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Objective: Sociodemographic and injury-related predictors for return to work (RTW) after mild-to-moderate
traumatic brain injury (TBI) have been extensively explored. However, there is a knowledge gap regarding work-
related predictors of RTW. The main aim of this study was to explore work-related predictors of work participation 6
and 12 months after mild-to-moderate TBI. Setting: Data were collected at baseline 8 to 12 weeks after injury, and
3, 6, and 12 months after baseline, at a specialized TBI rehabilitation outpatient clinic at Oslo University Hospital,
Oslo, Norway. Participants: Eligible patients had suffered a mild-to-moderate TBI 8 to 12 weeks previously, were
employed 50% or more at time of injury, were between 18 and 60 years of age, and sick listed 50% or more at
time of inclusion due to symptoms of TBI (based on the Rivermead Post-Concussion Symptoms Questionnaire).
In total, 116 patients were included in a randomized controlled trial, of whom 113 were included in the 1-year
analysis. Design: Patients were originally included in a randomized controlled trial. There were no between-group
differences in RTW after 1 year. Thus, the participants were evaluated as one cohort in this study. Main Measures:
The primary outcome measure was work participation 1 year after study inclusion. Work-related predictors were
chosen on the basis of previous research and expert opinion and entered into a multivariable linear regression model.
The model controlled for sociodemographic and injury-related factors. Results: The best-fitting model explained
25% of variation in work participation at 1 year. Significant predictors were predictability, quantitative demands
and rewards (recognition) at the workplace, private or public employment, symptom burden at baseline, and sex.
Conclusion: In this study, several work-related predictors outperformed some of the established sociodemographic
and injury-related predictors of RTW after TBI, thus stressing the need for further focus and research on amendable
predictors of RTW after mild-to-moderate TBI. Key words: concussion, mild-to-moderate TBI, postconcussion symptoms,
prediction, return to work, traumatic brain injury, vocational rehabilitation, workplace
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APPROXIMATELY 69 million people suffer a trau-
matic brain injury (TBI) globally each year,1 with

approximately 92% classified as mild TBI (mTBI) or
moderate TBI.1,2 Most people recover quickly (days
to weeks) after an mTBI, while some continue to ex-
perience somatic, cognitive, and emotional symptoms
for a prolonged period.3 Regardless of injury severity,
the typical symptoms (eg, headache, fatigue, dizzi-
ness, difficulties with concentration and memory) often
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affect the person’s day-to-day life and may hamper their
ability to work.4 Return to work (RTW) rates in patients
with moderate and severe TBI vary between 35% and
50%5 depending on study methodologies. For people
with mTBI, the proportion of RTW is higher, with an
RTW rate at 89% 12 months after injury.6 However,
in a cohort of participants with prolonged symptoms
(resembling the current sample), the proportion that had
returned to work after 1 year was 76%.7

It is crucial to understand which patients are at risk
of a less favorable outcome, including reduced work
participation to provide optimal treatment and reduce
the societal cost of TBI. The literature on predictors of
RTW after TBI has most commonly focused on exam-
ining patient and injury characteristics.8,9 These aspects
have been thoroughly studied as predictors of clinical
improvement and RTW. Different studies have found
diverging results for the same predictors,10 but there is
a relative consensus regarding the importance of factors
such as age, injury severity, and premorbid psychiatric
problems9,11–16 as predictors of work-related outcomes.

Irrespective of medical diagnosis, returning to stable
work participation is a complex process17 that relies
on more than sociodemographic and injury-related
circumstances. Some studies have highlighted the im-
portance of workplace psychosocial predictors such as
greater independence and decision-making latitude,18,19

reward and recognition,20 work predictability,21 quality
of leadership, and quantitative demands.19 However,
the relative influence of these factors is still uncharted
territory, especially in quantitative research regarding
specific diagnoses. Although studies have established
these psychosocial factors to be important in reducing
sick leave, it is reasonable to think that some psychoso-
cial factors might be important for RTW regardless of
diagnosis, whereas other factors might vary in impor-
tance depending on the specific diagnosis (in this case,
TBI) and symptoms.

In line with this, factors related to the workplace also
affect the individual’s likelihood of successful RTW
after mild-to-moderate TBI,9,22 although they have been
much less studied.23 In contrast to demographic and
injury-related factors, work-related factors are more of-
ten modifiable and, consequently, a potential target for
intervention to increase the likelihood of RTW after
TBI. While some work-related factors, such as duration
of employment and type and size of the enterprise, will
be difficult to alter after a TBI, psychosocial workplace
factors (eg, experienced workload, decision authority,
and predictability of work schedule) may be more easily
amended.

