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Abstract 

Objectives

This study aims to investigate the most important factors facilitating a return to work after sick 

leave due to depression from the perspectives of patients, supervisors and occupational physicians. 

Methods 

Concept mapping was used to develop a conceptual framework. Using purposive sampling, 32 

participants representing employees, supervisors and occupational physicians, were asked to 

formulate statements on what enables patients with sick leave due to depression to return to work. 

A total of 41 participants rated and grouped the statements. Data were analyzed using the statistical 

program Ariadne.

Results

The concept mapping yielded 60 statements that consisted of promoting factors for return to work. 

Based on these statements, three meta-clusters and eight clusters were identified. The three meta-

clusters consisted of work-related, person-related and healthcare- related clusters. The work-related 

meta-cluster comprised “Adaptation of work”, “Understanding and support in the workplace” and 

“Positive work experiences”. The person- related meta-cluster encompassed “Positive and valid self-

perception”, “Competence in self management”, “Positive level of energy”, and “Balanced home/

work environment”. The healthcare-related meta-cluster was composed of “Supportive healthcare”. 

Stakeholder groups differ in opinion, in what they see as most important for return to work.

Limitations 

The low number of participants and the high educational level of participants are a limitation for 

generalization of the findings.
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Conclusions 

The study generated a range of different statements that stakeholders consider important for return to 

work after sick leave due to depression. These findings can be used as a checklist for coordination of 

the return to work process. Differences in opinion regarding what stakeholders see as most important 

for return to work should receive special consideration during the re-integration process. 

Introduction

Questions like ‘Will I be able to resume work again?’ and  ‘If I want to, when and how?’ bother 

patients suffering from depression who are not (yet) able to return to work after a period of 

absenteeism. Questions like these are certainly also of importance to supervisors, mental health 

professionals and occupational physicians when they have to decide on the targets of their 

treatment and guidance. Should the main focus be on person-oriented interventions like medical 

treatment, psychological counseling or behavioral coping focused techniques, or should they 

concentrate on physical, psychological or social workplace related interventions?  In this study 

we aim to find the most important factors facilitating a return to work after sick leave due to 

depression from different perspectives (employees, supervisors and occupational physicians). 

The sickness/absence process or, in other words the relation between employee and work 

environment, can be conceptualized according to three phases, corresponding with the course 

of depression (Kupfer, 1991). The first phase consists of the development or pathogenesis of 

depression, the second phase consists of the transition from being depressed but still working 

(presenteeism) into partial or full sickness absence (absenteeism) and the third phase relates 

to the transition from partial or full sickness absence to (stepwise) return to work. Although 

these three phases - becoming depressed, absent from work, and eventually return to work - 

share the depressive illness as the longitudinal binding factor, the contribution of personal and 

environmental processes may be different during these phases. 
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Most scientific literature on work and depression has focused on the first two phases of this 

sickness process. In the first, or pathogenetic phase, research has focussed on the work related 

circumstances that may provoke or elicit depression. Here, work stress was found as the main risk 

factor (Bonde, 2008; Netterstrom et al., 2008). Associations were strongest for job strain defined 

as effort reward imbalance (Larisch et al., 2003), high psychological demands (Melchior et al., 

2007; Plaisier et al., 2007), stressful experiences (Tennant, 2001) and job-insecurity (Simmons and 

Swanberg, 2009). On the other hand, social support from supervisor and co-workers was found 

to be a protective factor for the incidence of depression (Plaisier et al., 2007). This suggests that 

changing work circumstances can influence the occurrence of depression.

In the second phase, most patients with depression and work absenteeism receive psychiatric 

treatment. Considering this treatment in relation to occupational functioning as a main 

outcome measure, findings so far are equivocal. Some study results indicate that the clinical 

treatment of depression can be effective for promoting return to work. For instance, Burnand 

and colleagues (Burnand et al., 2002)  reported that psychotherapy in combination with anti-

depressive medication was more effective in reducing the number of days of sickness absence 

than medication alone. However, in a recent review of randomized controlled trials of work-

directed and worker-directed interventions (Nieuwenhuijsen et al., 2008),  Nieuwenhuijsen and 

colleagues found no evidence that clinical treatments such as antidepressant medication, cognitive 

behavioural therapy, problem-solving therapy, or enhanced primary care improved occupational 

health outcomes of depressed workers.  

