
















http://www.edi.admin.ch/aktuell/00705/00724/index.html?lang=en&msg-id=23450
http://www.swissnews.ch/backissues/2007/06.07/sn0607_politics.pdf


http://www.i-s-t.ch/fr/recherche/projets-de-recherche.html
http://www.nfp53.ch/files/download/PNR53_Newsletter_5_f.pdf






http://www.unfallstatistik.ch/f/neuza/anhaenge_fjb/Tabelle_3_2_1_f.pdf




http://www.bfs.admin.ch/bfs/portal/fr/index/news/publikationen.Document.112665.pdf
http://www.obsandaten.ch/indikatoren/2_5_2/2002/d/252.pdf
http://www.bfs.admin.ch/bfs/portal/en/index/news/publikationen.Document.112191.pdf










http://www.rheumaliga.ch/ch/Arthritis?language=fr




http://www.bechterew.ch/de/shop/zeitschrift.html










http://www.ekas.admin.ch/index-fr.php?frameset=53&page=551








http://www.bfs.admin.ch/bfs/portal/fr/index/themen/03/02/blank/data/06.html














http://www.oecd.org/dataoecd/30/57/39464024.pdf




Fit For Work? Musculoskeletal Disorders and the Swiss Labour Market40

possible, it has been argued that the focus of treatment should be on returning to the highest 
or desired level of activity and participation, and the prevention of chronic complaints and 
recurrences (Burton, 2005; Bekkering et al., 2003) rather than eradicating the cause of the 
problem or returning to normal function. 

Whilst treatment to ease or relieve the symptoms of non-specific MSDs will always be a 
priority, medical intervention is not necessarily the only, or the best route to recovery or helping 
those with non-specific MSDs to manage their condition. In fact, for non-specific conditions, 
an individual’s recovery and chances of returning to work can be adversely affected by ‘over-
medicalising’ their condition. The limitations imposed by sick notes, statutory sick leave and 
formalised return to work programmes may serve to reinforce the ‘illness’ of the patient and 
can tie employers hands. Based on evidence that psychosocial factors are a determinant 
of chronicity and disability in those with back pain, there is a strong argument for re-
conceptualising this condition and its treatment, which has important lessons for other types on 
non-specific musculoskeletal pain (Burton, 2005). 

Waddell and Burton (2006b) summarise the challenge neatly in their work on vocational 
rehabilitation. They point out that, whilst many non-specific MSDs do not have clearly defined 
clinical features and have a high prevalence among the working age population, most episodes 
resolve themselves and most people with these conditions remain at work or return to work very 
quickly. In their view, a focus on incapacity alone can be unhelpful:

‘..the question is not what makes some people develop long-term incapacity, but why 
do some people with common health problems not recover as expected? It is 
now widely accepted that biopsychosocial factors contribute to the development and 
maintenance of chronic pain and disability. Crucially, they may also act as obstacles 
to recovery and return to work. The logic of rehabilitation then shifts from dealing with 
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residual impairment to addressing the biopsychosocial obstacles that delay or 
prevent expected recovery.’ (Waddell and Burton, 2006b, p.7) [bold in original text]

The biopsychosocial model is an explanatory framework that recognises the importance of 
psychological and social factors in determining how those with MSDs cope with their conditions. 
The following section provides a brief overview of the biopsychosocial model and outlines the 
implications that it has for the workforce.
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The biopsychosocial model advocates that clinicians, occupational health professionals and 
others should assess the interplay between the biological (eg disease, joint damage), the 
psychological (eg disposition, anxiety) and the social (eg work demands, family support). 
Clearly, the psychological disposition and behaviour of a patient can have a significant impact 
on the way a physical ‘injury’ (such as back pain) is approached by a patient. In some cases 
the patient risks entering a self-reinforcing cycle of incapacity, delayed recovery and even 
depression if their dominant response to pain is to ‘catastrophise’ it. Of course there may be 
many factors which affect an individual’s disposition to ‘catastrophise’, including personality, 
previous medical history, levels of family support or job satisfaction (Sullivan and D’Eon, 
1990). It is evident that the interaction of the biological, psychological and social dimensions 
can have a significant impact on the development, progression of, and rehabilitation from, a 
musculoskeletal condition.

