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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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CHAPTERCHAPTER 5 

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. 

95 5 



CHAPTERCHAPTER 5 

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, 

100 0 



AdjustmentAdjustment disorders in occupational health care 

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 

102 2 



AdjustmentAdjustment disorders in occupational health care 

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. 

Interventionss in the rehabilitation 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, III 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 

III 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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