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Abstract
Purpose The aim of this study was to evaluate potential barriers and facilitators for implementing motivational interviewing 
(MI) as a return to work (RTW) intervention in a Norwegian social insurance setting. Methods A mixed-methods process 
evaluation was conducted alongside a randomized controlled trial involving MI sessions delivered by social insurance case-
workers. The study was guided by the Reach, Effectiveness, Adoption, Implementation, and Maintenance framework using 
focus groups with the caseworkers. MI fidelity was evaluated through audio-recordings of MI sessions and questionnaires to 
sick-listed participants. Results Lack of co-worker and managerial support, time and place for practicing to further develop 
MI skills, and a high workload made the MI intervention challenging for the caseworkers. The MI method was experienced 
as useful, but difficult to master. MI fidelity results showed technical global scores over the threshold for “beginning profi-
ciency” whereas the relational global score was under the threshold. The sick-listed workers reported being satisfied with 
the MI sessions. Conclusions Despite caseworker motivation for learning and using MI in early follow-up sessions, MI was 
hard to master and use in practice. Several barriers and facilitators were identified; these should be addressed before imple-
menting MI in a social insurance setting.
Trial registration ClinicalTrials.gov: NCT03212118 (registered July 11, 2017).
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RE-AIM  Reach, effectiveness, adoption, implementa-
tion, and maintenance

RTW   Return to work

Introduction

Long-term sickness absence is a challenge for industrial-
ized countries [1]. For the individual, prolonged sick leave 
is associated with adverse health outcomes, multimorbid-
ity, increased risk of disability pension and a risk for exclu-
sion from the labour market and economic instability [2–5]. 
Compared to other OECD countries, Norway has the highest 
sick leave [6] with a current sickness absence rate of 5.9% 
[7]. The leading causes for sick leave in Norway are mus-
culoskeletal (30%) and mental health disorders (27%) [7].

In order to facilitate return to work (RTW) for sick-
listed workers, early interventions have been advocated [8, 
9]. Despite various targeted efforts to increase RTW, there 
are sparse conclusive results on what is an effective RTW 
approach [10–12]. To be able to better interpret the results 
of randomized controlled trials (RCT) and improve imple-
mentation, increased attention is given to evaluating the 
implementation of interventions [13, 14]. A frequently used 
framework for process evaluations is the Reach, Effective-
ness, Adoption, Implementation and Maintenance (RE-AIM) 
framework [15, 16]. RE-AIM is comprised of five parts to 
evaluate interventions by individual factors, such as reach 
and effectiveness (RE), and multilevel organizational factors, 
such as adoption, implementation, and maintenance (AIM) 
of the intervention [15]. Previous studies using the RE-AIM 
framework to evaluate RTW interventions have emphasized 
the importance of evaluating potential barriers and facilita-
tors of implementation for practice and policymakers [17, 
18]. Qualitative methods are suited to explore how individu-
als construct meaning from their experiences, but also to 
investigate practices, change and processes within organi-
zations [19]. It is recommended to use qualitative methods 
within the RE-AIM framework to increase the transferability 
of research findings to practice [20].

In an ongoing trial we are evaluating the effect of moti-
vational interviewing (MI) on RTW, when MI is given by 
caseworkers at the Norwegian Labour and Welfare Admin-
istration (NAV) [21]. MI is a client-centered and directive 
counseling method aimed at facilitating intentional behav-
ioral change. The method has a relational component that 
refers to the empathic and interpersonal spirit of MI, as 
well as a technical component that refers to the evocation 
and reinforcement of change talk [22]. In MI, open-ended 
questions, affirmation, reflective listening, and summarizing 
are referred to as core MI skills [23]. The method was first 
developed for treating alcohol abuse [23], and has later been 
shown to be effective in various clinical settings [24–27] 

and in brief interventions with small doses of 15 min [28] 
and single sessions [29]. While the evidence for MI as an 
effective RTW intervention is sparse [30–32], a Canadian 
cluster RCT found that the use of MI in rehabilitation led to 
more sustainable RTW compared to traditional rehabilita-
tion for patients with musculoskeletal complaints [33, 34]. 
In a recent study we found that sick-listed workers receiving 
MI as an RTW intervention, given by caseworkers at NAV, 
experienced increased RTW self-efficacy [35]. A Swed-
ish study on social insurance officers using MI in a sick-
ness insurance setting found that the implementation of MI 
largely failed due to high workload and lack of support and 
priority from management [36].

