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CHAPTERR 6 

Genera ll  discussio n 

Thee central aim of this thesis was to develop and to evaluate an interven-
tionn by occupational physicians to prevent chronic disability due to ad-
justmentt disorders. In the past 30 to 40 years several developments have 
takenn place that have significantly changed the perceived role of work 
forr many employees. The modern service economy needs motivated, 
client-centred,, independent employees, who are often confronted with 
highh demands but also with autonomy. For many employees, the work-
loadd has shifted from physical to mental, and the appreciation of work 
hass changed from predominantly toil and moil to an important domain 
off  lif e for the fulfilment of ambitions and well-being. At the same time, 
workk overload has shifted from physical to mental, accompanied by the 
associatedd problems and diseases. Mental diseases are now high on the 
listt of social security statistics, and within this category adjustment dis-
orderss are the main cause of work disability in the Netherlands. 
Professionalss operating at the interface between work and health, such 
ass occupat ional physicians, are often confronted with the ambiguity 
experiencedd by this group of patients. On the one hand, these patients 
valuee their work, but on the other, they feel exhausted by it and feel 
thee need for rest and to be left alone. In the past, the role of occupa-
tionall  physicians in sickness leave and disabil ity was seen as predom-
inantlyy support ing the rehabi l i tat ion and reintegrat ion of the patient 
fromm the moment that a more-or-less stable state of recovery was 
reached,, and their at t i tude was mainly one of expectat ion. However, 
inn the early 1990s people became aware that al lowing patients the 
restt they wanted carr ied a high risk of chronic disabil i ty.1-2 Many 
occupationall  physicians felt the need for a more active and activating 
approachh and for the tools to carry such an approach into effect. 
Thiss professional need formed the basis of the studies described in this 
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thesis.. The in-company occupational health service of KPN (Royal PTT 

Nederland)) provided us with the opportuni ty to develop courses for 

occupat ionall  physicians on this topic. These courses led to the devel-

opmentt of a handbook for occupat ional physicians on how to pro-

videe guidance for mental disorders related to work.-1 However, 

becausee current practice was not evidence based, studies were initiated 

too develop an intervention for occupational physicians that was evi-

dencee based. To this end, four studies were performed: a meta-analy-

siss described in CHAPTER 2, a cluster randomised trial described in 

CHAPTERR 3, and a prognost ic study presented in CHAPTER 4. CHAPTER 

55 describes practice guidel ines, partly based on the intervention eval-

uatedd in the study described in CHAPTER 3. 

Thee main themes in the process of developing, evaluat ing, and imple-

mentingg the method (CHAPTERS 2 TO 5}  are discussed below. The first 

themee is the search for evidence in the l i terature (meta-analysis, 

CHAPTERR 2). The second theme is the evaluation of the intervent ion, 

mainlyy focused on the randomised trial (CHAPTER 3} . The central 

issuee of the third theme is which factors predict a favourable reinte-

grat ionn and which contr ibute to the effectiveness of the act ivat ing 

intervent ion.. The fourth theme concerns the (development of) guide-

lines,, partly based on the method used in the intervention study. 

Lastly,, the implicat ions of the findings for practice and future devel-

opmentss and research are discussed.{endnote 6.7, pg. 126) 

Thee searc h fo r evidenc e in th e literatur e 

AA thorough computer search on work-related adjustment disorders 

failedd to identify any control led intervention studies. This was and is 

surprisingg given the high prevalence of adjustment d isorders. We 

thereforee extended our search to include preventive stress manage-

mentt intervent ions, in order to derive start ing points for the develop-

mentt of our act ivating intervent ion. Forty-eight studies of sufficient 

methodologicall  r igour were identified and used for the meta-analysis 

(CHAPTERR 2). The following research questions were posed: (1) are 

stresss interventions effective, as suggested by qual i tat ive reviews of 

thee l i terature? (2) If so, which type of stress intervention is most 

effective,, and based on which outcome measures? 
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InIn addit ion to these research quest ions, exploratory analyses were 
conductedd to determine what moderator variables were related to the 
effectivenesss of the intervent ions. 