Since it was first proposed in the late 1970s, a growing body of evidence has developed 
to support the biopsychosocial model. For example, research has demonstrated that job 
dissatisfaction can be an important predictor of speedy and successful return to work (Bigos, 
Battie, and Spengler, 1992). On the issue of social support, studies have shown that limitations 
in functioning attributable to MSDs can stress family systems and lead to family conflicts if 
the patient is unable to perform normal family duties (Hamberg, Johansson, Lindgren, and 
Westman, 1997; MacGregor, Brandes, Eikermann, and Giammarco, 2004; Kemler and Furnée, 
2002). On the other hand, an overly solicitous family (or, by extension, manager or colleague) 
may reinforce the MSD patients’ passivity and encourage the patient to adopt a ‘disabled’ role 
(Kerns, Haythornthwaite, Southwick, and Giller, 1990; Block, Kremer, and Gaylor, 1980).

De Croon et al. (2004) looked at the research on work disability among people with RA and 
concluded that psychosocial factors were often a better predictor of work disability than 
standard bio-medical factors. In Figure 2, on the next page, the authors highlight how wider 
environmental and personal factors enhance the explanatory power of the International 
Classification of Functioning, Disability and Health (ICF) in the case of work disability and RA.

Some critics of the biopsychosocial model (McLaren, 2006) have focused on this last point, 
highlighting concerns that this approach may encourage or ‘permit’ helplessness in some 
patients or that, in other circumstances, it may alienate patients who feel that they are being told 
that their condition is ‘all in the mind’. Clearly, care must be taken in the way that clinicians and 
others mitigate these risks, but the balance of the literature – and of the expert opinion offered 
during the course of our interviews – is strongly in support of the biopsychosocial model and its 
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role in informing the management of MSDs in both clinical and occupational settings (Smyth, 
Stone, Hurewitz, and Kaell, 1999; Carter, McNeil, and Vowles, 2002; Zampolini, Bernardinello, 
and Tesio, 2007). Indeed, it forms the basis of the World Health Organisation’s International 
Classification of Functioning, Disability and Health (ICF) which has been widely embraced as an 
authoritative guide for vocational rehabilitation (WHO Scientific Group, 2001). 

An example of successful intervention to reduce sickness absence based on the 
biopsychosocial model is provided by Ektor-Andersen, Ingvarsson, Kullendorff and Ørbæk 
(2008). In their study Ektor-Andersen et al. developed a tool based on the cognitive behavioural 
theory (CBT) method of functional behaviour analysis according to which risk factors for long-
term sick leave due to musculoskeletal symptoms were identified in four different domains: the 
community, the workplace, the family/spare time and the health care system. Care-seekers 
were examined by each member of the interdisciplinary team and risk factors were identified 
and classified as stable or dynamic. Dynamic factors were the ones the care-seekers and the 
team agreed to intervene on. Some of these interventions involved CBT sessions and other 
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Figure 2: ICF model applied to work disability in RA

Source: de Croon et al., 2004
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focused more on physiotherapy which were then administered for a year. Results from the study 
show that this type of intervention is effective in significantly reducing sick leave and social 
security expenditure only four months after the intervention started. Although the cost-benefit 
analysis presented by Ektor-Andersen et al. (2008) underestimates the total savings by only 
taking into account social security costs , the costs of this type of intervention are balanced out 
by the reduced costs in sickness allowance during the first year.

Currently under the NFP53, a Swiss research is also looking at the effectiveness of 
multidisciplinary intervention for the treatment of chronic MSDs. Patients are being recruited 
among companies that have a work absence management system and split into two groups. 
A control group and an intervention group; the latter will receive a multidisciplinary intervention 
consisting of work hardening, cognitive training and psychosocial counselling directly related to 
the participant’s real work conditions and demands.18     

As Waddell and Burton (2006b) have argued, the goals of the biomedical model are to relieve 
symptoms, whereas the goals of clinical management informed by the biopsychosocial model – 
especially in occupational settings – should be to control symptoms and to restore function. This 
suggests that employers contribute to the ‘social’ part of the biopsychosocial model and that 
their actions can make a difference to the outcome for individuals with MSDs. 