Furthermore, MI quality has been found to vary between 
countries and cultures [37]. Thus, it is important to consider 
cultural and contextual differences when comparing meas-
ures of MI quality across studies and settings. When coun-
seling the sick-listed workers in Norway, NAV recommend 
that their caseworkers use MI [37], but to what extent and 
quality is unknown. Thus, there is a lack of knowledge on 
how MI can be implemented as an RTW intervention [30]. 
The aim of this study was to evaluate potential barriers and 
facilitators for implementing MI as an RTW intervention in 
a Norwegian social insurance setting.

Materials and Methods

This mixed-methods process evaluation was conducted 
alongside a RCT [20] and was guided by the RE-AIM 
framework [15, 19]. The project was carried out in coop-
eration with NAV and approved by the NAV management. 
The process evaluation components adoption, implemen-
tation and maintenance were chosen to evaluate potential 
barriers and facilitators for implementing MI as an RTW 
intervention. Reach and effectiveness of the intervention will 
be reported separately later on. Adoption, implementation 
and maintenance were assessed through focus groups with 
NAV caseworkers who administered the interventions, treat-
ment fidelity through audio-recordings of MI sessions, and 
questionnaires to sick-listed workers who received the MI 
sessions. The manuscript is reported according to the Con-
solidated criteria for reporting qualitative research (COREQ) 
guideline.

Study Setting: The Norwegian Welfare System 
and Sickness Absence Follow‑Up

In Norway, employees are entitled to full wage benefits from 
the first day of sickness absence to a maximum period of 
52 weeks. The employer is responsible for the payment dur-
ing the first 16 working days, while the remaining period is 
covered by the National Insurance Scheme through NAV 
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[39]. In terms of sickness absence follow-up, the employer 
and sick-listed worker share the main responsibility for all 
activities during sick leave and the RTW process. NAV has 
a facilitating role and is responsible for arranging a meet-
ing within 26 weeks of sick leave, including the employer 
and the sick-listed worker. The attendance of the sick-listed 
employee’s general practitioner is optional, unless NAV 
deems it necessary for the continued coordination of the 
RTW process. Another meeting can be held if one or more 
of the stakeholders find it necessary. The sick-listed worker 
may also ask for a meeting at any time with NAV to coordi-
nate a plan for RTW outside the scheduled follow-up [39]. 
Caseworkers at NAV working with the follow-up of sick 
listed workers have different educational backgrounds. A 
bachelor degree is required, but there are no requirements as 
to within what field. New caseworkers receive an introduc-
tory course about the regulations relevant for follow-up of 
sick-listed workers, resources available for providing work 
accommodation and job matching, as well as general infor-
mation about different counselling techniques used within 
the social security setting. There is no mandatory training 
in counselling.

The Interventions

The RCT was designed with three arms: the MI intervention, 
an active control group comprised of non-MI sessions, and 
a practice-as-usual group [21].

The MI intervention consisted of two MI counseling ses-
sions that were offered to the sick-listed workers by a NAV 
caseworker (hereby after referred to as MI caseworker), in 
addition to the standard NAV follow-up. The first session 
was held at 14 weeks of sick leave and the second session at 
16 weeks of sick leave, where each session had a maximum 
duration of 60 min. In the first session the emphasis was on 
engaging the sick-listed worker in forming a collaborative 
relationship with the caseworker, evoking the person’s own 
motivations to RTW, and mapping out an agenda for the ses-
sion. During the first session, the caseworker also assessed 
the sick-listed worker’s readiness to change, their RTW self-
efficacy and the current RTW plan if applicable. The NAV 
caseworkers also assessed the participant’s level of RTW 
readiness according to the stages of change model [40], to 
adjust the intervention accordingly. In the second session 
the MI caseworker aimed to map the sick listed individu-
al’s work tasks and earlier attempts of RTW. Information 
exchange of available support from NAV during the RTW 
process was included. The second session would ultimately 
result in one of two outcomes for the sick-listed worker: 1) 
The sick-listed worker was ready for change and/or ready to 
RTW and an action plan was written together with the NAV 
caseworker for establishing commitment to the plan. 2) If 
the sick-listed worker was not ready for change or RTW was 

not appropriate at this moment (e.g., lack of work adapta-
tions, health issues), then no plan was written. Regardless 
of whether an RTW plan was made in the session, the case-
worker provided a written summary of the two MI-sessions 
that was made available for the sick-listed worker at NAVs 
personal online service portal [21].

