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General discussion
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This thesis has two main objectives. The first objective is to gain more insight into the return-
to-work process of workers who are on sick leave due to common mental disorders. A better 
understanding of this process can aid the development of more effective interventions to 
reduce sick leave duration and improve health and work functioning. We therefore studied 
the return-to-work processes of workers who had partially returned to work but had not yet 
been able to fully return to work. In addition, we explored which factors were determinants 
of self-efficacy to return to work, particularly examining the role of mental health symp-
toms and work characteristics. The second objective of this thesis is to contribute to the 
improvement of occupational health care interventions for workers who are on sick leave 
due to common mental disorders. Parallel to designing a new 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. Exposure in 
vivo is a therapy technique in which feared situations are experienced in reality to decrease 
anxiety. We then evaluated the effectiveness and cost-effectiveness of the newly designed 
exposure-based intervention on the time taken to fully return to work for workers with 
common mental disorders.

In this chapter, we interpret and discuss the results of the five studies that were conducted 
and reflect on what we have learned about the return-to-work process and the effectiveness 
of the interventions. First, we describe the main findings of the five studies. We then discuss 
the results of the study on the effectiveness and cost-effectiveness of an exposure-based in-
tervention program and of predictors of self-efficacy to return to work. Finally, we present 
some methodological considerations and recommendations for future research and health 
care practice.

Main	findings	of	this	thesis

What	barriers	and	solutions	to	fully	returning	to	work	are	perceived	by	workers	who	
have	partially	returned	to	work	and	are	partially	on	long-term	sick	leave	due	to	common	
mental	disorders?

To better understand the return-to-work process, we have chosen to focus on the problem-
solving behavior of workers during this process. To gain insight into the main barriers to fully 
returning to work and the solutions to overcome these barriers, we performed a qualitative 
study with workers who have partially returned to work. In this study, we also gathered 
information on communications between workers and health care professionals, supervi-
sors, colleagues, family and friends, and on the aims and intentions presented by workers 
regarding fully returning to work. Based on these findings, we developed a conceptual model 
of overcoming barriers to fully return to work (Figure 1). We found a general pattern in the 
return-to-work processes, namely that all workers aimed to fully return to work but perceived 
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barriers such as the difficulty of being aware of signs that one’s current capacity has been 
exhausted. Most workers were able to come up with solutions, such as learning new ways 
of managing work demands, including learning new cognitions such as not automatically 
interpreting failures at work as personal failures. We found that after some time, all workers 
were treated with sufficient understanding and social support by supervisors and health 
care professionals. However, the workers did not succeed in implementing or utilizing new 
solutions, such as using a new cognition, in the workplace, except for structural adaptations 
of work demands, such as switching to another job at another workplace, which were actu-
ally utilized. Apparently, it is easier to make a change of work than within work. This pattern 
suggests a substantial gap between conceived solutions and intentions of fully returning to 
work on the one hand and their implementation within the existing work situation on the 
other hand. This pattern implies that new interventions need to focus on helping workers 
and their working environments bridge this gap more effectively (Chapter 2).

How	are	mental	health	symptoms	and	work	characteristics	related	to	the	return-to-
work	perceptions	of	workers	who	are	on	sick	leave	due	to	common	mental	disorders?

Knowing how return-to-work perceptions can be changed during the return to work process 
can help to reduce the time needed to fully return to work. Return-to-work perceptions, 
such as return-to-work self-efficacy and expectations of return-to-work duration, are strongly 
related to the actual time taken to return to work[1–3]. Knowledge about the determinants of 
return-to-work perceptions may help us design interventions to improve these perceptions. 
The roles of changes in symptom levels during the recovery process and work characteristics 
in relation to return-to-work perceptions were investigated (Chapter 3). We first explored 
the capacity to predict the time needed to fully return to work in relation to two types of 
return-to-work perceptions: return-to-work self-efficacy and expectation of return-to-work 
duration. We found that return-to-work self-efficacy was a stronger predictor of actual time 
taken to return to work than return-to-work duration expectancy. Second, we explored 
which work characteristics and which mental health symptoms, at baseline and over time, 
predicted self-efficacy to return to work. We found that lower levels of fatigue, depression, 
work pace and workload at baseline were associated with higher self-efficacy. This finding 
indicates the relevance of work and clinical factors in how workers perceive their ability to 
successfully return to work. Decreasing levels of fatigue and depression over time were as-
sociated with increasing levels of self-efficacy. Workers with a high work pace and workload 
at baseline showed lower levels of self-efficacy at all time points (Chapter 3).
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Worker who has partially returned to work and is partially on sick leave
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by adopting a new 
way of managing 
work demands
Treating symptoms
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carefully increasing
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toward a full
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Figure 1. Conceptual model of overcoming barriers to fully return to work.

