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Inn plaat s van stellinge n 

Bijj  een proefschrift horen stellingen. 
Inn die stellingen worden in gecondenseerde vorm de belangrijkste uitkom-
stenn vastgelegd. Daarbij wordt meestal een gebied bestreken dat wat breder 
iss dan de uitkomsten van het onderzoek zelf. 

Aann het onderzoek dat in mijn proefschrift wordt beschreven hebben tien-
tallenn bedrijfsartsen en honderden patiënten meegewerkt. De methodiek 
diee erin wordt getoetst is mede gegroeid en gerijpt in duizenden gesprekken 
mett patiënten en zeer veel contacten en trainingen met collega's. 
Hett proefschrift geeft de effectiviteit van de methodiek weer in cijfers, gra-
fieklijnenn en tekst; wetenschappelijke taal die zo strak en gestileerd is als 
mogelijk.. Als ik niet zou geloven in het belang van een dergelijke weten-
schappelijkee benadering en het niet ook leuk zou vinden, had ik er niet 
jarenn aan kunnen werken. 
Maarr tegelijkertijd besef ik dat wat ik uit al die contacten met patiënten en 
collega'ss heb mogen ervaren en leren, veel breder ligt dan een beter begrip 
vann het mechanisme van ziekte en herstel. Ik heb ook de patiënt beter leren 
begrijpenn en diens worsteling om weer greep te krijgen op zijn problemen 
enn zijn ziek zijn; en de dokter en diens worsteling om greep te krijgen. Dat 
begrijpenn laat zich niet weergeven in de stelligheden van stellingen. 
Ikk heb geprobeerd het in de vorm van een aantal gedichten te doen. 
Gedichtenn die weergeven wat ik meen te hebben begrepen van patiënten 
mett psychische klachten. Gedichten ook die een andere strakheid en stile-
ringg van taal mogelijk maken. Een ander zoeken naar de kern. 

Dezee selectie van die gedichten wil ik opdragen aan alle patiënten en colle-
ga's,, vooral binnen KPN en de voormalige arbodienst van KPN, waar ik 
meee heb mogen werken. 
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Hersteldmeldin gg per pos t 

Vanmorgenn stak, toen ik naar buiten keek, 

Voorr het eerst in twaalf en een halve week, 

Dee brievenbus aan het kantoorgebouw 

Roodd af tegen het grijs en grauw. 

Voorr het eerst was niet alles mat en bleek en goor 

Maarr brak er een sensatie door 

Dee sensatie van een kleur. 

Ikk snoof en rook nu ook een geur: 

Dee geur van een zojuist verlaten bed 

Enn van koffie die beneden wordt gezet. 

Vanmiddagg ga ik naar de beukenlaan 

Middenn onder de rode tooien zal ik staan 

Enn als het licht, gefilterd door die rode weelde 

Voorr mijn voeten speelt, zoals het vroeger speelde 

Dann zal ik vanavond Bach gaan luisteren 

Muziekk die me in zal fluisteren 

Off  ik inderdaad, als Doornroosje door de kus 

Benn gewekt door die rode brievenbus. 
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Augustu ss vroege r 

Zoemendd en trillend 
Bovenn de heide: hitte en bijen. 
Goudd koren onder een grootkoperen zon 
Kelenn die dorsten 
Naarr karnemelk - de kinderen 
Enn bier - de vaders 

Dee moeders fleuriger dan ooit 
Dee vaders loom na een jaar zwaar werk 
Dee kinderen door het dolle 
Zusjess die jarig zijn. 

Eenn donderbui trok soms 
Plotseling g 
Eenn messcherpe schaduw 
Overr het land 
Enn een streep 
Doorr onze wandelplannen 

Daarachterr was de wereld, 
Waarr we net gelopen hadden, 
Inn zwartzilveren tonen verstild, 
Enn onbekend geworden. 

Voorr die aanrollende grens 
Vluchttenn we altijd weer weg 
Omm ons te schutten tegen die koele dreiging. 

Wass het een voorteken 
Datt ik altijd heimelijk hoopte 
Datt we het niet halen zouden? 

Warmee chocolademelk 
Inn een uitspanning die altijd net op tijd 
Onss herbergen kon 
Enn die altijd De Roskam heette 
Of:: De Viersprong 

Mett de neus tegen de ruit 
Genietenn van de spannende dreiging: buiten. 
Enn het gloeien van binnen: 
Dee te heet gedronken chocola. 
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Augustu ss nu 

Somss denk ik: 
Mij nn leven is een vlucht vooruit, 
Eenn pogen 
Dee oprukkende grens voor te blijven 
Waarachterr de verstilde wereld ligt 
Eenn waarachtiger wereld 
Diee in zilverzwarte tonen lokt 

Diee verlokt om stil te staan 
Enn je in te laten halen door de koelte 

Maarr ik weet maar al te goed 
Datt de koelte kilte wordt 
Datt je nat wordt in een bui 
Enn daarna doorweekt 
Enn daarna ziek 

Enn dan komen de dokters 
Diee meer van synapsen snappen 
Dann van het verlangen naar de koelte 
Enn dan komen de pillen 
Diee soms wat kilte verdrijven 
Maarr nooit verwarmen 



Neee dokte r ik ben niet bang 

Benn je angstig, ben je bang 
Vroegg de dokter 
Ikk aarzelde maar een fractie lang 
Enn zei toen nee 
Wantt angst herken ik niet 
Bangg dat ben ik niet 
WilWil  ik niet zijn 

Dee beklemdheid van het ouderlijk nest 
Altij dd de vleugels om je heen 
Vann geborgenheid 
Enn bezorgdheid als een molensteen 

Altij dd waarschuwingen: 
Weess voorzichtig, kijk uit 
Denkk om het verkeer, 
Loopp niet laat 
Doorr een stille straat 
Vertrouww geen mens 

Dee eerste reactie op een plan 
Nooitt enthousiast 
Maarr altijd als reflex de vraag: 
Zitt er gevaar aan vast 

Nooitt een goede tocht gewenst, 
Eenn leuke tijd van huis 
Maarr altijd: 
Gezondd weer terug 
Behoudenn thuis 
Datt is het belangrijkste 
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Diee beklemdheid wil ik niet 
Diee verstikking voor jezelf en je gezin 
Dus:: nee dokter ik ben niet bang 
Maarr als ik eerlijk ben: 
Eenn tobber ben ik wel 

Altij dd draag ik met me mee de zorg 
Off  het wel goed zal blijven gaan 
Kann ik mijn verplichtingen wel aan 
Houu ik mijn baan 
Mij nn huis, mijn greep 

Bang,, dokter, ik weet het niet, 
Hett is rneer die constante staat 
Vann zorg, die druk 
Diee zo moeizaam zich verstaat 
Mett gewoon geluk 
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Denktt  u wel eens aan de dood 

Denkrr u wel eens aan de dood 

Vroegg de jonge dokter en werd rood 

Eenn vraag die op haar lijstje stond 

Maarr die zij moeilijk stellen vond. 

Hett blosje stond haar lief 

Dee man grapte: "ja hoor, al ben ik depressief 

Ikk heb best nog wel eens een troostrijke gedachte" 

Enn keek of hij een glimlachje mocht verwachten. 
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Noo power , no poin t 

Ikk stond daar, dokter 

Ikk zou die presentatie houden 

Voorr de grote staf 

Ikk had het zó goed voorbereid 

Daarr kan het niet aan liggen 

Ikk stond daar met mijn stapel sheets 

Mooiee sheets; en denk: wat moet ik nou 

Enn plots is alles zwart, kolkend zwart 

Ikk voel alleen de klamheid van mijn overhemd, mijn huid 

Enn ik voel mijn hart nog bonken, het wil eruit 

Ikk hoor als door een dikke, dichte deur 

Geroezemoess en dan de echo van een vraag: gaat het wel goed 

Enn ik heb maar één gedachte in mijn hoofd, mijn lij f 

Eénn gedachte die de kracht krijgt van paniek: 

Ikk moet hier weg, ik moet eruit. 

Ikk ga dood als ik hier blijf 
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Blikk  op oneindi g 

Hett is alweer vroeg druk op de ringweg West 
Ikk heb niet eens ontbeten 
Metallicc lak en een metallic smoel 
Mij nn lotgenoten rijden net zo verbeten 
Alss ik naar een belangrijk doel 

Onss domein dat is de linkerbaan 
Wee zijn op weg, we hebben haast 
Iemandd wil naar links vanuit de rechterbaan 
Ikk geef wat gas bij, rij het gaatje dicht, rij er naast 
Zodatt hij niet voor mij invoegen kan 
Wiee denkt hij dat hij is, wat denkt ie wel van mij? 
Hett is trouwens een zij, 
Nouu ja, jammer dan 

File!!  dat ontbrak er nog maar an 
Vastt weer zo'n idioot die niet rijden kan 
Diee inhaalt als 't niet gaat, die hindert 
Diee maar wat aanrommelt op de weg 
Voorr je 't weet ligt er glas, gesplinterd; 
Enn blik, verfrommeld, op de weg. 
Fantasieënn van ellende 
Zij nn niet meer af te wenden 
Strakss moet er nog een baan vrij voor een ambulance 
Dann heb je de poppen pas echt aan het dansen 
Enn wie is de dupe? precies ik! 
Wantt ik sta vast; met de blik op oneindig blik. 
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Stij ff  van de stres s 

Evenn monogaam als monomaan 
Probeerr ik steeds weer, bij mijn eigen vrouw 
Off  het alsjeblieft met vrijen toch wil gaan 
Wantt vrijen is toch wat ik nodig heb 
Dee ultieme ontspanning, de uitlaatklep 
Voorr alle spanningen op het werk 
Watt dus niet werkt 

Ikk krijg hem met geen mogelijkheid stijf 
All  denk ik in prikkelende termen: 
"I kk naai een lekker wijf " 
Wantt terwijl ik vrij moet ik ook mijn baas vermoorden 
Enn het onrecht, mij aangedaan, verwoorden 
Enn er klaar mee komen 
Enn dus niet klaarkomen 

Hett dringt door en door 
Datt ellendige werk, het laat niet los, 
All  verslappend grom ik schunnigheden in haar oor 
Maarr er zit te veel spanning onder mijn huid 
Hoee krijg ik die er ooit nog uit? 
Zoverr Iaat ik me dus penetreren 
Enn dus niet penetreren 

Zij ,, mijn liefde, mijn royale meid, 
Alss het gaat om echtelijke solidariteit 
Omm loyaliteit; 
Zijj  is zelfs na dit zoveelste echec 
Maarr een beetje boos 
Tochh nog iets gedeeld in bed: 
Samenn gefrustreerd en machteloos. 
Gaa daar maar eens een nachtje over slapen 
Enn dus niet slapen. 
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Hett  problemenhjstj e 

Maakk een lijstje, zei de dokter, 
Vann zaken die u onderuit hebben gehaald; 
UU kunt het vast wel op een rijtj e zetten 
Watt er allemaal is gebeurd, 
Datt u nu in deze toestand zit. 
Datt lukt u wel 

Nouu dokter, het lukt me niet. 
Enn het heeft geen zin, niet nu. 
Gelukkigg zit ik op mijn fiets 
Enn trap de frustratie van me af 
Inn een lege polder vol met wind 
Datt helpt me wel 

Mij nn probleem, dokter, is niet 
Watt er is gebeurd, dat ik hier fiets 
Maarr dat het is gebeurd, dat ik hier fiets 
Datt ik hier fiets, ik, ik, ik 
UU begrijpt dat niet? 
Ikk help u wel 

Stell  u bent een verdienstelijk zeiler 
UU zit op het water, lekker briesje, leuke groep, 
Bijj  de eerste windvlaag slaat u over boord 
Geenn nood, u bent de beste zwemmer van het team. 
Maarr u bent verlamd, 
UU verzuipt, maar zwemmen doet u niet! 
All  kunt u het wel 

Datt is mij gebeurd: verzopen in mijn werk. 
Enn nu vraagt u: 
Waarr kwam die windvlaag nou vandaan 
Brengg dat eens in kaart, maak daar een lijstje van. 
Nouu dokter, vraag dat maar aan Erwin Kroll 
Hett interesseert me niet, niet nu 
Watt ik wil weten, nu: 
Waaromm sloeg ik overboord 
Enn waarom zwom ik niet. 



Bac kk in balanc e 

Thee development and evaluation of an 
occupationall health intervention 

forr work-related adjustment disorders 

J.J.L.. van der Klink 
NetherlandsNetherlands School of Occupational Health 

CoronelCoronel Institute, 
AcademicAcademic Medical Center, 

UniversityUniversity of Amsterdam 



VoorVoor de nagedachtenis van mijn ouders 

VoorVoor Ariane, Jolijn, Laura en Chiel 

Funding:Funding: The studies in this thesis are supported by the former Occu-

pationall  Health Service of Royal PTT Nederland (KPN), the Netherlands 

Schooll  of Occupational Health, the Coronel Institute of the Academic 

Medicall  Centre of the University of Amsterdam, TNO Work and Employ-

ment,, the Foundation for Quality in Occupational Health (SKB) and by 

aa grant of the Netherlands Organisation of Scientific Research (NWO), as 

partt of the Netherlands Concerted Research Action 'Fatigue at Work', 

Coveriliustration:Coveriliustration: Marije J. Smits. 

Lay-outLay-out and design: R.C.B. Kreuger, MID , Div. Clinical Methods ÖC 

Publicc Health, AMC. 

PrintedPrinted by: Ridderprint, Ridderkerk. 



Bac kk in balanc e 

Thee development and evaluation of an 
occupationall health intervention 

forr work-related adjustment disorders 

ACADEMISCHH PROEFSCHRIFT 

Terr verkrijging van de graad van doctor 
Aann de Universiteit van Amsterdam 
Opp gezag van de Rector Magnificus 

Prof.. mr. P.F. van der Heijden 

tenn overstaan van 
eenn door het college 

voorr promoties ingestelde commissie, 
inn het openbaar te verdedigen 

inn de Aula der Universiteit 

opp dinsdag 19 november 2002, te 12.00 uur 

door r 

Jacobuss Joseph Lambert van der Klink 

geborenn te Rotterdam 



Promotiecommissie e 

Promotores:Promotores: Prof. dr. F.J.H, van Dijk 

Prof.. dr. A.H. Schene 

Copromotor:Copromotor: Dr. R.W.B. Blonk 

OverigeOverige leden: Prof. dr. P.J.E. Bindels 

Prof.. dr. N.S. Klazinga 

Prof.. dr. W. van Mechelen 

Prof.. dr. W.B. Schaufeli 

Prof.. dr. G.W, Schippers 

Dr.. B, Terluin 

Faculteit t Geneeskunde e 



Contents s 

CHAPTERR 1 

CHAPTERR 2 

CHAPTERR 3 

CHAPTERR 4 

CHAPTERR 5 

CHAPTERR 6 

Appendi x x 

Summar y y 

Samenvattin g g 

Abou tt  th e autho r 

Publicatie s s 

Dankwoor d d 

Introduction n 

Thee benefits of interventions for work-
relatedd stress 

Reducingg long-term sickness absence by 
ann activating intervention in adjustment 
disorders:: a randomisedd controlled design 

Prognosticc factors for prolonged sickness 
leavee in adjustment disorders 

Managementt of adjustment disorders in 
occupationall health care: a Dutch practice 
guidelinee for occupational physicians and 
generall practitioners 

Generall discussion 

Statisticall methods used in the thesis 

page page 

7 7 

19 19 

43 43 

71 71 

91 91 

115 115 

129 129 

137 137 

143 143 

149 149 

151 151 

153 153 





CHAPTERR 1 

Introductio n n 

Thee interface between work and health is the main focus of occupational 
healthh care, and that between work and mental health is the theme of 
thiss thesis. In the past 30 to 40 years, important developments have 
takenn place that affect this interface. First, Western societies have changed 
fromm industrial economies, focused on the production of material 
goods,, to service economies, focused on the production and provision 
off  services. This implies that the work of most of the working popula-
tionn is no longer physical but mental. At the same time, the apprecia-
tionn of work has changed, and in parallel with this the perceived rela-
t ionshipp between work and health. In the industrial economy with its 
focuss on physical work, work was mainly perceived as 'labor*  (Latin 
forr work with an accent on toil and moil), and was seen as a threat to 
health.. In the modern economy, the aspect of 'opus' prevails (Latin for 
workk with an emphasis on creation, oeuvre, challenge), and work is 
seenn as an important part of lif e and essential for well-being and 
health.. Many employees nowadays consider work to be a main domain 
off  lif e in which they seek to realise their ambit ions and fulfilment in 
life,, and as such it is a significant contr ibutor to the quality of life. 
Inn parallel with this change in the perception of work, so too has the 
supportt that employees seek from their occupational physician and 
otherr professionals: it has changed from an appeal for protect ion 
fromm work to a request for tools to cope with the stressful aspects of 
work.. However, the challenging and rewarding aspects of work in 
combinat ionn with the autonomy that many employees experience 
increasee the risk that they overextend and exhaust themselves. As the 
workloadd is mainly mental nowadays, the overload is also mental, 
andd the resulting reaction is a psychological stress react ion. 
Iff  serious, this reaction can be termed an adjustment disorder. In this 
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CHAPTERCHAPTER I 

condit ionn of psychological overload, the same work that was previ-

ouslyy experienced as a challenge is now felt as a hurden. Although, con-

sideredd from the perspective of the individual employee, the condition 

iss essentially a crisis in coping, a loss of contro l, the individual expe-

riencess exhaust ion to be the main feature and asks for rest and to be 

leftt alone. The social environment, including consulted professionals, 

oftenn not only grants this rest but even encourages it because they recog-

nisee the dedication and conscientiousness of the individual. However, 

restt as sole measure is a medicine with strong side effects: it can easily 

leadd to avoidance of the problems that need to be solved and (hence) 

too persistent symptoms and disabil i ty. In the work environment, 

wayss are found to cope with the disturbance caused by the absence of 

thee sick employee. A new situation develops and is gradually accept-

ed,, such that an optional return of the employee is seen as a threat to 

thee stabil ity of the situation instead of as neutral ising a disturbance. 

Iff  specific intervent ions are not init iated in adjustment disorders, 

theree is considerable risk that sickness leave wil l be prolonged 

(longerr than a year), combined with a poor prognosis for return to 

work .11 However, occupational physicians often neither have the 

toolss for such specific interventions nor refer pat ients on to special-

ists.. Moreover, in the Nether lands, in the past it was not considered 

aa legit imate role for occupat ional physicians to init iate therapeut ic 

intervent ionss even though they were in a favourable position to do 

so.. General pract i t ioners, on the other hand, were expected to initi -

atee therapy but were in a less advantageous posit ion with regard to 

knowledgee of the pat ient 's work and work s i tuat ion. 

Thee main topic of this thesis is the development and evaluation of an 

interventionn implemented by occupat ional physicians to prevent 

chronicc disabil i ty due to adjustment d isorders. The main or ientat ion 

iss on the support of the individual employee. In many cases there wil l 

bee a causal role of the work environment, e.g. inadequate manage-

mentt style, conflicts, work pressure, high work load caused by high 

responsibi l i t iess often in combinat ion with lacking decision lat i tude 

andd social support. The then required complementary primary pre-

ventivee measures on the level of the work organisat ion were not the 

focuss of the studies in this thesis. 

Thee intervention by occupat ional physicians was evaluated in a clus-

8 8 



Introduction Introduction 

ter-randomisedd clinical tr ial, in which the intervent ion was compared 
wit hh care as usual {CHAPTER 3). Cognitive behavioural principles and 
gradedd activity formed the basic principles of the intervent ion. The 
interventionn proved to be effective in reducing sickness leave, especially 
long-termm sickness leave. The core-elements of the method, imple-
mentedd in a guideline developed on behalf of the Dutch Association 
off  Occupat ional Physicians (NVAB), 2 are described in CHAPTER 4. 
Thee current chapter describes the context for the development and 
evaluationn of the intervention method: aspects of work disabil i ty due 
too mental disorders in the Nether lands, the professional context in 
whichh the intervention was developed and evaluated, the rat ionale 
forr an activating intervention and the concepts involved, and lastly, 
thee studies performed. 

Mentall  healt h problem s and disabilit y in the Netherland s 

Prolongedd work disability due to adjustment disorders (more often denot-
edd as stress-related disorders}  has long been a problem in the Nether-
lands.. Recent data show that Dutch employees have considerably high-
err disability rates than employees from other countr ies3 ' 4: more em-
ployeess enter the disability pension scheme and fewer leave it.5 Whereas 
thiss is true for all diagnoses, it is especially true for mental disorders.6 

Thee most prevalent mental health diagnoses in the Nether lands are 
'acutee reaction to stress1, 'neurotic disorders', 'other non-specified 
mentall  disorders', and 'other non-organic psychoses'. In Belgium, 
Germany,, and Sweden, the most prevalent diagnoses are alcoholic psy-
chosis,, schizophrenic psychosis, affective psychosis, alcoholic depen-
dencee syndrome, depressive disorder, and personality disorder.6 Thus 
thee morbidity leading to disability benefits is different in the Nether-
landss from that in other West European countr ies, with a relative over-
representationn of less severe mental disorders, (endnote 1, pg. 1 6) 
Afterr a period in which numbers of new recipients of disabil i ty bene-
fit ss decreased, numbers are now increasing again in the Nether lands, 
whereass they are decreasing or have stabil ised in Belgium, Germany, 
andd Sweden.6 Numerous measures have been developed and imple-
mentedd to stop this t rend, such as, reducing disabil i ty benefits, 
restructur ingg the social insurance system, expanding occupat ional 

9 9 



CHAPTERCHAPTER I 

healthh care, revising laws and introducing new ones, and even a par-

l iamentaryy inquiry into the organisation of social insurance. 

Professiona ll  development s 

InIn parallel with these administrative and legislative efforts to cope with 

thee problem, developments in professional practice and in the field 

deservee at tent ion. In 1993 Schröer published an observat ional study 

onn sickness absence among 114 Dutch workers who had been on sick-

nesss leave for four weeks because of adjustment disorders. Even with 

thiss relatively mild diagnosis, the risk of chronic disabil i ty, i.e. eligi-

blee for disabil ity benefits after one year of sickness leave, was higher 

thann 20% in this small but representative cohor t .' In 1994 Terluin 

publishedd a study on 'surmenage'. Surmenage, French for mental 

overloadd or nervous breakdown, is a diagnosis commonly used by 

generall  pract i t ioners and occupat ional physicians to denote a mal-

adaptivee response to psychological stress in everyday life, a diagnostic 

conceptt closely related to the DSM diagnosis Adjustment Disorder. 

Thee conclusion of the study was that "Surmenage exists as a clinical 

entityy and is character ised by a distinct symptom profile consisting 

off  mainly non-specific distress symptoms, no significant symptoms of 

depressionn and anxiety, and social dysfunct ioning".7 Social dysfunc-

t ioningg comprised serious problems with tasks in the work si tuat ion, 

includingg sickness absence, and in other important lif e domains. The 

importancee of this study lies in the fact that the diagnosis surmenage 

wass shown to reflect problems that could be handled in primary care. 

InIn 1993 Van der Klin k er al. published a handbook for occupat ional 

physicianss on guidance for mental disorders related to work.8 An 

activatingg policy was recommended, aimed at both the individual 

employeee and the work environment. 

Thesee publications played a significant role in the professional context 

-- Schröer's study clarified that the existing style of guidance was 

ineffective,, and Terluin determined that surmenage was a diagnosis 

thatt fell in the domain of primary health care. This could be extended 

too occupat ional health care, especially for work-related problems. 

Vann der Klink et al. presented a set of tools for the occupat ional pro-

fessional.. These studies represent a change in at t i tude from a passive, 
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reactive,, non-directive style of guidance to a more activat ing, proac-
tive,, therapeutic style. In the early 1990s, the role of occupat ional 
physicianss in sickness leave and disabil ity was seen as predominant ly 
support ingg the rehabi l i tat ion and reintegrat ion of the patient from 
thee moment that a more or less stable state of recovery was reached. 
InIn the years thereafter, the profession aimed to change the recovery 
processs itself in cases of s tagnat ion, prompted by the high risk of dis-
abil i ty.. Activation became the key concept. More recently, this 
changee in practice is reflected in the professional guidelines on the 
managementt of employees with low back pain9 and mental health 
problems22 that were developed on behalf of the Dutch Association of 
Occupat ionall  Physicians (NVAB) . This change in att i tude prompted 
discussionn among occupat ional physicians and allied professionals, 
suchh as general pract i t ioners, about the posit ion of occupational 
healthh care: should occupat ional physicians and other occupat ional 
experts,, such as occupat ional psychologists, have a greater role in 
therapy?? In recent guidelines for occupat ional physicians and com-
binedd for general pract i t ioners and occupat ional physicians, this is 
avowedd for when mental disorders have a stress-related component 
andd are work related.10 

Thee rational e for an activatin g occupationa l healt h interventio n 

Too understand the importance of an activating intervention aimed at 

reinforcingg a pat ient 's problem-solving capacity, it is necessary to 

brieflyy discuss the core aspect of stress-related disorders. Stress is 

oftenn defined in terms of an interact ion between the individual and 

thee environment. This vision is reflected by the sequence known from 

stress-theory1 1: : 

Situatio n n 
Stressor r ^ > > 

Appraisa l l 
Cognitions s ^ > > 

Reactio n n 
emotion n 

behaviour r 
£> > 

Copin g g 
passive e 
active e 

Figur ee 1.1. The sequence of the stress reaction 
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Departingg from the main focus on the individual employee in this thesis, 

problemss often have their source in an inadequate appraisal of a 

(demanding)) si tuation and consequently in an inadequate reaction, or 

inn insufficient coping skills. An individual experiences a lack of control 

inn his or her direct interaction with actual features of the environ-

ment.. In more severe mental disorders, an individual 's vulnerabil i ty 

playss a dominant role that is relatively independent of the interact ion 

withh the environment. There is a gradual transit ion from stress-relat-

edd disorders (adjustment disorders) that are full y determined by the 

interact ionn between individual and a demanding environment to more 

severee mental disorders such as depression and anxiety disorder that 

aree determined by other factors as well. Factors that const i tute a risk 

forr more severe disorders are a hereditary vulnerabi l i ty, a develop-

mentall  vulnerabil i ty, less adequate coping styles, stressors on several 

domainss of life, a quant i tat ive or qual i tat ive lack of social support, 

andd physical comorbidi ty. 

Interventionss oriented on the individual employee, focusing on the stress-

relatedd component are mostly directed at either appraisal or coping 

skil ls.. Surmenage can be seen as a crisis in coping,12 which is closely 

relatedd to the concept of demoral isat ion formulated by Figueiredo 

andd Frank.13 It is thought that minimal intervent ions, aimed at 

enhancingg problem-solving capacit ies, suffice to restore the tempo-

raryy inabil i ty to cope with the 'daily work problems' that prevail in 

pat ientss who consult occupational physicians, provided that pat ients 

aree seen in an early stage. 

Mostt pat ients with an adjustment disorder recover within two to six 

months,, even when no specific guidance or therapy is given. However, 

ass ment ioned earl ier, there is a considerable risk of prolonged dis-

abi l i ty.. Terluin found an unfavourable prognosis for those patients 

wit hh surmenage who had considerable depressive symptoms and/or 

anxietyy symptoms.1 4'15 

Inn addi t ion, the adjustment disorder can be considered as a lif e event 

which,, if the crisis is not resolved, can reinforce existing vulnerabil i-

tiess for depression or anxiety disorders. In addi t ion, enduring sick-

nesss leave in itself has secondary consequences that are potential ly 

harmful:: loss of daily structure, diminished social contacts, and dete-

r iorat ionn of self-esteem. These factors can combine with a non-
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resolvingg crisis and existing vulnerabilities, contributing to the develop-
mentt of depression or anxiety disorder. This implies that adequate and 
earlyy guidance of individuals with adjustment disorders could prevent 
thee development of more serious psychopathology, which stresses the 
importancee of such an intervent ion. 

Thee studie s in thi s thesis ; concept s used 

Inn the intervention study described in CHAPTER 3, 109 patients with an 
adjustmentt disorder received the activating intervention and 83 patients 
receivedd care as usual (control group). The study was carried out by 
occupat ionall  physicians of the in-company occupat ional health ser-
vicee of KPN (Royal PTT Nederland). This private company com-
prised,, at the time of the study, both Postal and Telecom Services and 
hadd approximately 100,000 employees. The occupat ional health ser-
vicee co-operated with company management in the prevention and 
managementt of health problems and absenteeism, as part of a well-
definedd human resources policy. In the years preceding the study, 
severall  courses had been organised for occupat ional physicians to 
improvee the recognit ion, diagnosis, and t reatment of mental health 
problems.. Al though company return- to-work rates were better than 
thosee of the average Dutch occupational populat ion, the occupation-
all  health service management had the ambit ion to further improve 
thee guidance provided by occupational physicians. The management 
providedd the oppor tun i ty to develop and evaluate a new innovative 
structuredd intervent ion based on the principles given in the hand-
bookk ment ioned above,8 and on the outcomes of scientific studies. 
AA thorough search of the l i terature surprisingly showed that there are 
noo sound evaluat ion studies of the effectiveness of intervent ions in 
pr imaryy and occupat ional health care for pat ients with adjustment 
disorderss or related syndromes such as surmenage, emot ional dis-
tress,, or burnout in relation with work (CHAPTER 2). Therefore, evi-
dence-basedd start ing points for an intervention could not be derived 
directlyy from the l i terature. Of course, there was circumstant ial evi-
dencee for the effectiveness of several therapeut ic methods. For the 
relatedd domain of preventive methods, a quant i tat ive meta-analysis 
wass performed to determine the effectiveness of occupat ional stress-
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reducingg interventions and the populat ions for which such interven-

tionss are most beneficial16 (CHAPTER 2). Cognit ive-behavioural inter-

ventionss proved to be most effective. 

Thee intervention evaluated in CHAPTER 3 was developed on the basis of 

fourr approaches: cognitive therapy, graded activity, grief therapy, and 

prescriptivee therapy. Below, we briefly discuss these four contr ibut ions. 

CognitiveCognitive  therapy. 

Ourr meta-analysis showed that cognitive-behavioural interventions are 

thee most effective interventions in a preventive context16 {CHAPTER 2). 

InIn many therapeutic settings, cognitive programmes are also effective 

forr a broad spectrum of psychopathology.1 7 - 23 In comparative studies, 

cognitive-behaviourall  interventions are often shown to be more effec-

tivee than other therap ies.2 4'25 There are two main types: Rational 

Emotivee Therapy (RET) and Stress Inoculation Training (SIT). RET 

aimss to change thoughts (cognitions), to help the patient develop a dif-

ferent,, more productive view of his or her problems. The identification 

andd subsequent replacement of irrational thoughts or beliefs that block 

aa more distant, productive view, is a key element in this method.26 SIT 

iss a highly effective form of cognitive behavioural t reatment27 designed 

too train effective coping skills to enhance resistance to stress. The 

approachh involves a three-stage intervention. The first phase is an edu-

cationall  phase aimed at helping the patient better understand the 

naturee of stress and stress effects. The second phase focuses on the 

acquisitionn of a repertoire of coping skills. The third phase involves the 

applicationn of coping skills to increasingly challenging situations.2i i* 29 

Becausee of its practical, behavioural approach, SIT seemed more suit-

ablee than RET for use in occupational health care. Only a short train-

ingg period is needed. Similarities with a three-stage model already pro-

posedd for occupational health care practice30 promoted its acceptance. 