Finally the third, or return to work phase, considering factors enabling patients to take up 

their work role, has hardly been studied (Goldner et al., 2004; Lagerveld et al., 2010). To 

our knowledge, there is only one study regarding return to work interventions for depressed 

patients absent from work. Results of this study (Schene et al., 2007) demonstrated that adjuvant 

occupational therapy, when compared to care as usual, resulted in a larger reduction in work-

loss days during the first 18 months. Studies on sick leave in more heterogeneous populations 

(depression, but also burnout and distress), did not find a positive effect of stress management 
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interventions nor cognitive-behavioural treatment on sickness absence (Grossi and Santell, 2009; 

de Vente et al., 2008). In addition to interventions, patients’ work attitude seems to be an important 

factor for work resumption (Millward et al., 2005; Elinson et al., 2004). Depressed people who 

are absent from work appear to take an ’off work identity’; i.e. an identity characterized by mental 

symptoms, taking on a sick role and living their life with a strong focus on their illness. 

Underlying factors enabling return to work, is a complex interrelationship between depression 

symptoms, functional limitations and functional demand for a particular job. We have to conclude 

that of the three phases - becoming depressed, starting sickness absence, return to work – the third 

has received limited attention. Despite a lack of knowledge regarding which factors increase the 

probability of return to work after sick leave due to depression, a substantial part of the patients 

suffering from depression may succeed in return to work. Kronström and colleagues found that 

57% of the 287 employees with sick leave due to depression had returned to work within the four-

year follow-up period (Kronstrom et al., 2011). In an intervention study on patients with sick leave 

due to depression, Schene and colleagues found comparable results (Schene et al., 2007). One 

year from start of treatment, 49% of the patients had fully returned to work and 78% had partially 

returned. 

Experience of return to work can teach us what factors are important, and consequently what 

approaches may be most successful. Furthermore, there is evidence that other stakeholders, such 

as supervisors and occupational physicians involved in the return to work process, have different 

opinions about what is effective for return to work. Previous studies on e.g. diabetes mellitus 

(Detaille et al., 2006) and rheumatoid arthritis (Varekamp et al., 2005) showed that patients 

and health professionals differed significantly regarding what is needed to be able to cope at 

work. Health professionals seem to underestimate the importance of factors that are considered 

important from the patients’ perspective. Because these differences in perspectives may affect 

the effectiveness of interventions (Kikkert et al., 2006), it is relevant to increase our knowledge 

regarding the various stakeholder perspectives. 
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So the aim of this article is to assess: (1) what are considered to be the most important factors 

promoting return to work after sick leave due to depression; (2) what can be seen as the most 

important summarizing clusters for return to work, and (3) what are the differences in stakeholder 

views (patients, supervisors and occupational physicians) regarding these factors and clusters?

Methods

Concept mapping

To collect information on potential facilitating factors for return to work, from the perspectives 

of patients, supervisors, and occupational physicians, concept mapping was applied. Concept 

mapping is a structured conceptualisation process that provides a visual representation of 

relationships among ideas. It involves statistical analyses of qualitative data, and results in 

a pictorial map that displays the interrelationships among ideas expressed by the various 

stakeholders (Kane and Trochim, 2007; Trochim and Kane, 2005; Trochim, 1989).

The concept mapping procedure consists of six steps:

1. Preparation: concept mapping started with a focal question which for this study was: ‘Which 

factors (work -, personal - and other characteristics) have supported return to work (or expanding 

work) in patients suffering from depression?”. For patients this is limited to their own experience, 

for professionals this refers to their experience as professional. Professionals can refer to more 

than one case, mostly they have several patients/employees on their caseload who had a successful 

return to work. 

2. Generating statements: participants were asked to generate statements pertaining to this focal 

question. This was done in three different stakeholder groups separately: for patients in a group 

brainstorm session and by telephone; for supervisors and occupational physicians by e-mail and 

by telephone. The statements of the three stakeholder groups were combined into one list. Next, 

the number of generated statements was reduced to 50-60, in order to control the complexity 
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of the following steps (Nabitz et al., 2005). This was done by two groups of researchers, who 

independently (a) eliminated statements which were not understandable and not related to the 

focal question, for example the statement “security, a search to the family feeling” was deleted, 

and who (b) eliminated redundant statements, i.e. statements that were the same, similar or had 

the same meaning, for example the statements “psychiatrist”, “discussions with psychiatrist”, 

“insightful discussions with psychiatrist”, “discussions with psychiatrist, mainly the structure 

during discussion” were summarized  into: “consults with the psychiatrist”. In a meeting both 

groups (three members each) presented the results of the cleaning phase to each other. In case of 

differences a consensus decision was made.

The final set of statements can be considered as factors promoting return to work. For 

comparability with other studies we will refer to these factors as statements throughout the article.

3. Structuring the statements: prioritizing and grouping of the remaining statements was done 

individually by each stakeholder. Prioritizing implies that respondents rate the importance for return 

to work of each statement on a 1 (‘least important’) to 5 (‘most important’) scale. Grouping means 

that respondents put together those statements which, in their opinion, are similar in content. 

