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ABSTRACT
Background: Private musculoskeletal practitioners treat a large section of people with back pain, and could play an important role in returning and maintaining patients to work. Method: We conducted a qualitative study to explore the self-perceived role of such practitioners in the UK. We interviewed 44 practitioners, including chiropractors, osteopaths and physiotherapists. 
Results: Thematic analysis of the interview transcripts indicated that return to work is a high priority for patients, many of whom are self-employed. Although in general work was perceived as beneficial to health, practitioners perceived work as a threat for some of their back pain patients. They perceived their role as giving ergonomic, postural and exercise based advice, but were more reluctant to address psychosocial problems related to back pain. A common view was that patients’ reluctance to take a break from work impacted badly on their condition, and many practitioners advocated a short time off work duties to focus on rehabilitation. Contact with employers was very limited, and determined by the patients’ request. 
Conclusion: In summary, the study identifies several areas in which further education could expand the role of musculoskeletal practitioners and benefit their back pain patients. However, further study is required to determine whether these results are generalisable beyond the limits of this qualitative study UK based study. 
Background

Chronic disability specifically associated with low back pain (LBP), and with musculoskeletal disorders more broadly, is an important health and social problem, with musculoskeletal disorders accounting for around 23% of sick certification in the UK [1]. Workers’ perception that work caused their pain has been described as a strong predictor for poor recovery [2].There is also strong evidence to suggest that cooperation, communication and agreed goals between workers, employers and practitioners reduces disability-related absence from work [1-3] 

International Occupational guidelines [4] have recommended that in addition to diagnostic triage and screening for red flags, clinicians consider potential psychosocial obstacles to recovery, including those present or perceived in the work place. Clinical guidelines for the management of back pain promote early intervention to prevent the development of long term problems. In particular they advocate facilitating an early return to normal activity [5, 6]. A recent consensus plan for screening for occupational factors by clinicians recommended routine screening for physical job demands, ability to modify work, work-related stress, social support at work, job satisfaction, expectations about return to work and fear of re-injury [7].

So far, the emphasis has been on recognizing the importance of communication between general practitioners and occupational health professionals [8-10], with considerably less evidence forthcoming from other clinical groups. 

In summary, evidence-based recommendations for practitioners emphasize adequate screening of work-related factors, promotion of early activity and return to work, and good communication with employers. The role of advising on modification of work duties appears to be strongly within the remit of employers and occupational health workers, rather than within the remit of clinical practitioners. However, it has been argued that getting all the stakeholders onside, including musculoskeletal practitioners, could reduce sickness absence by a third [1]. The UK government’s response to a recent national review of work and health (Carol Black report 2008) has included plans to replace current certification for incapacity with a system that includes the identification of capacity for work “fit notes” (Reforming the medical statement 2009)

We have argued elsewhere that more attention needs to be given to clinician-centred factors which may explain a proportion of the unexplained variance in outcome [11, 12]. Although this is usually interpreted in reference to clinical outcome, there is a strong argument to widen the remit of research into practitioner-related factors to include occupational outcomes. We have argued that some messages delivered by practitioners may create or maintain obstacles to recovery: these include advice to be vigilant for signs of pain [11]. Current research in the UK has focused on attitudes in General Practitioners, and in physiotherapists employed within the National Health Service. So far, the private sector has been omitted from implementation research on back pain, despite the fact that it caters for around 25% of health care seekers for back pain [13]. These groups are also of particular interest as their patients tend to be from working populations, from higher socio-economical strata. Returning them to work and maintaining their normal work activities could therefore have a significant impact on the cost of back pain. Musculoskeletal practitioners in private practice in the UK typically employ longer sessions than general practitioners and even their own equivalent professionals working in the NHS. Treatment for back pain is almost always hands-on, but is highly individualized and often accompanied by a holistic approach. These aspects make private practitioners an important (and to date untapped) resource for assessing and addressing psychosocial aspects and workplace concerns.
The aims of the current study were therefore to explore the perception of private musculoskeletal practitioners (Chiropractors, Osteopaths & Physiotherapists) about their role in returning and maintaining patients at work during episodes of back pain. The three professional groups have been grouped together under the title ‘musculoskeletal practitioners’[11, 14]. However, our previous work suggests that despite sharing many beliefs about back pain, the three groups also show some marked differences [15]. Including all three groups in the study was therefore important.