Does	a	treatment	program	that	includes	exposure	in	vivo	result	in	more	favorable	work-
related	outcomes	for	workers	with	anxiety	disorders	than	a	treatment	program	without	
exposure	in	vivo?

Exposure in vivo is an effective behavioral treatment that can reduce the level of anxiety 
in patients with a variety of anxiety disorders. However, the effectiveness of exposure in 
vivo in reducing adverse work-related outcomes has not yet been established in a review 
of the literature. In a systematic review of the literature, we found seven studies containing 
11 exposure-in-vivo interventions for workers with anxiety diagnoses. We cautiously con-
cluded, because of the limited number of available studies, that exposure in vivo as part of an 
anxiety treatment reduced adverse work-related outcomes more than various other anxiety 
treatment programs or a waiting list (Chapter 4). However, this conclusion only pertains 
to workers with obsessive-compulsive or post-traumatic stress disorders. Interestingly, 
the interventions in the included studies were neither work-directed nor aimed at specific 
anxiety-provoking work situations, i.e. situations related to specific tasks, social relations, 
or workplaces. Furthermore, none of the exposure-in-vivo interventions were evaluated in 
terms of their impact on the time taken to return to work.

Is	an	exposure-based	return-to-work	program	for	workers	who	are	on	sick	leave	due	to	
common	mental	disorders	more	(cost-)effective	compared	to	care	as	usual	in	terms	of	
the	time	taken	to	return	to	work	?

The exposure-based return to work intervention for workers who are on sick leave due to 
common mental disorders that we developed was integrated in the guideline-based care of 
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occupational physicians, being an elaboration and specification of the gradual return-to-
work scheme of the guidelines. In the protocol study, the content of the exposure-based 
return-to-work program and the design of the trial were presented (Chapter 5). The content 
of the exposure-based return-to-work intervention was based on the exposure-in-vivo inter-
vention for anxiety disorders. The rationale behind this new intervention was that workers 
learn to actively cope with stressful work situations through gradual exposure to these work 
situations. For instance, a nurse who is anxious about giving patients injections could start 
her exposure by watching a colleague give a patient an injection, i.e. by being exposed to a 
similar situation but with a lower level of perceived stress. By practicing new coping behavior 
in this way and experiencing success several times, the feelings of stress would be reduced 
to an acceptable level and the worker would become more self-confident about using the 
new behavior instead of avoiding it. The underlying assumption is that avoidance behavior 
would aggravate the feelings of stress, anger or anxiety associated with the stressful work 
situation. The gradual exposure, starting directly at the beginning of reintegration, followed 
a hierarchy of work situations that evoked increasing levels of stress that was the result of 
cooperation between workers, supervisors and occupational physicians. 

We hypothesized that the time taken to fully return to work for workers receiving the 
exposure-based intervention would be shorter than for workers receiving usual care. Fur-
thermore, we hypothesized that the exposure-based intervention would be more effective 
for workers who were on sick leave due to anxiety disorders compared to workers who had 
other common mental disorders. Evaluating the effectiveness of the exposure-based return-
to-work program applied by occupational physicians in a Dutch context surprisingly revealed 
that it did not result in a shorter time, but instead prolonged the time taken to fully return 
to work compared to usual care. The median time taken to fully return to work for workers 
receiving the exposure-based program and usual care was 209 and 153 days, respectively. 
Moreover, we found that the exposure-based return-to-work program was not more effec-
tive for workers who were on sick leave due to anxiety disorders relative to workers with 
other common mental disorders. Furthermore, the median time taken to partially return 
to work, mean number of recurrences of sick leave within a one year follow-up, number of 
recurrences, mental health symptoms, and self-efficacy to return to work did not significantly 
differ between both groups. 

In the evaluation of cost-effectiveness from a societal perspective, we found that the total 
costs of the exposure-based intervention program and usual care did not differ significantly. 
However, the incremental-cost-effectiveness ratio (ICER) was negative, indicating that, for 
each additional day of time taken to fully return to work, additional costs (€15.2 to €34.4) 
were incurred for workers receiving the exposure-based intervention compared to workers 
receiving usual care (Chapter 6).We concluded that the exposure-based intervention was 
not more cost-effective compared to usual care.



