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Work plays a very important role in people’s life. For instance, Jahoda’s latent
deprivation theory [1,2] states that having employment provides not only a steady
income to workers, but it also offers them five latent functions or benefits. These
five latent functions are (1) time structure, (2) regular enforced activity, (3) provi-
sion of a social status and identity, (4) a shared collective purpose, and (5) reg-
ular social contacts outside their direct family. These functions of work are es-
sential for the satisfaction of psychological needs and mental health [1-4]. Em-
ployment appears to be the only social institution that can provide all the five
latent functions simultaneously and to a sufficient degree [1,2]. Studies have
shown that employed individuals have more access to these five latent functions
than unemployed [3,4], underlining the importance of having a job.

When employees become absent from work for a longer period due to sickness,
they may experience similar losses as people who become unemployed. They
may not only lose part of their income, but also the benefits of having access to
the five latent functions of employment. Long-term sick leave can have negative
effects for employees, such as a decrease in quality of life and personal fulfil-
ment, loss of sources of social support, loss of income, a decrease in self-es-
teem, and a decline in career prospects [5-7]. In addition to these individual con-
sequences, long-term sickness absence has negative consequences for the or-
ganization concerned and society at large because of the high costs of sick
leave, the loss in productivity, medical consumption, and disability benefits [8-
10]. For example, it has been estimated that work-related injury and illness result
in the loss of 3.3 % of all work years in the EU, at an annual cost of roughly €
476 billion [11]. The costs for all these stakeholders could decrease if either sick
leave is prevented or if employees would return to work (RTW) earlier. However,
both long-term sickness absence and return to work are complex phenomena.
They are not only influenced by health, but also by a wide variety of personal,
work-related and social or legal factors [12-16].

Towards the end of the previous century (mid-1980s and 1990s) the number of
people who received disability benefits in the Netherlands was enormous. In
1990, the Netherlands spent 4.7% of its GDP on disability insurance, over three
times more than the OECD average [17]. Therefore, the Netherlands were char-
acterized as the country with the most out-of-control disability program of the
OECD countries [18]. To decrease the number of people receiving disability ben-
efits and regulate this problem, the Dutch government made several changes in
its disability system. The key in lowering influx in disability benefits turned out to
be increasing the responsibilities of the employers. In 2002, the Wet Verbetering
Poortwachter (Gatekeeper Improvement Act) was introduced, aiming to stimu-
late RTW in the first year of sick leave by strengthening the responsibility for
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RTW of both employee and employer. The employer is obligated to continue to
pay the wages or salary of their employee on sick leave at a minimum of 70%
and a maximum of 100% for at least two years (since 2004). This two-year period
can be extended, either on a voluntary basis when the employee and the em-
ployer need more time to complete the RTW-process, or an employer is sanc-
tioned by the Employee Insurance Administration Agency (UWYV) to extend the
two-year period in case of insufficient effort of the employer. Both the employer
and employee are responsible for undertaking activities aimed at RTW. They are
both obligated to exert their strength to promote sustainable participation of the
employee on sick leave and should give reintegration a maximum chance of suc-
ceeding. Employers are obligated to hire an occupational physician (OP) for the
sick-listed worker, and sick-listed workers are required to visit the OP within the
first 6 weeks of sickness absence.

The OP’s advice on RTW is based on a multifactorial problem analysis, resulting
in a plan for the employee’s RTW made by both the employee and the employer.
If an employee stays ill for more than two years, a social insurance physician will
determine the capacity for work and the degree of disability as a percentage of
the worker’s former wage. Since the introduction of the Work and Income Act
(WIA) in 2006, the threshold to receive disability benefits is raised from 15% to
35%, which means that if employees are considered to be disabled for 35 per-
cent or more disability benefits are provided [18]. In addition, disability benefits
for disabled employees are restricted to a maximum of 75% percent of the last-
earned salary. Furthermore, the WIA encourages individuals to work in addition
to the benefits they receive to increase their income and approach their prior
level of income.

These changes in the social security system lowered the influx in disability ben-
efits from 4.7% of the GDP in 1990 to 2.1% in 2007 and less than two percent in
2010 [17,19]. This influx was mostly due to the Gatekeeper Improvement Act, by
making employers responsible for paying sickness benefits and by strengthening
their sickness monitoring obligations [18,19]. However, there are also some con-
cerns regarding the current social security system. Employers may be more re-
luctant to hire new employees because of their high responsibilities and disability
insurance risks [18].

The changes in the Dutch social security system can been seen in light of two
paradigm shifts that have taken place in the field of sick leave and RTW. The
first paradigm shift concerns the way work is looked upon. Previously, work was
seen as the problem: it is the cause of psychological or physical problems and
returning to work thereby will worsen these problems [20]. Thus, employees on
sick leave should first completely recover from their health complaints before



returning to work. However, nowadays work is seen as a tool for recovery. Work
can help in the recovery process of health problems, work keeps people healthy
[2-4,7,20]. This paradigm shift is also seen in psychiatric rehabilitation research
[21]. Medical models promoted a train-place model, in which people with psychi-
atric disabilities were first trained in a range of skills before they were placed in
a working environment. Conversely, the new paradigm promotes a place-train
model: people with psychiatric disabilities are first placed on a job and then
trained in the specific skills they need to succeed in this new setting.

The second paradigm shift is from ‘sick leave as an automatic response’ to ‘sick
leave is a decision’. In the past, work was not considered a tool for recovery but
rather as something that can worsen the health problems. Therefore, sick leave
was a logical, largely unavoidable and necessary response to adverse and un-
healthy working conditions. Today, sick leave is viewed as a decision by the em-
ployee involved. A model that can be used to illustrate this decision making pro-
cess is the model of iliness flexibility [22]. This model considers ill-health most
often to be a prerequisite cause of sickness absence. However, there are also
other legitimate reasons for sick leave, such as grief, pregnancy and life crisis.
The work ability of employees is also determined by the adjustment latitude (see
Figure 1). This adjustment latitude describes the opportunities that ill employees
have to align their work with their current work capacity, e.g. being able to work
part-time, work at a slower pace or temporarily perform different work tasks.
Thus, adjustment latitude is the decision authority of an employee to adjust work
to their illness in order to maintain the ability to work. In addition, absence from
work can have negative consequences, depending on the type of work and the
organization. These negative consequences could occur for the employee him-
/herself (such as economic loss or accumulation of work tasks), for his/her col-
leagues (like higher levels of work pressure or having to carry out extra work
tasks), or for other parties such as one’s patients, clients or pupils whose meet-
ings or consultations are cancelled. These adverse consequences may act as
attendance requirements, compelling an employee to attend work despite ill-
ness. Specifically, employees who work in health care or as a teacher have a
substantially higher risk of continued working when being ill because other par-
ties rely on them [23]. The likelihood to make the decision to keep working is
higher for employees who have a higher level of adjustment latitude and a higher
level of attendance requirements [24].



Chapter 1 | Introduction

1.3

Adjustment latitude Attendance
requirements

Loss of function

« lliness Sickness
- Disease absence/

« Pregnancy attendance
« Life crisis

Exclusion from labour market/Return to work

Figure 1 The model of iliness flexibility [Source: 22]

Interventions to influence the decision process and prevent sick leave

As mentioned before, work provides several functions or benefits [1,2] and job
loss or long-term sick leave can decline the access to these functions of employ-
ment. Employees who are on long-term sick leave often feel isolated and alien-
ated from society [6,25]. It is possible that this loss of functions and these feelings
of isolation not only emerge when an employee is on long-term sick leave, but
also when an employee mentally withdraws from his or her job. When employees
feel disconnected from their work and their organization, their income and time
structure may not change, but their social identity, their shared collective purpose
and their social contacts may decline. Thus, although these people still have a
job, they might experience less access to the latent functions of their job which
can result in mental health issues. We call these feelings of disconnection to the
job and the organization mental retirement. Mental retirement refers to employ-
ees who seem to be counting the hours of each working day and the days until
retirement and whose motivation to work has gradually shifted from intrinsic to
instrumental. ‘My job’ and ‘my company’ have become ‘that job’ and ‘that com-
pany’. Such employees may be described as having ‘mentally retired’ from the
organization, while they remain working. This new concept of mental retirement
is especially interesting since sustainable employability - referring to employees’
capacities to function in work throughout their working life - has become a key
topic in the last decades [26,27].

Two major developments are responsible for this increased attention. First, due
to technical developments, globalization and innovations, skills demands and the



labour market are rapidly changing [28,29]. Organizations need to be more flex-
ible and adaptable, which requires other competencies from their employees
than before. This causes employees' skills to become obsolete and endangers
their sustainable employability. Second, the Dutch working population is rapidly
ageing due to lower birth rates and a decline in mortality rates [30,31]. The av-
erage age of employees in the Netherlands was 36.2 years in 1990; in 2000 it
had increased to 38.3 years, and in 2014 it had further increased to 41.9 years
[32]. The aging of the working population has put the Dutch pension system un-
der pressure [30]. In response, the Dutch government increased the official pen-
sion age, causing the effective retirement age to also increase considerably. In
the beginning of this century, the effective retirement age in the Netherlands was
just below 61 years, in 2017 this had increased to almost 65 years [32]. These
two developments have led to an increasing pressure for maintenance of physi-
cal, mental and cognitive abilities of the labour force to ensure that employees
remain employable and stay healthy, motivated, competent and productive at
least until the age of retirement [26,27].

Based on an initial exploration in a previous Dutch study, mental retirement ap-
pears to consists of three aspects [33]. First, compared to others, employees
who are ‘mentally retired’ appear to have a decline in interest in learning and
developing. Second, these employees seem to have a reduced motivation and
show less work engagement. The third aspect that appears to be linked to mental
retirement is the feeling that one is not appreciated. These three alleged compo-
nents might have negative consequences for employees (e.g., lower job satis-
faction and mental health), and therefore also for the organization (reduced
productivity, sick leave, profit loss) and society in general (higher costs due to
early retirement, well-being) [28,33-36]. Mental retirement may be an interesting
new topic in the prevention of sick leave, since the decision to call in sick also
depends on the level of commitment to the job [36], especially since the working
population is aging and older employees might experience higher levels of men-
tal retirement due to a decline in interest and participation in learning activities
and disengagement [37-40].

Mental retirement is an appealing concept, but there still is a lot of uncharted
territory. For example, is mental retirement linked to age? More research is
needed to study the conceptual structure, the validity and its predictors and ef-
fects. With the increased establishment of the concept of mental retirement, it is
important to develop an intervention that reduces or prevents mental retirement.
Interventions that focus on the organizational level might be more effective to
prevent sick leave than individual-focused interventions, since they target a
wider population and may be able to deal more effectively with the complexity of
the workplace itself [41]. Research has shown that several features are important
for organizational programs or interventions to be effective. Firstly, a tailor-made
approach is advocated. Tailoring improves the utilization of the results, helps to
choose the interventions that meet the specific needs of the team or organization
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and make effective action plans [42-44]. Secondly, a stepwise approach is effec-
tive by providing a framework for organizations that can be used to make suitable
choices for interventions [43]. A third important feature is a participatory ap-
proach. By using the knowledge, skills and perceptions within the team (of the
employees as well as the supervisors/management), a feeling of joint ownership
is created during the program [43,45]. Participants feel more in control and ex-
perience a greater sense of fairness and justice [45]. Thereby, not only aware-
ness is created but also a joint responsibility for both the problems as well as the
solutions for these problems. In addition, participation can also decrease the re-
sistance to change and smoothen the change process [45-47]. A newly devel-
oped intervention aimed at reducing mental retirement should be based on these
features of organizational programs. A participatory approach may be especially
important in a mental retirement program, since such an approach creates more
commitment which is an essential aspect of mental retirement.

In addition to preventing sick leave, research is also needed to enhance RTW.
As mentioned before, existing research mainly focused on predictors of sick
leave and the onset of disorders, but not on the factors that may promote or
hinder RTW [16,48]. Although there may be similarities, it is plausible that the
predictors of sick leave differ from those of RTW [49]. The research that has
been done on the predictors of RTW has focused on four groups of predictors:
health, individual, legal context and work characteristics. Health characteristics
have most frequently been investigated as predictors of RTW. Several studies
indicate that poor health, and especially depressive symptoms, adversely affect
work status and duration until RTW [16,50].

Next to health characteristics, several individual characteristics have shown to
be related to RTW such as age, level of education, lower income and self-effi-
cacy [16,48,50-52].

The third group of predictors concerns the legal context. Disability policies and
social security systems differ between countries. Often a distinction is made be-
tween a compensation policy approach and a reintegration policy approach [12].
In the first approach people receive financial support in case no other means of
income are available. It has a broad access to disability benefits, combined with
fewer reintegration efforts. The reintegration approach on the other hand focuses
primarily on reintegration and has a more restricted access to disability benefits.
Providing financial support is not the main goal in this system. Research has
shown that such a system has a positive relation with RTW-rates [12,16].

The fourth group of predictors, work characteristics, have been studied most of-
ten in relation to sickness absence and the onset of disorders. Yet, relatively few



studies have examined the link between work aspects and RTW except for social
support [49,53,54].

Most studies described above have been conducted in populations with specific
complaints, and the few studies that did investigate factors that enhance RTW in
more than one disorder, found that these factors tended to differ across disorders
[16,52]. Therefore, the factors related to RTW are likely to vary across different
types of disorders. To facilitate an earlier RTW and design interventions that ef-
fectively promote RTW, it is important to gain more insight into the predictors of
RTW. Of the interventions that have already been developed to promote RTW,
there are indications that multimodal approaches, which combine interventions
on health conditions and work-focused interventions, are especially effective in
enhancing RTW [e.g., 7,55-57]. Although this shows that there are effective in-
terventions in promoting RTW for employees on sick leave, all these interven-
tions are individually focused. Research has shown that group interventions
have several appealing features that may improve their effects, such as cohe-
sion, social support and learning from peers [58-60]. More research on group
interventions that specifically focus on RTW is appealing.

As described in the previous paragraphs, both the prevention of sick leave and
the promotion of RTW are important due to the high costs of sick leave for sev-
eral stakeholders and the relevance of sustainable employment. Not only do we
need more research on the predictors of both subjects, we also require more
theory-based interventions to increase the employability of employees. The main
objective of this thesis is therefore to explore which factors influence prevention
of sick leave and promotion of RTW as well as to examine what interventions
may be effective. This results in four key questions that will be addressed in this
thesis:

How can mental retirement be defined?

What is the effect of a participative action intervention program on reducing

mental retirement?

What are the predictors of return to work for employees on long-term sick

leave?

What is the effect of a newly developed group intervention aimed at return

to work?
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The first part of the thesis, Chapters 2 and 3, focuses on the prevention of sick
leave and explores the concept of mental retirement. In Chapter 2, we aim to
further develop and validate the concept and assessment of mental retirement.
Next to tests of internal consistency, we perform a confirmatory factor analysis
to test the three-factor structure of mental retirement in different subgroups (age,
education, occupation). In the next chapter (Chapter 3), the effects of a stepwise,
bottom-up participatory program with a tailor-made intervention process ad-
dressing the level of mental retirement in a sample of Dutch employees is inves-
tigated.

The second part of the thesis, Chapters 4 to 6, deals with the promotion of RTW.
We examine in a prospective cohort study which factors influence the RTW pro-
cess in different subgroups. We aim to gain insight in the predictors of full RTW
among employees on long-term sick leave due to three different self-reported
reasons for sick leave: physical, mental or co-morbid physical and mental prob-
lems (Chapter 4). In addition, we investigate the relations between depressive
symptoms, work characteristics and duration until full RTW among employees
on long-term sickness absence (Chapter 5). Furthermore, in Chapter 6, the de-
sign of a new brief evidence-based group intervention for employees on long-
term sick leave is described. Participation in this intervention is expected to result
in improvement in self-efficacy, resilience against setbacks and in a faster full
return to work through the working mechanisms of skill development and moti-
vational enhancement (enhancement of self-efficacy and anticipating setbacks).
This new intervention is tested in a mini-pilot within the Dutch police force.

In the final chapter, Chapter 7, we summarize and draw conclusions from our
results. We discuss the main strengths and limitations of our research and offer
suggestions for future research. In addition, we discuss the theoretical and prac-
tical implications of this thesis.
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Background: The aim of this study is to further develop and validate the concept
of mental retirement. Employees who are ‘mentally retired’ are present at their
work physically, but have already said their goodbyes mentally. Mental retire-
ment has a three-factor structure: developmental proactivity, work engagement
and perceived appreciation.

Methods: We use data from employees (N=867) of five different organizations
in the Netherlands. Next to tests of internal consistency, a confirmatory factor
analysis (CFA) is performed to test the three-factor structure of mental retirement
in this population and in different subgroups (age, education, occupation).
Results: The internal consistency varies from .80 to .94 for the developmental
proactivity scale and the work engagement scale, respectively (appreciation was
measured with one item). For the confirmatory factor analysis, the three-factor
model fits the data adequately. Multiple group analyses also show equal factor
loadings in all subgroups, but the mean levels of mental retirement differ across
subgroups.

Conclusions: This study confirms the three-factor model of mental retirement in
a general group of employees as well as across different subgroups. Since sus-
tainable employability is more and more essential in today’s society, there is an
increasing pressure for maintenance of physical, mental and cognitive abilities
of the labor force. The prevention of mental retirement can play an important role
in the maintenance of these abilities.