Method

We used a qualitative, semi-structured interview with practicing osteopaths, physiotherapists and chiropractors who wholly or mainly practice in the private sector. Fifty of each profession, (osteopaths, physiotherapists and chiropractors) in the South East of England were identified from listings in professional registers and sent an invitation to participate, followed by a phone call. We focused recruitment on those who practiced manual therapy and rehabilitative techniques. For physiotherapists, we used a list which specialized in physiotherapists employed in private practice (this was not necessary for the other two groups, who work almost exclusively in private practice). We excluded practitioners who specialized in work with children. We recruited 15 physiotherapists, 14 osteopaths and 16 Chiropractors. Audio-recorded interviews were transcribed and coded, using content analysis for the generation of themes. Coding was carried out in two stages: Initially, a researcher extracted themes from the transcripts using a broad content analysis approach. Thematic extraction continued until saturation was reached. Each theme was accompanied by a list of verbatim quotes illustrating its content. These verbatim quotes were subsequently presented to a health psychologist and a clinical researcher, who categorized them into the themes previously identified. Errors of omission and interpretation were discussed with the primary researcher. In addition, three transcripts from each profession were read independently by a clinical researcher and errors of omission were discussed. Full consensus was reached for the major themes presented below.

Informed consent

Information sheets were always sent in advance of the face to face interview to allow at least 48 hours of cool down. These sheets were discussed with practitioners, and written informed consent was then obtained prior to the interview commencing.

Interview schedule

The interview schedule included a general question about the practitioners’ view of the relationship between work and health. Practitioners were asked pre interview to identify a patient with whom ‘work became a focus for treatment’. The aim of discussing work in the context of a real patient was to elicit more implicit beliefs based on recall of real experience, and to explore their impact on clinical behavior. In reference to the selected patient, practitioners were asked to describe how they elicited information about work, how they selected goals for treatment, and what advice and exercises they prescribed in relation to work-related problems, and how effective they found their own strategies in returning patients to work. They were also asked about their communication with employers and with general practitioners, both in reference to the selected patient and in general. Finally, they were asked about their practice of giving sick certification to patients with back pain.

Results

Description of participants and their patients

We interviewed 44 practitioners. Interviews lasted for around 30 minutes. Participating practitioners had been practicing for several years (a minimum of five years, and maximum of 18 years, with no difference between the groups). Across the groups there were more male participating practitioners than female (Chiropractors: 9 males & 6 females; Osteopaths: 10 males & 4 females; Physiotherapy: 9 males and 6 females), 

The majority of people consulting these practitioners were self-referrals and self-paying, with a minority of health-insurance funded cases. Around 70% of case loads for all three professions were people with musculoskeletal problems with low back pain being the largest component of their case load. There was a strong consensus that intermittent long term problems out-weighed new acute presentations. Practitioners described their patient population as mostly working, with a range of  socio-economic and professional representation (from tradesmen such as builders to bankers etc), with many patients being self-employed. There was a large range of ages amongst consultees.

Thematic analysis (see table I for illustrative quotes):

We have resisted the practice of presenting numbers of participants who contributed to each theme, a) because it suggests a representative sample and b) because the strength of themes is indicated not only by their presence but also by the emphasis and conviction with which they were conveyed. However given that we were drawing on three professionally distinct groups we have tried to indicate the degree of consensus across professions: Themes that emerged from at least half of each of the professional groups are described as a consensus. Five global themes were identified: several of these were interlinked.

1. The benefit of work to health was described across all practitioners in terms of self-identity, feelings of worth, being part of social net-work and staying occupied. The emphasis was on quality of life and psychological well-being, but several practitioners mentioned that these in turn would impact on physical health. In general, practitioners felt that work was beneficial, and there was a high consensus that amongst their patients, there was an overwhelming wish (if not drive) to return to or remain at work. This was identified as a top priority by patients, who regarded the practitioners as able to play a major role in their recovery.