GradedGraded  activity. 

Thiss approach implies that activities are gradually built up according to 

aa pre-structured schedule51; in other words, according to a time contin-

gentt scheme. Thus, the build up of activities is not dependent on the 

coursee of symptoms. This avoids the pitfall of the sequence: 'T can only 

startt doing this or that when my fatigue {or any other symptom) is less1'. 
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GriefGrief  therapy. 

Wordenn uses in his approach to grief therapy a phase model of mourn-

ingg in which he describes the phases of the mourning process to the 

patientt as tasks.32 This approach prevents a passive view of the recov-

eryy process and specifies the pat ient 's own responsibi l i t ies. The ther-

apistt has the task to give support if needed. 

PrescriptivePrescriptive  therapy. 

Ass a reaction to the non-direct ive t radi t ion of the 1960s and 1970s, 
directivee forms of guidance were developed in the 1980s. The non-
directivee paradigm was that insight, motivation for change, and change 
itselff  had to grow within the pat ient. Consequently, the role of the 
therapistt was to create, by empathy and acceptance, the condit ions 
forr this growing process. In contrast, prescriptive therapists stated 
thatt patients out of control may expect their therapists to provide 
concretee suggestions on how to cope with their problems. In the 
Nether landss a group of therapists elaborated specific intervent ions 
accordingg to this concept .33 

Basedd on the methods used in the intervention study, a working-group 
startedd to develop an guideline for mental health problems under the 
auspicess of the Dutch Association of Occupat ional Physicians. In the 
developmentt phase, the work ing-group adopted principles from the 
fourr sources described above. The method implemented in the autho-
risedd guideline is described in CHAPTER 5. 

CHAPTERR 4 describes a study of factors predictive of prolonged dis-
abilityy among employees who reported sick and who were diagnosed 
ass having an adjustment disorder. The study populat ion was the same 
ass that of the intervention study described in CHAPTER 3. The focus of 
thiss study was to gain new insights into prognost ic factors for work 
resumptionn after work disabil i ty due to adjustment disorders. This 
mayy give new notions of what character ist ics of pat ients, work envi-
ronmentt or care predict a successful recovery. A second focus was on 
prognost icc factors for the effectiveness of an activating intervention 
onn work resumption, as relevant prognostic factors can be used to 
developp made-to-measure intervent ions. 

CHAPTERR 6 contains a discussion on the main themes in the process of 
developing,, evaluating and implementing an activating intervent ion 
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forr adjustment disorders are. The results, methodological aspects, im-

pl icat ionss for occupat ional health practice and the scientific and 

societall  relevance of the studies included in this thesis are discussed. 

Ann impor tant aspect of this is the acceptance and appl icat ion of the 

guideliness described in CHAPTER 5. 

Wri t tenn as separate articles for scientific journals the chapters have 

somee overlap. 

Endnot ee 1.1 

Thee data of the study by Prins [6] were derived from the social benefits 

statisticss of the countries mentioned, based on the ICD-9 and ICD-10 

classifications.. The differences in morbidity patterns in social insur-

ancee benefits populat ions do not necessarily reflect different patterns 

inn the total populat ions. The characteristics of the social insurance 

systemss lead to different selections in the different countries. 
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Abstrac t t 

Objective s s 

Thiss quantitative meta-analysis sought to determine the effectiveness of occupa-
tionall  stress-reducing interventions and the populations for which such inter-
ventionss are most beneficial. 

Method s s 

Forty-eightt experimental studies (n=3736) were included in the analysis. Four 
interventionn types were distinguished: cognitive-behavioral interventions, relax-
ationn techniques, multimodal programs, and organization-focused interventions. 

Result s s 

AA small but significant overall effect was found. A moderate effect was found 
forr cognitive-behavioural interventions and multimodal interventions, and a 
smalll  effect was found for relaxation Techniques. The effect size for organiza-
tion-focusedd interventions was nonsignificant. Effects were most pronounced 
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onn the following outcome categories: complaints, psychologic resources and 

Conclusions s 
Stresss management interventions are effective ive-behaviorannterven* * 
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Introductio n n 

Thee efficacy and cost-effectiveness of interventions designed for patients 
withh emotional difficulties is a relevant topic in general practice.1 Such 
considerationss also apply in occupational health care. With the increases 
inn workloads of the past decades, the number of employees experiencing 
psychologicc problems related to occupational stress has increased rapid-
lyy in Western countr ies.2 At the societal level, costs are considerable in 
termss of absenteeism, loss of productivity, and health care consumption. 
InIn Britain, it is estimated that 40 million workdays are lost to the 
nation'ss economy owing to mental and emotional problems.3 At the 
individuall  level, there are costs in terms of high rates of tension, anger, 
anxiety,, depressed mood, mental fatigue, and sleep disturbances. These 
problems,, usually referred to in aggregate as distress, are often classified 
ass neurasthenia, adjustment disorders, or burnout. Incidence rates in the 
Netherlandss vary from 14 to 50 cases per year per 1000 patients.4 

Interventionss designed to reduce occupational stress can be catego-
rizedd according to focus, content, method, and durat ion. In regard to 
focus,, intervent ions can be categorized as (1) aiming to increase indi-
viduall  psychologic resources and responses (e.g., coping) or (2) aim-
ingg to change the occupat ional context. 

Thee first category of intervention is usually referred to as stress man-
agementt training. However, stress management is the common denom-
inatorr of an assortment of interventions ranging from relaxat ion 
methods55 to cognit ive-behavioral in tervent ions6 ,7 and client-centered 
therapy.88 The second category refers to intervent ions such as organi-
zationall  development9 '10 and job redesign.11 

Wee distinguished 4 intervention types according to categor izat ions 
usedd in previous reviews1-" 14: cognitive-behavioral approaches, relax-
ationn techniques, mult imodal interventions, and organization-focused 
interventions.. Cognit ive-behavioral approaches aim at changing cogni-
tionss and subsequently reinforcing active coping ski l ls.6 ,7 Relaxation 
techniquess focus on physical or mental relaxation as a method to cope 
withh the consequences of stress. Mult imodal intervent ions emphasize 
thee acquisit ion of both passive and active coping skil ls. The fourth 
interventionn type involves a focus on the organizat ion as a whole. 
Severall  reviews have been conducted of interventions designed to reduce 
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occupat ionall  stress.-MJ 2,14-16 j n e general finding of these reviews is 

thatt such intervent ions are effective. However, the reviews have been 

qual i tat ivee in nature and thus provide limited information on which 

typee of intervention is most effective and for whom. Recently, 

Bambergg and Busch conducted the first meta-analysis on occupat ion-

all  stress-reducing intervent ions.17 However, they included only cog-

nit ive-behaviourall  intervent ions in their quant i tat ive analyses. 

Inn the present quant i tat ive review, the following research questions 

weree posed: 

11 Are stress interventions effective, as suggested by quali tat ive reviews 

off  the l i terature? 

22 If so, which type of stress intervention is most effective, and on 

whichh outcome measures? 

Inn addit ion to these research questions, exploratory analyses were 

conductedd to determine what moderator variables (e.g., job charac-

teristics,, preventive/remedial nature of intervent ions, length of treat-

ment)) were related to the effectiveness of the intervent ions. 

Methods s 

SearchSearch and Inclusion Criteria 

Twoo strategies were used to locate appropriate studies. First, 4 data-

bases-Medl inee (1966-1996), ClinPsych (1980-1996), Current Contents 

(11 997), and Nioshtic (1970-1996)- were used to conduct a computer-

izedd search. Three groups of terms were composed for this search: 

11 Terms linked to stress-related psychologic problems {psychologic 

stress,stress, ivork stress, job stress, neurasthenia, burnout, minor psychi-

atricatric problems, mental fatigue, minor depression, neurosis, distress, 

nervousnervous breakdown, and adjustment disorder), 

22 terms related to the intervention {therapy, treatment, protocol, pro-

gram,gram, intervention, primary care,prevention, and employee assistance 

program),program), and 

33 terms related to the population (employee, occupational, vocational, 

rehabilitation,work,rehabilitation,work, job, absenteeism, and sickness leave). 

Withinn each group of terms, searches were added. Subsequently, these 

searchess were combined. Second, a manual search of relevant reviews, 
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bookk chapters, and articles was con-ducted, with the objective of fin-
dingg relevant references missed in the computerized search. 
Too be included in our database, a study had to meet several cr i ter ia. 
First,, the intervention was required to be specifically designed to pre-
ventt or reduce psychologic complaints related to occupational stress. 
Second,, in terms of the target population, participants had to be 
recruitedd from the working populat ion because of imminent or already-
manifestedd stress-related psychologic problems not diagnosed as 
involvingg a major psychiatr ic disorder (e.g., depression or post t rau-
maticc stress disorder) or a stress-related somatic disorder (e.g., hyper-
tension,, coronary heart disease}. Thi rd, an experimental or quasi-

experimentalexperimental design involving a no- t reatment control group had to 
bee used. Within the quasi-experimental studies, we required that the 
experimentall  group and the control group be recruited from identical 
populat ionss and have identical baseline values on dependent variables. 
Inn this high-quali ty group of pr imary studies, we applied no ranking 
forr methodological quality aspects because the consequent choice of 
aa weighting factor in the quant i tat ive analyses would introduce an 
elementt of subjectivity. Fourth, outcome variables had to be well 
definedd and of sufficient rel iabi l i ty. Finally, we required that the 
studyy be published as a journal art icle in English. 

Definitions Definitions 

Thee variables used in the meta-analysis included intervent ion-related 

variables,, outcome variables, and populat ion characterist ics. 

Intervent ion-relatedd variables were: (1}  type of intervent ion, (2) total 

numberr of hours, (3) number of weeks, and (4) number of sessions. 

Thee latter 3 variables could be considered indexes of the intensity 

andd extent of the intervent ion. Because they were relevant in assess-

ingg the cost-effectiveness and pract ical applicabil i ty of a program, 

wee used these variables as moderators in the exploratory analyses. 

Ass described earlier, 4 intervention types were included; 3 involved a 

focuss on individuals and 1 involved a focus on the organizat ion. In 

severall  reviews, a third focus has been discerned: the interaction 

betweenn the individual and the organization. 14* l s Thus far, however, 

interventionn studies conducted with this focus have been uncontrol led.i y 

Thee outcome variables included were placed into 5 categories: 
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11 Quali ty of work life, including such aspects as job demands, work 

pressure,, job control, working condi t ions, and social support from 

managementt and colleagues; 

22 psychologic resources and responses, including measures of self-

esteem,, mastery, beliefs, and coping skills 20; 

33 physiology, including measures such as tension, electromyographic 

activity,, (nor)adrenal ine, and cholesterol level; 

44 complaints, including stress or burnout rates or symptoms, somatic 

symptoms,, and mental health status and symptoms (because of their 

significancee in general health practice, depressive symptoms and 

anxietyy symptoms were considered as separate subcategories); and 

55 absenteeism. 

AA number of population characterist ics, such as sex, age, years of em-

ployment,, occupational status, and baseline stress level, may be impor-

tantt moderators of treatment effects and thus may provide information 

onn which types of interventions are effective and for whom. However, 

forr most of these characteristics, the specific information required was 

nott available in the studies; the exceptions were baseline stress level and 

occupationall  status. The predictive influence of these characteristics on 

treatmentt effects was investigated in a number of exploratory analyses. 

Inn line with Newman and Beehr] 2 and with Murphy,2 2 baseline stress 

levell  categories were dist inguished, preventive and remedial, [n the 

presentt meta-analysis, a study was considered preventive if no partici-

pantt selection had taken place in regard to stress levels. A study was con-

sideredd remedial if participants were selected by means of a criterion. 

Ass noted by Karasek and Theorell, occupational status may be indica-

tivee of level of job cont ro l .20 On the basis of Karasek and TheorelPs 

rat ings,, we categorized study samples as "high cont ro l" or " low con-

tro l .""  Two studies involving samples with mixed occupations were clas-

sifiedd as low control because most of the participants in these studies 

hadd low-control jobs.2 1'22 Two studies were excluded from these 

exploratoryy analyses because of a lack of sufficient information.2 3'24 

StatisticalStatistical Analysis 

Thee Advanced BASIC Meta-Analysis p rogram25 was used in conduct-

ingg statistical analyses. In this program, several statistics (e.g., F, f, r, 
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andd p) can be entered, and a product-moment correlation is obtained. 
Thesee effect size correlat ions are transformed to Fisher z scores. 
Subsequently,, mean Fisher z scores are calculated and transformed 
backk to effect size (r) values. 

Iff  ¥ or t values were reported, we used these values; if such values were 
nott reported, they were computed if the required information was 
available.. If this computat ion was not possible, p values were used; 
effectss reported as nonsignif icant were rated as p=0.5.2 f t 

AA problem in meta-analyses is that studies with a relatively large num-
berr of outcome measures disproport ionately affect the meta-analyt ic 
results.. To counteract this problem, Rosenthal and Rubin ~7 proposed 
aa method of computing a mean effect size in which the intercorrelation 
off  outcome measures is taken into account.25(pp4>-47) p o r aj ] analyses, 
outcomee variables were combined according to this method. We used 
alll  outcome measures reported in a study in calculat ing effect sizes. 
Wee report effect sizes in Cohen's J, which can be derived directly from 
rr  values. Cohen's d represents the standardized mean difference between 
thee intervention group mean and the control group mean. Thus, a d 

valuee of 1 indicates that the intervention group performed 1 standard 
deviationn above the control group on a particular outcome variable. 

Result s s 

DescriptionDescription  of  Studies 

Forty-eightt studies 10,21-24,28-67 conducted between 1977 and 1996 met 

thee inclusion cri teria; findings from these studies were published in 

455 different art ic les. None of the 48 studies had a curat ive orienta-

tionn in the usual sense (i.e., target populat ion consist ing of people 

seekingg help). Four studies were considered remedial, because there was 

selectionn in regard to baseline stress level. Forty-one studies involved 

employeess with jobs categorized as high in job contro l. 

Fivee studies evaluated an organization-focused intervent ion, 18 eval-

uatedd a cognit ive-behavioral intervent ion, 1 7 evaluated a relaxat ion 

technique,, and 8 evaluated a mult imodal approach. In all studies, 

severall  outcome analyses were conducted. The result was 99 inter-

vent ion-outcomee combinat ions. 

Twentyy of the studies involved a follow-up assessment. In most cases, 
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fol low-upp was either uncontrol led or reported in a way that allowed 

noo retrieval of statistical metrics. Therefore, only the first postinter-

ventionn assessment was included in the meta-analysis. The mean 

intervall  between preintervent ion and post intervent ion assessment 

wass 9 weeks for intervent ions that focused on individuals (SD = 6 

weeks).. This deviation was merely due to differences in intervention 

durat ion.. Differences in interval between intervention types were nor 

significant.. The interval for organization-focused programs was con-

siderablyy longer (38 weeks) owing to longer program durat ions and 

longerr post intervent ion assessment intervals. Pretest- to-posttest 

dropoutt rates varied from 0% to 4 0 %. The mean dropout rate for 

programss that focused on individuals was 1 1 %; differences between 

interventionn types were nonsignif icant. Organizat ion-focused pro-

gramss had a mean dropout rate of 2 6 %. 

EffectEffect Sizes 

Effectt sizes were calculated as described in the Methods section. A com-

binedd analysis of effect sizes yielded a significant effect size across all 

studiess (rf=0.34, 95% confidence interval [CI] = 0.27, 0.41).According 

too Cohen's criteria 68 (small effect: d<0.5; medium effect: 0.5<d<0.H; 

largee effect: d>0.S), however, this effect size was small. Examinat ion 

off  the data indicated that 17 studies yielded a significant overall 

effectt size, all in the expected (positive) direct ion. Of these 17 stud-

ies,, 2 (both focusing on relaxat ion techniques) revealed a small 

effect,, 4 (1 organizat ion focused, 2 relaxat ion, and 1 mult imodal) 

revealedd a medium effect, and 1 1 (8 cognit ive-behavioral, 1 relax-

at ion,, and 2 mult imodal) revealed a large effect. In the 31 remaining 

studies,, overall effects were nonsignif icant; effect sizes for these 

studiess were small and negative {d<-0.2; 1 study), nonrelevant 

<-0.2«f<0.2;; 9 studies), small {0.2<d<0.5; 19 studies), and medium 

(0.5<d<0.8;; 2 studies). It should be noted that these 31 studies yield-

edd many specific outcomes that were significant. Table 2.1 shows 

effectt sizes and confidence intervals for the 48 studies. 

TypeType of Intervention 

Effectt sizes were calculated for the 4 different types of intervent ions. 

Thesee effect sizes are shown in Table 2.2 
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Tab l ee 2 . 1 . Effect Sizes per Study Expressed in Cohen's d and 95% Confidence Intervals; 
Meta-Analysiss of Occupat ional Stress-Reducing Interventions, 1977-1996 

Categor y y 

Organizational Organizational 
Heaneyy et al. (1995) 
Jacksonn (1983) 
Joness et al. {1988) 
Landsbergiss & Vivona-Vaughan {1995, 1) 
Landsbergiss & Vivona-Vaughan {1995, 2) 

Cognitive-behavioural Cognitive-behavioural 
Bruningg & Frew {1986) 
Cecill & Forman {1990) 
Curtiss (1992) 
Favaeta l .. (1991) 
Formann (1981) 
Freedyy & Hobfoll (1994) 
Gray-Toftt (1980) 
Gronningsaeterr et al. (1992) 
Higginss (1986 
Keyes&& Dean (1988) 
Kushnirr & Malkinson (1993) 
Kushnirr et al. (1994) 
Leee & Swanson Crockett {1994} 
Longg (1988) 
McCue&& Sachs (1991) 
Sharpp & Forman (1985) 
Vonn Baeyer & Krause (1983) 
Weste ta l .. (1984) 

Relaxation Relaxation 
Adermann & Tecklenburg (1983) 
Alexanderr et al. (1993) 
Arnetzz (1996) 
Bruningg & Frew (1986) 
Carringtonn et al, (1980) 
Fiedlerr et al. (1989) 
Higginss (1986) 
Murphyy (1983) 
Murphyy (1984) 
Peterss et al. (1977; 2 studies) 
Toivanenn et al. (1993, 1a) 
Toivanenn et al. (1993, 2) 
Toivanenn et al. (1993, 1 b) 
Tsaii & Swanson Crockett (1993) 
Tunneclifff et al. (1986) 
Vaughnn et al. (1989) 
Viness (1994) 

Multimodal Multimodal 
Bertochh et al. (1989) 
Friedmann et al, (1983) 
Gansterr et al. (1982) 
Johansonn (1991) 
Larssonn et al. (1990) 
McNultyy eta l . (1984) 
Norvel letal ,, (1987) 
Pruittt (1992) 

d d 

0.06 6 
0.12 2 
0.5* * 
0.2 2 
0.04 4 

0.1 1 
0.58 8 
1.98* * 
1.09* * 
1.62* * 
0.26 6 
0.8 8 
0.0 0 
0,39 9 
0.87* * 
0.41 1 
1.43* * 
0.8* * 
0.26 6 
0.41 1 
0.98* * 
2.2* * 
0.28 8 

0.72* * 
0.54* * 
0.04 4 
0.35 5 
0.47* * 
0.35 5 
0.3 3 
0.32 2 
0.1 1 
0.3 3 
0.28 8 
0.45 5 
0.32 2 
0.43* * 
0.0 0 
1.71* * 
0.0 0 

1.15* * 
0.7* * 
0.28 8 
0,82* * 
0,24 4 
0.45 5 
0.26 6 
0.37 7 

9 5% % 

Confident t 

-0.11, , 
-0.43, , 
0.01. . 

-0.86, , 
-0.7, , 

-0.6, , 
-0.08, , 
1.32, , 
0.4, , 
0.49, , 

-0.17, , 
-0.23, , 
-0.55. . 
-0.28, , 
0.48, , 

-0,29, , 
0.91, , 
0.26, , 

-0.22, , 
-0.12, , 
0.42, , 
0.82, , 

-0.35, , 

0.04, , 
0.0, , 

-0.4, , 
-0.36, , 
0.07, , 

-0.17, , 
-0.36, , 
-0.48. . 
-0.74, , 
-0.12, , 
-0.29, , 
-0.12, , 
-0.25, , 
0.09, , 

-1.05, , 
0.63, , 

-0.5, , 

0.35, , 
0.24, , 

-0.23, , 
0.35, , 

-0.19, , 
-0.15, , 
-0.88, , 
-0.13, , 

cee Interval 

0.23 3 
0.67 7 
0.99 9 
0.46 6 
0.62 2 

0.8 8 
1.24 4 
2.64 4 
1.78 8 
2.75 5 
0.69 9 
1,83 3 
0.55 5 
1.16 6 
1.3 3 
1.11 1 
1.95 5 
1.34 4 
0.74 4 
0.94 4 
1.54 4 
3.58 8 
0.91 1 

1.4 4 
1.08 8 
0.48 8 
1.06 6 
0.87 7 
0.87 7 
0.96 6 
1.12 2 
0.94 4 
0.72 2 
0.85 5 
1.02 2 
0.89 9 
0.77 7 
1.05 5 
2.79 9 
0.5 5 

1.95 5 
1.16 6 
0.75 5 
1.29 9 
0.67 7 
1.05 5 
1.4 4 
0.87 7 

*p<0.05. . 
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Thee combinat ion of the effect sizes for interventions that focused on 

individualss yielded a significant Cohen's d of 0.44 [95% CI = 0.36, 

0.52;; heterogeneous effect). The effect size difference between inter-

ventionss focusing on individuals {combined as well as separate) and 

thosee focusing on the organizat ion was significant (p<0.05). 

Fur thermore,, cognit ive-behavioral intervent ions were significantly 

moree effective than relaxation techniques (/?<0.005); the difference in 

effectt between cognit ive-behavioral and mult imodal interventions 

wass marginally significant (p=0.06). There were no significant effect 

sizee differences between relaxat ion and mult imodal intervent ions. 

Cognit ive-behaviorall  interventions yielded heterogeneous effects, 

indicat ingg divergent levels of effectiveness among these studies. 

Outcom ee Variables 

Effectt sizes were calculated for the 5 outcome categories across inter-

ventionn types. As noted earl ier, organizat ion-focused interventions 

weree less effective than intervent ions focusing on individuals. 

Outcomee studies on organizat ional intervent ions usually involve sig-

nificantlyy larger sample sizes than studies on individual interventions. 

Ass a consequence, effect sizes for outcome categories may be dispro-

portionatelyy affected by the small effect sizes found within organization-

focusedd intervent ions. Therefore, we analyzed separately the effect 

sizess for outcome variables across all intervention types and across 

intervent ionss focusing on individuals only. Across all intervention 

Tabl ee 2.2. Cohen's d and Confidence Intervals for the 4 Intervention Categories: 
Meta-Analysiss of Occupational Stress-Reducing Interventions, 
1977-1996 6 

Categor y y 

Organizational l 
Cognitive-behavioral l 
Relaxation n 
Multimodal l 

*p<0.05. . 

No.. of 
Studie s s 

5 5 
18 8 
17 7 
8 8 

No.. of 
Participant s s 

1463 3 
858 8 
982 2 
470 0 

d d 

0.08 8 
0.68* * 
0.35* * 
0.51* * 

95%% Confidenc e 
Interva l l 

-0.03,, 0.19 
0.54,, 0.82 
0.22,, 0.48 
0.33,, 0.69 

28 8 



Stress-reducingStress-reducing interventions 

types,, the effect sizes found for the outcome categories quality of work, 
psychologicc responses and resources, physiology, complaints, and 
absenteeismm were 0.17, 0.28, 0.30, 0.27, and -0 .03, respectively. The 
correspondingg effect sizes for interventions focusing on individuals 
weree 0 .41, 0.48, 0.30, 0.42, and -0.12. With the exception of absen-
teeism,, all effect sizes were significant at p<0.05. 

InteractionsInteractions  Between  Intervention  Types  and Outcome  Variables 

TableTable 2.3 presents results by outcome category and intervention type. 
Thee overall picture that emerges from Table 2.3. is that intervent ions 
involvingg a cognit ive-behavioral approach appear to be the preferred 
meanss of reducing employees' stress-related complaints. However, it 
shouldd be noted that the results were heterogeneous for 2 outcome 
categories,, indicating divergent effects. With regard to psychophysio-
logicc outcomes, interventions in which relaxat ion was part of the 
programm appeared to be most effective. The effect of organizat ion-
focusedd intervent ions was small and non-signif icant, except for the 
psychologicc responses and resources category. 

Psychophysiologicc measures were used as outcomes only in studies eva-
luatingg interventions that focused on individuals. Relaxation techni-
quess and mult imodal interventions appeared to be effective in reduc-
ingg psychophysiologic stress measures. Absenteeism was measured in 
44 studies; neither the cognitive approach nor relaxation training ap-
pearedd to be successful in regard to this outcome variable. Noteworthy 
iss that 1 study included medical malpractice as an outcome variable. 
Thee results of this study, in which an organization-focused interven-
tionn was conducted in hospitals, indicated a significant postinterven-
tionn decrease in medical practice failures (d=0.50, p<0.05} .46 
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ExploratoryExploratory  Analyses 

Ann examination of intervention-related characteristics (number of weeks, 
numberr of contact hours, number of sessions) across the 4 intervention 
typess revealed no significant predictive influence of these character-
isticss on the overall effect size. Separate analyses for the intervent ion 
typess revealed that for cognit ive-behavioral intervent ions, there was 
ann inverse correlat ion between number of sessions and effect size (r=-
0.27,, p<0.05). This indicates that shorter programs were more effec-
tive.. Furthermore, organizat ion-focused programs were significantly 
longerr than cognitive-behavioral programs (16.4 vs 6.8 weeks; p<0.05, 

2-tai led). . 

Thee differential effects of preventive vs re-medial programs and high 
vss low job control both appeared to be marginally significant (p<0.10). 
Largerr effect sizes were found for remedial programs (n=4, d=0.59, 

p<0.10)) than for preventive programs (n=44, d=0.32, p<0.001). 
Stress-reducingg intervent ions revealed the largest effect sizes among 
emplo-yeess with high-control jobs. This latter finding can, however, be 
attr ibutedd to the fact that all but 1 cognitive-behavioural intervention 
andd all multimodal interventions concerned employees with such jobs. 
Onlyy relaxat ion techniques were used with employees in both types 
off  jobs (low or high in job control ); effect sizes were not significantly 
different.. For high-control employees, cognit ive-behavioral interven-
tionss (n=17, d=Q.69, p<0.001}  were significantly more effective (p<0.001) 
thann relaxation techniques (n = 9, d=0.30, p<0.001); the difference in 
effectt between cognit ive-behavioral and mult imodal intervent ions 
(n(n = 8, ^=0 .51, p<0.001) was also significant (p<0.05). The difference 
betweenn relaxation and mult i -modal interventions was marginal ly 
significantt (p<0.10). The single cognit ive-behavioral study involving 
aa populat ion with jobs classified as low in job control did not yield a 
significantt resul t .48 

Discussio n n 

Inn the present study, we quant i tat ively evaluated the effects of inter-

ventionss designed to reduce occupat ional stress. Forty-eight studies 

mett our inclusion criteria of an appropr ia te design and reliable mea-

sures.. This is a relatively large number of studies with methodologi-
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call  r igor, considering the lack of such studies in the early days of 

stresss intervention resea rch .x i 2 However, despite the considerable 

increasee in methodological ly sound studies in this field, there is a rel-

ativee lack of studies with clinically referred employees. Furthermore, 

thee few methodological ly r igorous studies that have been conducted 

withh patients have not included no-treatment control groups but have 

comparedd 2 t reatment types (e.g., Firth and Shapiro6^); as a result, 

thesee studies could not be included in our meta-analysis. 

Mostt studies were conducted with volunteer samples rather than cli-

nicallyy referred samples. Research with clinically referred samples in 

settingss where t reatment is ordinari ly provided is needed to test the 

general izabil i tyy of the results found in this meta-analysis. 

Preliminaryy support was found in the present meta-analysis: interven-

t ionss conducted with employees at high levels of baseline stress ap-

pearedd to be at least as effective as intervent ions conducted with 

employeess at low levels of baseline stress. However, only 4 studies 

involvedd part ic ipant selection in regard to high baseline stress levels. 

Fur thermore,, development of t reatments that meet the needs of clini -

callyy referred employees may generate new hypotheses and procedures 

thatt address clinical exigencies more full y and effectively. 

InIn concordance with earlier qual i tat ive reviews, the present meta-

analysiss provides reliable evidence that employees benefit from 

stress-reducingg interventions. Although small according to Cohen's 

cr i ter ia,688 a significant effect size was found across 48 studies repre-

sentingg 3736 part ic ipants. 

Inn the present study, 4 different types of stress-reducing interventions 

weree dist inguished. Three types were considered as focusing on indi-

viduals,, and I was considered as focusing on the organizat ion. The 

analysess clearly demonstrated that the former were more effective 

thann the latter. We conclude that an intervention that focuses on 

individuall  employees is the first choice in the case of employees with 

stress-telatedd complaints. The rather surprising lack of a significant 

effectt for organizat ional interventions is elaborated on subsequently. 

AA comparison between interventions that focused on individuals 

revealedd that cognitive-behavioral approaches are more effective than 

relaxationn techniques and tend to be more effective than multimodal 

programs.. The effect size found for the cognitive-behavioral interven-
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rionss was comparable to those reported in 2 recent meta-analyses on 
thee effectiveness of such interventions 1 7 and the effectiveness of stress 
inoculationn training, a specific form of cognitive-behavioral interven-
t ion.700 This supports the robustness of the present finding. 
Thee effectiveness of cognitive-behavioural interventions has also been 
shownn in comparat ive t reatment outcome studies conducted in psy-
chotherapeut icc settings (e.g., Firth and Shapiro 6 9) . This may indicate 
thatt interventions conducted by general pract i t ioners or occupat ional 
physicianss or referred by them to psychologists or psychotherapists 
shouldd be cognit ive-behavioral in nature. However, a heterogeneous 
effectt was found for cognitive-behavioral interventions, which implies 
thatt some intervent ions were very effective and others were not. 
Futuree research should be directed at predictors of t reatment effects. 
Furthermore,, a caut ionary note is necessary here because differential 
effectss in regard to outcome variables were found for the different 
interventionss that focused on individuals. 

Withh respect to outcome variables, cognitive-behavioral interventions 
appearedd to be effective in improving perceived quali ty of work life, 
enhancingg psychologic resources and responses, and reducing com-
plaints.. Mul t imodal programs showed similar effects; however, they 
appearedd to be ineffective in increasing psychologic resources and 
responses.. In terms of psychophysiologic outcomes, relaxation tech-
niquess (whether pure or embedded in a multimodal program}  appeared 
too be effective. However, the effectiveness of cognitive-behavioral pro-
gramss in the area of psychophysiologic outcomes was examined only in 
22 studies that yielded no positive outcomes. The finding that different 
interventionss resulted in different levels of effectiveness for specific 
outcomess indicates that choice of intervention for a part icular individu-
all  or group may be determined by the outcome sought. 
InIn contrast to the consensus among researchers on the content of 
intervent ions,, there was considerable diversity in the outcome vari-
abless used. As a result, some of our outcome categories were broadly 
defined.. As noted earl ier, the robustness of our findings was support-
edd by comparisons with findings from 2 more restricted meta-analy-
ses,, and the pattern of results was confirmed as well when we nar-
rowedd our outcomes (to anxiety and depression symptoms). In 1 8 
studies,, anxiety was an outcome variable. In 8 studies, the State-Trait 
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Anxietyy Inventory was used. There were no differences in effect sizes 

orr significance levels between analysis with this instrument and those 

usingg other anxiety measures. 