Many employers remain unaware of the nature of MSDs, both in terms of the immediate impact 
on functional capacity at work and, where relevant, the manifestations and progression of the 
conditions. For example, employees with RA or SpA may be susceptible to periodic ‘flares’ 
of inflammation and severe pain followed by fatigue and possible depressed mood. Unless 
employers are aware that these symptoms are expected or ‘typical’, they can adopt an unhelpful 
or over-cautious approach to return to work. 

Whilst the message about manual handling and work design may have got through to many 
employers, the fact that absence and even reduced work requirements can be counter-
productive has yet to become common currency. Changing attitudes and raising awareness 
about the management of MSDs is an important part of reducing their burden to employers 
and society. However, it is not just employers that need to know more about MSDs and their 
treatment. One of the most persistent (and pernicious) myths about back pain, for example, is 
that bed rest is the best solution. Health promotion campaigns have been shown to be effective 

18 http://www.nfp53.ch/e_module.cfm?Projects.Command=details&get=9
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at getting the message across that experiencing pain does not necessarily mean that the 
condition has worsened or that being active is bad for you (Buchbinder, Jolley and Wyatt, 2001). 

Not only has evidence shown that work is good for you but returning to modified work can help 
recovery (Feuerstein et al., 2003; van Duijn and Burdorf, 2008). Among occupational health 
specialists, the use of vocational rehabilitation has long been an accepted mechanism for 
ensuring that individuals with illness, injury or incapacity can return to work (even to perform 
adjusted work) as soon and as sustainably as possible. There have been concerns that 
rehabilitation is not well-integrated into mainstream clinical practice and that return to work 
is not seen by a sufficient proportion of clinicians as a valued outcome for the patient (Frank 
and Chamberlain, 2006). It is also important to stress that vocational rehabilitation is not the 
preserve of professionals. In practice effective management is as, if not more, important than 
formal rehabilitation.

Yet, employers, if they think about this at all, invariably consider the physical job demands which 
need to be met by an employee with an MSD. The biopsychosocial model requires that the 
mental demands of the work are also considered as part of the return to work process. There 
is a growing body of work which shows that adjusting a variety of work demands can support 
successful return to work among those with a range of MSDs (Schultz, Stowell, Feuerstein and 
Gatchel, 2007; de Croon et al., 2004; Feuerstein, Shaw, Nicholas and Huang, 2004; Chorus, 
Miedema, Wevers and van der Linden, 2001). The success with which both employee and 
employer can manage the process of re-adjustment during return to work can also depend on 
the beliefs that both parties have about the extent to which the work itself is (at least in part) 
caused by or related to the incapacity. 

Occupational health specialists can help in making this process smoother. However, In 
Switzerland, only about 80 of the 200 members of the Swiss Society of Occupational Health 
Medicine are actively employed in Swiss companies to support the Swiss workforce in MSDs 
management. A higher number of occupational health specialists should be employed by Swiss 
companies to allow earlier and more appropriate interventions for workers with MSDs (Danuser 
and Rüegger, 2009).

There are numerous types of work-based intervention for assisting those with MSDs, ranging 
from ergonomic adjustments to providing access to physiotherapy, modifying work programmes 
to cognitive behavioural therapy, or a combination of various strategies. Evidence on the 
success success of these interventions at tackling non-specific MSDs is mixed (Meijer et al., 
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2005).19 A systematic review of multidisciplinary treatments of patients with low back pain, for 
example, demonstrated that whilst the treatment improved function and decreased pain in 
individuals, it could not be demonstrated that this was linked to employees returning to work 
earlier than those who had not received it (Guzman et al., 2001). Whilst biomechanical or 
ergonomic factors may be related to the onset of back pain, evidence that interventions based 
on these principals will prevent re-occurrence or progression to chronicity is thin on the ground 
(Burton, 1997). In fact, it has proved virtually impossible to determine whether one treatment is 
significantly more effective than another (Ekberg, 1995). Even for specific conditions such as 
RA, the evidence for the effectiveness of vocational rehabilitation is slim (Backman, 2004; de 
Buck, Schoones, Allaire and Vliet Vlieland, 2004).20

There is nonetheless broad agreement on the principles for managing non-specific MSDs, 
particularly back pain, that are outlined in Box 1. This includes advice and a number of relatively 
simple measures for employees and employers to follow on how to deal with back pain. 

