Disability and Rehabilitation

ISSN: 0963-8288 (Print) 1464-5165 (Online) Journal homepage: http://www.tandfonline.com/loi/idre20

Transdiagnostic group-based occupational
rehabilitation for participants with chronic pain,
chronic fatigue and common mental disorders. A
feasibility study
Karen Walseth Hara, Petter Christian Borchgrevink, Henrik Børsting
Jacobsen, Marius Steiro Fimland, Marit By Rise, Sigmund Gismervik & Astrid
Woodhouse
To cite this article: Karen Walseth Hara, Petter Christian Borchgrevink, Henrik Børsting
Jacobsen, Marius Steiro Fimland, Marit By Rise, Sigmund Gismervik & Astrid Woodhouse (2017):
Transdiagnostic group-based occupational rehabilitation for participants with chronic pain, chronic
fatigue and common mental disorders. A feasibility study, Disability and Rehabilitation, DOI:
10.1080/09638288.2017.1339298
To link to this article: http://dx.doi.org/10.1080/09638288.2017.1339298

© 2017 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group

Published online: 29 Jun 2017.

Submit your article to this journal

Article views: 195

View related articles

View Crossmark data

Full Terms & Conditions of access and use can be found at
http://www.tandfonline.com/action/journalInformation?journalCode=idre20
Download by: [Universitetbiblioteket I Trondheim NTNU]

Date: 19 September 2017, At: 01:06

DISABILITY AND REHABILITATION, 2017
https://doi.org/10.1080/09638288.2017.1339298

ORIGINAL ARTICLE

Transdiagnostic group-based occupational rehabilitation for participants with
chronic pain, chronic fatigue and common mental disorders. A feasibility study
Karen Walseth Haraa,b,c, Petter Christian Borchgrevinkb,c,d, Henrik Børsting Jacobsenc,d, Marius Steiro Fimlanda,d,
Marit By Risea,e, Sigmund Gismervika,f and Astrid Woodhousea,c

Downloaded by [Universitetbiblioteket I Trondheim NTNU] at 01:06 19 September 2017

a

Department of Public Health and Nursing, Faculty of Medicine and Health Sciences, Norwegian University of Science and Technology,
Trondheim, Norway; bDepartment of Circulation and Medical Imaging, Faculty of Medicine and Health Sciences, Norwegian University of
Science and Technology, Trondheim, Norway; cNorwegian Advisory Unit on Complex Symptom Disorders, St. University Hospital, Trondheim
University Hospital, Trondheim, Norway; dHysnes Rehabilitation Center, St. University Hospital, Trondheim, Norway; eDepartment of Mental
Health, Faculty of Medicine and Health Science, Norwegian University of Science and Technology, Trondheim, Norway; fDepartment of Physical
Medicine and Rehabilitation, St. University Hospital, Trondheim University Hospital, Trondheim, Norway

ABSTRACT

ARTICLE HISTORY

Purpose: The aim was to investigate the feasibility of introducing a novel transdiagnostic occupational
rehabilitation program delivered in groups mixing participants with chronic pain, chronic fatigue and common mental disorders.
Materials and methods: Observational data on group climate and individual participation were triangulated with qualitative data from focus group interviews on the participants’ experiences with transdiagnostic groups.
Results: The study included 222 participants receiving a temporary work disability benefit. Self-reported
chronic pain (75%), chronic fatigue (79%), and mental distress (62%) were prevalent and the majority
reported overlapping conditions (78%). Program completion among participants was high (96%). Those
completing participated actively (95%) in the program. Overall group climate was stable with moderately
high engagement. Participants with clinically confirmed mental disorders (22%) showed similar outcomes.
Self-reported problems with “working in a group” prior to rehabilitation were not associated with how
participants experienced group climate. Qualitative data supported the findings of positive participant
experiences with transdiagnostic group settings.
Conclusions: Transdiagnostic groups showed high participation rates, moderately high group engagement across symptom profiles and positive participant experiences. Implementing transdiagnostic occupational rehabilitation in groups mixing participants with chronic pain, chronic fatigue and common mental
disorders was feasible and acceptable to participants.
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ä IMPLICATIONS FOR REHABILITATION

 Most research has been done on disorder-specific occupational rehabilitation programs, but emerging
evidence supports a more generic approach.
 Transdiagnostic therapies, such as Acceptance and Commitment Therapy (ACT), have shown promising results for both somatic and mental disorders.
 The feasibility of implementing transdiagnostic rehabilitation groups, their acceptability to participants
and the demand for such groups has not been established.
 This study indicates that it is feasible to introduce a novel transdiagnostic group-based occupational
rehabilitation program for mixed groups of sick-listed participants with chronic pain, chronic fatigue
and/or common mental disorders.