“Why bother, this is yet another change. It doesn’t make any difference”. Or “That
new colleague is so exhausting, all those new ideas and methods. Let me just
do my work and don’t bother me with all this”. Almost everybody will recognize a
colleague in these quotes. Someone who seems to be disconnected from his
work and . the organization. A colleague who seems to be counting the hours of
each working day and the days until retirement and whose motivation to work
has gradually shifted from intrinsic to instrumental. ‘My job’ and ‘my company’
have become ‘that job’ and ‘that company’. Such employees may be described
as mentally retired from the organization, while they remain working.
Employees who are ‘mentally retired’ are physically present at their work, but
have already said their goodbyes mentally. They appear to invest less in their
work, in their employability and development, they don’t want to walk the extra
mile anymore and have gradually lost their connection to their job, their col-
leagues and the organization.

Based on an initial exploration consisting of a literature search, expert meetings,
focus groups as well as previously collected data, mental retirement appears to
consist of three aspects [1]. Firstly, a decline in interest in learning and develop-
ing appears to be an important characteristic of mental retirement. The lack in
development may lead to a decline in or even loss of skills, in skills obsoles-
cence, in a decrease in sustainable employment for both the internal labor mar-
ket of an organization as well as the external labor market or even in job loss [2-
4].

Secondly, reduced engagement or reduced motivation was found to be a key
aspect of mental retirement. Engaged employees are better connected to their
work activities, are more able to deal with the job demands and perform better in
their work [5,6]. Less work engagement is related to more sickness absence [7].
This implies that if employees are less engaged, they have a higher risk to lose
the connection to their work and their colleagues and therefore have a higher
risk to become mentally retired.

The third and final aspect of mental retirement is linked to appreciation. Employ-
ees who are ‘mentally retired’ will perceive themselves and their work as less
valued or appreciated by either, colleagues, supervisor or the organization as a
whole. Employees who perceive more appreciation and have more meaningful
work seem to be more committed to their job [8,9].

We believe that mental retirement may have many negative consequences for
employees (employability, job satisfaction, fulfillment, etc.), and also for the or-
ganization (reduced productivity, quality of work) and the society in general
(costs due to early retirement, well-being or even unemployment in the long run).
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The concept of mental retirement may become more important since sustainable
employability is becoming a more essential and important topic for individuals,
organizations as well as society. Therefore it is important to understand the con-
cept of mental retirement better in order to reduce or prevent mental retirement
and thereby reducing its negative consequences. In this paper we aim to further
test the validity of the concept of mental retirement. First of all this is done by
aiming for a replication of its conceptual structure. Second we consider the dis-
criminant validity across different groups of employees. Regarding the latter, age
may be such a differentiating employee characteristic. Literature shows that
learning attitude changes with age. Older employees are less motivated to try
new things and the role and place of work in life changes [10,11]. In addition,
older employees are less likely to participate in vocational training or on-the-job
training, maintain their working skills and they are also less supported and en-
couraged to engage in learning activities [12-15]. Not only a decline in learning
and developing working skills and knowledge may play a role in older employees,
this group of employees may also have a higher risk to become mentally retired
since disengagement from work increases when employees get closer to the
(planned) retirement age [16]. With regard to the third aspect of mental retire-
ment, appreciation, studies show that particularly for older employees intrinsic
job features, such as appreciation from others and meaningful work, matter more
to them than extrinsic work outcomes [17,18]. These studies imply that the level
of mental retirement may be higher in older employees.

Next to age, the level of mental retirement may differ between employees with
different levels of education as well. Lower educated employees participate less
often in training than higher educated employees and this training gap has grown
in recent years [19]. Less educated employees also appear to be less motivated
to participate in training activities [20]. In addition, they are more at risk for low
work engagement or high levels of emotional exhaustion [21,22]. They are more
triggered by good pay, good job security, good hours, not too much pressure,
and generous holidays; whereas highly educated employees look for jobs that
are interesting, meet one’s abilities and have opportunities for promotion or
achieving something [23]. Therefore, we expect a higher level of mental retire-
ment among employees that are less educated.

Besides age and level of education, occupation may play a role as well. Re-
search shows that employees in some occupations, e.g., police officers or
nurses, have a higher level of engagement and may also be more intrinsically
motivated than employees in other occupations, e.g., blue-collar workers
[6,24,25]. A study amongst Dutch police officers also showed that perceived ap-
preciation of co-workers is valued the most [26]. Appreciation by their supervisor,
civilians or the society is important as well, but co-workers understand the job
better and can better judge whether a police officer performed well. Co-workers
especially have an important role in coping with the emotional strains of the job.
Therefore, appreciation of co-workers is valued more. In comparison with other



public service employees, police officers feel appreciated and are not unsatisfied
with their own organization [26]. So, the level of mental retirement is expected to
be lower for service workers, such as police officers, as compared to other oc-
cupational groups like office workers, since these studies show a higher level of
engagement and appreciation for this first group.

The previous Dutch study [1], which explored mental retirement for the first time
in order to define the concept of mental retirement, used panel data of more than
12,000 employees aged 50-64 in the Netherlands. Despite the fact that it was a
somewhat older group of employees, an explorative factor analysis confirmed
that mental retirement consists of three factors: developmental proactivity, work
engagement and perceived appreciation [1].
The current study aims to replicate and extend these earlier findings on as-
sessing mental retirement in a broader population, including employees of
younger age, which also varies in educational level and in occupational group.
Hypothesis 1: The three-factor model will also fit a more general group of
employees with a much broader distribution of age, education and occupa-
tion.
In addition, the previous study hardly addressed whether the distinctiveness of
the three factors holds across subgroups. Therefore, in the current study we ex-
amine if the three-factor structure is stable across different subgroups.
Hypothesis 2: The three-factor structure will be invariant across subgroups
(which differ in age, education and occupation).
However, we expect the mean levels of mental retirement to differ across these
subgroups:
Hypothesis 3: The level of mental retirement is higher in older employees
(=50 years) as compared to younger employees.
Hypothesis 4: The level of mental retirement is higher in less educated
employees as compared to higher educated employees.
Hypothesis 5: Employees in office jobs have a higher level of mental re-
tirement than service workers like police officers.

The research population of this study consisted of a sample of employees of five
different public and private organizations in the Netherlands. Three departments
of the National Police participated: two departments of police officers and one
facility department (respectively N=175; N=185; N=175). The other four organi-
zations were an archive department of the government (N=291), a department
of the Dutch Ministry of Education that provides student financing (N=233), ten
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teams from an organization that implements national insurance schemes in the
Netherlands (N=209) and one team of management assistants of a health tech-
nology organization (N=63).

Online questionnaires were sent to every employee of the different organizations
(N=1,331). The questionnaires were sent between March 2014 and October
2015 (depending on when the organization started with the project). These ques-
tionnaires were part of a bigger, associated, program that was introduced in the
five organizations.

Mental retirement was measured with three concepts (see Appendix 1 for the
questionnaire). Firstly, developmental proactivity consisted of four items [27].
The response categories ranged from 1 (“totally disagree”) to 5 (“totally agree”).
Secondly, six items tapped work engagement (derived from the Utrecht Work
Engagement Scale (UWES)) [6]. Respondents were asked to describe how often
they experienced the described situations (1=never; 7=always). Thirdly, per-
ceived appreciation is measured with one question. The response categories
ranged from 1 (“not at all”) to 4 (“very much”).

First, to assess the internal consistency of the three concepts of mental retire-
ment, Cronbach’s alpha was computed for each scale, both in the whole group
as well as within each subgroup. Age and occupation were each divided in two
subgroups: younger than 50 years; 50 years and older; police officers and office
jobs. The facility department of the Dutch police and the teams of the other four
organizations can be seen as office jobs. Education was divided in three sub-
groups: low, intermediate and high level of education.

Second, a confirmatory factor analysis (CFA) with Lavaan, R Package for Struc-
tural Equation Modeling [28] was applied to examine the construct validity of
mental retirement. Chi-square difference tests (y2-test) were used to evaluate
the relative fit of the three-factor model. A non-significant value indicates a good
fit with the data. However, this index is very sensitive to sample size (significance
increasing as sample size increases). Hence, additional fit indices were added.
The root mean square error of approximation (RMSEA) and standardized root
mean square residual (SRMR) avoid problems with sample size. The RMSEA
reflects the extent to which the model fits the population covariance matrix,
where an acceptable model fit is reflected by values <0.08 [29]. The SRMR is a
standardized summary of the average covariance residuals, and indicates a
good fit for values <0.08 [30]. Goodness of fit was therefore also evaluated by
using the Tucker-Lewis index (TLI) and the Comparative Fit Index (CFI). The TLI
and CFl indices compare the hypothesized model to a ‘null’ or worst fitting model,



taking into account model complexity, and indicate an acceptable model fit for
values >0.90, and good model fit with values >0.95 [30].

Three multigroup structural equation models were proposed a priori to compare
the factor loadings across age subgroups (<50 years; =50 years), educational
level (low; intermediate; high level of education) and occupation (police officers;
office jobs). In model 1 (baseline model), the factor loadings of the prespecified
three-factor model were estimated freely within each subgroup. In model 2 (met-
ric invariance model), the factor loadings were constrained to be equal across
the subgroups. Comparison of model 1 to model 2 represents a test of measure-
ment equivalence across subgroups. Differences between the two models are
examined with the chi-square difference test and the ACFI. Changes in CFl val-
ues of 0.01 or less are indicative of factor invariance across the groups [31].

In total 867 (65%) employees filled out the questionnaire. The mean age of the
participants was 46.7 years (see Table 1) and most were male (54.4%). Most
participants worked fulltime (69%) and have been working almost 14 years within
the current organization. Table 1 also shows differences in baseline characteris-
tics between the subgroups within the variables age, education and occupation.
Employees of 50 years and older and employees who are lower educated are
more often male and are working longer in their organization and in their function.
Police officers are younger, more often male, lower educated, more often work
fulltime or less than 12 hours and are working longer in their organization than
employees with office jobs.
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Table 1 Baseline characteristics of the participants

Total intermediate Office jobs

N 867 449 380 176 408 257 230 637
%  100% 54% 46% 21% 49% 31% 27% 73%
Age
Mean 46.7 381V 56.9A 46.3 47.3 45.9 404V 489 A
SD 11.1 7.12 4.31 11.7 11.0 11.0 11.1 10.2
Gender
Male 54.4% 49.4%V 59.5% A 65.9% A 56.9% 42.4%V 70.3%A 48.8%V
Female 45.6% 50.6% A 40.5%V 34.1%V 43.1% 57.6%A 29.7%V 51.2%A
Education
Lower 20.9% 20.7% 20.1% 100% - - 41.6% A 13.7% VY
Intermediate 48.5% 46.1% 51.7% - 100% - 53.0% 46.9%
High 30.6% 33.2% 28.2% - - 100% 5.5%V 39.4%A
Working hours per week
235 hours 69.0% 70.4% 67.6% 68.2% 69.9% 68.1% 74.9% A 66.9%V
20-34 hours 28.7% 27.8% 29.7% 27.8% 28.2% 30.4% 21.5%V 31.3% A
12-19 hours 1.4% 0.9% 1.8% 2.3% 1.2% 1.2% 0.9% 1.6%
<12 hours 0.8% 0.9% 0.8% 1.7% 0.7% 0.4% 2.7%A 0.2%V
Years working at organization
Mean 13.7 10.0V 18.1A 1554A 145 11.3Vv 15.3A 131V
SD 11.3 6.79 13.8 11.9 11.7 10.0 10.9 11.4
Years working in function
Mean 6.26 5.05V¥ 7.66 A 7.13A 6.76 A 4.89V 6.48 6.18
SD 6.43 4.56 7.89 7.36 6.64 5.15 6.59 6.38

A and V: p<0,05, significant high (low) percentages and/or means.
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The three factors of mental retirement are correlated, but they are also clearly
distinct from each other (see Table 2). Table 2 also displays the scores on mental
retirement for the whole group.

Table 2 Scores on mental retirement and Pearson correlation (N=848-853)

Total Pearson correlations

Develop-
mental Work Perceived

proactivity engagement | appreciation
Developmental proactivity 414  0.59 - A3 .30**
[Range: 1-5]
Work engagement 486 1.30 - A8**
[Range: 1-7]
Perceived appreciation 251 0.80 -
[Range: 1-4]

**p<.01 (2-tailed).

The internal consistency for the developmental proactivity scale and the work
engagement scale was very good (overall and within group are presented in
Table 3). The Cronbach’s alfa of the developmental proactivity scale varied be-
tween .80 and .88. For work engagement the internal consistency was consistent
with .94 in the whole population as well as in every subgroup. Perceived appre-
ciation was measured with one item and therefore no internal consistency could
be calculated.

Table 3 Cronbach’s alfa for mental retirement

Cronbach’s alfa (a) Cronbach’s alfa (a)
Subgroup Developmental proactivity Work engagement

Whole group 848-853

Male 451 .85 .94
Female 376-378 .84 .94
<50 year 444 .82 .94
250 year 372-374 .88 .94
Police officers 223-224 .80 .94
Office jobs 625-629 .86 .94

The CFA shows that the three-factor model appeared to fit the data adequately
(confirmation hypothesis 1). The Chi-square difference test, however, was sig-
nificant (see Table 4). This apparent lack of fit is not surprising, because very
small differences between expected and observed correlations in large samples
can lead to a significant y?-test [31]. The other goodness-of-fit indices showed
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good fit (CFI; TLI >.90 and SRMR <.08), except the RMSEA score, which was
relatively high with 0.11.

Table 4 Goodness-of-fit indices for the mental retirement model (N=853)

_____

Whole group 484.72 42

Multiple group analyses examined the invariance of the three-factor model
across subgroups. All multiple group analyses revealed (see Table 5) that the
chi-square tests are not significant and the ACFI is smaller than or equal to the
proposed cutoff point of .01 [31]. This indicates that the factor loadings can be
assumed equal in all subgroups and hypothesis 2 is confirmed.

Table 5 Goodness-of-fit indices for the subgroups of the mental retirement model (N=853)

| e | dta) | p@p) | CFI(ACF) |

Age

Model 1 584.95 84 <.001 .923
Model 2 (4.81) (8) (.78) (.000)
Education

Model 1 591.65 126 <.001 .927
Model 2 (21.66) (16) (-15) (.001)
Occupation

Model 1 556.44 84 <.001 .927
Model 2 (14.54) (8) (.07) (.001)

In addition, the mean scores of mental retirement in the different subgroups were
assessed. No differences in levels of developmental proactivity, work engage-
ment and perceived appreciation were found for age, so hypothesis 3 is rejected.
However, some differences were found across educational levels. Higher edu-
cated employees report higher levels of developmental proactivity and perceived
appreciation as can been seen in Table 6. In addition, the scores of work en-
gagement are higher for lower educated employees. Consequently, hypothesis
4 is partly confirmed. Hypothesis 5 is also partly confirmed, since police officers
are more engaged than employees with office jobs. But no differences were
found in levels of developmental proactivity or perceived appreciation across oc-
cupation groups.



Motivated and Healthy to Work!
Predictors of and Interventions for Sustainable Employment and Promoting Return to Work

Table 6 Scores on mental retirement in the subgroups

Tota Office jobs

N 853 444 374 167 404 257 224 629
% 100% 54% 46% 20% 49% 31% 26% 74%
Developmental proactivity [Range: 1-5]
Mean 4.14 4.18 4.10 4.12 4.11 4.23A 4.15 4.14
SD 0.59 0.56 0.63 0.63 0.59 0.56 0.51 0.62
Work engagement [Range: 1-7]
Mean 4.86 4.82 4.88 5.55A 4.72v 4.63V 5.51A 463V
SD 1.30 1.31 1.30 1.45 1.24 1.15 1.12 1.28
Perceived appreciation [Range: 1-4]
Mean 2.51 2.50 2.51 2.57 2.39v 2.66 A 2.52 2.50
SD 0.80 0.79 0.83 0.91 0.73 0.81 0.77 0.81

A and V: p<0,05, significant high (low) means.
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First of all, the current study examined the structure of mental retirement using
confirmatory factor analysis. The results of this study on a population which con-
siderably varied in age, educational level and occupational group confirmed the
three-factor model of mental retirement which consists of developmental proac-
tivity, work engagement and perceived appreciation. In addition, multiple group
analyses showed equal factor loadings in all subgroups implying the three-factor
model was stable across subgroups (age (<50 years; =50years), level of educa-
tion (low, intermediate, high) and occupation (police officers and office jobs)).
These findings replicate the earlier finding of Sanders et al. [1] but now in a more
heterogenous population, as well as within subgroups that were hypothesized to
differ in the subcomponents of mental retirement. This adds to the validity of the
concept of mental retirement.