Box 1: Principles of managing non-specific MSDs

This requires employers to think beyond their statutory duty to address health and safety risks, 
and to recognise that sickness absence management, effective return to work programmes 
and rehabilitation are, at bottom, principles for effective management (Waddell and Burton, 
2006b). Much is dependent on raising awareness about how to manage the symptoms of 
MSDs amongst employees and their managers, and ensuring that the latter have the skills and 
confidence to support employees in work.  

19 Findings from an evaluation of the effectiveness of return-to-work treatment programmes were inconsistent
20 Backman, 2004 found only six studies for the period 1980 to 2001

Early treatment should be sought for back pain.•	
Most back pain is not due to a serious condition.•	
Simple back pain should be treated with basic pain killers and mobilisation.•	
It is important to keep active both to prevent and to treat back pain.•	
Getting back to work quickly helps prevent chronic back pain.•	
Adopt the correct posture while working.•	
All work-place equipment should be adjustable.•	
Take breaks from repetitive or prolonged tasks or postures.•	
Avoid manual handling and use lifting equipment where possible.•	
Clear information should be provided to employees about back care.•	
Health and safety policies should be implemented to cover all aspects of day-to-day •	
work and should be reviewed regularly.

Interventions

Source: Health and Safety Executive (HSE), 2002
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What is clear is that the role of line managers in early intervention is crucial, both in work 
retention and rehabilitation. Yet many line managers feel ill-equipped to manage long-term 
absence and incapacity. They may find aspects of mental ill-health or chronic incapacity 
awkward and embarrassing to talk about or confront, and are concerned about challenging or 
asking for more information about GP sick notes, making home visits or telephoning staff at 
home for fear of being accused of harassment or falling foul of the law and landing themselves 
and their organisation in a tribunal. They are also ignorant of, or uncomfortable with, the idea of 
rehabilitation. Although the Employment Equality Act requires employers to make ‘reasonable 
accommodation’ to support employees with long-term illness or injury, most line managers find 
job re-design difficult, irritating and disruptive. 

Given that MSDs are the most common work-related health problem, and the importance of 
psychosocial factors in determining whether employees remain in work or return to it as soon 
as they can, managers need to have the skills to deal with staff who have them, or the costs 
to their organisation may be significant, particularly for small and medium enterprises. Small 
employers also have issues with employees with MSDs, as their absence from work can have, 
potentially, more impact on customer service, productivity and business performance. 
 

On the face of it, many of the return to work challenges faced by employees with MSDs may 
be improved if there was an improved level of mutual understanding between employers and 
clinicians. As highlighted above, the clinical appreciation of most MSDs by employers can 
be cursory to say the least. It is often argued that most GPs, in their turn, have little or no 
appreciation of the vocational or occupational dimension of many MSDs. Physician-training in 
Switzerland remains essentially based on a biomedical model, which seldom if ever addresses 
the specific question of grading work incapacity. There is a yawning gap between the role of 
medical diagnosis in the health system and its role in the social insurance system (Cassis et 
al., 1996). As suggested by Bollag et al. (2007) ‘the doctor has insufficient knowledge about 
the patient’s occupation’ which means that GPs are making return to work judgements without 
a very clear view of the demands of the job, the extent to which adjustments to the job can be 
made or, indeed, whether swift and appropriate return to work might have positive psychological 
(and economic) benefits. Without this understanding of specific tasks undertaken by employees 
and the ability to adjust those tasks, GPs may feel that a return to work would exacerbate a 
condition unless an individual is 100 per cent fit.  