Introduction
Work disability comes at a high cost for both the individual and
society [1,2]. In an effort to prevent work disability, a multitude of
different occupational rehabilitation programs have been introduced within various settings and in different cultures. A common
feature of these programs is that they target specific disorders,
e.g., musculoskeletal disorders [3] or mental disorders [4–6], or
even more narrow diagnostic entities such as low back pain [7,8].
Crossover between programs for mental and somatic disorders

has been discussed [9], and it has been pointed out that interventions may be applicable across different diagnoses [10].
Feasibility studies in real world settings are lacking for the
implementation of transdiagnostic programs within occupational
rehabilitation that bridge somatic and psychiatric care. This feasibility study follows real time implementation of a novel occupational rehabilitation program that targets a population
with mental and/or somatic disorders while delivering the program in a transdiagnostic group-format. The construct feasibility is
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approached as recommended by Bowen [11]. The main focus is
on the implementation of transdiagnostic groups, their acceptability to participants, and the demand for such groups.
A multifactorial rationale supports introducing transdiagnostic
group-based programs: Individuals on long-term sick leave often
have combinations of health complaints. For example, 98% of
patients with chronic low back pain had other health complaints
[12], a third of patients with low back pain also had a mental disorder [13], and painful physical symptoms are common among
depressed persons [14,15]. Multiple symptom disorders and medically unexplained physical symptoms (MUPS) are commonplace
and it is argued that similarities in clinical expression and underlying mechanisms outweigh differences between conditions [16,17].
The considerable overlap of complaints and disorders makes it
challenging, if not irrelevant, for general practitioners to provide
one single diagnosis to accurately describe the patient’s health
problems. Substantial variability is seen between general practitioners when diagnosing patients presenting exactly the same
symptoms [18]. Furthermore, independent of health issues, many
non-medical factors (e.g., social, and workplace-, healthcare-, and
compensation system) strongly influence return to work (RTW)
[19]. Many authors argue that the complex causes of sick leave
require a broad assessment of bio-psychosocial factors [20,21] and
functioning [22] with due attention to workplace and system factors [23].
In psychotherapy transdiagnostic approaches have many advocates and citations, and studies of transdiagnostic models have
shown both promise and utility [24,25]. Acceptance and
Commitment Therapy (ACT), is based on the transdiagnostic concept that addresses both psychological and somatic distress in the
form of psychological inflexibility and experiential avoidance
[26,27]. Utilizing a transdiagnostic model as ACT opens for including participants with both mental and somatic diagnoses into the
same groups. Group treatment is often the method of choice in
rehabilitation settings as it is cost-effective and increases treatment capacity. Participants receiving cognitive therapy in groups
report emotional benefits (e.g., self-acceptance and positive relationships with others), while effects on treatment outcome are
generally equally satisfactory or better when group treatment is
compared to individual treatment [27–29]. Furthermore, transdiagnostic groups may contribute towards neutralizing the cleft
between psyche and soma that is still deeply ingrained in modern
health care, a division that is often regarded counterproductive
[14] and stigmatizing [30] for the individuals these programs are
meant to help.
Occupational rehabilitation is a highly relevant area for transdiagnostic therapy since the aim is not primarily to reduce symptoms or cure a specific disease but rather to improve work ability,
a goal that carries commonality across diagnoses. Crossover
between occupational rehabilitation programs for mental and
somatic disorders has not been adequately operationalized and
investigated in a systematic manner. Treatment strategies that
take into account comorbidity are advised [14,31] and transdiagnostic programs are already emerging within occupational
rehabilitation [32] Still, some stakeholders voice anxiety about
departing from more familiar diagnose-specific rehabilitation.
Decision makers need knowledge on the feasibility of implementing transdiagnostic rehabilitation programs and their acceptability
to participants. This paper explores key uncertainties in the design
of transdiagnostic group-based occupational rehabilitation while
adhering to the call for practice-based evidence [33], research on
heterogeneous populations [34], early phase evaluation of

complex interventions [35–37] and exploring feasibility through
mixed methods [11].

Objectives
The aim of this study was to investigate the feasibility of introducing a novel occupational rehabilitation program using Acceptance
and Commitment Therapy as a transdiagnostic approach delivered
in groups that mixed sick-listed participants with chronic pain,
chronic fatigue and common mental disorders. Key areas of focus
are the implementation of transdiagnostic groups, demand for
such groups and their acceptability to participants. Inference on
these selected areas of feasibility is based on triangulating quantitative and qualitative data. To approach the aim, we attempt to
answer three basic research questions: How did the participants in
mixed groups report on group climate? What were the rates of
program completion and active participation? How did the participants describe their experiences of the transdiagnostic group
setting?

Materials and methods
Study design
This mixed methods study included quantitative observational
data and qualitative data from focus group interviews. Participants
and clinicians reported observational data prior to rehabilitation
and at the end of the program. Self-reported group climate as
well as rates of program completion and active participation were
investigated. The participants’ response rate to internet-based selfreporting from home was registered. The timeline and data sources are shown in Figure 1.