2. Work as a threat to back pain: Despite the global view of work as beneficial to health, all practitioners described work-related aspects as a direct threat to health when describing a patient for whom work became a primary aspect of treatment. Threat was defined either as an aggravating factor for back pain, or a direct cause of the problem. Threatening aspects of work included repetitive movements, twisting, sedentary tasks with poor posture, and over-taxing of the body. Some jobs were described as fundamentally causal and impossible to moderate (e.g. dancers, builders, carpet layers etc.). In addition, several practitioners mentioned work-related stress as a threat to health, but were unable to provide a clear conceptualisation of what was meant by this. Relationships with superiors, travel related hassles, and pressure to deliver to deadlines were mentioned. Some practitioners couched this within the framework of yellow flags, but there was an absence of the mention of specific psychological factors such as fear avoidance and depression throughout the interviews. The strongest sub-theme within work as threat to back pain was a consensus that patients exacerbated their condition by resisting advice to modify their work practices and giving their body a chance to heal through rest. There was a strong consensus that a short period of rest from work was often needed, both physically and psychologically, to facilitate recovery. However, such rest did not include bed-rest or inactivity, but rather, a break from work to allow time for rehabilitation. 

3. Work-related roles of musculoskeletal practitioners: Work-related rehabilitation was seen as secondary to pain reduction and increased mobility, which were described as the primary treatment goals across professional groups. However, practitioners did respond to patients who saw return to work as important, and were able to describe the role they perceived they should play in this context. They construed their role as primarily one of advising patients in terms of ergonomics, posture and adaptations to work related activities. This activity was common amongst the practitioners, but several commented that targeting work-related duties depending on this being a priority for the patient: If the patient did not want to return to work, work-related rehabilitation was not included in treatment. Thus treatment goals were patient led. The most common role in relation to work was ergonomic advice, including work-station positioning, posture, stretching and strengthening exercises. This was limited, however, because with the exception of one practitioner, they did not visit the work place to examine the work context or physical demands of the role.,or the changes made to it. Several practitioners commented that they saw this as the role of health and safety officers or occupational therapists. In reference to patients’ stress-related concerns, practitioners expressed their belief that their role was to listen, but not necessary to provide explicit psychological support or advice: This was seen as outside their remit and expertise. Many practitioners expressed the belief that their role included providing “permission to rest”, and that patients who knew they needed such rest still required an instruction from a practitioner to justify and legitimize taking time off. However, most did not see their role to provide sick certification; giving sick leave certification was extremely rare across the groups. This was seen as the role of general practitioners (GPs), and that certification from private musculoskeletal practitioners would not have the same effect as that of a GP. Most practitioners reported that they had very little, if any, contact with GPs. In contrast to the majority, a handful of physiotherapists were in frequent contact either by letter or phone with individual general practitioners, and these described a relationship built on trust that developed over several years. Some practitioners saw their role in preventative treatment, in which patients who no longer had pain would attend occasional sessions to prevent future injury and to maintain health. This sub-theme was stronger amongst the chiropractors.

4. Obstacles to maintaining patients at work: There was strong consensus that patients’ reluctance to rest or modify practices presented the strongest obstacle to keeping people active and comfortable at work. Some patients identified as being so reluctant to take time off, that they often sought help too late, went back too soon, took on too much, and exacerbated their own condition. There was weaker consensus for other obstacles, which included employers being unwilling or unable to modify duties; unavoidable duties related to the type of job patients had; patients being involved in litigation or insurance claims, which prevented their ability to recover; and finally, several practitioners mentioned that they were unable to communicate effectively with employers because patients requested confidentiality. This last sub-theme concerned patients who did not want their employers to know they had back pain, because of the stigma attached to it and the implications it may have to their future as employees.

5. Effective and ineffective strategies to keeping people at work: There was little consensus about effective strategies to keeping people at work, beyond the obvious observation that reducing pain and increasing mobility is an effective strategy. Several practitioners came up with ideas to incorporate stretching and exercising into the work routine, using novel reminders. There was a consensus that prescribing an extensive exercise regime was not effective, as people had neither the time nor the motivation to carry them out. All the practitioners recommended some form of exercise, but they described the need to reduce the quantity of exercises prescribed and to incorporate them into the patients’ work routine. A minority of practitioners recommended changing jobs, but others saw this as extreme and inappropriate. There was consensus that bed rest was ineffective, not only in relation to work, but in reference to recovery in general.