4.5.3 Line managers

4.5.4 Improved employer-clinician dialogue
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For their part, employers will only very rarely challenge a GP’s sick note, or ask for a second 
opinion on the potential for a beneficial return to work for a patient. The consequence of this 
mutual lack of understanding and resulting dearth of dialogue can often be that the MSD 
patient is left stranded in the middle, with no clear pathway back to work and, more importantly, 
no voice. A proactive, inclusive, multi-disciplinary, capability-focused approach to vocational 
rehabilitation, informed by the biopsychosocial model and delivered through case management 
is widely regarded as the most enlightened and effective approach to take in the majority of 
work-related MSD cases. Quite often both employers and GPs will focus on the aspects of the 
job which an MSD patient cannot currently perform, rather than on those which they can. 

One of the attractions of the biopsychosocial model is that it ‘joins up’ the three core strands of 
the MSD patient’s experience, and management of, their condition. It offers a comprehensive 
framework with which to look at the diagnosis and treatment of a range of MSDs, especially 
when an important outcome for the individual is to stay in, or to return swiftly to, work.

This section has outlined the case for early intervention, first and foremost to benefit the 
health of those with MSDs, but also to ensure that they remain productive members of the 
workforce. However, it also demonstrates that intervention should ideally begin before those 
experiencing musculoskeletal pain visit their GP, and extend beyond the signing of a sick note. 
The biopsychosocial model clearly illustrates the need for a more comprehensive understanding 
of the factors that contribute to the development of non-specific MSDs, taking into account 
individual or psychological factors as well as the social milieu in which individuals live their lives, 
in which work plays a large part. To achieve this, employers, employees and clinicians need to 
talk to one another more effectively. Whilst this is challenging, and undoubtedly not common 
practice today, the costs of not addressing this problem were highlighted in this chapter.
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Work is, unambiguously, good for our health. It provides us with income, generates social capital 
and gives us purpose and meaning. Even when unwell or injured, remaining in work – at least 
in some capacity – is often better for recovery than long periods away from work. If the Swiss 
workforce is to be productive and competitive in the global economy, and if the quality of their 
working lives is to be enhanced, it is important that a high proportion of the workforce is, as far 
as possible, fit for work.

The evidence presented in this report illustrates that a large proportion of working age people in 
Switzerland are, or will be, directly affected by MSDs. This can have very significant social and 
economic consequences for these individuals and their families, it can impede the productive 
capacity of the total workforce and parts of Swiss industry and it can draw heavily on the 
resources of both the health service and the benefits regime.

As in many countries, there is a disappointing shortage of clinical, epidemiological, 
psychological and economic evidence on the nature, extent and consequences of the MSD 
problem in Switzerland, but we know enough to be able to conclude that MSDs will affect a 
growing proportion of the working age population in the coming years. However, there seems 
to be a lack of coherence or ‘joined-up’ thinking and action by government, clinicians and 
employers which focuses on the MSD patient as worker. While the numbers advocating the 
application of the biopsychosocial model to MSDs is growing, we noted that some of those who 
can have most impact on fulfilling the labour market participation of workers with MSDs have yet 
to embrace its principles as fully as they might.

The Work Foundation has a number of recommendations for several interested parties in this 
field. Our intention is to encourage some of the key players to recognise that more can be done 
to ensure that continued active participation in the labour market is almost always a strongly 
positive force for health, fulfilment and for prosperity.