Participants
Participants were enrolled over an 18-month period from January
2012 to June 2013. They were referred for occupational rehabilitation by general practitioners or other medical specialists and were
clinically screened at outpatient facilities before admission to the
rehabilitation center. The clinical program and the study had the
same inclusion and exclusion criteria. Inclusion criteria were: age
18–59 years, receiving a temporary work disability benefit (sicklisted >8 weeks duration, partial or full-time). The Norwegian
Social Security System has two different temporary work disability
benefits: sickness benefit and work assessment allowance. Both
benefits require that the individual has been sick-listed by a sickness certifier (usually a general practitioner). Participants receiving
either of the benefits were eligible for inclusion in the study and
should have one or more of the following conditions: a musculoskeletal/other pain disorder, fatigue or a common mental disorder.
Participants should have self-defined goals of increasing work participation and prior to admission be adequately assessed and
treated for any specific health problems demanding critical care.
Patients were expected to be able to communicate in Norwegian
and to maintain basic daily care for themselves during a stay at
the rehabilitation center. The exclusion criteria were: severe mental illness (ongoing mania, psychosis or suicidal orientation), active
substance abuse and addiction, pregnancy or having a goal of
entering/returning to studies rather than competitive work.
Participants who were admitted to rehabilitation and eligible
according to the above criteria were consecutively invited to participate in the study. A flow-chart of participant inclusion is given
in Figure 2.
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Figure 1. Study overview showing time course and source of data collected.

Admitted to rehabilitation center
N = 278

Eligible to participate in study
N = 258

Not eligible for participation
N = 20
-pregnancy (N=1)
-incomplete registration procedure (N=3)
-students (N=6)
-no temporary work disability benefit (N=10)

Declined to participate
N = 36
Final study population
N = 222
Did not complete rehabilitation program
N=9
-due to acute illness/injury (N=3)
-personal/ family reasons (N=6)

Completed rehabilitation program
N = 213
Figure 2. Participant flow.

Study setting
This study was nested in the clinical routine of an occupational
rehabilitation program with three distinct phases: internet-based
reporting from home, pre-admission clinical assessment and the
occupational rehabilitation program.
Internet-based reporting from home
Before inclusion and before the first clinical assessment, the participants were asked to complete a comprehensive 376-item internet-based questionnaire from their home. A project coordinator
sent the participants written information about the log-on procedure, while a unique password was sent separately to their cell
phone. Before the log-on code was administered, appointment
times for clinical screening were sent to the participants to ensure
them that possible failure to complete the self-report questionnaire would not influence negatively on access to clinical

assessment. Self-reported data was shared between clinical practitioners and researchers according to a recommended singlesource [38] approach to prevent repetitive collection of the same
information from participants. For example, pain, fatigue and mental distress scores were of interest to the interdisciplinary clinical
team as well as to researchers. Only pre-defined and clinically relevant data were accessible to clinicians in the form of self-reports
in the electronic patient journal. The electronic patient journal
was not accessible to researchers, who received data though separate files from the third party database.

Pre-admission clinical assessment
An outpatient multidisciplinary team at St. University Hospital,
consisting of a physician, a psychologist, and a physiotherapist,
assessed potential participants. This team evaluated whether the
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referred participants met the inclusion criteria for the study. Selfreport data was used to aid clinical assessment.
On-site occupational rehabilitation program
The setting for the occupational rehabilitation program was
Hysnes Occupational Rehabilitation Center, a rural division of St.
University Hospital, Norway. The program included both individual
and group-based sessions. Participants lived on-site and participated in 6.5-h workdays at the rehabilitation center over a consecutive period of 3.5 weeks. RTW coordinators were involved in
coordinating and executing the program. Each coordinator was
responsible for mentoring up to four participants during the
rehabilitation program. The coordinators’ backgrounds were
diverse (physical therapy, psychology, sociology, exercise physiology, nursing or other).
The program integrated mental and physical training together
with work-related problem solving. The majority of sessions were
group-based, but individual sessions with the RTW coordinator or
other clinicians were also offered in the program. The core element of both group-sessions and individual meetings was
Acceptance and Commitment Therapy (ACT) [39]. Other elements
of the program were mindfulness training as well as psycho-education on topics as stress-regulation, chronic symptom interpretation, nutrition, and sleep. Physical activity sessions involved
strength and endurance training but also focused on improving
movement patterns and countering fear of movement or tension
related pain. During rehabilitation, discussions on return-to-work
and focused commitment on values were stressed, rather than
focusing on specific symptoms. Work-related problem solving was
used to identify challenges and possibilities for reentry to work,
increase readiness for work and employ coping strategies. The
participants themselves made plans for work reentry in cooperation with RTW coordinators and stakeholders (general practitioner, social security advisor and employer and others relevant
in the rehabilitation process) who were contacted and included in
the process. The program components have been described in
further detail in a related study [40].
Baseline
Baseline
measurements
were
registered
pre-admission.
Measurements from internet-based self-reporting of interest for
this study are presented. Chronic pain was measured using a single question from the Short Form 8: “How much bodily pain
have you had the last week?” The response alternatives are: none,
very mild, mild, moderate, severe, and very severe [41]. This scale
has been validated and used as a proxy measure of chronic pain
in Norwegian population studies, using a cutoff at  moderate
pain [42]. Chronic pain was defined as duration of 6 months or
more [42]. Symptom duration was also confirmed through individual assessment of clinical reports.
Chronic fatigue was measured using the 13-item Chalder
Fatigue Scale [43]. Each item has four response categories that are
bimodaly scored as 0–0-1–1 (better than usual ¼0, no more than
usual ¼0, worse than usual ¼1, much worse than usual ¼1). The
first 11 items reflect symptom intensity. The cutoff was set at a
score of 4 combined with symptom duration of 6 months or
more [43]. This is the recommended cutoff when using the 13item Chalder Fatigue Scale that has been validated for a
Norwegian population [44]. Likert scores were also calculated.
Mental distress was measured using the 14-item Hospital
Anxiety and Depression Scale (HADS) [45]. The HADS is made for
evaluating mental distress in populations with physical symptoms.