NAV had several years ago attempted to incorporate MI 
into the organization, and the nine caseworkers that were 
included in the present study had some MI experience from 
that period. The caseworkers volunteered to be selected for 
MI training in the present project. Before project start, these 
caseworkers were trained by two MI trainers (GB and RH), 
each with 15 years of MI training experience. One of the 
trainers (GB) is a member of Motivational Interviewing Net-
work of Trainers. The MI intervention was carried out using 
a standardized MI guideline developed by the MI experts in 
our research group. The selected MI caseworkers had two 
three-hour workshops with basic MI training in early 2017. 
During the six months leading up to intervention start, all the 
MI caseworkers received three-hour training sessions every 
other week, which was later adjusted to every three weeks. 
When the intervention started, the MI training was com-
prised of three-hour sessions with supervision every third 
week, and from august 2018 it was reduced to three-hour 
sessions with supervision once a month. During the train-
ing, the caseworkers were guided to develop the necessary 
MI skills, in addition to receiving feedback from the MI 
experts on recorded MI sessions. Due to slow recruitment to 
the RCT, the number of caseworkers administering the MI 
intervention were reduced from nine to four. The four case-
workers who continued administering the MI intervention 
were those who wanted to continue. The other five casework-
ers who had undergone the MI training acted as substitutes 
if needed (referred to as MI-substitute caseworkers) [21].

Study Population and Recruitment

The study population consisted of caseworkers at NAV 
working with sickness absence follow-up who adminis-
tered the MI intervention, and sick-listed workers who were 
enrolled into the RCT.

NAV Caseworkers

Eligible participants in the focus groups were MI casework-
ers and MI-substitute caseworkers. E-mail addresses for all 
possible caseworkers in each group were forwarded by NAV 
management to the first author (VSF), who invited them to 
participate in the focus groups. All four of the possible case-
workers in the MI group agreed to participate and three out 
of five in the MI-substitute group agreed to participate in the 
focus groups. The NAV caseworkers had varying experience 
of working in NAV. In the MI group it ranged from 11 to 
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28 years, whereas for the MI-substitute group it ranged from 
3.5 to 5.5 years. All the caseworkers who participated in the 
focus groups were female.

Sick‑Listed Workers

Eligible participants for the RCT were sick-listed workers, 
18–60 years old, living in central Norway, with unselected 
diagnoses and sick-listed for at least 8 weeks (with a current 
sick leave status of at least 50%). Exclusion criteria were 
pregnancy-related sick-leave and unemployment. The sick-
listed workers were informed that participation in the study 
did not affect their rights to sickness benefits in any way.

Process Measures

Adoption

Adoption refers to the willingness to initiate an intervention 
and how those administering the intervention react to it [15, 
20]. By using focus groups, we explored whether the NAV 
caseworkers were willing to learn and use MI, and how they 
reacted to using MI during the RCT. A questionnaire was 
used to examine how sick-listed workers reacted to receiv-
ing the interventions, where participants were asked about 
satisfaction, usefulness and timing of the MI intervention.

Implementation

Implementation includes whether the elements, structures 
and resources are in place to adequately achieve a successful 
implementation and whether it was delivered as planned [15, 
20]. This was assessed by focus groups to explore how the 
NAV caseworkers experienced the intervention in terms of 
whether resources and structures were adequately in place 
to administer the interventions as planned during the RCT. 
MI treatment fidelity was measured by using Motivational 
Interviewing Treatment Integrity (MITI) Coding Manual 
4.2.1. [39].

Maintenance

Maintenance is the extent to which a program or policy 
becomes institutionalized or part of the routine organiza-
tional practices or policies [15, 20]. By using focus groups, 
we explored what structures and resources were in place for 
the NAV caseworkers to maintain the MI intervention and 
whether they would continue with the method after comple-
tion of the project.

Data Collection

Focus Groups

Two focus groups were carried out in 2019 with the MI and 
MI-substitute caseworkers in order to investigate how they 
experienced learning and practicing MI, both in sessions that 
were part of the project and in their regular meetings with 
sick listed workers. The focus groups were based on a semi-
structured interview guide with five main questions con-
cerning: The caseworkers’ experiences with the MI sessions 
and the MI training, how the organization had adopted the 
intervention, how the caseworkers experienced performing 
extra follow-up sessions versus usual follow-up procedures 
and finally whether the caseworkers would continue to prac-
tice the MI method after the completion of the project. Both 
focus groups were asked about experienced barriers to and 
facilitators for the implementation of MI in daily practice. 
The focus groups lasted from 81 to 89 min and were audio-
recorded and transcribed verbatim. Each focus group was 
held in a meeting room at the participants’ workplace and 
conducted by a moderator and co-moderator.