Managerial awareness-raising and training must include a health and well-being •	
component. Managers are in the front line of staff absence and are in a good position 
to spot the early warning signs of a problem and to help rehabilitate employees after 
a period away from work. Despite the current focus on ‘stress’, managers in Swiss 
organisations need to be aware that MSDs can be even more of a problem for their staff 
and for the whole organisation.
Imaginative job design will assist rehabilitation. Managers can change the ways work •	
is organised (including simple changes to working time arrangements) to help prevent 
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MSDs getting worse and to help people with MSDs to return to work. They need to do 
this in a way which preserves job quality, avoids excessive or damaging job demands 
and takes heed of ergonomic good practice. 
Build communication with GPs. If sick notes from GPs are not providing a clear enough •	
indication of the nature of the health problem an employee has, and its impact on their 
capacity to work, employers should enquiry and clarify the GP’s assessment, if only to 
help understand which tasks the employee can still perform, or what support they might 
need to return to work.
Intervene early. Employers should always take action sooner rather than later •	
because caution and delay can only make matters worse. As long as they behave 
compassionately and make decisions based on evidence and on expert opinion, early 
intervention cannot be construed as harassment and can often hasten recovery or 
rehabilitation. 
Use occupational health advice. Vocational rehabilitation carefully organised and •	
tailored to the individual, can make a real difference to return to work, productivity, 
morale and sustainability of performance. Involve occupational health professionals as 
early as possible
Beyond legal compliance. Try to avoid a ‘risk management’ mentality when dealing •	
with an employee with an MSD, this can often lead to delay and ambiguity. In almost all 
cases, the employee is better off at work.
Use the biopsychosocial framework. Thinking about the physical symptoms of the •	
MSD without considering the psychological and social dimensions, can mean that the 
work-related causes of an MSD, or the work-related benefits of rehabilitation can be 
underestimated.
Focus on capacity not incapacity. Employers can catastrophise too! Most workers with •	
MSDs can continue to make a great contribution at work if they are allowed to. They 
do not need to be 100 per cent fit to return to work, and a little lateral thinking will allow 
you to give them useful work to do which will support them on their journey back to full 
productive capacity.

Focus on capacity not incapacity. It’s natural to be anxious or even guilty about the •	
parts of your job which you may find difficult to perform because of your MSD. But you 
still have much to contribute and you should play to your strengths. Your specialist 
knowledge and experience doesn’t disappear just because you are in pain, discomfort 
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or have mobility problems, you can still contribute in many ways. Work with your 
managers and your colleagues to find out how you can maximise your impact at work 
within the constraints of your condition. Be open with them and they should respond 
better.
Talk early. Your line manager, despite what he or she might tell you, is not a mind-•	
reader. If your MSD is causing you difficulty or you anticipate a period when you will 
need to adjust your working time, talk to your manager so that you can both plan what 
to do about it. The earlier the better as managers don’t like last minute surprises, but 
they can usually find a solution to most problems if they have some notice. You might 
also find it useful to talk to your union representative, your HR manager or someone in 
occupational health. Don’t delay.
Play an active part in the management of your condition. Your MSD is bound to get •	
you down sometimes and you will feel like it’s controlling your life at home and at work. 
But you don’t need to be a passive victim of pain or immobility. Find out more about 
your condition, watch for patterns in pain or fatigue and learn how you can minimise its 
impact on your functioning and your mood. This can sometimes be very hard to do, but 
persevere: people who play an active part in the management of their condition tend to 
get back to work more quickly.
Know your rights. As both a patient and as a worker you should know what support and •	
advice you are entitled to. If you are a trade union member, your union should be able 
to guide you on much of this.
Family involvement in job retention and rehabilitation. Your family and friends are •	
important sources of support. They may not realise that staying in or returning to work 
is both possible and desirable. You need to help them to help you by getting them 
involved in your rehabilitation at work. Even small adjustments to working time or travel 
to work arrangements can make the world of difference.

Identify where job retention or early return to work is good for the patient. It is easy to •	
assume that work is unambiguously bad for your patients, especially if you suspect that 
aspects of their job make their symptoms worse. Consider carefully whether, with some 
adjustments, you can recommend staying at work on lighter duties or with adjusted 
hours might still be a better option than a prolonged absence from work.
Think beyond the physical symptoms. Bring to bear your understanding of the •	
biopsychosocial model and the limitations of the biomedical model in your diagnosis 
of the patient and – most importantly – your assessment of the role that their job might 
play in helping them stay active and avoid isolation. As a GP you are ideally placed to 
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identify the early presentation of many MSDs. Where appropriate, you should seek to 
refer patients to specialist teams as early as practicable, to enable management of the 
condition to begin.
Avoid catastrophising. A patient can hold a very negative view of the impact and likely •	
progression of their condition if the way that clinicians present it focuses on incapacity 
rather than capacity. 
Encourage self-management. Try to ensure that the patient can adopt strategies to •	
manage aspects of their own condition, especially if they are staying in or returning to 
work. A feeling of empowerment and control will help their mood and ensure that they 
can keep on top of important aspects of their incapacity while at work.
Early intervention. The evidence suggests that long periods away from work are usually •	
bad for MSD patients. The longer they are away from work, the more difficult it is to 
return. Early action, preferably in partnership with the patient and their employer, can 
help achieve a balance between the individual’s need for respite and their need to work.