4. Statistical analysis: We used a three-step procedure as proposed by Kane and Trochim (2007) 

to create a concept. In the first step a similarity matrix is constructed based on the sort data. In 

the second step we conducted a two dimensional non-metric scaling procedure on this similarity 

matrix. This resulted in two coordinates for each statement. With these coordinates the statements 

can be projected in a two dimensional point map. Statements that are close to each other are 

statements that are frequently sorted together by participants.  In the third stage the coordinates 

are the input of a Wards hierarchical scaling program. This results in non-overlapping clusters. 

The relative importance of the statements and clusters is based on the priority rating. The priority 

rating of a specific item is the average priority given by the participants. The priority rating of a 

cluster is the average priority of the constituting statements. Priority ratings range from 1 (=low 

priority) to 5 (= high priority). All concept map analyses were done with the Ariadne computer 
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program (Severens, 1995). Differences between clusters and between stakeholders were tested 

with Analyses of Variance (ANOVA’s) using SPSS, version 18.

5. Interpreting the concept map: This step consisted of determining the number of clusters, 

labelling the clusters, labelling the axes of the cluster map and defining the quadrants of the cluster 

map. Labelling the clusters was based on the content of the statements comprising the clusters. 

Labelling the axes and quadrants of the map was based on the names of statements comprising the 

cluster map.

6. Utilisation: The findings are documented, discussed and published to contribute to the evidence 

base body of knowledge about resuming work by patients suffering from depression. Furthermore 

the results are used to formulate policies, to develop reintegration programs and to specify 

evaluation measurements. 

Participants

Participants were purposively sampled from the three stakeholder groups involved in the return 

to work process: patients, supervisors and occupational physicians. In the Netherlands these 

three stakeholder groups are the main ones involved in the return to work process. Employees are 

considered to adopt an active role in his reintegration; this implies that they have to do everything 

in their power to support reintegration. Supervisors are responsible for developing and monitoring 

a reintegration plan and occupational physicians determine the patient’s capability for return to 

work and to what extent (e.g. for how many hours). They also recommend the appropriate care for 

the employee and advise the supervisor with respect to the return to work process.

To meet the inclusion criteria for this study, patients had to: a) be diagnosed by a psychiatrist 

with major depression, b) have a paid job, c) have been on sick leave for at least 25% of their 

contract hours at the start of treatment, and d) have been successful in their return to work. 

Based on the percentage sick leave at the start of their treatment, patients were divided into 4 

categories: working 0-25%, working 25-50%, working 50-75% and working 75-100% of their 



63 Promoting Factors

contract. Patients were considered successful in terms of return to work if, one year after the start 

of treatment, they had improved by at least two categories or worked again 100% of their contract 

hours. Patients in this article are also employee, as they were working at the time we involved 

them for this research. To avoid misunderstanding, we will mention them in this article further as 

employee. Occupational physicians were identified through patients involved in this study. They 

were included if they had experience with a patient who restarted work after sick leave due to 

depression in the preceding two years. Supervisors were identified through occupational physicians 

involved in this study. Supervisors were included if they had directly supervised a patient who 

restarted work after sick leave due to depression in the preceding two years.

In total, 32 participants generated the statements in step 2 of the concept mapping process, 

while 41 participants carried out the sorting task (Table 1). For employees, group sessions were 

organised; 21 employees were invited and 19 of them participated in the statement generation 

session. We contacted 22 supervisors by phone and e-mail for statement generation. Of these, 6 

finally participated. Occupational physicians were also contacted by phone and e-mail; 22 were 

approached, of which 7 occupational physicians generated the statements. To generate statements 

we used the focal question mentioned above. For the prioritizing and grouping task, 13 employees 

and 9 occupational physicians participated. For supervisors we scheduled an educational session 

about the subject “Work and Depression” which was combined with the sorting task. This approach 

was successful: of the 22 invited supervisors, 19 participated.  Although the number of patients, 

supervisors and occupational physicians in brainstorming differs from that in the prioritizing and 

clustering, this does not influence the results. Participants for brainstorming and prioritizing / 

clustering do not have to be the same in person and in number (Kane and Trochim, 2007). 

 
Table 1     Participants

Participants Statement Generating Prioritizing and Clustering
n % n %

Employee 19 59 13 32

Supervisors 6 19 19 46

Occupational physicians 7 22 9 22

Total 32 100 41 100
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Results

Statements

Statement generation of all participants resulted in 328 statements. Fifty-five statements were 

eliminated because they were either not understandable or unrelated to the focal question. 

In addition, 213 redundant statements were eliminated. This procedure resulted in 60 unique 

statements that facilitate return to work. These statements are presented as numbers in the concept 

map (Figure 1) and as statements in Table 2.