Regardingg cognit ive-behavioral intervent ions, we found an inverse 

relationn between number of sessions and effect size. Effect size plotted 

againstt number of sessions showed no opt imum number. The mean 

numberr of sessions for the 9 cognitive-behavioral intervention studies 

wit hh large effect sizes was 6.8; the mean number of sessions for all 

cognit ive-behaviorall  interventions was 7.6. The inverse relat ionship 

foundd cannot be at t r ibuted to a planned relat ionship between number 

off  sessions and severity of symptoms. Al l programs had a fixed num-

berr of sessions, and, because there were only 2 cognit ive-behavioral 

studiess involving part ic ipant selection on baseline values (both with 

88 sessions), there was no planned relat ionship at the program level. 

Thiss result is in accordance with the finding of Barkum and Shapiro71 

concerningg the effectiveness of brief therapeutic interventions. 

Anotherr interesting issue is that of the marginally significant effect 

off  occupat ional status on treatment outcome. Occupat ional status 

mayy be indicative of level of job cont ro l .13 Stress-reducing interven-

tionss appeared to be effective for populat ions at high levels of job 

contro l,, in contrast to populat ions at low levels. Although caution 

shouldd be exercised here because level of job control is inferred from 

occupat ionall  status, and job control can apparent ly vary extensively 

withi nn a part icular type of occupational status, e laborat ion of this 

effectt may generate new hypotheses. 

Thee difference between employees with high job control and those 

withh low job control may be at tr ibuted to the fact that all cognitive-

behaviorall  and mult imodal interventions involved the former group. 

Becausee cognit ive-behavioral interventions produced the largest 

effects,, the effect found for occupational status may be confounded. 

However,, the relatively large effect size found for cognit ive-

behaviourall  intervent ions with employees with high job control may 

alsoo be explained by the fact that employees profit most when they 

aree provided with individual coping skills in a job that allows them 

too exercise those skills. If so, these interventions may be less effective 

forr employees working in a constrained environment. Unfortunately, 

thiss hypothesis could not be tested, because only 1 study was con-
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ducredd in which the effect of a cognit ive-behavioral intervention was 
investigatedd with employees with low job contro l. 

Thee idea that, in addition to the pattern of symptoms, the type of work 
patientss do is indicative of the type of intervention that should be used 
iss in line with the recommendations of Kahn and Byosiere ''- and, more 
recently,, Kompier et al.7-*  In stress reduction programs, the type of 
interventionn used should be based on systematic identif ication of 
stresss risk factors and risk groups. Wi thout such a systematic risk 
assessment,, there wil l be no optimal fi t between intervention and in-
dividual,, which may result in the absence of an effect. However, this 
hypothesiss needs to be addressed in future research. 
Surprisingly,, no effect was found for organization-focused interven-
t ions.. This lack of effect is remarkable in that successes have been 
reportedd in (uncontrol led) evaluat ions of organization-focused inter-
ventions.7^^ A number of factors may explain this lack of effect. 
First,, with the exception of absenteeism, all outcomes were assessed 
att an individual level. The primary outcomes of organizat ional inter-
vent ionss involve aspects of the workplace. Thus, individual-level out-
comess with this kind of intervention depend on an intermediate 
effect.. Therefore, it may take time to produce measurable effects at 
thee individual level. 

Second,, organization-focused intervent ions lack an individually tai-
loredd focus. Many organization-focused programs aim at enhancing 
jobb contro l. However, individual perception and coping skills are 
necessaryy if one is to use this extra control and make it profi table. 
Supportt for this hypothesis may be found in the Jones et a l .46 study. 
Off  the organization-focused intervent ions included in our sample, 
onlyy that study incorporated training in perception and coping skills 
att an individual level. Contrary to the other organizat ional studies, 
thatt study yielded a significant effect. Although such research on the 
effectivenesss of combined intervent ions was recommended years ago 
byy Murphy,16 this area clearly remains an issue for future research. 
Thee preceding considerat ions are in opposit ion to the broadly shared 
visionn that there is a hierarchy of intervent ions in which primary 
prevent ionn should prevail over intervent ions that focus on individu-
alss in efforts to reduce work-related stress.-^12,50,74 |n 0̂\yS t n a t already 
involvee a high degree of decision lat i tude, cognit ive-behavioural in-

35 5 



CHAPTERCHAPTER 2 

tervent ionss seem to be most effective. These intervent ions, in such an 

environment,, can influence individual variat ions in perception and 

usee of coping skills. In jobs with a low degree of decision lat i tude, 

organizat ion-focusedd interventions aimed at increasing control 

potent ialss should prevail, accompanied by cognit ive-behavioural 

intervent ions.. If this strategy is not possible, interventions that focus 

onn enhancing passive coping (relaxation techniques) have a moderate 

butt proven effect. 

Thee present study aimed at investigating the evidence concerning the 

effectivenesss of stress-reducing intervent ions. As noted earl ier, sup-

portt was found for the benefits of such programs. However, a num-

berr of intr iguing issues remain to be addressed in future research. 

Amongg these issues are the evaluation of occupational stress inter-

ventionss with patients treated by occupat ional physicians or general 

pract i t ionerss and the development and control led evaluation of inter-

ventionss involving a combined individual and organizat ional focus. 

Researchh on predictors of t reatment effects (e.g., job control) wil l be 

importantt in terms of enhancing effects and processes of change. 

Insightt into the condit ions under which an intervention is most effec-

tivee may enhance the development of more effective intervention 

strategies.. We also recommend that a control led follow-up of at least 

122 weeks be part of the design of intervent ion studies. 

Finally,, we noted considerable diversity in the outcome variables 

used,, apparently rooted in conceptual ambiguity about the core 

dimensionss of stress outcomes. Research on the core dimensions of 

stresss outcomes, which wil l lead to more consensus about outcomes 

andd instruments used, is indispensable for the further development 

andd evaluation of intervent ions. 
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Abstrac t t 

Objective s s 
Too compare an innovative activating intervention with 'care as usual' (control 
group)) for the guidance of employees on sickness leave hecause of an adjust-
mentt disorder. It was hypothesised that the intervention would be more effec-
tivee than care as usual in lowering the intensity of symptoms, increasing psy-
chologicall  resources, and decreasing sickness leave durat ion. 

Method s s 
AA prospective, cluster-randomised controlled trial was carried out with patients 
(n=11 92) on first sickness leave due to an adjustment disorder. Symptom in-
tensity,, sickness duration, and return to work rates were measured at 3 months 
andd 12 months. Analyses were performed on an intention to treat hasis. 
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Result s s 
Att three months, significantly more pat ients in the intervention group had 
returnedd to work compared with the control group. At 12 months all patients 
hadd returned to work, but sickness leave was shorter in the intervention 
groupp than in the control group. The recurrence rate was lower in the inter-
ventionn group. There were no differences between the two study groups con* 
sideringg the decrease of symptoms. At baseline, symptom intensity was high-
err in the pat ients than in a normal reference populat ion, but decreased over 
t imee similarly in both groups to approximately normal levels. 

Conclusio n n 
Thee experimental intervention for adjustment disorders was successful in 
shorteningg sick leave durat ion, mainly by decreasing long-term absenteeism. 
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Introductio n n 

Sicknesss leave is generally considered as a major source of societal 
costss in the Western countr ies. With the increase in mental workload 
off  the past decades, the fraction of psychological problems related to 
occupat ionall  stress has increased rapidly. These problems are also 
reportedd in the l i terature as emotional distress or stress-related dis-
orders.. For example, the United Nat ions Internat ional Labour Orga-
n isat ion'' estimated the cost of work absence and loss of productivi ty 
att 200 bill io n dol lar a year for the US. Comparable figures have been 
reportedd for European countr ies.2 Nevertheless, littl e is known about 
thee efficacy and effectiveness of intervent ions used for patients with 
emotionall  d istress.1 '4 

Iff  emotional distress goes together with sickness leave, it concurs with 
thee DSM IV classification 'adjustment d isorder ' .5 Although adjust-
mentt disorders can be considered as minor psychiatr ic morbidi ty, 
Schröerr reported that at least 20% of pat ients with such a disorder 
doo not return to work within a year, usually leading to loss of 
employment.66 Adjustment disorders account for most psychopatholo-
gyy giving rise to inabil i ty to work in the Nether lands, whereas psy-
chiatr icc i l lnesses, such as major depression, anxiety disorders, psy-
chosess and personali ty disorders, account for only a small minority 
off  cases.7 Indeed, in the Nether lands, 33% of disabil i ty benefit pay-
mentss for chronic illness are for mental d isorders. At present, more 
thann 50% of these are stress-related disorders such as adjustment dis-
orders.. Despite the high prevalence of disabl ing adjustment disor-
ders,, there has been relatively littl e research on t reatment efficacy in 
thee occupat ional health care setting, and thus an effective treatment 
strategyy has yet to be determined. 

Inn a recent meta-analysis we found that, in a preventive context, cog-
nit ive-behaviourall  interventions were more effective than other inter-
vent ions.44 Such interventions had most effect on psychopathological 
symptomss and on psychological resources and responses (e.g. mas-
tery);; they also had a small but significant effect on perceived quality 
off  the work life. They did not appear to affect work abil i ty. 
Ass the main goal of the present study was to evaluate an intervention 
aimedd at preventing the disabling long-term consequences of adjust-
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mentt disorders, we looked for interventions effective on work abil ity 

andd sickness leave durat ion outside the tradi t ional domain of psycho-

pathology.. Positive results on these outcome measures have been re-

portedd from time cont ingent approaches a.o. in low back pain 

pat ients.8 ,99 A time contingent approach implies that activities increase 

accordingg to a pre-structured t ime-scheme. Thus, the building up is 

nott dependent on the course of symptoms. This avoids the pitfall of 

thee sequence: "I can only start doing this or that when my fatigue (or 

anyy other symptom) has diminished", with the risk of more and more 

avoidancee of activit ies and deter iorat ion of symptoms. 

Onn the basis of these findings, we developed and evaluated a new in-

terventionn for adjustment disorders, based on the principles of time 

contingencyy and cognitive behavioural t reatment. The main aim o 

thee intervention was to act ivate patients to develop and implement 

problem-solvingg strategies for daily (working) lif e problems. Problem 

solvingg activities were planned and built up in time according to a 

t ime-contingentt scheme. In the present study we use 'care as usual, as 

controll  group. The outcomes studied were: symptoms, mastery, and 

sicknesss leave durat ion. 

Methods s 

Setting Setting 

Thee present study was conducted at Royal KPN (Royal PTT Nederland). 

Att the time of the study, the (private) company comprised both Postal 

andd Telecom Services and had approximately 100,000 employees. 

Thee company had well-defined human resource policies. The in-com-

panyy occupat ional health service co-operated with company manage-

mentt in the prevention and management of health problems and 

absenteeism.. Occupat ional physicians were geographical ly spread 

overr the country and served fixed company divisions and employee 

populat ions.. In the years preceding the study, several courses had 

beenn organised for occupat ional physicians to improve the recogni-

t ion,, diagnosis, and t reatment of mental health problems. Company 

return-to-workk rates were considerably more favourable than in the 

generall  Dutch si tuat ion. Nevertheless, the occupat ional health ser-

vicee management felt the need for an occupational physician training 
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programmee aimed at a more structured and defined intervent ion on 

employeess with occupat ional stress. 

Design,Design,  selection  and randomisation  procedure 

Thee study is a cluster randomised trial with an intervention group and 
aa control (care as usual) group. Clustering was on the occupat ional 
physiciann level. Self report measures were used at baseline and at 12 
andd 52 weeks. Durat ion of sickness leave and incidence of recurrence 
weree measured over a one year period. 

Almostt all occupat ional physicians of the occupational health service 
(response:: 96%) volunteered after an invitation to part ic ipate in the 
study.. Patient randomisat ion is preferable but was not possible in 
thiss study, because of company policies. The company did not accept 
ann interference of the fixed relat ionship between pat ients and occu-
pat ionall  physicians. Therefore the physicians were randomised into 
twoo groups, seventeen occupat ional physicians were assigned to the 
interventionn group and sixteen to the control group. The mean num-
berr of patients included by the OP's was six, varying from one to 16. 
Occupat ionall  physicians were stratif ied by experience and number of 
yearss working for the company because these aspects might have 
influencee on the quali ty of contacts with management and therapists. 
Qual i tyy of these contacts may have an influence on the effectiveness 
off  the intervention. An OP was included in the study when he or she 
hadd five or more years OP experience of which at least two in service 
off  the company. 

Thee randomisation was conducted blindly by an independent research 
assistantt who assigned two groups of occupational physicians (expe-
riencedd and not experienced) to the two study groups. 
Al ll  occupational physicians were instructed on how to inform patients 
aboutt the study. Informed consent was obtained after pat ients had 
receivedd information about the primary purpose of the tr ia l. Both 
occupat ionall  health strategies were presented in a global way and as 
equallyy effective to the part ic ipants. Patients were not aware of 
whichh treatment they received. Patients were asked to fil l in ques-
t ionnairess at baseline, three months, and 12 months. Patients were 
includedd from May 1995 to July 1996. 
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Subjects Subjects 

Al ll  employees who were two weeks on sick leave were referred to their 

occupat ionall  physician. To be included, pat ients had to be on their 

firstt sickness leave because of an adjustment disorder. A checklist 

wit hh inclusion and exclusion criteria was used. The checklist was 

construedd in such a way that all included pat ients met the DSM IV 

criteriaa for adjustment disorder. For inclusion, there had to be a 

recentt (<3 months) identifiable psychosocial stressor similar to that 

definedd in the DSM IV 5 and the pat ient had to have at least eight out 

off  17 distress symptoms representing the main symptom categories of 

thee DSM IV adjustment disorder. 5 Patients were excluded if one of 

thee DSM IV exclusion criteria for an adjustment disorder held (e.g. 

thee patient had a depression), 5 if there had been a period of guidance 

forr an adjustment disorder in the preceding year, if there was physi-

call  comorbidi ty that could have an effect on absenteeism, if commu-

nicationn in Dutch was not possible, if the pat ient was pregnant or 

hadd a recent delivery {<6 months), and if employment at KPN would 

terminatee within 6 months. 

Patientss who met the inclusion criteria and filled in the baseline 

quest ionnairee entered the trial according to the t reatment group their 

occupat ionall  physician was assigned to. 

Treatment Treatment 

Interventio n n 

Thee importance of an early start of the intervention aimed at acquisi-

tionn of coping skills and at regaining control was emphasised to the 

occupat ionall  physicians in the intervention group. The intervention 

comprisedd a graded activity approach and was based on a three-stage 

model,, resembling stress inoculation t ra in ing,1 0'11 a highly effective 

formm of cognitive behavioural t reatment .12 In the first stage, there 

wass emphasis on information: understanding the origin and cause of 

thee loss of contro l. Patients were also st imulated to do more non-

demandingg daily activit ies. In the second stage, pat ients were asked 

too draw up an inventory of stressors and to develop problem-solving 

strategiess for these causes of stress.11 In the third stage, pat ients put 

thesee problem-solving strategies into practice and extend their activi-

tiess to include more demanding ones. The patients1 own responsibi l i-
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tyy and active role in the recovery process was emphasised. 
Occupat ionall  physicians in the intervention group underwent a 3-day 
trainingg course given by an experienced occupat ional physician/psy-
chologist,, a psychologist / therapist, an experienced general pract i-
t ioner/researcherr on emotional distress, and a psychiatr ist. They 
weree trained in mult iple cognit ive-behavioural, prescript ive interven-
tionss to st imulate the pat ients' acquisit ion of problem solving skil ls, 
andd to structure the pat ients' daily activit ies. The occupat ional phy-
sicianss were free to choose the specific tools they used in each phase 
off  the process. Specified and prescribed in a protocol were aspects 
concerningg the procedure of the intervention: the OP's had to plan 
fourr or five consults in the first six weeks of sickness leave with a total 
lengthh over these sessions of at least 90 minutes. Al l sessions were 
basedd on an individual doctor-pat ient consultat ion with the OP. At 
leastt three contacts with company management were prescribed in the 
firstfirst three months. For the intervention group at least one session was 
prescribedd after work resumption, focussed on relapse prevention. 
Too increase t reatment integri ty, the use of tools was supervised by 
thosee responsible for the training. The occupat ional physicians filled 
inn forms to record their activit ies. 

Caree as usua l 
Theree was neither a professional nor a company guideline for the care 

off  patients with adjustment disorders. As there have been several 

coursess on mental health problems in the preceding years there was a 

sharedd concept of diagnosis and guidance. The occupat ional physi-

cianss in this group were aware of the three-stage model, but most had 

nott been trained in its use and did not structure their guidance 

accordingg to it . In general, 'usual' care was based on empathie coun-

selling,, instruct ion about stress, life-style advice, and discussion of 

workk problems with the pat ient and company management. 

Occupationall  physicians in this group received no training in guid-

ance.. However, they received a three hour session on the use of the 

inclusionn and exclusion criteria and on how to record their guidance 

activitiess relevant for this study. 
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MeasuresMeasures  and time  scheme 

Informationn about sociodemographic character ist ics, quality of work 

life,, and coping style were obtained from the baseline quest ionnaire. 

Consistentt with the meta-analysis4 and with our main goal, we 

assessedd symptoms, 'mastery' to cover 'psychological resources and 

responses',, and absenteeism at baseline, 3 months and 12 months. Al l 

self-reportt measures used had Cronbach a lpha's higher than the 0.70 

cri terionn formulated by Nunna ly . '4 

Thee baseline questionnaire was given at the end of the first consult to 

thee patients by their OP with a reply envelope for the independent 

researchh institute where the data were administered. Reminders and the 

threee and twelve month questionnaires were sent from the research insti-

tutee to the patients. Research assistants who administered the question-

nairess had no knowledge of to which study group responders belonged. 

Baselinee measures 

TheThe Dutch Work and Health Questionnaire (DWHQ) 

Thiss validated quest ionnai re15 assesses the appraisal of employees of 
thee quality of their work and health. It consists of eight scales assess-
ingg work appreciat ion and stressors and two scales on health. We 
usedd the eight scales on work (32 items) for a combined total score of 
quali tyy of work life. The two scales on health were omitted because 
off  redundancy with other measures. 

UtrechtUtrecht Coping List (UCL) 

Thiss validated 47-item inventory,1 6'17 subdivided in seven scales, 
measuress coping from a disposit ional point of view, conceptual ising 
copingg as a personal i ty character ist ic. A 4-point Likert scale is used 
forr each item. We used the total score to assess overall coping skills. 
Inn addit ion, we applied the 'active problem solving' scale as acquisi-
tionn of coping skil ls, especially active coping skil ls, was an important 
goall  of the intervent ion. 

Outcomee measures 

Four-DimensionalFour-Dimensional Symptom Questionnaire 

Thee Four-Dimensional Symptom Quest ionnaire (4DSQ)18 was devel-

opedd to assess psychopathology among patients at tending general 
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pract i t ioners.. The questionnaire comprises 50 items divided over four 

scaless measuring distress, depression, anxiety, and physical symptoms. 

Thee 4DSQ was developed and val idated for primary health care 

pat ientss with adjustment d isorders.19 

SymptomSymptom Checklist-90 items (SCL-90) 

Thee SCL-9020'21 is a validated measure for psychopathological screen-
ingg and useful for evaluation of t reatment effects. The Dutch version, 
developedd by Arrindell and Et tema,2 2'23 has a factorial structure 
closelyy related to the original instrument by Derogat is .20 To reduce 
thee number of analyses the total score was used. 

MasteryMastery Scale 

Thiss scale assesses the extent to which a person regards lif e changes as 
beingg under his or her control in contrast to being ruled by fate.24 The 
scalee consists of seven items, with a 5-point Likert scale for each item. 

Absenteeism Absenteeism 

Timee to part ial and to full return to work, durat ion of sickness leave, 
timee to recurrence, incidence of recurrence in the year following full 
returnn to work, and prevalence rate of return to work at 3 and 12 
monthss were used as effect parameters for absence from work. Time 
too return to work was defined as the period between the onset of 
sicknesss leave and first return to work, which was most of the time 
part ial.. Time to full return to work was defined as the period between 
thee onset of sickness leave and full return to work. Durat ion of sick-
nesss leave was defined as the number of days lost until full return to 
workk with a correction for part ial re turn. Time to recurrence was 
definedd as the period between the moment of full return to work and 
recurrencee of sick leave for any reason, and the incidence of recur-
rencee as the number of recurrences in a period of twelve months from 
fulll  return to work. Absenteeism data were obtained from the compa-
ny'ss computerised record system and were collected until 1 year after 
ful ll  return to work, with a maximum of 2 years after study entry. 
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StatisticalStatistical analysis 

Thee dara in our study have a hierarchical, multilevel structure: OP's 

weree randomised and trained for a guidance strategy that should 

showw its effect on outcome (dependent) variables on the pat ients' lev-

el.. Because of this, outcomes on the pat ients' level might be influenced 

byy characteristics at the OP level and therefore be correlated at this 

level.25'266 This may lead to an overestimation of significance when 

dataa are analysed on the individual level. With multilevel analysis data 

cann be analysed in such a way that is accounted for the 'hierarchical" 

structuree of the data. We therefore conducted multilevel analyses 

wheree possible, i.e. on the self report-data on three and twelve months. 

Thee assumption of these techniques is that outcome variables are nor-

mallyy distr ibuted. The outcome variables depression and anxiety are 

nott normally distr ibuted. However, because we corrected for baseline 

valuess the analyses actually deal with the changes in those variables. 

Thee changes are approximately normally distr ibuted, i.e. the residuals 

off  the analyses performed were approximately normally distr ibuted. 

Withh respect to the absenteeism data we encountered two problems. 

First,, there are not yet techniques with a proven reliability in which 

survivall  analyses can be conducted in a multilevel structure. Survival 

analysess are considered as techniques of first choice for the analysis 

off  absenteeism data. Secondly, methods for analysing binary (dicho-

tomous)) outcome data on cluster level are not as well established as 

methodss for analysing cont inuous outcome data .27 These data cannot 

bee analysed reliably in a multilevel s t ructure. The simplest approach 

too analyse binary data from a cluster randomisat ion trial is to obtain 

aa single summary score for each cluster. Then the analyses can be 

conductedd at the same level as the random assignment using standard 

statist icall  procedures.27 We conducted the survival analyses on clus-

terr level too because of methodological r igour. We used the means 

forr each cluster for these cluster level survival {tim e to event) analy-

ses.. In these analyses cluster size was introduced as weighting factor. 

Ass the point of inference in our study is so clearly on the individual 

levell  we also present outcomes of analyses on the individual level. 

Analysess of variance (ANOVA ) were conducted to check for system-

aticc differences between included and excluded patients and between 

completerss and drop outs during the study for intervention and con-
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troll  group. When significant differences were found in the baseline 
variabless between intervention and control group, those variables 
weree introduced as covariates in the analyses. 

Kaplan-Meierr survival analyses and Cox's propor t ional hazards re-
gressionn analyses were used to analyse the absenteeism data. As ter-
minall  events in separate analyses were used: ' t ime to return to work1, 
' t imee to full return to work ', and 'time to recurrence'. Kaplan-Meier 
analysess were used to obtain means, medians and confidence inter-
vals.. The statistical testing of significance was conducted with Cox 
regressionn analyses. These mult ivariate analyses made it possible to 
introducee significant differences in the baseline variables between 
interventionn and control groups as covariates in the analyses. 
Mann-Whitneyy U tests were conduced to analyse the rate of part ial 
andd of full return after 3 months and the incidence of recurrence in 
thee year following full return to work. 

Multi levell  analyses were done with MLwi N version 1.02.0002. The 
remainderr analyses were done with SPSS, version 9.0 (SPSS Inc., 
Il l inois ,, USA). 

Results s 

Subjects Subjects 

Twoo hundred thirty-eight patients were eligible for the study because 
theyy had one or more symptoms of emotional distress. Six refused to par-
ticipatee in the study and 40 met the exclusion criteria. Thus 192 patients 
mett the inclusion criteria and gave their informed consent. Of these, 1 53 
(79%)) responded to the second questionnaire at 3 months. 117 (61%) 
patientss responded to the 12 months questionnaire. This implies a 
dropoutt percentage of 39% by 12 months for the self-report analyses. 
Absenteeismm analyses could be performed for all included patients (192). 

ComparisonComparison  of  pre-test  scores,  randomisation 

Onee hundred and nine patients comprised the intervention group and 

833 the control group. There were no significant differences between the 

twoo groups in symptoms reported on the checklist for in- or exclusion. 

Analysiss of sociodemographic measures showed that the patients in 

thee intervention group were significantly younger than their counter-
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informedd consent (n = 192) 

Allocatedd to activating 
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absenteeismm data (N = 17; 
n=109) ) 

| | 
Lostt to 3 months 
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completers;; n=25) 

Analysedd on self-report 
dataa 3 months (n=85, 
RR=77;; N = 16) 

I I 
Lostt to 12 months 
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completers;; n=10) 

I I 
Analysedd on self-report 
dataa 12 months (n=66, 
RR=60;; N = 6) ) 
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Analysedd on 
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questionnairee {non-
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RR=6" " ̂ ^ == -5) ) 

Tablee 3.1 

Tablee 3.2 
Tablee 3.3 

Tablee 3.4 

Tablee 3.5 

nn = number of patients 
NN = number of occupational physicians 
RRR = overall response rate 

Figuree 3.1 . Flow diagramme of subject progress 

partss in the control group, and that they worked more hours a week 

(bothh ƒ?<().05). Therefore, we introduced 'age? and 'hours of appoint-

ment'' as covariates in the analyses. The baseline character ist ics of 

thee two groups are shown in Table 3.1. At baseline, the two groups 
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Tabl ee 3.1. Baseline characteristics of intervention and control group. 

NN tota l = 192 

Interventio nn grou p Contro l 
(nn = 109) grou p (n=83 

PatientPatient  characteristics 

gender,, % male 
age,, mean (s.d,) 
marriedd state: % married 

%% unmarried 
%% divorced 

highestt level of education 
%% elementary 
%% secondary 
%% higher 
%% other 

66 6 
39 9 
62 2 
27 7 
11 1 

7 7 
70 0 
12 2 
11 1 

{8.0) ) 
59 9 
42 2 

67 7 
22 2 

11 1 

17 7 
66 6 
4 4 

13 3 

(8.8) ) 

p p 
valu e e 

0.28 8 
0.02 2 
0.56 6 

0.27 7 

WorkWork  related  characteristics 

yearss of service at Royal PTT Nederland 
%% > 10 years 62 

inn present job, % > 5 years 41 
%% managerial position 18 
hourss of appointment, mean (s.d.) 36 
qualityy of work life (DWHQ), mean (s.d.) 1.42 

Coping/control Coping/control 

activee problem solving (UCL), mean (s.d.) 2.41 
totall coping (UCL), mean (s.d.) 2.13 

(9.34) ) 
(0.19) ) 

(0.46) ) 
(0.25) ) 

76 6 

51 1 
12 2 
322 (11.8) 

1.388 (0.21) 

2.311 (0.53) 
2.111 (0.26) 

0.15 5 
0.35 5 
0.28 8 
0.01 1 
0.24 4 

0.18 8 
0.71 1 

Absenteeism Absenteeism 

No.. of spells in previous year, mean (s.d.) 2.2 2 (1.9) ) 2.33 (1.6) 0.66 6 

didd not differ significantly on the outcome measures (4DSQ, SCL-90 

totall  score and Mastery). 

Comparedd with a psychiatric outpat ients reference populat ion both 

groupss scored below average on psychopathology (SCL-90 tota l ), 

correspondingg to a more healthy status. Compared with a healthy 

referencee populat ion, both groups scored above the 80t h percenti le. 
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Wee used reference values provided in the Dutch SCL-90 manua l21 

converredd to a populat ion with 6 9% males and 3 1% females. 

DropoutDropout  analysis 

Analysiss between completers on three months (n = '153) and dropouts 

afterr inclusion (n=40) revealed that completers were older (41 vs. 37 

yearss {mean age}, p<0.05), worked more hours per week (mean of 36 

vs.. mean of 30 hours, p<0.05}, and had a lower mean SCL-90 total 

scoree (181 vs. 200, p<0.05). There was no significant interaction 

wit hh type of intervent ion. 

Analysiss between completers on twelve months {n -117) and dropouts 

afterr inclusion (n=76) revealed that there were more males among 

completerss (68% vs. 54%, p<0.05), that they worked more hours per 

weekk (mean of 36 vs. mean of 32 hours, /?<0.05), and had a lower 

incidencee of absenteeism periods in the year before the onset of this 

periodd (2.0 vs. 2.7 (mean no. of spells), p<0.05). There was no signif-

icantt interact ion with type of intervent ion. 

Wee finally conducted an analysis between completers on twelve months 

(n=ll  1 7) and dropouts since the three months assessment (n =36): 

Theree was only one significant difference: completers had a lower 

incidencee of absenteeism periods in the year before the onset of this 

periodd (2.0 vs. 2.7jmean no. of spells}, p<0.05}. This difference was 

biggerr for the intervention group {1.8 vs. 3.0 periods of absenteeism) 

thann for the control group (2.1 vs. 2,3 absenteeism periods}. 

Intervention Intervention 

Totall  contact durat ion was about 25 minutes longer in the interven-
tionn group compared with the control group over ca. 5 consul tat ions 
forr both groups, a significant difference. 93% of the OP's in the 
interventionn group applied at least one specific tool versus 2 0% of 
thee OP's in the control group. 

TreatmentTreatment  outcomes 

Absenteeism m 
ClusterCluster level analyses 

Thee percentage of employees who returned to work within 3 months 

wass significantly higher in the intervention group. For full return to 
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98% % 
79% % 
100% % 

87% % 
64% % 
11 00% 

0.01 1 
0.08 8 

--

Tabl ee 3.2. Cluster level analuses (OP-level; n = 33) in intervention and con-

troll group 

NN tota l = 33 

Interv .. grou p Contro l grou p p 
(NN = 17) (N = 16) valu e 

ReturnReturn  to  work  rates 

%% return to work (partial or full) at three months 
%% full return to work at three months 
%% full return to work at twelve months 

TimeTime  to  (full)  return  to  work  (days) 

mediann time to return to work (95% CI) 37 (32 to 42) 51 (35 to 67) ~| 
meann time to return to work (95% CI) 36 (31 to 40) 53 (44 to 62) J 
mediann time to full return to work (95% CI) 60 (52 to 67) 83 (79 to 88) "I 
meann time to full return to work (95% CI) 67 (51 to 83) 94 (71 to 117)J 

DurationDuration  of  sickness  teave (days) 

mediann duration of sickness leave (95% CI) 46 (41 to 51} 67 (40 to 94) 0.02 
meann duration of sickness leave (95% CI) 49 (40 to 58) 73 (55 to 92) 

Recurrence e 

meann incidence (no. of spells) of recurrence in 
aa one year period after full return to work 1.9 2.2 0.26 
mediann time to recurrence leave (95% CI) 181 (156 to 206) 162 (148 to 177)~| 
meann time to recurrence leave (95% CI) 187 (158 to 216) 179 (156 to 202) J 

0.54 4 

Timee to return to work: period between onset of sickness leave and first return to work, (most of the 
timee partial). 
Timee to full return to work: period between onset of sickness leave and full return to work. 
Durationn of sickness leave: number of days lost until full return to work with a correction for partial return. 
Timee to recurrence: period between full return to work and recurrence of sick leave for any reason. 
Incidencee of recurrence: number of recurrences in a period till twelve months from full return to work 
p-va!uee from multivariate (Cox) analyses with cluster size as weighting factor 

workk the difference was marginally significant (see Table 3.2). 