Concerning workplace factors, type of occupation
and preinjury occupational status are 2 of the more
examined work-related predictors,9,15 most commonly
comparing manual (blue-collar) with nonmanual (white-

collar) occupations,24 and being employed previous
to injury versus not employed. A systematic review
from 202023 examined work-related factors associated
with RTW after acquired brain injury. The authors
found moderate evidence that patients with a non-
manual occupation are more likely to RTW. They also
found an increased likelihood of returning to work if
the patient works in a large enterprise (≥250 employ-
ees), but no relationship if the enterprise size exceeds
1000 employees.23 However, the main conclusion of
the systematic review was that there is a pronounced
lack of studies focusing on the predictive value of
workplace-related factors on RTW after acquired brain
injuries.

The present study, therefore, aimed to evaluate work-
related predictors of RTW for patients with mild-to-
moderate TBI 6 and 12 months after inclusion in a
randomized controlled trial (RCT) comparing treatment
as usual with a combined cognitive and vocational
intervention. On the basis of previous studies, we hy-
pothesized that work participation at 6- and 12-month
follow-up would be associated with factors related to
the psychosocial work environment and workplace, age,
sex, education, marital status, injury severity, presence
of extracranial injury, and symptom burden.

METHOD

Study design

This study includes a sample from an RCT with
1-year follow-up. The protocol and results from the
RCT have been published previously.25–27 The 116 pa-
tients were randomized to either combined cognitive
and vocational intervention (n = 60) or treatment as
usual (n = 56). Treatment as usual was provided by
a multidisciplinary team at a specialized TBI rehabili-
tation outpatient clinic and did not comprise specific
vocational efforts. No differences were found regard-
ing RTW when the groups were compared at 6 or 12
months, and the participants were evaluated as one
cohort in this study. The trial was registered in Clinical-
Trial.gov (NCT03092713),25 approved by the Regional
Committee for Medical and Health Ethics in southeast
Norway (2016/2038), and adhered to the Declaration of
Helsinki.

Setting

Eligible patients were identified at a specialized
TBI rehabilitation outpatient clinic at Oslo Univer-
sity Hospital (Oslo, Norway) between July 2017 and
April 2019. After providing informed written consent,
the patients attended a baseline assessment, followed
by randomized group allocation and treatment for 6
months. Follow-up assessments were conducted at the
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outpatient clinic or by telephone 3, 6, and 12 months
after inclusion.

Participants

Patients were eligible for inclusion25 if they had suf-
fered a mild or moderate TBI 8 to 12 weeks previously,
were 18 to 60 years old, resided in Oslo or Akershus
county, were employed 50% or more at time of injury
(ie, working ≥18.75 hours per week), and sick listed
50% or more due to postconcussion symptoms as as-
sessed by the Rivermead Post-Concussion Symptoms
Questionnaire (RPQ)28 at time of inclusion. Mild-to-
moderate TBI was defined as a Glasgow Coma Scale
(GCS)29 score of 10 to 15, loss of consciousness of
less than 24 hours, and posttraumatic amnesia of less
than 7 days. The criteria of the American Congress of
Rehabilitation Medicine (ACRM) were used to classify
mTBI.30 Exclusion criteria were inability to speak or read
Norwegian, progressive neurological disease, or ongoing
substance abuse.

Outcome and predictor variables

The main outcome variable representing work partic-
ipation (work percentage at 12 months, 0%-100%) was
collected by patients’ self-report 12 months after study
inclusion.

The predictor variables were chosen on the basis of
previous research9,11–16,18–21 and expert opinion. Pre-
dictor data were collected at baseline through medical
records and interviews with the patients and classified as
work-related, sociodemographic, injury-related, or repre-
senting symptom burden.

The work-related predictors were number of employ-
ees in the enterprise, duration of employment (months)
at the enterprise at baseline, and whether the enterprise
was in the public or private sector. Preinjury occupa-
tional status was not included as a predictor because the
sample was selected on the basis of being employed at
the time of injury. Furthermore, type of occupation was
not entered into the model, as 89% of the sample had
white-collar jobs.