The ten most important statements for each stakeholder group are presented in order of 

importance, based on the mean priority rating of all participants in Table 3. These statements 

pertain to: (A) Work adaptations; “stress reduction by temporarily eliminating stressful tasks” (st. 

8), “adjusting the workload in relation to the tasks and/or amount of work” (st. 4), and “adjustment 

of complexity and responsibility at work” (st. 42); (B) Employee’s perspective and functioning; 

“feeling of being taken seriously” (st 57) and “restoration of energy level” (st. 2); (C) Healthcare; 

“adequate coordination between clinician, occupational physician, supervisor and employee” (st. 

34), “adequate assessment and referral to appropriate treatment by occupational physician” (st. 17) 

and (D) Communication between these stakeholders, “regular communication between supervisor 

and employee with respect to progress” (st. 24),  “clarity regarding tasks and expectations at work” 

(st. 10) and “understanding on the part of the supervisor”(st. 36).
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Table 2     Clustering and statements

statement 
nr Cluster with  Statements Mean all 

participants
Mean 

patients
Mean 

supervisors

Mean 
occupational 

physician
P

Cluster 1 Positive and valid self-perception 3.56 3.5 3.51 3.69 0.746

57 Feeling of being taken seriously 4.01 4.46 3.58 4.00

49 Employee is aware of, and expresses 
his limits. 3.62 3.23 3.79 3.84

56 Being aware of future possibilities 3.50 3.15 3.68 3.67

50 Ability to put work into perspective 3.12 3.15 3.00 3.22

Cluster 2 Adaptation of work 3.30 3.03 3.25 3.62 0.029

8 Stress reduction by temporarily 
eliminating stressful tasks 4.07 3.62 4.11 4.47

4 Adjusting the workload in relation to the 
tasks and/or amount of work 4.04 3.23 4.11 4.78

10 Clarity regarding tasks and expectations 
at work 3.77 3.08 4.23 4

42 Simplifying the tasks and adjusting the 
responsibility at work 3.96 3.85 3.58 4.44

15 A good working climate, pleasant work 
atmosphere 3.42 3.46 3.47 3.33

52 Resuming with familiar, uncomplicated 
tasks 3.36 3.08 3.32 3.67

33 Employee sets own work pace and 
organises own tasks 3.21 3 2.84 3.78

22 Having a work environment without an 
excess of stimuli 3.22 2.62 3.16 3.89

45 Adjustment of working hours 2.89 3 2.89 2.78

58 Becoming involved in various activities 
at work. 2.57 3 2.26 2.44

16 Tackling performance issues 2.43 2.54 1.74 3

Cluster 3 Understanding and support in the 
workplace 3.22 2.9 3.46 3.29 0.009

24
Regular communication between 
supervisor and employee with respect to 
progress

3.94 3.23 4.26 4.33

36 Understanding on the part of the 
supervisor 3.72 3.62 4.11 3.44

28 Express mutual trust between supervisor 
and employee 3.50 3 4.16 3.33

43 The reintegration process is clear to the 
employee 3.63 3 3.68 4.22

47 Understanding and support from 
colleagues 3.35 3.08 3.74 3.22

38
Employee receives compliments/
appreciation from colleagues and 
supervisor

3.28 3.46 3.16 3.22

39 Transparency towards colleagues about 
the employee's situation 2.91 2.31 2.63 3.78

30 To be aware of the commute to and from 
work as part of the re-integration process 1.78 1.62 1.95 1.78
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Table 2     Clustering and statements

statement 
nr Cluster with  Statements Mean all 

participants
Mean 

patients
Mean 

supervisors

Mean 
occupational 

physician
P

Cluster 4 Competence in self-management 3.10 3.3 3.11 2.89 0.311

23 To be able to set goals compatible with 
the energy required for the task 3.46 3.23 3.47 3.67

25 Sufficient peace of mind to resume work. 3.27 4.23 3.26 2.33

44 Ability to identify one's problems 3.20 3.08 3.42 3.11

54 Self-confidence 3.24 3.46 3.16 3.11

35 Persistence 3.03 3.31 3.11 2.67

29 Allowing yourself to make mistakes 2.92 3.15 2.95 2.67

51 Ability to reduce the need to control 
one's life 2.57 2.62 2.42 2.67

Cluster 5 Supportive healthcare 2.95 3.12 2.87 2.86 0.354

34
Adequate coordination between clinician, 
occupational physician, supervisor and 
employee

4.00 3.69 4.21 4.11

17
Adequate assessment and referral to 
appropriate treatment by occupational 
physician

3.95 4.31 3.53 4

14
Support from professionals 
(psychologist, general physician)  
involved to facilitate resuming work

3.59 3.69 3.42 3.67

46 Appropriate guidance by occupational 
physician 3.52 3.46 3.42 3.67

32 Trusting the health professionals 
involved 3.29 3.00 3.16 3.56

12 Employee is able to ask for professional 
help 3.19 2.69 3.11 3.78

27 Consultations with the psychiatrist 2.67 3.46 2.21 2.33

31 Occupational therapy intervention at the 
AMC 2.52 2.85 2.37 2.33

7 Medication 2.42 2.62 2.42 2.22

3 Intervention with the occupational 
therapist at the AMC 2.21 2.69 2.05 1.89

18 Consultation with the general physician 1.76 1.77 1.95 1.56
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Table 2     Clustering and statements