Timee to return to work and durat ion of sickness leave were signifi-

cantlyy shorter for the intervent ion group (p<0.05); for t ime to full 

returnn to work the difference was not significant (p = Q.10){Table 3.2, 
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Tabl ee 3.3. Patient level analyses (n = 192) on absenteeism in intervention and 

controll group 

nn tota l = 192 

Interv .. grou p Contro l grou p p 
<nn = 109) (n=B3 ) valu e 

ReturnReturn  to  work  rates 

%% return to work {partial or full) at three months 
%% full return to work at three months 
%% full return to work at twelve months 

TimeTime  to  (full)  return  to  work  (days) 

mediann time to return to work {95% CI) 33 (29 to 37) 38 (30 to 46) 

97% % 

76% % 

100% % 

86% % 

63% % 

100% % 

0.00 0 
0.02 2 

--

0.00 0 
meann time to return to work (95% CI) 36 (32 to 40) 53 (43 to 62) 
mediann time to full return to work (95% CI) 47 (41 to 53) 63 (43 to 83) "I Q Q3 

meann time to full return to work (95% CI) 69 (58 to 80) 91 (75 to 107) J 

DurationDuration  of  sickness  leave (days) 

mediann duration of sickness leave (95% CI) 41 (35 to 46) 50 (44 to 56) "I QQQ 

meann duration of sickness leave (95% CI) 49 (43 to 55) 70 (58 to 82) J 

Recurrence e 

meann incidence {no. of spells) of recurrence in a 
onee year period after full return to work 1.8 2.3 0.02 
mediann time to recurrence leave {95% CI) 186 (143 to 229) 170 (121 to 219) "I 2 4 

meann time to recurrence leave (95% CI) 194 (174 to 213) 173 (152 to 195) J 

Timee to return to work: period between onset of sickness leave and first return to work, (most of the 

timee partial). 
Timee to full return to work: period between onset of sickness leave and full return to work. 
Durationn of sickness leave: number of days lost until full return to work with a correction for partial return. 
Timee to recurrence: period between full return to work and recurrence of sick leave lor any reason. 
Incidencee of recurrence: number of recurrences in a period till twelve months from full return to work 
p-valuee from multivariate (Cox) analyses with age and hours of appointment as covariates 

Thee rate ratios were 4.80 (95% confidence interval of 1.91 to 12.02 ) 

forr time to return to work, 1.81 (95% confidence interval of 0.89 to 

3.65)3.65) for time to full return to work and 2.39 (95% confidence inter-

vall  of 1.15 to 4.95) for durat ion of sickness leave. 
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Interventionn gr< 

Controll group 

500 100 150 200 250 

Timee since onset of sickness leave (days) 

Figur ee 3.2. Cumulative probability of not returning to wor k since onset of sick-
nesss leave in intervention (n=109) and control (n = 83) group. 

PatientPatient level analyses 

Thee percentage of employees who returned to work within 3 months 
wass significantly higher in the intervention group (see Table 3.3). 
Thiss counted for full return to work too. 

Timee to return to work, time to full return to work, and durat ion of 
sicknesss leave were significantly shorter for the intervention group 
ifx.05);ifx.05); means and medians are shown in Table 3.3. The rate rat ios 
weree 1.61 (95% confidence interval of 1.18 to 2.19 ) for time to return 
too work, 1.41 (95% confidence interval of 1.04 to 1.92) for time to 
fulll  return to work, taken into account as covariates: age and hours 
off  appointment. Al l pat ients, irrespective of t reatment group, had 
returnedd to work within 12 months. Figure 3.2 reveals that the inter-
ventionn predominantly shows effect from about six weeks onwards. 
Thee mean incidence of recurrence in the 1-year period was lower for 
thee intervention group (p = 0.02). There was a non significant differ-
encee of 20 davs in mean time to recurrence. 
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SeSe If-report 

Patientss improved significantly on all outcomes within the first 3 months 

inn both groups. However, there were no significant differences between 

thee two groups (see Table 3.4). At 3 months both groups had lower 

SCL-900 scores than a psychiatric outpat ient group, but the scores 

weree higher than the healthy reference group. 

Almostt all outcomes improved further in the period between 3 and 12 

months,, though less impressively than in the first 3 months. There 

weree no significant t reatment effects (see Tables 3.4 and 3.5). For 

bothh groups at 12 months the SCL total score was still higher than the 

scoree for the healthy SCL-90 reference populat ion. 

Discussion n 

Too our knowledge, the present study is the first control led study eva-

luatingg the effectiveness of an intervention for adjustment disorders 

withh occupat ional dysfunctioning. Clearly evidence-based practice 

hass yet to be introduced to this extensive field of mild but not always 

harmlesss disorders. The main aim of our intervention was to activate 

patientss to develop and implement problem-solving strategies for daily 

(working)) lif e problems. The intervention was structured in a three-

stagee approach based on a time contingency and graded activity 

approach.. However, occupational physicians were free to draw up a 

guidancee plan in consultat ion with the patient. The combinat ion of a 

gradedd activity and a cognitive-behavioural problem solving approach 

inn a structured but not protocolled intervention is a new approach. 

Wee found the intervention to be effective on work abil ity at 3 months 

andd on sickness leave durat ion, as hypothesised. This is consistent 

withh the outcomes of graded activity programmes that report effects 

onn work ability and sickness leave.8 ,9 The size of the effects was com-

parable:: a reduction of 25-30% in the durat ion of absenteeism com-

paredd with that of 'care as usual. As 'care as usual' in this specific 

si tuationn was already rather effective, this should be interpreted as a 

t reatmentt versus t reatment result, more than as a t reatment versus 

controll  result. Moreover, about 20% of the OP's in the control group 

recordedd the use of specific tools that were part of the intervention 

method.. The effectiveness of 'care as usual' is also reflected by the 
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findingg that all pat ients, irrespective of their t reatment group, had 
full yy returned to work by 12 months. This is in sharp contrast with 
thee outcome of the study by Schröer mentioned in the Introduct ion é 

andd underl ines the favourable return- to-work rates of the company 
wheree the intervention took place. Results indicate that the interven-
t ionn predominantly shortened long-term absenteeism from about six 
weeks,, as reflected in Figure 3.1. The difference in recurrence rate, 
thoughh not significant in the occupat ional physician based analysis, 
suggestss a lasting effect of the intervent ion. Both groups showed sub-
stantiall  improvements in symptoms and mastery, but there was no dif-
ferencee between the two groups. 

Mostt interesting is that the study groups differ significantly in effective-
nesss regarding absenteeism-related outcomes but nor regarding symp-
tomm reduction. Apparently there is littl e correlation between symptoms 
andd absenteeism. There are a number of possible interpretations. 
First,, it could be stated that pat ients in the intervention group impro-
vedd on symptoms as much as pat ients in the control group notwi th-
standingg the fact that they were exposed to demanding activities and 
returnedd to work earlier. One could have expected that an earlier expo-
suree to demanding activities would have an unfavourable effect on 
symptomm reduction. Especially at the three months assessment there was 
aa clear difference between both groups in return rates. Unfortunately, 
inn our data we could not check the assumption that return to work 
wouldd have a temporary negative effect on symptom improvement. 
Secondly,, the consistent change found in pr imary care patients 
betweenn severity of psychiatric illness (depression and anxiety) and 
sociall  disability25*  might not count for the diagnosis 'adjustment dis-
order ' .299 Thus, the more severe a psychiatr ic disorder the more 
improvementt of psychiatric symptoms is needed before there is an 
effectt at disabil ity level. Adjustment disorders, defined more in terms 
off  social dysfunctioning than in terms of symptoms, represent the 
conceptt of illness more than that of disease and can be regarded as a 
lesss severe health condit ion. 

Anotherr interpretat ion is that the graded activity component of our 
interventionn was especially effective, leading to a faster building up 
off  activi t ies. That the cognitive component did not have the expected 
resultss on symptom reduction might be because this component was 
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nott dist inguishing from the cognitive elements of 'care as usual ', 

suchh as instruct ion. This is consistent with two British studies in 

whichh experimental interventions failed to have a significantly differ-

entt effect from rout ine care.-5'50 In the Scott and Freeman study,50 

onee of the interventions was cognit ive-behavioural therapy. It is not 

consistentt with the findings of the meta-analysis of preventive inter-

ventionss mentioned in the in t roduct ion4. In this meta-analysis, cogni-

t ive-behaviourall  interventions had moderate effects on symptom lev-

elss and psychological resources and responses. However, only studies 

withh a non-treatment control group were included in this meta-analysis. 

Finally,, the absence of a symptom effect may be due to the way we 

obtainedd our baseline data. The baseline quest ionnaire was given to 

thee patients at the end of their first visit ( intake). As company man-

agementt had stipulated that the experiment should not cause any 

delay,, t reatment, either the intervent ion or care as usual, started at 

thiss first consul tat ion. In addi t ion, the importance of early t reatment 

too reduce anxiety that could impair active coping by the patient was 

emphasisedd in the intervention protocol. As patients sometimes had 

too be reminded about the quest ionnaire at the second or even third 

consul tat ion,, there might have been some confounding by early t reat-

mentt effects. In fact pat ients of the intervention group had more 

favourablee baseline values on the 4DSQ, SCL 90 (especially on anxi-

ety)) and on mastery compared with the control group. 

Wee found some differences between completers and dropouts during 

thee study but these differences counted equally for both study groups 

andd did not seem to be a serious threat for the internal validity. 

Betweenn the three months populat ion and dropouts towards twelve 

monthss we found only one difference between the study groups indi-

catingg a potent ial selective dropout on this point. However, the 

interestingg results of our study are focussed on the absenteeism data, 

wit hh ' intent ion to t reat' analyses on the whole study group wi thout 

dropouts.. These results are not threatened by the potential selectivity 

off  dropout between three and twelve months. 

Thee single blind study design meant that bias could have been intro-

ducedd because occupat ional physicians knew which treatment they 

provided.. Occupat ional physicians in the intervention group might 

havee had higher expectat ions of the quali ty of their guidance, and 
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thiss could have influenced their effectiveness. We tried to avoid this 
byy presenting the study as an evaluation of two equivalent strategies, 
thee one being more structured than the other. Because the physicians 
weree aware that the company had favourable sickness leave data com-
paredd with other companies, they knew that their 'usual' care was 
ratherr adequate and they were proud of that. This way of presenting 
thee study as an evaluation of two equivalent approaches was made 
moree plausible by the initial reluctance of the company to approve the 
study,, out of concern that the intervention might be less effective than 
usuall  care. There was awareness of the fact that psychological inter-
ventionss are not always effective and sometimes even harmful.^! 

Anotherr l imitation of our study was that random al locat ion on the 
patientt level was not possible because this was unacceptable to the 
company.. We randomly al located occupational physicians to the 
interventionn and the control group but this hierarchical design may 
introducee a selection bias. Subject selection can occur either when 
individualss are in the posit ion to make a choice on the group level or 
ass the group members share certain characterist ics (i.e. which causes 
observationss to be correlated within a group}. An example of the first 
iss as in a trial randomising medical practices, character ist ics of 
patientss could be related to i.e. sex or age differences among pract i-
t ioners.. An example of the second is as in a trial randomising fami-
lies,, family members share certain characterist ics. The first pheno-
menonn does not count in our study because there was no free choice 
off  occupational physician. With respect to the second phenomenon it 
iss not plausible that there should be a strong relat ion among patients 
off  an OP. There was a relation between the OP and the geographical 
areaa patients worked in, but those areas were quite extended and the 
areaa where patients lived in was even larger. Moreover the areas OP's 
workedd in were over lapping. Sometimes there was a close work rela-
tionn between the OP and the company division one worked in. But 
mostt OP's had many quite different divisions they worked for. There-
fore,, strong intraclass correlat ion due to selection, threatening the 
internall  validity of the study, is not probable. Nevertheless, we found 
somee differences between the groups on baseline outcomes. We intro-
ducedd these variables as covariates in our analyses in order to correct 
forr possible bias. 
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Anotherr potential drawback related to the hierarchical structure of our 

data,, is that multilevel analyses, taking into account the variance on 

alll  levels, were not possible on the absenteeism data. This leaves the 

choicee between two less perfect strategies: analyses on either the clus-

terr level or the pat ient level. Because of the methodological r igour of 

experimentall  design that assumes that the experimental unit which is 

randomisedd is also the unit of ana l ys i s ,u we primari ly analysed on 

thee cluster level. This may have led to an underest imat ion of the sig-

nificancee of effects. As the point of inference in our study was so 

clearlyy on the individual level we also presented outcomes of analyses 

onn the individual level, which might have led to an underest imation 

off  p-values and an overest imation of the significance of effect as dis-

cussedd in the methods section. 

Becausee of an effective 'care as usual ', there was a relative lack of 

contrastt between the control and intervention groups. It would be 

interestingg to repeat the study in a si tuat ion with more contrast 

betweenn the intervention and the control groups. Patient-based ran-

domisat ionn and assessment of the baseline measures before the actual 

startt of the intervention would correct for the imperfections in our 

study.. Separate trials to evaluate the different parts of our interven-

tionn (i.e. graded activity and a cognitive behavioural intervention) 

wouldd provide more insight into the effectiveness of these compo-

nents,, apart and in interact ion. It would be worthwhi le to evaluate 

thee effect of a more strict t reatment protocol. It would also be valu-

ablee to test the intervention in other settings e.g. general practice and 

appliedd by other professionals. Indeed, an (uncontrol led) study with 

aa more-or-less comparable intervention by general pract i t ioners 

yieldedd favourable outcomes for work abi l i ty .33 

Wee conclude that our intervention for adjustment disorders was suc-

cessfull  in shortening sick leave durat ion, mainly by shortening long-

termm absenteeism. This result is considered important not only 

becausee of the incidence of adjustment disorders but also because of 

thee serious consequences they can have. Although symptoms may be 

self-l imiting,, sickness leave can have a prolonged course and lead to 

permanentt occupat ional disabil ity and high work disabil i ty insurance 

costs.. Our intervention appears to be successful in reducing the nega-

tivee consequences of occupational dysfunctioning, and is as such a 
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promisingg contr ibut ion to the prevention of chronic occupational 
disabil i tyy due to adjustment disorders. As the intervention was tested 
inn a large company with a great variety of jobs, the results may be 
appl icablee to broad sections of the working populat ion. We recom-
mendd the intervention as an option for the t reatment of adjustment 
disorderss with occupational dysfunctioning. 
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Abstrac t t 

Objective s s 
Too determine prognostic factors tor prolonged disability among employees who 
reportedd themselves sick and who were diagnosed with an adjustment disorder. 
Too identify factors that determine the response to an activating intervention. 

Method s s 

AA '12-month study involving 192 patients newly diagnosed with an adjust-
mentt disorder was carried out. Univariate analyses were performed to select 
relevantt factors (p<0.20) for Cox regression analyses and logistic regression 
analysis.. The focus was on identifying prognost ic factors for 1) time to 
returnn to work (first step in rehabi l i tat ion, partial or full ) 2) time to full 
returnn to work, and 3) partial or full return to work after 3 months. 
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Results: : 
Inn the total group, the activating intervention proved to be a strong predictor 
off  successful return to work. Younger age, low education level and low level 
off  somatisat ion were significant predictors of time to full return to work. In 
thee intervention group, a low level of educat ion and a low level of obsessive-
compulsivee behaviour were predictive of a faster full return to work. 
Predictorss of time to (partial) return to work in the intervention group were 
youngg age, male sex, low level of educat ion, low positive social contacts, and 
aa high level of social functioning in pr ivate life. 

Conclusions: : 
Thee activating intervention itself was the most powerful predictor of a favourable 
rehabi l i tat ionn and return to work. The predictive factors for the intervent ion 
groupp were specific, especially for time to (partial) return to work. Unexpectedly, 
aa tow level of education and low positive social contacts were predictors of a 
fasterr return to employment, in contrast with findings in the literature. 

72 2 



PrognosticPrognostic factors for prolonged disability 

Introductio n n 

Productivityy loss and costs of absenteeism due to work stress are major 
concernss in Western countr ies.' In Britain, it is estimated that 40 mil-
lionn workdays are lost annual ly due to mental and emotional prob-
lems.22 In the USA, the United Nations International Labour Organi-
sationn estimated the cost of work absence and loss of product ivi ty at 
2000 billio n dol lars a year .̂ 

Fromm a diagnostic point of view, employees on sick leave due to work 
stresss may be considered as suffering from an adjustment disorder, 
definedd as an inappropr iate reaction to an identif iable stressor with-
inn 3 months of experiencing the stressor.4 These react ions are charac-
terisedd by depressive symptoms, anxiety, and/or inappropr iate beha-
viour.. Stressors may be related to work or family life. Although 
generallyy considered as minor psychiatry, adjustment disorders may 
havee extensive disabl ing consequences. A study among Dutch work-
erss showed that more than 20 per cent of employees who were on 
sicknesss leave for 4 weeks for an adjustment disorder developed 
chronicc occupat ional disabil i ty: more than 52 weeks sickness leave 
wit hh a poor prognosis for return to work.5 '6 

Despitee the high prevalence and high societal costs of adjustment dis-
orders,, there has been littl e research of t reatment outcomes among 
patientss on sick leave.7 Recently, a first study in this specific field 
showedd that an act ivat ing, structured occupat ional health care inter-
ventionn was effective in reducing sickness leave in pat ients with an 
adjustmentt disorder.**  Besides treatment outcome research, it is also 
importantt to identify prognost ic factors for prolonged disabil i ty. 
Thiss type of research may make it possible to match pat ients and the 
typee of t reatment provided. Because an activating intervention may 
takee longer than care as usual, research of prognost ic factors may 
contr ibutee to a more efficient and effective deployment of health care 
personnell  and means. For instance, such interventions may be allo-
catedd to those patients with an increased risk of prolonged disabil i ty 
inn whom the intervention has a fair chance of success. 
Too our knowledge, no studies of prognostic factors for recovery and 
workk resumption among pat ients with adjustment disorders have 
beenn performed. Therefore, we could not rely on the l i terature for 
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indicationss about which factors should be included in our study. To 

gainn some idea of which prognostic factors may be of importance, we 

broadenedd our search for predictive factors to include the following 

relatedd concepts: 

1.. psychopathological symptomatology, especially depressive symp-

tomss and anxiety which, among others, are part of the symptoma-

tologyy of adjustment disorders; 

2.. disabil ity in general; and 

3.. work disabil i ty. 

Withh regard to psychopathological symptomatology, control labi l i ty 

appearedd to be a predictive factor for depression and anxiety. 

Negativee events at t r ibuted to uncontrol lable causes were positively 

relatedd to increased depression, whereas negative events attr ibuted to 

control lablee causes were inversely related to increased depression.1* 

Further,, severe lif e events (experienced as severely threatening for 7 

too 10 days) or major difficulties (that had gone on at least 2 years}, 

ass measured by the Lif e Events and Difficultie s Scale, were important 

forr the subsequent development of depression.10 

Withh regard to social, emotional, and physical disabil ity, depressive 

illnesss was found to be associated with the onset of physical disability 

andd to be sturdily associated with the onset of social disability among 

non-elderlyy primary care pat ients.1 ' In a large longitudinal prospective 

cohortt study, Bij l and Ravelli found disability levels to vary by psychi-

atricc diagnosis, with mood disorders showing the poorest levels of 

functioning,, especially for vitality and social functioning.12 

Mostt studies of work disability focused on the onset of sickness leave 

orr disabil ity pension. Two categories of predictive factors were 

found:: person-related variables and work-related variables. In the 

firstt category, psychopathology and differences in social class were 

significantt predictors of sickness leave.13 Neurot ic ism predicted 

workk disabil i ty among men.14 Old age, il l health, and prior absen-

teeismm were found to be positive predictors of later sickness leave.1' ' 

InIn a retrospective case-control study, Van Deursen found that female, 

elderly,, and poorly educated workers were at risk of disabil ity 

becausee of mental d isorders.16 Several work-related variables pre-

dictedd frequency and durat ion of absence: mental and physical work-
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load1 6;; interpersonal conflict at work, monotonous work, and expe-
riencedd stress of daily act ivi t ies1 4; low levels of job cont ro l' -^ and 
off  social suppor t .17 Perhaps unexpectedly, high job demands were 
predictivee of low absenteeism.1^ 

Althoughh the reviewed studies had a somewhat different focus than 
thatt of the present study, namely, onset of work disability versus 
workk resumption, factors were identified that lead to prolonged 
workk disabil i ty. For example, socio-demographic aspects, lif e events, 
il ll  health and previous absenteeism, personal i ty-related factors 
(locuss of control and symptom levels), and aspects of work (work 
load,, decision lat i tude, and social work relat ions). These factors 
weree taken into account in the present study of prognostic factors for 
workk resumption after sickness leave due to adjustment disorders. 
Anotherr focus of this study was on prognost ic factors for the effec-
tivenesss of an activating intervention on work resumption. 
Ourr study was conducted with a sample of employees on sickness leave 
duee to an adjustment disorder. About half of this sample received an 
activatingg intervention, and the other half received care as usual. 

Method s s 

StudyStudy  population:  setting,  subjects  and intervention 

Thee study was conducted at the in-company Occupational Health Ser-
vicee of Royal KPN. At the time of the study, the company comprised 
bothh postal and telecom Services and had approximately 100,000 
employees.. To be included patients had to be on first sickness leave 
duee to an adjustment disorder conform the Diagnostic Statistical 
Manuall  (DSM) IV cri ter ia.4 Patients were excluded if they met one of 
thee DSM IV exclusion criteria for an adjustment disorder (i.e. depres-
sion,, anxiety disorder), if they had consulted their occupat ional 
physiciann for an adjustment disorder in the preceding year, or if 
physicall  co-morbidity influenced absenteeism. Other exclusion crite-
riaa were inabil ity to communicate in Dutch, pregnancy, recent deliv-
eryy (< 6 months), and terminat ion of employment at KPN within 6 
months.. Over a period of 14 months, 238 patients who met the inclu-
sionn criteria were considered as potent ial candidates for this study. 
Sixx refused to part ic ipate and 39 pat ients were excluded conform the 
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criteriaa of exclusion. In the end, 1 92 patients were included, 1 09 of 

whomm were assigned to the intervention group. 

Thee study was a randomised control led tr ial, with randomisat ion at 

thee level of the occupational physician (OP). Thus OPs were assigned 

thee innovative intervention or care as usual. The core of the interven-

tionn was to st imulate pat ients to develop and implement problem-

solvingg strategies for problems of daily (working) life. The interven-

tionn was structured according to a 3-stage model18 resembling stress 

inoculat ionn tra in ing,1 9-20 a highly effective form of cognitive-

behaviourall  t reatment21 and by a graded activity approach. The first 

phasee is an educational phase, which aims to help the patient better 

understandd the nature and effects of stress. The second phase focuses 

onn skill acquisi t ion, to help the pat ient develop and practise a reper-

toiree of coping skills. The third phase involves the appl icat ion of 

copingg skills to increasingly challenging si tuat ions. The pat ient 's 

ownn responsibil i ty and active role in the recovery process is empha-

sised.. OPs in the intervention group received an intervention proto-

coll  and a 3-day training to structure their guidance and to enhance 

therapeut icc skills. OPs in the 'cont ro l' group provided care as usual, 

generallyy based on empathie counsell ing, instruction about stress, 

lif ee style advice, and discussion of work problems with the pat ient 

andd with company management. 

DataData collection 

Independen tt  measure s 

Patientss entered the study between May 1995 and July 1996; data were 

collectedd until 1 year after full return to work, with a maximum of 2 

yearss after trial entry. Potential prognost ic factors were assessed by 

meanss of a quest ionnaire distr ibuted at first consultat ion and com-

pletedd at home after informed consent for part ic ipat ion. The factors 

includedd were: sociodemographic and general factors, quali ty of 

workk life, positive and negative contacts, coping style, mastery and 

incidencee of sickness leave in the year before the onset of sickness 

absence,, symptoms and social functioning. 

SociodemographicSociodemographic and general factors included age, gender, type of 

household,, level of education and salary level, years working at KPN, 
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hourss worked per week, self-reported health status, lif e events and treat-
ment,, or not, by GP or counselling by a social worker or psychologist. 
QualityQuality of work life was measured with the Dutch Work and Health 
Quest ionnairee (DWHQ) developed by Gründemann et a l .22 The 
DWHQQ assesses the appreciat ion of employees of the quali ty of their 
workk and health. We used the eight scales on work appreciat ion: job 
control/ski lll  d iscret ion, job demands, work organisat ion, working 
condit ionss and safety, leadership and colleagues, payment and 
prospects,, work - home interference, and overall evaluat ion of the 
job.. Al l items are d ichotomous, except the 1-item general qualifica-
tionn scale for which there is a 4-point Likert scale. The internal con-
sistencyy of the scales varies between 0.58 and 0.76. 
PositivePositive contacts and negative contacts are subscales of the 'Contacts 
att work' scale of the Human Resources Checklist Work stress (HRCL-
W).. The scale is based on the social support list of Tempelaar et al . ,23 

withh some emphasis on emotional support. The subscales consists of 
88 items scored on a 4-point Likert scale. Cronbach's alpha is 0.83 for 
thee positive and 0.78 for the negative subscale. 

CopingCoping was assessed with the Utrecht Coping List (UCL). Schreurs et 
al.. constructed this 47-i tem inventory for measuring coping24»25 from 
aa disposit ional point of view 26 in which coping is conceptual ised as 
aa personali ty character ist ic. A 4-point Likert scale is given for each 
item.. Seven scales are dist inguished: (1) active problem solving, (2) 
pall iativee responses, (3) avoidance and passive expectancy, (4) seek-
ingg social support, (5) depressive reaction pat tern, (6) expressing 
emotions,, and (7) comfort ing cognit ions. 

Thee mean internal consistency over 10 studies with a total of more than 
33000 subjects ranged from 0.63 to 0.79, 

Thee Mastery Scale was used to assess experienced control over lif e si-
tuations.2' '' The scale consists of seven items scored on a 7-point Likert 
scale.. A higher score reflects more experienced contro l. 
IncidenceIncidence of sickness leave in the previous year was derived from the 
company'ss computer ised record system. 

SymptomsSymptoms were measured with two quest ionnaires, the Symptom 
Checklist-900 (SCL-90)2* ' 29 and the Four Dimensional Symptom 
Quest ionnairee (4DSQ)3 0. The SCL-90 is a validated measure for psy-
chopathologicall  screening and evaluation of t reatment effects. The 
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Dutchh vers ion3 1'32 has a factorial structure closely related to the 

originall  instrument by Derogat is .2 8 , 29 [endnote 4,1 pag. 87) Seven 

scaless directly equivalent to scales in the original version were used: 

anxietyy (ANX) , phobic anxiety (PHOB), depression (DEP), somatisa-

tionn (SOM), obsessive-compulsive behaviour (O-C), interpersonal 

sensitivityy and paranoid ideation (IS-PI) and hosti l i ty (HOS). 

Cronbach'ss alpha for the internal consistency of these scales ranges 

fromm 0.73 to 0.92. The 4DSQ comprises 50 items with a 5-point 

Likertt scale for each item, on four subscales that measure distress, 

depression,, anxiety, and physical symptoms. Internal consistency 

coefficientss for these scales range from 0.84 to 0.94. The 4DSQ was 

developedd and validated for primary care patients with adjustment 

d isorders.333 Only the distress scale was used to avoid redundancy 

withh the SCL 90 scales. 

Thee Social Functioning quest ionnaire assesses the level of constraint 

peoplee can experience in four different aspects of their pr ivate life.34 

Al ll  self-report measures used had reported values of Cronbach's 

alphaa higher than 0.70.3 :) 

Missingg items were treated conform the instructions of the instruments 

used.. If this was not specified, scale scores were computed on the 

basiss of the available items. If more than 20% of the items of a scale 

weree missing, the total scale was considered as missing. 

Dependen tt  measure s / outcome s 
Absenteeismm data were derived from the company's computerised re-

cordd system. Time to part ial and time to full return to work as well 

ass status of part ial or full return to work at 3 months after onset of 

sicknesss absence were used as outcome parameters. Time to return to 

workk was defined as the period between onset of sickness leave and 

firstt return to work, which was mostly part ia l. Time to full return to 

workk was defined as the period between onset of sickness leave and 

fulll  return to work. 

StatisticalStatistical analysis 

Al ll  analyses were performed for the total group (n=l 92}  and for the 

interventionn group (n=109) separately. Cox's propor t ional hazards 

regressionn analyses were used as survival method to analyse the time 
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variables,, time to partial return and time to full return to work. 
Logisticc regression analyses were used for the variables status of par-
tiall  return to work and status of full return to work at 3 months. 
Too select variables for the mult ivar iate regression analyses (Cox or 
logistic),, univariate analyses {Cox or logistic) were performed, with 
eachh independent variable being used as a factor in separate analyses. 
Independentt variables with p<0.20 in the univariate analyses were 
selectedd for the mult ivar iate analyses. From a forward condit ional 
model,, all selected variables were allowed to compete for entry (the p 
forr entry was 0.05 and for removal was 0.10) in five steps (four for 
thee intervention group). In the first step socio-demographic variables 
weree introduced, and in the second step whether or not the pat ient 
receivedd the intervention (this applied only to the total group). 
Selectedd variables of quality of work lif e and social contacts were 
introducedd in the third step, coping and mastery were introduced in 
thee fourth step, and symptoms (SCL 90 scales) and social functioning 
inn private lif e in the fift h step. The five stages reflect a model pro-
gressingg from more or less fixed, causal factors to more variable, 
consequent iall  factors. These procedures were performed for each 
dependentt variable. All analyses were done with SPSS for Windows 
9.00 (SPSS Inc., I l l inois , USA). 

Result s s 

Resultss for time to return to work and for time to full return to work 

aree given in Tables 4.1 and 4.2. Results of the univariate Cox regres-

sionn analyses are shown for the total group and for the intervention 

group.. Only independent variables with a univariate association with 

aa p value <0.20 for either the total group or the intervention group 

aree presented. Per group and per dependent variable, all independent 

variabless with an association with a p value <0.20 in the univariate 

analysess were introduced in the mult ivar iate Cox regression analyses. 

Forr time to return to work (first step, part ia l, or full) , the overall 

Chi-Squaree score was 8.35 (df=\, p = 0.00) for the total group and 

29.855 {df=5, p=0.00) for the intervention group. In Table 4.1 signifi-

cantt outcomes are shown for the mult ivar iate regression analyses for 

thee total group and the intervention group. For the total group, only 
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Tabl ee 4 .1 . Association of independent variables with time to return to work: 
p-valuee for univariate association, Exp (B) {the percent change in 
riskk with each unit change in the covariate) and p-vaiue in the mul-
tivariatee analysis for the total study group (n = 192) and for the 
interventionn group (n = 109). Only independent variables with a 
univariatee association with a p-value < 0.20 for either the total 
studyy group or the experimental group are shown. Only significant 
(p<< 0.05) multivariate outcomes are shown. 