Resultss showed that stress intervent ions are indeed effective: employ-
eess benefit from stress-reducing interventions in preventive appl ica-
t ions.. Although small according to Cohen's cr i ter ia,4 a significant 
meann effect size was found across 48 studies representing 3736 par-
t ic ipants.. A moderate effect was found for cognit ive-behavioural 
interventionss and mult imodal intervent ions, and a small effect was 
foundd for relaxation techniques. The effect size for organisat ion-
focusedd interventions was not significant. These intervent ions were 
mostt effective in terms of complaints, psychological resources and 
responses,, and perceived quali ty of work life. However, because 
thesee studies tended to focus on the prevention of illness and work 
disabil i ty,, it was not easy to determine the relevance of these out-
comess to patients with existing adjustment disorders. There were no 
studiess of t reatment programmes with referred employees and only 
fourr studies with a more or less selected populat ion consisting of 
employeess who were invited to join the programme because of expe-
riencedd or assessed ' job stress'. Although there was a tendency that 
employeess in these ' remedia l' studies benefited more than employees 
inn the purely preventive programmes, there was too littl e evidence to 
establishh their clinical relevance. The aim of prevention is to inter-
venee in an earlier phase, before a person gets il l or takes sickness 
leave.. It is undoubtedly an asset when employees have fewer distress 
symptoms,, have more control over their si tuat ion, and experience an 
improvedd quality of work. However, few studies had a control led fol-
low-upp to enable determinat ion of whether the effect was long-last-
ingg or only temporary, and a relation with functioning was only 
researchedd in a few studies too. So it is hard to conclude whether the 
programmess really prevented illness and sickness leave or not. 
Wee recommend that researchers in their design and research ques-
tionss anticipate the clinical or preventive relevance of their findings 
andd elucidate this aspect in the discussion of their outcomes. The use 
off  a limited number of well-defined and validated outcome measures 
wouldd improve the interpretabi l i ty and relevance of outcomes. The 
considerablee diversity in the outcome variables used, apparent ly due 
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too conceptual ambiguity about the core dimensions of stress outcomes, 

impedess the interpretation of results. Research on the core dimensions 

off  stress outcomes, which wil l lead to more consensus about out-

comess and instruments used, is indispensable for the further develop-

mentt and evaluation of interventions. 

Withh respect to the second research quest ion several outcomes are 

notable.. We found a significant differences in effectiveness between 

thee types of intervent ions. Surprisingly, intervent ions focused on the 

organisat ionn had no effect. Moreover, the different interventions had 

differentt effects on different outcomes. Cognit ive-behavioural pro-

grammess were predominant ly applied and researched among employ-

eess in jobs with high levels of job control and tended to be part icu-

larlyy effective in this group. 