A psychosocial risk assessment used selected items
from the Copenhagen Psychosocial Questionnaire II-
Short version (COPSOQ-II)31 to represent aspects of
the psychosocial workplace environment. This question-
naire was established on the basis of core dimensions of
7 major theories in occupational health psychology.32

The COPSOQ-II is divided into 13 scales, each consist-
ing of 1 or 2 items that are scored on a scale from 0
(“never” or “to a very small extent”) to 4 (“always” or
“to a very large extent”), giving a total scale score of 0
to 8. This study examined the scales termed Predictabil-
ity, Quantitative Demands, Rewards (Recognition), and
Influence at Work (Decision authority). See Appendix

1 (Supplemental Digital Content, available at: http://
links.lww.com/JHTR/A529).

Sociodemographic variables included in the analyses
were age (years), sex (male/female), marital status (co-
habiting or single/living alone), and education (years).

Injury-related factors included TBI severity as assessed
by ACRM criteria (mild/moderate TBI) and extracranial
injury. Extracranial injuries were registered according to
the affected body part and scored by severity using the
Abbreviated Injury Scale33 but were dichotomized to
yes/no in these analyses. The total score on the RPQ
was included to control for somatic, cognitive, and
emotional symptom burden at baseline. The RPQ is
a 16-item self-report measure of postconcussion symp-
toms scored on a 5-point Likert scale from 0 to 4, where
0 = “not experienced,” 1 = “no longer a problem,”
2 = “mild problem,” 3 = “moderate problem,” and 4
= “severe problem.”28

Statistical analysis

All statistical analyses were performed using Stata ver-
sion 16. Descriptive statistics were reported for baseline
characteristics. In cases of missing work percentage data
at 12-month follow-up, work percentage at 6 months
was used (last value carried forward), if available. The
predictor models were built using multivariable linear re-
gression with a continuous endpoint (work percentage at
12 months). As per recommendation,34 a global model
was built on the basis of expert knowledge and previous
research and then reduced using manual backward elim-
ination until reaching the best-fitting model. However,
at least one predictor per category (sociodemographic,
injury-related, symptom burden, and work-related) was
kept in the model. An evaluation of the Akaike in-
formation criterion was performed at each step. For
comparison, the global model was also reduced to a
best-fitting model for work percentage at 6 months,
using the same method. The amount of variance in
work percentage explained by the model is represented
by R2 and adjusted R2. Multicollinearity was checked
for using variable inflation factor and normality of the
residuals controlled using a Q-Q plot. No relation-
ship between the COPSOQ-II scales and total RPQ or
GCS scores was found in correlation analyses. To check
for internal validity, the models were run with 1000
bootstrap repetitions. Statistical significance was set to
P < .05.

RESULTS

Of 116 participants randomized to the 2 intervention
groups at baseline (see Figure 1), 113 were included in
the prediction analysis for work participation at 1 year
and 110 at 6 months. There were few missing items,
with no variable missing more than 3%. The baseline
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Figure 1. Flowchart.

characteristics of the sample are presented in Table 1 and
thoroughly described elsewhere.35 Of the 113 patients,
11 were still on 100% sick leave at 1 year. Additional
work-related data on 95 patients at 1 year are provided
in Appendix 2 (Supplemental Digital Content, available
at: http://links.lww.com/JHTR/A530).

Global prediction model

The global model contains the predictors deemed
important for RTW at 1 year (see Table 2). The predictor
values are presented in Table 1. In the global model,
sex, RPQ total score, employment in a private or public
enterprise, and the workplace scales Predictability and
Quantitative Demands from COPSOQ-II were signif-
icant predictors for work participation at 1 year. The
model explained 26% of the variance in work partici-
pation at 1 year. Bootstrapping analysis supported all
statistically significant predictors in this model with
equal coefficients.

Best-fitting prediction model

In the best-fitting model, the same factors (ie, sex,
RPQ total score, private/public enterprise, predictabil-
ity, and quantitative demands) remained significant
predictors for work participation at 1 year (see Table 3).
Bootstrapping analysis confirmed all statistically sig-
nificant predictors and coefficients of the best-fitting
model. In addition, the scale Rewards (Recognition)
had a P value of .05 in the best-fitting model and a
regression coefficient of −4 (95% CI, −9 to −1), P <

.04, in the bootstrapping analysis. The best-fitting model
explained 25% of the variance on work participation at
1 year. Marital status did not contribute significantly,
but the quality of the model was degraded if it was
excluded. Extracranial injury was the factor closest to
being significant among the injury-related predictors

TABLE 1 Baseline characteristics of
individuals with mild-to-moderate
traumatic brain injury at 8 to 12 weeks
postinjurya

