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Abstract t 

Objectives 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. 

Methods 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. 
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Introduction 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. 

Methods 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 

Independentt measures 

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. 

Dependentt measures / outcomes 
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). 

Results 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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Tablee 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. 

Discussion 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 
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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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Endnotee 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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