Ourr findings on effectiveness contrast with the broadly shared view 

thatt there is a hierarchy of interventions in which primary prevention 

shouldd prevail over interventions that focus on individuals in an 

effortt to reduce work-related st ress.5 '6 , 7'8 ' Cognit ive-behavioural 

intervent ionss appear to be effective for people with jobs that involve 

aa high degree of decision lat i tude. These intervent ions, in such an 

environment,, can influence individual var iat ions in the perception 

andd use of coping skills. The results of our meta-analysis suggest that 

thesee interventions are preferable for employees in jobs with a high 

degreee of autonomy, notwi thstanding that large differences exist in 

thee risk of adjustment disorders between departments and compa-

nies,, reflecting differences in organisat ional character ist ics. In jobs 

wit hh a low degree of decision lat i tude, organisat ion-focused interven-

tionss aimed at enlarging job-control may have a large impact when 

theyy are accompanied by cognit ive-behavioural interventions that 

increasee the employee's ability to perceive and utilise the enlarged 

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

enhancingg passive coping (relaxation techniques) have a moderate 

butt proven effect. The finding that different interventions had a dif-

ferentt effectiveness for specific outcomes indicates that the choice of 

interventionn for a part icular individual or group may be determined 

byy the desired outcome. The idea that the type of work a person does 

mayy affect the choice of intervention is intriguing because of its conse-

quencess for occupational health care and curative health care. 
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AA final, methodological issue concerns the rigour of the method of 
meta-analysis.. Only studies with an experimental or quasi-experi-
mentall  design involving a no-treatment control group were admitted in 
thee meta-analysis. For quasi-experimental studies, we required that 
thee experimental group and the control group were recruited from 
identicall  populat ions and had identical baseline values on dependent 
variables.. This strict selection cri terion may have contr ibuted to the 
loww number of studies of interventions with a focus on the organisa-
tionn included in the meta-analysis. These complex interventions could 
bee more difficul t to accommodate in a control led design. There are 
otherr reasons why interventions with a focus on the organisat ion fi t 
lesss well into a quant i tat ive study design. As the primary outcomes 
involvee aspects of the workplace, it may take a long time to produce 
measurablee effects at the individual level and, because of many other 
interferingg factors, these effects may be difficul t to assess. 
Indeed,, organisation-focused interventions have proved successful in 
somee uncontrol led evaluations.9 But there are also many uncontrolled 
studiess that reported positive outcomes for the individual-oriented inter-
ventions.. If there are valid arguments that the experimental method is 
lesss appropriate for organisational focused studies, these should be made 
explicitt by researchers in the field. There are qualitative methods in the 
healthh sciences with a comparable rigour that can be applied to the field 
off  stress management research, complementary to or as an alternative 
too the experimental method.10-11 The outcome of our meta-analysis 
mightt motivate researchers on this subject to take up this challenge. 

Thee evaluatio n of th e interventio n 

Thee intervention was evaluated in a cluster-randomised trial (CHAP-

TERR 3). In this study, an innovative activating intervention was com-

paredd with 'care as usual' (control group) for the guidance of 

employeess on sickness leave because of an adjustment disorder. It 

wass hypothesised that the intervention would be more effective than 

caree as usual in lowering the intensity of symptoms, increasing psy-

chologicall  resources, and decreasing sickness leave durat ion. 

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

andd on sickness leave durat ion, as hypothesised. The size of the effects 
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wass 2 5 %- 30% for the durat ion of absenteeism compared with that 

off  'care as usual '. As 'care as usual' in this specific si tuat ion was al-

readyy rather effective, this should be interpreted as a t reatment ver-

suss t reatment result, rather than as a treatment versus control result. 

Thee recurrence rate was lower in the intervention group. Surprisingly, 

theree were no differences in the course of symptoms between the two 

studyy groups. At baseline, symptom intensity was substant ial ly high-

err in the patients than in a normal reference populat ion, reflecting 

thee existence of a real problem. The symptoms decreased over t ime 

similarlyy in both groups to approximately normal levels. 

Thus,, interestingly, the t reatments differed significantly in their ef-

fectivenesss regarding absenteeism-related outcomes but not regarding 

symptomm reduct ion. There is apparent ly littl e synchrony of change 

betweenn symptoms and absenteeism in adjustment d isorders. This 

more-or-lesss confirms the strategy of the graded activity approach to 

buildd up activit ies according to a t ime-contingent and symptom-inde-

pendentt scheme. This is especially important because the main risk of 

thesee disorders lies in the development of prolonged disabi l i ty.1 '2 

Wee found the intervention to be part icularly effective in reducing 

long-termm sickness absence, which is important because adjustment 

disorderss may develop into more severe psychopathology if the crisis 

doess not resolve. Consequences of absenteeism, such as loss of daily 

structure,, diminished social contacts, and deter iorat ion of self-

esteem,, can combine with a non-resolving crisis and existing vulnera-

bil i t ies,, contr ibut ing to the development of depression or anxiety dis-

order.. This underl ines the importance of an adequate and early 

guidancee of individuals with adjustment disorders for the prevention 

off  more serious psychopathology. Our results indicate that the acti-

vat ingg intervention was successful in this respect and is a valid con-

tr ibut ionn to the prevention of lasting disabil ity due to adjustment 

disorders.. Because in this study 'care as usual' was already rather 

effective,, it would be interesting to repeat the study in a si tuat ion 

wit hh more contrast between the intervention and the control groups. 

