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General introduction



Understanding and enhancing return to work after sick leave for workers with common mental disorders8

Common	mental	disorders	and	returning	to	work

Common mental disorders, defined as mild to moderate mental health disorders such as 
adjustment, anxiety, and depressive disorders, are highly prevalent in the general and working 
populations[1,2]. This group of mental health conditions can negatively affect people’s daily 
lives and work performance[3] and are associated with long-term sick leave and substantial 
loss of productivity[4,5], resulting in high costs for individuals, companies, societies, and 
nations, among others[6,7]. Under certain conditions, the negative work consequences may 
be counteracted by partially or fully returning to work[8]. Work participation contributes 
to regaining structure in daily life, benefiting from social contacts and social support from 
colleagues and supervisors, and finding a new balance between workload and work capacity.

In order to reduce the negative consequences of common mental disorders and stimu-
late recovery from symptoms and daily (work) functioning, several approaches to guide or 
treat individual patients have been developed based on various models. The intra-personal 
dimension of depression and anxiety was central to the biomedical model, therefore lead-
ing to the development of effective pharmaceutical and psychological therapies. Selective 
serotonin reuptake inhibiters (SSRIs), for example, were developed as a more or less effective 
pharmaceutical therapy for major depression[9]. The psychological approach acknowledges 
the influence of cognition and (avoidance) behavior, opening the way for effective cogni-
tive and behavioral therapies. Cognitive therapy was developed for anxiety and depressive 
disorders by Beck[10], among others, and exposure in vivo was developed as an effective 
behavioral therapy for anxiety disorders[11,12].

The bio-psycho-social model of mental disorders reflects a more complex approach be-
cause it takes the influence of social-interactional factors in the private, work and health-care 
environments into account. The social support of family, friends, colleagues, supervisors, 
and health care professionals and the level of functioning in daily activities at home and at 
work are also considered relevant to reducing the negative consequences of common mental 
disorders. The bio-psycho-social model is reflected in the different categories described 
in the International Classification of Functioning, Disability, and Health (ICF)[13]. This 
model presents the medical and psychological factors, as represented in the functions and 
structures of the body, and personal factors in the ICF scheme. The model also acknowledges 
social-interactional factors that are reflected in the ICF classification, such as environmental 
factors as well as those related to activities and participation in society.

The previously mentioned models have been influential in the field of occupational 
health. For several decades, treatments for workers with common mental disorders were 
primarily aimed to reduce symptoms. Returning to work was expected to be an automatic 
consequence of symptom recovery. In this sequential approach, it was considered important 
to allocate sufficient time for the medical and psychological treatment and to wait to return 
to work until nearly complete symptom recovery had been achieved. This sequential return-
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to-work approach that is exclusively focused on the worker is well reflected in the so-called 
‘first train, then place’ approach, in which the worker is first trained in a therapeutic setting or 
rehabilitation institute and is employed in a workplace outside the clinic to reintegrate into 
society much later. However, during the past decade, an increasing amount of evidence has 
been found that a full return to work does not automatically follow recovery from symptoms 
but often lags behind it[14–18].

Twenty years ago, the focus of psychiatric vocational rehabilitation for people with 
more severe mental health disorders shifted from an intrapersonal approach to a social-
interactional approach in which the client was acknowledged in his social environment. 
The insight that the recovery process is an interactional process between people and their 
environment grew. As a consequence, the return-to-work strategy shifted from ‘first train, 
then place’ to the opposite: ‘first place, then train’. This new approach showed promising 
results on work-related outcomes, such as an improved employment rate[19]. The approach 
followed by occupational health services and in primary health care for workers who are 
on sick leave due to low back pain and common mental disorders shifted accordingly in an 
attempt to reduce the time needed for a full return to work and to prevent permanent work 
disability[20]. According to this new approach, workers can start returning to work much 
earlier in the recovery process, even when full symptom recovery has not yet taken place. 
In the first-place-then-train approach, workers are offered a gradual return-to-work plan. 
This means that workers who are on sick leave due to common mental disorders should 
gradually increase their workload and learn how to cope with stress through methods such 
as stress inoculation training.