Discussion

Main findings

The practitioners in this study routinely elicited information about work and advised about modifying work duties and factors that they perceived as aggravating back pain. Communication with patients about their work appears to be very good in this group. Provider communication with patients has previously been explored in relation to four domains [16]: Communicating to patients that their problem is taken seriously; trying to understand their jobs; explaining the condition clearly; and advising about preventing further injury. The practitioners we interviewed appear to perform strongly on three of these domains, with poorer performance on trying to understand patients’ jobs through first hand appraisal of the work environment. The practitioners did elicit information on work duties, but almost none of them visited the workplace to examine work duties and ergonomic factors. This is understandable within the context of a private practice where such visits are unlikely to be economically feasible for the practitioner. Nonetheless, in a study of over 500 patients, this last factor (practitioners grasp of the patients’ job) accounted for only 1% of patients satisfaction [16], while communication about work accounted for 20% of patients satisfaction. 

There are several areas in which practitioners’ perception of their role indicated that there are opportunities for development. Notably, although they perceived psychosocial factors to be obstacles to recovery and perceived the utility of listening to patients and allowing the ventilation of concerns, there was a reluctance to engage in advice, counseling or specific action. In previous studies, similar groups have indicated that they perceive their role to include psychological counseling and support [11, 17]. This suggests that practitioners feel more comfortable taking an active role in managing psychological issues stemming from their patient’s personal life (e.g. bereavement or depression) than those related to work (such as bullying or feeling isolated at work). In relation to identifying obstacles to return to work, conceptualized as disability risk factors [18], the practitioners interviewed in this study reported good identification of clusters associated with severe pain, and concerns about work accommodation, but were less willing or able to engage with the cluster associated with emotional distress. The patients seen by private practitioners may have been more likely to fall into a sub group defined by Shaw and colleagues (2007) as low risk. This sub-group is described as patients with positive expectations about employers’ accommodation and return to work, with little emotional distress. Despite this, amongst working populations consulting for back pain, around 20% have been identified as emotionally distressed [18]. Considering that the majority of patients attending private practice for back pain would not see another practitioner, there appears to be a gap that could be filled by these practitioners. Since many practitioners considered this to be beyond their expertise, there would appear to be a need for further education. Indeed, a review of published studies that explored how well implemented strategies to reduce work absence match known risk factors found that very few interventions have focused on reducing emotional distress [19]. This review describes common components in one- to- one interventions, (i.e. those employed by the practitioners described in this study). Personal interventions are described as focused on the individual, rather than work place factors, and are grouped into those that address known risk factors, and those that show little concordance with evidence on known risk factors. Amongst the first group are interventions targeting reduced activity (progressive functional restoration, graded activity, coping skills training) and interventions targeting cognitive risk factors (fear avoidance and catastrophizing). Neither of these featured prominently in the practitioners we interviewed. The authors [19] note the absence of interventions targeting depression, one of the most robust risk factors for long term disability [20]. This too was marked in our sample. Interventions that have been shown to be effective also include physical exercise and medical education, two of the primary components of treatment offered by the practitioners in our sample. However, as physiological measures of endurance, muscle strength and mobility are not predictors of long term disability, and nor is lack of physiological knowledge, Shaw et al. (2007) speculate that the effectiveness of these as interventions is probably indirect [19]. This contradicts the professional understanding of mechanisms expressed by the practitioners in this study. Manual therapy, the primary technique used by all three groups in our study, was not listed in the review. Recent UK national guidance for the treatment of non specific back pain recommends manual therapy including manipulation as one of three core interventions [21]. This guidance makes it likely that practitioners similar to our interviewees will have an even greater role in managing back pain and associated return to work issues. In addition, there is some evidence that manual therapy has psychological benefits, however the mechanism for this is yet to be elucidated [22, 23]. Whilst practical clinical advice has been offered for addressing yellow and blue flags [24]), There remains an opportunity to enhance current practice with further implementation of practical ways of addressing psychosocial issues related to work.