Think beyond the physical symptoms. More importantly, ensure employers, •	
employees and GPs fully appreciate how this multi-factor perspective can contribute 
to constructive, active, participative and sustainable rehabilitation. Shape your 
interventions and advice around the three domains of the biopsychosocial model and 
help employers see how small workplace adjustments can bring wider benefits than just 
compliance with the Employment Equalities Act.
Early intervention. OH professionals, above all others, understand the benefits of •	
early interventions with MSDs. They must play a proactive part in mediating between 
employer and employee, or employer and GP to ensure that the patient can use return 
to work as a positive part of the way they learn to manage their condition and maintain 
their sense of self-worth and self esteem.
Encourage self-management. Working with the employee, their colleagues and their •	
manager, help the individual to find strategies to manage their own condition. This will 
enable them to make their own decisions about their working arrangements.
Support managers with job design interventions. Making changes to work demands •	
under the Employment Equalities Act is often seen by managers as a way of complying 
with the law. Helping managers to look at job redesign as a more constructive way of 
meeting the needs of a patient/worker with an MSD and meeting changing customer 
demands can help them to see the business benefits of more flexible working 
arrangements.

5.4
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Encourage and support collection of national data on specific and non-specific MSDs •	
and their social and economic impact on Swiss society. 
Take seriously the existing evidence that the proportion of the Swiss workforce with •	
MSDs is likely to grow over the next few decades. While Switzerland has a relatively 
low prevalence today – compared with the rest of the EU – this situation will not 
last. Switzerland has the benefit of learning from good practice elsewhere and the 
government should act now to put such measures in place. 
Improve the flow of information across different systems and institutions on the issues •	
of job retention, early intervention and costs to society of people with MSDs being 
detached from the labour market and vocational rehabilitation. The government should 
also consider a national service framework for the treatment of people with MSDs. 
This framework should enshrine the principle that job retention or return to work are 
legitimate clinical outcomes.
Review the definitions of MSDs in the current classification of occupational diseases •	
beyond their current narrow focus. In addition, formally acknowledge that many MSDs 
and other chronic conditions (such as rheumatic diseases, multiple sclerosis) are not 
caused by work, but may inhibit participation at work.
Help make GPs more effective in handling occupational health issues. This will require •	
an input into GP training, through postgraduate medical education and training. In 
fact, we believe that medical training at all levels, from undergraduate to continuing 
professional development would benefit from inclusion of health and work issues, 
especially if the health of the working age population is set to deteriorate. 
Bring forward proposals to replace the current system of sickness certificates with a •	
UK-style ‘Fit Note’ which encourages GPs to indicate what a worker is still capable 
of performing. This would help other health care professionals and employers to plan 
return to work and to make appropriate adjustments to job demands and/or working 
time.
Consider the piloting of the allocation of trained occupational health advisors in selected •	
GP surgeries to offer advice on the best way of supporting patients with MSDs staying 
in work or returning to work. Increasing the number of occupational health specialists in 
Swiss companies will also improve earlier diagnosis and support to patients with MSDs.
Managing a phenomenon which is not being measured is very hard and can lead •	
to the misdirection of effort and resources. The quality of data in Switzerland on the 
health of its working age population is uniformly poor. It is almost impossible to build 
up an accurate or comprehensive picture of levels of absence from work, work-related 
incapacity and its causes. This represents a serious impediment to both evidence-
based policy-making and to the pragmatic targeting of expertise and resources.