statement 
nr Cluster with  Statements Mean all 

participants
Mean 

patients
Mean 

supervisors

Mean 
occupational 

physician
P

Cluster 6 Positive level of energy 2.77 2.91 2.68 2.72 0.448

2 Restoration of energy level 3.80 3.85 4 3.56

5 Relaxation through engaging  in sports 
(for example) 3.37 3 3.26 3.84

48 Reduction of (depressive) symptoms 2.99 3.15 3.05 2.78

26 Gaining self awareness, e.g. by recalling 
life story 2.40 3.15 2.21 1.84

11 To avoid filling the week with too many 
social activities 2.15 2.23 2 2.22

59 To distance self from private problems 1.89 2.08 1.58 2

Cluster 7 Supportive  home  environment 2.67 2.87 2.57 2.56 0.441

13 Improving the balance between home 
and work. 3.27 3.08 2.95 3.78

1 Support and understanding from those 
at home 2.94 3.34 3.37 2.11

9 Being able to talk with people in the 
home environment 2.95 3.46 2.95 2.44

21 No tension in the home-environment 2.68 3.15 2.79 2.11

53 Good support at home, relief from 
household chores by family 2.60 2.42 2.05 3.33

55 Performing household chores that are 
fulfilling 1.47 1.54 1.32 1.56

Cluster 8 Positive work experience 2.43 2.58 2.47 2.24 0.370

37 Employee enjoys his work 3.62 3.92 3.37 3.56

6 Pacing of  your  work 3.28 3.69 3.47 2.67

41 Being able to resume work quickly 2.19 1.85 2.95 1.78

20 Taking a different job with the same 
supervisor 1.61 1.85 1.32 1.67

19 Looking for another job 1.48 1.62 1.26 1.56

- Not clustered statements

40 Educating supervisors about depression 
and functioning at work 2.71 2.69 2.68 2.00

60 Adjusting one-self to the work situation 1.67 1.77 2.26 1.89
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Clusters

To identify the most important clusters pertaining to successful return to work we have to consider 

the cluster map (Figure 1). This figure represents two dimensions, four poles and quadrants, three 

meta-clusters, eight clusters, and the positioning of the 60 statements. The position of statements is 

based on the result of multidimensional scaling and clustering. Statements that participants sorted 

together more frequently are positioned closer to each other. The circular structure of the location 

of the statements with its empty centre shows that there is little ambiguity about the positioning of 

the statements among participants (Kane and Trochim, 2007). This means that they agree about the 

reciprocal relation of statements. In case of ambiguity, statements would be located in the centre 

of the map. The statistical analyses of multidimensional scaling and cluster analyses are an overall 

representation of the conceptual framework which is empirically deducted and allows a convincing 

interpretation on different levels.

Figure 1   Concept map, statements, clusters and meta-clusters promoting return to work
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First, the two axes or dimensions were defined by rotating the distribution of the statements on 

the map. The y-axis of the concept map represents the dimension Environment, with the poles 

Work environment versus Private environment. The x-axis represents the dimension Support, with 

the poles Self-support versus Care-support. The concept map is divided by these two axes into 

four quadrants which can be labelled as: Positive attitude to work environment, Supportive work 

environment, Healthcare and coordination and Personal and private resources. The labelling is 

based on the statements included in these quadrants.

Next the clusters were determined. The hierarchical cluster analyses yielded two meaningful 

solutions. A three-cluster solution and an eight-cluster solution. We will refer to the clusters found 

in the three-cluster solution as meta-clusters. The eight-cluster solution will be used to give more 

meaning to the meta-clusters. 

The numbering of the eight clusters is based on their relative importance as defined by their 

mean item score. The clusters with their statements are presented in Table 2. Within each cluster, 

statements are also presented in order of importance. Although cluster one can be considered as 

most important and cluster eight as least important, the lesser importance of the clusters six, seven 

and eight is mainly due to the low score of a few statements in these clusters: one very low score 

(<2.00) in cluster six and seven, and two low scores in cluster eight. 