The stress inoculation training consists of three phases[22], which are presented in Fig-
ure 1. In the first phase, which is educational in nature, the client needs to understand the 
nature of stressful reactions. The professional or trainer provides the client with a conceptual 
framework that is applied to the situation of the individual. Accordingly, the professional 

Work context

I
Focus on
understanding
the nature of
stressful reactions

II
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rehearsing
cognitive and
behavioral
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III
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coping skills
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to a variety of 
gradually 
increasing 
stressors

Figure 1. Conceptual model of stress inoculation training for the client in the work context.
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and the client discuss and select a number of behavioral and cognitive (coping) skills to 
master during the second phase of the training. In the second phase, the client focuses on 
acquiring and rehearsing (new) coping skills. During the third phase, the professional or 
trainer creates the opportunity for the client to focus on practicing (new) coping skills while 
being exposed to a variety of stressors that gradually increase in severity.

Conceptual	model	of	the	return-to-work	process	of	workers	who	are	on	
sick	leave	due	to	common	mental	disorders

Inspired by stress inoculation training, the three elements presented in Figure 1 were combined 
by Van der Klink and colleagues[21] in a conceptual model of the return-to-work process of 
workers who are on sick leave due to adjustment disorders. They described a process that 
consists of three phases (I, II, III) and includes several (problem-solving) tasks aiming to 
reach a full return to work by restoring contact with the workplace and gradually increas-
ing the workload (see Figure 2). It was postulated that this conceptual model would help 
structure the return-to-work processes of all workers who are on sick leave due to common 
mental disorders.

Focus on restoring contact with the workplace

I
Focus on
acceptance,
understanding and
listing of 
symptoms and 
barriers to 
returning to work

II
Focus on
listing and finding
solutions for
symptoms and
barriers to
returning to work

III
Focus on
attitude and
strategy to
gradually return
to work

Figure 2.  Conceptual model of the return-to-work process of workers who are on sick leave due to 
adjustment disorders.

Guideline-based	care

The development of evidence-based guidelines for the counseling of those who are on sick 
leave due to common mental disorders by Dutch occupational physicians was based on 
the conceptual model of the return-to-work process in Figure 2[21,23,24]. These guidelines 
encourage occupational physicians to monitor and facilitate the return-to-work processes of 
workers. Physicians conduct a multi-factorial problem analysis, taking relevant environmental 



1 General introduction 11

and personal factors such as supervisor behavior, coping style, recovery expectations, age, and 
gender into account. Along with the diagnostic classification of symptoms, the physician can 
help the worker gain insight and understanding into the origin and nature of the symptoms, 
barriers and solutions related to returning to work. Furthermore, to improve the prognosis 
of the time until fully returning to work and to support the acceptance of temporary sick 
leave, the guidelines recommend the occupational physician to present a rationale for the 
current sick leave and recovery process (see the workers’ task I in Figure 2). To facilitate the 
return-to-work process of the worker, the guidelines encourage the occupational physician 
to offer minimal cognitive-behavioral problem-solving interventions such as arranging 
an inventory of barriers and solutions (task II in Figure 2) and creating a time-contingent 
gradual return-to-work plan (task III in Figure 2). If necessary, the occupational physician 
may refer to a general practitioner, psychologist or psychiatrist for the complementary di-
agnosis and treatment of mental health symptoms. The existing guideline-based care needs 
to be implemented further among occupational physicians[25].

The	Dutch	setting

In the Netherlands, the phases and learning principles of stress inoculation training were not 
only included in the guidelines for the treatment of common mental disorders by occupa-
tional physicians. After the Netherlands Society of Occupational Medicine authorized the 
guidelines for occupational physicians, the associations of other health care professionals, 
such as general practitioners[26] and psychologists[27], authorized similar guidelines for 
the counseling of stress-related disorders. Furthermore, since the introduction of the Gate 
Keepers Act in 2002, Dutch legislation and governmental policy has aimed to reduce sick 
leave and permanent work disability through the ‘first place, then train’ approach. Activation, 
problem-solving, dialogue between supervisors and employees about work adaptations, and 
an early resumption of work with remaining capacities have been promoted. Advising rest, 
talking about incapacities, focusing solely on medical treatment, and not returning to work 
until fully recovering from symptoms have been discouraged. Especially due to the Gate 
Keepers act, in combination with strong financial incentives to reduce sick leave and dis-
ability, employers and employees have been encouraged to start the return-to-work process 
in an early phase of treatment. Employers now have to pay 70% or more of the last earned 
wages to the employee during a maximum period of two years of sick leave, regardless of 
its work-relatedness. The financial incentive for employees consists of a drop in financial 
compensation after twelve months of sick leave from 100% to 70% of the last earned wages. 
In addition, administrative control measures have been strengthened. 