MI Fidelity

To assess the treatment fidelity, randomly selected audio-
recordings of 20 MI sessions were collected from the four MI 
caseworkers on a voluntary basis during 2019. The record-
ings were transcribed and two MI experts in the research 
group selected a 20-min segment in each transcription for 
further coding. Transcripts were then sent to an external 
coding lab with objective raters [41] and coded according 
to the MITI Coding Manual 4.2.1. [32], which is well suited 
for measuring MI fidelity in various settings [43]. Global 
scores were reported on a five-point Likert scale, capturing 
the coders’ overall impression of how poorly or well the 
MI counselor met the dimensions measured, ranging from 
“Beginning proficiency” (low) to “Competency” (high). The 
threshold for “beginning proficiency” in the global techni-
cal score is ≥ 3, whereas for the global relational score the 
threshold is ≥ 4 [42].

Questionnaires

The MI caseworkers delivered questionnaires to the sick-listed 
workers who completed their second MI session between June 
2018 and November 2019. The sick-listed workers were asked 
about their satisfaction with the MI sessions on a scale from 
1 (very dissatisfied) to 5 (very satisfied), and how useful they 
felt the conversations were for them (scored on a scale from 1 
(not useful) to 5 (very useful)). Participants were asked about 
the timing of the sessions with the questions: “Did the two 
follow-up conversations come at an appropriate timing for 
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you?” (“yes” or “no” alternatives) and “If the conversations 
were to come at another time, when do you think it would have 
been best?” with six alternatives: “two months earlier,” “one 
month earlier,” “the timing was good,” “one month later,” “two 
months later,” or “three or four months later.”

Data Analysis

The focus groups were analyzed using thematic analysis 
inspired by Braun and Clarke [44]. Thematic analysis is a flex-
ible six-phased recursive process that allows the researcher to 
move back and forth between phases, which is suitable for ana-
lyzing focus group data [44]. Coding and theme development 
were according to the RE-AIM framework [15]. The analysis 
had five steps: 1) The authors read and reread the interviews 
to familiarize themselves and get an overall impression of the 
focus groups’ data and occurring patterns, where preliminary 
codes were identified. 2) Items of interest to the aim were 
coded and used to create core categories for the development 
of initial themes. 3) Codes were combined into initial themes 
and then 4) reviewed and checked against the coded data in 
order to expand or revise the developed themes. 5) All authors 
involved in the data analysis had several meetings to discuss 
and validate the final themes, as a part of the last step of the 
analysis, which is to define and refine the existing themes in 
order to tell a coherent and compelling story about the data 
[44]. Followingly, the thick descriptions were written into an 
analytical text [44], contextualized according to the RE-AIM 
framework [15]. The focus group participants read the final 
results in order to validate quotes and content. The analysis 
was first conducted on the data from the MI caseworker group, 
followed by deriving differences and nuances from the focus 
group with MI-substitute caseworkers.

Descriptive statistics were used to analyze the question-
naire and MITI data in Stata 15.1, College Station, TX [45].

Ethics

The study was approved by the Regional Committee for 
Medical and Health Research Ethics in South East Norway 
(2016/2300). All focus group participants received written 
and oral information about the study and gave their writ-
ten consent before the focus groups started. The sick-listed 
workers had given informed consent when being enrolled 
into the RCT study but provided specific consent for the 
questionnaire and audio-recordings of the 20 MI sessions.

Results

The results from the two focus groups with NAV casework-
ers, questionnaire data from sick-listed workers and MITI 
scoring from MI sessions are presented under the headings 

of the three RE-AIM components: adoption, implementation 
and maintenance.

In total, 180 sick-listed workers completed the two MI 
sessions during the period the questionnaires were distrib-
uted. A total of 112 (62.2%) participants responded, where 
63% were women and the mean age was 45.5 years (SD 
9.7). Sixty-two percent of the participants had higher edu-
cation (Table 1). Participants included in the RCT during 
this period were mainly sick listed due to musculoskeletal 
complaints (38%) or mental health disorders (30%), the last 
third (32%) contained varied other diagnoses.

Adoption

Mastering various MI skills required considerable training 
and practice. However, using the MI method as an early 
follow-up intervention was experienced as meaningful for 
the MI caseworkers. Most sick-listed workers reported being 
satisfied with both the MI sessions and the timing of the MI 
sessions.