Variable e Totall group (n = 192) Intervention group (n = 109) 

univariatee Multivariate univariate multivariate 

p-valuee Exp (B) p-value p-value Exp(B) p-value 

Socio-demographicSocio-demographic  characteristics 

Age e 
Sex x 
Household d 
Salaryy level 
Highestt level ot education 
Self-reportedd health status 
Receivess counselling 

interventionintervention  or  not 

Group p 

0.03 3 
0.09 9 
0.06 6 
0.51 1 
0.27 7 
0.21 1 
0.20 0 

0.00 0 

0.09 9 
0.02 2 
0.35 5 
0.14 4 
0.01 1 
0.14 4 
0.83 3 

0.94 4 
0.45 5 

0.84 4 

0.00 0 
0.00 0 

0.01 1 

1.58 8 0.00 0 

WorkWork related characteristics 

Positivee contacts 0.56 
Negativee contacts 0.46 

0.13 3 
0.08 8 

0.61 1 0.02 2 

CopingCoping I control 

Mastery y 0.53 3 0.19 9 

HealthHealth Symptoms 

Phobicc anxiety 
Sociall Functioning 

0.05 5 

0.12 2 
0.79 9 
0.39 9 0.74 4 0.03 3 
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Tab lee 4 .2 . Assoc ia t ion of i ndependen t var iab les wi th t ime to ful l return to 
work :: p-value for univar iate assoc ia t ion , Exp (B) (the percent 
changee in risk wi th each unit change in the covar iate) and p-value 
inn the mul t ivar iate analys is for the total s tudy g roup (n = 192) and 
forr the in tervent ion g r o u p (n = 109). Only independent var iab les 
wi thh a univar iate assoc ia t ion wi th a p-value < 0.20 for either the 
totall s tudy g roup or the exper imenta l g roup are s h o w n . Only s ig-
nif icantt (p< 0.05) mul t ivar iate ou tcomes are shown . 

Variable e Totall group (n = 192) Intervention group (n = 109) 

univariatee Multivariate univariate Multivariate 

p-valuee Exp (B) p-value p-value Exp (B) p-value 

Socio-demographicSocio-demographic characteristics 

Agee 0.02 0.97 0.00 0.69 
Householdd 0.06 0.44 
Salaryy level 0.06 0.03 
Highestt level of education 0.07 0.81 0.00 0.01 
hourss of appointment (per week) 0.07 0.21 

0.81 1 0.00 0 

InterventionIntervention or not 

Group p 0.02 2 1.499 0.02 

WorkWork related characteristics 

Leadershipp and colleagues 
Over-alll evaluation of the job 
Positivee contacts 

CopingCoping 1 control 

Depressivee reaction pattern 

HealthHealth Symptoms 

Anxiety y 
Phobicc anxiety 
Depression n 
Somatisation n 
Obsessive-compulsivee behaviou 
Sociall Functioning 

0.93 3 
0.28 8 
0.49 9 

0.13 3 

0.37 7 
0.10 0 
0.08 8 
0.15 5 
0.19 9 
0.05 5 

0.677 0.01 

0.20 0 
0.09 9 
0.17 7 

0.13 3 

0.17 7 
0.18 8 
0.06 6 
0.26 6 
0.07 7 
0.14 4 

0.71 1 0.01 1 
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thee intervention appeared to be a significant predictive factor. For the 

interventionn group, older age, female sex, high educat ion level, high 

levell  of positive contacts, and low social functioning in private lif e 

weree associated with a slower return to work. 

Forr time to full return to work, the overall Chi-Square score was 27.42 

(df=4,(df=4, p = 0.00) for the total group and 12.94 {df=2, p = 0.00) for the 

interventionn group. In Table 4.2 significant outcomes are shown for 

thee mult ivar iate regression analyses for the total group and the inter-

ventionn group. For the total group, the intervention was again a pre-

dictorr of a faster return to work. Older age, high education level, and 

aa high level of somatisat ion were associated with a slower return to 

work.. There were two predictors of a slower return to work in the 

interventionn group, namely, a high level of educat ion and a high level 

off  obsessive-compulsive behaviour. 

Thee outcomes of the analyses on partial or full return to work 3 months 

afterr reporting sick were consistent with those for the time variables 

presentedd above, but there were some minor differences. For status of 

returnn to work (first step, partial or full ) at 3 months, the overall Chi-

Squaree score was 9.00 {df=2, p=0.01) for the total group and 14.96 

{df=2,{df=2, p=0.00) for the intervention group. In the total group was the 

activatingg intervention the only predictor that was significant at the 

fx.05fx.05 level; receiving counselling by psychologist or social worker was 

associatedd (p=0.08) with a slower return to work in this group. Although 

thee model was highly significant for the intervention group, there were 

noo variables reaching a level of significance of p<0.05; a high educa-

tionn level was associated with a slow return to work (p=0.08). The 

overalll  Chi-square score for full return to work at 3 months was 10.08 

(df=2,p=Q.Q\)(df=2,p=Q.Q\) for the total group and 15.83 {df=3, p = 0.00) for the 

interventionn group. Here too, the intervention predicted a faster return 

too work in the total group. A high level of education predicted a slow-

err return to work in both groups, as did positive social contacts and a 

highh level of somatisation in the intervention group. 

Discussio n n 

Thee aims of this study were to identify factors predictive of work 

resumptionn among employees with an adjustment disorder and occu-
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pationall  disabil i ty, and to identify those factors that predicted work 
resumptionn after an activating intervent ion. Dependent variables 
weree ''time to (partial) return to work'1 and ' t ime to full return to 
work '.. These variables were distinguished because it is plausible that 
thee step to return to work from a not-work ing posit ion is predicted 
byy other factors than the decision to extend working hours when one 
iss (partial ly) involved in the work s i tuat ion. 

Withh regard to the first research quest ion, only the intervention itself 
appearedd to be a significant and potent predictor of a partial return 
too work for the total group. For full return to work, age, educational 
levell  and somatisat ion were addit ional predictors for the total group. 
Thee second research question on predictors of work resumption after 
ann activating intervention, was possible because the study was con-
ductedd in a control led study design. In the intervention group several 
factors,, such as age, sex, level of educat ion, positive contacts, and 
sociall  functioning at home, were predictive of a part ial return to 
work.. Level of education and obsessive-compulsive behaviour were 
significantt predictors of a full return to work. 

Predictorss of a partial return to work were different for the two groups. 
Forr the total group only the intervention was a predictive factor. It is 
possiblee that in this group the noise of all kinds of factors that could 
influencee resumption of work prevented specific predictive factors 
fromm becoming manifest. The focus on act ivat ion could have reduced 
noisee in the intervention group giving rise to specific predictive fac-
torss to become manifest. 

Thee outcome that the intervention appeared to be a significant and 
relevantt predictor of return to work in the total group on all out-
comess is in accordance with the outcome of earl ier analyses,8 and is 
consistentt with the outcomes of graded activity programmes that 
reportt effects on work ability and sickness leave.3 6'37 

Forr full return to work, there were, besides the intervention itself, 
threee significant predictors in the total group (age, education level 
andd somatisat ion) and two in the intervention group {level of educa-
tionn and obsessive-compulsive behaviour). As the correlat ion 
betweenn somatisat ion and obsessive-compulsive behaviour was high 
(0.533 for the total group and 0.59 for the intervention group), it can 
bee questioned whether this reflects the same factor (a factor 'physical 

83 3 



CHAPTERCHAPTER 4 

orr psychological distress"). The SCL-90 scale obsessive-compulsive 

behaviourr encompasses items that reflect psychological distress, 

whichh is known to be highly correlated with physical distress. If so, it 

seemss that for the time variables there are only specific predictive 

factorss for the intervention group with regard to the outcome 'part ial 

returnn to work '. 

Levell  of education was a predictor in several analyses in the interven-

tionn group and in the total group. Unexpectedly, the relat ion was the 

oppositee to that ant icipated - high education was predictive of a 

slowerr return to work. In most research a high level of education is 

associatedd with a favourable rehabi l i tat ion and return to work .16 

Usually,, interventions and therapy are especially successful for the 

mostt educated, who already have the best chances of recovery and 

reintegrat ion.. An explanat ion is that the intervention offers very 

practicall  support in terms of problem solving tools. For higher edu-

catedd individuals, work-related problems might be determined less by 

aa deficit in actual active coping skills than by a more mot ivat ional 

dimension:: does the work offer sufficient opportuni t ies and perspec-

tivee for developing oneself. This reflection may take more time than 

acquir ingg practical problem solving skills. Another possibi l i ty is that 

higherr educated individuals are less responsive to a prescript ive 

approach.. Although our intervention was effective for this group, it 

mightt be worthwhi le to develop and evaluate intervent ions specifi-

callyy focused on this group. 

Anotherr notable finding is the predictive power of sex. In the inter-

ventionn group, men were much faster than women in taking the first 

stepss to return to work, but this was not so for the ult imate moment 

off  full return to work. Apparent ly, the later start of work rehabi l i ta-

tionn was compensated for by a faster build-up from part ial to full 

part ic ipat ionn by women in the intervention group. This faster build-

upp to full part ic ipat ion may be explained by the fact that women 

workedd fewer hours per week than men (28.9 hours, SD 12,2 versus 

38.00 hours SD 8.0). Another explanat ion is that the double load of 

workk and family responsibil i t ies postpones the start of work rehabil i-

tat ionn for women, but once this step has been taken, the more reward-

ingg aspects of work (social contact outside the circle of family respon-

sibilitiess and obligations}  might be more appealing for women than 
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forr men. However, this reasoning would also be valid for the total 
groupp whereas this finding was specific for the intervention group. 
Inn the intervention group, a high level of positive contacts was a sig-
nificantt negative factor for time to partial return to work. As social 
supportt is generally considered as a positive moderat ing factor, this 
iss remarkable. The positive contact list used measured predominant ly 
emotionall  support and empathy. However, emotional support and 
empathy,, in the sense of uncondit ional understanding and sympathy, 
couldd confirm pat ients in their experienced need for rest, which 
wouldd be counterproduct ive in the end. An environment experienced 
ass understanding and sympathising could interfere with the graded 
activityy approach, the core of which is to encourage pat ients to grad-
uallyy expand their problem-solving activities despite potential ly 
enduringg or even temporary worsening of symptoms. Two other fac-
tors,, age and social functioning at home, were predictors of time to 
(partial)) return to work in the intervention group. An older age and 
loww social functioning predicted a longer time to the first phase of 
workk rehabi l i tat ion. 

AA high level of somatisat ion delayed a full return to work in the total 
group.. This is comprehensible because a strong propensity to at t r i-
butee symptoms to somatic causes inhibits insight and hence the moti-
vationn for developing a problem-solving at t i tude. In the intervention 
group,, a high level of obsessive-compulsive behaviour was also a pre-
dictorr of a delayed return to work. This scale of the SCL-90 encom-
passess inadequate cogni t ions, and these would also impede the devel-
opmentt of a problem-solving at t i tude. As mentioned above, the 
factorss somatisat ion and obsessive-compulsive behaviour were corre-
latedd - they could be the physical and psychological exponents of an 
inadequacyy in identifying problems and hence an inadequacy in prob-
lemm solving. 

Surprisingly,, psychopathological symptoms, as measured by the SCL-
900 dimensions, work-related factors (workload or decision lati tude) 
andd aspects of coping were not of predictive significance. With regard 
too symptoms, this is consistent with earlier intervention analyses 
showingg a divergence between effectiveness in terms of symptoms 
andd in absenteeism-related outcomes.s Ormel et al. found synchrony 
off  change in primary care patients between severity of psychiatr ic ill -
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nesss and social disabi l i ty.38 Thus, the more severe a psychiatric dis-

order,, the greater the improvement of psychiatr ic symptoms needs to 

bee before there is improvement at a disabil i ty level. Our results indi-

catee that this may not be true for adjustment disorders, which are de-

finedd more in terms of social dysfunctioning than in terms of symp-

toms,, more in terms of illness than disease. The studies discussed in 

thee int roduct ion, where psychopathology was predictive of disabil i-

ty,, indeed concerned more severe forms of psychopathology. 

Thee failure to find that work-related aspects, such as interpersonal 

conflictt at work and job control, were predictors of delayed return to 

workk might he because the present study did not investigate the onset 

off  sickness leave, as did Appelberg et a l . ,14 Niedhammer et a l ,17 and 

Smulderss and Nijhuis,1" ' but rather recovery from sickness leave. It is 

conceivablee that work condit ions influence the decision to go on 

sicknesss leave, but when the employee is at home and not exposed to 

unfavourablee work condit ions, these may not influence the recovery 

processs and the decision to return to work. Surprisingly, coping and 

controll  variables were also not predictive factors. Given that the 

intervent ion,, which predominant ly focuses on the reinforcement of 

activee coping skil ls, was highly effective, it would be expected that 

basall  coping abil i ty would be predictive of return to work. It may be 

thatt in adjustment disorders, the existing repertoire of coping skills 

failss in an actual s i tuat ion, regardless of the quality of these skills. 

Anotherr explanat ion is that the UCL measures a general pattern of 

styless which may differ from the cognit ions and the practical coping 

skill ss that give the sense of control needed to resume work. 

Too our knowledge, this is the first study of factors prognostic of the 

durat ionn of occupational disability due to adjustment disorders. A 

majorr advantage of this study is its control led design with an inter-

ventionn group and a control group. This offered the opportuni ty to 

investigatee whether specific factors applied to the intervention 

group.. A l imitat ion of this study is that all pat ients, irrespective of 

theirr t reatment group, had fully returned to work by 12 months, 

whichh is in sharp contrast with the outcome of studies by Schroer.5-6 

Thee company where the study was conducted already had favourable 

return- to-workk rates for many reasons, one of which is the profes-

sionalismm of the internal occupational health service. Thus in this 
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specificc s i tuat ion, 'care as usual" was already rather effective, so that 
theree was littl e contrast between t reatment and control group. 
Wee can conclude from our study that the activating intervention 
itselff  was the most powerful predictor of a favourable rehabi l i tat ion 
andd return to work. Younger age, low educat ion level, and low level 
off  somat isat ion were also predictive of a favourable full return to 
work.. Only for time to (partial) return to work there were specific 
predictivee factors for the intervention group. For this outcome older 
age,, female sex, high level of educat ion, posit ive contacts and low 
sociall  functioning in private lif e were significant predictors of a 
delayedd first step of return to work. Level of education and positive 
contactss were predictive of a delayed return to work, in contrast to 
findingss in the l i terature. 

Wee recommend research on separate aspects of the intervention to 
gainn insight into which elements are especially effective and which 
elementss could be adjusted to improve their effectiveness in those 
groupss that seem to profit less from the intervent ion, in part icular 
femalee employees and higher educated employees. 
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Endnot ee 4.1. 

Differencess between the Dutch analyses and the original instrument 

weree that in the Dutch material 'psychot ic ism' did not occur as a fac-

tor,, that there arose a small factor 'sleeping problems', consisting of 

threee items, and that ' interpersonal sensit ivi ty' and paranoid 

ideationn formed one factor. 
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Abstrac t t 

Stress-relatedd disorders, especially adjustment disorders, are widespread among 
workingg populat ions and are responsible for high costs in terms of suffering, 
sickk leave, disabil i ty, and economic losses. Despite their high prevalence, 
theree has been relatively littl e research, and no randomised control led tr ials, 
onn the effectiveness of t reatments in an occupat ional health care setting. 
Guideliness for occupational physicians and general practit ioners concerning 
mentall  health problems were recently developed in the Netherlands and arc 
discussedd in this article. The guidelines provide a classification based on terms 
alreadyy used in the profession and which are consistent with the diagnosis 
'adjustmentt disorder'. The guidelines give recommendations for guidance and 
treatment,, based on existing evidence, experience in adjacent fields, and con-
sensuss procedures. They are based on cognitive behavioural principles, mainly 
stresss inoculation training and graded activity, and aim to enhance the prob-
lem-solvingg capacity of patients in relation to the work environment. 
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Introductio n n 

Inn the last 20 to 30 years, occupational health professionals have been 

confrontedd with a growing number of employees suffering from vari-

ouss stress-related disorders.1 Many terms are used to describe these 

disorders,, but we use the term 'adjustment disorder' as a general con-

cept.. "Adjustment disorder1 is an accepted medical diagnosis and is 

consistentt with occupat ional health practice in that the relation with 

aa stressor is part of the definit ion and marked distress or social 

impairmentt is a consequence of the disorder. The costs of these disor-

derss are considerable in terms of absenteeism, loss of product iv i ty, 

andd health care consumpt ion. The Internat ional Labour Organisat ion 

estimatedd the cost of work absence for mental health reasons and loss 

off  productivi ty at 200 billio n dol lars a year in the USA.2 In Britain, 

aboutt 40 millio n working days are lost annually due to mental and 

emotionall  d is turbances.3 Costs are also high for the affected individ-

uall  in terms of high rates of tension, anger, anxiety, depressed mood, 

mentall  fatigue, and sleep disturbances. In addi t ion, there is a risk of 

beingg made redundant. In the Nether lands, the risk of chronic dis-

abil ityy (after one year sickness absence a person is eligible for dis-

abil i tyy benefits) was found to be higher than 20% for employees who 

hadd been on sickness leave due to adjustment disorder for four 

weeks.* ^  ̂ Most of these employees did not receive any psychological 

orr psychotherapeut ic help. Apparent ly, it was not appreciated that 

thesee people were at risk of chronic disabil i ty. 

Clearly,, there is a need for pract ical guidelines on the management of 

adjustmentt disorders for the professionals who see these patients in 

ann early phase, namely, occupat ional physicians and general pract i-

t ioners.. However, such guidelines are difficul t to develop because of 

confusionn about the concepts used for stress-related disorders and 

aboutt diagnostics, and because of discussion about the effectiveness 

off  different therapeut ic methods. In the Nether lands, two closely 

relatedd guidelines were completed recently, one for occupat ional 

healthh pract ice6 and one combined for occupational and general 

pract ice.'' The guidelines concentrate on how to diagnose adjustment 

disorderss and on effective strategies for client guidance or therapy. 

Theyy were developed as a result of a systematic consensus process 
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and,, where possible, were evidence-based, {endnote 5.1, pg. 109) Both 
guideliness cover diagnostic steps and steps for intervent ion, process 
evaluat ion,, and relapse prevent ion. The combined guideline also cov-
erss aspects of cooperat ion, mutual consul tat ion, and conduct if there 
iss a difference of opinion between the occupational physician and 
generall  pract i t ioner. Here, we describe these Dutch guidelines on the 
diagnosiss and therapy of adjustment disorders. Aspects such as inter-
disciplinaryy cooperat ion and work-environment intervent ions are 
includedd in one or both guidel ines. In this art icle, we concentrate on 
thosee parts of the two guidelines that are similar, i.e. on the care for 
thee individual employee. In this way, we hope to foster discussion of 
'bestt pract ices' and to provide support for occupational physicians, 
generall  pract i t ioners, occupat ional health psychologists, nurses, and 
sociall  workers. 

Inn the following sections we follow the structure of the guidelines 
{diagnosis,, intervent ion, moni tor ing, and relapse prevent ion) and 
discusss per section avai lable evidence, approaches based on practice 
andd consensus, and the way it has been elaborated in the guidelines 

Diagnosis s 

Searchh for concepts and criteria 

Onee of the problems encountered when developing guidelines for em-
ployeess suffering from stress-related complaints is the confusing 
varietyy of terms, concepts, and diagnostic criteria used. Stress-relat-
edd disorders are character ised by an identifiable stressor or stressful 
situationn and a reaction to this situation in terms of distress symp-
toms,, possibly combined with dysfunctioning in one or more social 
roles.. Most occupat ional physicians and general pract i t ioners classi-
fyy these disorders as stress, neurasthenia, adjustment disorders, ner-
vouss breakdown, or burnout. 

Stresss is a widely used term, but can interpreted differently - as a cause, 

ass a consequence of a process, or as the process itself. When used to 

indicatee a disorder or a syndrome, it is usually used in reference to 

employeess report ing distress symptoms, such as fatigue, i r r i tat ion, 

andd problems of concentrat ion, but who still fulfi l their occupat ional, 
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social,, and private roles. These individuals mainrain control in these 

roless but at the cost of investing considerable energy and the experi-

encee of several complaints or symptoms. 

Neurastheniaa is a diagnosis in ICD-108, not present in DSM-IV.9 It is 

aa mental disorder characterised by chronic fatigue, weakness, and 

concomitantt physiological symptoms. 

Adjustmentt  disorder  is a diagnosis or classification in DSM IV and 

ICD-100 and refers to a maladaptive reaction to an identif iable stres-

sorr occurr ing within a short time after onset of the stressor. It is 

characterisedd either by significant impairment in social or occupa-

t ionall  functioning, or by marked subjective distress in excess of a 

normall  and expected reaction to the stressor.9 The symptoms often 

resolvee within 6 months after the terminat ion of the stressor but may 

persistt in response to a chronic stressor. 

Nervouss breakdown, also denoted by the French term *surmenage\ is 

aa diagnosis commonly used by general pract i t ioners and occupational 

physicianss in various countries to indicate an exaggerated response 

too psychological stress in everyday life, especially distress symptoms, 

inn combinat ion with dysfunct ioning.10 It is a diagnostic concept 

almostt similar to the DSM diagnosis Adjustment Disorder. 

Burnoutt  is a diagnosis present in neither DSM-IV nor ICD-10. However, 

sincee the introduct ion of the term in 1974 by Freudenberger,11 the 

termm has become popular among both pat ients and health profession-

als.. Maslach et al. characterised three dimensions of burnout. Symp-

tomss of serious emotional exhaustion are central, and are accompa-

niedd by either depersonal isat ion - with a connotat ion different from 

inn psychiatr ic psychopathology, that is: related to distant feelings or 

cynicismm in relat ionships with others-, or reduced feelings of person-

all  accompl ishment.12 

Unfortunately,, there is no consensus, based on these concepts, terms 

andd diagnoses - originating from different t ime-per iods, cultures and 

conceptual izat ionss -, on criteria that can be used in practice for em-

ployeess with serious work-related problems or disorders. The term 
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stresss has so many meanings that a specific preventive or therapeut ic 
approachh cannot be based on this concept. For work-related prob-
lems,, the concept of neurasthenia (ICD-10) has the major disadvan-
tagee that it is a description at a symptom level and is not associated 
wit hh stressful si tuat ions or with social dysfunctioning (work or pri-
vatee life). The diagnosis "adjustment d isorder" is an accepted medi-
call  diagnosis and is consistent with experience in occupational health 
pract ice.. The relation with a stressor is part of the definit ion, and 
markedd distress and social impairment are consequences of the disor-
der.. However, when establishing a diagnostic term, occupational 
physicianss need to indicate whether employees are on sick leave or 
not,, especially because the main risk of these disorders lies in the 
developmentt of prolonged disabil i ty. The term 'nervous breakdown' 
(orr its synonym 'surmenage') focuses on those employees who have 
sufferedd such a loss of control that they are on sickness leave and 
thereforee is commonly used by occupat ional physicians, in contrast, 
thee term "burnou t" covers symptoms that are focused on specific 
problemss in performance at work, such as cynicism and experience of 
professionall  ineffectiveness. The term burnout is used as well for the 
finall  stage of a process as for the process itself. Employees in a 
burnoutt process are often not yet severely impaired in their social 
roles,, and many are still at work, al though not wi thout minor or 
majorr problems. 

Thee diagnosis 'adjustment d isorder ', which includes impairment of 
functioningg and marked distress, seems most appropr ia te, because it 
coverss the work-related problems seen in daily practice. However, in 
occupat ionall  health practice a differentiation between employees still 
att work and those at sickness leave is felt as important, as mentioned 
above.. Moreover, occupat ional physicians differentiate in practice 
betweenn a category of pat ients with a short case history (less than 
threee months) of exposure to stressors and a favourable prognosis 
andd pat ient with a history much longer than three months and a rela-
tivee unfavourable prognosis. 
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ClassificationClassification in guidelines 

Inn the Dutch guidelines adjustment disorders (stress-related disorders} 

aree classified as follows: 

Distress::  There is marked subjective distress in excess of a normal 

andd expected reaction to the stressor within a period of three months 

afterr the stressor. It concurs with the diagnosis of adjustment disor-

derr in which the maladapt ive response is restricted to the distress 

symptoms.. Functioning is more or less intact; people maintain con-

troll  over their interaction with the si tuat ion and still go to work. 

Nervouss breakdown ( tsurmenage,) : There is impairment in social or 

occupat ionall  functioning, i.e. loss of control over the situation with-

inn a period of three months after the stressor. Nervous breakdown is 

consistentt with the diagnosis of adjustment disorder in which the 

commonn feature is the impairment of social and occupat ional func-

t ioning.. Patients have to drop several roles, part icularly demanding 

roles.. Work is one of the first roles to be sacrificed, with as conse-

quencee sickness leave. Marked subjective distress is an accompanying 

problemm in most cases. 

Burnout ::  This 'd iagnosis' is character ized by emotional exhaust ion. 

Inn addit ion either depersonal isat ion as defined earlier or the experi-

encee of ineffectiveness has to be present. Usually, there is more than 

onee year between the onset of the chronic stressor and the ult imate 

crisis. . 

Adjustmentt disorders should be distinguished from condit ions in 

whichh people have problems or a strong emotion, e.g. anger in case 

off  a conflict, wi thout significant distress in excess of a normal and 

expectedd react ion, and from more severe disorders. Distress symp-

tomss in combinat ion with an identif iable stressor can occur together 

wit hh bereavement and various psychiatr ic disorders. Thus the diag-

nosiss of adjustment disorder should not be used when the distur-

bancee meets the criteria of another DSM disorder, such as a specific 

anxietyy or mood disorder, and not when the symptoms represent 

bereavement.. In part icular, it is important that occupational health 

caree and primary health care professionals identify depression and 
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BoxBox  5.1. Depressiv e and anxiet y symptoms . 
Non-specificc symptoms, often present in patients with a stress-related disor-
der,, are presented in the left column. Specific symptoms, more exclusive for 
depressionn or anxiety, are presented in the right column 

DepressiveDepressive  symptoms 

Dysphoricc mood 
Losss of interest 
Sleepingg problems (insomnia or 
hypersomnia) ) 
Losss of energy, fatigue 
Diminishedd ability to concentrate, 
slowedd thinking, indecisiveness 
Markedd changes in appetite 

AnxietyAnxiety  symptoms 

Anxiouss mood 
Worrying g 

Mildd avoidance 
Palpitations,, trembling or shaking, 
sweating,, dizziness, 
andd other physical symptoms 

Losss of pleasure in almost all activities 
Markedd psychomotor agitation 
Feelingss of worthlessness, 
self-reproachh or 
excessivee or inappropriate guilt 
Suicidall ideation 
Markedd weight loss or gain 

Continuouss anxious mood or 
excessivee worrying for at least one 
month h 
Persistentt and irrational fear 
Recurrentt panic attacks 
Compellingg desire to avoid 
Obsessionss or compulsions 

Forr diagnosing one should apply the DSM IV criteria 

anxietyy disorders (among them Post-Traumatic Stress Disorders). 

Bothh disorders are characterised by a high prevalence, overlap with 

distresss symptoms (DSM IV 9) and the potential need for specific care 

(specificc therapeut ic protocols) in addit ion to the guidance focussed 

onn the stress-related part of the disorder. A few specific criteria can 

bee indicated in which the differentiat ion predominantly occurs. 

Depressionn is characterised by depressed cognit ions and vital symp-

tomss and by severe anhedonia, whereas anxiety disorder is charac-

terisedd by excessive anxiety or concern. 

Thee Dutch guidelines use the following sober classification for occu-

pat ionall  and primary health care populat ions: 
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 Adjustment disorders 

-- Distress 

-- Nervous breakdown 

-- Burnout 

 Depression 

 Anxiety 

 Remaining psychiatric disorders 

Interventio n n 

SearchSearch for evidence 

Ass first step in providing a basis for the development of an interven-

tionn searches were performed for intervention studies and for prog-

nosticc studies that might reveal populat ions at risk. A Medline search 

onn work-re la ted adjustment disorders (endnote 5.2, pg. 109/110) 

failedd to identify any control led intervention studies, indicating that 

despitee the high prevalence of adjustment disorders, littl e is know 

aboutt the effectiveness of t reatments .1? 

Inn the adjacent domain of preventive programs about fift y control led 

studiess of preventive, or stress management, programmes were iden-

tified,, mostly aimed at preventing problems in performance, sickness 

absence,, and permanent work disabil i ty, (endnote 5.3, pg. 110) The 

conclusionn of several qual i tat ive and quant i tat ive reviews1'14" 16 was 

thatt stress management interventions are effective in reducing the 

negativee aspects of stress. A recent meta-analysis concluded that cog-

nit ivee behavioural and mult imodal (cognitive behavioural interven-

tionss combined with relaxat ion techniques}  interventions appear to 

bee the most effective. Relaxation techniques also proved to be effec-

t ive,, al though less than the programmes with a cognitive approach.14 

Inn terms of outcome variables, the meta-analysis showed that cogni-

t ive-behaviourall  interventions can improve perceived quality of work 

life,, enhance psychological resources and responses, and reduce 

symptoms.. In terms of psycho physiological outcomes, relaxation 

techniques,, whether pure or embedded in a mult imodal programme, 

appearedd to be effective. 

Noo randomised control led studies were found that evaluated therapy 

orr guidance of employees with burnout, but a number of control led 
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studiess evaluated an intervention in a working populat ion with a burn-
outt measure as dependent var iab le .i 7 2^ However, none of these stud-
iess concerned patients diagnosed with burnout. Cognitive programmes 
appearedd to be most effective. 

AA search of Medline and Psycinfo (endnote 5.4, pg 110) for prognos-
ticc studies of adjustment disorder did not detect any studies pub-
lishedd in peer-reviewed journals. 

SearchSearch  for  approaches 

AA search of Medline, Psycinfo and in the Clearinghouse National Guide-
liness (USA) for guidelines on the diagnosis and therapy of adjustment 
disorderss identified a few publications with an unclear status. They 
weree either written by a single author or the development procedure 
wass not clarified. This lack of publications contrasts with the existence 
off  clinical guidelines e.g. for major depressive disorder.2 6'2 ' 
Somee of the publ icat ions retrieved, concentrated on more general 
topics,, e.g. the prevention of disabi l i ty,28 or on related areas, e.g. 
guideliness for brief psychodynamic psychotherapy,29 a guideline for 
familyy physicians for investigating fatigue of less than 6 months' 
dura t ion ,300 and a document on 'Recognit ion, prevention and remedi-
ationn of burnout in health care professionals part ic ipat ing in the care 
off  chi ldren with cancer ' .3 ' In general, these articles drew the same 
conclusionss as the reviews and meta-analyses of stress management, 
namely,, that cognitive therapy, step-wise reintegrat ion planning, and 
relaxat ionn training are effective psychotherapeut ic intervent ions. 
Thee lack of well-designed studies means that there is no high level 
evidencee for any type of intervention for work-related adjustment 
disorders.. Practice- based or consensus-based guidelines have not 
beenn publ ished. Nevertheless, there are sound arguments that thera-
pyy needs to be support ive, active, flexible, and goal-directed, work-
ingg within a t ime-limited con tex t .3 2 34 Therapy wil l use encourage-
mentt and supports the pat ients' strengths and minimises or plays 
downn past problems. Education and information play an important 
role.. Therapy according to these principles enables patients to devel-
opp a realistic at t i tude to their s i tuat ion, realise they are not alone in 
theirr problems, and become aware of useful and helpful resources.32 

Becausee impairments of social or occupat ional functioning are a cen 
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BoxBox  5.2. Central features of stress inoculation training: cognitive restruc-
turing,, time contingency and graded activity. 