Understanding and enhancing return to work after sick leave for workers with common mental disorders162

Interpretation

First, we discuss the central theoretical premise of our trial by bringing avoidance behavior 
into perspective and presenting possible explanations for the prolonged time taken to fully 
return to work by applying the theoretical model of Kristensen concerning key elements in 
occupational intervention studies[4]. We then discuss the factors that could be relevant to 
increasing the self-efficacy to return to work.

Possible	explanations	for	the	prolonged	time	taken	to	fully	return	to	work

In Chapter 6, we described several possible explanations for the prolonged time taken to 
fully return to work found in our trial. To better understand the complex path from inter-
vention to outcome, we compared the components of our trial with the key elements in 
occupational intervention studies according to the theoretical model of Kristensen[4]. The 
theoretical premise of our exposure-based return-to-work intervention was that it would 
reduce or prevent the avoidance of emotion-evoking work situations or tasks during the 
period before fully returning to work. By preventing avoidance behavior, we expected that 
the time taken to fully return to work would be shortened, which was the primary outcome. 
According to this model, we must first consider the process quality of the exposure-based 
intervention, also known as the program integrity. Second, we must consider the extent to 
which the intervention has generated actual behavioral changes, which, in this study, entail 
a reduction of avoidance behaviors. This is called the impact of the program, or program 
failure when the impact does not correspond to the aimed effects. Third, we must consider 
the extent to which changes in behavior have generated changes in outcome. For this, we 
need to observe the extent to which any change in avoidance behavior was associated with 
the time taken to fully return to work. In terms of the model of Kristensen, this association 
is called the etiology of return to work or theory (theory failure).

The program integrity was assessed by observing the process quality. Although our 
knowledge about the program integrity was limited, the exposure-based intervention was 
conducted as intended for at least 28 of the 75 workers (37%) who received the intervention. 
The process quality was judged as moderate or high in these cases. The intervention was 
not performed as intended for 23 of the 75 workers (31%). The process quality was judged 
as low in these cases. For 24 of the 75 workers (32%), we do not have data about the process 
quality. We concluded that the overall program integrity of the exposure-based intervention 
in this study was presumably low to moderate. The process quality of the usual care group 
was not evaluated. However, the process quality of usual care could have been different from 
what was estimated at the beginning of the study. In this case, the comparison between both 
groups would also have been different from what was estimated at the beginning of the study.
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To study the extent to which the exposure-based intervention generated less avoidance 
behavior in workers, we searched for a reliable and valid measurement instrument. Because 
we could not find a validated questionnaire, we explored this behavior over time by asking 
workers a single question: ‘Do you avoid emotional or stress-evoking work situations?’ We 
found no significant differences between both groups over time and did not find indications 
that the exposure-based intervention program produced a greater reduction in avoidance 
behavior relative to usual care. This finding indicates program failure. We therefore do not 
know if differences between both groups in terms of changes in avoidance behavior in our 
trial were related to time taken to fully return to work. As a consequence, possible theory 
failure cannot easily be concluded. However, in our qualitative study of the return-to-work 
process of workers who were partially on sick leave and had partially returned to work, we 
found that only one out of 14 persons mentioned avoidance behavior as a barrier to fully 
returning to work (Chapter 2). This finding suggests that avoidance behavior is not considered 
to be barrier for fully returning to work by many workers. Consequent reflections may be 
that avoidance behavior is difficult to discuss in an interview with a researcher (measurement 
failure) or that avoidance behavior may not be as relevant in the return-to-work process as 
we thought it would be. This final consideration would indicate a failure of the presumed 
etiology in our trial (theory failure).

In the field of low back pain, researchers and health care professionals follow a similar 
theory about graded exposure, avoidance behavior, and reduced time to full return[5,6]. 
However, the evidence in this field about the effectiveness of graded exposure in vivo com-
pared to graded activity or minimal interventions on time taken to return to work is still 
inconclusive[7]. Overall, we may conclude that to understand the prolonged time taken to 
fully return to work found in our trial, we need to be aware of the fact that the integrity of 
the exposure-based intervention program was low to moderate and that there was a lack of 
impact of the exposure-based program on avoidance behavior indicating program failure. 
An alternative explanation for the lack of impact on avoidance behavior could be a lack of 
validity of the avoidance behavior measurement instrument. Finally, we cannot exclude the 
possibility that the results found on the time taken to fully return to work could be caused 
by a failure of our etiology or theory.