It consists of both an anxiety and a depression scale, each having
seven items. Every item has four response categories from 0 to 3,
giving a maximum score on each scale of 21. Mental distress is
defined as present if a score 8 on either the anxiety and/or the
depressive scales of HADS [46]. The cutoff is validated for a
Norwegian population [47].
Self-reported disability was assessed using two items from the
39-item Norwegian Function Assessment Scale (NFAS) that target
activities closely related to functioning in group activities:
“working in a group” and “participating in a conversation”. Each
item has five response categories (no difficulty, little difficulty,
moderate difficulty, much difficulty, could not do it). The NFAS
was derived from the activities/participation dimension of the
International Classification of Functioning, Disability and Health
(ICF). It is used to assess the need for rehabilitation, adjustment of
work demands among sick-listed persons and rights to social
security benefits. The has been validated for use in a Norwegian
population [48], and is shown to discriminate between individuals
who are expected to report different levels of disability. A clinically relevant cutoff was set at 3 and higher (“moderate disability”
and more). NFAS starts with the question “Have you had difficulty
with doing the following activities during the last week?” [49].
Clinical assessment for mental disorders was done by psychologists prior to admission as part of the interdisciplinary assessment.
Self-reported results from the Psychiatric Diagnostic Screening
Questionnaire (PDSQ) [50] were followed up clinically with the
Structured Clinical Interview for DSM-IV (SCID-I) [51]. The PDSQ is
a validated 126-item screening tool that screens for the 13 most
common mental disorders. It has been shown to have a high sensitivity, but somewhat lower specificity [50]. If the participants
scored above the cutoff on the PDSQ, or if the psychologists
found other indications of psychiatric disorders, the participants
were interviewed according to the SCID-I. Participants were registered as having a mental disorder if the presence of a disorder
was confirmed by the SCID-I interview.
Outcome
A limited set of quantitative outcome measures (Self-perceived
group climate, program completion rate and active participation
rate) were triangulated with data from focus group interviews.
Outcome targeted key uncertainties of the program: whether
transdiagnostic groups could be implemented as planned, if transdiagnostic groups settings would be acceptable to participants
and whether participants would use the program (clinical
demand). Figure 3 shows focus areas of feasibility (implementation, acceptability and demand) and how quantitative and qualitative outcome data were combined to draw inference.
Self-perceived group climate
Participants’ perception of group climate was investigated using
the Group Climate Questionnaire - Short form (GCQ-S) [52]. The
instrument consists of 12 items rated on a 7-point Likert scale
indicating extent of agreement ranging from 0 (not at all), 1 (a little bit), 2 (somewhat), 3 (moderately), 4 (quite a bit), 5 (a great
deal) and 6 (extremely). These items are divided into three
subscales: engagement (5 items), avoidance (3 items) and conflict
(4 items). The GCQ-S assesses the individual group members perception of the climate in the group/therapeutic environment in
the group [52]. This instrument is not based on any particular theoretical orientation, and is thus applicable to many different group
situations and formats. The GCQ-S has been widely used across
different treatment populations, and its construct validity has

Downloaded by [Universitetbiblioteket I Trondheim NTNU] at 01:06 19 September 2017

A FEASIBILITY STUDY

5

Figure 3. Focus areas of feasibility (implementation, acceptability and demand) with map of how quantitative and qualitative outcome data were combined to draw
inference.
Different subgroups of participants: This refers to the subgroups of participants with either different self-reported symptom (chronic pain, chronic fatigue or mental
distress) or participants with/without clinically confirmed mental disorders.