Due to the fact that the employer and employee are primarily responsible for reducing 
sick leave during the first two years, detailed data about sick leave during these years only 
exists at the company level and not at the national level. An estimation at the national level, 
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based on a large sample of Dutch workers in all sectors, reported that the number of periods 
of sick leave due to mental health problems (4% in 2009) was relatively low compared to 
the number of sick leave periods due to the flu (30% in 2009)[28]. However, 18% of total 
sick leave days were due to mental health problems, particularly stress-related disorders. 
According to the workers, these problems were mainly work-related.

When a full return to work has not been accomplished or cannot be expected after two 
years of sick leave, workers in the Netherlands are entitled to apply for (partial) disability 
compensation at the National Social Security Council (UWV). The total incidence of work-
ers receiving disability compensation, regardless of its cause or work-relatedness, was 23,756 
in 2009. The incidence of workers receiving disability compensation, according to the new 
Disability Compensation Act (WIA), has increased every year since its introduction[29]. 
The proportion of the incidence of (partial) disability due to mental health problems was 
approximately 40% from 2006 to 2009[29]. However, interpreting the increase in incidence 
during the first years of the WIA is complicated. Various factors may have contributed to this 
increase, such as the transition from a one-year to a two-year waiting period before workers 
can apply for disability compensation and the shift in the selection process of the workers 
entitled for a disability pension toward more serious and incurable somatic diseases. An-
other factor may be the deflation of a reservoir of workers who were, at the time of the ‘old’ 
disability act, almost eligible to apply for disability compensation but had to wait another 
year after the WIA was introduced. Our understanding of the increased incidence of dis-
ability compensation according to the WIA therefore has to be nuanced. However, we can 
also conclude that sick leave due to mental health problems can still lead to long-term sick 
leave for a substantial number of workers, regardless of legislative changes and a paradigm 
shift in health care guidelines that promote activation.

Effectiveness	of	work-directed	interventions

Since the first edition of the guidelines for occupational physicians was released[23], addi-
tional studies regarding the effectiveness of work-directed interventions have been published. 
Work-directed interventions, i.e. interventions initiated by occupational health care that are 
aimed at overcoming work-related barriers, seem to be effective in reducing the time that 
workers who are on sick leave due to common mental disorders take to fully return to work. 
Van der Klink et al.[30] found that the application of work-directed interventions accord-
ing to the guidelines for occupational physician to workers who were on sick leave due to 
adjustment disorders reduced the median time taken to fully return to work by 23 days at 
the 12-month follow-up compared to usual care in the years before the changes in legislation 
and professional culture. Usual care at that time consisted of empathic counseling, instruc-
tion about stress, life-style advice, and discussion of work problems with the worker and 
company management[30]. In the study of Schene et al.[31], an adjuvant work-directed 
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intervention for workers who were on sick leave due to (major) depressive disorders could 
reduce the mean time to (any) return to work by 92 days at the 18-month follow-up com-
pared to usual care, before 2006. The work-directed intervention was incorporated into usual 
care. It included occupational therapy with an extensive diagnostic phase (i.c. occupational 
history, video of role-played work situations, contact with the occupational physician and 
return-to-work plan), a therapeutic phase to prepare for returning to work (i.c. contacting the 
workplace and, if possible, starting to work and evaluating progress), and a follow-up phase 
consisting of three individual consults. Usual care included the usual out-patient treatment 
for depression, including symptom assessment, psycho-education, general support, and 
cognitive behavioral techniques, and, if indicated, medication prescribed by a senior psy-
chiatric resident. Blonk et al.[32] demonstrated that (A) a brief work-directed intervention 
for self-employed workers with adjustment disorders reduced the (median) time taken to 
fully return to work by approximately 200 days at the 10-month follow-up compared to (B) 
a (non-work-directed) cognitive-behavioral intervention, and (C) a no-treatment control 
group in a year prior to 2006. The authors studied the self-employed, a particular segment of 
the working population in which the culture and practice of activation instead of rest were 
not yet very developed. The work-directed intervention (A) was conducted by labor experts 
and consisted of brief cognitive-behavioral-therapy-derived stress management techniques 
including homework assignments concerning, for example, psycho-education on work 
stress, registration of symptoms, and reading self-help books on rational emotive behavior 
therapy. In addition to stress management, labor experts gave advice on work processes and 
provided suggestions on how to lower workload and job demands, and increase decision 
latitude, if necessary. In this way, (partially) returning to work was encouraged. The exten-
sive cognitive-behavioral intervention (B) was conducted by psychologists and was highly 
structured by a protocol for the treatment of burnout or other adjustment disorders. The 
main focus was on cognitive restructuring and registration of symptoms. After six sessions, 
the cognitive restructuring was expanded to cover work resumption, time-management, 
workplace interventions, conflict handling, or fatigue. The no-treatment control group (C) 
visited a general practitioner twice to verify the legitimacy of the work-disability compensa-
tion. At the 12-month follow-up, Van Oostrom et al.[33] did not find a significant difference 
in the time taken to fully return to work between the two work-directed interventions for 
workers who were on sick leave due to stress-related disorders after 2006. In the intervention 
group, the work-directed intervention consisted of a structured and stepwise communication 
process between the employee who was on sick leave and his or her supervisor to identify 
and overcome obstacles for returning to work. This process was facilitated by a return-to-
work coordinator, i.e. a company social worker or labor expert. In the control group, the 
usual care consisted of work-directed interventions that were structured according to the 
guideline-based care for occupational physicians, which was more widely accepted in health 
care at that time. At the 12-month follow-up, Rebergen et al.[34] did not find a significant 
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difference in the time taken to fully return to work for police officers who were on sick leave 
due to common mental disorders between a (guideline-based) work-directed intervention by 
occupational physicians compared to the minimal involvement of an occupational physician 
and extensive guidance by a psychologist. This study was also performed in a period during 
which legislation and professional culture had been responsible for a dramatic decrease in the 
incidence of permanent work disability. However, the authors found that the work-directed 
intervention was more cost-effective than extensive guidance by a psychologist[35]. The 
guideline-based work-directed intervention consisted of an activating approach, a time-
contingent process evaluation, and an approach based on cognitive behavioral principles. 
The cognitive behavioral principles included stress inoculation training, graded activity, 
and interventions to enhance the problem-solving capacities of patients in relation to their 
working environments, especially when the return-to-work process had stagnated.

