self-

reported days of job loss (30, 32, 33). 

 

[Table 1 - near here] 

 

Quality of the included studies 

Fig. 2 gives an overview of the authors’ assessment of each domain in the RoB 1, which is 

presented as percentages across all the included studies. Across all studies, problems related to 
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attrition-, reporting - or other types of bias were assessed to be of low risk. Selection bias (random 

sequence generation and allocation concealment) predominately caused low risk of bias. However, 

in some studies the risk of selection bias was unclear. Performance bias (blinding of participants 

and personnel) was high in five out of six studies (28-32, 34). Detection bias (blinding of outcome 

assessment) was assessed as high in all the studies that included work ability and absenteeism as 

outcomes, while detection bias was assessed to be low in studies reporting on job loss (30-33).  

 

[Fig. 2- near here] 

 

Fig. 3 provides the authors’ RoB 1 assessments across all six RCTs and presents the overall quality 

assessments. The study by Allaire et al., was the only study assessed as having overall good quality 

(33), while the other five studies were assessed as having acceptable quality (28-32, 34). 

 

[Fig. 3 - near here] 

 

Randomisation and group allocation were performed with high quality in four of the six RCTs (28-

32). Two studies did not report how the randomisation was performed (33, 34) and one study did 

not report how allocation concealment was accomplished (32). Due to the nature of the JLPIs, 

blinding of participants and personnel was difficult. Only one study was assessed as having low risk 

of bias regarding performance bias, as the participants in both the intervention and the control group 

were informed that two different JLPIs were tested and thus this study was assessed as having low 

risk of bias regarding job loss as outcome (33). Absenteeism and work ability as outcomes were 

assessed as having high risk of bias in four of the studies as the self-reported outcome assessments 

may be influenced by recall bias and performance bias which may occur when participants are 

informed about their group allocation (28-31, 34). 
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All studies had low risk of bias due to loss of follow-up, as loss of follow-up was equally 

distributed in the intervention - and control groups (28-34). There was low risk of reporting bias, as 

significant and non-significant results of the interventions were reported in all studies (28-34) (see 

Fig. 3). In Table 2 the assessment of risk of bias are described in more detail. 

 

[Table 2 - near here] 

 

Overall quality of the studies 

Only the study by Allaire et al. was assessed to be of overall good quality, as only the random 

sequence generation was unclearly described (33). The other five studies were assessed to be of 

acceptable quality (Fig. 3). The study by de Buck et al. was downgraded due to an unclear 

description of the allocation concealment and lack of blinding among the participants and the 

rheumatologist (32). This lack may have influenced the participants’ subjective outcomes reporting 

of work ability and absenteeism. Thus, the studies by Macedo et al., Vilsteren et al., Hammond et al 

and Keysor et al, were downgraded to acceptable quality (28-31, 34). In addition, the studies by 

Hammond et al. and Keysor et al. risked bias due to the lack of blinding and the use of subjective 

outcome reporting on work ability and absenteeism (30, 31). 

Effect of the interventions 

Work ability 

Table 1 reports the effect of JLPIs on work ability. Four of the six RCTs reported work ability as an 

outcome (28-31, 34). Macedo et al. reported a statistically significant group difference in work 

ability at six-months follow-up using the RA-WIS favouring the intervention group (34). Keysor et 

al. found no statistically significant group difference in work ability at any time point measured by 
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the WLQ (31). Both the intervention and control group seemed to improve in work ability (reflected 

in lower WLQ scores) although the changes from baseline were insignificant (31). Vilsteren et al. 

did not find a significant difference either at six or 12 months on the WLQ or any of the subscales 

time management demands, physical demands, mental-interpersonal demands or output demands 

(28, 29). The results from the feasibility study by Hammond et al. indicated a small effect in work 

ability at the six-month follow-up and nine-month follow-up, but as the study was a feasibility 

study no statistical tests were performed to test for group differences (30) (Table 1).  

 

Absenteeism 

Three of the six RCTs that were included reported absenteeism as an outcome (30, 31, 34). One 

study showed a statistically significant effect from the JLPI on number of sick days due to arthritis 

at the 24-month follow-up (31). The participants in the intervention group reported 1.4 days of 

absenteeism compared to 3.6 days in the control group (31). Contrary to this, Macedo et al. did not 

find a statistically significant difference in number of workdays missed due to illness at the 6-month 

follow-up (34). The feasibility study by Hammond et al. indicated an intervention effect but was not 

powered to test for statistical significance (Table 1) (30). 

 

Job loss 

Four RCTs reported on job loss (30-33), in which two studies indicated a positive effect on job loss 

(31, 33). Keysor et al. reported a significant difference between the groups in permanent job loss 

after 24 months (31). In addition, 35% of the participants in the intervention group and 46% in the 

control group experienced temporary job loss, but this difference was not statistically significant. In 

the study by Allaire et al., the participants in the intervention group reported significantly less 
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permanent and temporary job loss at both the 12-month follow-up and 24-month follow-up 

compared to participants who received usual care (33).  