Secondly, it was shown that the mean levels of mental retirement did indeed
differ across educational level and occupational group, but not across different
age groups. Higher educated employees reported a higher level of developmen-
tal proactivity and perceived appreciation, but lower levels of engagement.
These differences in developmental proactivity and appreciation may be found
because higher educated employees participate more often in training and are
more motivated to participate in training activities [19,20]. However, contrary to
our expectations lower educated employees showed higher levels of work en-
gagement than intermediate or higher educated employees. This is not in line
with previous research [21,22]. In the present study we checked the relation be-
tween educational level and occupation. These analysis showed that the group
of lower educated employees proportionally includes more police officers and
this group reports a higher level of work engagement in comparison with employ-
ees with office jobs. This is in line with previous research that has shown that
police officers have a higher level of engagement [6,24,32]. The fact that police
officers are highly engaged may have caused the unexpected finding of lower
educated employees reporting a higher level of work engagement. The two other
aspects of mental retirement appear not to differ across occupational groups.
Although an earlier study among Dutch police officers showed that perceived
appreciation of co-workers is valued most [26], in the present study there appear
to be no differences in level of perceived appreciation across occupational
groups. This may be explained by the way appreciation was measured in our
study, since we only asked if employees feel appreciated in their current job and
no distinction was made in the source of that appreciation. These findings sug-
gest that the concept of mental retirement is more prevalent for lower educated
(as compared to middle and higher educated employees), and that the concept
is also more prevalent for office workers as compared to police officers. Although



tempting, this study does not generalize the latter finding to all service workers,
or to a specific group of (higher educated) service workers.

This study also shows that the concept of mental retirement may be as important
in younger employees as in older employees near the end of their work life. Alt-
hough studies show that older employees participate less in training and mainte-
nance of their working skills [12-15], the level of developmental proactivity
doesn’t appear to decrease with age in our study. A study on lifelong learning in
the Netherlands shows that there may be a trend shift over time with regard to
training participation [19,33]. In 2004, training participation clearly declined with
age, but data from 2010 indicate that training participation remains stable. Our
findings also show that the level of work engagement and perceived appreciation
may not decrease with age. The fact that we did not find differences between
age groups may be due to the fact that the age of 50 is still a rather high age. It
may be that more differentiation is needed. In addition, studies also report that
age may be important for mental retirement, but should be considered in inter-
action with job characteristics such as the meaningfulness of the work. The im-
portance of meaningful work, development opportunities and being appreciated
have been shown to increase with age of retirement [18,34]. The impact of these
interaction effects may be best studied when including (perceived) job charac-
teristics and outcome variables, such as health outcomes, sickness absence or
actual exit from the job. Age may still be important in relation to mental retire-
ment, but should be considered in relation to job characteristics such as per-
ceived meaningfulness of the work or job to the employee.

The current study established that mental retirement has a steady structure in a
broader population and across different subgroups. The concept of mental re-
tirement may become more important since sustainable employability is becom-
ing a more essential and important topic for individuals, organizations as well as
society. The life expectancy of people is getting higher due to lower birth rates
as well as a decline in mortality rates, and the official pension age is increasing
too [33,35]. This is reflected in the rapid ageing of the working population [33].
The average age of employees in the Netherlands was 36.2 years in 1990; in
2000 itincreased to 38.3 years, and in 2014 it has further increased to 41.9 years
[36]. The effective retirement age has also increased considerably in the past
decade in the OECD countries (Organisation for Economic Co-operation and
Development): from 63.3 years for males and 61.3 years for females in 2002 to
respectively 64.2 and 63.1 years in 2012 [33]. Therefore, there is an increasing
pressure for maintenance of physical, mental and cognitive abilities of the labor
force. The prevention of mental retirement can play an important role in the
maintenance of these abilities.
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When interpreting the findings of this study, some limitations should be kept in
mind. First, this article focuses only on the structure of mental retirement and did
not involve possible determinants or effects of mental retirement. This was not
the aim of the present study and did not fit the data structure used for the purpose
of this study. This study only tested the construct validity and no antecedent nor
outcome variables were included. The causal chain of antecedent variables to
mental retirement and its outcomes should preferably be studied in a longitudinal
design. Secondly, one of the subcomponents of mental retirement, perceived
appreciation, was measured with only one item and therefore the reliability and
validity of this component is limited. Thirdly, although this study used a different
and broader sample than the previous study [1], the sample used here is still a
restricted sample. Thus, there is a further need for replication of studies on the
concept of mental retirement. Future research should be longitudinal in nature
and study factors that may cause mental retirement, as well as relevant out-
comes of this state. These studies could also focus on interventions that impact
on ‘developmental proactivity’, ‘work engagement’ and ‘perceived appreciation’
in preventing or decreasing the level of mental retirement in organizations.

This study clearly shows that the three-factor model of mental retirement, which
consists of developmental proactivity, work engagement and perceived appreci-
ation, is confirmed in a general group of employees as well as across different
subgroups of age, level of education and occupation. Since sustainable employ-
ability is more and more essential in today’s society, there is an increasing pres-
sure for maintenance of physical, mental and cognitive abilities of the labor force.
The prevention of mental retirement may play an important role in the mainte-
nance of these abilities.
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Chapter 2 | The Concept and Assessment of Mental Retirement

Appendix 1 Questionnaire of mental retirement
Items of mental retirement

Developmental proactivity

1. In my work, | keep trying to learn new things.

2. |think about how I can keep doing a good job in the future.

3. In my work, | search for people from whom | can learn something.

4. With regard to my skills and knowledge, | see to it that | can cope with
changes in my work.

Work engagement

At my work, | feel bursting with energy.

At my job, | feel strong and vigorous.

| am enthusiastic about my job.

My job inspires me.

When | get up in the morning, | feel like going to work.
I am proud on the work that | do.

ok whNE

Perceived appreciation
1. Do you feel appreciated in your current job?
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Background: The present study aimed to investigate the effects of a stepwise,
bottom-up participatory program with a tailor-made intervention process ad-
dressing the level of mental retirement in a sample of Dutch employees. Mental
retirement refers to feelings of being disconnected from your work and your or-
ganization. Prevention of mental retirement is important since sustainable em-
ployability is becoming more important in today’s society due to the ageing of the
working population and the changes in skills demands.

Methods: This prospective cohort study with a one-year follow-up employs a
sample of 683 employees of three organizations in The Netherlands, who filled
out two questionnaires: at baseline and one year later. The dependent measure
was mental retirement, which consists of three sub-concepts: developmental
pro-activity, work engagement and perceived appreciation.

Results: Multilevel analysis (N=466) showed that employees who more actively
participated in the intervention(s) had a small but statistically significant larger
decrease in mental retirement at follow-up.

Conclusions: The stepwise, bottom-up participatory program with a tailor-made
intervention process shows a tendency to decrease the level of mental retirement
in Dutch employees. However, the implementation of interventions could be fur-
ther improved since it turned out to be very challenging to keep up participants'
commitment to the program. Future research should study the effectiveness of
this program further with an improved study design (control group, multiple fol-
low-ups, several data sources).



Sustainable employability - referring to employees’ capacities to function in work
throughout their working life - has become an important issue in the last decades
[1,2]. Two major developments are responsible for this increased attention. First,
due to technical developments, globalization and innovations, skills demands
and the labor market are rapidly changing [3,4]. Organizations need to be more
flexible and adaptable, which requires other competencies from employees than
before. This causes employees' skills to become obsolete and endangers their
sustainable employability. Second, the Dutch working population is rapidly age-
ing due to lower birthrates, a decline in mortality rates, and an increase in official
pension ages [5,6]. The average age of employees in the Netherlands was 36.2
years in 1990; in 2000 it had increased to 38.3 years, and in 2014 it had further
increased to 41.9 years [7]. The effective retirement age has also increased con-
siderably in the Netherlands. In the beginning of this century the effective retire-
ment age was just below 61 years, in 2017 this had increased to almost 65 years
[7].

These two developments lead to an increasing pressure for maintenance of
physical, mental and cognitive abilities of the labor force to ensure that employ-
ees remain employable, stay healthy, motivated, competent and productive at
least until the age or retirement [1,2]. The prevention of mental retirement can
play an important role in the maintenance of these abilities [8]. Employees who
are mentally retired are disconnected from their work and from the organization.
Compared to others, they invest less in their work, their employability and devel-
opment, and they have gradually lost their connections with their job, their col-
leagues and the organization.

Previous studies show that mental retirement consists of three factors: develop-
mental pro-activity, work engagement and perceived appreciation [8,9]. An indif-
ference to learning and development can result in a decline, or even loss of skills,
in skills obsolescence, a decrease in sustainable employment for both the inter-
nal labor market of an organization as well as the external labor market or it can
even result in job loss [3,4,10]. Furthermore, engaged employees are better con-
nected to their work, cope more effectively with job demands and perform better
in their work [11,12], while lower engagement is related to more sickness ab-
sence [13]. In addition, more perceived appreciation is linked to more job com-
mitment [14,15].
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In the literature the concept of mental retirement has been mentioned before
[e.g. 16,17]. However, in these earlier studies mental retirement has a rather
different definition in which it is specifically linked to actual retirement and age.
Mental retirement is defined for example as the cognitive decline that seems to
occur after actual retirement [16]. This decline is caused by a lack of cognitive
stimulation and mental exercise, which occurs when someone is retired as well
as when an employee is still working but has the prospect of nearby early retire-
ment. In another study mental retirement is defined as a decrease in work en-
gagement for employees who are facing actual retirement [17]. However, this
study finds no support for this relation.

Another related concept that is also linked to age, is the ‘older worker identity’.
This refers to the internalization of negative attitudes and beliefs regarding the
older worker, mostly based on stereotypes (e.g. low motivation, resistance to
change, inflexibility and lack of interest in learning) [18,19]. This internalization
can be caused by discrimination in career opportunities and feelings of depriva-
tion in comparison to others. Older worker identity is positively related to full re-
tirement and negatively to late retirement, job mobility and development oppor-
tunities on the job [19,20].

In contrast to the concept of older worker identity and the definitions mentioned
earlier on mental retirement, mental retirement is not necessarily connected to
age since a previous study showed no differences in the level of mental retire-
ment in different age groups [8]. Although studies show that older employees
participate to a lesser degree in training and maintenance of their working skills
[21-24], a study on lifelong learning in the Netherlands shows that there may be
a trend shift over time with regard to training participation [5,25]. In the past,
training participation clearly declined with age, but data from 2010 indicates that
training participation remains stable. In addition, studies have shown that the
importance of meaningful work, development opportunities and being appreci-
ated increases with age of retirement [26,27].

Although mental retirement is a fairly new concept and more research is needed
to study the predictors and effects of mental retirement, there are indications that
it might have negative consequences for employees (e.g. lower job satisfaction
and mental health), and therefore also for the organization (reduced productivity,
absenteeism, profit loss) and society in general (costs due to early retirement,
well-being) [3,9,13,28,29]. Thus, it appears important that mental retirement
among workers is prevented or reduced as much as possible. Therefore, an or-
ganizational program was developed to reduce mental retirement.



Research has shown there are several features that are important in order for
organizational programs or interventions to be effective. First, a tailor-made ap-
proach is necessary. Tailoring improves the utilization of the results, helps to
choose the interventions that meet the specific needs of the team or organization
and make effective action plans [30-32]. However, this approach is not easy to
implement or evaluate since it means that it is impossible to develop a single
intervention that will be effective in every organization or team. Second, previous
research has also shown that a stepwise approach is effective by providing a
framework for organizations that can be used to make suitable choices for inter-
ventions [31]. This stepwise approach often consists of five basic steps that are
specified for each program: 1) raising awareness and creating commitment in an
organization, 2) problem assessment, 3) prioritizing, choosing interventions and
making an action plan, 4) implementation of the chosen intervention(s), and 5)
evaluation of the process and effects [30,33]. A third important feature is a par-
ticipatory approach. Research has shown that the use of participatory action re-
search is very successful for occupational health interventions [31,33-35]. By us-
ing the knowledge, skills and perceptions within the team (of the employees as
well as the supervisors/management), a feeling of joint ownership is created dur-
ing the program. Participants feel more in control and experience a greater sense
of fairness and justice. Thereby, not only is awareness created but also a joint
responsibility for both the problems as well as the solutions for these problems.
In addition, the participation can also decrease the resistance to change and
smoothen the change process [33,36,37].

Next to the features of an organizational program the research design is also
very important, especially in applied research. Although a randomized controlled
trial (RCT) is often considered as the golden standard, this is not always feasible.
Particularly in applied occupational health research, the interventions and the
context are often complex and therefore hard to control [38-41]. Therefore, in
applied research quasi-experiments with a control and intervention group are
often difficult to establish and complete in a satisfactory way. Additionally, even
if a RCT is performed with success, the question remains whether the conclu-
sions can be generalized to other organizations and individuals or that the results
only apply for a selected sample of individuals [40,42]. Using process evaluation
and incorporating the measurement of intervention exposure in participants’
samples is an alternative way to cope with these problems [38,41]. Data on ex-
posure to the intervention can easily be obtained in an intervention process eval-
uation by asking participants about their experiences and exposure. This infor-
mation can then be used to determine whether each participant is more appro-
priately placed in an intervention/exposed group or a control/not exposed group.
This approach makes it possible to take into account the complex, chaotic and
uncontrollable organizational settings.
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To address the issue of mental retirement, a bottom-up program was designed
based on the principles of a participatory, stepwise, tailor-made approach. The
program consists of five steps (see Fig. 1). The program is carried out by the
whole team, i.e., employees and supervisors together. In the first step, a repre-
sentative delegation of the team participates in mindmapping sessions. Two ses-
sions are held with 10-20 participants each. These sessions are each led by two
facilitators. At least one of the facilitators is a researcher, the other can also be
a researcher or an employee of the organization that is trained in the mental
retirement program. The sessions have two goals. First, these sessions create
awareness of mental retirement within the team and gain acceptance for the pro-
gram and the possible changes it may bring. Secondly, the information gained
during the sessions is used to tailor the model of mental retirement with organi-
zation-specific concepts and to adjust the basic questionnaire accordingly. In the
mindmapping sessions the employees and supervisors discuss what they be-
lieve mental retirement is and what the predictors and effects are of mental re-
tirement. To not only create awareness but to also set people in motion, the par-
ticipants contemplate on possible actions for themselves, their supervisor and
the organization to decrease mental retirement. The employees who participate
in the mindmapping sessions are contacted by management or the HR-profes-
sional of the department who invite them to participate. Participation is voluntary.
The employees that are approached are selected so that they represent the en-
tire department with regard to age, sex, function, time employed and level of
mental retirement (as estimated by the manager or HR-professional). Further-
more, in this stage a project group of approximately six people is created, which
consists of several employees of the team, a HR-professional and sometimes
the supervisor or manager. The team itself decides who will join this project
group and participation is voluntary. The project group is the first point of contact
for the researchers as well as for all the employees in the department.

In the diagnostic phase, the basic model of mental retirement is tailored to the
team with the input of the mindmapping sessions. Where necessary questions
are added to the basic questionnaire. This questionnaire is available in an online
portal for all the team members to fill out.

In a tailor-made intervention process, step 3, the team chooses the interventions
that they want to implement in order to decrease mental retirement in their team.
Each team chooses their own intervention(s), so these may differ between
teams. The interventions are selected based on the results of the baseline ques-
tionnaire as well as their fit with the team in terms of process and culture. First a
pre-selection is made by the project group in one session. Next, the team results
of the baseline questionnaire and the pre-selection of interventions are pre-
sented in two interactive sessions. In these sessions the team members formu-
late an action plan for the implementation of the interventions they agree with.
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When necessary, they select or design new interventions. The participants in
these sessions are the same as those who participated in the mindmapping ses-
sions. The results of the questionnaire and the action plan are distributed across
the rest of the team in a way the project group sees fit.

In the next step, the organization is in charge and the role of the researchers is
marginalized. The team starts to implement the interventions. The selected in-
terventions do not necessarily start all at once, but are spread out through time.
There needs to be enough time for carrying out the action plan and for the inter-
ventions to take place and have effect. Therefore, the duration of this implemen-
tation step takes approximately six to nine months.

In the fifth and final step, the program is evaluated. In consultation with the pro-
ject group and based on the implementation process of the interventions, the
timing of the follow-up questionnaire is determined. Approximately one year after
the start of the intervention (step 1), an online follow-up questionnaire is made
available in the portal to evaluate the effects of the program. The questionnaire
is largely the same as the baseline questionnaire, but also includes questions
regarding the interventions that were implemented.

STEP 1: Mindmapping sessions
» Create awareness
> Tailor model

Week 1

STEP 2: Diagnostic phase
> Online questionnaire

Week 4-6

STEP 3: Choose interventions

> Pre-selection interventions

> Action plan interventions in
interactive sessions

Week 9-10

STEP 4: Implement interventions

. Week 11-50
> Execute action plan

STEP 5: Evaluation

. . . Week 51-52
> Online questionnaire

Figure 1 Mental retirement program
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The current study aims to explore the effects of this mental retirement program
in a broad population of employees within several organizations. The effect of
the program as a whole is examined, rather than the effects of the specific inter-
ventions that are implemented in step 4 of the program. As each team or depart-
ment chooses their own interventions, the range of interventions is very wide
which makes it difficult to examine the effects of each intervention separately. In
addition, we believe that the effect of our program is due to the program as a
whole (all 5 steps) and not so much to the specific interventions of step 4.
Hypothesis 1: the level of mental retirement will decrease between base-
line and follow-up, due to the mental retirement program as a whole and
independent of the specific interventions that are implemented in step 4.
Hypothesis 2: the improvement in mental retirement will be stronger for
employees who actively participated in the interventions than for those who
participated to a lesser degree.

The research population of this study consisted of a sample of employees of five
departments of three different organizations in the Netherlands. Three depart-
ments of the Dutch National Police participated: two departments of police offic-
ers and one facility department (N=175; N=185; N=175, respectively). The other
two organizations were an archive department of the Dutch government (N=291)
and one location of a non-profit organization that implements national insurance
schemes in the Netherlands (N=209). The reasons for participating in this study
differed across organizations and teams, but included issues such as minimizing
the effects of a reorganization, creating more awareness among employees re-
garding their own development, getting employees out of ‘sleep mode’ to prevent
them from getting stuck in their career.