MI: A Useful But Difficult Method to Master

The MI training in the current project was experienced as 
good and comprehensive for the MI caseworkers, but the 
MI-substitute caseworkers emphasized the need for practic-
ing MI in actual counseling sessions to further develop their 
skills. At the beginning of the project period, the MI case-
workers were uncertain about how to use the method and 
gave considerable effort to remembering which skills to use, 

Table 1  Baseline characteristics of sick-listed workers answering the 
questionnaire about the MI intervention

MI intervention motivational interviewing intervention
a Participants` length of sick leave at the time of the first MI session 
at NAV

MI
N = 112

Gender
Female n (%) 70 (63%)
Age
Mean (SD) 45 (9.7)
Education level
High school n (%) 26 (23%)
College/university up to 3 years n (%) 44 (39%)
University more than 3 years n (%) 42 (38%)
Sick leave lengtha

Less than 2 months n (%) 53 (48%)
2–4 months n (%) 38 (34%)
4–6 months n (%) 14 (13%)
6–8 months n (%) 3 (3%)
More than 8 months n (%) 3 (3%)
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and how and when to use them, rather than focusing on the 
content of the conversation. At this stage, they relied heavily 
on the MI guide developed by the research team. However, 
with time and practice, they were able to integrate the MI 
skills into their own conversation style, and retrospectively 
often realized that they had been using MI. Some specific MI 
skills were easier to master than others, such as asking open 
questions and reflective listening, since they were familiar 
to previous counseling approaches used prior to learning 
MI. Other MI skills, such as summarizing and asking for 
permission to give information or advice, were harder to 
incorporate and use, as it challenged their counseling habits 
and ability to stay focused throughout the MI session.

What I’m struggling the most with is summarizing, 
and I’m also struggling with staying focused, and then 
there’s also this ‘ask for permission’ stuff that I think 
is quite difficult. I think that it’s kind of unnatural to 
ask for permission to inform, since they come to us 
because they want to and then I assume they want to 
hear what we have to say, and I feel like “No I can’t, 
I should ask for permission to inform them,” which 
I take for granted, so I struggle a bit with that one 
[laughing]. – MI Caseworker 3.

Regardless of the difficulties, the MI caseworkers col-
lectively expressed motivation to further develop their MI 
skills. The MI-substitute caseworkers described that they 
sporadically applied the MI method in their regular coun-
seling. They experienced that their MI training helped them 
apply a more explorative approach in their regular coun-
seling sessions by using MI skills such as summarizing and 
reflective listening.

The MI caseworkers reflected upon how, through MI, they 
had discovered a new way to meet the sick-listed workers’ 
needs, which enabled them to facilitate the sick-listed work-
ers’ RTW process.

That is what we usually experience, that when sick-
listed workers come to NAV they really want to talk 
about their health issues in order to be believed, and to 
get acceptance for their sick leave. Many people who 
get called into a meeting with NAV feel that there is 
an underlying distrust towards them, so they need to 
explain why they are on sick leave and describe their 
health problems. We just give them room to explain, 
and I think with MI, that if you use summarizing, it 
kind of helps me to show them that I have heard them, 
that I have respected them, and that what they are 
saying is true. It simply makes them feel understood, 
heard and trusted […]. – MI Caseworker 3.

The MI sessions were a meaningful experience for the MI 
caseworkers in several ways. First, it gave the caseworkers 
an opportunity to build a relationship with the sick-listed 

worker and explore their situation. Second, having two 
separate one-on-one counseling sessions at an early stage 
of sick leave gave the MI caseworker a chance to use their 
MI expertise to facilitate the sick-listed workers’ RTW pro-
cess. The MI caseworkers preferred these early follow-up 
sessions as a way of delivering RTW follow-up, as opposed 
to the standard sickness absence follow-up at NAV, where 
they were are not involved before 26 weeks of sick leave. 
Third, these sessions were not only an opportunity to prac-
tice specific MI skills, but also a situation where they expe-
rienced professional growth and confidence in their abilities 
as caseworkers.

Satisfaction with the MI Sessions Among Sick‑Listed 
Workers

The vast majority of sick-listed workers (99%) reported 
being satisfied or very satisfied with the MI sessions 
(Table 2). Most participants found the MI sessions to be 
useful (89%) and had an appropriate timing (86%), but at 
the same time 36% would have preferred the MI sessions to 
be either one or two months earlier than they were (Table 2).