been tested extensively [53]. Internal consistency of the GCQ-S
subscales has been shown to be high, with alpha coefficients
ranging from 0.88 to 0.94 [53]. Participants completed the GCQ-S
a few days before completing rehabilitation.
Degree of participation
Degree of participation was recorded by RTW coordinators at time
of discharge through two questions: (a) Did the participant complete the rehabilitation stay? (yes/no) and (b) Did the participant
participate actively in individual and group sessions? (yes/no).
Participants’ experiences
Qualitative focus group interviews were performed for a convenience sample of 23 participants who were interviewed in five focus
groups the day before discharge from the program. Four of the
focus groups were identical with the therapy group, while one
focus group comprised two therapy groups. Interviews were
based on an interview guide. The guide included questions about
the participants’ experiences of the different parts of the rehabilitation program, their descriptions of what they had learnt and
changed during the program, and their perspectives on and
expectations to life after the program. Parts of the interview data
material have been used in a previous publication [54]. One of
the topics in the interview guide was how the participants experienced that the group therapy was conducted in a transdiagnostic
setting. Data from these specific parts of the interviews are used
in the present study. The interviews were conducted during the
period from November 2012 until March 2013. Two of the interviews were conducted by two researchers and the other three by
one researcher. The interviews lasted between 20 and 90 min and
were audiotaped and transcribed verbatim. Redundant words
were omitted and local dialect was changed to written language.
Quotes presented were translated from Norwegian to English by
the 5th author (MBR).
Data analyses
Descriptive statistics of demography, symptoms and function, as
well as program participation, were given as numbers and percentages of the sample. Caseness for substantial symptom burden was dichotomized according to validated cutoff values for
chronic pain, chronic fatigue and mental distress, as defined
above. Since participants were clustered within rehabilitation
groups, multilevel linear regression analysis was applied to be
able to separate group effects from effects of individual factors,
such as self-reported symptoms, group functioning or confirmed

mental disorder. A “random intercept only model” was used to
explore the possible contribution of belonging to a specific
group on group climate [55]. All analysis was predefined and performed separately for each of the three subscales of the GCQ-S
(engagement, conflict and avoidance), and interclass correlation
coefficients (ICC) were calculated. The associations between GCQS subscales and each separate symptom (chronic fatigue, chronic
pain or mental distress) were analyzed in simple models adjusted
for age and gender. The full model included all symptom
(chronic pain, chronic fatigue and mental distress) adjusted for
age and gender. The association between GCQ-S subscales and
clinically confirmed mental disorder was adjusted for age and
gender, as was the association between GCQ-S subscales and
self-reported group functioning. Coefficients (b) were reported
with 95% confidence intervals (CI). Statistical analysis was performed using STATA version 14.1 (StataCorp. 2015, College
Station, TX).
Qualitative data analysis was conducted according to a phenomenological approach [56]. Analyses were conducted in a
group of four persons with various backgrounds, two medical
doctors and two public health researchers. In addition, a fifth
researcher (a psychiatrist) took part in the initial stages of analysis.
Data collection continued until saturation was reached according
to a group decision. Initially, interview transcripts were read and
coded by the authors separately before the code list was discussed in the whole author group. Codes were then grouped into
larger thematic categories, and discussed several times until consensus. The thematic categories relating to the participants’ experiences of the group setting included: (a) the participants’
expectations towards transdiagnostic group therapy before the
program, (b) their experiences with transdiagnostic group therapy
in general, and (c) their self-perceived benefits with the transdiagnostic setting, compared to the prospect of being in a group
where all participants had the same diagnosis. The qualitative
findings presented in this study are used to elaborate on the
quantitative findings. Quotes from the participants are used to
illustrate the findings.

Ethics, consent, and permissions
The study was approved of by the Regional Committee for Ethics
in Medical Research in Mid-Norway (Ref.no. 2010/2404). All procedures followed were in accordance with the Helsinki declaration
of 1975, as revised in 2000. Informed consent was obtained from
all patients included in the study.
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Chronic Fatigue
and Chronic Pain
19.0%

Chronic Fatigue**
7.6%

Chronic Pain*
8.5%
Pain,
Chronic Fatigue
and
Mental Distress
40.3%

(68/208) reported moderate or more severe problems with
“participating in a conversation”.
Participants were divided into twenty-five groups with an average of 8.5 participants per group. Results for group composition
showed that all groups were transdiagnostic in that they included
both participants reporting mental distress and somatic symptom.
In one of the groups all participants (n ¼ 6) reported mental distress, thereof one as mental distress alone, two in combination
with chronic pain and three in combination with both chronic
pain and chronic fatigue.
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Outcome
Chronic Pain and
Mental Distress
7.1%

Chronic Fatigue
and Mental Distress
11.9%
Mental Distress***
3.3%

Figure 4. A Venn illustration of the percentage of participants presenting with
chronic fatigue, chronic pain, or mental distress, and the overlap of these conditions. Note that 2.4% of participants did not present with either of the conditions.
Chronic pain: a score  moderate to very severe pain and a duration of 6
months.
Chronic fatigue: a score of 4 on the Chalder Fatigue Scale and a duration of
6 months.
Mental distress: a score of 8 on either the anxiety and/or the depressive
scales of the HADS.