The studies mentioned above differ in one or more aspects, such as the included workers, 
used interventions, comparisons, and time periods or contexts in which the studies were 
conducted. However, we conclude that work-directed interventions were more effective 
than other approaches on the time taken to fully return to work in a time period in which 
legislation and health care culture had not yet shifted toward the activation of workers and 
the implementation of strong negative incentives, including financial incentives, in the case 
of sick leave or permanent work disability.

Determinants	of	successfully	returning	to	work

In addition to knowledge about effective (work-directed) interventions, we also have some 
knowledge of the relevant personal, external, and health-related prognostic factors of long-
term sick leave caused by mental disorders[36]. In a recent review, Cornelius and colleagues 
[36] found strong evidence that older age (>50 years) is associated with taking a longer time 
to return to work. Furthermore, they found limited evidence of the association between other 
personal (male gender, medium or higher education, history of previous sick leave, own 
expectation of duration of sick leave longer than three months, low socioeconomic status), 
health-related (stress-related and shoulder/back pain, depression/anxiety disorder), and 
external work-related factors (unemployment, poor quality, and continuity of occupational 
care, supervisor consulting with a professional) with long-term sick leave and a longer time 
to return to work. However, we have limited knowledge about the process or mechanism by 
which the time to return to work is reduced. Furthermore, there is no unified theory of the 
return-to-work process. We therefore identified three common elements in the previously 
mentioned work-directed interventions that seem relevant to reducing the time taken to fully 
return to work during the return-to-work process: improving the workers’ problem-solving 
behavior, restoring contact with the workplace, and gradually increasing workload. The 
phase-specific model of the return-to-work process that was postulated by Van der Klink et 
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al.[23,24] attempts to integrate these elements. However, we still lack profound knowledge 
of the return-to-work process from the perspective of the worker. We further lack knowledge 
on how to utilize knowledge of prognostic factors, such as the worker’s expectancy of the 
outcome of the return-to-work process, in practice. A personal factor that is closely related 
to recovery or return-to-work expectation is self-efficacy. Self-efficacy represents the indi-
vidual’s belief regarding his or her ability to successfully perform a specific behavior[37]. 
Self-efficacy to return to work is associated with the actual return to work of workers who 
are on sick leave due to common mental disorders[38–40]. To develop interventions, we 
need to gain more knowledge about the determinants of this return-to-work perception. 

In sum, to improve our knowledge about the return-to-work process, we consider it 
worthwhile to more deeply explore the return-to-work process from the perspective of the 
worker and to further explore the determinants of prognostic factors such as perceptions 
related to returning to work.