Total sample
(N = 113)

Sociodemographic factors
Age, median (range), y 42 (24-60)
Sex, female 66 (58)
Education, mean (SD), y 16 (3)
Married/cohabitating 74 (65)
Injury-related factors
Cause of injury

Falls 49 (43)
Traffic accidents 21 (19)
Sports 14 (12)
Violence 6 (5)
Exposure to inanimate objects 22 (20)
Unknown 1 (1)

CT/MRI findings, traumatic
intracranial

27 (24)

Injury severity by ACRM criteria
Mild 106 (94)
Moderate 7 (6)

LOC
Yes 40 (36)
No LOC 58 (51)
Not registered 15 (13)

PTA
Yes 52 (46)
No PTA 49 (43)
Not registered 12 (11)

Extracranial injury (yes) 51 (45)
Work-related factors
Employed in private sector 63 (56)
Duration of employment,

median (range), mo
54 (0-480)

Number of employees in
enterprise, median (range)

70 (1-20 000)

Occupation, white-collar 100 (89)
Permanent position 102 (90)
Full-time position 100 (89)
Symptom burden
Total score on RPQ at baseline,

mean (SD)
28 (11)

Abbreviations: ACRM, American Congress of Rehabilitation
Medicine; CT, computed tomography; LOC, loss of conscious-
ness; MRI, magnetic resonance imaging; PTA, posttraumatic
amnesia; RPQ, Rivermead Post-Concussion Symptoms Ques-
tionnaire.
aThe values given are n (%) unless otherwise specified.

and was therefore kept in the model to include at least
one variable representing each group of predictors.

According to the estimates in the final prediction
model (see Figure 2), women worked 16% less than men
did at 1 year. Employees in the public sector worked
16% more than those who were privately employed.
Furthermore, an employee worked 8% more for each
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TABLE 2 Global prediction model for work participation at 1 year

Predictor Coefficient (estimate) 95% CI Pa
Pa

(Bootstrapping)

Constantb 74.7 10.5 to 138.8 .02 .03
Age 0.3 − 0.6 to 1.1 .55 .57
Sexc − 17.0 − 32.3 to −1.6 .03 .03
Education − 1.1 − 4.2 to 2.1 .50 .57
Marital statusd − 12.1 − 26.4 to 2.2 .10 .11
Injury severitye − 3.7 − 34.4 to 27.0 .81 .83
Extracranial injuryf − 5.3 − 19.8 to 9.3 .47 .50
RPQ total score − 0.7 − 1.4 to −0.1 .04 .03
No. of employees − 0.1 − 0.1 to 0.1 .63 .58
No. of months employed − 0.1 − 0.1 to 0.1 .42 .35
Private or public sectorg 17.7 2.9 to 32.6 .02 .01
Predictability 7.6 2.4 to 12.8 <.01 <.01
Quantitative demands 4.9 0.4 to 9.5 .03 .03
Rewards (recognition) − 4.4 − 9.1 to 0.2 .06 .05
Influence at work 0.5 − 4.1 to 5.0 .84 .84

Abbreviation: RPQ, Rivermead Post-Concussion Symptoms Questionnaire.
aBold values indicate statistically significant.
bConstant: Y-intercept of the model.
cSex: Male (referent); female.
dMarital status: Married/cohabitating (referent); single/living alone.
eInjury severity: Mild (referent); moderate.
fExtracranial injury: No (referent); yes.
gPrivate or public sector: Private (referent); public.

increase in predictability score at the workplace, and for
each increase of 1 in the quantitative demands score,
they worked 5% more. In addition, the scale Rewards
(Recognition) decreased the average work participation
by 4% per increase of 1. Finally, for each increase of 1 in

the total baseline RPQ score, they worked, on average,
1% less.

The best-fitting model for work participation at 6
months also contained total RPQ score (P = .02) and
predictability (P < .01) at the workplace. Additional

TABLE 3 Best-fitting prediction model of work participation at 1 year

Predictor
Coefficient
(estimate) 95% CI Pa

Pa

(Bootstrapping) R2b

Constantc 66.2 29.4 to 103.1 <.01 <.01
Sexd − 16.0 − 30.0 to −2.1 .02 .02 0.04
Marital statuse − 12.5 − 26.2 to 1.4 .07 .07 0.03
Extracranial injuryf − 3.8 − 17.0 to 9.4 .57 .60 <0.01
RPQ total score − 0.7 − 1.3 to −0.1 .04 .03 0.05
Private or public sectorg 15.8 2.3 to 29.3 .02 .02 0.03
Predictability 7.9 3.3 to 12.6 <.01 <.01 0.06
Quantitative demands 4.5 0.4 to 8.7 .03 .03 0.01
Rewards (recognition) − 4.5 − 9.0 to 0.1 .05 <.04 <0.01
Total R2 0.25
Adjusted R2 0.20