An important area highlighted by occupational health guidelines [21] is good communication between practitioners and employers, including occupational therapists, managers and human resources personnel. The findings from this study suggest that practitioners continue to view their role in isolation from employers.  Practitioners engaged in minimal contact, in the form of a letter recommending action, and this only on request from patients. There were several explanations for this. Partly, this was due to the perception that changes at work lay within the remit of health and safety officers or occupational therapists. However a large proportion of the people consulting private practitioners either work for small companies or may work alone as sole or self employed workers. In this situation a sophisticated human resources department or occupational health team are not available to support practitioners or patients. There may be an additional role for centralized occupational health care to optimize the management work related health issues and to liase effectively between patients’ workers and health care professionals. Some practitioners reported that patients did not want their workplace to know they consulted for back pain. This is supported by research suggesting that patients may be reluctant to discuss their back openly if they perceive the clinician to be allied with their employer’s legal and business interests [25, 26]. However, an overriding impression was the sense that the treatment, the process of care, and indeed the relationship between practitioner and patients within the therapeutic encounter were patient-led as opposed to patient centered. In other words, these followed what the practitioner perceived (or was explicitly told) that the patient wanted. This raises concerns, not only because what patients want is not necessarily what they need, but also because it raises issues about alliance and loyalty. For these practitioners, their alliance and loyalty were exclusively to the patient. It may be that the private sector context is driving this patient led approach, where patients are customers and practitioners prioritise customer satisfaction as opposed to responding to a wider responsibility, to family and society. For those who believe clinicians have a critical role to play in maintaining people at work [1], this raises the question as to whether musculoskeletal practitioners are responsible for returning people to work. Similarly, the marked lack of communication with general practitioners is concerning. Most practitioners reported that they sometimes sent a letter of their findings, or a request for tests to the GP, but that they rarely received communication in response from GPs. Joint management was unheard of. This has the potential to create a situation in which patients may be getting mixed messages and contradictory advice and highlights the gulf between public and private health sector services.

Many practitioners commented on selected patients drive to remain working despite high levels of back pain, and recommendations to rest or modify work activities. This may partially be explained by concerns about loss of income, and employers responses to back pain. Practitioners recommended and firmly believed in the value of taking a short break from work, to allow the body to heal. They saw great value in this because it allowed time for rehabilitation.  In the absence of this rest from work, prescription of exercise was highly limited, reduced to one or two exercises that could be incorporated into a work routine.  In addition, rest from work was viewed as a chance for reducing stress, removing aggravating factors such as long travel, and in the long run, prevented further injury. There was a strong consensus that such rest should not include bed rest and should in fact be a period of increased, structured physical activity. Although this belief contrasts with current guidelines, at least in reference to persistent back pain [21], there is scope for research to establish whether such practice is in fact harmful or beneficial for later episodes of back pain. There is some emerging evidence that an at risk sub group of people with back pain are those described as an endurance group [27]. This group is characterized by suppression of pain related thoughts, self report of positive affect and persistent behaviour despite the pain. Overuse despite pain is neglected in research evidence [28]. Patients with these characteristics may be over represented in private practice. This would be consistent with the low reporting of depression by our practitioners when describing their patients. 

Limitations

We see this study as informing further research and as a first exploration of work related practice in private practitioners. The findings are not generalisable in accordance with the methods used. Specific concerns are the self selection of practitioners, a lack of data to triangulate the findings from patients, other practitioners and employers. These findings need to be extended by quantitative methods in representative samples using some objective measures such as return and time off work. In addition there is little existing data describing the characteristics of patients attending private practitioners in the UK. This is needed to contextualize our results with a wider population of patients. Finally health care systems and employment settings differ internationally and these findings may not be applicable to settings outside of the UK.
Future directions

Our previous research with this target group has indicated that most professionals have an interest in psychosocial aspects of treatment, and would welcome more training in this area. While we have reason to be optimistic that the patient/ practitioner interaction could be improved in reference to work aspects through training practitioners, we are more cautious about improving communications with employers. Such a change will probably require training across the board, including that of managers and human resources professionals.
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Table I: Themes with verbatim examples:

	Themes
	Description
	Examples

	1. Global theme: The benefit of work to health:


	Practitioners regarded work as a beneficial and necessary component for well-being. Their rationalization about work-related benefits centred on self-identity, social contact and being active. The benefit was perceived as a psychosocial one, which in turn probably impacted on health.
	‘those who are unemployed struggle more with motivation and are more likely in my view to have psychological impediments to recovering’ Ost 1

‘the sooner you get people back into an environment where they’re distracted by the routine… and can be with familiar people and the activities that go with that the quicker the return to health’ Ost 7

	2. Patient specific: Work as threat to health
	Most practitioners viewed work as detrimental and directly causal, in the development and recurrence of back pain for some patients. 
Threats:

work specific duties (repetitive, loading, posture).

work stress (but not defined)
Un-modifiable jobs (dancers, hair-dresses, builders etc). 
A major theme was the perceived threat presented by patients’ pressure to stay at work during back pain without modifying activities or taking time off to heal.
	 ‘Almost every patient with back pain who works will have a work-related issue. It’s always something I look at in terms of aggravating factors’ Phys 2

 ‘well, how could he avoid (bending and kicking)? He’s a dancer! He can’t say to the choreographer, I can’t do that…’ Ost8

 ‘I’ve said to people, you shouldn’t work, you need to rest this week, and it’s normally self employed people, who just say I can’t, I have to do what I have to do’ Ost10

	3. Work related roles, (seen as secondary to the primary role of pain relief and increased function)

	Listening to patients concerns 

Ergonomic and life-style advice. 