Results
Participants
In total 278 participants were admitted to the rehabilitation program. Twenty were not eligible due to pregnancy [1], incomplete
study registration procedure [3], student status, i.e., goal of returning to studies rather than to work [6], or not being registered as
receiving a temporary medical benefit [10]. Thirty-six declined participation in the study, leaving 222 participants to enter the study
(see Figure 2). The preclinical self- report questionnaire was successfully completed by 220 (99%) of the included participants. In
total 96% of the participants fully completed the 3.5-week
rehabilitation program, while nine participants had left early due
to acute illness/injury [3] or other personal/family reasons [6]. This
left 213 participants to be analyzed for all outcome measures.
Further reporting is based on this sample.
Baseline
The average age of participants was 42 years (range 20–59), 80%
(170/213) of participants were women, and 42% (89/213) of participants had higher education (completed college/university education). All 213 participants were receiving partial or fulltime
temporary benefits due to work disability. Overall, 75% (159/212)
of participants reported chronic pain (of at least moderate intensity), 79% (167/212) reported chronic fatigue, and 62% (132/212)
reported symptoms of mental distress. Overlapping conditions
were seen in 78% (165/211) of participants. The distribution and
overlap of symptoms is illustrated in Figure 4.
After psychological assessment, 46 participants (22%) were
diagnosed with a mental disorder according to DSM-V (SCID-I).
This was further translated into a corresponding ICD-10 diagnosis.
A total of 38% (76/201) of the participants reported moderate or
more severe problems with “working in a group” and 33%

Self-perceived group climate
Group climate reports filled out by the participants themselves at
the end of the rehabilitation program, showed subscale values as
following: median 4 (mean 3.90) for engagement, median 0 (mean
0.45) for conflict and median 2 (mean 2.04) for avoidance on a
scale ranging from 0 (not at all) to 6 (extremely). Mixed model linear regression analysis showed that belonging to a specific group
accounted for 12% of the variance in GCQ-S levels for engagement and conflict, but did not influence on GCQ-S levels for
avoidance (ICC < 0.01). The same percentages were found in the
full model that adjusted for symptom. Increasing age was associated with reduced perceived engagement, while male gender was
associated with lower perceived conflict and avoidance. Mental
distress was positively associated with avoidance in the simple
and full model that adjusted for age, gender, mental distress,
chronic fatigue and chronic pain, indicating increased avoidance
perceived by those with mental distress. There were no other statistically significant (5% level) associations with group climate in
either simple (adjusted for age and gender) or full models
(adjusted for age, gender and symptom) for other individual factors that were explored; chronic fatigue, chronic pain, confirmed
mental disorder and preconception of group functioning. Results
from the participants’ self-report on GCQ-S subscales are presented in Table 1 and Figure 5 in which proportions of the population with and without chronic fatigue, chronic pain and mental
distress are compared. GCQ-S was missing for 70 participants
(33%) for the subscales engagement and conflict and 71 (33%) for
avoidance. Missing data was mainly related to time-periods when
participants were prevented from answering the GCQ-S due to
technical system problems with online data registration.
Degree of participation
Clinical reports from the RTW coordinators showed that 95% (203/
213) of the participants who had completed the full program
were present and participated actively in the groups. Participating
actively in the group could for example involve sharing experiences, taking part in discussions or supporting other group members. The remaining 5% had either missed several group sessions
or if present, did not actively participate. Self-reported symptoms
and clinically confirmed mental disorders were similarly present
among those that participated versus those that did not.
Participants’ experiences
Findings from the qualitative interviews supported the quantitative findings that most participants felt comfortable with working
in a transdiagnostic group, while a few participants stated that
they generally found it hard to share personal thoughts and feelings in a group setting. One participant expressed that she
never became comfortable with being in the group setting.
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Table 1. Results from multilevel regression analysis on the association between self-reported symptoms (chronic pain, chronic fatigue or mental distress) and group
climate subscales: engagement, avoidance and conflict.
Subscales of self-reported group climate
Engagement (n ¼ 142)
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Baseline variables

b-estimate

Lower CI

Avoidance (n ¼ 141)
Upper CI

Simple modela: Chronic pain
Age
0.021
20.036
20.005
Male
0.156
0.170
0.481
Chronic pain
0.068
0.372
0.237
a
Simple model : Chronic fatigue
Age
0.021
20.037
20.006
Male
0.137
0.184
0.458
Chronic fatigue
0.045
0.377
0.287
a
Simple model : Mental distress
Age
0.020
20.036
20.005
Male
0.141
0.177
0.460
Mental distress
0.192
0.457
0.074
Full modelb: Chronic pain, chronic fatigue and mental distress
Age
0.020
20.035
20.004
Male gender
0.160
0.163
0.483
Chronic pain
0.049
0.351
0.254
Chronic fatigue
0.003
0.332
0.338
Mental distress
0.203
0.476
0.069