Twoo methodological issues need to be considered: the analyses of the 

absenteeismm data and aspects of the randomisat ion 
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Absenteeis mm data 

Thee absenteeism data in our study could not be analysed in a mult i-
levell  structure because there are no reliable analytical methods that 
takee into account censored data as well as variance on different lev-
els,, i.e. that conduct survival analyses in a multilevel structure. 
Survivall  analyses are considered the technique of choice for the anal-
ysiss of absenteeism data. For binary (dichotomous) data too, there is 
nott yet a generally accepted and well-established multilevel solut ion.12 

Thiss leaves the choice between two less than perfect strategies: analy-
sess on either the cluster level or the pat ient level. As the methodolog-
icall  r igour of the experimental design presumes that the unit of ran-
domm assignment is also the unit of analysis,1^ we primari ly analysed 
dataa on the cluster level. This may have led to an underest imat ion of 
thee significance of effects. Because the point of inference was clearly 
onn the individual level in our study, we also performed analyses on 
thee individual level, which, in turn, might have led to an underest i-
mationn of p-values and to an overest imat ion of the significance of 
effects.. However, most effects were significant in analyses on both 
levels,, which underl ines their robustness. 

Randomisatio nn and externa l validit y 

Patient-basedd randomisation would have prevented some of the imper-
fectionss in our study. However, the same 'field s i tuat ion' that caused 
thesee imperfections, which had a potent ial but probably minimal 
effectt on the internal validity, contr ibuted to the external validity. In 
thiss tr ial, patients were guided by their own occupational physician 
inn their own practices wi thout an extra budget and with all the nor-
mall  l imitations of daily pract ice, such as time pressure, distract ion 
byy daily work problems, and interference by the personal history 
wit hh the patient. In short, all the things that wil l also play a role in 
thee implementat ion of a method. This means that the results of our 
tr iall  are ' real' and more realistic than if the patients had been allo-
catedd to other occupational physicians or other professionals. Such 
ann artificial si tuation could have led to results that could not be 
extrapolatedd to daily pract ice. 
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Predictiv ee factor s for a favourabl e reintegratio n 

InIn the prognostic study, the same data set was analysed as in the cluster 

randomisedd trial. However, whereas in the trial the effect of one factor 

(thee effectiveness of the intervention) was tested, in the prognostic study 

thee predictive value of multiple factors was assessed. If we were to know 

whichh characteristics are predictive of a favourable or unfavourable 

coursee of reintegration, we could allocate the limited care resources 

availablee to those employees who need care the most. Another option is 

too adapt the intervention for relevant subgroups. Investigation of which 

employeess benefited most from the activating intervention would lead 

too a better targeting of occupational health assistance. 

InIn all analyses of the total group, the intervention was a strong pre-

dictorr for return to work. Two other predictors of time to full return 

too work were also significant in the total group, namely, a low salary 

andd a low level of somatisat ion. For the intervention group, a low 

levell  of education and a low level of obsessive-compulsive behaviour 

predictedd a faster full return to work. For time to partial return to 

work,, predictors for a favourable reintegrat ion were young age, male 

sex,, low level of educat ion, low positive social contacts, and a high 

levell  of social functioning in private life. 

Thee favourable outcome that all pat ients, irrespective of their treat-

mentt group, had fully returned to work by I 2 months is in sharp con-

trastt with outcomes of studies by Schroer,1 '2 and with work disabil i-

tyy incidence rates in the Nether lands. This contrast implies a 

potent iall  l imitation for the general isat ion of the results of this study. 

Moreover,, other prognostic factors may be valid in a populat ion with 

moree variance in the outcome var iables. 