Conclusions and recommendations

5.5

Recommendations 

for government
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Appendix 1: Interviews and consultation with experts

The following people shared their views and information with us during the course of our 
research and we are very grateful for the time each spent. We have taken their views into 
account in writing this report, though their participation in the study does not in any way imply 
endorsement of the report’s conclusions.
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Prof. Dr. André Busato Institute for Evaluative Research in Orthopaedic Surgery, 
University of Bern
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Director of the Department of Rheumatology, 
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Dr. Stéphane Genevay Rheumatology Department, 
University Hospital of Geneva

Dr. Jörg Jeger Head of the Medical Institute for Disability Assessment in 
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PD. Dr. Andreas Klipstein Head of the Disability Management Section, 
Centre of Work and Medicine, 
AEH Zentrum, Zurich

Mrs. Valérie Krafft Director of Rheumaliga, Swiss Patient Organisation for 
Arthritis and Rheumatisms

Dr. Thomas Langenegger Head of Clinical Affairs, Swiss Society of Rheumatology 
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Cantonal Hospital Zug

Prof. Dr. Beat Michel Chair of the Department of Rheumatology, 
Institute for Physical Medicine, 
University Hospital Zurich

PD. Dr. Burkhard Möller Head of the Arthritis Section, 
Department of Rheumatology and Clinical Immunology, 
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Dr. Almut Scherer Swiss Clinical Quality Management (SCQM) Foundation

Dr. Hans A. Schwarz President of the Swiss Clinical Quality Management (SCQM) 
Foundation

Director of the Swiss Patient Organisation for Bechterew’s 
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Appendix 2: Benchmarking grid

The Fit for Work Europe study has looked across 23 European countries plus Israel and 
Canada. This approach allows us to explore how far early intervention is implemented across 
Europe. It also enables us to see how far we may identify both enablers and barriers to early 
intervention given the different approaches to policies that affect the labour market, the welfare 
system and the health care system. To explore this we have looked widely at a number of 
indicators covering the:

Labour market; •	
Welfare system ;•	
Health care system.•	

The data presented below come from various international data sources. We used 2005 
data to allow for comparisons across countries for a number of different indicators. The data 
mainly come from the OECD. However, where OECD data was not available the data was 
supplemented with Eurostat data. We present a selection of indicators below.



Fit For Work? Musculoskeletal Disorders and the Swiss Labour Market64

Appendix 2: Benchmarking grid
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Appendix 2: Benchmarking grid
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Appendix 2: Benchmarking grid
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Appendix 2: Benchmarking grid
Variable

D
efinition – Provided by Source

Source

Labour indicators, continued 
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 cross-sectional data. 

Indirect m
easures regard persons above a specified age as ‘retired’ if they are not in the 

labour force at the tim
e of the survey (average age at labour force exit). N

et m
ovem

ents 
into retirem

ent are proxied by the changes over tim
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Appendix 2: Benchmarking grid
Variable

D
efinition – Provided by Source

Source

W
elfare indicators
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ocial expenditure is classified as public w
hen general governm
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ents and social security institutions) controls the 

financial flow
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C
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ent in health facilities plus capital transfers to the private sector for hospital 
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iscellaneous expenditure by social protection schem

es (paym
ent of 
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e and other).

E
urostat, 2009c 

D
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ocial benefits by 
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e as above.
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ocial 
benefits by function – %
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total benefits 2005
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e as above.
E

urostat, 2009c
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Appendix 2: Benchmarking grid
Variable

D
efinition – Provided by Source

Source

W
elfare indicators continued
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Although many patients with AS are employed, because of their health disability they are more 
likely to be exposed to problems in the workplace. Aware of the importance that keeping people 
at work has for people with this condition, the Swiss Morbus Bechterew Association (SVMB) 
provides its members with back up support when problems connected with their disability arise 
in the workplace. Using a network of medical practitioners, physiotherapists, occupational 
employment advisers, insurance experts on per diem sickness benefits and invalidity monetary 
benefits, case managers and lawyers, the SVMB aims to create a ‘win-win’ situation in 
which the employer can continue benefiting from the skills and experience of the employee, 
and the employee can enjoy the security of earning a living, recognition, social contact and 
independency. 

To create a successful ‘win-win’ situation, the SVMB encourages medical practitioners to 
engage in a discussion with the employer and to make sure that line managers understand that 
AS is not just a usual backache, but a specific illness, the course of which is often manifested in 
periodic attacks. 

Furthermore, it stresses how important it is for the medical practitioner to get a detailed 
description of the work required by the employee from the employer, and make 
recommendations on what activities are unsuitable for an AS patient. 

Appendix 3: The work of the Swiss Morbus Bechterew Association
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