Conflict (n ¼ 142)

b-estimate

Lower CI

Upper CI

b-estimate

Lower CI

Upper CI

0.014
0.505
0.150

0.034
20.931
0.256

0.006
20.080
0.555

0.009
0.301
0.162

0.003
20.535
0.380

0.020
20.068
0.057

0.015
0.489
0.028

0.034
20.910
0.403

0.005
20.069
0.460

0.008
0.333
0.007

0.003
20.565
0.247

0.019
20.101
0.233

0.016
0.489
0.390

0.036
20.901
0.053

0.003
20.076
0.727

0.007
0.340
0.178

0.004
20.570
0.013

0.018
20.111
0.369

0.016
0.501
0.114
0.042
0.376

0.035
20.919
0.287
0.472
0.031

0.004
20.082
0.514
0.388
0.721

0.008
0.306
0.179
0.041
0.192

0.004
20.537
0.395
0.281
0.003

0.019
20.075
0.037
0.198
0.386

Adjusted for age and gender. Reporting of b-estimates and 95% confidence intervals (CI).
Chronic pain: a score  moderate to very severe pain and duration of 6 months.
Chronic fatigue: a score of 4 on the Chalder Fatigue Scale and duration of 6 months.
Mental distress: a score of 8 on either the anxiety and/or the depressive scales of the Hospital Anxiety Depression Scale.
a
Simple model: Association between a single, self-reported symptom (chronic pain, chronic fatigue or mental distress) and each of the group climate subscales:
engagement, avoidance and conflict. Adjusted for age and gender.
b
Full model: Same as simple model but including all symptoms in the same model. Adjusted for age and gender.

Figure 5. Plot showing change in participant scores on the three subscales (engagement, avoidance and conflict) of the Group Climate Questionnaire – Short Form
(GCQ-S). B coefficients and 95%CI from the full multilevel linear regression model are reported for caseness (versus non-caseness) of: Chronic pain: a score  moderate
to very severe pain and duration of 6 months. Chronic fatigue: a score of 4 on the Chalder Fatigue Scale and duration of 6 months. Mental distress: a
score of 8 on either the anxiety and/or the depressive scales of the HADS.
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However, she did not relate this to the group being transdiagnostic, but to her social anxiety disorder.
None of the participants expressed negative experiences with
the fact that the groups included participants with different diagnoses. On the contrary, many emphasized that transdiagnostic
groups allowed for a change of perspective away from focusing
on the specific health problems towards focusing on how to
effectively cope with the health problems, disregarding diagnoses.
In addition, some participants said that they appreciated the
absence of “pain-talk” and comparing of diagnoses and treatment.
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Interviewer: You have quite different health problems. How has it been
to work together in the same group?
Participant 2: If you have groups with just one type of health problems
I think it can be a strong focus on, let’s say the shoulder, if it’s a
shoulder group. We have focused very little on diseases. The only times
we have focused on it is in preparing the exercise program. Besides
that, it [diseases] has not been a topic.
Participant 1: I think that is helpful. I think it is crucial that we are
mixed and that we have not all had knee surgery. Then we would have
been limping around and talked about knees and knees and knees.
Participant 2: We have hardly spoken about diseases during the
program. We have not been focusing on that … not in the group
either. (Focus group 6)

In all groups, some participants said that they had been worried and apprehensive about the transdiagnostic group setting
before the rehabilitation program started. The participants nevertheless described that the group had become an important support factor during the program. Mainly, this included confirmation
that “they were not the only one” having problems, and that
others had similar experiences.
Participant: I feel that we are a good group. I have shared things in this
group, which I didn’t think I would share with them … a good group.
Interviewer: Does that mean that you felt safe? Did the others
understand you?
Participant: I felt that the others in the group shared my experiences. It
wasn’t just me who struggled with this, several of us did … It felt good.
(Focus group 1)