Implementation

The MI caseworkers experienced the MI interventions as 
being an extra workload, while also experiencing a lack of 
support and follow-up from the NAV management. Further-
more, conflicting roles when counseling sick-listed workers 
were experienced as a problem for the MI caseworkers.

Resource‑Intensive RTW Follow‑Up

The MI sessions were described as a strain by the casework-
ers, as this added two extra 60-min sessions to their usual 
schedule of sickness absence follow-up. The MI sessions 
also required time for preparation in order to perform at an 
appropriate level. For the caseworkers delivering MI, it was 
challenging to move from the usually goal-oriented coun-
seling setting, to counseling sessions where the process was 
a goal in itself. However, the exploratory style of MI allowed 
caseworkers to better understand the complexity of the sick-
listed workers’ situation, which enabled better tailoring of 
the sick-listed workers’ RTW process.

The MI sessions feel very different than those we have 
in the usual follow-up context, where they perhaps are 
more planned and goal-oriented. We are more focused 
on getting somewhere in the usual follow-up sessions 
than in the MI sessions, where we don’t have this 
focus. I have more of an exploratory focus because 
of the way the conversations [MI sessions] are organ-
ized, with the agenda of exploring all areas of people’s 
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lives. I notice that, yes, I spend a lot more time doing 
these sessions and that I have to limit myself more 
than I usually would. […]. It is really different from 
what I am used to doing in regular meetings. – MI 
Caseworker 2.

Based on communication with NAV management prior 
to the project, the MI caseworkers had assumed that they 
would have a reduction in their regular caseload in order 
to compensate for the added workload. However, the MI 
caseworkers did not experience any reduction in their ordi-
nary workload. Conflicting roles when counseling the sick-
listed workers was also experienced as problematic for the 
MI caseworkers.

We felt that we should be in the MI-spirit in order to 
explore the sick-listed workers’ motivation to move 
forward, while also being gatekeepers of sickness ben-
efits […]. We are supposed to wear many hats, but it 
can be challenging when it comes to the expectations 
of me as a NAV caseworker in an MI context. I am in 
fact a NAV caseworker, who is supposed to provide 
information about rights and obligations for sickness 
benefits. – MI Caseworker 1.

On the one hand they were supposed to help individuals 
and develop a good relationship with the sick-listed workers, 
while on the other hand they were gatekeepers to sickness 
benefits. Using MI was more indicative of the first role than 
the latter, and they frequently described removing the “MI 
hat” in order to talk about rules, laws, rights and obligations.

MI Fidelity

The MI fidelity results assessed by MITI showed technical 
global scores over the threshold for “beginning proficiency” 

with an average of 3.26 (SD 0.69), whereas the relational 
global score was under the threshold for “beginning profi-
ciency”, with an average of 3.45 (SD 0.63) (Table 3).

Maintenance

Maintaining MI skills was difficult for the MI caseworkers, 
as they had no appropriate or organized place for utilizing 
and practicing their MI skills outside of the MI sessions and 
the monthly supervisions.

Maintaining MI Skills: The Need for Practicing

The MI caseworkers had doubts about their MI skills and 
expressed the need for practical experience in order to recog-
nize and learn when they were using MI. Thus, they empha-
sized the need for continuous practice if this intervention 
was to be maintained in regular follow-ups.

Now that we have begun to learn the ropes of it, some 
of the things we struggled with in the beginning have 

Table 2  Frequencies of sick-listed workers’ satisfaction, usefulness and timing of the MI intervention

1
Strongly disagree

2
Disagree

3
Neutral

4
Agree

5
Strongly agree

How satisfied were you with the conversations? n (%) (n = 111) 1 (1%) 0 0 15 (13%) 95 (86%)
How useful was the first conversation for you? n (%) (n = 112) 1 (1%) 4 (4%) 17 (15%) 36 (32%) 54 (48%)
How useful was the second conversation for you? n (%) (n = 111) 2 (2%) 1 (1%) 11 (10%) 30 (27%) 67 (60%)
How useful were the conversations for you? n (%) (n = 108) 1 (1%) 1 (1%) 10 (9%) 31 (29%) 65 (60%)

Yes No

Did the two follow-up conversations come at an appropriate 
timing for you?