Online questionnaires were sent to every employee of all departments (N=1,035)
in step 2 (baseline measurement) and step 5 (evaluation). The baseline ques-
tionnaires were sent between March 2014 and October 2015 (depending on
when the organization started with the program). The follow-up questionnaire
was sent out approximately one year after the baseline questionnaire.

Mental retirement was measured with three concepts [8]. Firstly, developmental
pro-activity consisted of four items [43]. An example item is: “| think about how |
can keep doing a good job in the future”. The response categories ranged from



1 (“completely disagree”) to 5 (“completely agree”). The internal consistency in
our study (Cronbach's alpha) was .85. Secondly, work engagement was meas-
ured with six items (three items on vigor and three items on dedication) from the
Utrecht Work Engagement Scale (UWES) [44], including “My job inspires me” (a
= .94). Respondents were asked to describe how often they experienced the
described situations (1=never; 7=always). Thirdly, perceived appreciation, is
measured with one question: “Do you feel appreciated in your current job?”. The
response categories ranged from 1 (“not at all”) to 4 (“very much”). The scale
scores of the three mental retirement sub-concepts were standardized (into
scores between 0 and 1) because their response categories differed. A mean
score was calculated over these three sub-concepts, which created a variable
that measured mental retirement in one variable (range 0 to 1; a = .64).

In the follow-up questionnaire measures of intervention exposure were included.
Respondents were asked if they were familiar with each intervention (0="no”, 1=
“yes”) and if so, to what extent they had participated in the specific intervention(s)
which were chosen and implemented at their workplace (1= “not”, 5= “very
much”). For each respondent the intervention exposure was calculated: a sum
score was made of the number of interventions in which they had participated
(very) much, divided by the maximum number of interventions they could partic-
ipate in.

Missing values were imputed using multiple imputation procedures in the SPSS
“Missing Values” module, based on an iterative Markov chain Monte Carlo
(MCMC) method. Overall data missingness was 31.5%, mainly due to dropout
at follow-up and not filling out the questionnaires completely. It has been shown
that multiple imputation-based procedures are superior to case-wise deletion of
missing data [45]. In our analyses, only data were used that did not have imputed
data on the variable intervention exposure. The resulting data set comprised 466
members of five departments.

Multilevel modelling (MLM) [46] was used to study our hypotheses and analyze
our data, which were nested at the organizational level. The MLM analyses were
performed in SPSS version 25.0 Multilevel modelling (i.e. hierarchical linear
model) which aims to analyze data that contains an inherent hierarchical struc-
ture [47]. In the present study the data contains two levels. The first of lowest
level of the data contains individual scores of mental retirement at baseline and
follow-up (within-subject level). At the second level the individuals are nested
into departments (between departments). In a stepwise procedure a final model
was built for each outcome. First, the presence of a random intercept was tested
for each outcome, indicating whether departments have different intercepts. In
the second step, the presence of a random slope was tested for each outcome
measure, indicating whether departments differed in the way their mental retire-
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ment changes over time. In the final step, educational level was added as a co-
variate to the best-fitting model.2 For the first hypothesis, difference scores (be-
tween baseline and follow-up) were calculated for each outcome and used as
dependent variable, making the intercept of the model an indicator for the change
in the outcome from baseline to follow-up. For the second hypothesis, the de-
pendent variable was the follow-up measurement. In the final step of the analy-
sis, the baseline measurement of the outcome and the intervention exposure
(the extent employees had participated in the specific intervention(s) in their
team) were added. Variables in the equation were not centered, because all in-
cluded variables had interpretable zero values. The intraclass correlation coeffi-
cient (ICC) was calculated to obtain the amount of variance explained by the
differences between departments.

Besides the quantitative results, also qualitative results are reported. The re-
searchers monitored the context and setting of each department and kept track
in a digital logbook. In the logbook, the sequence of planned and unplanned
events was listed alongside impressions of the researchers. These impressions
were based on their own observations during the sessions. At the end of each
session the researchers shortly evaluated the sessions by asking the opinion of
the participants. In addition, the impressions of the researchers are based on
their periodical contacts with the project group. In these contacts, the project
group informed the researchers on their observations as well as the progress
made. Furthermore, the researchers logged all changes that occurred in the con-
text or setting of the organizations. The logbook was kept up to date throughout
the duration of the study. The logbook data were grouped per department to form
a chronological list of events, including the impressions of the researchers. The
qualitative results will be discussed in accordance with the five steps of the pro-
gram.

In total 683 (66.0%) employees filled out (part of) the baseline questionnaire and
just over 400 (39.5%) participants filled out (part of) both questionnaires (see
Table 1 for response-rates within each department).® The mean age of the par-
ticipants was 45.8 years (see Table 2) and most were male (60.3%) and had an
intermediate level of education (50.6%). Most participants worked fulltime
(69.6%) and had been working on average almost 13 years within their current

2 A model of random intercepts was best-fitting for all outcomes. A random slopes model did
not fit any outcome variable best.

3 No significant differences on baseline levels of mental retirement and its components were
found between drop-outs (only filled out the baseline questionnaire) and employees who
filled out both questionnaires.
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organization. Table 2 also displays the scores on mental retirement and its sub-
concepts at baseline.

Table 1 Response-rate within each department

(] g (2] Q\i (2]

2 5 2 53 3

°>J‘ ko] % T = 1) W

o = b = 2 = =

2 (] < o = O ®©

€ B = S = 2 >
Department € = ® s ® s €
Police officers department 1 175 128 (73.1) 121 (69.1) 86 (49.1)
Police officers department 2 185 102 (55.1) 54 (29.2) 32 (17.3)
Facility department police 175 102 (58.3) 73 (41.7) 49 (28.0)
Archive department 291 196 (67.4) 194 (66.7) 141 (48.5)
National insurance schemes de- 209 155 (74.2) 128 (61.2) 101 (48.3)
partment
Total 1,035 683 (66.0) 570 (55.1) 409 (39.5)

* Based on employees who filled out (part of) both questionnaires.

3.3.1 Quantitative results

Table 3 displays the effect of the program on mental retirement and its sub-con-
cepts. Since none of the intercepts are significant, the level of mental retirement
does not change between baseline and follow-up. Therefore, hypothesis 1 is re-
jected.

In Table 4 the results of the multilevel analyses that take the level of intervention
exposure into account are shown for each outcome. There is a significant effect
of intervention exposure on mental retirement. Employees who were more ex-
posed to the intervention(s) (i.e. who more often participated (very) much in the
intervention(s)), had a slightly lower level of mental retirement at follow-up. This
effect was also found for two of the sub-concepts of mental retirement; develop-
mental pro-activity and work engagement. For perceived appreciation only a ten-
dency was found. These results show that active participation in the interven-
tion(s) is related to a decrease of mental retirement, which is in line with hypoth-
esis 2.
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Table 2 Baseline characteristics of the participants

Percentage or
Variable Mean/SD

Gender Male 60.3%
(N=667) Female 39.7%
) Lower 26.1%
Education .
(N=666) In.termedlate 50.6%
Higher 23.3%
Working hours per week >= 35 hours 69.6%
(N=667) 20 - 34 hours 28.0%
12 - 19 hours 1.3%
<12 hours 1.0%
Age Mean 45.8
(N=654) Standard Deviation 11.4
Years working at organization Mean 12.8
(N=683) Standard Deviation 10.9
Years working in job Mean 6.7
(N=683) Standard Deviation 6.9
Mental retirement Mean .36
(N=403) Standard Deviation .16
Developmental pro-activity Mean 412
(N=409) Standard Deviation .59
Work engagement Mean 4.83
(N=403) Standard Deviation 1.33
Perceived appreciation Mean 2.46
(N=403) Standard Deviation .78
Intervention exposure Mean .19
(N=466) Standard Deviation .25

Table 3 Effect of the program on the difference scores of mental retirement and its sub-con-
cepts (N=466)

Mental Developmental | Work Perceived
retirement pro-activity engagement appreciation

B (95% CI) B (95% ClI) B (95% ClI)
Intercept .00 (-.04-.04) -05 (-20-11) .10 (-16-36) -.01 (-.21-.20)
Lower educa- -.01 (-.05-.04) -06 (-.25-.13) -.05 (-.37-27) .12 (-.14-.37)
tion
Intermediate ~ -.01 (-.04-.03) .06 (-.09-.21) -00 (-.26-.26) .03 (-.18-.27)
education
ICC .03 .03 .02 .02
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Table 4 Effect of the program on mental retirement and its sub-concepts at follow-up, factoring in the level of intervention exposure (N=466)

Developmental pro- Perceived
Mental retirement activity Work engagement appreciation

B (95% CI) B (95% Cl) B (95% CI) B (95% Cl)

Intercept A7 ((12-.21) 2.50**  (2.10-2.90) 1.86*  (1.39-2.34) 1.41* (1.10-1.71)
Baseline? 54**  (.46-.61) .39**  (.30-.48) .62**  (.55-.70) A4% (.35-.53)
Intervention exposure -.07**  (-.11- -.02) .24* (.05-.42) .39* (.05-.74) 25T (-.02-.52)
Lower education -02  (-.06-.02) -12 (-.28-.04) .16 (.14-.46) 10 (-12-32)
Intermediate education .00 (-.01-.03) .01 (-.11-.14) .04 (-.19-.27) -.07 (-.25-.11)
ICC .06 .02 A1 .01

T p<0,10, * p<0,05, ** p<0,01.
@ Baseline measurement of the outcome measure.
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The mindmapping sessions did play an important role in increasing the enthusi-
asm of the employees. The participants valued the possibility of not only giving
their opinions, but also that these were taken seriously and that they had a say
in the following steps of the program. Although the mindmapping sessions were
valued, the participants often had trouble to make things specific, especially
when contemplating on possible actions to decrease mental retirement. There-
fore, it was important that the facilitators dug deeper and asked more questions.
The way participants received the results of questionnaires during the diagnostic
phase changed throughout the study. Halfway through the study the question-
naires had to be administered in a new digital portal. In this new portal partici-
pants received their results directly after finishing their questionnaire. This per-
sonal report not only included their personal results, but also tips and feedback
about how to improve their scores. This new portal was implemented in two of
the teams within the police force. The participants of the other two organizations
and the third team of the police filled out the questionnaires in the ‘old’ digital
environment, which did not have a personal report and direct feedback. The con-
tent of the questionnaire was the same in all teams (of course except for the
tailored questions). Another obstacle in this phase was the timing of the ques-
tionnaire. Sometimes the questionnaire had to be sent out during the same time
as the employee engagement survey or a survey for a different study. This had
possible negative effects on the response-rate. However, the timing of the ques-
tionnaire was always in coordination with the project group.

In the interactive sessions where the participants choose the interventions that
would be implemented and made an action plan for this implementation, the par-
ticipants again valued the possibility to give their opinion and the influence they
had on the implementation-plan. The participants were perfectly able to make up
their mind about the suggested interventions, to tailor those interventions for their
own team or organization and to make an action plan. However, it was difficult
for them to come up with new interventions themselves based on the results of
the questionnaire and their own needs. Examples of interventions that were im-
plemented in the teams are making employees themselves responsible for the
distribution of work; allowing every employee to spend two hours per week on
keeping their knowledge up-to-date; “secret service” (i.e. employees are re-
warded and praised for small and big accomplishments without knowing who
gave them the reward or praise); and various training programs, including a train-
ing in ‘appreciative dialog’ (which is based on the appreciative inquiry aiming at
enforcing the positive instead of battling the negative); a training in providing
feedback; a training on the job (by giving employees more opportunities for in-
formal learning during their normal work tasks); and a training in job crafting.



In the intervention implementation phase, the teams struggled to effectively im-
plement the interventions that were chosen and to keep the team members in-
volved in the program. Nevertheless, the program still continued and in all teams
interventions were implemented. However, in some cases these were different
interventions than initially planned, due to evolving circumstances and insights
gained. One of the teams installed a project manager whose fulltime job it was
to implement the action plan and the interventions. This helped to keep the focus
on the program and to carry out the action plan.

Carrying out the effect evaluation and sending out the second questionnaire was
difficult. The response rate was lower (see Table 1), mostly due to the decreased
focus on the program as is described above. In addition, due to the restructuring
in one organization the team members changed during the study. Employees
transferred to other teams that didn’t participate in the program and employees
from other teams started working in a team that did participate. Of course in all
organizations there were also some changes in team members because employ-
ees retired, got a new job and new employees were hired, but these numbers
are quite low.

With regard to the overall context and setting of the organizations, several factors
had an influence. In one organization a restructuring took place during the study,
in another organization that operates in a political environment there was a
change in responsibilities for a national insurance and in the last organization
the study started just after a new director was assigned. All these changes
started before the beginning of the study and the organizations deliberately
chose to still start with the mental retirement program because especially in such
situations it is important to take control over your own development.

The present study investigated the effect of a stepwise, bottom-up participatory
program to decrease the level of mental retirement of employees in three differ-
ent organizations. This study showed no difference in mental retirement between
baseline and follow-up one year later. However, multilevel analysis also showed
that employees who actively participated in the intervention(s) that were imple-
mented during step 4 of the program did show a decrease in mental retirement
and its sub-concepts. By incorporating the measurement of intervention expo-
sure, a type-lll error (incorrectly concluding that an intervention is ineffective
when it is actually its implementation that is suboptimal) was prevented.

An important aspect of the mental retirement program is its bottom-up participa-
tory design. In all steps of the program the whole team is involved and together
they decide what interventions will be implemented and how to do this (by mak-
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ing an action plan). The positive effects of the use of participatory designs have
been well established in other studies [31,33-35]. Such designs can lead to feel-
ings of joint ownership, control and responsibility, a greater sense of fairness and
may smoothen the change process [33,36,37]. A second important feature of the
mental retirement program is the stepwise, tailor-made intervention process.
This approach increases the chance that the interventions that are chosen meet
the specific needs of the team better, that the action plans that are made are
more effective and that the results are better used [30-32]. These two features
of the mental retirement program (participatory design and the stepwise, tailor-
made intervention process) might be more important in explaining the effects
that were found in the present study than the specific interventions that were
implemented in each team during step 4 of the program.

Even though the present study shows small but good effects of the mental re-
tirement program, there are some improvements imaginable. First of all, in the
current study the setting and context of the organizations changed throughout
the study. Although the researchers kept a log book to document these changes,
it is difficult to pinpoint if and how these changes affected the results. In addition,
the response-rate on baseline and follow-up was reasonable, but the number of
employees that filled out (part of) both questionnaires was low in some depart-
ments. Furthermore, in the intervention implementation phase, the organization
is in the lead and has complete autonomy and the role of the researchers is
marginalized. During this study it appeared that this might be too big a change
compared with the first three steps of the program. The teams struggled to keep
the program ‘alive’, to preserve the commitment of the team members and to
implement changes when there were no researchers to keep them on track. Ear-
lier research has also shown this struggle [48,49]. One of the departments solved
this problem by installing a fulltime project manager whose job it was to imple-
ment the action plan and the interventions. So, although a participatory design
is important to create commitment and ownership, it appears that there has to
be some guidance or coaching.

To our knowledge, the present study is the first that examines the effects of a
program for diminishing mental retirement. Such a program may become more
important because of the increasing interest in sustainable employability due to
the rapid changes in skills demands and the labor market and the fast aging of
the workforce. Therefore, there is a necessity for more attention and awareness
for concepts like mental retirement. Another strength of this study is that this
study shows that more generic principles like a participatory, stepwise and tailor-
made approach, appear to be more important than the specific interventions that
are implemented within an organization. Future research should focus more on
these generic principles and study how and in what circumstances this leads to
success.



However, when interpreting the findings of this study some limitations should be
kept in mind. First, although an intervention exposure measure was used in this
study a control group is missing. Even employees who reported that they had
not actively participated in the intervention(s), are exposed to the program. All
the members of a department were informed about the mindmapping sessions,
the results of the baseline questionnaire and the interactive sessions where
plans of actions were made for the intervention(s). In addition, only employees
that reported to participate (very) much in an intervention were classified as ex-
posed to an intervention. Employees that reported to participate only a little in an
intervention were classified as non-exposure. So, in the present study it wasn’t
possible to select a control group that wasn’t exposed to the mental retirement
program. Second, in this applied research study the contextual setting changed
continuously, for example by the restructuring in one organization. It is possible
that confounding biased and influenced the data [50]. To get more grip on the
contextual setting, the researchers kept track of changes to the setting in a log-
book. Furthermore, multilevel modelling was used to correct the cluster effect.
Third, in the present study only two questionnaires were sent out, one at baseline
(after the mindmapping session) and one at follow-up (approximately one year
later). It would be interesting to see what the effects of the program are when
using more measurements, for instance a baseline measurement before the
mindmapping sessions and follow-up measurements both on short term as well
as long term. Especially since in the present study the process of implementation
of the interventions was a challenge and commitment to the program was possi-
bly lost during this phase. Therefore, future research should be longitudinal in
nature, have multiple measuring moments to look into both short term as well as
long term effects and have a more extensive process evaluation. Furthermore,
new research should focus more on exploring the concept of mental retirement
itself and also explore the predictors and the effects of mental retirement. Also,
other sources of data should be considered since the present study only makes
use of self-report which can be prone to recall bias. Last, new studies should use
a more powerful manipulation of the groups to see what the effects are of the
mental retirement program in a study with a control group with employees that
have no knowledge of the mental retirement program at all, compared to a inter-
vention group that did participate in the program.