Increasing	self-efficacy	to	return	to	work

Self-efficacy to return to work is clearly associated with actual return to work[1,2,8]. In our 
study on return to work perceptions, we identified mental health and work-related factors 
that were associated with self-efficacy. We found that a lower level of depression and fatigue 
at baseline and over time and a lower work pace and workload at baseline were associated 
with a higher self-efficacy to return to work. Therefore, treating high levels of mental health 
symptoms and reducing high work paces and workloads (at baseline) seem to be useful in 
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increasing the self-efficacy to return to work. We could possibly consider self-efficacy to 
return to work to be an indicator of the progress in a worker’s return-to-work process. We 
therefore recommend using the return-to-work self-efficacy scale (11-items) during the first 
weeks of sick leave or asking questions in the same line to identify workers with common 
mental disorders who are at risk of returning to work late.

In a post-hoc analysis, we found that when self-efficacy to return to work was controlled 
for mental health symptoms, self-efficacy to return to work was (still) associated with actual 
return to work, demonstrating a relatively independent value of this self-efficacy measure. 

Methodological	considerations

To discuss the complexity of evaluating and designing a potentially effective return-to-work 
intervention for workers who are on sick leave due to common mental disorders, we focus 
on three aspects. First, to better understand the results of evaluations, we consider the rel-
evance of more detailed reporting of compliance and the socio-cultural context. We then 
underline the relevance of sufficient contrast between intervention programs. Second, we 
discuss supportive communications between the worker and the supervisor as an essential 
part of the intervention and therefore as an important process measure. Third, we present 
considerations of performing a pilot or efficacy study before conducting a comprehensive 
study on the effectiveness of a newly developed return-to-work intervention.

Comparing	intervention	programs:	content,	compliance,	context	and	contrast

To understand the results of trials about returning to work, researchers must specify the 
included patients, the content of the compared intervention programs (considering the con-
trol condition as another, alternative intervention), and the primary measured outcome(s). 
However, trials should also specify program integrity or compliance[1] as well as the socio-
cultural context in which the interventions took place[9]. The content of intervention 
programs is mostly reported with a reasonable amount of details; alternatively, manuals or 
guidelines are referenced to clarify the treatments that are being compared. More recently, 
design studies have been published offering not only more details on study design but also 
on the developed intervention and the chosen control condition. However, detailed report-
ing about program integrity or intervention program compliance, including the control 
condition, is often lacking, especially for the control group[10–14]. In the publication of 
our trial (Chapter 6), we added a link to a website containing a detailed description of the 
exposure-based intervention program and referenced guidelines to describe the usual care. 
The program integrity was only evaluated for the intervention group. A detailed description 
of the structural and cultural aspects of the context of a trial is also necessary to understand 
the results and to be able to generalize or ‘translate’ the findings to other situations and 
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contexts[9,10]. In our opinion, relevant structural aspects are (changes in) legislative regula-
tions and surveillance concerning the responsibility of workers and employers in returning 
to work as well as their financial compensation and incentives during sick leave and long-
term disability. Furthermore, (changes in) the professional guidelines of (occupational) 
health care professionals and their compliance are also relevant. Relevant cultural aspects 
include the normative viewpoints of workers, supervisors, companies, (occupational) 
health professionals, occupational health services and social security institutes concern-
ing the stigma related to sick leave due to common mental disorders and the legitimacy of 
activating workers with common mental disorders to begin early work resumption instead 
of promoting rest, a sole focus on medical treatment, incapacities and financial compensa-
tion. Such a detailed description is also often lacking in publications of trials on returning 
to work, including ours[11–15]. However, in the protocol (Chapter 5) and in the publication 
of the results (Chapter 6), we added a paragraph about relevant aspects of the socio-cultural 
context in which we conducted the trial. Finally, the return-to-work intervention programs 
that are compared should sufficiently differ in the sense that they could potentially generate 
a relatively large differential effect or impact on one or more of the relevant intermediate 
effect measures – in our trial, less avoidance behavior – that has the potential to significantly 
affect the primary outcome measure.

In our trial, we did not find significant differences in avoidance behavior, which means 
that we did not find sufficient contrast between both intervention programs. Furthermore, 
we found a negative significant difference on the primary outcome in our trial – a prolonged 
time taken to fully return to work.