(n = 112) 96 
(86%)

16 (14%)

2 months 
earlier

1 month 
earlier

The tim-
ing was 
good

1 month 
later

2 months 
later

3 or 
4 months 
later

If the conversations were to come at another time, when do you think it 
would have been best? (n = 99)

21 (21%) 15 
(15%)

61 (62%) 1 (1%) 1 (1%) 0

Table 3  MI treatment fidelity scores of MI caseworkers

MITI motivational interviewing treatment integrity, SD Standard 
deviation

MITI components Mean (SD)

Global ratings
Technical: cultivating change talk 3.11 (0.94)
Technical: softening sustain talk 3.34 (0.67)
Relational: partnership 3.55 (0.67)
Relational: empathy 3.35 (0.73)
Global score technical 3.26 (0.69)
Global score relational 3.45 (0.63)
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begun to go on autopilot, but there is still some inse-
curity amongst us sometimes. […]. We have all had 
this kind of insecurity and we often get confirmation 
in our MI training that we aren’t as bad [at MI] as we 
might think. – MI Caseworker 2.

Although they experienced that their MI training enabled 
them to be more explorative when counseling sick-listed 
workers, they experienced a lack of competence in MI skills. 
This led to stressful MI sessions, making it difficult for them 
to focus on the task at hand. In order to cope with the stress, 
discussing and sharing MI experiences with colleagues was 
considered important. However, based on earlier attempts 
at incorporating MI into the organization some years ago, 
the MI caseworkers described resistance towards the MI 
approach among several of their co-workers. This made it 
hard to receive the needed support in order to maintain and 
further develop their MI skills. The MI caseworkers dis-
cussed whether the MI sessions were the only suitable place 
for training in the MI method in NAV, as regular follow-up 
sessions involved other stakeholders, and that MI was con-
sidered best suited for one-on-one sessions.

Discussion

The aim of this study was to evaluate potential barriers and 
facilitators for implementing MI as an RTW intervention 
in a Norwegian social insurance setting. The main barrier 
for adopting MI was the amount of time needed for training 
and practice in order to master the various MI skills. The 
barriers to implementing MI were that delivering the MI 
intervention was experienced as resource-demanding and 
an extra workload, in addition to a lack of co-worker and 
managerial support. The main barriers for maintenance was 
that MI caseworkers had no appropriate time and place for 
practicing the further development of MI skills. MITI scores 
showed that the MI caseworkers were over the threshold 
for “beginning proficiency” in the technical component of 
MI, whereas they scored beneath the threshold in the rela-
tional component. The main facilitators for implementing 
MI were the motivation to learn and master the MI method. 
Furthermore, early follow-up sessions allowed the casework-
ers to understand the complexity of the sick-listed workers’ 
life situation and believed they could positively influence 
the RTW process. Regarding the sick-listed workers, they 
reported that they were satisfied with the MI sessions.

Evoking motivation and change, which are essential parts 
of MI [22], were experienced as difficult skills to master 
for all the caseworkers who underwent MI training in the 
current study. Despite thorough training and mentoring, the 
MITI scores showed that the technical component of MI was 
at a “beginning proficiency,” while the relational component 

was beneath this threshold. A possible explanation for the 
low relational MITI score might be that the caseworkers 
were too much focused on the technical side when using 
MI. The low relational MITI scores are contradicted by 
the results from the interviews of the sick-listed workers 
where they experienced the MI-caseworkers as being both 
empathic and showing genuine interest in their situation 
[35]. These low MITI scores are in line with a previous study 
that found that neither workshops nor additional supervision 
were sufficient for reaching “beginning proficiency” levels 
in MI [46]. Another recent study, however, found that four 
hours of MI training significantly increased counselors’ MI 
competence scores, as well as their skills to promote clients’ 
engagement in RTW behaviors and a strong working alliance 
[47]. MI providers’ level of skills is known to vary within 
and between providers [48], and skill levels are suggested 
to be related to treatment outcome, even though the results 
are inconsistent [49]. However, it is unknown what level of 
technical MI proficiency is needed to affect RTW outcome. 
It should also be noted that in a recent study we found that 
the sick-listed workers reported that they experienced the 
MI sessions as enabling in terms of RTW strategies [35].

The low MITI scores in the present study could suggest 
that barriers such as extra workload, lack of support and 
practicing can negatively affect maintaining MI performance 
in a social insurance setting, despite extensive initial train-
ing. This is in line with previous studies, where the imple-
mentation of MI largely failed due to high workload and lack 
of managerial support and priority [36], and where reduced 
workload and higher flexibility were considered facilitating 
factors when using MI [50]. Developing high levels of MI 
competence for caseworkers in a social insurance setting 
can be a difficult endeavor due to these barriers. The current 
project was externally funded and therefore better resourced 
in terms of training, supervising and administering MI than 
in regular NAV practice. A lack of such resources in ordi-
nary social insurance settings could hinder achieving desired 
proficiency of MI skills. Similarly, a lack of MI proficiency 
might also hinder MIs efficacy on RTW, thereby suggesting 
that implementation of MI is not realistic without sufficient 
resources in place.