The present study aimed to gain insight in the effect of a bottom-up participatory
program to decrease the level of mental retirement of Dutch employees. This
study showed that the participatory program had positive effects: it tends to de-
crease the level of mental retirement for employees who actively participated in
the intervention(s) that were implemented during step 4 of the program. Im-
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portant aspects of the mental retirement program are a bottom-up participatory
approach and a stepwise, tailor-made intervention process. However, the phase
of implementing the interventions could be further improved since this process
proved to be very challenging and commitment to the program was diminished
during this phase. Although the present study showed small effects and had
some limitations in design, future research could study the effectiveness of this
program further to strengthen the concept of mental retirement. Future research
should not only study the concept itself but also its predictors and make use of
an improved design with for instance a control group, multiple follow-ups and
several data sources.
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Introduction: The present study aimed to gain insight in the predictors of full
return to work (RTW) among employees on long-term sick leave due to three
different self-reported reasons for sick leave: physical, mental or co-morbid phys-
ical and mental problems. This knowledge can be used to develop diagnosis-
specific interventions that promote earlier RTW.

Methods: This prospective cohort study with a two-year follow-up employs a
sample of 682 Dutch employees, sick-listed for 19 weeks (SD = 1.68), who filled
out two questionnaires: at 19 weeks and 2 years after the start of sick leave. The
dependent measure was duration until full RTW, the independent measures
were cause of sick leave, health characteristics, individual characteristics and
work characteristics.

Results: Reporting both physical and mental problems as reasons for sick leave
was associated with a longer duration until full RTW. Nonparametric Cox survival
analysis showed that partial RTW at baseline and lower age were strong predic-
tors of earlier RTW in all three groups, and that RTW self-efficacy predicted ear-
lier RTW in two groups. Other predictors of full RTW varied among groups.
Conclusions: Tailoring for different reasons for sick leave might improve the
effects of new interventions because the predictors of full RTW differ among
groups. Enhancement of partial RTW and RTW self-efficacy may be relevant
components of any intervention, as these were predictors of full RTW in at least
two groups.



Sickness absence is a point of continuous concern for most organizations. Es-
pecially long-term sickness absence receives much attention due to the de-
crease in quality of life for the individual and the high costs for the organization.
The costs for society are also high because of productivity loss, medical con-
sumption and disability benefits [1, 2]. The costs for all these stakeholders could
decrease if employees return to work (RTW) earlier.

Unfortunately, at present there is no consistent evidence with respect to the fac-
tors that contribute to successful RTW. The existing literature mainly focuses on
predictors of sick leave, the onset of disorders or the process of RTW among
physically disabled workers, but not on factors that may promote or hinder RTW
[3, 4]. Although there may be similarities, it is plausible that predictors of sick
leave differ from those of RTW [5]. The present study examined predictors of full
RTW for long-term sick-listed employees with various diagnoses. Below we first
give an overview of research so far on predictors of RTW.

Previous research has focused on four groups of predictors: health, individual,
work and social/legal context characteristics. Health characteristics have most
frequently been investigated as predictors of RTW. People with a better health
have a higher chance to return to work [4, 6]. Several studies indicate that espe-
cially depressive symptoms adversely affect work status and duration until RTW
[4, 7, 8]. Furthermore, a higher level of anxiety decreases the chance of RTW [7,
9].

In addition to health characteristics, several individual characteristics have
shown to be related to RTW. First, the following demographic concepts are linked
to a lower chance of RTW or a longer duration until RTW: older age, gender
(although the direction of this association varies across studies), low level of ed-
ucation, and a high personal income [4, 6, 8, 10]. Secondly, some authors argue
that self-efficacy is a central concept in relation to RTW. Self-efficacy refers to
the belief an individual has in his own capacity to perform a specific behavior
successfully [11]. In employees with common mental health disorders, a higher
level of RTW self-efficacy before treatment (i.e., the belief a person has in ful-
filling work demands or a work role) increases the chance of partial RTW and full
RTW [12]. Similar results were found among unemployed schizophrenic patients
[13], employees on sick leave with various health complaints [14], and sick-listed
workers with physical problems [15]. As a third individual factor, coping may play
an important role in the RTW-process. Passive or avoidance coping strategies
have a negative influence on overall health, whereas active coping is positively
related to well-being [16, 17]. Similar associations are shown between coping
and sickness absence [18]. Sickness absence is higher in employees with an
avoidant coping style, while an active coping style is related to less sickness
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absence. To our knowledge, however, no studies investigated the relation be-
tween coping and RTW.

Work characteristics have been studied often in relation to sickness absence and
the onset of disorders. Yet, relatively few studies have examined the link be-
tween work aspects and RTW. One exception is social support. Several studies
have shown that a high level of supervisory support is related to earlier RTW [19,
20]. A similar conclusion was reached by Krause et al. [5], who reported that low
supervisory support reduces the RTW rate. Co-worker support seemed to have
the same effect in this study, but this effect was not significant. Low co-worker
support was significantly related to a longer duration until RTW in another study
[21]. This study also revealed a relation between supervisory support and RTW.
However, here a low level of supervisory support was related to a higher RTW
rate. Other studies reported associations between high job demands or low job
control and a lower chance of RTW [5, 7, 10, 21].

Social context characteristics is a fourth group of predictors of RTW. Disability
policies and social security systems differ between countries. Often a distinction
is made between a compensation policy approach or welfare based system and
a reintegration policy approach or integrated system [22]. In the first approach
people receive financial support in case no other means of income is available.
It has a broad access to disability benefits, combined with fewer reintegration
efforts. Countries with a welfare system are for example the UK and Ireland. The
reintegration approach on the other hand focuses primarily on reintegration and
has a more restricted access to disability benefits. Providing financial support is
not the main goal in this system. The Dutch and Finnish system are examples of
the integrated system [4, 22]. Several studies show that in addition to health
characteristics, job characteristics and type of intervention, disability policies ex-
plain RTW-rates [4, 22, 23].

Most studies described above have been conducted in populations with specific
complaints; employees off work due to back injury [5], people with chronic pain
[8], people with mental health problems [10, 13, 20], or employees with physical
complaints [15]. The few studies that did study factors that enhance RTW in more
than one disorder, found differences in these factors between the disorders. For
instance, employees with a higher education return to work earlier if they suffer
from mental health complaints rather than physical complaints [4]. In addition,
the associations of self-efficacy and social support with RTW vary across differ-
ent health conditions [14]. Therefore, the factors related to RTW are likely to vary
across different types of disorders. In order to facilitate an earlier RTW, it is im-
portant to gain more insight into the patterns of predictors of RTW across various
disorders. The present study will address this issue. This knowledge may be
used to develop interventions that focus on enhancing RTW among specific
groups. Such information may support employees as well as professionals, such
as occupational physicians, general practitioners, social workers and psycholo-
gists, to facilitate earlier RTW.



The research population in this prospective cohort study consisted of a sample
of Dutch employees on long-term sick leave. The participants of this study were
recruited from the register of the Dutch Social Security Agency. This national
register lists employees who are on sick leave for at least 13 weeks. Question-
naires were sent to each employee in the Netherlands that had a first day of
sickness absence between May 19 and June 16 in 2007. The questionnaire was
sent on the 51 of October 2007 to 10,118 employees. Employees were asked to
fill out the questionnaire if they were still on (partial) sick leave. In total 2,597
(26%) employees returned the questionnaire. Seventy-seven percent of these
employees (n = 2,000) met the inclusion criterion of being (partially) on sick
leave. A non-response analysis showed that females and older employees were
more likely to return the baseline questionnaire. In the population 50% was fe-
male and 46% was older than 45 years, in the sample 54% was female and 60%
was older than 45 years. On average, the participants were 19 weeks on sick
leave when filling out the first questionnaire. In the first questionnaire, the partic-
ipants were asked to sign up for the follow-up questionnaire. The 1,592 partici-
pants that signed up for the follow-up questionnaire were sent a second ques-
tionnaire (24 to 25 months after being sick-listed). In total, 828 people filled out
the second questionnaire (a response rate of 52%). Figure 1 summarizes the
data collection process in a flowchart. Participants at baseline were on average
46.6 (SD = 9.3) years old, were more often female (58.4%), and had an employ-
ment contract of 31.7 hours (Sd = 8.7). AlImost 60% had partially returned to work
at baseline for an average of 27.4 hours (SD = 28.8).
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Figure 1 Flowchart of the data collection process

4.2.2 Measures
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Self-reported Cause of Sick Leave

The major cause of sick leave was measured with the question “What is the most
important cause of your sick leave?”. Participants could choose one of the fol-
lowing three answers: physical problems; mental (or psychosocial) problems;
physical and mental (or psychosocial) problems.

Return to Work

RTW was measured with the item “Are you working again at the moment?”. The
answering categories were: “no, | am still sick” (0); “no, but | have been working
in the mean time” (1); “yes, partially for ... hours per week since ...” (2); and “yes,
fully since ...” (3). RTW was operationalized as the length of time in calendar
days from the start of sickness absence until full RTW, as reported by the partic-
ipants in the questionnaires. Employees were marked as returned to work fully if
they were working at least the number of hours specified in their employment
contract. Working on a therapeutic basis (i.e., with adjusted tasks or responsibil-
ities) was not considered full RTW.



The possible predictors of RTW were categorized in three groups: health char-
acteristics, individual characteristics and work characteristics. The health char-
acteristics included in this study are depression and anxiety. Depression was
measured with the shortened self-report 10-item Centre for Epidemiologic Stud-
ies Depression scale (shortened CES-D) [24]. An example item was: “| was both-
ered by things that usually don’t bother me”. Respondents were asked to de-
scribe how often they experienced each of these symptoms in the last week, with
0 = “Rarely or none of the time (less than 1 day)”, 1 = “Some or a little of the time
(1-2 days)”, 3 = “Occasionally or a moderate amount of the time (3—4 days)”,
and 4 = “Most or all of the time (5—7 days)”. Its internal consistency in our study
(Cronbach's alpha) was .88. Anxiety was measured with the STAI (State-Trait
Anxiety Inventory) [25]. The scale consisted of 3 items with a reliability of .76,
including “l feel nervous” (0 = “not at all”, 3 = “very”).

The individual characteristics included socio-demographic background varia-
bles, coping styles, RTW self-efficacy and expectations concerning the work en-
vironment. Eight single items measured socio-demographic characteristics (gen-
der, age, level of education, ethnicity, marital status, presence of children in the
household, type of contract, and working hours according to contract before sick
leave). Moreover, three coping styles (active-problem-solving; 5 items, avoid-
ance; 5 items, and social-support-seeking; 3 items) were measured using scales
from the Utrecht Coping List (UCL) [26]. The reliability of the three scales ranged
from .71 to .87. The items of the active-problem-solving, avoidance and social-
support- seeking scales were created by completing the suffix “Indicate how of-
ten you generally would react in the described way to problems” with “Think of
different possibilities to solve a problem” (active-problem-solving), “Avoiding dif-
ficult situations as much as possible” (avoidance) and “Seek comfort and sym-
pathy” (social-support- seeking), 0 = “seldom or never” (0), 3 = “very often”. Re-
turn to work self-efficacy was measured with 11 items [12], including:” If | re-
sumed my work fully tomorrow | expect that: | will be able to perform my tasks at
work” (0 = “disagree entirely”, 5 = “agree entirely”, a = .93). Finally, expectations
concerning the work environment were measured with three self-constructed
items with a reliability of .80. The three items were: “If | resumed my work fully
tomorrow | expect that ...” (1) “... My supervisor will help me to solve potential
problems”, (2) “... My colleagues or supervisor will make my work difficult for me”
(reversed), and (3) “... | will have a confident at work” (0 = “disagree entirely”, 5
= “agree entirely”).

The work characteristics included seven concepts from the Job Content Ques-
tionnaire [27]. At baseline employees were asked how they perceived their work
before their sick leave. The response categories of all questions ranged from 0
(“completely disagree”) to 3 (“completely agree”). Skill discretion was measured
with 5 items, such as “My job requires me to be creative” (a = .68). Decision
authority was measured with 3 items (a = .78), such as “I have a lot of say about

61



62

what happens on my job”. Psychological job demands were measured with 4
items (a = .77), including “l have enough time to get the job done”. Four items
tapped coworker support (a =.81), such as “People | work with are friendly”. Four
similar items tapped supervisor support (a = .88), including “My supervisor is
concerned about the welfare of those under him”. Physical exertion was meas-
ured with 3 items, including “My job requires lots of physical effort” (a = .88).
Finally, posture consisted of 2 items with a reliability of .90. An example of an
item was “l am often required to work for long periods with my body in physically
awkward positions”.

Employees who filled out all variables were entered in our analysis. In total, 682
employees fulfilled this criterion (see figure 1). These 682 employees differed
from the employees that dropped-out during the data collection, as they were
more often female, older, higher educated, partially at work at baseline, and had
a lower level of anxiety, a higher level active-problem-solving coping and a lower
level of physical exertion. Of these 682 employees, 359 reported physical prob-
lems, 159 reported mental problems, and 164 reported both physical and mental
problems as the main cause of their sick leave. Differences among these three
groups at baseline were tested with Pearson Chi-square tests and t-tests. T-tests
were also performed to study possible differences in duration until full RTW be-
tween employees with different complaints. The predictors of RTW were ana-
lyzed using Nonparametric Cox survival analysis. The time lag used in our study
was 2 years. To include participants that had not fully resumed work in our anal-
ysis, for these individuals an artificial duration was set at the number of days
between start of sick leave and filling out the follow-up questionnaire. Two years
after the start of sick leave, 209 people reported in the follow-up questionnaire
that they had not returned to work fully. Survival analyses produced hazard ratios
(HR) per predictor. These hazard ratios can be interpreted as a relative chance
(compared to a reference group) to the occurrence of a particular event (in this
case, full RTW). Thus, a HR larger than one signifies a higher chance of full RTW
and therefore a shorter duration until full RTW (i.e., earlier RTW). First, the rela-
tions among all possible predictors and the outcome were assessed univariately.
Twelve variables significantly predicted duration until full RTW in at least one of
the groups. These variables were then tested in the multivariate models in all
three groups. In addition, all multivariate analyses were adjusted for gender (age
and education were already in the analyses because of their significance in the
univariate models).



Participants were assigned to one of three groups: those that ascribed their ab-
sence to physical problems (52.6%), to mental problems (23.3%) and to both
physical and mental problems (24.0%). On average, employees ascribing their
sickness absence to physical problems were older, more often married or co-
habiting, had a lower educational level, a higher level of active-problem-solving
coping and a higher level of physical exertion than respondents ascribing their
sick leave to mental problems (Table 1). In addition, respondents who ascribed
self-reported their sick leave to physical problems had a lower level of depres-
sion, anxiety and avoidance coping and a higher level of RTW self-efficacy and
expectations about the work environment than employees ascribing their ab-
sence to mental problems or physical and mental problems. Those ascribing
their absence to mental problems were more often female. At baseline no differ-
ences among the groups in work status were found. Almost 60% of the employ-
ees were (still) partly working at baseline.
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Table 1 Baseline characteristics of the participants

Main cause of sick leave?

Physical
Physical Mental and mental
problems | problems problems

N: 359 159 164 682
%: 53% 23% 24% 100%
Gender

Male (%) 44.0% 34.6%* 43.3% 41.6%

Female (%) 56.0% 65.4%* 56.7% 58.4%
Age

Mean 47.4* 43.8*%** 474 46.6

SD 9.29 9.30 8.63 9.25
Marital status

No partner (%) 16.7%* 27.4%* 21.1% 20.3%

Married or cohabiting (%) 83.3%* 72.6%* 78.9% 79.7%
Working hours according to contract

Mean 31.6 32.3 314 317

SD 9.41 7.85 8.17 8.77
Children living at home

No (%) 50.4% 49.1% 48.8% 49.7%

Yes (%) 49.6% 50.9% 51.2% 50.3%
Education

Lower education (%) 45.1%*** 22.6%*** 42.1% 39.1%

Intermediate or higher education 54.9%*** 77.4%*** 57.9% 60.9%

(%)
Ethnicity

Native (%) 90.8% 87.4% 86.6% 89.0%

Immigrant (%) 9.2% 12.6% 13.4% 11.0%
Contract type

Permanent position (%) 96.4% 92.5% 94.5% 95.0%

Fixed term contract (%) 3.6% 7.5% 5.5% 5.0%
Working status

Full sick listed (%) 39.3% 36.5% 46.3% 40.3%

Partial RTW (%) 60.7% 63.5% 53.7% 59.7%
Depression

Mean 0.74%* 1.28*** 1.38*** 1.02

SD 0.53 0.67 0.65 0.66
Anxiety

Mean 0.94*** 1.35%** 1.45%** 1.16

SD 0.61 0.65 0.74 0.69
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Physical
problems

Coping (active-problem-solving)

Mean 1.92%**

SD 0,47
Coping (avoidance)

Mean 0.90%**

SD 0.48
RTW self-efficacy

Mean 3.59%**

SD 0.96
Expectations work environment

Mean 3.83***

SD 1.07
Physical exertion

Mean 1.29%**

SD 0.86

Motivated and Healthy to Work!
Predictors of and Interventions for Sustainable Employment and Promoting Return to Work

Main cause of sick leave?