Supportive	communications:	an	interesting	process	measure

One relevant aspect found in the return-to-work process of workers who are on long-term 
sick leave due to common mental disorders was the level of supportive communications 
between workers, supervisors and occupational health care professionals (Chapter 2). 
Andersen et al.[16] included our study in a meta-analysis of eight qualitative studies of the 
return-to-work process and underlined our findings. They concluded that, in addition to a 
focus on both the coping strategies of the workers and adaptations in the workplaces, a focus 
on facilitating the social integration of the returning workers was needed. Social integration 
could be achieved by training a colleague to become a mentor for the returning worker or by 
teaching supervisors and colleagues about common mental disorders and how to support 
workers in the return-to-work process. Furthermore, they stated that coordination between 
the different actors in the health care and work systems was a prerequisite for a successful 
return to work. 

Although the results of our qualitative study and this review[16] were not available at the 
beginning of our trial, contact between workers, supervisors and occupational physicians was 
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part of the intervention programs in both groups. However, contact between the stakeholders 
was not specifically facilitated. We evaluated the frequency of contact and the satisfaction 
of the communications between the workers and the occupational physicians in the trial. 
Furthermore, we evaluated the frequency of contact between workers and supervisors dur-
ing the sick leave period. This was based on the finding that more frequent communication 
between non-depressed workers who were on sick leave due to mental health problems and 
supervisors was associated with a faster full return to work[17]. We found no significant dif-
ferences between both groups on these aspects of communication (Chapter 6). However, 
we did not evaluate the level of supportive communications or satisfaction with the com-
munication between workers and supervisors during the return-to-work process. The level of 
supportive communications could possibly be an interesting measure of the return-to-work 
process to consider in future research. The relevance of supportive communications was 
underlined by Busse et al.[18] in a study of disability management; they concluded that areas 
that could benefit from attention included some aspects of case manager-worker interaction 
and ensuring that support is provided during the process, including modifications to work 
situations when appropriate. The validated Support for Workers with Disability Scale could 
be used to measure supervisor, co-worker and non-work support[19].

Pilot	study	vs.	comprehensive	trial

The prolonged time taken to fully return to work found for workers in our trial contrasted with 
our expectations based on the literature review, which revealed modestly positive work-related 
effects of exposure in workers with anxiety disorders. We can understand these contrasting 
results through the differences between the outcome measures and patient population used 
in our trial and those used in the studies included in the literature review. Specifically, none 
of the exposure-in-vivo containing interventions in the literature review were evaluated on 
time taken to return to work. Only one study evaluated the employment status (yes or no) 
of the included patients and all other studies measured work-related outcomes with various 
instruments, including a subscale for work disability or work functioning. Furthermore, 
we included a broad patient population of workers with common mental disorders with 
less severe mental health problems compared to the patient population with only anxiety 
disorders in our review. The positive work-related results in the review were only found 
for patients with obsessive-compulsive and post-traumatic stress disorders. It is possible 
that the literature review has not provided enough evidence to develop an exposure-based 
intervention and expect positive results on the time taken to fully return to work.

If expectations about the primary outcome measure cannot be built on the positive pre-
liminary results of other studies and there is a lack of evidence about the causal relationships 
assumed by a new intervention (in vivo exposure reduces the avoidance behavior that causes 
a shorter time to return to work), then researchers need to be careful to start a comprehen-
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sive trial to evaluate the effectiveness of a newly developed intervention. An alternative 
developmental path could have been to conduct a pilot study with a much smaller sample, 
as done by Schene et al.[15], or a study of the efficacy of the newly developed intervention, 
before conducting a (large) comprehensive trial of its effectiveness. Doing this would 
generate preliminary results on the time taken to fully return to work. In such an efficacy 
study, a few experts can be selected and intensely trained in performing the exposure-based 
intervention, which presumably would have essentially increased the program integrity in 
the efficacy study. However, the advantage of a comprehensive trial of the practice of a newly 
developed intervention is that it simultaneously generates knowledge about the effective-
ness and feasibility of daily practice. This developmental trajectory is less time-consuming 
than conducting a pilot or efficacy study first and, in the case of positive results on process, 
intermediate, and primary outcome measures, a trial of the effectiveness thereafter.