NAV caseworkers operate both as supporting RTW pro-
fessionals and controllers of sickness benefits [38]. These 
conflicting roles represents a double role paradox that 
could contribute to ambivalence in decision-making for the 
caseworkers [51] and hinder the establishment of a good 
relationship when helping individuals to RTW [52]. This 
illustrates that the adaptation of MI in a non-therapeutic 
social insurance setting may be hindered by conflicting 
roles and the amount of information exchange necessary in 
a counseling session at NAV. In the present study, the MI 
caseworkers described that using MI was more indicative 
of being an RTW professional rather than a gatekeeper for 
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sickness benefits. Putting on the proverbial “MI hat” helped 
the caseworkers to focus on establishing a good relation-
ship, rather than focusing on entitlement to sickness benefits. 
Thus, MI may be beneficial as a tool in reducing the barrier 
that the double role paradox poses on the sick-listed workers 
and caseworkers’ cooperation in the RTW process. In addi-
tion to the caseworkers’ motivation to learn and master MI, 
this may be considered an important facilitating factor for 
implementing MI in a social insurance setting, as this may 
enable the caseworkers to positively influence the sick-listed 
workers’ RTW process.

It has previously been reported that sick-listed workers 
experience the content and timing of standard follow-up 
given by NAV as being insufficient to facilitate RTW [53]. 
In the present study, meeting sick-listed workers at an ear-
lier stage of sick leave was experienced as a preferred way 
of conducting sickness absence follow-up. In addition, the 
sick-listed workers were satisfied with the timing of the MI 
intervention. This suggests that there is a call for more early 
one-on-one counseling meetings in sickness absence follow-
up in Norway.

Strengths and Limitations

A strength of the current study was the use of mixed-meth-
ods, using NAV caseworker focus groups, MI fidelity scores 
and questionnaires for sick-listed workers to explore the 
adoption, implementation and maintenance of the interven-
tions using the RE-AIM framework [15]. The findings are 
validated through the contribution of our interdisciplinary 
group of researchers throughout the analytical process. Since 
the RCT is ongoing, the reach and effectiveness of the inter-
vention will be reported separately later on. Consequently, 
the current process evaluation was not biased by effective-
ness measures when evaluating the implementation of MI. 
All the caseworkers in this study were women. Women rep-
resent the majority of social insurance officers in Norway.

Since the current project was externally funded it was 
better resourced in terms of training, supervising and 
administering MI than regular NAV practice. However, the 
volume of MI sessions would be higher if this was regular 
practice, and not limited by slow recruitment, as was the 
case in the current RCT. Another limitation is the lack of 
data on the managerial perspective, which could have bal-
anced the caseworkers’ experiences about workload and 
added information on structural and organizational barri-
ers and facilitators for the implementation of MI in NAV. 
Furthermore, as this study was a collaboration with NAV, 
the caseworkers may have felt obligated to participate in 
the focus group study, and it could have affected what they 
chose to share. Furthermore, the selection of the MI case-
worker group through their motivation for learning and 

using MI may have biased the caseworkers to overestimate 
the advantage of MI in practice. Background information 
regarding the caseworkers’ education and experiences 
with previous or other counselling techniques would have 
strengthened the study. Furthermore, recording MI fidelity 
on a voluntary basis during a limited period of time in the 
early phase of the RCT may have affected the representa-
tiveness of the MI fidelity scores.

Conclusion

Adopting and implementing MI as an RTW intervention 
in a social insurance setting required significant resources. 
The MI method was hard to master and use in practice, a 
notion that was supported by the low MITI scores. How-
ever, more research is needed on how technical and rela-
tional MI skills affect RTW outcomes. A lack of co-worker 
and managerial support, time and place for practicing and 
developing MI skills, and a high workload were identified 
as barriers to implementing MI. More attention should be 
paid to reducing these barriers and to investigate whether 
this would promote implementation of MI in a social 
insurance setting. Similarly, promoting facilitating fac-
tors, such as caseworker motivation and early follow-up 
sessions, may be equally important for implementing MI 
in a social insurance setting. However, there is an urgent 
need for well-designed effect studies of MI on RTW to 
justify the investments required to adopt, implement and 
maintain MI as a main tool in early follow-up of workers 
on sickness absence.
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