Mental
problems

1.78*
0,48

1.11*
0.67

2.78%**
1.24

3.19%**
1.39

0.76***
0.78

Physical
and mental
problems

1.79
0,55

1.15%**
0.65

2.75%**
1.25

3.27%**
1.25

1.13
0.83

Total

1.86
0,50

1.01
0.59

3.20
1.18

3.54
1.23

1.13
0.86

a*: p<0.05, **: p<0.01, ***: p<0.001: significantly high (low) percentages and/or means.

4.3.2 RTW in the Three Groups

Table 2 shows that at follow-up, more employees who ascribed their sickness
absence to mental problems had returned to work fully, as compared to employ-
ees with self-reported physical problems or with a combination of physical and
mental problems. Of the employees with self-reported mental problems as the
cause of sick leave, 77.4% had returned to work fully at follow-up. In addition,
the duration until full RTW was longer for employees who ascribed their absence
to a combination of physical and mental problems (512.3 days).

65



Chapter 4 | Differences in Predictors of Return to Work Among Long-Term Sick-Listed Employees

with Different Self-Reported Reasons for Sick Leave

Table 2 RTW characteristics of the participants
Main cause of sick leave?
Physical

Physical Mental and mental
problems | problems problems Total

Working status at 2 years after the start of sick leave

Fully sick listed (%) 20.6% 13.8%* 24.4% 19.9%
Partial RTW (%) 11.1% 8.8% 11.6% 10.7%
Full RTW (%) 68.2% 77.4%* 64.0% 69.4%
N 359 159 164 682
Level of RTW in % of contract hours at 2 years after the start of sick leave
Mean 75.7 81.6* 71.2 76.0
SD 40.6 36.5 42.9 40.3
N 356 159 164 679
Days until full RTW as measured at 2 years after the start of sick leave
Mean 473.8 442.2* 512.3* 475.7
SD 245.7 228.8 234.8 240.1
N 359 159 164 682

a* p<0.05, **: p<0.01, ***: p<0.001: significantly high (low) percentages and/or means.

4.3.3 Predictors of RTW Within 2 Years After the Start of Sick Leave
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Univariate analyses show that health, individual and work characteristics predict
the duration until full RTW, but in the multivariate models, only individual char-
acteristics remain significant predictors of full RTW (Table 3). Working status at
baseline and age predicted full RTW in all groups. For employees who worked
partially at baseline the duration until full RTW was shorter (HR ranged from 1.60
to 2.52 in the three groups). Older age was related to a slightly longer duration
until full RTW (HR = 0.97 or HR = 0.98 in the three groups). In the group with
self-reported physical problems as cause of sick leave, education (HR = 1.34)
and RTW self-efficacy (HR = 1.38) predicted full RTW. A higher education or a
higher level of RTW self-efficacy at baseline was related to a shorter duration
until full RTW. In the group ascribing their sickness absence to mental problems,
for employees with a fixed term contract the duration until full RTW was longer
(HR = 0.27). In the group with self-reported physical and mental problems as
cause of sick leave, employees with children living at home (HR=1.57), employ-
ees with a higher level of active-problem-solving coping (HR = 1.58) or a higher
level of RTW self-efficacy at baseline (HR = 1.24) fully returned to work earlier,
whereas the time until full work resumption was longer for employees with a fixed
term contract (HR = 0.18).



Motivated and Healthy to Work!
Predictors of and Interventions for Sustainable Employment and Promoting Return to Work

Table 3 Predictors of duration until full RTW (in days) at 2 years after the start of sick leave

- Physical problems Mental problems Physrcal and mental problems

Univariate
N =380N,5,=382° Nowr=162Niy,=165 N =170N=173
e omecy | b | rramecy [ 7 | wressop | ¢ | g IIIIII
Working partially at .78 (1.37-2.30) <.01 1.60(1.22-2.10) <.01 1.96(1.34-2.86) <01 1.81(1.20-2.73) 2.49(1.68-3.68) <.01 2.52(1.63-3.90) <.01
baseline (ref=no)
Gender (ref=male) 116 (0.91-1.49) .24  1.03(0.79-1.35) .84 0.79(0.55-1.13) .20 0.68(0.45-1.04) .07 1.13(0.77-165) .53  0.85(0.55-1.31) .45
Age 0.97 (0.96-0.99) <.01 0.98(0.97-1.00) .07 0.99(0.97-1.01) 25 0.98(0.95-1.000 .03  0.98(0.96-1.00) .04  0.97(0.95-1.00) .04
Children living at 1.23(0.97-157) .09 1.20(0.93-1.56) .16  1.02(0.72-145) .90 0.92(0.63-1.34) .66  1.84(1.26-2.71) <.01 1.57(1.04-2.38) .03
home (ref=no)
Education (ref=low ~ 1.35(1.06-1.73) .02  1.34(1.01-1.77) .04  1.73(1.10-270) .02 1.58(0.96-261) .07 1.05(0.72-1.54) .79  0.66 (0.40-1.10) .11
education)
Type of contract 1.06 (0.57-2.00) .85 1.01(0.51-201) .98 0.33(0.15-0.75) .01 0.27(0.11-0.63) <.07 0.25(0.06-1.01) .05 0.18(0.04-0.76) .02
(ref=permanent)

Depression 0.62(0.490.79) <01 0.82(0.60-1.12) .22 0.64(0.49-0.83) <01 0.89(054-146) 65 0.71(0.53-096) .03 0.91(056-151) .72
Anxiety 0.62(0.50-0.77) <01 097 (0.74-128) .82 0.63(0.49-0.82) <01 090(056-146) .68  0.64(0.49-0.83) <01 070(048-104) .08
Coping (active- 1.35(1.04-1.75) .02 1.09(0.81-147) 56 142(1.00203) 05 149(0.98225 .06 128(0.91-181) .16  1.58(1.04-241) .03

problem-solving)
Coping (avoidance) ~ 0.75(0.59-0.96) .02  0.91(0.70-1.19) .48 0.97(0.74-127) 82 1.03(0.76-141) .84 1.00(0.76-1.32) .99  1.41(0.99-2.02) .06
RTW self-efficacy 1.48(1.29-1.71) <01 1.38(1.15-1.64) <01 1.11(0.96-1.27) .15 1.00(0.82-121) .96  1.33(1.14-1.55) <.01 1.24(1.01-1.51) .04

Expectationswork 129 (113-146) <01 110(095-127) 22 1.16(1.02131) .02 110(093-130) 27 1.16(100135) 05 093(077-112) 43

environment

Physical exertion 0.88(0.76-1.02) .09 0.94(0.79-1.10) 42 0.76(0.59-0.97) .03 0.85(0.65-1.12) .26  1.06(0.85-1.32) .61 1.12(0.84-149) 43
2 Nmin: lowest number of respondents in the analyses, Nmax: highest number of respondents in the analyses.

® HR (Hazard Ratio) of >1 indicates a shorter duration of sickness absence (or earlier RTW).

¢ Outcomes in italics are significant outcomes (p<.05).
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The present study examined the predictors of full RTW among employees on
long-term sick leave due to self-reported physical, mental, or physical and mental
problems. Predictors were measured 19 weeks after start of sickness absence
and duration until full RTW was measured at two years after the start of sick
leave. Employees with a combination of self-reported physical and mental prob-
lems as cause of sick leave fully returned to work later than others. Other re-
search also shows that co-morbidity often is related to longer sickness absence
and lower RTW rates [28, 29]. One explanation for the unfavourable outcomes
for people with co-morbid complaints is the higher complexity of their problems.
In addition, research indicates that co-morbid mental health problems are often
not diagnosed and therefore remain untreated. This may lead to more sickness
absence and longer duration to return to work [30, 31].

The predictors of duration until full RTW differed among groups, but two factors
predicted full RTW in all groups: partial RTW and age. Partial RTW was an im-
portant predictor of a shorter duration until full RTW. Apparently, partial RTW in
time might promote full RTW. Partial RTW can be viewed as a type of gradual
exposure to the work situation. Gradual exposure has proven to be an effective
instrument in treatment of anxiety disorders [32-34]. The findings of the present
study are in line with research that showed that graded work exposure enhances
full RTW [35-37]. Employees who already resumed work partially at baseline
may have had less severe health problems, which may have facilitated an earlier
full-time employment. Partial RTW may also provide successful work experi-
ences that challenge the dysfunctional beliefs an employee might have about
work and RTW. The modification of dysfunctional beliefs is one of the basic
mechanisms that explain the effectiveness of (gradual) exposure [38, 39]. The
second predictor of full RTW that was significant in all groups was age. Older
employees had a smaller chance of full RTW. This result is similar to the findings
in other studies [4, 6, 8, 10]. Older employees may recover more slowly from
their physical or mental problems and therefore have a longer duration until full
RTW. Additionally, older employees might more often not aim at RTW but prefer
retirement or pre-pension. However, to our knowledge no study has investigated
this. Age is the only socio-demographic characteristics that has a consistent ef-
fect across all groups in the multivariate analysis. The effect of gender and edu-
cation seems to be related to the other included variables because their effect
disappears in the multivariate analyses (except for education for employees with
physical complaints as self-reported cause of sick leave). This implies that age
needs to be addressed in interventions for all employees, whereas gender or, to
a lesser extent, education do not need to be addressed separately.



The other predictors of full RTW, besides partial RTW and age, varied across
groups. Within the group ascribing their sickness absence to physical com-
plaints, the other predictors were the level of education and the level of RTW
self-efficacy at baseline. Employees with a low education or a lower level of RTW
self-efficacy needed more time to return to work fully. In the group with mental
complaints as self-reported cause of sick leave, employees with a permanent
contract returned to work fully sooner than those with a fixed term contract. In
the group with both physical and mental problems as self-reported cause of sick
leave, the duration until full RTW was longer for employees with children living
at home, a fixed-term contract, a lower level of active-problem-solving coping or
a lower level of RTW self-efficacy. These findings are in line with our expecta-
tions. Interestingly, there was no association of RTW self-efficacy in the group
with mental complaints as self-reported cause of sick leave, which contradicts
findings of earlier research [12]. The effect of self-efficacy in this group may be
overruled by other factors, such as stigmatization or social support. For example,
a possible explanation is that the stigmatization of mental health problems in the
workplace is high. As a result employees might avoid their workplace and receive
less support from their colleagues and supervisor, making is less likely to return
to work. All of the predictors found in this study were individual characteristics.
Contrary to our expectations, no relations were found between health character-
istics and work characteristics with duration until full RTW. The level of depres-
sion and anxiety, the two health characteristics that were entered in the multivar-
iate analyses, differed significantly across the three groups at baseline. The clas-
sification in these three groups may remove much variance en therefore may
explain why we did not find any relations between health characteristics and
RTW. In addition, other factors (such as work status, coping, RTW self-efficacy)
may have partially controlled for the severity of self-reported depression and anx-
iety and therefore have diminished the effect of depression and anxiety in the
multivariate analysis. The correlation between work status at baseline and de-
pression and anxiety was rather small, and therefore it is not likely that work
status at baseline controls - to a relevant degree - for severity of self-reported
health. However, the correlations between coping, RTW self-efficacy and expec-
tations concerning the work environment on the one hand and depression and
anxiety on the other hand were higher. These variables might diminish the effect
of depression and anxiety on RTW in the multivariate analysis. These results
indicate that employees with lower levels of coping, lower RTW self-efficacy and
lower expectations concerning the work environment might hamper RTW in de-
pressive and/or anxious employees, rather than the depression or anxiety itself.
Although only few studies investigated the link between work aspects and RTW,
we hypothesised that work characteristics could play an important role within the
RTW process. However, in our study only one work characteristic, physical ex-
ertion, was univariately a predictor of duration until full RTW. In the multivariate
analysis the effect of physical exertion vanished. The effect of work characteris-
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tics might be determined by the definition and measurement of RTW. Research
shows that studies use various definitions of RTW outcomes and differences are
found in prognostic factors and these several RTW outcomes [3, 40]. Work char-
acteristics may have a bigger influence on whether or not employees return to
work at all instead of the duration until full RTW. Besides health and work related
characteristics, other factors such as the social environment, health care and
legal context may influence RTW. More research is needed to draw explicit con-
clusions.

Some of the predictors are stable and hard to address, such as age and type of
contract. However, this information can be used to develop prevention policies
for specific groups of workers. For example, older employees and employees
with a fixed term contract need more time to return to work after sick leave. Or-
ganizations might focus on these specific groups in their prevention policies. For
instance, organizations might apply job crafting or task rotation especially for
older employees and employees with fixed term contracts. In addition, policy-
makers could pay more attention to the protection of these vulnerable groups
and to the support that is provided in the RTW process.

Other predictors can more easily be subjected to interventions and specific
measures. An important factor in ensuring that employees at least keep working
partially is prevention. If it could be prevented that employees become fully sick-
listed, the duration to full RTW might be shorter. Furthermore, our findings indi-
cate that when employees do become fully sick-listed, it might be effective to
return to work partially as soon as possible. The challenge here is that employ-
ees should only start with partial RTW if they are able to cope with the obstacles
they might encounter. Otherwise, they might have to report sick again. The goal
of partial RTW, therefore, should be to gain self-confidence and to have success
experiences. The level of RTW self-efficacy could be enhanced this way. This
may shorten the duration until full RTW further because self-efficacy also was an
important predictor within the RTW process in the physical and the co-morbidity
group.

The higher the level of RTW self-efficacy at baseline, the earlier employees re-
turned to work fully, which is in line with previous research [12, 14]. Employees
with a lower level of RTW self-efficacy are likely to be less confident that they
will succeed in the work environment, leading them to avoid this setting. Conse-
quently, their return to work process will be delayed. Conversely, employees with
a high level of RTW self-efficacy will have more confidence in their ability to face
the challenges in the workplace. When developing new interventions, a focus on
improving the level of self-efficacy may be helpful to enhance RTW. According
to Bandura [11], the most powerful way to improve self-efficacy is to enhance
personal mastery. This can be done through positive reinforcement by success
experiences regarding the target behaviour. Other factors that interventions
could aim at are enhancing the use of an active-problem-solving coping strategy
or improving the educational level of employees.



The present study is one of the few that examined the predictors of RTW in sev-
eral complaints. In addition, all the employees of this study were on long-term
sickness absence, with an average sick leave duration when returning the first
questionnaire of 19 weeks. Such populations have to date rarely been studied.
Next to these strengths, some limitations of the present study must be noted.
First, the initial response rate was low. Only 26% of those who received the first
questionnaire returned the completed form. However, a low initial response rate
is not uncommon in organizational research, because of difficulties reaching the
target population (due to for instance wrong addresses or addressing people that
afterwards do not meet the inclusion criteria) and the reluctance of the people to
respond [41]. However, the response rate of the follow-up of our study is high
(52%) considering the long follow-up period (20 months). Furthermore, the over-
all response of over 800 respondents that returned both questionnaires is high
in comparison with other similar studies [8, 13, 15, 20].

Second, it should be noted that the categorizing of the subgroup is based on the
self-reported cause of sick leave. Unfortunately, no information about a medical
diagnosis was accessible. The self-report of the participants might differ from the
opinion of a medical expert. This implies that the differences among the groups
may have been contaminated, in that employees with similar causes for their sick
leave may have assigned themselves to different groups. This will have led to a
conservative estimation of the differences among the study groups.

Finally, the variation in disorders within the three groups was very broad. For
example, within the group ascribing their sickness absence to physical problems
were employees with cardiovascular problems and musculoskeletal problems.
The predictors of RTW might not only differ between the three groups in this
study, but also within a group. This uncontrolled with-in group heterogeneity may
have affected the findings, resulting in a downward bias of the associations of
interest in this study.

The aim of the present study was to gain insight in the predictors of duration until
full RTW of Dutch employees on long-term sick leave and in the differences in
predictors of those with physical, mental or a combination of physical and mental
problems as self-reported cause of sick leave. Analyses showed that for employ-
ees reporting both physical and mental problems as the cause of sick leave the
duration until full RTW was longer. Partial RTW at baseline and age were strong
predictors of full RTW in all three groups. In addition, in the group with physical
problems and the group with both physical and mental problems as self-reported
cause of sick leave, RTW self-efficacy was strongly associated with full RTW.
This study suggests that when developing interventions for employees on sick
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leave in general, it might be helpful to aim these interventions at partial RTW and
improving RTW self-efficacy. The other significant predictors in this study dif-
fered among the three groups. Therefore, it is recommended to develop new
interventions aimed at a specific group. These interventions may address the
specific predictors of RTW in that group. The more stable predictors, like age
and type of contract, may serve as a focus in prevention policies. Future research
could study the effectiveness of such interventions and prevention policies.
These interventions can be a fruitful approach for employees themselves, and
for organizations in reducing the length of sick leave.
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Purpose: The present study investigated the relations between work character-
istics, depressive symptoms and duration until full return to work (RTW) among
long-term sick-listed employees. This knowledge may add to the development of
effective interventions and prevention, especially since work characteristics can
be subjected to interventions more easily than many disorder-related or personal
factors.