Two statements are not clustered; they are shown as single statements in the cluster map. These 

are “Educating supervisors about depression and functioning at work” (st. 40) and “Adjusting one-

self to the work situation” (st. 60). They have an in-between position which is seen as an artefact 

position.

The above mentioned eight clusters are grouped into three meta-clusters when we chose three 

instead of an eight cluster solution in the hierarchal cluster analysis step of the Ariadne program: 

Meta-cluster Work (A) consists of three work related clusters (Cl. 2, 3 and 8), covers two 

quadrants, and ranges from pure individualistic positive experiences at work (Cl. 8), via work 
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adaptations due to depressive symptoms (Cl. 2), to the cluster that focuses on support from 

colleagues and supervisors (Cl. 3). The Person related meta-cluster (B) consists of four clusters 

(Cl. 1, 4, 6 and 7) and pertains to positive self-perception (Cl. 1), coping and self-management 

skills (Cl. 4), a positive level of energy (Cl. 6), and a positive home situation (Cl. 7). They are all 

found into the quadrant personal and private resources. Finally, the third meta-cluster, Healthcare 

(C) contains only one cluster (Cl. 5), comprising all health-care activities. All statements of this 

cluster are in the quadrant healthcare.

Main differences between stakeholder groups 

The third research question pertained to differences between the three stakeholders groups in 

statements considered important for return to work. We will first present the main differences at 

cluster level, next at statement level.

At cluster level, the main differences between stakeholder groups were found in the work related 

clusters 2 and 3 (Table 2). Cluster 2, “Adaptation of work”, with statements regarding adaptation 

of the work tasks, was considered more important by occupational physicians when compared 

to employees. Cluster 3, “Understanding and support in the workplace” was considered more 

important by supervisors when compared to employees. This cluster comprises statements 

regarding communication, understanding by the supervisor, mutual trust, understanding and 

support from colleagues and a clear re-integration process.  All other clusters, “Competence 

in self-management” (Cl 4), “Supportive healthcare” (Cl 5), “Positive level of energy” (Cl 6), 

“Supportive home environment” (Cl 7) and “Positive work experience” (Cl 8), seemed more 

important to employees, although none of these differences were statistical significant. Cluster 

one, “Positive and valid self-perception”, is of equal importance to the three stakeholder groups. 

In summary, the clusters in the upper right quadrant, ‘supportive work environment’ (Figure 1) are 

more important to supervisors and occupational physicians. Clusters in the other three quadrants, 

except cluster 1, are more important to employees.
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Table 3     Main statements

st 
nr Statements Mean all 

participants Ranking Mean 
Employees Ranking Mean 

supervisors Ranking
Mean 

occupational 
physician

Ranking P

8
Stress reduction by 
temporarily eliminating 
stressful tasks

4.07 1 3.62 10 4.11 5 4.47 2 0.08

4
Adjusting the workload 
in relation to the tasks 
and/or amount of work

4.04 2 3.23 20 4.11 6 4.78 1 0.00

57 Feeling of being taken 
seriously 4.01 3 4.46 1 3.58 13 4 7 0,1

34

Adequate coordination 
between clinician, 
occupational physician, 
supervisor and 
employee

4.00 4 3.69 7 4.21 3 4.11 6 0.34

42
Simplifying the tasks 
and adjusting the 
responsibility at work

3.96 5 3.85 5 3.58 14 4.44 3 0.01

17

Adequate assessment 
and referral to 
appropriate treatment by 
occupational physician

3.95 6 4.31 2 3.53 15 4 8 0,24

24

Regular communication 
between supervisor and 
employee with respect 
to progress

3.94 7 3.23 21 4.26 1 4.33 4 0.02

2 Restoration of energy 
level 3.80 8 3.85 6 4.00 8 3.56 20 0,62

10 Clarity regarding tasks 
and expectations at work 3.77 9 3.08 34 4.23 2 4.00 9 0.07

36 Understanding on the 
part of the supervisor 3.72 10 3.62 11 4.11 7 3.44 21 0,24

43
The reintegration 
process is clear to the 
Employee.

3.63 11 3 35 3.68 10 4.22 5 0.08

49
Employee is aware 
of and expresses his 
limits

3.62 12 3.23 22 3.79 9 3.84 10 0,35

37 Employee enjoys his 
work 3.62 13 3.92 4 3.37 22 3.56 23 0,35

14

Support from treating 
health professional 
(psychologist, general 
physician, etc) during 
work resumption

3.59 14 3.69 8 3.42 19 3.67 19 0,81

28
Express mutual trust 
between supervisor 
and Employee

3.50 17 3 38 4.16 4 3.33 25 0.03

6 Pacing of  your  work 3.28 24 3.69 9 3.47 16 2.67 36 0,11

25 Sufficient peace of 
mind to resume work. 3.27 25 4.23 3 3.26 25 2.33 42 0.00
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Differences between stakeholder groups regarding the 10 most important statements are shown in 