Abbreviation: RPQ, Rivermead Post-Concussion Symptoms Questionnaire.
aBold values indicate statistically significant.
bR2 from univariate analyses.
cConstant: Y-intercept of the model.
dSex: Male (referent); female.
eMarital status: Married/cohabitating (referent); single/living alone.
fExtracranial injury: No (referent); yes.
gPrivate or public sector: Private (referent); public.

www.headtraumarehab.com



6 Journal of Head Trauma Rehabilitation

Figure 2. Linear regression estimates with 95% confidence
intervals of the best fitting model to predict work participation
at 1 year.

significant predictors were marital status (P < .01) and
extracranial injury (P = .04). See Appendix 3 (Supple-
mental Digital Content, available at: http://links.lww.
com/JHTR/A531).

DISCUSSION

This study found that certain work-related factors out-
performed some of the established sociodemographic
and injury-related predictors of RTW after TBI, as
only sex and postconcussion symptom burden remained
significant factors in the best-fitting model. Employ-
ment in the private or public sector, predictability,
quantitative demands, and rewards (recognition) at the
workplace all predicted work participation at 1 year, in
line with our expectations.

Sex is a much-debated potential predictor for work
participation after a TBI.10 However, contrary to our
findings, the consensus is that sex probably does not
play an integral part in predicting RTW rates after
TBI9,36 but may contribute to predicting symptoms
lasting more than 1 month.10,37 The sample in this study
was included specifically because they had symptoms
lasting 8 weeks or more. That these patients were selected
on the basis of prolonged symptoms may partially ex-
plain why women in this sample worked less than men.

As expected, we also found that a higher postconcus-
sion symptom burden was negatively associated with
work participation. Symptom burden has previously
been documented as associated with RTW,38 and our
results align with previous research and suggest that
etiology-specific factors play a role.

When examining the structural work-related predic-
tors, employment in the public or private sector had the
greatest impact. As previously mentioned, work-related
factors have not been studied meticulously,9,23 and the
reason for the 16% increase of work participation in

those publicly employed can only be hypothesized. A
potential explanation might be the Norwegian work-
ing life model (IA Agreement),39 in which most public
enterprises in Norway take part. This agreement aims
to “ . . . improve the working environment, help bring
employees back to work, prevent and reduce absence
due to illness and prevent expulsion and withdrawal
from working life”39 and may make it easier for patients
in the public sector to work with accommodations to
their specific needs and to experience a greater sense of
job security. The agreement may also have increased the
probability of a worker to return to the same employer
in a different role. However, an evaluation of an earlier
version of the IA Agreement only found a small decrease
in long-term sickness absence for women40 whereas oth-
ers only found a decrease among men working shifts.41

Furthermore, we have no measure of the quality or
amount of work performed and cannot conclude that
employees in the public sector accomplish more work.
Possibly, patients in the public sector are simply allowed
more time to perform the same amount of work than in
the private sector.

As expected, the amendable psychosocial workplace
factors, predictability, quantitative demands, and re-
wards (recognition) predicted work participation at 1
year. This is particularly interesting as these factors may
be intervened upon, even after the injury has occurred.

Previous findings suggest that predictability at the
workplace decreases the number of absence days, re-
gardless of diagnosis or profession.42 This is in line with
our results, in that higher predictability in work tasks
facilitates higher work participation. This finding seems
sensible for all employees, but perhaps particularly so for
patients with TBI, due to typical symptoms as fatigue,
headache triggered by screen time, and problems with
concentration, memory, and planning, which might
leave them reliant on a predictable workday and the
possibility of scheduling their work. Moreover, clinical
experience suggests that many people who have sus-
tained a TBI report reduced stress tolerance and may
especially benefit from routines and structure, avoiding
unforeseen changes, and high work stability. In turn, this
may provide an opportunity to complete work tasks in a
satisfactory manner, leading to a sense of achievement.