Methods: This prospective cohort study with a two-year follow-up employs a
sample of 883 Dutch employees who had been sick-listed for at least 13 weeks
at baseline, who filled out three questionnaires: at 19 weeks, 1 year and 2 years
after the start of sick leave. The dependent measure was duration until full RTW.
Results: Not working (partially) at baseline, low decision authority, high psycho-
logical demands, low supervisor support and low RTW self-efficacy were related
to more depressive symptoms. The duration until full RTW was longer for em-
ployees with depressive symptoms. Low physical exertion, high RTW self-effi-
cacy, working partially at baseline, being married or cohabiting, and young age
were related to less time until full RTW. Other work characteristics appeared no
independent predictors of RTW.

Conclusions: Conclusions: Although the role of job demands and job resources
in the RTW process is limited for long-term sick-listed employees with depressive
symptoms, a few work characteristics are prognostic factors of full RTW. Focus
on these elements in the selection or development of interventions may be help-
ful in preventing sickness absence, and in supporting long-term sick-listed em-
ployees towards full RTW.



Mental health problems have a high prevalence in the working population. Every
year, one out of four adults in Europe suffers from psychological health issues
[1]. Not only is the incidence of psychological disorders high; they often lead to
long-term sickness absence and disability as well [2-4]. People who suffer from
mental health problems are 30 to 50% less likely to be employed than those with
other health problems or disabilities [4]. Several studies indicate that especially
depressive symptoms adversely affect work status and duration until return to
work (RTW) [5-7].

Depression is a common disorder, affecting over 350 million people worldwide
and the leading cause for disability worldwide [8]. The lifetime prevalence of de-
pression in general populations ranges from 10% to 15% [9]. In the working pop-
ulation, the 12-month prevalence rates of mood disorders varies between 4.2%
and 6.4% [10, 11]. Depressive symptoms not only often coexist with physical
disorders, particularly severe or chronic disorders such as cancer, musculoskel-
etal and cardiovascular diseases, but physical health problems can also cause
depressive symptoms [12]. Depressive symptoms, especially when they culmi-
nate into a depressive disorder, are linked to several consequences, including
lower labour market participation rates, stigmatization, lower socio-economic
status, loss of a valuable source of social support, reduced quality of life and
higher mortality rates [1, 9, 13]. Furthermore, employees might lose part of their
income and tend to develop even more (severe) psychological symptoms [14].
Along with these individual consequences, the costs for society are also high
because of productivity loss, medical consumption and disability benefits [1, 9].
In the Netherlands, depression is the largest contributor to the total number of
sickness absence days with a mean duration of 200 days. The annual costs for
society have been estimated at 1.8 billion Euros [15]. In Europe, the work-related
costs due to psychological disorders are 2.5 times as high as those due to car-
diovascular disorders [16].

The costs for individuals and society may decrease if employees on sick leave
with depressive symptoms would return to work earlier. Unfortunately, at present
there is no consistent evidence with respect to the factors that contribute to suc-
cessful RTW for employees with depressive symptoms. A review on the factors
that are related to work participation and work functioning among employees with
depression showed that the literature mainly focuses on the onset of depression;
research on factors that may promote or hinder RTW is relatively rare [17]. Even
though there may be similarities, it is plausible that predictors of sick leave differ
from the predictors of RTW [18]. Although Lagerveld et al. [17] identified 25 stud-
ies that investigated predictors of RTW for employees with depression, almost
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all of these focused on characteristics of the disorder. The duration of the current
episode [19], severity of symptoms [e.g. 2, 20, 21], and co-morbidity are exam-
ples of these characteristics or disorder-related factors that lengthen the duration
until RTW or are associated with work disability [e.g. 20, 22].

The role of work-related aspects for RTW for employees with depressive symp-
toms on sick leave, however, is hardly studied. A review [17] revealed only 6
studies that examined workplace factors [2, 19, 21- 24]. There is some evidence
that a previous low level of functioning at work is associated with increased work
disability [19]. Also, contact between supervisor and other professionals besides
the occupational physician is associated with a shorter duration until full RTW,
but frequent contact with the supervisor during sick leave is related to a longer
duration until full RTW [24]. The evidence for most of the examined workplace
factors (like type of company, hours employed, type of occupation, position),
however, is inconclusive or insufficient because of the study design (cross-sec-
tional studies) or opposing findings. In addition, a Cochrane review on depres-
sive disorders showed that there are only five studies on workplace interventions
for employees with depressive disorders [25]. These five studies provide mixed
results on sickness absence reduction.

Based on these results, the role of work characteristics in the RTW process of
employees with depressive symptoms remains unclear. However, research in
other populations indicates a relation between work characteristics and RTW or
disability. High work demands were related to a lower chance of full RTW for
employees on sick leave due to general psychological complaints [26]. In a pop-
ulation of employees on sick leave due to low back pain, high physical and psy-
chological job demands and low supervisory support were related to 20% lower
RTW rates, while high job control was related to 30% higher RTW rates [18].
Similar results were reported in 3 other studies: for employees in the public sec-
tor, low job control and high job insecurity were related to a 20-30% smaller
chance of early rehabilitation [27], and high job strain (i.e. low job control and
high job demands) was related to a 2.6 times higher odds for disability pension
[28]. Furthermore, low job control and high work demands increased the risk of
disability pension for construction workers [29]. Another study showed that em-
ployees on sick leave (for a maximum duration of 12 weeks at baseline) who
received low coworker support had a longer duration until full RTW, whereas the
duration until full RTW was shorter for those who experienced little supervisor
support [30]. These studies suggest that work characteristics play an important
role in the RTW process. Moreover, of the factors involved in the RTW process,
employers can alter and subject work characteristics like job control, job de-
mands and social support more easily to interventions and treatment than disor-
der-related or personal factors. Therefore, there is a need to evaluate work char-
acteristics in relation to RTW in employees with depressive symptoms on sick



leave. If the prognostic factors of RTW can be identified, a more adequate deci-
sion can be made in the selection or development of interventions.

Work related factors may affect mental health and functioning at work. A widely
used theoretical model that describes the relations among these factors is the
Job-Demand-Resources Model (JDR-Model) [31]. This model describes two
connected processes, an erosion process and a motivational process. The ero-
sion process describes how job demands (such as work pressure, psychological
job demands, physical job demands) lead to a decrease in (mental) health
through exhaustion. Job demands refer to “those physical, social or organiza-
tional aspects of the job that require sustained physical or mental effort and are
therefore associated with certain physiological and psychological costs” [31]. In
the motivational process, job resources (such as decision authority, social sup-
port, skill discretion) lead to an increase in (mental) health through engagement
[32]. Job resources are defined as “those physical, psychological, social or or-
ganizational aspects of the job that may do any of the following: (a) be functional
in achieving work goals; (b) reduce job demands at the associated physiological
and psychological costs; (c) stimulate personal growth and development” [31].
Later, personal resources were added to the JDR-Model [32]. Personal re-
sources refer to “an individuals’ sense of their ability to control and impact upon
their environment successfully” [33]. Personal resources are aspects of the self
that are generally linked to resiliency and refer to individuals’ sense of their ability
to control and impact upon their environment successfully.

These personal resources (such as self-efficacy, self-esteem and optimism)
have the same role in the motivational process as job resources. Previous re-
search has shown that e.g. self-efficacy, self-esteem, optimism, hope and resili-
ence are associated with engagement [32]. Specifically, as a personal resource
the current study focuses on participants’ self-efficacy with regard to return to
work [34].

The JDR-model describes how the balance between the two processes deter-
mines the health status of employees. Therefore, the model describes on the
one hand the onset of complaints and disorders, and on the other hand the re-
covery from health issues [32]. The present study adds two concepts to the JDR-
model. First, instead of common mental disorders, health issues are operation-
alized as depressive symptoms. Work factors and personal factors influence the
recovery from common mental disorders like burnout, but the influence of work
factors and personal factors on the recovery of more severe disorders such as
depression is unknown [35]. Second, RTW is also entered in the model as an
outcome. In the RTW process, job resources and personal resources will en-
hance RTW and job demands will hinder RTW. This prospective study among
employees on long-term sick leave thus investigates the associations between
job characteristics (job demands, job resources and personal resources), de-
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pressive symptoms and RTW. The specific cause of sick leave is not taken into

account in this study. The following hypotheses are tested:
Hypothesis la: Depressive symptoms are associated with lower job re-
sources (skill discretion, decision authority, coworker support and supervi-
sor support).
Hypothesis 1b: Depressive symptoms are associated with lower personal
resources (RTW self-efficacy).
Hypothesis 1c: Depressive symptoms are associated with higher job de-
mands (psychological job demands, physical exertion and posture).
Hypothesis 2: The duration until full RTW is longer for employees with de-
pressive symptoms than for employees without depressive symptoms.
The hypotheses listed below are tested in the subgroup of employees with
depressive symptoms.
Hypothesis 3a: For employees with depressive symptoms, high job re-
sources (skill discretion, decision authority, coworker support and supervi-
sor support) shorten the duration until full RTW.
Hypothesis 3b: For employees with depressive symptoms, high personal
resources (RTW self-efficacy) shorten the duration until full RTW.
Hypothesis 3c: For employees with depressive symptoms, high job de-
mands (psychological job demands, physical exertion and posture)
lengthen the duration until full RTW.

The research population in this prospective cohort study consisted of a sample
of Dutch employees on long-term sick leave. The participants of this study were
recruited from the register of the Dutch Social Security Agency, that lists employ-
ees who are on sick leave for at least 13 weeks. Questionnaires were sent to
each employee in the register that had a first day of sickness absence between
May 19 and June 16 in 2007. The questionnaire was sent on the 5th of October
2007 to 10,118 employees, who were asked to fill out the questionnaire if they
were still on (partial) sick leave. In total 2,597 (26%) employees returned the
questionnaire. Seventy-seven percent of these employees (n = 2,000) met the
inclusion criterion of being (partially) on sick leave. Non-response analysis
showed that females and older employees returned the baseline questionnaire
more often than others. On average, the participants had been on sick leave for
19 weeks when filling out the first questionnaire. In this first questionnaire, the
participants were asked to sign up for the two follow-up questionnaires. The
1,592 participants that signed up for the follow-up questionnaires were sent a
second questionnaire (12-13 months after being sick-listed). Of these partici-



pants, 1,090 people filled out this second questionnaire (response rate of 68%)
and these respondents were sent a third questionnaire, 24 to 25 months after
being sick listed. This final questionnaire was completed by 828 participants (re-
sponse rate of 76%).

The baseline questionnaire included information on socio-demographic charac-
teristics, depressive symptoms, work characteristics, RTW self-efficacy and
RTW. RTW was also measured one year and two years after the start of sick
leave. Eight single items measured socio-demographic characteristics (gender,
age, level of education, ethnicity, marital status, presence of children in the
household, type of contract, number of working hours according to contract be-
fore sick leave). Depressive symptoms were measured with the shortened self-
report 10-item Centre for Epidemiologic Studies Depression (CES-D) scale [36].
An example item was: “| was bothered by things that usually don’t bother me”.
Respondents were asked to describe how often they experienced each of these
symptoms in the last week, with 0 = “Rarely or none of the time (less than 1
day)”, 1 = “Some or a little of the time (1-2 days)”, 3 = “Occasionally or a mod-
erate amount of the time (3—4 days)”, and 4 = “Most or all of the time (57 days)”.
The internal consistency in our study (Cronbach's alpha) was .88. A sum score
of 10 or greater was considered to signify depressive symptoms [36]. Although
this study does not include information about a diagnosis or disorder, the original
CES-D scale (cutoff score of 16) is validated with DSM-III criteria for clinical de-
pression [36].

The work characteristics included seven concepts from the Job Content Ques-
tionnaire [37]. At baseline, employees were asked how they perceived their work
before their sick leave. The response categories of all questions ranged from 0
(“completely disagree”) to 3 (“completely agree”). This study included three job
demands. Psychological job demands were measured with 4 items (a = .78),
including “My job requires working very fast”. Physical job demands were meas-
ured with two concepts: physical exertion and posture. Physical exertion was
measured with 3 items, including “My job requires lots of physical effort” (a =
.88). Posture consisted of 2 items with a reliability of .90. An example of an item
was “l am often required to work for long periods with my body in physically awk-
ward positions”.

Further, four job resources and one personal resource were measured. Skill dis-
cretion was tapped with 5 items, such as “My job requires me to be creative” (a
= .70). Decision authority was measured with 3 items (a = .76), such as “I have
a lot of say about what happens on my job”. Four items tapped coworker support
(a = .82), such as “People | work with are friendly”. Four similar items tapped
supervisor support (a = .88), including “My supervisor is concerned about the
welfare of those under him”. As a personal resource, RTW self-efficacy was
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measured with 11 items [33], including: “If | resumed my work fully tomorrow |
expect that | will be able to perform my tasks at work” (0 = “disagree entirely”, 5
= “agree entirely’, a = .92).

Finally, RTW was measured with the item “Are you working again at the mo-
ment?”. The answering categories were: “no, | am still sick” (0); “no, but | have
been working in the mean time” (1); “yes, partially for ... hours per week since
...” (2); and “yes, fully since ...” (3). RTW was operationalized as the length of
time in calendar days from the start of sickness absence until full RTW, as re-
ported by the participants in the questionnaires. Employees were considered to
have returned to work fully if they indicated that they were working for at least
the number of hours specified in their employment contract. Working on a ther-
apeutic basis (i.e., with adjusted tasks or responsibilities) was not considered full
RTW.

First, employees who filled out all variables were entered in our analysis. Sec-
ond, all employees who reported they did not return to work because of other
reasons than sick leave (e.g. because of retirement) at the second or third ques-
tionnaire, were removed from our analysis. In total, 883 employees met these
criteria at the first follow-up (one year after the start of sick leave) and 635 em-
ployees at the second follow-up (two years after the start of sick leave). Differ-
ences at baseline between employees with and without depressive symptoms
were tested with Pearson y? tests and t-tests. T-tests were also performed to
study possible differences between these two groups in the duration until full
RTW. To investigate which work characteristics were related to depressive
symptoms at baseline, linear regression analyses were conducted. First, the re-
lations among all work characteristics and RTW self-efficacy with depressive
symptoms were assessed univariately at baseline. All variables that significantly
associated with depressive symptoms were then tested in a multivariate linear
regression analysis. In addition, this multivariate analysis was adjusted for the
differences between those with and without depressive symptoms at baseline
(gender, age, marital status) and for work status at baseline. Nonparametric Cox
survival analysis was used to test the second and third hypotheses. The time
lags used in our study were 1 year and 2 years. To include participants that had
not fully resumed work in our analysis, these individuals were given an artificial
duration (censored observations) which was set at the number of days between
start of sick leave and filling out the follow-up questionnaire. Survival analyses
resulted in hazard ratios (HR) indicating a relative chance of full RTW. Thus, a
HR larger than one signifies a higher chance of full RTW and therefore a shorter
duration until full RTW.

To test hypothesis 3, the relations of all work characteristics and RTW self-effi-
cacy at baseline with RTW were assessed univariately for both time lags. Again,
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all variables that were significantly associated with duration until full RTW were
then tested in the multivariate models at both time lags. Multivariate analyses
were adjusted for gender, age, marital status and work status at baseline.

Results

Baseline Characteristics

Participants at baseline were on average 46.4 years old, were more often female
(56.3%), and had an average employment contract of 31.7 hours per week (Ta-
ble 1). Depressive symptoms (CES-D 10, cutoff score of 10 or greater) were
reported at baseline by 438 (50%) of the 883 participants. On average, those
with depressive symptoms were younger, more often female and more often
without a partner. There are no differences between the two groups in duration
of sick leave or work status at baseline. Almost 60% of the employees were (still)
working partly at baseline, and for an average of 15.4 hours per week. Employ-
ees with depressive symptoms worked the same number of hours at baseline as
employees without depressive symptoms. One year after the start of sick leave,
320 people had not fully returned to work and 171 people were still on sick leave
after two years (table 2). Of the 540 respondents who were (partially) at work
two years after the start of sick leave, almost 86% returned to their work at the
same employer, 12.5% was employed by a different employer two years after
the start of sick leave. At both follow-ups, employees with depressive symptoms
were less likely to have returned to work fully, as compared to employees without
depressive symptoms at baseline. In addition, the duration until full RTW was
longer for employees with depressive symptoms. One year after the start of sick-
ness absence the difference was approximately 30 calendar days in favor of
those without depressive symptoms at baseline, at the second follow-up the dif-
ference was over 50 days.