StressStress  inoculation  training 

Stresss inoculation training is designed to train effective coping skills to 
enhancee resistance to stress. [35,36] The approach encompasses a three-
stagee intervention. The first phase is an educational phase. The goal is to 
helpp the patient better understand the nature of stress and stress effects. 
Thee second phase focuses on skill acquisition. The patient is encouraged 
too develop and practice a repertoire of coping skills. The third phase 
involvess the application of coping skills in increasingly challenging situa-
tions. . 

CognitiveCognitive  restructuring 

Thiss approach aims to change thoughts (cognitions) to help the patient 
developp a different, more productive point of view on his or her problems. 
Thiss point of view creates a new starting point from where solutions come 
inn sight. This is often done by identifying irrational thoughts or beliefs that 
blockk a more distant, productive view. The irrational beliefs are subse-
quentlyy replaced by more rational cognitions. 

GradedGraded  activity 

Thee gradual building up of activities according to a time contingent 
scheme. . 

TimeTime  contingency 

Thiss approach implies that activities are built up according to a pre-struc-
turedd time -schedule. Thus, the building up is not dependent on the course 
off symptoms. This avoids the pitfall of the sequence: "I can only start doing 
thiss or that when my fatigue (or any other symptom) is less". 

trall  feature of work-related adjustment disorders, caused by a tempo-

raryy lack of control over the interaction with the s i tuat ion, therapy 

andd guidance centre on helping patients to regain control and to re-

buildd their social and occupat ional contacts and activit ies. This is 

especiallyy important where the main risk in adjustment disorders is 

thatt the impairment becomes chronic because the pat ient does not 

buildd up in his tasks and social and occupational roles. There are sev-

erall  methods of proven effectiveness that focus on regaining control 

andd building up activit ies, for instance, stress inoculation training, 
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cognitivee restructur ing, graded activity, and time cont ingency. 
Cognitive-behaviourall  interventions, based on cognitive restructuring, 
havee proven effective in preventive programmes1 4 , 16 and in curative 
programmes.1?? The same is true for stress inoculation ^ A 
gradedd activity approach based on time contingency has proven 
effectivee in pat ients with low back pain.-19'4" Early efforts to help the 
patientt regain function appear to be effective.2S These principles 
havee been applied in the Dutch guidelines for the diagnosis and treat-
mentt of adjustment disorders.6-7 

Three-phaseThree-phase  model,  a basic  scheme  for  the guidelines 

InIn the guidelines, regaining control and building up activit ies are re-
gardedd as active processes in which three phases can be distinguished. 
Thee first phase is dominated by the crisis. Patients are often 'out of 
joint ' ,, disorganised. They are tired and sometimes they have no clear 
insightt into what has happened. Regaining control in this phase 
meanss understanding what has happened and coping emotional ly 
wit hh it: understanding and acceptance. In the second phase, pat ients 
havee to gain insight into the stressors that contr ibuted to their dis-
tresss and into possible solut ions. The acquisit ion of skills can be part 
off  this phase. In the third phase, the solut ions and skills that have 
beenn acquired have to be applied and put into practice in the social 
andd occupational roles that pat ients have dropped. 
Thiss three-phase model is based on experience gained with pat ients 
wit hh a successful recovery. The three phases together resemble the 
phasess in stress-inoculat ion t ra in ing. As in grief therapy, the thera-
peuticc approach aims to guide patients in whom recovery has stag-
nated.. To prevent a mere passive perception of the recovery process, 
thee phases are described to pat ients as tasks.41 These tasks are to 
acquiree insight and acceptance, and to draw up an inventory of stres-
sorss and solut ions. Subsequent tasks are to apply the solut ions and 
learnedd skills and to resume social roles and return to work. 
Occupat ionall  physicians and general pract i t ioners have two roles to 
fulfil .. They must moni tor the recovery process, by ascertaining that 
pat ientss fulfi l the recovery tasks, and they must intervene when nec-
essary.. Who performs which role depends, among other things, on 
whetherr a pat ient 's problems are mainly work-related or not. 
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InterventionsInterventions  elaborated  in  the guidelines 

Interventionss are needed when the above-mentioned tasks are not ful-

fille dd spontaneously. The aim of all interventions is to enable patients 

too complete the recovery tasks and to increase their problem-solving 

capacity.. Although assignments are given, it is important not to pre-

scribee patients how to solve their problems, because this encourages 

dependencee rather than independence and an active approach. Thus 

interventionss aim to keep patients on the road of recovery, i.e. of 

regainingg contro l. 

Interventionss in the crisis and understanding phase aim to support the 

acquisit ionn of insight and acceptance of what has happened. 

Elementss are 'education about stress, stress responses and adjustment 

d isorders ',, 'providing a rat ionale ', 'a realistic prospect ', 'posit ive re-

label l ing',, 'a time schedule for various non-demanding activit ies'. 

Thesee intervent ions can help pat ients regain control at a cognitive 

andd emotional level. Providing patients with adjustment disorders 

wit hh a rat ionale for the problems they experience is a powerful inter-

vent ion,, especially when given in the form of a metaphor, A rat ionale 

shouldd offer a plausible explanat ion of the si tuat ion a patient has 

encounteredd and should provide a favourable perspective of the 

problem.. In this way, the rat ionale that all psychopathology has its 

rootss in the past, i.e. in one's youth, offers an explanat ion but 

impliess an unfavourable perspective because one cannot change one's 

youth.. The rat ionale that most psychopathology is a result of a com-

binationn of a person's si tuat ion, percept ion, thoughts, and behaviour 

iss favourable, because people can choose to influence the stressful 

s i tuat ion,, their percept ions, thoughts, or behaviour, depending on 

thee perceived control labi l i ty. A broadly appl icable rat ionale for 

adjustmentt disorders is the balance metaphor (Figure 5.1). 

Thiss metaphor i l lustrates that there should be an equil ibr ium 

betweenn the load to bear and a person's abil ity to bear the load. 

Whenn this equi l ibr ium is disturbed, either the load should be - tem-

porari lyy - reduced (fewer working hours, fewer other obl igat ions, 

solvingg problems, effective time management}  or the ability to bear 

shouldd be increased (a rat ionale, problem-solving at t i tude, effective 

relaxat ion,, physical t raining, mobil ising social support, enlarging 
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Loadd to bear Abilit y to bear 
demandss (vocational, social, family) mental strength 
Lifee events physical strength 
problemss social support 

Figur ee 5 . 1 . The ba lance metaphor 

decisionn lat i tude). The phase model, explained in terms of tasks, can 

servee as a rat ionale for the recovery process. 

Intervent ionn in the insight phase aim to support the making of an in-

ventoryy of problems or stressors and consequently of possible solu-

t ions.. The intervention consists of assignments such as 'worrying 

assignment1,, 'stressor and solution inventory ', 'wr i t ing assignments', 

andd 'decision protocol '. 

Thee stressor and solution inventory are at the core of this phase. The 

accumulat ionn of demands and problems often leads to a diffuse feel-

ingg of distress and threat, and to avoidance of an active approach to 

problems.. Drawing up an inventory of stressors can empower patients, 

makingg them feel more in command of the s i tuat ion.43 For this rea-

son,, pat ients are asked to draw up a list of seven to ten stressors in 

anyy aspect of their lives (work, social, etc). These stressors must be 

concrete,, not vague (such as, "my work", or "atmosphere at work" ). 

Patientss are then asked to indicate to what extent each stressor can 

hee influenced (can it be influenced immediately? is a strategy or other 

peoplee needed? or can it not be influenced?). Then, patients design 

strategiess to manipulate the stressors, start ing with those that lend 
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themselvess to an immediate approach, and then those that may need 

thee help of others. Lastly, pat ients learn how to accept stressors that 

cannott be influenced. 

Intervention ss in the rehabilitatio n phase aim to help patients apply the 

strategiess and solutions they have worked out and to build up activi-

tiess and roles that they have dropped. The topics are ' rehabi l i tat ion 

schemes'' and 'ant ic ipat ion of difficulties and drawbacks1. 

Thee essence of this phase is that pat ients work on a time cont ingent 

basis,, after setting realistic goals for their rehabi l i tat ion. This means 

thatt resolving problems and building up activities do not depend on 

thee course of symptoms. The main danger, that patients develop a 

chronicc disorder, lies in the fact that symptoms such as fatigue deter 

patientss from taking up social and occupational roles. By asking 

patientss to make two schemes, one that is maximally demanding or 

challengingg and one that is maximally safe, a range is created in 

whichh patient and professional can determine a recovery trajectory, 

mostlyy posit ioned somewhere in between. This flexible approach 

al lowss patients to speed up or slow down in response to problems 

encounteredd during rehabi l i tat ion. 

Monitorin gg th e proces s and relaps e preventio n 

Analysiss of cases where stress responses have become chronic shows 

thatt often littl e is done to correct or adjust a pat ient 's progress. In 

manyy cases patients are encouraged to rest and are given comfort ing 

counsell ingg as guidance. The Dutch guidelines provide an active 

moni tor ingg strategy for the regular evaluation of the recovery pro-

cesss in order to prevent cases from becoming chronic. 

Evaluationn criteria are based on the three phases described above. 

Theree are four evaluation moments (see scheme 5. \): I at the end of 

thee first phase, II at halfway the second phase, II I  at the end of the 

secondd phase, and IV at the end of the third phase). For nervous 

breakdownn these evaluation moments fall at three-week intervals. 

Thuss after three weeks the tasks of the first phase should have been 

completedd and the criteria described under I should have been met. 

Thee timing ot the evaluation moments is not absolute, but serves to 
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Phase ss tn 
recover yy proces s 

Taskss to 
accomplis h h 

Evaluatio n n 
moment s s 

Criteri aa fo r phas e 
advanc ee or 
change-ove r r 

Firstt phase 

Crisiss and 
understanding g 
phase e 

Rest,, insight and 
acceptance e 

Thee patient has a 
rationalee for the 
situationn or accepts 
onee and has a 
problem-oriented d 
attitude.. Preoccupation 
inn thinking shifts trom 
consequencess such as 
symptomss to causes 
suchh as problems and 
stressors s 

Secondd phase 

Insightt phase 

Definingg the problem and 
makingg an inventory of 
stressors s 

Thee patient has a problem-
solvingg attitude and is open to 
thee suggestion to make an 
inventoryy of possible solutions 

Thirdd phase 

Rehabilitationn phase 

Workingg out 
strategies, , 
rehabilitationn in social 
roles s 

II I I 
Thee patient has an 
application-oriented d 
attitudee and is open to 
thee suggestion to 
applyy strategies and 
too build up demanding 
activities s 

IV V 
Boiess that have 
beenn dropped in 
thee crisis are (at 
leastt partially) 
takenn up again 

Schem ee 5.1 Phases and task s in the recovery  proces s wit h moment s and cri -

teri aa for evaluatio n 

warnn professionals that recovery may be slow and that a pat ient may 
bee at risk of developing a chronic problem. Minimal interventions can 
bee used to support pat ients in fulfillin g the tasks of a given phase. If 
theree is a persistent stagnat ion of progress, a thorough evaluat ion 
shouldd take place to identify the underlying cause, and the pat ient 
shouldd be referred to more specialised care, if warranted. Although 
thee time periods are predominant ly practice based, there is evidence 
thatt the recovery process can be maximised at about twelve weeks. In 
aa recent intervention study, 96% of the patients who had received an 
activatingg intervention had resumed their work totally or partly within 
122 weeks.1-' In many cases it wil l take a considerably shorter period. 
Thee same scheme can be applied to the work si tuat ion, and in this 
managementt and supervisors may have a decisive role. Tasks are set 
thatt correspond with those of pat ients, namely, identif ication of the 
problem,, development of a solut ion to the problem, and finally appli-
cat ionn of the solut ion. Occupat ional physicians, occupat ional health 
nurses,, psychologists, or social workers can coach management and 
colleaguess in this process. 
Becausee the recovery process is also a learning process in which prob-
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lem-solvingg skills are acquired, relapse prevention is an important 

aspectt of therapy. The aim of relapse prevention is to safeguard the 

resultss of the recovery and learning processes and to prevent a down-

wardd spiral if patients relapse. It increases the l ikelihood that 

pat ientss wil l react adequately to new or recurrent problems. Thus the 

occupat ionall  physician or general pract i t ioner involved should check 

whetherr pat ients recognise early signals (feelings, mood, cognit ion, 

behaviour)) and whether the (work) environment also recognises these 

signals.. They should also ensure that pat ients are sufficiently aware 

whichh s i tuat ions, at t i tudes, and cognit ions play a role in the develop-

mentt of adjustment disorders. Finally, the occupat ional physician or 

generall  pract i t ioner should attempt to determine how patients and 

thee (work) environment wil l react if signals or si tuat ions return. 

Discussio n n 

Inn this article we described Dutch guidelines on adjustment disorders 

forr occupat ional physicians and general pract i t ioners. Adjustment 

disorderss were subdivided into distress, nervous breakdown, and 

burnout.. The guidelines are based on an act ivat ing approach and in-

corporatee process evaluat ion. 

Inn this section, we focus first on the validity of the method described, 

andd then on the feasibility and relevance of these guidelines to occu-

pat ionall  health care and general practice. Lastly, we comment on cul-

turall  aspects. 

Theree is littl e published research that evaluates with methodological 

r igorr the effectiveness of interventions for work-related adjustment 

disorders.. A protocol similar to the guidelines described here appeared 

too be promising in the prevention of long-term sickness absence and 

inn relapse p reven t i on .u Further evaluat ion is necessary. However, 

becausee of the meticulous consensus and review procedures used in the 

developmentt of these guidelines, they are firml y practice- and con-

sensuss based.{endnote I) 

Otherr good practices may exist and probably share some core elements 

withh the Dutch guidelines, such as act ivat ion and graded activity. 

Wheree our focus was cognit ive-behavioural, effective methods could 

alsoo be based on relaxation techniques and physical activation or on 
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interventionss with a focus on work organisat ion. This article might 
contr ibutee to a discussion and exchange of good practices on this topic. 
Thee three-phase model provides a structure to support patients in 
fulfillin gg their recovery tasks. The intervent ions described are prima-
ryry care intervent ions for occupational health care professionals or 
generall  pract i t ioners and may aid this process. If these interventions 
aree insufficient to st imulate progress, then the case should be thor-
oughlyy evaluated to detect underlying causes for the stagnation in 
recovery.. This may lead to work-or iented intervent ions or reveal 
patient-relatedd aspects that go beyond the scope of the coping-enforcing 
intervent ionss that generalists without a specialised therapeut ic back-
groundd can conduct. The patient should then be referred to a special-
ist.. Thus process monitor ing is an instrument for the professional 
generalistt that guarantees that the intervent ions are as basic as possi-
blee but as specialised as required. 

Patientss with distress can follow the same time schedule as given above 
forr patients with 'nervous breakdown', on the understanding that social 
orr occupational roles do not have to taken up in the third phase. In 
patientss with burnout, who usually have a long history, the duration of 
thee three phases may be longer. In these cases, the scheme can help occu-
pationall  physicians and general practit ioners to distinguish between 
patientss with burnout who can be helped as described above and those 
whoo need to be referred for more specialised help and interventions. 
AA study among occupational physicians revealed that the guidelines 
havee a high rate of acceptance among occupat ional physicians and 
thatt the at t i tude and the intention to use them are posit ive. However, 
implementat ionn of the guidelines lags behind their high acceptance. 
Onn a seven-item scale with a 5-point Likert scale for each item from 
negativee (1) to positive (5), the mean score for positive at t i tude was 
4.. On a two-i tem scale for appl icat ion of the guidel ine, with a 5-

pointt Likert scale for each item ranging from never (1) to always (5), 
thee mean score was 2 .5 .4 4 A study among occupat ional physicians 
andd general pract i t ioners who were trained in the use of a guideline 
forr concerted action on mental health problems showed a high use of 
andd satisfaction with the guideline by both professional groups,45 

Thesee outcomes indicate that further implementat ion efforts do not 
needd to focus on increasing the acceptance of the guidelines, but on 
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t ra iningg professionals in their use. 

Ass ment ioned, the time schedule for recovery is not absolute and is 

stronglyy influenced by cultural factors. Occupat ional physicians 

trainedd in the use of the guidelines and working in the Dutch Caribbean 

commentedd that while the guidelines were valid for the populat ion, 

thee time schedule for recovery was much shorter than that given in 

thee scheme. The type of work involved may also play a role in this. 

Anotherr potential cultural influence involves the coping strategy used. 

Thee guidelines emphasise active coping, the dominant coping strate-

gyy used in Western societies. However, it is not known whether this 

focuss wil l be equally effective in societies or (sub)cultures with a 

greaterr emphasis on passive coping strategies. In the meta-analysis 

mentionedd above,14 only two out of 48 studies were conducted in a 

non-Westernn society.4M One study evaluated a cognitive behavioural 

approach,, and the other a relaxat ion-based intervent ion, which is 

moree directed at passive coping. Both interventions proved to be 

effective.. In this sample of two the cognitive behavioural interven-

t ionn was more effective, but no conclusions can be drawn from this. 

Workk stress has both individual and organisat ional aspects. Both 

aspectss are valid and essential and should be taken into account in 

prevention,, diagnostics, therapy, and rehabi l i ta t ion.1 '3 The Dutch 

guideliness for occupat ional physicians and general pract i t ioners 

encompasss organisat ional diagnostics and some basic intervent ions, 

especiallyy contact with management, although the emphasis is on 

pat ientt guidance. In the future this individual approach wil l be com-

plementedd with a worksite approach, focused on e.g. management 

style,, community building and conflict solving. For pragmatic rea-

sonss we have limited our focus to patient guidance in this art icle. 

Conclusion s s 

Thee relatively mild diagnosis 'adjustment disorder' has far-reaching 

disablingg consequences for those suffering from it in the Nether lands 

andd other countr ies. Current occupat ional health and general prac-

ticee approaches are often not successful in preventing the conse-

quencess of these disorders. Evidence-based methods are available in 

relatedd fields. Guidelines were developed in a consensus procedure 
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andd were based on evidence where possible, on good practice experi-
ence,, and on existing approaches with a proven effectiveness in relat-
edd fields. Given the paucity of high-level evidence in this area and the 
complexityy of the issue, some choices were predominant ly based on 
consensus;; other solut ions may also be possible and potent ial ly effec-
tive.. The acceptance of the guidelines is high among professionals, 
butt their actual use is in the implementat ion phase. The guidelines 
appearr to be effective when physicians are trained in their use but 
needss further evaluat ion. We recommend an exchange of methods 
andd good practices to support professionals and to challenge 
researcherss to conduct more evaluation studies. 
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EndnoteEndnote  5.1. 

Too be eligible for author isat ion, guidelines for occupational physicians 
(OPs)) should be developed according to the following procedure: 

11 based on a review of the relevant l i terature and on consensus meet-
ings,, a project-team of OPs prepares a first draft, 

22 this draft is reviewed by experts from inside and outside the own 
professionall  group, 

33 a revised draft is judged and tested by practising OPs, 

44 a final version is submitted to the guideline committee for authorisation. 

Thee present guideline has been prepared by a project team of 21 OPs 
andd 1 psychologist. The first draft was reviewed by 15 experts (among 
others,, OPs, psychiatr ists, general pract i t ioners, and psychologists). 
Thee second draft was tested and commented on by 21 pract ising OPs, 
selectedd at random from the files of the Dutch Association of 
Occupat ionall  Physicians. 

EndnoteEndnote  5.2. 

Al ll  searches conducted in the process of guideline development were 
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repeatedd for this article to obtain a timely oversight. The outcomes 

off  the two searches were consistent. We searched for articles pub-

lishedd from 1980 on 'adjustment d isorders' combined with two 

groupss of terms: one group of terms was related to the population 

{employee,, occupational, vocational, rehabi l i tat ion, work, job, absen-

teeism,, and sickness leave), and the other group of terms was related 

too the intervention (therapy, treatment, protocol, program, interven-

tion,, primary care, prevention, and employee assistance program) 

EndnoteEndnote  5.3. 

Forr search terms see Van der Klink et. al., 2001(14) or chapter 2, pg. 22 

EndnoteEndnote  5.4. 

Fromm 1980; terms were adjustment disorder and prognosis/prognos* 
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Genera ll  discussio n 

Thee central aim of this thesis was to develop and to evaluate an interven-
tionn by occupational physicians to prevent chronic disability due to ad-
justmentt disorders. In the past 30 to 40 years several developments have 
takenn place that have significantly changed the perceived role of work 
forr many employees. The modern service economy needs motivated, 
client-centred,, independent employees, who are often confronted with 
highh demands but also with autonomy. For many employees, the work-
loadd has shifted from physical to mental, and the appreciation of work 
hass changed from predominantly toil and moil to an important domain 
off  lif e for the fulfilment of ambitions and well-being. At the same time, 
workk overload has shifted from physical to mental, accompanied by the 
associatedd problems and diseases. Mental diseases are now high on the 
listt of social security statistics, and within this category adjustment dis-
orderss are the main cause of work disability in the Netherlands. 
Professionalss operating at the interface between work and health, such 
ass occupat ional physicians, are often confronted with the ambiguity 
experiencedd by this group of patients. On the one hand, these patients 
valuee their work, but on the other, they feel exhausted by it and feel 
thee need for rest and to be left alone. In the past, the role of occupa-
tionall  physicians in sickness leave and disabil ity was seen as predom-
inantlyy support ing the rehabi l i tat ion and reintegrat ion of the patient 
fromm the moment that a more-or-less stable state of recovery was 
reached,, and their at t i tude was mainly one of expectat ion. However, 
inn the early 1990s people became aware that al lowing patients the 
restt they wanted carr ied a high risk of chronic disabil i ty.1-2 Many 
occupationall  physicians felt the need for a more active and activating 
approachh and for the tools to carry such an approach into effect. 
Thiss professional need formed the basis of the studies described in this 
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thesis.. The in-company occupational health service of KPN (Royal PTT 

Nederland)) provided us with the opportuni ty to develop courses for 

occupat ionall  physicians on this topic. These courses led to the devel-

opmentt of a handbook for occupat ional physicians on how to pro-

videe guidance for mental disorders related to work.-1 However, 

becausee current practice was not evidence based, studies were initiated 

too develop an intervention for occupational physicians that was evi-

dencee based. To this end, four studies were performed: a meta-analy-

siss described in CHAPTER 2, a cluster randomised trial described in 

CHAPTERR 3, and a prognost ic study presented in CHAPTER 4. CHAPTER 

55 describes practice guidel ines, partly based on the intervention eval-

uatedd in the study described in CHAPTER 3. 

Thee main themes in the process of developing, evaluat ing, and imple-

mentingg the method (CHAPTERS 2 TO 5}  are discussed below. The first 

themee is the search for evidence in the l i terature (meta-analysis, 

CHAPTERR 2). The second theme is the evaluation of the intervent ion, 

mainlyy focused on the randomised trial (CHAPTER 3} . The central 

issuee of the third theme is which factors predict a favourable reinte-

grat ionn and which contr ibute to the effectiveness of the act ivat ing 

intervent ion.. The fourth theme concerns the (development of) guide-

lines,, partly based on the method used in the intervention study. 

Lastly,, the implicat ions of the findings for practice and future devel-

opmentss and research are discussed.{endnote 6.7, pg. 126) 

Thee searc h fo r evidenc e in th e literatur e 

AA thorough computer search on work-related adjustment disorders 

failedd to identify any control led intervention studies. This was and is 

surprisingg given the high prevalence of adjustment d isorders. We 

thereforee extended our search to include preventive stress manage-

mentt intervent ions, in order to derive start ing points for the develop-

mentt of our act ivating intervent ion. Forty-eight studies of sufficient 

methodologicall  r igour were identified and used for the meta-analysis 

(CHAPTERR 2). The following research questions were posed: (1) are 

stresss interventions effective, as suggested by qual i tat ive reviews of 

thee l i terature? (2) If so, which type of stress intervention is most 

effective,, and based on which outcome measures? 
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InIn addit ion to these research quest ions, exploratory analyses were 
conductedd to determine what moderator variables were related to the 
effectivenesss of the intervent ions. 

Resultss showed that stress intervent ions are indeed effective: employ-
eess benefit from stress-reducing interventions in preventive appl ica-
t ions.. Although small according to Cohen's cr i ter ia,4 a significant 
meann effect size was found across 48 studies representing 3736 par-
t ic ipants.. A moderate effect was found for cognit ive-behavioural 
interventionss and mult imodal intervent ions, and a small effect was 
foundd for relaxation techniques. The effect size for organisat ion-
focusedd interventions was not significant. These intervent ions were 
mostt effective in terms of complaints, psychological resources and 
responses,, and perceived quali ty of work life. However, because 
thesee studies tended to focus on the prevention of illness and work 
disabil i ty,, it was not easy to determine the relevance of these out-
comess to patients with existing adjustment disorders. There were no 
studiess of t reatment programmes with referred employees and only 
fourr studies with a more or less selected populat ion consisting of 
employeess who were invited to join the programme because of expe-
riencedd or assessed ' job stress'. Although there was a tendency that 
employeess in these ' remedia l' studies benefited more than employees 
inn the purely preventive programmes, there was too littl e evidence to 
establishh their clinical relevance. The aim of prevention is to inter-
venee in an earlier phase, before a person gets il l or takes sickness 
leave.. It is undoubtedly an asset when employees have fewer distress 
symptoms,, have more control over their si tuat ion, and experience an 
improvedd quality of work. However, few studies had a control led fol-
low-upp to enable determinat ion of whether the effect was long-last-
ingg or only temporary, and a relation with functioning was only 
researchedd in a few studies too. So it is hard to conclude whether the 
programmess really prevented illness and sickness leave or not. 
Wee recommend that researchers in their design and research ques-
tionss anticipate the clinical or preventive relevance of their findings 
andd elucidate this aspect in the discussion of their outcomes. The use 
off  a limited number of well-defined and validated outcome measures 
wouldd improve the interpretabi l i ty and relevance of outcomes. The 
considerablee diversity in the outcome variables used, apparent ly due 
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too conceptual ambiguity about the core dimensions of stress outcomes, 

impedess the interpretation of results. Research on the core dimensions 

off  stress outcomes, which wil l lead to more consensus about out-

comess and instruments used, is indispensable for the further develop-

mentt and evaluation of interventions. 

Withh respect to the second research quest ion several outcomes are 

notable.. We found a significant differences in effectiveness between 

thee types of intervent ions. Surprisingly, intervent ions focused on the 

organisat ionn had no effect. Moreover, the different interventions had 

differentt effects on different outcomes. Cognit ive-behavioural pro-

grammess were predominant ly applied and researched among employ-

eess in jobs with high levels of job control and tended to be part icu-

larlyy effective in this group. 

Ourr findings on effectiveness contrast with the broadly shared view 

thatt there is a hierarchy of interventions in which primary prevention 

shouldd prevail over interventions that focus on individuals in an 

effortt to reduce work-related st ress.5 '6 , 7'8 ' Cognit ive-behavioural 

intervent ionss appear to be effective for people with jobs that involve 

aa high degree of decision lat i tude. These intervent ions, in such an 

environment,, can influence individual var iat ions in the perception 

andd use of coping skills. The results of our meta-analysis suggest that 

thesee interventions are preferable for employees in jobs with a high 

degreee of autonomy, notwi thstanding that large differences exist in 

thee risk of adjustment disorders between departments and compa-

nies,, reflecting differences in organisat ional character ist ics. In jobs 

wit hh a low degree of decision lat i tude, organisat ion-focused interven-

tionss aimed at enlarging job-control may have a large impact when 

theyy are accompanied by cognit ive-behavioural interventions that 

increasee the employee's ability to perceive and utilise the enlarged 

control.. If this strategy is not possible, intervent ions that focus on 

enhancingg passive coping (relaxation techniques) have a moderate 

butt proven effect. The finding that different interventions had a dif-

ferentt effectiveness for specific outcomes indicates that the choice of 

interventionn for a part icular individual or group may be determined 

byy the desired outcome. The idea that the type of work a person does 

mayy affect the choice of intervention is intriguing because of its conse-

quencess for occupational health care and curative health care. 
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AA final, methodological issue concerns the rigour of the method of 
meta-analysis.. Only studies with an experimental or quasi-experi-
mentall  design involving a no-treatment control group were admitted in 
thee meta-analysis. For quasi-experimental studies, we required that 
thee experimental group and the control group were recruited from 
identicall  populat ions and had identical baseline values on dependent 
variables.. This strict selection cri terion may have contr ibuted to the 
loww number of studies of interventions with a focus on the organisa-
tionn included in the meta-analysis. These complex interventions could 
bee more difficul t to accommodate in a control led design. There are 
otherr reasons why interventions with a focus on the organisat ion fi t 
lesss well into a quant i tat ive study design. As the primary outcomes 
involvee aspects of the workplace, it may take a long time to produce 
measurablee effects at the individual level and, because of many other 
interferingg factors, these effects may be difficul t to assess. 
Indeed,, organisation-focused interventions have proved successful in 
somee uncontrol led evaluations.9 But there are also many uncontrolled 
studiess that reported positive outcomes for the individual-oriented inter-
ventions.. If there are valid arguments that the experimental method is 
lesss appropriate for organisational focused studies, these should be made 
explicitt by researchers in the field. There are qualitative methods in the 
healthh sciences with a comparable rigour that can be applied to the field 
off  stress management research, complementary to or as an alternative 
too the experimental method.10-11 The outcome of our meta-analysis 
mightt motivate researchers on this subject to take up this challenge. 

Thee evaluatio n of th e interventio n 

Thee intervention was evaluated in a cluster-randomised trial (CHAP-

TERR 3). In this study, an innovative activating intervention was com-

paredd with 'care as usual' (control group) for the guidance of 

employeess on sickness leave because of an adjustment disorder. It 

wass hypothesised that the intervention would be more effective than 

caree as usual in lowering the intensity of symptoms, increasing psy-

chologicall  resources, and decreasing sickness leave durat ion. 

Wee found the intervention to be effective on work abil ity at 3 months 

andd on sickness leave durat ion, as hypothesised. The size of the effects 
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wass 2 5 %- 30% for the durat ion of absenteeism compared with that 

off  'care as usual '. As 'care as usual' in this specific si tuat ion was al-

readyy rather effective, this should be interpreted as a t reatment ver-

suss t reatment result, rather than as a treatment versus control result. 

Thee recurrence rate was lower in the intervention group. Surprisingly, 

theree were no differences in the course of symptoms between the two 

studyy groups. At baseline, symptom intensity was substant ial ly high-

err in the patients than in a normal reference populat ion, reflecting 

thee existence of a real problem. The symptoms decreased over t ime 

similarlyy in both groups to approximately normal levels. 

