Table S2. Detailed information about the findings of the selected studies
	Study/year
	Findings

	(Dagenais, Hayflinger, and Mayer 2021)
	
OI (PA Telehealth) vs.  OI (PA Direct):
CEA:
compared to the  OI (PA Direct) ,  OI (PA Telehealth) had lower cost and more effectiveness in terms of LWT(the ICER was $14,451 (− $58,270 to − $4031) which means for every avoided WLT telehealth has $14,451 less cost)
CUA:
The mean cost of  OI (PA Telehealth)compared to the direct was less however the telehealth mean gained QALY was less too(  the ICUR of telehealth compared to the  OI (PA Direct) was $132,009 ($54,638 to $837,221).
CBA:
The net benefit of  OI (PA Telehealth)compared to the  OI (PA Direct) group was $3573($3147 to $4225)
OI (PA Telehealth) Vs.  OI (TPhysical activity):
CEA:
OI (PA Telehealth) led to more cost and more avoided LWT compared to the  OI (TPhysical activity) group(the ICER: $4160)
CUA:
In terms of QALY,  OI (PA Telehealth)had more cost and less gained QALY(dominated by the  OI (TPhysical activity) group)
CBA:
The net benefit of  OI (PA Telehealth)compared to the  OI (TPhysical activity) group wa -s $1113(− $1583 to − $282)
OI (PA Direct) vs.  OI (TPhysical activity):
CEA:
OI (PA Direct) group had a more mean cost and a more mean avoided LWT compared to the  OI (TPhysical activity) group (the ICER was $31,057 ($4832 to $75,448))
CUA:
Compared to the  OI (TPhysical activity) group,  OI (PA Direct) showed more cost and more QALY(the ICUR was $311,465 ($94,750 to $2,148,853)
CBA:
The net benefit of the  OI (PA Direct) compared to the  OI (TPhysical activity) group was − $4686 (− $5540 to − $3700)

	
	

	
	

	(Suman et al. 2019)
	The ICER for QALYs indicated that the OI was dominant to UC
the intervention had a statistically significant higher QALY and the cost of intervention and the control group did not show any statistically significant differences).

	
	

	(Suni et al. 2018)
	Regarding days of sickness absence and QALY none of the intervention arms was cost-effective.
After 12 month with a 85% probability, the OI (APhysical activity) would be  cost-effective if there was a WTA €3550 for QALY gained

	
	

	
	

	(Wynne-Jones et al. 2018)
	CEA:
From NHS perspective:
The ICER for  OI (AHealth&work) compared to the  UC was -£7.20 per day of absence avoided(more cost and less benefit which both differences were not statistically significant).

From health care perspective:
the ICER for  OI (AHealth&work) compared to the UC  was £2.2 per day of absence avoided(more cost and less benefit which both differences were not statistically significant) 

CBA :
From societal perspective:
the net benefit of  OI (AHealth&work) compared to  the UC  was £733(benefit(work absenteeism)  OI (AHealth&work) compared to the UC  showed more efficient use of resources however cost differences in CBA was not statistically significant.

	
	

	
	

	(N Hartfiel et al.b 2017)
	From  the healthcare sector perspective:
OI (PAYoga) compared to OI (Training) had an  ICUR of £2103 per QALY for imputed cases and an  ICUR £1246 per QALY for complete cases which with a  £20000 WTP, it was cost-effective. 
(the incremental costs and incremental QALY were not statistically significant)
From the societal perspective: 
compared with the UC, OI (PAYoga) was the dominant treatment less cost and more QALY 
(both were not statistically significant)

	
	

	(Herman et al. 2017)
	From social perspective:
CICBT compared to UC had more cost which was not statistically significant and more QALY which was statistically significant. The ICER for CICBT compared to UC was $3049/QALY which with a threshold of $50000/QALY means cost-effectiveness of CBT.
CI MBSR  compared to UC had higher cost which was not statistically significant and more QALY which was statistically significant. The ICER for CICBT compared to UC was -$21294/QALY which with a threshold of $50000/QALY means cost-effectiveness of CI MBSR 
CICBT compared to CIMBSR had more costs and more QALY which were not statistically significant.

