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CHAPTERR 1 

Introduction 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-
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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 health problems and disability in the Netherlands 

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

l iamentaryy inquiry into the organisation of social insurance. 

Professionall developments 

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 rationale for an activating occupational health intervention 

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: : 

Situation n 
Stressor r ^ > > 

Appraisal l 
Cognitions s ^ > > 

Reaction n 
emotion n 

behaviour r 
£> > 

Coping g 
passive e 
active e 

Figuree 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 studies in this thesis; concepts 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. 

Endnotee 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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