Recommendations	for	future	research

The prolonged time taken to fully return to work observed in the exposure-based intervention 
program does not automatically mean that the concept of the exposure-based intervention 
program has become completely worthless. We may still consider it interesting to evaluate 
the efficacy of the exposure-based intervention program on the time taken to fully return to 
work in specific groups. It may be valuable to include only a small sample of a well-specified 
group of workers who are on long-term sick leave (i.c. longer than three months) due to work-
related anxiety disorders and their return-to-work processes are stagnating according to the 
criteria of Dutch guideline-based care for common mental disorders. Before designing a new 
efficacy study, we consider it important to first study the role of avoidance behavior during 
the return-to-work process in this group of workers. An efficacy study would be appropriate 
only if avoidance behavior appears to be a major barrier in the return-to-process. To ensure 
the high process quality of the intervention, it should be applied by occupational health care 
professionals who are already competent and experienced in the exposure-in-vivo procedure. 
Furthermore, we recommend that these professionals be affiliated with the companies and 
work places of the involved workers; for instance, psychologists employed at occupational 
health services. To evaluate the impact of the exposure-based program, work-related anxiety 
and avoidance behavior should be measured using a validated instrument when possible. 
An instrument to measure work-related anxiety disorders could possibly be used for these 
purposes[20], meaning an instrument that assesses the presence of an anxiety disorder in 
which anxiety related to work tasks or situations is the main reason for the disorder.

Another recommendation for future research is related to the clinical use of the return-
to-work self-efficacy scale (11-items). Enabling the use of this scale on an individual level 
requires studies on the sensitivity and specificity in predicting a late return to work related to 
different cut-off scores. Such studies should preferably be conducted in various subsamples 
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of workers who are on sick leave due to common mental disorders who vary in personal 
characteristics such as occupation, gender, age and education. The optimal cut-off score, 
preferably differentiated among subpopulations, can then be used as a red flag indicating a high 
risk of prolonged sick leave for workers, management and occupational health professionals.

We finally recommend the development of an intervention program to encourage sup-
portive communications between workers and supervisors, especially to bridge the gap 
between the solutions and intentions of fully returning to work of workers who are on long-
term sick leave and their implementation at work. Lemieux et al.[21] recommended, from 
the perspective of supervisors, that an intervention program should equally consider the 
perspective of workers and supervisors as well as the constraints of the work place. Train-
ing supervisors using an effective relationship-oriented leadership style could possibly be 
a valuable part of such an intervention program because this style is associated with fewer 
days and fewer short episodes of sick leave[22–24]. Furthermore, Hees and colleagues 
recommended evaluating the effectiveness of a new intervention program on the outcome 
measures that are considered to be important from the various stakeholder perspectives[25]. 
Notwithstanding that the time taken to fully return to work is considered to be a relevant 
outcome measure in many studies, workers, employers and occupational physicians seem 
to consider it to be one of the least important outcomes. Consensus between workers and 
supervisors about a successful return to work is considered to be more important. Workers 
seem to regard sustainability, job satisfaction, work-life balance, and mental functioning as 
most important, whereas employers consider sustainability and at-work functioning to be 
most important[25].

Recommendations	for	occupational	health	care

The studies conducted in this thesis indicate several recommendations to continue or improve 
return-to-work counseling. First, (occupational) health care professionals in the Netherlands 
should continue counseling workers who are on sick leave due to common mental disorders 
to fully return to work according to their professional guidelines. Furthermore, we recom-
mend that (occupational) health care professionals not use exposure-based interventions in 
their gradual return-to-work plans for workers who are on sick leave due to common mental 
disorders. Second, to identify workers with common mental disorders who are at risk of a 
late return to work, we recommend a focus on self-efficacy regarding returning to work and 
consider the possible use of the return-to-work self-efficacy scale (11-items) or similar ques-
tions in the personal interview during the first weeks of sick leave. Furthermore, as long as 
the level of self-efficacy is low, we recommend monitoring the level of depressive symptoms 
and fatigue during the return-to-work process, aiming to improve therapy or other help 
when needed. To improve self-efficacy, workers and their work environments, especially 
supervisors and (occupational) health care professionals, should collaborate during the 
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return-to-work process. It is clear that ethical values and the worker’s preferences related to 
health data privacy have to be seriously considered in this collaboration. There should also 
be careful attention to aspects of the work situation, such as (overly) high work pace and 
workload. Third, during the return-to-work process, the guidance by occupational health care 
professionals of workers who have partially returned to work, as well as a supportive work 
environment, especially related to supervisors, should focus on bridging the gap between 
the solutions and intentions for a full return to work and their implementation at work.
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