From payer perspective:
CICBT compared to UC had more costs which were not statistically significant and more QALY which was statistically significant.
CIMBSR compared to UC had less costs which were not statistically significant and more QALY which was statistically significant.
CICBT compared to CIMBSR had less cost which was not statistically significant and more QALY which was statistically significant.

	
	

	(Werner et al. 2016)
	Cognitive education programs showed no cost-effectiveness compared to the usual care
Intervention groups showed more effect (not statistically significant) and less cost (not statistically significant).

	
	

	(Rantonen et al. 2016)
	OI (Tback Book) vs.  OI (TNC):
The ICER was -€54(OI (Tback Book) had less cost which was statistically significant and more effectiveness which was not statistically significant) which means in OI (Tback Book) group €54 less was needed to avoid one sickness absence day in comparison to OI (TNC) group.
OI (T/Aback Book+ advice) vs. OI (TNC):
the ICER was -€315 (OI (T/Aback Book+ advice) had less cost and moderately more effectiveness) which means in OI (T/Aback Book+ advice) group less €315 was needed to avoid one sickness absence day in comparison to  OI (TNC) group, however the ICER was not statistically significant.
Conclusion:
In comparison to OI(TNC) of mild LBP, Booklet information was cost-effective.

	
	

	(Aboagye et al. 2015)
	
OI (PAYoga) vs.  OI (A verbal + Booklet)
From employer perspective:
led to an ICER EUR 4,984 per QALY (more cost and more effectiveness, however, incremental effectiveness was not statistically significant)
From societal perspective:
 OI (PAYoga) vs.  OI (A verbal + Booklet) was cost-effective (EUR 2124 less costs and more QALY (not statistically  significant))
OI (PAYoga) vs.  OI (PASTP)
From employer perspective:
 OI (PAYoga) vs.  OI (PASTP) was cost-effective (EUR 206 less costs and more QALY (not statistically  significant))
From societal perspective:
OI (PAYoga) vs.  OI (PASTP) was cost-effective (EUR 1519 less costs and more QALY (not statistically  significant))

	
	

	(Oude Hengel et al. 2014)
	
CEA:
In all outcomes of CEA, the intervention in comparison with the control group was not cost-effective as follow:
For work ability:
the ICER was € 5,243, which means per one-point decline in the work ability, the employer would save € 5,243 in the control group compared to the intervention group
For physical and mental health status:
the ICER was €798 and €642, respectively which means for   one point decline in the physical health status, the employer would save €798in the control group compared to the intervention group and for  one point decline in the mental health status, the employer would save €642in the control group compared to the intervention group

For musculoskeletal symptoms:
the ICERs ranged between€ 12,133 (upper extremities) and €59,716 (lower extremities) which means that per 1% reduction in the prevalence of musculoskeletal symptoms  the employer would save €12,133–€59,716 per 1%
CBA:
From employer perspective:
The intervention compared to the control was cost-beneficial as:
For each €1 invested in the intervention group, €6.4 was gained;
Return on investment was 544%
The net benefit was $641 ( 95% CI $48; $1,391)

	
	

	(Vermeulen et al. 2013)
	CEA:
The OI vs. UC: 
from the social insurer’s perspective the OI compared to the UC led to earlier RTW which was not statistically significant and higher cost which was statistically significant and showed an ICER of -76 euro for sustainable RTW.
from a societal perspective  the OI compared to the UC led to earlier RTW and higher cost and showed an ICER of -82, meaning that an additional 82 euros need to be invested in OI to achieve RTW one day earlier, compared to UC. 
CBA:
 from a societal perspective showed that the mean difference in total healthcare costs was 2327 euros
(95% CI 42–4465 euros) in favor of the UC.
The benefit (difference in productivity yield) was 4400 euros (95% CI 1969–7499 euros) per worker in favor of the OI. (The net societal benefit of the participatory RTW program compared to care-as-usual was 2073 euros per worker) so OI was cost-beneficial.
CUA:
OI compared to UC had more QALY which was not statistically significant and more cost and an ICUR 46540 euros.