Concerning quantitative demands, it may be intuitive
to think that a patient with a great workload may be hes-
itant to RTW with the fear of being overwhelmed and
experiencing increased symptoms. However, our results
show that a higher workload leads to increased work
participation. This is in line with some previous research
on quantitative demands, showing that medium to high
quantitative demands were associated with a reduced
risk of long-term sickness absence in a sample of 39 000
Danish workers.19 It has been suggested that this is due
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to the increased workload serving as a challenge stressor
that gives the employees more energy and contributes
to increased motivation and work-related well-being,19

thus increasing work participation. We cannot be com-
pletely certain concerning causality of the association in
this study. However, the COPSOQ-II was completed
at baseline and before most patients had RTW, thus
suggesting that a higher preinjury workload predicted a
higher work participation at 1 year, not vice versa.

The importance of the scale Rewards (Recognition)
at the workplace is also highlighted in this study. The
findings were surprising and in contrast to previous
research,20,43 in that high reward levels were associ-
ated with lower RTW. This finding may reflect that
patients feel less pressure to RTW before they are ready
if they believe the management understands their sit-
uation, appreciates their work, and treats them fairly
at their workplace. This finding needs replication, and
additional qualitative data from the RCT is under
production.

Influence at work and decision-making latitude have
previously been positively associated with a higher
work participation and a lower risk of long-term sick-
ness absence,19,42 also when examining patients after
mTBI.18 For unknown reasons, this factor was not a
predictor of RTW in this study. One could speculate
this might be because this sample is highly educated,
mostly employed in white-collar jobs, and thus has a
high degree of decision authority at work. However, the
average score of influence at work in this sample (4.3, SD
= 1.7) is comparable with the norm score from a Danish
population (4.1, SD = 1.8) and does not appear to be
particularly high. The similar scores may be due to an
overall well-regulated labor market and welfare system
in the Scandinavian countries.

In opposition to our hypothesis, extracranial injuries
did not predict work participation at 1 year. However,
they predicted work participation at 6 months (see Ap-
pendix 3, Supplemental Digital Content, available at:
http://links.lww.com/JHTR/A531), in line with previ-
ous research.13 The impact of extracranial injuries at 6
months, and not at 12 months, likely reflects that the
burden of these injuries is more pronounced earlier in
the recovery process and then decreases with time since
injury. However, others have found extracranial injuries
to predict RTW at 1 year.44 Thus, the results are diver-
gent and underline the necessity for more research on
the association between extracranial injuries and long-
term work participation.

Limitations and strengths

While the best-fitting model explained 25% of the
variance in work participation at 1 year, this still leaves

75% of the variance to be accounted for. Relevant
factors that might account for some of the unexplained
variance may include occupation type, premorbid
psychiatric problems, substance abuse, length of stay in
acute care, prior TBI, or other factors not yet explored.
Sick leave in the year before injury and preinjury
work participation had low correlation with work
participation at 1 year in this sample. RTW after TBI
is influenced by a multitude of factors and is difficult
to predict at both the individual and group levels.
The sample size in this study limited the number
of predictors in the model. However, while previous
studies have focused mainly on personal and injury-
related factors, this study adds to the knowledge base
identifying vocational predictors of work participation.

In addition, symptom severity reports and the main
outcome are self-reported, which may introduce some
bias, but it is reasonable to believe that patients after
mild-to-moderate TBI can provide valid information
concerning their current work and symptom status.45

The generalizability of this study may be limited
for patients with severe TBI or with blue-collar jobs
since this sample solely includes patients with mild-
to-moderate TBI who are mainly in white-collar
occupations.

To expand on the knowledge of the impact of work-
related factors on RTW, future studies may investigate
further whether there are changes in work tasks or posi-
tions, or changes in jobs after a TBI, and may evaluate
this with regard to psychosocial and organizational fac-
tors at the workplace.

CONCLUSION

This study examined predictors of work participation
at 1 year after mild-to-moderate TBI. Sex, symptom
burden, working in a public enterprise, and predictabil-
ity and workload, along with recognition from man-
agement, predicted work participation, although not
necessarily in the expected direction. This illustrates
that several work-related factors outperformed some
of the established sociodemographic and injury-related
predictors of RTW after TBI. The findings demonstrate
a complex interplay between individual, injury-related,
and workplace-related factors, stressing the complexity
of the RTW process. There is a need for further re-
search on this complexity and, in particular, amendable
predictors of RTW after mild-to-moderate TBI. In this
study, amendable factors in the RTW process and their
influence on work participation have been identified,
which reveal new targets for potential intervention and
thus may improve the RTW rates and work participation
in patients with mild-to-moderate TBI.
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