No group difference was indicated in the feasibility study by Hammond et al. regarding job 

loss (30). Likewise, de Buck et al. reported no statistically significant difference in job loss at the 

12-month follow-up and 24-month follow-up (32) (Table 1). 

 

Discussion 

The aim of this review was to get an overview of the present evidence of the effect of JLPI, which 

aims to improve work participation and decrease absenteeism and job loss in persons with IA. Five 

of the six RCTs were assessed to be of acceptable quality (28-32, 34) and one study of good quality 

(33).  

 

Work ability 

Four RCTs measured work ability (28-31, 34) but only the study by Macedo et al. reported a 

statistically significant reduction in work disability favouring the JLPI group (34). Of the four 

studies reporting work ability as an outcome, this study represented the highest dose and duration of 

the JLPI. Although only 14 participants received 6-8 sessions and two participants only received a 

single session, an improvement in work ability (RA-WIS) was still seen among the 16 participants.  

The Macedo et al. study was the only study to include group sessions in combination with 

individualised JLPI (34), and the positive results may indicate that a combination can be important 

for a positive effect on work ability, when delivering an effective JLPI. A positive trend towards a 

reduction in work disability was also identified in the feasibility study by Hammond et al. (30).  

Occupational therapists were involved in delivering the JLPI in five of the six RCTs (28-32, 

34). However, in the studies by Macado et al. and Hammond et al. (30, 34), the JLPIs were 
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delivered only by occupational therapists emphasising tailoring individualised plans for the 

participants. 

Occupational therapists are trained to use process models and theories to individualize 

interventions to directly target those task performance problems that the individual identifies as 

important. Thus, occupational therapists are skilled in delivering individualised JLPIs in order to 

increase work ability. Despite small sample sizes in the studies by Hammond et al. and Macedo et 

al. (30, 34) these studies showed positive improvements whereas the more powered studies by 

Vilsteren et al. and Keysor et al. showed no effect (28, 29, 31). This may indicate that it is easier to 

ensure a consistent focus and engagement from the health professionals delivering interventions in 

small studies, but the effect also has to be higher to reach statistical significance.   

Different outcome measures for work ability were used across the studies, which makes it 

difficult to compare the results. Both the studies by Macedo et al. and Hammond et al. were 

assessed to be of acceptable quality and were predominately downgraded due to problems with 

blinding of participants, personal and outcome assessment (30, 34). Consequently, the results on 

work ability should be interpreted with caution. 

 

Absenteeism 

Three RCTs assessed absenteeism (30, 31, 34) and two of these reported positive results of reduced 

number of sick days in the intervention group (30, 31). The intervention in these two studies was 

delivered by occupational therapists and physiotherapists and included assessment and action plans. 

In all three studies sick leave was self-reported, which could bias the results. In the study by 

Hammond et al. the participants reported sick leave in a weekly calendar (30). In the studies by 

Keysor et al. and Macedo et al. the participants reported their number of sick leaving days once a 

month or once every three months (31, 34). Macedo et al. did not find any difference between the 
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intervention and the control group in absenteeism, which may be due to the small sample size and 

that the power calculation was based on the primary outcome, the Canadian Occupational 

Performance Measure (COPM), which is an outcome with a wide variation (34). The studies by 

Hammond et al. and Keysor et al. were assessed to be of acceptable quality, as they were 

downgraded due to problems with blinding of participants, personal and outcome assessment (30, 

31). Consequently, the results related to absenteeism should also be interpreted with caution. 

 

Job loss 

Four out of the six studies reported job loss outcomes (30-33) and in the two studies by Keysor et 

al. and Allaire et al., the participants in the intervention groups had a lower risk of losing their job 

or lower risk of having to go on disability pension than the participants in the control groups (31, 

33). De Buck et al. did not find an effect on job loss (32) which might be due to the low dose with 

only 4-12 weeks of intervention compared to the study by Allaire et al., where the intervention 

lasted for five months and involved job accommodation, vocational counselling and work self-

efficacy (33). In the study by Allaire et al. the JLPI was delivered by clinicians employed in the 

study (33). It can be speculated whether they may have a greater interest in demonstrating good 

results than clinicians outside the research team. Consequently, this may have influenced delivery 

and outcomes. In the study by Keysor et al., occupational therapists and physiotherapists delivered 

the interventions over a three-month period, involving action plans and telephone follow-ups (31). 

The participants in de Buck et al.’s study were allowed to be absent due to sickness at 

randomisation, indicating that the participants may already have a higher risk for permanent job loss 

at inclusion than participants in the other studies (32).  