	
	

	(M. Driessen et al. 2012)
	CEA:
From societal perspective, for all outcomes the control group dominated the intervention group
CBA:
From company perspective the PE was not cost-beneficial
(monetary loss was €78 per worker)


	
	

	(Bernaards et al. 2011)
	For recovery from neck and upper limb symptoms none of the interventions was cost-effective
For pain intensity:
Compared to the UC, the PI + OI showed more effectiveness in pain reduction and a lower cost. However, the later was not statistically significant.
PI + OI (PA) compared to the UC did not show more effectiveness in pain reduction while it had lower cost which was not statistically significant.

	
	

	
	

	(Rogerson, Gatchel, and Bierner 2010)
	CI+ RI was dominant (lower cost and higher gained QALY) compared to UC. The  ICER for CI+ RI compared to UC was -$235,355

	
	

	
	

	(Spekle et al. 2010)
	From both perspectives the PI + OI (A) compared to UC (Alimited) was not cost-effective and cost-beneficial.
CEA (societal perspective):
The ICER for “information” outcome in  PI + OI (A) compared to  UC (Alimited) was € 277.58
(the intervention group showed less effectiveness and more cost)
The ICER for “work posture and movement” outcome in  PI + OI (A) compared to  UC (Alimited)  was -93.82
(the intervention group showed less effectiveness and more cost)
The ICER for “the prevalence of arm, shoulder and neck symptoms” outcome in  PI + OI (A) compared to UC (Alimited)  was -€72.55
(the intervention group showed less effectiveness and more cost)
The ICER for “days of sick leave” outcome in PI + OI (A) compared to  UC (Alimited) was €71.31( the intervention group showed less effectiveness
(more sick leaves which was not statistically significant) and more cost)
CBA (employer perspective):
The cost differences to the benefit differences between two groups led to a ratio of €0.39
(which means the intervention group compared to the usual care led to €0.39 per  an €1 increase in cost of sick leave)

	
	

	(Lambeek et al. 2010)
	In all of the outcomes OI (PE) + CI was cost-effective compared to the UC as follow:
CEA:
OI (PE) + CI compared to the UC was cost-effective (the ICER was -£3 which means that £3  was needed to invest in the integrated intervention compared to UC for one day earlier return to work)
CUA:
The OI (PE) + CI care regardless to the WTP was dominant (the ICUR was -£61000 per every QALY gained which means the  OI (PE) + CI compared to the UC cost £61000  less  for one QALY gained). It should be noted that QALY differences was not statistically significant.
CBA:
OI (PE) + CI compared to the UC led to a net social benefit of £5744 over 12 months.

	
	

	(Lamb, Hansen, et al. 2010)
	CI (training) compared to OI (advising) with an ICER £1786 was cost-effective. ( more mean healthcare costs per  person (£421.52 ) compared to  OI (advising) (£224.65) and more QALY)

	
	

	
	

	(Lamb, Lall, et al. 2010)
	CI + OI compared to  OI (training)  had more cost and more QALY and with an  ICER of £1786.00 per QALY, it was cost-effective

	
	

	
	

	(Roelofs et al. 2010)
	For all outcomes the  PI (PPE) was cost-effective:
Number of days with LBP per month: the  ICER was € 109  PI (PPE) had less cost and more effectiveness in term of days with LBP per month) (both were statistically significant)
Total sick leaves: the ICER was € 51
( PI (PPE) had less cost (statistically significant) and more effectiveness (not statistically significant) in term of total sick leaves) 
Quality of life : the ICER was
€ 25500  ( PI (PPE) had less cost (statistically significant)  and more effectiveness(not statistically significant) in term of quality of life score) 
LBP related sick leave: the ICER was € 55( PI (PPE)had less cost and more effectiveness in term of less LBP related sick leaves(both were statistically significant))  

	
	

	(van der Roer et al. 2008)
	Based on the cost-effectiveness plane there was no statistically differences in cost-effectiveness between two groups.
The ICER for Functional status (RDQ) was €16,349(the  RI + OI ( training) had more cost and more effect compared to the  Guideline (RI), however none of the  differences was statistically significant)
The ICER for Pain intensity (PI-NRS) was € -175( the  RI + OI (training) had more cost and less effect compared to  Guideline (RI), however none of the  differences was statistically significant) 
The ICER for General Perceived effect (GPE)
was € 1720( the  RI + OI (training) had more cost (statistically none significant) and more effect(statistically significant) compared to the  Guideline (RI))
The ICER for QALY was € 5141( the RI + OI (T) had more cost and more effect compared to the  Guideline (RI),  however none of the  differences was statistically significant