Recommending modified work duties, both to patients and to employers, (but to employers, only through a letter, and only at the patients request). 

Recommending a ‘rest’ from work to allow the body to heal. 

Preventative treatment
	 ‘Often people are crying when they come in here and suddenly someone is listening to them’ P15

 ‘I gave him advice on how to better sit and make sure his work environment would be the best suitable for him ‘ Chir 12

 ‘at best I can write a letter explaining how the patient will benefit from a better work environment or a better chair’ Chir 12

 ‘I often try to take them out of the situation for a couple of weeks to… re-establish some sort of normality to their lives’. Ost 1

 ‘Eventually, after the pain has gone, a couple more sessions aiming to make sure that the pain doesn’t come back’ Chir 12

	4. ‘Not my role’
	Giving advice about handling stress and psychosocial aspects at work. 

Visiting the work place to examine first hand threats and modifications (this was seen as the role of Health & Safety or occupational therapists). 

Giving sick leave certification (This was seen as the  role of GP’s). 

Collaborating or jointly managing the patient with GP (theme less common is physiotherapists. Most practitioners saw the GP as the main obstacle to collaboration).
Prescribing return to work, and targeting return to work duties to reluctant patients.


	 ‘Obviously the way somebody feels about work is going to affect their motivation to return to it. But its not something I particularly explore or look into, beyond purely mechanical aspects’ Phys02.

 ‘If they are at a computer, I discuss with them how it should be laid out. I obviously don’t go to the office’ Chir13.

 ‘I can advise that they shouldn’t be at work, but that (certification) has to come from their GP’ Phys15

‘I write a doctor’s letter at least, saying this is what I found…its me reporting to them… it’s usually the patient who comes back and says ‘I’ve had that done’, but the doctor never communicates directly.’ Ost 7

 ‘I’m not going to try and achieve her (returning to work duties) because I know that for her, that’s not something she’s going to want to do’ Phys02

	5. Obstacles to maintaining people with LBP at work
	Unaccommodating employers who cannot or will not allow modified duties (often because of staff shortages etc). 

Unavoidable duties that cause pain but are the nature of the work (programmers, dancers, builders) 

Patients who will not take time off at all and exacerbate their own problem (often self employed). 

Obstacle to communicating with employers: Patients’ request for privacy: The stigma of LBP.

Insurance claims
	 ‘we have people who try to go to work because (the employers) have a real issue with you being off work, you automatically get disciplined’ Chir09

 ‘Imagine someone who comes in with back pain from twisting and the jobs needs him to twist every day for the entire day’ Chir12

 ‘Even though they expect work to be one of the causes or the main cause, they are still often reluctant to take time off’ Chir 12

 ‘I’ve had people where they’ve said I’m starting a new job and I don’t want them to know I have backache, because they don’t want the new employer to think they’re taking someone on who’s a liability’ Ost8

 ‘If there’s a financial reason for you to have an injury, then you won’t necessarily get better until that’s resolved’ Phys02

	6. Effective strategies to keeping people at work and recovery in general
	Modifying work practices (strong consensus).

Being on-site at the workplace.

Incorporating stretching and exercising into the work routine

Novel reminders to stretch (post-its & time icon)

Changing jobs
	 ‘They buy into what you’re talking (when) you understand what they do’’ Ost 7

‘For him he needed an exercise that he could do while he was on the job, rather than let’s do at home, rolling around on floor, because it’s just not going to happen’ Phys15

 ‘best thing I did: post it note saying how am I sitting? And I stick it on the periphery of my computer screen’ Ost 7



	7. Ineffective strategies to keeping people at work and recovery in general
	Specific exercise regime

Bed rest or inactivity

	‘I’d rather give somebody one thing to do, so at least they’re helping themselves a little, than give them too much and they do nothing’ Phys15

 ‘sending them home to sit on a couch or watch television, those are the ones that can take a long time (to recover and return to work)’ Chir10.