Discussion
A novel group based occupational rehabilitation program successfully included sick-listed participants with chronic pain, chronic
fatigue, and common mental disorders in transdiagnostic groups.
The results showed stable group climate across different symptom
profiles, high completion of the program (96%), and high active
participation rates (95%). Focus group interviews confirmed that
the patients’ experiences with transdiagnostic rehabilitation in
mixed groups were positive. The feasibility of delivering
ACT-based occupational rehabilitation in a transdiagnostic group
setting is discussed in relation to focus areas of this study: the
implementation of transdiagnostic groups, their acceptability to
participants and the demand for such groups.
Implementation and acceptability to participants
Engagement is a desired quality in group treatment since it has
repeatedly been associated with a positive group outcome
[57–60]. It has been proposed that a common therapeutic task in
all group treatments should be to develop a group climate where
participants are active and engaged. McKenzie argues that group
engagement on the GCQ-S captures many of the essential elements of group cohesion, and may be described as an indicator

of the positive bonding relationship that is usually thought of as a
necessary ingredient in any effective therapy [52]. We suggest
that group engagement be used as an indirect and early phase
measure of successful implementation of a group intervention.
With the exception of higher levels of avoidance seen for participants reporting mental distress, the participants’ experiences of
group climate were not significantly associated with self-reported
mental distress, chronic pain or chronic fatigue, or with a clinically
confirmed mental disorder. The finding of higher group avoidance
for participants experiencing mental distress may be considered
of less importance for outcome than if similar results had been
seen on the engagement subscale. The avoidance subscale has
shown the least internal consistency of the GCQ-S subscales [61]
and higher levels of avoidance may even predict improvement
[58]. Interpretations of the GCQ-S avoidance ratings should therefore be cautious and context specific with regard to the treatment
modality used [58]. The GCQ-S results from this study give no evidence to discourage the use of rehabilitation groups mixing participants with mental and somatic disorders. Together with high
participation rates the GCQ-S findings suggest that implementation of transdiagnostic groups was successful and the qualitative
data further support this.
Findings from focus group interviews showed that participants
were positive to the fact that groups were mixed. Through qualitative data, the participants expressed that a transdiagnostic
rehabilitation program moved focus away from the disorder/diagnosis by allowing for focusing on general coping of health problems, rather than specific health issues Although a few
participants described some discomfort with group settings, they
did not perceive this as being related to the group being
transdiagnostic.
Outcome for group climate and participation did not significantly differ for participants who prior to rehabilitation had
reported problems with working in a group or participating in
conversations. Thus, a participant’s prior belief that she or he did
not function well in a group was not associated with actually
withdrawing from group participation or reporting negative group
climate. Results suggests that persons who perceive themselves as
having problems with group functioning may - when actually
being exposed to a group setting - equally participate and report
a positive group climate. This was confirmed by the qualitative
data from interviews: Participants who prior to rehabilitation had
expressed worry and apprehension about the group setting, afterwards described the group as a support factor. Overall, quantitative and qualitative data support that the transdiagnostic program
was acceptable to participants.
Demand for a transdiagnostic group program
Participants were surprisingly uniform with regard to self-reported
health complaints despite being heterogeneous in terms of reasons for referral. This strengthens findings from earlier studies
showing that participants on sick leave have a high degree of
comorbidity and multiple health complaints [13,62,63]. High symptom overlap in the studied population supports the demand for a
transdiagnostic approach to accommodate for comorbidity in the
sick-listed populations. The single-disease framework is widely
viewed as insufficient for participants with comorbidity and complex symptom disorders [10,64–66].
This study observed that participants who pre-admission were
clinically diagnosed with a mental disorder (22%) completed the
rehabilitation program and reported group climate in a similarly
satisfactory manner as participants with only subclinical or no
mental problems. Individuals who struggle with mental disorders
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often report that they feel ignored, stigmatized and belittled in
western societies [67]. Reducing stigma around mental disorders is
highly relevant for avoiding disability [67]. A transdiagnostic
approach to work disability may be desirable from a participant
perspective since loss of work capacity is equally validated regardless of cause, rather than dichotomized into somatic or mental
type.
The clinical demand for a transdiagnostic approach in occupational rehabilitation is discussed though not covered comprehensively in this paper. The program was successfully used by sicklisted participants with mental and/or somatic symptoms and
disorders. Our findings support the demand for and possible benefits of a transdiagnostic program, and indicate that different
diagnostic groups within the sick-listed population can use it.
Limitations and strengths of the study
A narrow set of quantitative tools are used: the self-reported
GCQ-S, the clinician-reported bimodal measurement for active participation and program completion rate, all selected for easy use
in clinical practice. A targeted approach towards feasibility to
match the needs of the situation is common [11]. However, future
studies may wish to refine outcome measures or expand the
scope of the feasibility study to include the perspectives of those
delivering the program or other stakeholders. Due to technical
problems, not all participants had an opportunity to answer the
GCQ-S, but we have no reason to assume that this would systematically affect the results. A strength of this study is that targeted
areas of feasibility were investigated from several perspectives
and it has been pointed that studies using mixed methods may
yield more innovative feasibility results [11].

were used by the target population and were acceptable to these
participants. The results from this study support the feasibility of
implementing a transdiagnostic approach in occupational rehabilitation programs for mixed groups of participants with chronic
pain, chronic fatigue and common mental disorders.
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