An	additional	exposure-based	return-to-work	intervention

To improve the effectiveness of occupational health care interventions in terms of the time 
taken to fully return to work, we postulated that a new work-directed return-to-work inter-
vention could add value because it still takes a long time for many workers to fully return 
work, even under the current stringent legislation and with guideline-based care being 
common practice. 

In the Netherlands, occupational physicians usually advise workers who are on sick leave 
due to common mental disorders to build up to fully returning to work by gradually increas-
ing their workload, as promoted in the guidelines. This is mostly effectuated by gradually 
increasing the number of working hours and could be combined with gradual increases in 
the complexity of the work tasks. However, a potential disadvantage of this approach is that 
exposure to the most difficult tasks and stressful or anxiety-evoking work situations might 
be postponed until the last part of the return-to-work process. This would give workers who 
are inclined to avoid the most difficult work situations the opportunity to be persistent in 
that (avoidance) behavior. This type of avoidance could easily result in fully returning to 
work in an unnecessary long time or triggering a conflict with the supervisor, especially if 
difficult work situations are an intrinsic part of the job and can only be resolved by learning 
to cope with these situations. One example is a teacher who wants to return to work but has 
become anxious about talking to the parents of students who are complaining about the 
teacher’s advice regarding future studies. We postulated that work-related anxiety, stress or 
depressive symptoms and their associated avoidance behaviors can be reduced by a work-
directed exposure-in-vivo procedure and that this would result in a shorter time taken to 
fully return to work. Adding an exposure-in-vivo procedure to usual care can be described 
as an effort to introduce new experiences into the return-to-work process shown in Figure 2. 
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This is illustrated in Figure 3. Exposure in vivo is a behavioral therapy in which patients 
with anxiety disorders are gradually exposed to increasing levels of anxiety according to a 
hierarchy of anxiety-evoking situations[41]. This behavioral therapy can effectively reduce 
anxiety and avoidance behavior in workers with anxiety disorders[12,42]. The work-directed 
exposure-in-vivo procedure could also reduce work-related anxiety and avoidance behavior 
during the (gradual) return to work.

Focus on restoring contact with the workplace

I
Focus on
acceptance,
understanding and
listing of 
symptoms and 
barriers to 
returning to work

II
Focus on
listing and finding
solutions for
symptoms and
barriers to
resturning to work

III
Focus on
attitude and
strategy to
gradually return
to work

e.g.
work-related
anxiety and
avoidance
behavior

e.g.
alternative
coping behavior
other than
avoidance

e.g.
experiencing
exposure-based
return to work

Figure 3.  Conceptual model of the return-to-work process of workers on sick leave due to common 
mental disorders experiencing an exposure-based return-to-work program in addition to usual 
care.

Objectives	of	the	thesis

The overarching aim of this thesis is to contribute to the improvement of the return-to-work 
process of workers who are on sick leave due to common mental disorders. A better under-
standing of this process can aid the development of more effective interventions. To improve 
our knowledge, we studied the main features of the return-to-work processes of workers who 
had partially returned to work and were partially on long-term sick leave. In addition, we 
explored how several mental health conditions and work characteristics were related to the 
self-efficacy to return to work. Parallel to designing an innovative work-directed return-to-
work intervention, we systematically searched the literature for data about the effectiveness 
of exposure in vivo on work-related outcomes for workers with anxiety disorders. We then 
evaluated the effectiveness of a newly developed work-directed exposure-based intervention 
on the time taken to fully return to work. Subsequently, we evaluated the cost-effectiveness 
of the exposure-based intervention from a societal perspective.
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Outline	of	the	thesis

Chapter 2 presents the results of a qualitative study on the return-to-work process of workers 
who had partially returned to work and were partially on long-term sick leave due to common 
mental disorders. Chapter 3 presents the mental health conditions and work characteristics 
that are related to self-efficacy and returning to work. Chapter 4 systematically reviews the 
literature on the effectiveness of exposure in vivo on work-related outcomes for workers 
with various anxiety disorders. Chapter 5 presents the design of an exposure-based return-
to-work intervention and further presents the design of a randomized controlled trial in 
which the effectiveness and cost-effectiveness of this intervention for workers who are on 
sick leave due to common mental disorders is compared with usual care. In the random-
ized controlled trial, the time taken to fully return to work is used as the primary outcome 
measure. Chapter 6 presents the results of the randomized controlled trial. Chapter 7 
comprises a general discussion on the main findings of the different studies. Furthermore, 
some methodological considerations are discussed and recommendations for practice and 
future research are presented.
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