Table 3. The main differences can be summarized as follows: employees emphasize their feelings 

and attention for their complaints (“Feeling of being taken seriously”, st. 57;  “Pacing of your 

work”, st. 6 and “Sufficient peace of mind to resume work”, st. 25), while supervisors emphasize 

clarity regarding the possibilities of the employee (“Regular communication between supervisor 

and employee with respect to progress”, st. 24; “Clarity regarding tasks and expectations at work”, 

st. 10 and “Express mutual trust between supervisor and employee”, st. 28). Finally, occupational 

physicians emphasize adjustment of work tasks (“Stress reduction by temporarily eliminating 

stressful tasks”, st. 8; “Adjusting the workload in relation to the tasks and/or amount of work”, 

st. 4 and “Simplifying the tasks and adjusting the responsibility at work”, st. 42). Differences 

in statements considered important for return to work between supervisors and occupational 

physicians were smaller than between employees and the other two stakeholder groups.

Discussion

Our study regarding factors that facilitate return to work after depression-related absenteeism 

resulted in a two-dimensional cluster map comprising 60 statements. These statements generated 

eight clusters, which could be combined into the three meta-clusters: Work, Person and Healthcare. 

The three meta-clusters could be conceptualized as the basis of a framework for interventions 

aimed at return to work. Consistent with the Work meta-cluster, interventions should pay attention 

to (a) adaptation of work, (b) understanding and support in the workplace, and (c) positive work 

experience. Consistent with the Person meta-cluster, interventions should pay attention to (a) 

positive self-perception, (b) competence in self-management, (c) a positive level of energy and (d) 

a supportive home environment. Consistent with the Healthcare meta-cluster, interventions should 

address the issue of appropriate healthcare. The statements within these clusters suggest which 

specific elements can be addressed. Results of this study can be seen as a checklist of topics and 

elements of importance for guiding depressed employees in their return to work.

Do stakeholders - employees, supervisors and occupational physicians – have different views on 
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these issues? Although stakeholders generally agreed about the statements and clusters considered 

important for return to work, they differed regarding the relative importance of these statements 

and clusters. While employees emphasized statements relating to their feelings, supervisors 

emphasized statements pertaining to clarity about the work potential of the employee, and 

occupational physicians, in turn, emphasized adaptation of the work situation. Furthermore, the 

perspectives of supervisors and occupational physicians are generally more similar to each other 

than to the employees’ perspectives. 

A better understanding of the different perspectives of these stakeholder groups can facilitate the 

return to work process. Issues pertaining to tasks at work are not relevant for employees if they do 

not feel taken seriously. For supervisors, it is difficult to guide an employee when he is not able to 

discuss tasks and expectations. For an occupational physician, it is important to be able to discuss 

adjustments in the number of tasks and the possibilities to eliminate stressful tasks. Professionals 

guiding employees in their return to work should be aware of these different stakeholder 

perspectives and promote the communication among the various stakeholders regarding these 

differences in perspectives. 

Despite the increasing emphasis on cooperation among stakeholders within Dutch national 

policies, communication among the various stakeholders remains often insufficient. For example, 

due to time constraints, supervisors and occupational physicians fail to sufficiently discuss re-

integration issues with the employee.  Special attention should be paid to the role of the depressed 

employee in his or her own re-integration process. Related to their psychopathology, they often 

feel dependent and not competent in this process. The cognitive symptoms of depression, such 

as feelings of guilt and shame, concentration problems, and problems with getting an overview 

of more complex practical and interpersonal situations, can make it more difficult for them to 

go through the re-integration process. One employee stated this in the following way: “I would 

have been very pleased to have a guide from the moment I got depressed until now, the moment 

I functioned well again”. “Feelings of being taken seriously”, the main statement according to 

employees that facilitated a return to work, also points at the importance of this topic.
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Previous studies regarding the relationship between work-related circumstances and depression 

found an increased occurrence of depression in work situations that were characterized by high 

(psychological) demands, low reward, low social support, low decision latitude, work- related 

stressful experiences, and not having appropriate work tasks (Bonde, 2008; Netterstrom et al., 

2008), whereas the occurrence of depression decreased in case of social support and a high level of 

decision latitude. Other studies on the relationship between work related circumstances and return 

to work for employees on sick leave due to somatic diseases, showed that lower physical and 

psychological demands at work, higher decision latitude at work, higher job satisfaction (Slebus 

et al., 2007), a supportive organisation (D’Amato and Zijlstra, 2010), employers’ participation 

(Williams and Westmorland, 2002) and job satisfaction (Fayad et al., 2004) were promoting factors 

for return to work. These findings corroborate the work related clusters found in this study. 