	
	

	
	

	(Johnson et al. 2007)
	The OI (PA) + CI (training) compared to OI (training)had higher mean cost and higher QALY (which were not statistically significant) . the ICER was  £5000  per QALY

	
	

	
	

	(E M Meijer et al. 2006)
	
RI + OI compared to UC increased costs and RTW after 12 months but their differences was not statistically significant so from societal perspective ICER per half day RTW (€39 per week to gain an extra half-day RTW over 12 months) was not statistically different from zero and the intervention was not cost-effective.
RI + OI compared to UC  led a better outcome in VAS with respect to pain and an increased costs after 12 months however their differences was not statistically significant  (€66 per week to gain a reduced unit on VAS)
UC compared to the  RI + OI led to a better outcome in VAS with respect to other complaints which was statistically significant  and an increased costs after 12 months which was not statistically significant. So the RI + OI was not cost-effective.
RI + OI led an increased extra treatment costs after 12 months however was not statistically significant (ICER €114 which means intervention group had €114 higher  average cost per extra treatment cost) and was not cost-effective

	
	

	(Steenstra et al. 2006)
	Less than 8 weeks
WI vs. UC
The ICER for RTW was: € 19(WI compared to the UC showed more effectiveness (which was statistically significant) and slightly more cost (which was not statistically significant))
· The ICER for functional status was: € -129† 
· ICER for pain severity was: – €816†
· ICER for quality of life was: €-1483†
· ICER for general health was: €-8†
More than 8 weeks
WI* CI vs. WI*UC
· ICER for RTW was: €11†
· ICER for functional status was: €617† 
· ICER for pain severity was: €2867†
· ICER for quality of life was : €24416†
· ICER for general health was: €854†
UC*CI vs. UC*UC
· ICER for RTW was: € 29†
· ICER for functional status was: €191†
· ICER for pain severity was: €591†
· ICER for quality of life was :5447†
· ICER for general health was: €69†
†(both cost difference and effect difference were not statistically significant)

	
	

	(Wright et al. 2005)
	Not clear:
There was difference in costs of two groups where the cost of OI(training and advising) + UC  was  £134.79 and  the cost of OI(training and advising) + RI was £875.92
The number of days off work in every group was not clear, however the author concluded that on average, the OI(training and advising) + RI return back to work 7 days early than OI(training and advising) +UC.
The authors did not calculate ICER.

	
	

	
	

	(P Loisel et al. 2002)
	CBA:
After 1 year follow-up:
RI + OI (training) compared to UC showed a net benefit of -$2250 and was not cost-beneficial.
OI (PE + training) + RI + UC compared to UC showed a negative net benefit of -$2348and was not cost-beneficial.
UC + OI (PE) compared to UC showed a net benefit of $220 and was cost-beneficial.
After 6.4 year follow-up:
RI + OI (training) compared to UC showed a net benefit of $16 176 and was cost-beneficial.
OI (PE + training) + RI + UC compared to UC showed a negative net benefit of -$18585 and was not cost-beneficial.
UC + OI (PE) compared to UC showed a net benefit of $16 827and was cost-beneficial.
CEA:
After 1 year follow-up:
The mean total costs per saved days with full benefit (ICER) of RI + OI (training) compared to UC was $187.4.
The mean total costs per saved days with full benefit (ICER) of OI (PE + training) + RI + UC compared to UC was $213.5.
The mean total costs per saved days with full benefit (ICER) of UC + OI (PE) compared to UC was -$20.
After 6.4 years  follow-up:
The RI + OI (training) arm was dominant to UC with ICER -$67.5 per saved days with full benefit
The OI (PE + training) + RI + UC arm was dominant to UC with ICER -$63.5 per saved days with full benefit 
The UC + OI (PE) arm was dominant to UC with ICER -$88.4 per saved days with full benefit 