Thus,, interestingly, the t reatments differed significantly in their ef-

fectivenesss regarding absenteeism-related outcomes but not regarding 

symptomm reduct ion. There is apparent ly littl e synchrony of change 

betweenn symptoms and absenteeism in adjustment d isorders. This 

more-or-lesss confirms the strategy of the graded activity approach to 

buildd up activit ies according to a t ime-contingent and symptom-inde-

pendentt scheme. This is especially important because the main risk of 

thesee disorders lies in the development of prolonged disabi l i ty.1 '2 

Wee found the intervention to be part icularly effective in reducing 

long-termm sickness absence, which is important because adjustment 

disorderss may develop into more severe psychopathology if the crisis 

doess not resolve. Consequences of absenteeism, such as loss of daily 

structure,, diminished social contacts, and deter iorat ion of self-

esteem,, can combine with a non-resolving crisis and existing vulnera-

bil i t ies,, contr ibut ing to the development of depression or anxiety dis-

order.. This underl ines the importance of an adequate and early 

guidancee of individuals with adjustment disorders for the prevention 

off  more serious psychopathology. Our results indicate that the acti-

vat ingg intervention was successful in this respect and is a valid con-

tr ibut ionn to the prevention of lasting disabil ity due to adjustment 

disorders.. Because in this study 'care as usual' was already rather 

effective,, it would be interesting to repeat the study in a si tuat ion 

wit hh more contrast between the intervention and the control groups. 

Twoo methodological issues need to be considered: the analyses of the 

absenteeismm data and aspects of the randomisat ion 
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Absenteeis mm data 

Thee absenteeism data in our study could not be analysed in a mult i-
levell  structure because there are no reliable analytical methods that 
takee into account censored data as well as variance on different lev-
els,, i.e. that conduct survival analyses in a multilevel structure. 
Survivall  analyses are considered the technique of choice for the anal-
ysiss of absenteeism data. For binary (dichotomous) data too, there is 
nott yet a generally accepted and well-established multilevel solut ion.12 

Thiss leaves the choice between two less than perfect strategies: analy-
sess on either the cluster level or the pat ient level. As the methodolog-
icall  r igour of the experimental design presumes that the unit of ran-
domm assignment is also the unit of analysis,1^ we primari ly analysed 
dataa on the cluster level. This may have led to an underest imat ion of 
thee significance of effects. Because the point of inference was clearly 
onn the individual level in our study, we also performed analyses on 
thee individual level, which, in turn, might have led to an underest i-
mationn of p-values and to an overest imat ion of the significance of 
effects.. However, most effects were significant in analyses on both 
levels,, which underl ines their robustness. 

Randomisatio nn and externa l validit y 

Patient-basedd randomisation would have prevented some of the imper-
fectionss in our study. However, the same 'field s i tuat ion' that caused 
thesee imperfections, which had a potent ial but probably minimal 
effectt on the internal validity, contr ibuted to the external validity. In 
thiss tr ial, patients were guided by their own occupational physician 
inn their own practices wi thout an extra budget and with all the nor-
mall  l imitations of daily pract ice, such as time pressure, distract ion 
byy daily work problems, and interference by the personal history 
wit hh the patient. In short, all the things that wil l also play a role in 
thee implementat ion of a method. This means that the results of our 
tr iall  are ' real' and more realistic than if the patients had been allo-
catedd to other occupational physicians or other professionals. Such 
ann artificial si tuation could have led to results that could not be 
extrapolatedd to daily pract ice. 
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Predictiv ee factor s for a favourabl e reintegratio n 

InIn the prognostic study, the same data set was analysed as in the cluster 

randomisedd trial. However, whereas in the trial the effect of one factor 

(thee effectiveness of the intervention) was tested, in the prognostic study 

thee predictive value of multiple factors was assessed. If we were to know 

whichh characteristics are predictive of a favourable or unfavourable 

coursee of reintegration, we could allocate the limited care resources 

availablee to those employees who need care the most. Another option is 

too adapt the intervention for relevant subgroups. Investigation of which 

employeess benefited most from the activating intervention would lead 

too a better targeting of occupational health assistance. 

InIn all analyses of the total group, the intervention was a strong pre-

dictorr for return to work. Two other predictors of time to full return 

too work were also significant in the total group, namely, a low salary 

andd a low level of somatisat ion. For the intervention group, a low 

levell  of education and a low level of obsessive-compulsive behaviour 

predictedd a faster full return to work. For time to partial return to 

work,, predictors for a favourable reintegrat ion were young age, male 

sex,, low level of educat ion, low positive social contacts, and a high 

levell  of social functioning in private life. 

Thee favourable outcome that all pat ients, irrespective of their treat-

mentt group, had fully returned to work by I 2 months is in sharp con-

trastt with outcomes of studies by Schroer,1 '2 and with work disabil i-

tyy incidence rates in the Nether lands. This contrast implies a 

potent iall  l imitation for the general isat ion of the results of this study. 

Moreover,, other prognostic factors may be valid in a populat ion with 

moree variance in the outcome var iables. 

Thee implementatio n of the activatin g interventio n in Dutch prac -
tic ee guideline s 

CHAPTERR 5 describes a process quite different from the collection, 

processingg and interpretat ion of data, namely the implementat ion of 

thee activating method in practice guidelines on mental health prob-

lemss for occupat ional physicians or for general pract i t ioners and 

occupat ionall  physicians together. 
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Yett again, no base could be found in l i terature: there were few exist-
ingg studies of guidelines on the diagnosis and therapy of adjustment 
disorderss in the l i terature, having an unclear status. Guidelines were 
eitherr product of one author or the developmental procedure was not 
clarified.. The procedure followed for the development of the Dutch 
guideliness forms a positive contrast with this paucity of procedural 
t ransparency.. To be eligible for author isat ion, Dutch guidelines for 
occupat ionall  physicians have to be developed according to the fol-
lowingg procedure: (1) based on a review of the relevant l i terature and 
onn consensus meetings, a first draft is prepared by a project team of 
occupationall  physicians; (2) this draft is reviewed by experts from 
insidee and outside the own professional group; (3) a revised draft is 
judgedd and tested by practising occupational physicians; (4) a final 
versionn is submit ted to the guideline committee for author isat ion. 
Inn the case of the guideline for mental health problems for occupational 
physicianss the project team encompassed 21 occupational physicians 
andd 1 psychologist. The first draft was reviewed by 15 experts (among 
otherss occupational physicians, psychiatrists, general practit ioners and 
psychologists).. The second draft was tested and commented on by 21 
practisingg occupational physicians, selected at random from the files of 
thee Dutch Association of Occupational Physicians. 

Inn a field where direct evidence for the effectiveness of intervent ions 
iss limited, the r igour of meticulous consensus and review procedures 
inn the development of a guideline is important to provide such guide-
liness with a firm base in daily practice. Notwi thstanding the recent 
introduct ionn of the guidelines, their acceptance appears to be high.14 

Thee procedure used in their development may have contr ibuted to 
thiss high acceptance. 

Relevanc ee to practic e and researc h 

Whatt do the studies in this thesis mean for the pract ising occupation-

all  health professional? In the first place, it is impor tant for profes-

sionalss to know that their guidance is helpful. Effects on disabil ity 

weree impressive and relevant. As we learned from the trial (CHAPTFR 3), 

ann activating intervention not only shortens the mean durat ion of 

absenteeism,, which would mainly benefit the employer, but also ap-
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pearss to be most effective for employees with a long sickness absence, 

andd therefore it is relevant for preventing lasting disabil i ty. 

Moreover,, the guidance prevented relapse. As our trial was a field 

study,, the genera Usability of the results is high. In his thesis of 1 993, 

Schroerr commented that occupational physicians were in a favourable 

posit ionn to prevent lasting disabil ity due to adjustment disorders. 

Thee present results confirm this, although the results are probably 

equallyy valid for other professionals working at the interface 

betweenn work and health. 

Thee meta-analysis (CHAl'TKR 2) and the trial (CHAPTER 3) showed that 

aa cognit ive-behavioural approach is probably the most effective indi-

vidual-focusedd approach. In the meta-analysis we found that cogni-

t ive-behaviourall  intervent ions had been studied almost only with 

regardd to employees in jobs with a high level of job contro l. The con-

clusionn was that they were effective. Our prognostic study revealed 

thatt the intervention evaluated in the trial was especially effective for 

lesss well educated employees and employees with a low salary. These 

employeess often have jobs with littl e job-control, which suggests that 

cognit ive-behaviourall  programmes may be even more effective for 

employeess with littl e autonomy. However, it is plausible that 

employeess benefit most when they are provided with individual cop-

ingg skills in a job that allows them to exercise these skil ls. If so, these 

intervent ionss may be less effective for employees working in a con-

strainedd environment. But if this is true, we need an explanat ion for 

ourr finding in the prognost ic study. It may be that with our method, 

wit hh its emphasis on the acquisit ion of skills, behavioural aspects are 

dominant,, especially in the way the intervention is applied by occu-

pat ionall  physicians. This gives us a start ing point for an intervention 

adaptedd for employees with a high level of educat ion, for whom an 

interventionn with more emphasis on cognitive aspects might be more 

suitablee and effective. 

Becausee people with a low level of education are at greater risk of 

lastingg disabil ity than their better educated counterpar ts1 5, and are 

lesss accessible for therapy, it was especially encouraging that our 

interventionn appeared to be highly effective among these employees. 

Resultss showed that occupat ional physicians are in a favourable 

posit ionn to provide guidance and that an activating approach is effec-
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t ive.. With respect to the next step, the implementat ion of the activat-
ingg approach, it is a great advantage that the method, even before 
beingg publ ished, could be a main contr ibutor for the intervention 
partt of the guidelines described in CHAPTKR 5. The recent implemen-
tat ionn of these guidelines has been evaluated in two studies. A study 
amongg occupational physicians revealed that the guidelines are well 
acceptedd by these professionals, who are positive about the interven-
tionn and intend to use it. However, implementat ion of the guidelines 
lagss behind their high acceptance.14 A study among occupat ional 
physicianss and general pract i t ioners who were trained in the use of a 
guidelinee for concerted action on mental health problems showed a 
highh use of and satisfaction with the guideline by both professional 
groups.166 These outcomes indicate that further implementat ion 
effortss do not need to focus on increasing the acceptance of the 
guidelines,, but on training professionals in their use. Surprisingly, 
crit icismm encountered in these studies and also in training practice 
wass not focused on the method, which is new but perceived as sup-
port ive,, but on the complexity of the writ ten texts. The difficult y 
facingg the working groups that developed the guidelines was that, in 
orderr to gain acceptance for a method that differs considerably from 
existingg practice, the guidelines had to be extensively documented. 
Thee high acceptance that has been achieved is probably a conse-
quencee of this strategy. In the future, anew version of the guidelines 
cann be less complicated and shorter. A problem that occupat ional 
physicianss encountered is to put time contingency into pract ice. 
Manyy patients feel that they can only return to work if they are free of 
symptoms,, but this att i tude can lead to lasting disability. Occupational 
physicianss need the skills to motivate patients to see their recovery as a 
learningg process, of which the resumption of tasks is part. 
Whatt are points of interest of this thesis for the interface between 
workk and mental health? Apparent ly, there are many potent ial 
" r isks""  to employees in the modern service economy. In many jobs, 
taskss and work are never completed because the product is service 
andd hence a matter of perception - we can always make things better, 
bee even more cl ient-centred, and so on. Employees who can set and 
keepp to their limit s are better protected against stress and overwork, 
andd apparent ly programmes that supply these skills are effective. 
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However,, the fact that individual skills can lower the risks for 

employeess and that individual-focused approaches appear to be 

effectivee does not imply that stress prevention is the individual 

responsibi l i tyy of the employee. As both are involved, it is a shared 

responsibi l i tyy of the employer and the employee. 

Currentt important developments in Dutch society underl ine this 

sharedd and mutual responsibil i ty of employer and employee in pre-

ventionn and recovery. These mutual responsibi l i t ies are emphasised 

inn new legislation (Wet Verbetering Poortwachter) and in a govern-

mentall  commission on mental disabil i ty {Donner commission}. 

InIn mental health care, there is a growing interest in absenteeism too. 

Inn studies aimed at reducing long-term absenteeism due to depres-

sion,, an occupat ional therapy intervention in addit ion to care as usu-

all  proved effective in reducing absenteeism. This intervention had a 

smalll  effect on coping but no differential effect on depression and 

(SCL-90)) symptom scales.1 7'1S 

Whenn this project started, there were no published studies evaluat ing 

intervent ionss on work-related adjustment disorders. Apparent ly, 

researchh was not keeping pace with developments in society. Now, at 

thee end of this project, our intervention study is still the first, to our 

knowledge.. However, research into these aspects and the problem of 

workk disabil i ty has increased considerably in recent years the 

Nether lands.. These efforts may contr ibute to better working condi-

t ionss and better health care. Indeed, innovat ions in terms of preven-

t ion,, guidance, and rehabi l i tat ion are urgently needed, given the high 

economicc losses and suffering caused by adjustment disorders and 

workk disabil i ty. There is increased awareness in the European Union 

tooo - the European Week for Safety and Health at Work 2002 is com-

mittedd to the prevention of psychosocial risks at work and the stress 

theyy cause. Governments and health care should improve their ability 

too cope with these challenges, and science should support this innova-

tionn by developing new methods and by carrying out evaluation studies. 

Endnot ee 6.1. 

Thee statistical methods used in the studies presented in the chapters 

2,, 3 and 4 are briefly described in the Appendix. 
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APPENDIX X 

Statistica ll  method s used in the thesi s 

Inn this appendix the statistical methods used in the studies presented 
inn the chapters 2, 3 and 4 are briefly described for those readers who 
aree interested in what happened but who are not familiar with the 
statist icall  techniques used. 

Thee meta-analysis, CHAPTER 2 

AA systematic review of the literature serves to integrate valid information 
andd to provide a basis for rational decision-making.1 Within the frame-
workk and central research aim of this thesis, this specifically meant identi-
fyingg valid elements for an intervention to prevent chronic disability 
duee to adjustment disorders. We evaluated preventive stress manage-
mentt interventions because there were no studies of the effectiveness of 
interventionss for work-related adjustment disorders. 
Thee term meta-analysis refers to the analysis of the results of indepen-dent 
studies.. Meta-analyses provide a numerical summary by statistical inte-
grationn of the results of these separate studies, and includes an index of 
thee combined probability of the obtained results, an average magnitude 
off  effect, and an estimate of the heterogeneity of significance levels and 
effectt sizes.2 The results of independent studies, rather than the respons-
ess of individual subjects, are the units of analysis. According to Glass,1 

whoo coined the term 'meta-analysis', this reflects a third level of analy-
siss to be distinguished from primary analysis and secondary analysis. 
Primaryy analysis is the original research which includes data collection, 
dataa processing, and publication of results, whereas in secondary anal-
ysiss the original data are re-analysed from either a different perspective 
orr with different techniques, mostly by a different investigator. 
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Thee growing popularity of meta-analyses is consistent with the recogni-

tionn of the need for systematic reviews of health care, in order to draw 

reliablee conclusions and to make valid decisions based on the l i tera-

ture .44 Together with other forms of systematic review, meta-analyses 

sharee a main advantage over t radi t ional, narrat ive reviews in that 

theree are explicit and strict rules and strategies for including, abstrac-

t ing,, weighting, and integrating the results of primary studies, an 

approachh which limit s bias.-"1 

Thee quant i tat ive approach has addi t ional advantages. First, more ac-

curatee and valid conclusions can be drawn from the heterogeneous 

resultss of original experimental studies. This can be i l lustrated with a 

fictit iouss example of 13 studies that evaluate the impact of interven-

t ionn A on effect B. In this example, only three studies (23%) favour 

thee assumption that A is effective, another three contradict this 

assumpt ion,, three studies tend to be positive but are not signif icant, 

andd four tend to be negative but are not significant either. From a 

qual i tat ivee view, the conclusion would be to doubt any effect of A on 

BB because the majority of studies failed to support this assumpt ion. 

However,, let us suppose that the effect sizes in this example were 

1.2,, 0.9 and 0.8 for the positive significant studies, -0.4, -0.3 and -

0.33 for the negative significant, 0.5, 0.4 and 0.4 for the posit ive non-

significantt (non-signif icant results due to small study populat ions) 

andd - 0 . 1, -0.1 and -0.2 for the negative non-significant studies. From 

aa meta-analyt ic point of view the strength of association is taken into 

account.. Computing the mean effect sizes of positive and negative 

findings,, in a for i l lustrative reasons simplified procedure and neglec-

tingg the level of significance, yields 0.7 in favour of the hypothesis 

andd only -0.2 opposed to it. This gives another evaluation of the 

effectivenesss of intervention A. 

Anotherr advantage of the quant i tat ive approach is that the effective-

nesss of different interventions can be compared by the effect sizes 

obta ined.. Whereas in classical, qual i tat ive reviews6" 11 the general 

findingg is that stress management interventions are effective, qual i-

tivee reviews provide only limited information on which type of inter-

ventionn is most effective and for whom. Quant i tat ive reviews can 

providee this information. Our meta-analysis, for example, revealed 

thatt cognit ive-behavioural intervent ions are on average twice as 
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effectivee as relaxat ion techniques. 

AA final advantage is that specific hypotheses can be tested in relation 
too study or populat ion features. For example, in our meta-analysis, 
exploratoryy analyses were performed to determine what moderator 
variabless (e.g. job character ist ics, preventive/remedial nature of 
interventions,, durat ion of t reatment) were related to the effectiveness 
off  the intervent ions. These analyses provide addi t ional knowledge 
aboutt the research domain which would otherwise not be avai lable. 
Evenn people crit ical of the method consider such studies as original 
research.12 2 

AA problem of meta-analyses is that studies with a relatively large 
numberr of outcome measures disproport ionately affect the results. 
Too counteract this problem, Rosenthal and Rub in1 ' proposed a 
methodd of comput ing a mean effect size in which the inter-correla-
tionn of outcome measures is taken into account.2 (PP4 5~4 7' Ln the meta-
analysiss presented in chapter 2, outcome variables were combined 
accordingg to this method for all analyses. This refinement of the 
meta-analysiss method creates a clear relat ionship with multi level 
analysiss described below, a method which also takes the variance on 
differentt levels into account. 

Thee cluster-randomised control led t r ia l , CHAPTER 3 

Twoo statistical techniques used in the trial are briefly discussed here, 
multilevell  analysis and survival analysis. Then some methodological 
aspectss of the study are discussed. 

MultilevelMultilevel analysis 

Thee data in the tr ial had a hierarchical, multilevel s t ructure: occupa-
tionall  physicians were randomised to and trained in the use of a 
guidancee strategy that should affect outcome variables at a pat ient 
level.. Patient randomisat ion is preferable but was not possible in this 
study.. On the one hand, occupational physicians could not be easily-
trainedd to provide two kinds of t reatment. On the other, company 
policyy prevented the randomisat ion of patients over occupat ional 
physicians.. The company considered interference in an established 
relat ionshipp between patients and occupational physicians to be 
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unacccprable.. Because of rhis multilevel s t ructure, outcomes at a 

patientt level could be influenced by characteristics at the occupational 

physiciann level and therefore could be cor re la ted.I 4 , l:*  For example, if 

certainn occupat ional physicians had more affinity with the experi-

mentall  method than their colleagues, they may be more enthusiastic 

andd conscient ious, which could influence the outcome at a patient 

level.. Ignoring the dependency of the observat ions on a patient level 

mayy lead to an overestimation or underestimation of the effect and/or 

significancee when data are analysed at a pat ient level. With multi-

levell  analysis, data can be analysed to take the 'hierarchical' structure 

off  the data into account. We therefore conducted multilevel analyses 

wheree possible, i.e. on the self-report-data at 3 and 12 months. 

SurvivalSurvival  analysis 

Wee had two quest ions about absenteeism:' how long is the period 

betweenn the onset of the actual period of sickness leave due to an 

adjustmentt disorder and the moment of part ial or full return to 

work'' and 'how long is the period between work resumption and a 

potent iall  re lapse'. Basic to these questions is the evaluat ion of an 

intervall  between two events, as it is in studies researching the inter-

vall  between e.g. marr iage and divorce, diagnosis and death. Problems 

encounteredd with these research questions are that the event of inter-

estt {work resumpt ion, relapse, divorce, or death) may not occur for 

alll  subjects during the observation period, and that the observat ion 

periodd may not be the same for all subjects. This complex situation 

wass characterised with a fine sense of understatement in a former 

versionn (5.0) of the SPSS manual: "These compl icat ing factors elimi-

natee the possibil i ty of doing something s imple. "16 

Statisticall  techniques developed to counter these problems are called 

survivall  analyses, because the first appl icat ions concerned the esti-

mationn of lif e chances for pat ients with a diagnosed potential ly lethal 

diseasee such as cancer. Survival analysis is a collection of statistical 

techniquess for the analysis of data in which the outcomes of interest 

aree whether an event occurs or not and the time until an event 

occurs.. Most survival analyses consider a central problem of data 

analysis,, namely, censoring. In essence, censoring occurs when the 

survivall  t ime of an individual is not known exactly. In most cases 
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thiss concerns cases in which the ' terminal event" (work resumption or 
relapsee in our study) does not occur during the observation period. 
Butt it can also concern subjects wi thdrawing from the study, e.g. by 
changingg employer. 

Onee of the techniques used is the 'ac tuar ia l' method,17 more com-
monlyy termed 'lif e tables'. With this technique, the period of obser-
vationn is subdivided into smaller intervals, e.g. of a month or a week. 
Thee probabi l i ty of survival can be calculated for each interval. In 
essence,, this is a simple formula in which the number of subjects sur-
vivingg past the specified time is divided by the number of subjects 
includedd at the start of the observat ion period. The product of the 
estimatedd probabil i t ies of all periods is the overall probabi l i ty. 
Anotherr statistic that is much used is the hazard function, based on 
thee probabi l i ty of an event occurr ing (in contrast with the survivor 
function,, which focuses on the probabi l i ty that the terminal event 
doess not occur). When it is calculated as a limi t for time intervals 
approachingg zero, the hazard rat io gives the instantaneous potential 
perr unit time for the event to occur .18 Shortcomings of the actuarial 
methodd are that the subdivision in intervals is arbitrary and that the 
coursee of the survival curve within one period can only be est imated.17 

Thee Kaplan-Meier model is another technique for survival analysis. 
Thiss technique is not based on constructed intervals but departs from 
eachh time point that an event actually occurs. The Kaplan-Meier for-
mulaa for a survival probabi l i ty is limited to product terms up to the 
survivall  period specified. That is why it is often referred to as a 
'product- l imi t'' formula. A shortcoming of this method is that a 
potent iall  such as in the hazard rate cannot be estimated rel iably.17 

Kaplan-Meierr analyses were used in our tr ial to obtain means, medi-
ans,, and confidence intervals 

Thee Cox proport ional hazards regression model is a method with many 
advantages,, of which robustness is one. It is a regression model but it 
uses,, lik e survival models, the information of censored cases and it 
providess the primary information desired from a survival analysis, 
namely,, a hazard ratio and a survival curve. Shortcoming of this 
modell  is the assumption of propor t ional hazards, i.e. that the rela-
tionn (hazard ratios) between groups is stable over t ime, which is not 
alwayss the case. We used this model in our trial because it allows the 
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inclusionn of covariates in rhe model, which makes it possible to cor-

rectt for differences in baseline variables between intervention and 

controll  groups. 

Thee prognostic study, CHAPTER 4 

InIn the prognost ic study the same data set was analysed as in the clus-

terr randomised tr ial. However, whereas in the trial the effect of one 

factorr {the effectiveness of the intervention) was tested, in the prog-

nosticc study we wanted to know the predictive value of multiple fac-

tors.. For example, knowledge of whether older employees have a 

goodd prognosis and whether people with a full-tim e job and people 

wit hh many somatic complaints have a relatively poor prognosis could 

bee used to al locate the limited care resources available to those the 

mostt in need. Another option would be to adapt the intervention for 

relevantt subgroups. Identif ication of those employees who would 

benefitt most from the activating intervent ion could be used to better 

targett occupat ional health assistance. 

Regressionn analysis is the appropr ia te statist ical method to describe 

thee relat ionship between one outcome and a set of independent vari-

ables.. For each variable observed, values of the response variable are 

comparedd with predicted values obtained from models with and with-

outt the independent variable in quest ion.18 The most used regression 

modelss are multiple linear regression for dependent variables with a 

normall  d istr ibut ion, logistic regression for binary data, and Cox pro-

port ionall  hazards regression for survival data with censored cases. 

Wee used Cox proport ional hazards regression for survival data with 

censoredd cases in our trial to conduct survival analyses with inclu-

sionn of covariates to correct for significant differences in the baseline 

variabless between intervention and control groups in the analyses. In 

thee prognostic study, we used the model to identify predictors. To 

avoidd advantage of chance by capital isat ion on sampling errors we 

pre-selectedd variables for the Cox's proport ional hazards regression 

analyses.. We performed univariate Cox regression analyses with in 

separatee analyses each independent variable as a factor. Independent 

variabless associated with p<.20 in the univariate analyses were 

selectedd for the mult ivariate regression analyses. From a methodolog-
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Summar y y 

Withh the increased workload of the past decades, increasingly more 
employeess in Western countr ies are experiencing psychological prob-
lemss related to occupat ional stress. As a consequence, occupat ional 
healthh professionals are confronted with a growing number of 
employeess suffering from various stress-related disorders. In this the-
sis,, we used the term 'adjustment disorder*  as the central concept. At 
thee societal level, the costs of adjustment disorders are considerable 
inn terms of absenteeism, loss of product iv i ty, and health care con-
sumpt ion.. Schröer reported that in the Nether lands at least 2 0% of 
thesee patients donot return to work within a year, which usually 
leadss to loss of employment. In Britain, it is estimated that annual ly 
400 millio n workdays are lost to the nat ion 's economy owing to men-
tall  and emotional problems. At the individual level, there are costs in 
termss of high rates of tension, anger, anxiety, depressed mood, men-
tall  fatigue, and sleep disturbances. 

Thee main topic of this thesis is the development and evaluation of an 
interventionn implemented by occupat ional physicians to prevent 
chronicc disability due to adjustment disorders. The main aim of the 
interventionn is to support the individual employee. In many cases, 
theree wil l be a causal role of the work environment, e.g. inadequate 
managementt style, confl icts, work pressure, high work load caused 
byy a lot of responsibi l i ty, often in combinat ion with a lack of deci-
sionn lat i tude and social support. Primary preventive measures and 
complementaryy measures at the work organisat ion level were not the 
focuss of the studies of this thesis. 

Inn CHAPTER 1 the changes that have taken place for many employees with 

regardd to work, workload, and work appreciation are discussed. For 

manyy employees, the workload has shifted from physical to mental and 

thee appreciation of work has changed from predominantly toil and moil 
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too an important domain of lif e for the fulfilment of am-bitions and 

well-being.. At the same time, overload has shifted from physical to 

mental,, accompanied by the associated problems and diseases. Mental 

diseasess are at the top of the list in social security statistics and within 

thiss category adjustment disorders form the main cause of work disabil-

ityy in the Netherlands. Surprisingly, a thorough search of the literature 

showedd that there are no sound evaluation studies of the effectiveness 

off  interventions in primary and occupational health care for patients 

withh adjustment disorders. Therefore, evidence-based starting points 

forr an intervention could not be derived from the l iterature. 

Thee context in which an activating intervention method was developed 

andd evaluated is described, namely, aspects of work disability due to 

mentall  disorders in the Netherlands, the professional context, the 

rationalee for an activating intervention, and the concepts involved. 

CHAPTERR 2 describes a quant i tat ive meta-analysis that sought to ans-

werr the following research quest ions: (1) are stress interventions 

effective,, as suggested by qual i tat ive reviews of the l i terature? (2) If 

so,, which type of stress intervention is most effective, and on which 

outcomee measures? 

InIn addit ion to these research quest ions, exploratory analyses were 

conductedd to determine which variables modulate the effectiveness of 

thee intervent ions. Forty-eight experimental studies of sufficient 

methodologicall  quality were identified and included in the analysis. 

Fourr intervention types were dist inguished: cognit ive-behavioural 

intervent ions,, relaxation techniques, mult imodal programmes, com-

biningg the two intervention methods ment ioned, and organizat ion-

focusedd intervent ions. The first research question was answered 

affirmatively,, confirming the trend of earl ier qual i tat ive reviews. The 

presentt meta-analysis provided reliable evidence that employees ben-

efitt from stress-reducing interventions in preventive appl icat ions. 

Althoughh small according to accepted cri ter ia, a significant mean 

effectt size was found across 48 studies representing 3736 part ici-

pants.. A moderate effect was found for cognit ive-behavioural inter-

ventionss and mult imodal intervent ions, and a small effect was found 

forr relaxation techniques. The effect size for organization-focused in-

terventionss was not significant. Effects were most pronounced on the 

138 8 



Summary Summary 

followingg outcome categories: complaints, such as distress or depressive 
symptoms,, psychological resources and responses, such as perceived 
control,, and perceived quality of work life. We concluded that stress 
managementt interventions are effective, and that cognitive-behavioural 
interventionss are more effective than the other types of intervention. 

CHAPTERR 3 describes the evaluation of an act ivat ing intervention im-
plementedd by occupat ional physicians in a prospect ive, cluster-ran-
domisedd trial involving 192 patients on first sickness leave due to an 
adjustmentt disorder. The research objective was to compare the in-
novativee activating intervention with 'care as usual' (control group). 
I tt was hypothesised that the intervention would be more effective 
thann care as usual in lowering the intensity of symptoms, increasing 
psychologicall  resources, and decreasing sickness leave durat ion. 
Cognitivee behavioural principles and graded activity formed the 
basiss of the intervent ion. In total, 109 pat ients with an adjustment 
disorderr received the activating intervention and 83 patients received 
caree as usual (control group). Symptom intensity, sickness durat ion, 
andd return to work rates were measured at 3 months and 12 months. 
Analysess were performed on an intent ion-to- t reat basis. 
Att 3 months, significantly more pat ients in the intervention group 
thann in the control group had returned to work. At 12 months all 
pat ientss had returned to work, but sickness leave was shorter in the 
interventionn group than in the control group. The intervention 
provedd to be especially effective in reducing long-term sickness leave. 
Thee size of the effects was 2 5 %- 30% for the durat ion of absenteeism 
comparedd with that of 'care as usual. As 'care as usual' in this specif-
icc situation was already rather effective, this should be interpreted as 
aa t reatment versus t reatment result, rather than as a t reatment versus 
controll  result. Probably as important, the recurrence rate was lower 
inn the intervent ion group. Surprisingly, there were no differences 
betweenn the two study groups regarding the decrease in symptoms. 
Att baseline, symptom intensity was substant ial ly higher in the 
patientss than in a normal reference populat ion, reflecting the exis-
tencee of a real problem. The symptoms decreased over time similarly 
inn both groups to approximately normal levels at 3 months, followed 
byy a small addi t ional decrease until 12 months. 
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Wee concluded that the experimental intervention for adjustment disor-

derss was successful in shortening sick leave durat ion, mainly by 

decreasingg long-term absenteeism. The core elements of the method, 

implementedd in a guideline developed on behalf of the Dutch Associa-

tionn of Occupational Physicians (NVAB) , are described in CHAPTER 5. 