Thee implementatio n of the activatin g interventio n in Dutch prac -
tic ee guideline s 

CHAPTERR 5 describes a process quite different from the collection, 

processingg and interpretat ion of data, namely the implementat ion of 

thee activating method in practice guidelines on mental health prob-

lemss for occupat ional physicians or for general pract i t ioners and 

occupat ionall  physicians together. 
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Yett again, no base could be found in l i terature: there were few exist-
ingg studies of guidelines on the diagnosis and therapy of adjustment 
disorderss in the l i terature, having an unclear status. Guidelines were 
eitherr product of one author or the developmental procedure was not 
clarified.. The procedure followed for the development of the Dutch 
guideliness forms a positive contrast with this paucity of procedural 
t ransparency.. To be eligible for author isat ion, Dutch guidelines for 
occupat ionall  physicians have to be developed according to the fol-
lowingg procedure: (1) based on a review of the relevant l i terature and 
onn consensus meetings, a first draft is prepared by a project team of 
occupationall  physicians; (2) this draft is reviewed by experts from 
insidee and outside the own professional group; (3) a revised draft is 
judgedd and tested by practising occupational physicians; (4) a final 
versionn is submit ted to the guideline committee for author isat ion. 
Inn the case of the guideline for mental health problems for occupational 
physicianss the project team encompassed 21 occupational physicians 
andd 1 psychologist. The first draft was reviewed by 15 experts (among 
otherss occupational physicians, psychiatrists, general practit ioners and 
psychologists).. The second draft was tested and commented on by 21 
practisingg occupational physicians, selected at random from the files of 
thee Dutch Association of Occupational Physicians. 

Inn a field where direct evidence for the effectiveness of intervent ions 
iss limited, the r igour of meticulous consensus and review procedures 
inn the development of a guideline is important to provide such guide-
liness with a firm base in daily practice. Notwi thstanding the recent 
introduct ionn of the guidelines, their acceptance appears to be high.14 

Thee procedure used in their development may have contr ibuted to 
thiss high acceptance. 

Relevanc ee to practic e and researc h 

Whatt do the studies in this thesis mean for the pract ising occupation-

all  health professional? In the first place, it is impor tant for profes-

sionalss to know that their guidance is helpful. Effects on disabil ity 

weree impressive and relevant. As we learned from the trial (CHAPTFR 3), 

ann activating intervention not only shortens the mean durat ion of 

absenteeism,, which would mainly benefit the employer, but also ap-
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pearss to be most effective for employees with a long sickness absence, 

andd therefore it is relevant for preventing lasting disabil i ty. 

Moreover,, the guidance prevented relapse. As our trial was a field 

study,, the genera Usability of the results is high. In his thesis of 1 993, 

Schroerr commented that occupational physicians were in a favourable 

posit ionn to prevent lasting disabil ity due to adjustment disorders. 

Thee present results confirm this, although the results are probably 

equallyy valid for other professionals working at the interface 

betweenn work and health. 

Thee meta-analysis (CHAl'TKR 2) and the trial (CHAPTER 3) showed that 

aa cognit ive-behavioural approach is probably the most effective indi-

vidual-focusedd approach. In the meta-analysis we found that cogni-

t ive-behaviourall  intervent ions had been studied almost only with 

regardd to employees in jobs with a high level of job contro l. The con-

clusionn was that they were effective. Our prognostic study revealed 

thatt the intervention evaluated in the trial was especially effective for 

lesss well educated employees and employees with a low salary. These 

employeess often have jobs with littl e job-control, which suggests that 

cognit ive-behaviourall  programmes may be even more effective for 

employeess with littl e autonomy. However, it is plausible that 

employeess benefit most when they are provided with individual cop-

ingg skills in a job that allows them to exercise these skil ls. If so, these 

intervent ionss may be less effective for employees working in a con-

strainedd environment. But if this is true, we need an explanat ion for 

ourr finding in the prognost ic study. It may be that with our method, 

wit hh its emphasis on the acquisit ion of skills, behavioural aspects are 

dominant,, especially in the way the intervention is applied by occu-

pat ionall  physicians. This gives us a start ing point for an intervention 

adaptedd for employees with a high level of educat ion, for whom an 

interventionn with more emphasis on cognitive aspects might be more 

suitablee and effective. 

Becausee people with a low level of education are at greater risk of 

lastingg disabil ity than their better educated counterpar ts1 5, and are 

lesss accessible for therapy, it was especially encouraging that our 

interventionn appeared to be highly effective among these employees. 