Concept mapping studies regarding return to work in employees with diabetes mellitus (Detaille 

et al., 2006) and rheumatoid arthritis (Varekamp et al., 2005) show comparable work related 

clusters (e.g. “Adaptation at the workplace”, “Suitable work conditions”, “Support from colleagues 

health professionals and employees” and “Support on the part of supervisors for their careers”). 

Considering this literature, organising the meta-cluster Work into the three clusters mentioned 

in this study, gives a comprehensible overview of the factors that enhance the probability of 

a successful return to work. This may provide insight and offer ways to the supervisors to 

successfully adapt the employee’s work situation. When doing so, he should not only focus on 

changing work circumstances (cluster 2), but also on support (cluster 3) and positive experiences 

(cluster 8). Special attention should be given to the view of the employee and the depression 

symptoms that interfere with the employee’s functioning. The supervisor can obtain these by 

thoroughly questioning the employee and carefully considering the employees answers.  The 

clearer the outcome is to the supervisor, the better he will be able to adjust the workplace 

according to the needs and capabilities of the employee.

The employee’s attitude towards work resumption is also important for return to work. A “sick 

role” and an “off work identity” decreases the probability of returning to work (Millward et 
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al., 2005), whereas optimism (Kronstrom et al., 2011) and feeling of self efficacy increases this 

probability. The severity of (depression) symptoms influences the level of success in returning to 

work. More depressive symptoms decrease the probability of return to work (Blank et al., 2008).  

In patients with somatic illness, co-morbid depression (O’Neil et al., 2010), severity of symptoms, 

illness duration,  poorer general health (Fayad et al., 2004), and sleep disturbances (Salo et al., 2010) 

decrease the probability of return to work. These findings were also found in our study. They pertain 

to cluster 1 “Valid self perception” and cluster 6 “positive level of energy”. “Self perception” and 

“level of energy” is often seen as fixed. Nevertheless these issues may be influenced by the personal 

related cluster found in our study: cluster 4 “Competence in self management”. Awareness of the 

capability of this cluster can help the employee to minimize the off work identity and help him to 

manage his depression symptoms.

An interesting finding regarding the healthcare cluster pertains to the aim of healthcare. Instead 

of the type of treatment, stakeholders found an adequate coordination and guidance/ support 

during the work resumption process most important. Our results demonstrated that the importance 

of healthcare did not primarily pertain to medication, psychiatric treatment or to occupational 

therapy. Rather, it pertained to an adequate coordination between various stakeholders, appropriate 

guidance and support during the work resumption process. Perhaps in addition to (or instead of) 

the regular types of intervention, a new type of intervention for depressed employees is needed, 

that focuses mainly on support and guidance during the return to work process, comparable to 

interventions already proven effective for employee’s suffering from physical health disorders 

(Briand et al., 2007). These elements are also main ingredients of Supported Employment 

(Cook et al., 2005) and Individual Placement and Support (Latimer et al., 2006) both successful 

interventions for return to work in severe mental illness, and refer to a more work related and 

multidisciplinary approach.

Our study has some limitations. A total of 32 participants took part in the statement generation 

and 41 in the prioritizing and clustering phase. Although these numbers are within an acceptable 

range for concept mapping (Trochim and Kane, 2005), the total number pertains to the combined 
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stakeholder groups. The number of participants within each stakeholder group is smaller, which 

makes that one has to be careful with conclusions based on comparisons between stakeholder 

groups. This is especially true for the Anova results. Furthermore the participating employees all had 

white-collar jobs; we do not know whether these results may be generalized to blue-collar workers. 

Nevertheless, the majority of employees suffering from mental health problems in Holland, do work 

in finance, education and healthcare (Spreeuwers et al., 2005) and in the UK in public administration 

and health and social work (Jones et al., 2006).  Finally, for practical reasons the statement generation 

and the sorting and rating of the statements has not been done in the same way in the different 

stakeholder groups. We cannot rule out that this may have influenced the results.

In future research, specific operationalisations of statements found in this study warrant further 

investigation. For example, more research regarding the specific components of adequate health 

care essential for employees with depression during their reintegration, is needed. In addition, 

current study results should be compared to similar studies that investigate promoting statements 

for return to work in other diseases, in order to build an integrated model with a homogeneous 

vocabulary for the factors that can guide a return to work after sick leave.

Return to work after severe mental illness is a complex process. Concept mapping offered a 

comprehensible framework comprising all influencing factors. This framework can support 

professionals involved in the return to work process, and can also help employees to understand 

this complex process and to obtain tools to deal with it.
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