CHAPTERR 4 describes a study of factors predictive of prolonged dis-

abil i tyy among employees who reported sick and who were diagnosed 

ass having an adjustment disorder. In the prognostic study the same 

dataa set was analysed as in the cluster randomised tr ial. However, 

whereass in the trial the effect of one factor (the effectiveness of the 

intervention)) was tested, in the prognostic study the predictive value 

off  mult iple factors was assessed. The focus of this study wTas to gain 

neww insights into prognost ic factors for work resumption after work 

disabil i tyy due to adjustment disorders. This may provide new infor-

mationn about which character ist ics of pat ients, work envi ronment, 

orr care predict a successful recovery, or predict a less successful out-

come.. A second focus was on prognost ic factors for the effectiveness 

off  an activating intervention on work resumption, because relevant 

prognost icc factors can be used to develop made-to-measure interven-

t ions.. We focused on the identif ication of prognostic factors for 1) 

timee to return to work (first step in rehabi l i tat ion, part ial or full ) 2) 

timee to full return to work, and 3) part ial or full return to work after 

33 months. Analyses were performed for the total group and for the 

groupp that received the act ivat ing intervention. 

Thee activating intervent ion itself was the most powerful predictor for 

aa favourable reintegrat ion. For part ial return to work this was the 

onlyy predictor for the total group. For time to full return to work, 

threee other predictors proved to be of significance for the total 

group:: young age, low educat ion and a low level of somatisat ion pre-

dictedd a more favourable reintegrat ion. For the intervention group, a 

loww level of education and a low level of obsessive-compulsive 

behaviourr predicted a faster reintegrat ion to full return to work. For 

timee to partial return to work, predictors for a favourable reintegra-

tionn were young age, male sex, low level of educat ion, low positive 

sociall  contacts, and a high level of social functioning in pr ivate life. 

Speciall  at tent ion or a different approach may be needed for employ-
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eess with characterist ics opposite to those mentioned above e.g. a high 
salaryy or a high level of educat ion, older age, female sex and a high 
levell  of somatisat ion. Surprising outcomes were that a low level of 
educat ionn and low positive social contacts predicted a faster reinte-
grat ion,, in contrast to what would he expected from the l i terature. 

CHAPTERR 5 describes a process quite different from the collection, pro-
cessingg and interpretat ion of data, namely, the development of a 
practicee guideline on mental health problems for occupat ional physi-
cians.. Here too, no sound basis could be found in the l i terature: a 
searchh for guidelines on the diagnosis and therapy of adjustment dis-
orderss provided only a few publ icat ions, with an unclear status. They 
weree either product of one author or did not clarify the developmen-
tall  procedure. 

Guideliness for occupat ional physicians and general pract i t ioners con-
cerningg mental health problems were recently developed in the 
Nether landss and are discussed in this chapter. The guidelines provide 
aa classification based on terms already used in the profession and 
whichh are consistent with the diagnosis 'adjustment d isorder '. The 
guideliness give recommendat ions for guidance and t reatment, based 
onn existing evidence, experience in adjacent fields, and consensus 
procedures.. They are based on cognit ive-behavioural pr inciples, 
mainlyy stress inoculat ion training and graded activity, and aim to 
enhancee the problem-solving capacity of patients in relation to the 
workk environment. The clear procedure followed for the develop-
mentt of the Dutch guidelines forms a positive contrast to the paucity 
off  procedural t ransparency in the l i terature. 

CHAPTERR 6 discusses the main themes in the process of developing, 
evaluat ing,, and implementing an activating intervention for adjust-
mentt disorders. The results, methodological aspects, impl icat ions for 
occupationall  health pract ice, scientific relevance, and relevance to 
societyy of the studies included in this thesis are discussed. An impor-
tantt aspect is the acceptance and application of the guidelines 
describedd in CHAPTER 5. 
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Samenvattin g g 

Al ss gevolg van de toegenomen werkdruk in de laatste decennia onder-
vindtt een toenemend aantal werknemers in de Westerse samenlevin-
genn psychologische problemen gerelateerd aan werkstress. Als een 
gevolgg daarvan worden bedrijfsartsen en andere arbodeskundigen 
geconfronteerdd met een groeiend aantal werknemers dat lijd t aan 
stressgerelateerdee stoornissen zoals overspanning en burnout. In dit 
proefschriftt gebruiken we de term "aanpassingsstoornis' als centraal 
enn overkoepelend begrip voor deze stoornissen. Op maatschappeli jk 
(macro-)niveauu zijn de kosten van aanpassingsstoornissen aanzienlijk 
alss gevolg van ziekteverzuim, verlies van product iv i te it en kosten van 
gezondheidszorg.. In zijn proefschrift geeft Schröer aan dat tenminste 
20%% van de pat iënten met een overspanning in de WAO terecht 
komt,, meestal blijvend. In Groot Brittanië gaan naar schatt ing jaar-
lijk ss 40 miljoen werkdagen verloren als gevolg van psychische pro-
blematiek.. Op het niveau van het individu zijn er ook hoge 'kosten' 
zoalss spanning, woede, angst, depressieve stemming, psychische ver-
moeidheidd en slaapstoornissen. 

Hoofdonderwerpp van dit proefschrift is de ontwikkel ing en evaluatie 
vann een intervent iemethodiek, toegepast door bedri j fsartsen, die tot 
doell  heeft langdurige arbeidsongeschiktheid ten gevolge van aanpas-
singsstoornissenn te voorkomen. De interventie is er vooral op gericht 
dee individuele werknemer te ondersteunen. In veel gevallen zal de 
werksi tuat iee een oorzakeli jke rol spelen; bijvoorbeeld door een 
inadequatee stijl van leidinggeven, door confl icten, door werkdruk, 
doorr te veel verantwoordel i jkheid in combinat ie met te weinig regel-
ruimtee of door gebrek aan sociale steun. Primair preventieve maatre-
gelenn of aanvul lende maatregelen gericht op de werkomgeving, hoe 
belangrijkk ook in dergelijke gevallen, waren niet het centrale aan-
dachtspuntt van dit proefschrift. 
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HOOFDSTUKK  1 behandelt de veranderingen in werk, werkbelast ing en 

werkwaarder ingg die voor veel werkenden hebben plaats gevonden. 

Voorr veel werknemers heeft er een verschuiving in werkbelast ing 

plaatss gevonden van vooral fysieke belasting naar vooral psychische 

belast ing.. De waarder ing van werk is veranderd; terwijl werk vroeger 

vaakk vooral als een last werd ervaren is het nu voor veel werkenden 

eenn levensgebied waarin ambit ies en welzijn kunnen worden verwe-

zenlijkt.. Tegelijkertijd is ook het risico op overbelasting verschoven 

vann een fysieke naar een mentale overbelasting met de daarmee 

samenhangendee problemen en ziektebeelden. Psychische ziektebeel-

denn staan bovenaan in de verzuim statist ieken en daarbinnen vormen 

aanpassingsstoornissenn de belangri jkste oorzaak voor WAO-intrede 

inn Nederland. Het is dan ook verbazingwekkend dat uit een grondige 

zoektochtt in de l i teratuur blijk t dat er geen betrouwbare evaluatie 

onderzoekenn zijn naar de effectiviteit van behandelmethodieken voor 

pat iëntenn met aanpassingsstoornissen in de huisartsgeneeskunde en 

dee bedri j fsgezondheidszorg. Er konden dan ook geen evidence-based 

ui tgangspuntenn voor een behandelmethodiek aan de l i teratuur wor-

denn ontleend. 

Dee context waarbinnen een activerende begeleidingsmethodiek werd 

ontwikkeldd en getoetst wordt beschreven; daarbij komen kenmerken 

vann arbeidsongeschiktheid door psychische ziektebeelden in Nederland, 

dee professionele context, het verklaringsmodel voor een activerende 

interventiee en de begrippen die daarbij een rol spelen, aan bod. 

HOOFDSTUKK  2 beschrijft een kwant i tat ieve meta-analyse waarin een 

antwoordd werd gezocht op de volgende onderzoeksvragen: (1) zijn 

stressmanagementt interventies effectief, zoals in kwal i tat ieve l itera-

tuurr reviews wordt aangegeven? (2) Zo ja, welk type interventie is 

hett meest effectief en op welke ui tkomstmaten? 

InIn aanvull ing op deze onderzoeksvragen zijn explorerende analyses 

uitgevoerdd om vast te stellen welke variabelen de effectiviteit van de 

interventiess beïnvloeden. Achtenveert ig studies bleken van een vol-

doendee methodologische kwali teit om in de meta-analyse te worden 

opgenomen.. Er werden vier verschil lende interventietypen onder-

scheiden:: cognit ief-gedragsmatige interventies, ontspanningsmetho-

144 4 



Samenvatting Samenvatting 

dieken,, meervoudige programma's waarin beide genoemde interven-
tietypenn werden gecombineerd en organisat iegerichte interventies. De 
eerstee onderzoeksvraag werd positief beantwoord, wat een bevesti-
gingg gaf van de trend die uit eerdere kwali tat ieve reviews naar voren 
kwam.. De in hoofdstuk 2 beschreven meta-analyse verschaft 
bet rouwbaarr bewijs dat werknemers baat hebben bij preventieve 
stressmanagementt programma's. Het gemiddelde effect over 48 stu-
diess met 3736 deelnemers was klein volgens de geldende criteria 
maarr significant. Een matig effect werd gevonden voor cognitief-
gedragsmatigee en voor meervoudige interventies, het effect van ont-
spanningsmethodiekenn was klein. Het effect van organisat iegerichte 
programma'ss was niet significant. De effecten tekenden zich het 
meestt duidelijk af op de volgende u i tkomstmaten: klachten, zoals dis-
tresss en depressieve klachten, psychologische vaardigheden en reac-
t iepatronen,, zoals ervaren controle, en de waargenomen kwaliteit 
vann het werk. De conclusie is dat stressmanagement interventies in 
hett algemeen effectief zijn en dat cognit ief-gedragsmatige interven-
tiess effectiever zijn dan andere interventies. 

HOOFDSTUKK  3 beschrijft de evaluatie in een prospectief, groeps-geran-

domiseerdd onderzoek van een activerende interventie door bedrijfs-

artsenn bij 192 patiënten die een eerste ziekteperiode doormaakten als 

gevolgg van een aanpassingsstoornis (overspannenheid). Doel van het 

onderzoekk was de vernieuwende, activerende interventie re vergelij-

kenn met de 'gebruikeli jke zorg*  die door de bedrijfsartsen in de con-

trolee groep werd uitgevoerd. De onderzoekshypothese was dat de 

interventiee effectiever zou zijn dan de gebruikeli jke zorg in het ver-

minderenn van klachten, de toename van vaardigheden om met stress 

omm te gaan en de afname van ziekteverzuimduur. Cognitief gedrags-

matigee principes en 'graded act ivi ty' (het geleidelijk en gestructu-

reerdd opbouwen van activiteiten) vormden de basis voor de interven-

tie.. In totaal kregen 109 overspannen patiënten de activerende inter-

ventiee en 83 patiënten de gebruikeli jke zorg (de controlegroep). 

Klachten,, ziekteverzuimduur en de verhouding tussen mensen die wel 

enn niet aan het werk waren werden gemeten op drie en op twaalf maan-

den.. De analyses werden uitgevoerd op een ' intention-to-treat' basis. 

Mett drie maanden hadden significant meer pat iënten in de interven-

145 5 



Samenvatting Samenvatting 

t iegroepp dan in de controlegroep het werk hervat. Met 12 maanden 

haddenn alle patiënten het werk hervat, maar de ziekteverzuimduur 

wass korter in de intervent iegroep dan in de controlegroep. De inter-

ventiee bleek vooral effectief in het terugdringen van langdurig ziekte-

verzuim.. De verzuimduur was 2 5 %- 30% korter in de interventie-

groepp vergeleken met de controlegroep die de gebruikeli jke zorg 

kreeg.. Omdat de gebruikeli jke zorg in de specifieke situatie waarin 

hett onderzoek werd uitgevoerd al behoorl i jk effectief was moet dit 

resultaatt in feite beoordeeld worden als een vergelijking tussen twee 

behandel ingen;; het betrof hier geen controlegroep waarin niets 

gebeurde.. Waarschijnli jk minstens zo belangrijk is de uitkomst dat de 

terugvalkanss ook lager was in de intervent iegroep, dat wil zeggen dat 

minderr mensen zich opnieuw ziek moesten melden in het jaar na de 

interventiee in vergelijking met de contro legroep. Het is verrassend 

datt er geen verschillen waren tussen de twee onderzoeksgroepen in 

klachtafname.. Bij de eerste meting (als pat iënten in het onderzoek 

werdenn opgenomen) hadden de deelnemers aanzienlijk meer klachten 

dann een normale vergeli jkingsgroep, wat de ernst van het probleem 

vann deze groep patiënten weergeeft. De klachten namen in de tij d 

voorr beide groepen vergeli jkbaar af tot een bijna normaal niveau op 

driee maanden. Daarna daalden de klachten nog iets verder tot op 

twaalff  maanden. 

Wee concluderen dat de experimentele interventie voor aanpassings-

stoornissenn succesvol was in het bekorten van de ziekteverzuimduur, 

voorall  door het terugdringen van het langdurend verzuim. De kerne-

lementenn van de methode, opgenomen in de richtlij n voor het hande-

lenn van de bedrijfsarts bij psychische klachten van de Nederlandse 

Verenigingg voor Arbeids- en Bedrijfsgeneeskunde, worden beschreven 

inn hoofdstuk 5. 

HOOFDSTUKK  4 beschrijft een studie naar factoren die een voorspel len-

dee waarde hebben voor langdurige arbeidsongeschiktheid onder 

werknemerss die verzuimden als gevolg van een aanpassingsstoornis 

(overspanning),, In deze prognostische studie werd dezelfde dataset 

geanalyseerdd als in het groepsgerandomiseerde onderzoek (hoofdstuk 

3).. Waar echter in dat onderzoek het effect van één factor (de effecti-

viteitt van de interventie) werd getest, werd in de prognostische studie 
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dee voorspellende waarde van meerdere factoren bepaald. Het doel 
vann deze studie was om nieuwe inzichten te verwerven in voorspel-
lendee factoren voor werkhervat t ing na ziekteverzuim als gevolg van 
aanpassingsstoornissen.. Dit kan nieuwe informatie verschaffen over 
welkee kenmerken van de pat iënt, de werkomgeving of van de begelei-
dingg een succesvol herstel voorspellen dan wel een minder gunstig 
beloop.. Een tweede aandachtspunt betrof voorspel lende factoren 
voorr de effectiviteit van een activerende interventie op werkhervat-
t ing.. Dergelijke voorspel lende factoren kunnen worden gebruikt voor 
hett ontwikkelen van maatwerkintervent ies. We richtten ons op het 
identificerenn van voorspel lende factoren voor 1 ) tij d tot werkhervat-
tingg (eerste stap in de reïntegrat ie, geheel of gedeeltelijk) 2) tij d tot 
volledigee werkhervat t ing en 3) gedeeltelijke of gehele werkhervat t ing 
opp drie maanden na de aanvang van het verzuim. Zowel de totale 
onderzoeksgroepp van 192 patiënten als de intervent iegroep {109 
patiënten)) werden hierop geanalyseerd. 

Dee activerende interventie zelf was de meest krachtige voorspeller 
voorr een voorspoedige reïntegrat ie. Voor tij d tot gedeelteli jke werk-
hervatt ingg was dit de enige voorspeller in de totale groep. Voor tij d 
tott volledige werkhervat t ing bleken drie andere voorspellers signifi-
cantt te zijn in de tota le groep: een lage leeftijd, een laag opleidingsni-
veauu en een laag niveau van somatisatie voorspelden een meer gunsti-
gee reïntegrat ie. In de interventiegroep voorspelden een laag 
opleidingsniveauu en een laag niveau van obsessief-compulsief gedrag 
eenn snellere reïntegrat ie naar volledige werhervat t ing. In deze groep 
warenn een jonge leeftijd, mannelijk geslacht, laag opleidingsniveau 
eenn laag niveau van positieve sociale contacten en een hoog niveau 
vann sociaal functioneren in het privé-leven voorspel lers voor een 
snellee gedeelteli jke werkhervatt ing. 

Specialee aandacht of een andere aanpak kan geïndiceerd zijn voor 
werknemerss met karakter ist ieken tegengesteld aan de hierboven 
genoemde,, bi jvoorbeeld een hoog salaris of opleidingsniveau, een 
hogeree leeftijd, vrouweli jk geslacht of een hoog niveau van somatisa-
tie.. Verrassend was dat een laag opleidingsniveau en een laag niveau 
vann positieve sociale contacten een snellere reïntegratie voorspelden, 
inn tegenstelling tot wat men op grond van de l i teratuur zou verwachten. 
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HOOFDSTUKK  5 beschrijft een proces dar nogal verschilt van het verza-

melen,, verwerken, analyseren en interpreteren van gegevens, name-

lij kk de ontwikkel ing van een prakti jkrichtl i jn voor bedrijfsartsen 

overr psychische problemen. Ook hier bood de l i teratuur geen aan-

knopingspunten:: een search naar richtli jnen voor diagnose en thera-

piee leverde maar een paar publicaties op met een onduideli jke status. 

Zee waren of opgesteld door één auteur of de ontwikkel ingsprocedure 

wass niet duideli jk. 

InIn dit hoofdstuk wordt de recente ontwikkel ing van richtl i jnen over 

psychischee problemen voor bedrijfsartsen en huisartsen in Neder land 

besproken.. De richtl i jnen voorzien in een classificatie die aansluit bij 

termenn die door de beroepsgroepen worden gebruikt en die overeen-

komtt met de diagnose 'aanpassingsstoorn is '. De richtli jnen geven 

aanbevelingenn voor begeleiding en behandel ing, gebaseerd op 

bestaandd wetenschappeli jk bewijs, ervaring opgedaan in verwante 

gebiedenn en op consensusprocedures. Ze zijn gebaseerd op cognitief-

gedragsmatigee principes, vooral stress-inoculat ietraining en graded 

activityy en beogen het.probleemoplossend vermogen van pat iënten in 

relatiee tot hun werk te vergroten. De heldere procedure die is toege-

pastt bij de ontwikkel ing van de Nederlandse richtli jnen vormt een 

positieff  contrast met het gebrek aan duideli jkheid en helderheid op 

ditt gebied in de internat ionale l i teratuur. 

Hooi-DSTUKK 6 bediscussieert de voornaamste thema's in het proces 
vann het ontwikkelen, evalueren en implementeren van een activeren-
dee interventie voor aanpassingsstoornissen. De resulraten, methodo-
logischee aspecten, implicaties voor de bedri j fsgezondheidszorgprak-
tijk ,, wetenschappeli jke relevantie en maatschappel i jke relevantie van 
dee studies in dit proefschrift worden besproken. Een belangrijk 
aspectt is hierbij de acceptatie en toepassing van de richtl i jnen die in 
hoofdstukk 5 zijn beschreven. 
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Dankwoor d d 

Promoverenn is een keuze die je alleen kunt uitvoeren met de steun van 
anderen.. Dat geldt vooral voor promoveren op de wat 'ouderwetse' 
manier:: naast een baan waarin wetenschappelijk onderzoek geen hoofd-
doelstell ingg is. Dan heeft die keuze ook grote consequenties voor 
anderenn Op de eerste plaats betreft dat het ' thuisfront '. Voor Ariane, 
Joli jn,, Laura en Chiel heeft het hele traject minstens zoveel gevolgen 
gehadd als voor mijzelf. 'Papa moet nog werken' heeft de laatste zes-
eneenhalff  jaar wel erg vaak geklonken. Terwijl het niet pr imair hun 
keuzee was, hebben ze me alle vormen van steun overvloedig gegeven: 
doorr er te zijn, door er achter te staan, door te facil iteren, door 
begripp te tonen en door me er ook regelmatig aan te herinneren dat er 
nogg andere, waardevol ler dingen zijn. Zonder die bijna onvoorwaar-
delijkee steun zou her absoluut niet mogelijk zijn geweest om onder-
zoekk en proefschrift te voltooien en daarbij nog een zekere balans te 
handhaven.. Vooral Ariane ben ik meer dank verschuldigd dan ik hier 
kann verwoorden. 

Ookk voor mijn promotoren, Frank van Dijk en Aart Schene en voor mijn 

co-promotor,, Roland Blonk, heeft de wijze van promoveren conse-

quentiess gehad. Het werk en de vele zaken eromheen stelden vaak 

eisenn die de gewenste voortgang van het onderzoek wel eens belem-

merden.. Doordat ik vanuit de prakti jk en op oudere leeftijd met een 

promotietrajectt ben gestart, ben ik een generat iegenoot van mijn pro-

motorenn en ouder dan mijn co-promotor. Misschien mede daardoor 

hebb ik de contacten met Frank, Aart en Roland als gel i jkwaardig en 

collegiaall  ervaren, wat niet wegneemt dat zij de verantwoordel i jk-

heidd vanuit hun rol ten volle hebben ingevuld. Het is alweer jaren 

geledenn dat ik met mijn onderzoeksplan bij Frank kwam. Psychische 

klachtenn was toen geen onderzoeksl i jn bij het Coronel Inst i tuut en 

hett was niet vanzelfsprekend om een promotietraject in die r ichting 
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inn te gaan. Ik ben Frank en ook de overige stafleden van het inst i tuut 

veell  dank verschuldigd dat zij toen de voor mijn project positieve 

keuzee hebben gemaakt om het thema 'psychische klachten' binnen het 

inst i tuutt te halen. Ik wil Frank bovendien bedanken voor zijn stimu-

lerendee gedrevenheid, zijn warme betrokkenheid, zijn gedetail leerde 

enn doeltreffende commentaren en voor het feit dat zijn deur altijd 

openn stond. Aart wil ik bedanken voor de heldere en structurerende 

wijzee waarop hij problemen kon benoemen en oplossingsrichtingen 

konn aangeven en voor de rustige en plezierige wijze waarop hij dat 

deed.. Roland wil ik bedanken voor de uren dat we samen hebben 

gewerkt,, gewandeld en gelachen in de tij d dat we op het Coronel 

Inst i tuutt een kamer deelden en voor zijn scherpe, krit ische geest. 

Ookk voor mijn opeenvolgende werkgevers KPN Arbo (later opgegaan 

inn ArboNed), SKB en NSOH had het onderzoek repercussies. In alle 

gevallenn had ik de mogelijkheid een deel van mijn werkti jd aan het 

onderzoekk te besteden. Dat dit er vaak niet van kwam omdat er ook 

veell  ander interessant werk was, lag meer aan mij dan aan hen. 

Vann KPN Arbo wil ik de opeenvolgende directeuren Piet Feskens, 

Henkk Stremmelaar en Gerard Heuvelman bedanken die de ruimte 

hebbenn gegeven waarbinnen het onderzoeksplan kon ontstaan en 

wordenn uitgevoerd. Karel Schouten en Rob Baarslag wil ik bedanken 

voorr hun grote aandeel in het verzamelen, ordenen en bewerken van 

dee 'ruwe data '. Mij n collega's van het consul tant team wil ik bedan-

kenn voor hun collegialiteit. 

Mij nn collega-bedri j fsartsen en de in het onderzoek part iciperende 

KPNN medewerkers nemen een aparte plaats in waar ik hieronder nog 

opp terug kom. 

Vann het vroegere NIA , opgegaan in TNO Arbeid, wil ik Jacques Allegro, 

Wyboo Masselink, Frans Marcelissen en John Klein Hesselink bedan-

kenn voor het onderdak dat zij mij boden in een onderzoeksomgeving. 

Ookk voor de administrat ieve ondersteuning die ik heb gekregen wil 

ikk graag bedanken. 

Vann de SKB wil ik Rick Fortuin bedanken. In die ongelofelijk boeiende 

periodee van r icht l i jnontwikkel ing hebben we inspirerende discussies 

gevoerdd over die richtlij n en vele andere zaken. Ook bewaakte hij , 

somss meer dan ik zelf, dat ik tij d bleef besteden aan het onderzoek. 
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Bijj  mijn huidige werkgever, de NSOH, ben ik vooral dank verschuldigd 
aann Piet Kroon. Al in de periode dat ik 's lechts' een detacheringver-
bandd had bij de Corvu, heeft hij het onderzoek gesteund, vanuit het 
belangg dat hij erin zag voor de beroepsgroep. De NSOH heeft me de 
laatstee fase tij d en ruimte gegeven het onderzoek af te ronden. Daar-
voorr wil ik ook de overige leden van het management en het bestuur 
danken.. In de laatste periode heb ik veel steun ervaren van Lilia n 
Rodenburgg en Swanette Jukema. Mij n kamergenoten van de 'onder-
zoekskamer\\ Mary Nauta, Paul Smits en Yvonne Berkhoff dank ik 
voorr de gezellige en stimulerende werksfeer. Paul zat in hetzelfde 
schuitje,, net een bankje voor mij , en voor een aantal prakt ische regel-
zakenn in de laatste fase kon ik dankbaar gebruik van maken van zijn 
recentee ervar ingen. Bovendien wil ik hem bedanken voor zijn bemid-
delingg naar de ontwerpster van het boekomslag, zijn dochter Mari je. 
All ee overige NSOH collega's en ook Ruud Eeuwen, als free-lancer 
voorr de NSOH werkzaam, dank ik voor hun collegiali teit. 

Goukee Bonsel, Maarten Koeter en Jos Twisk wil ik bedanken voor hun 
adviezenn op het gebied van de statistiek bij de onderzoeken weergege-
venn in de hoofdstukken 3 en 4. 

Tijdenss de loopti jd van het project heb ik met veel inspirerende men-
senn mogen samenwerken, in welke vorm dan ook, op het gebied van 
dee psychische problematiek. De contacten met hen hebben me gevoed 
enn gest imuleerd. Het is r iskant namen te noemen omdat ik daarmee 
anderenn tekort doe, maar een aantal wil ik toch persoonli jk noemen: 
mett Kees Hoogduin, Berend Terluin en Wilmar Schaufeli heb ik in 
meerderee projecten samengewerkt. Hun deskundigheid en hun per-
soonli jkheidd maakte dat altijd tot plezierige en inspirerende ervarin-
gen.. Het huidige en voorgaande NVAB-bestuur wil ik bedanken voor 
hett ver t rouwen dat ze me hebben gegeven door me te vragen voor het 
project leiderschapp voor de ontwikkel ing van de richtlij n 'Handelen 
vann de bedri j fsarts bij werknemers met Psychische Klachten'. Het 
bestuurr zelf, de stuurgroep, de projectgroep en later het bureau richt-
lijnenn leverden een stimulerende omgeving. Jan Caspar van Beek, 
Mariël lee A-Tjak, Marjolein Bastiaanssen, André Weel, Carel Hulshof 
enn Han Jacobs wil ik met betrekking tot de r icht l i jnontwikkel ing met 
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namee noemen. Ook de benoeming vanuit de NVA B in de Commissie 

Psychischee Arbeidsongeschiktheid heeft veel st imulerende contacten 

opgeleverd.. Met name de periode van intensieve samenwerking met 

dee voorzit ter, mr. J.P.H. Donner en met Jan Hein Wijers, heb ik als 

bijzonderr inspirerend ervaren. Ten slotte wil ik de leden van Club 

Claudiuss in dit verband noemen: naast de al genoemde Piet Kroon 

zijnn dat Dolf Algra, Dick Bouman, Hans Hoochstenbeek, Jan 

Maasen,, Ton Ostendorf, Fokko Sijtsma en Mart in van Til , De maan-

delijksee bijeenkomsten van reflexie op het vak zijn een rustpunt en 

bronn van inspiratie tegelijk. 

All  deze contacten en vele andere hebben tot vorming, uitwisseling en 

aanscherpingg van ideeën geleid en daarmee ontegenzeggeli jk, hoewel 

vaakk niet direct aanwi jsbaar, invloed gehad op dit proefschrift. 

Tweee mensen wil ik bedanken voor een wel direct aanwijsbare invloed 

opp het eindproduct. Jane Sykes wil ik bedanken voor de professionele 

enn sympathieke wijze waarop ze het Engels heeft gecorr igeerd. Rob 

Kreugerr wil ik bedanken voor het feit dat hij onder grote t i jddruk op 

zeerr professionele wijze het proefschrift door de laatste fase heeft ge-

loodst:: het opmaken en drukk laar maken van het manuscr ipt. Mede 

dankzijj  hem heeft de wet van O'Harr is geen vat gekregen op het boekje. 

KL MM Arbo Services, en met name Brinio Veldhuijzen van Zanten, wil 

ikk bedanken voor de bemiddeling en de feitelijke ondersteuning die 

hett mogelijk heeft gemaakt dat alle leden van de promotiecommissie 

bijj  de promotieplecht igheid aanwezig kunnen zijn. 

Naastt mijn gezin hebben ook anderen in mijn privé omgeving me veel 

steunn gegeven. Ook naar familie, vrienden en kennissen toe moest vaak 

veell  wijken voor 'het werk'. Banden bleken sterk genoeg om dat te ver-

dragen.. Voor die trouw en loyaliteit ben ik veel dank verschuldigd. 

Eenn paar mensen wil ik met name noemen omdat ze belangrijke anker-

puntenn van rust en ontspanning voor me hebben gevormd. Gert Jan, 

Isa,, Aart en Lotte van der Wil t wil ik bedanken voor de lange tradit ie 

waarinn we gezamenlijk Oud en Nieuw en Pasen vieren: jaarl i jks 

terugkerendee vaste rustmomenten van enkele dagen. Eric Romijn wil 

ikk bedanken voor de vele ki lometers gezamenlijk hardlopen, vooral 
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opp de zondagochtend en alti jd met mooi weer. Berend en Hildegard 

Schaffnerr wil ik bedanken voor hun jarenlange vriendschap met Ariane 

enn mij waarbinnen steeds nieuwe gezamenlijke projecten worden 

gevonden.. Het laatste project, het leesgroepje Latijn, samen met Roel 

enn Adri Groenink, was voor mij de laatste periode een perfecte vorm 

vann ontspanning door inspanning. De medeleden van mijn bridge-

clubje,, Teuny van Wijgerden, Gert Jan de Gier, Rijk Riksen en Frans 

Parmentierr wil ik bedanken voor het feit dat ze nooit boos zijn 

gewordenn over het feit dat ik al jarenlang mijn theorie niet bi jhoud. 

Dee patiënten en bedrijfsartsen van KPN die aan het onderzoek hebben 
meegedaan,, nemen een geheel eigen positie in. Zonder hen was het 
onderzoekk dat de kern vormt voor dit proefschrift niet mogelijk 
geweest.. Niet alleen in de zin dat hun medewerking nodig was, maar 
ookk omdat de methodiek die onderzocht werd, mede gevormd en 
gerijptt is in de contacten met pat iënten en col lega's. En die contacten 
enn ervaringen hebben niet alleen aan mijn wetenschappeli jke ontwik-
kelingg bijgedragen. De 141/2 jaar als bedrijfsarts hebben me ook als 
persoonn en als arts gevormd. De moed en de veerkracht die vrijwel 
zonderr uitzondering aanwezig bleek te zijn bij pat iënten, ook als er 
ernstigee beelden of grote problemen speelden, hebben me het geschenk 
vann een optimistisch mensbeeld gegeven. En dat vormt voor mij een 
drijfveerr in mijn werk en een wezenlijke factor bij het handhaven van 
mijnn eigen balans. 

Aann de werknemers van KPN die ik als bedrijfsarts heb ontmoet en 
mijnn collega-bedrijfsartsen bij KPN is de bijlage bij dit proefschrift 
opgedragen. . 
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