Resultss showed that occupat ional physicians are in a favourable 

posit ionn to provide guidance and that an activating approach is effec-
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t ive.. With respect to the next step, the implementat ion of the activat-
ingg approach, it is a great advantage that the method, even before 
beingg publ ished, could be a main contr ibutor for the intervention 
partt of the guidelines described in CHAPTKR 5. The recent implemen-
tat ionn of these guidelines has been evaluated in two studies. A study 
amongg occupational physicians revealed that the guidelines are well 
acceptedd by these professionals, who are positive about the interven-
tionn and intend to use it. However, implementat ion of the guidelines 
lagss behind their high acceptance.14 A study among occupat ional 
physicianss and general pract i t ioners who were trained in the use of a 
guidelinee for concerted action on mental health problems showed a 
highh use of and satisfaction with the guideline by both professional 
groups.166 These outcomes indicate that further implementat ion 
effortss do not need to focus on increasing the acceptance of the 
guidelines,, but on training professionals in their use. Surprisingly, 
crit icismm encountered in these studies and also in training practice 
wass not focused on the method, which is new but perceived as sup-
port ive,, but on the complexity of the writ ten texts. The difficult y 
facingg the working groups that developed the guidelines was that, in 
orderr to gain acceptance for a method that differs considerably from 
existingg practice, the guidelines had to be extensively documented. 
Thee high acceptance that has been achieved is probably a conse-
quencee of this strategy. In the future, anew version of the guidelines 
cann be less complicated and shorter. A problem that occupat ional 
physicianss encountered is to put time contingency into pract ice. 
Manyy patients feel that they can only return to work if they are free of 
symptoms,, but this att i tude can lead to lasting disability. Occupational 
physicianss need the skills to motivate patients to see their recovery as a 
learningg process, of which the resumption of tasks is part. 
Whatt are points of interest of this thesis for the interface between 
workk and mental health? Apparent ly, there are many potent ial 
" r isks""  to employees in the modern service economy. In many jobs, 
taskss and work are never completed because the product is service 
andd hence a matter of perception - we can always make things better, 
bee even more cl ient-centred, and so on. Employees who can set and 
keepp to their limit s are better protected against stress and overwork, 
andd apparent ly programmes that supply these skills are effective. 
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However,, the fact that individual skills can lower the risks for 

employeess and that individual-focused approaches appear to be 

effectivee does not imply that stress prevention is the individual 

responsibi l i tyy of the employee. As both are involved, it is a shared 

responsibi l i tyy of the employer and the employee. 

Currentt important developments in Dutch society underl ine this 

sharedd and mutual responsibil i ty of employer and employee in pre-

ventionn and recovery. These mutual responsibi l i t ies are emphasised 

inn new legislation (Wet Verbetering Poortwachter) and in a govern-

mentall  commission on mental disabil i ty {Donner commission}. 

InIn mental health care, there is a growing interest in absenteeism too. 

Inn studies aimed at reducing long-term absenteeism due to depres-

sion,, an occupat ional therapy intervention in addit ion to care as usu-

all  proved effective in reducing absenteeism. This intervention had a 

smalll  effect on coping but no differential effect on depression and 

(SCL-90)) symptom scales.1 7'1S 

Whenn this project started, there were no published studies evaluat ing 

intervent ionss on work-related adjustment disorders. Apparent ly, 

researchh was not keeping pace with developments in society. Now, at 

thee end of this project, our intervention study is still the first, to our 

knowledge.. However, research into these aspects and the problem of 

workk disabil i ty has increased considerably in recent years the 

Nether lands.. These efforts may contr ibute to better working condi-

t ionss and better health care. Indeed, innovat ions in terms of preven-

t ion,, guidance, and rehabi l i tat ion are urgently needed, given the high 

economicc losses and suffering caused by adjustment disorders and 

workk disabil i ty. There is increased awareness in the European Union 

tooo - the European Week for Safety and Health at Work 2002 is com-

mittedd to the prevention of psychosocial risks at work and the stress 

theyy cause. Governments and health care should improve their ability 

too cope with these challenges, and science should support this innova-

tionn by developing new methods and by carrying out evaluation studies. 

Endnot ee 6.1. 

Thee statistical methods used in the studies presented in the chapters 

2,, 3 and 4 are briefly described in the Appendix. 
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