The study by Keysor et al. was assessed to be of acceptable quality and downgraded due to 

problems with blinding of participants, personal and outcome assessment (31). The study by Allaire 



 

17 
 

17 

et al. was the only study to be assessed as overall good quality as the researchers had been able to 

blind participants to group allocation (33). Consequently, the results on job loss are based on a 

stronger evidence, compared to evidence supporting the effects on JLPI on work ability and 

absenteeism. 

 

Overall completeness and applicability of evidence 

The six RCTs used very heterogeneous outcomes. The descriptions of the content, duration and 

dose of the JLPIs in the six studies were most often sparsely described, which makes them difficult 

to replicate. According to the UK Medical Research Council’s (MRC) guidance, JLPI can be 

considered a complex intervention as it contains several interacting components which can 

influence the outcomes of the intervention such as the context, the implementation and the 

mechanism of impact (38). 1) The ‘context’ in which the JLPI is delivered, includes e.g. the health 

professionals delivering the JLPI and the characteristics of the participants receiving the JLPI, as 

well as the setting for delivering the JLPI. 2) The ‘implementation’ relates to how delivery is 

achieved, training of the clinicians etc. JLPI permits some flexibility in terms of tailoring the 

intervention to fit individual needs and the implemented JLPI will therefore vary in terms of what 

was actually delivered (fidelity, dose, adaptation and reach). 3) The ‘mechanism of impact’ informs 

about the participants’ response to and interaction with JLPI, mediators and unexpected 

consequences (38). Without a clear description of the JLPI components, it is impossible to conclude 

whether limited effect in the RCTs are related to flaws in the JLPI design or failure to implement 

the interventions fully. In future studies the description of the interventions should be improved by 

using the TIDieR checklist and guide (39). Beyond focusing on the effectiveness of JLPI in RCTs, 

there is a need for a process evaluation to understand how the JLPI is implemented and what was 
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actually delivered, the causal mechanisms and their interaction with the context in order to be able 

to develop new effective JLPIs for persons with IA (40, 41). 

JLPIs are related to an economic burden for society as well as for the individual (10, 14, 16). 

Several contextual factors have been found to affect the effect of JLPIs such as job type, disease 

status, co-workers attitude, employers attitude, societal incentive, job motivation, habits and support 

at home (42). These factors should therefore be considered in future JLPI studies. 

Another important contextual factor when comparing JLPIs across studies and countries is the 

potential difference in cultural and legal contexts (42, 43). For example, each country has its own 

insurance and disability pension system (43). In the Netherlands, the focus is on reintegration of 

employees when they are absent due to sickness (43). Two of the six RCTs that are included in this 

review are Dutch (28, 29, 32). Unfortunately, these studies did not measure absenteeism, but de 

Buck et al. measured job loss but showed no effect (32).  

The lack of a consistent effect of JLPIs across the included studies, may also be due to other 

factors. Persons with IA use energy in other daily occupations than work, why it is necessary to 

include other parts of daily life in the assessment and evaluation of work ability. It is worth 

mentioning that support and assistance at home are contextual factors that may influence work 

ability (42, 44). Change in work ability can be due to changes in general health or changes in job 

demands (44). Therefore, it could be important in future studies to explore the contextual factors 

such as disease status or job motivation through interviews with the participants. 

Five of the six RCTs were assessed as having high risk of bias due to lack of blinding of the 

participants, personnel and outcome assessments (28-32, 34). Consequently, the body of evidence 

investigating the effects of JLPI are dominated by studies that are only of acceptable quality. Only 

the study by Allaire et al. succeeded in blinding the participants, and a similar approach is relevant 

in future studies (33).   
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Strengths and limitations  

We consider it as a strength that we followed the five steps described by Khan et al., as it has made 

the process more transparent (21). We copied the strategy for the literature search used in the 

Cochrane review by Hoving et al. (19), but added new updated keywords on further diagnostic 

terms which strengthened the validity of the present review. Despite the efforts, more homogeneous 

studies of good quality including detailed descriptions of the interventions are needed to be able to 

develop stronger recommendations for future JLPIs. 

Two authors performed the selection of studies, while three authors were involved in 

the process of data extraction and risk of bias. We consider the involvement of several authors as a 

strength as it has minimised bias in the selection, extraction and assessment process. An 

experienced research librarian was involved in the literature search to ensure that the search strategy 

was conducted in a qualified manner. However, it is a limitation that we have not searched for grey 

literature, and consequently we cannot exclude that unpublished studies remain unidentified.  

 

Conclusion 

This review indicates that JLPIs may have an effect on work ability, absenteeism and job loss 

among persons with IA. As the included studies showed inconsistent results, were heterogeneous in 

terms of content, duration, dose and outcomes, and causal mechanism of impact were not identified, 

recommendations for future JLPIs are difficult to provide. Thus, it is relevant to test JLPI in good-

quality RCTs nesting process evaluations to investigate the quality of implementation, mechanisms 

and contextual factors associated with variation in outcomes and with detailed descriptions of the 

content of the JLPIs to be able to establish ‘what works and for whom’. 
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