Table 1 Baseline characteristics of the participants

Depressive symptoms

No_lves | Tota |

N: 445 438 883
%: 50% 50% 100%
Gender
Male 48,3% A A 39,0%VVY 43,7%
Female 51,7%V VY 61,0% A A 56,3%
Age
Mean A72A A 455V VY 46,4
Standard deviation 8,9 9,4 9,2
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Depressive symptoms
No  [ves [ Tota |
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Marital status

No partner 16,9%VVY 263%AAA 215%

Married or cohabiting 83,1%AAA 737%VVYVY 785%

Working hours according to contract

Mean 31,9 31,4 31,7

Standard deviation 9,5 8,5 9,0

Children living at home

No 45,8% 50,9% 48,4%

Yes 54,2% 49,1% 51,6%

Education

Lower education 45,0% 39,9% 42,5%

Intermediate or higher education 55,0% 60,1% 57,5%

Ethnicity

Native 89,9% 89,5% 89,7%

Immigrant 10,1% 10,5% 10,3%

Contract type

Permanent position 95,1% 94,7% 94,9%

Fixed term contract 4,9% 5,3% 5,1%

Working hours

<32 hours (part-time) 43,1% 47,2% 45,1%

>32 hours (full-time) 56,9% 52,8% 54,9%

Organization size

0-49 employees 24,5% 26,5% 25,5%

50-499 employees 34,9% 32, 7% 33,8%

500 or more employees 40,6% 40,8% 40,7%

Depressive symptoms

Mean 4,86VVY 15,94 A A 10,4

Standard deviation 2,63 4,67 6,71

Duration of sick leave

Mean 18,7 18,8 18,8

Standard deviation 1,53 1,65 1,59

Working status at baseline

Fully sick listed 38,7% 44,7% 41, 7%

Partial RTW 61,3% 55,3% 58,3%

Hours working at baseline

Mean 15,7 15,1 15,4
(N=258) (N=231) (N=489)

Standard deviation 8,6 8,1 8,4

A A:p<0,01, A A A:p<0,001 (and V): significantly high (low) percentages and/or means.
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Table 2 RTW characteristics of the participants

Depressive symptoms
(No  [ves [ Tota |

Days until full RTW as measured at 1 year after the start of sick leave

Mean 279,1VVY 310,7A A A 2947
SD 105,4 93,0 100,6
N 445 438 883
Working status at 1 year after the start of sick leave

Fully sick listed 14,8%V VY 23,1% A A 18,9%
Partial RTW 16,9% 17,8% 17,3%
Full RTW 68,3% A A 59,1%V VY 63,8%
N 445 438 883
Days until full RTW as measured at 2 years after the start of sick leave

Mean 430,5vVY 483,94 A 456,5
SD 235,3 238,9 238,4
N 326 309 635
Working status at 2 years after the start of sick leave

Fully sick listed 10,1%VVYY 20,1%AAA 150%
Partial RTW 12,3% 11,7% 12,0%
Full RTW 77,6%A A 68,3% VY 73,1%
N 326 309 635

A A:p<0,01, A A A:p<0,001 (and V¥ ): significantly high (low) percentages and/or means.

Associations of work characteristics and RTW self-efficacy with depres-
sive symptoms at baseline

Univariate analyses showed that all work characteristics (except physical exer-
tion) and RTW self-efficacy were associated with depressive symptoms (Table
3). In the multivariate model, several characteristics remained significantly asso-
ciated with depressive symptoms. Employees who were married or cohabiting
were less likely to have depressive symptoms. Further, employees who worked
partially at baseline, who had a higher level of decision authority, a lower level of
psychological job demands or who had a higher level of RTW self-efficacy, had
fewer depressive symptoms at baseline. Furthermore, female employees and
employees who experienced less social support from their supervisor were
slightly more likely to have depressive symptoms. Hence, the results are in line
with hypothesis 1a for the job resources decision authority and supervisor sup-
port. Furthermore, the results are in line with hypothesis 1b: high personal re-
sources are associated with a lower chance for depressive symptoms. Hypoth-
esis 1c was in line with the results for psychological job demands, but not for the
job demands physical exertion and posture.
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Table 3 Correlates of depressive symptoms at baseline

Depresswe symptoms

Gender (ref=male) .Q9r**
Age -.09***
Marital status (ref=no partner) -.16%**
Working partially at baseline (ref=no) - 147
Skill discretion -.09***
Decision authority -.20%**
Psychological job demands 23%**
Physical exertion -.03
Posture .07**
Coworker support -.15%**
Supervisor support -.24%**
RTW self-efficacy -.50***
N 883

Adjusted R-square
*p<.10, **p<.05, ***p<.01.

-.03

-, 1 1***
-.06%*
.01
-.08**

. 10***

.01
-.04
-.06*
_.42***
883
.29

5.3.3 Associations of depressive symptoms with RTW within 1 year and 2 years
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after the start of sick leave

Employees with depressive symptoms had a longer duration until full RTW (HR
= 0.97 at both follow-ups) (Table 4). Furthermore, working status at baseline
predicted full RTW. For employees who worked patrtially at baseline, the duration
until full RTW was shorter (HR = 2.53 at one year and HR = 1.85 at two years
after the start of sick leave). Two years after the start of sick leave, higher age
was related to a longer duration until full RTW (HR = 0.98). Therefore, the results

are in line with hypothesis 2.
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Table 4 Multivariate associations of depressive symptoms with the duration until full RTW at
1 year and 2 years after the start of sick leave

1 year after start of sick | 2 years after start of
leave (N=883) sick leave (N=635)

HR (95%Cl) | P | HR (95% CI) -ﬂ

Gender (ref=male) 0.93 (0.78-1.11) .43 1.08 (0.88-1.31)

Age 0.99 (0.98-1.00) 16 0.98(0.97-0.99) <.01
Marital status (ref=no partner) 0.95 (0.77-1.18) .66 1.08 (0.85-1.38) .52
Working partially at baseline 2.53 (2.11-3.04) <.01 1.85(1.52-2.24) <.01
(ref=no)

Depressive symptoms 0.97 (0.96-0.98) <.01 0.97 (0.96-0.99) <.01

HR (Hazard Ratio) of >1 indicates earlier RTW.

5.3.4 Associations of work characteristics and RTW self-efficacy with RTW for
people with depressive symptoms within 1 year and 2 years after the start
of sick leave

Univariate analyses showed that psychological job demands, physical exertion,
posture, skill discretion and RTW self-efficacy significantly predicted duration un-
til full RTW within 1 year or 2 years after the start of sick leave for people with
depressive symptoms. However, in the multivariate models only RTW self-effi-
cacy and (to a smaller extent) physical exertion? remained significant predictors
of full RTW (Table 5). Hence, the results are only in line with hypothesis 3b. A
higher level of RTW self-efficacy at baseline, was related to a shorter duration
until full RTW at both follow-ups (HR = 1.19 and HR = 1.20). One year after the
start of sick leave, a higher level of physical exertion was related to a slightly
longer duration until full RTW (HR = 0.84). In addition, working status at baseline,
marital status and age predicted full RTW. For employees who worked partially
at baseline, the duration until full RTW was shorter (HR = 2.80 at first follow-up
and HR = 1.80 at second follow-up). Having a partner at baseline (HR = 1.56)
was related to a shorter duration and higher age at baseline (HR = 0.97) to a
longer duration until full RTW two years after the start of sick leave.

2 The HR of physical exertion is almost constant in the univariate and multivariate models.
But because of the increase of variance in the multivariate model the significance drops to
0.09 (and 0.19).

89



Chapter 5 | Work Characteristics and Return to Work in Long-Term Sick-Listed Employees with
Depressive Symptoms

Table 5 The relation of work characteristics with duration until full RTW for people with depressive symptoms at 1 year and 2 years after the start of

sick leave
1 year after start of sick leave 2 years after start of sick leave
Multivariate Multivariate

Niin=456 N | N=438 | New=327Nmw=333 [ N=300 |
HR (95% Cl) -ﬂ HR (95% Cl) -ﬂ HR (95%Cl) | P | HR (95% CI) -ﬂ

Gender (ref=male) 0.89 (0.69-1.13) .33 0.86 (0.66-1.11) 1.01 (0.76-1.32) .97 0.99 (0.73-1.33)

Age 1.00 (0.99-1.01) .70  0.99 (0.98-1.00) .15 0.98 (0.97-0.99) <.01 0.97 (0.96-0.99) <.01
Marital status (ref=no partner) 1.19 (0.90-1.57) .22 1.19 (0.89-1.59) 24 1.43(1.04-1.97) .03 156 (1.11-2.19) .01
Working partially at baseline 3.04 (2.34-3.95) <.01 2.80 (2.13-3.68) <.01 1.90 (1.44-2.50) <.01 1.80 (1.34-2.41) <.01
(ref=no)

Psychological job demands 1.12 (0.90-1.38) .31  1.12(0.89-1.40) .34 1.30 (1.03-1.65) .03 1.24(0.95-1.62) A2
Physical exertion 0.86 (0.75-0.99) .04 0.84 (0.68-1.03) .09 0.88(0.75-1.03) .11  0.84 (0.65-1.09) .19
Posture 0.85 (0.73-0.98) .03 1.06 (0.86-1.31) .60 0.85(0.72-1.01) .07 1.05(0.81-1.38) .70
Skill discretion 1.19 (0.93-1.53) .16 0.95(0.73-1.24) .72 1.50 (1.14-1.99) <.01 1.13(0.82-1.57) .46
RTW self-efficacy 1.26 (1.13-1.39) <.01 1.19(1.06-1.33) <.01 1.19(1.07-1.33) <.01 1.20 (1.06-1.35) <.01

HR (Hazard Ratio) of >1 indicates earlier RTW.
Nmin: lowest number of respondents in the analyses.
Nmax: highest number of respondents in the analyses.
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The present study investigated the relation between depressive symptoms, work
characteristics and duration until full RTW among employees on long-term sick-
ness absence. Firstly, the present study showed several relations between work
characteristics and depressive symptoms: a higher level of decision authority, a
lower level of psychological demands, more social support from the supervisor
and a higher level of RTW self-efficacy were associated with a lower chance of
reporting depressive symptoms at baseline. This is in line with earlier studies.
For instance, Plaisier et al. [38] showed that the risk of depression increased with
a higher level of psychological demands or a lower level of daily emotional sup-
port. High levels of (psychological) demands, low levels of decision latitude or
job control, and low levels of social support at work were predictors of depression
or other psychiatric disorders [39-41].

Secondly, depressive symptoms were strong predictors of the duration until full
RTW. When we compared the employees with depressive symptoms to those
without such symptoms, employees with depressive symptoms needed 30-50
days more days to full RTW at both follow-ups. This negative association be-
tween depressive symptoms and RTW is in line with previous research [e.g. 5-
7].

Finally, although the hypothesis was that high levels of job and personal re-
sources would shorten, and high levels of job demands would lengthen the time
until full RTW for employees with depressive symptoms, this study showed only
associations of RTW self-efficacy (a personal resource) and physical exertion (a
job demand) with RTW. As expected, the higher the level of RTW self-efficacy
at baseline, the earlier employees returned to work fully. This association of self-
efficacy was reported in other studies as well [42, 43]. A lower level of RTW self-
efficacy can lead to less confidence of employees that they will succeed in the
work environment, leading them to avoid this setting. Consequently, these em-
ployees will need more time to fully RTW. Conversely, employees with a high
level of RTW self-efficacy will have more confidence in their ability to face the
challenges in the workplace and therefore their time to fully RTW will be shorter.
A study by Nieuwenhuijsen, Noordik, Van Dijk and Van der Klink [44] shows that
lower levels of fatigue, depressive symptoms, work pace and workload are as-
sociated with higher levels of RTW self-efficacy. Thus, although the present
study shows that the role of job demands and job resources in the RTW process
is limited, work characteristics may influence RTW self-efficacy.

One year after the start of sick leave, a higher level of physical exertion was
related to a slightly longer duration until full RTW, which is consistent with the
findings of Schultz et al. [45]. In their study RTW was related to lower physical
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work demands. High levels of physical work demands are not only related to
lower RTW rates, but also to long-term consequences as work disability [18, 29].

In addition to RTW self-efficacy and physical exertion, partial RTW at baseline
was related to a shorter duration until full RTW. Partial RTW can be viewed as a
type of gradual exposure to the work situation and may provide successful work
experiences that challenge the dysfunctional beliefs an employee might have
about work and RTW [46]. The modification of dysfunctional beliefs is one of the
basic mechanisms that explain the effectiveness of (gradual) exposure [47, 48].
The findings of the present study are in line with research that showed that
graded work exposure enhances full RTW [e.g. 46, 49].

Older employees and employees without a partner had a longer duration until
full RTW. These results are similar to the findings in other studies [e.g. 17, 50].
One explanation for the association of age is that older employees may need
more time to recover from their depressive symptoms and therefore have a
longer duration until full RTW. Another possibility is that older employees more
often aim at retirement or pre-pension instead of RTW. However, to our
knowledge no study has investigated this.

The present study found only few associations between work characteristics and
RTW for employees with depressive symptoms. This is not uncommon. Studies
on workers with low back pain or common mental disorders also found few direct
associations between work characteristics and RTW or disability [6, 45]. One
explanation for these results draws on the populations that are used in these
studies. The duration of sick leave at start of the study differs enormously across
these studies. Some studies used an inclusion criterion of at least one day of
sick leave, while in other studies employees had to report sick for at least 4
weeks. Studies that only include employees on long-term sick leave use a wide
variation in the definition of long-term sick leave. Most studies excluded employ-
ees on sick leave for 12 weeks or more at baseline [e.g. 7, 30, 43]. The present
study, however, included only people who were on sick leave for at least 13
weeks. Work characteristics may play a more important role in the RTW process
for people on short-term sick leave. The employees’ perceptions of job demands
as work load and emotional demands, but also job resources as decision latitude,
may influence the decision to RTW. Nevertheless, the present study finds no
independent associations for job demands and job resource with RTW. If people
are already for more than 13 weeks on sick leave, the RTW process may be
more multi-layered with a more diverse range of factors that play a role in work
resumption. Future research could address this issue and study similar popula-
tions longitudinally and investigate several predictors (work characteristics, dis-
order characteristics, individual factors and social and economic aspects) simul-
taneously.



The present study is among the first to examine the associations of work char-
acteristics with RTW for sick-listed employees with depressive symptoms. All the
participants in this study were absent for at least 13 weeks. The average sick
leave duration when returning the first questionnaire was 19 weeks. In addition,
the follow-up period was two years. Such populations have as yet not often been
studied. Most studies about employees on long-term sick leave apply an exclu-
sion criterion of maximum sick leave duration of 12 weeks at baseline and a one-
year follow-up [e.g. 7, 30, 43]. The present study is among the very few studies
that combine a follow-up period of two years with a sick leave period at baseline
of more than 12 weeks.

Apart from these strengths, three main limitations of the present study must be
noted. First, the initial response rate was only 26%. Given the heterogeneous
sample of long-term sick listed employees and contamination of the national reg-
istration, estimated at around 40% and mostly due to lacking resumption notifi-
cations, a higher response rate was not expected. Further, although nonre-
sponse analysis revealed some differences between responders and nonre-
sponders, overall these differences were small. Note that a low initial response
rate is not uncommon in this area. Baruch and Holtom [51] argued that the aver-
age response rate of studies in organizational research is often low because of
difficulties reaching the target population and the reluctance of the people to re-
spond. However, the response rate of the follow-ups of our study is high (i.e.
68% and 76%), especially when considering the long follow-up period of 20
months. Furthermore, the overall response of almost 800 respondents who re-
turned all three questionnaires is high in comparison with other similar studies
[e.g. 5, 24, 44].

Second, it should be noted that although RTW was measured prospectively, the
data on the work characteristics were gathered retrospectively. The retrospective
measurement may have led to a recall bias. Moreover, almost 60% of the partic-
ipants were partially at work at baseline. Their present work experiences may
have affected their opinion on the characteristics of their work prior to the start
of their sick leave. Similarly, the response of those employees who were still fully
on sick leave may have been influenced by their experiences during sick leave,
because the baseline measurement was 19 weeks after the start of sick leave.
Third, unfortunately, this study only measured depressive symptoms and not
(clinical) depression (e.g. diagnosis, disorder or sick leave origin). Other re-
search has shown that the cut-off score that is used in the original 20-item CES-
D scale (cut-off score of 16) is validated with DSM-III criteria for clinical depres-
sion [36]. In addition, the shortened CES-D has good predictive accuracy when
compared to the 20-item version [36]. Therefore, it is hypothesized that the par-
ticipants in this study who score above the cut-off score of the CES-D (10 or
higher) have severe depressive symptoms that are at least close to a clinical
depression. Depressive symptoms were not necessarily the cause of sick leave
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in our sample. Employees could be on sick leave due to physical and/or psycho-
logical disorders.

The present study investigated the role of work characteristics in the RTW pro-
cess of Dutch employees with depressive symptoms and long-term sick leave.
This study shows that work characteristics are associated with depressive symp-
toms. Employees who work partially at baseline, have a higher level of decision
authority, a lower level of psychological demands or who have a higher level of
RTW self-efficacy, were less likely to report depressive symptoms at baseline.
Furthermore, those who experience less social support from their supervisor are
slightly more likely to have depressive symptoms. In addition, the duration until
full RTW is longer for employees with depressive symptoms. Only few associa-
tions are found between work characteristics and RTW. Physical exertion, RTW
self-efficacy, work status at baseline, marital status and age are significant inde-
pendent predictors of full RTW. This study suggests that work characteristics
may influence depressive symptoms, but that their role in the RTW process is
limited for employees with depressive symptoms on long-term sick leave.
Knowledge of prognostic factors of RTW for long-term sick-listed employees with
depressive symptoms is still fragmented and limited. As RTW may be helpful in
the recovery of depressive symptoms, a better insight in factors that facilitate
RTW can lead to more adequate choices in the selection or development of in-
terventions and can also be used to prevent long-term sickness absence.
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Purpose: The current study aimed to develop a brief evidence-based group in-
tervention for employees on long-term sick leave. Participation in this interven-
tion is expected to result in improvement in self-efficacy, resilience against set-
backs and in a faster full return to work (RTW).

Materials and methods: A training protocol was developed based on the work-
ing mechanisms of skill development and motivational enhancement (enhance-
ment of self-efficacy and anticipating setbacks). This protocol was tested in a
mini-pilot within the Dutch police force.

Results: Participants of a mini-pilot (N=6) showed an overall increase in self-
efficacy, resilience against setbacks and proactivity. In addition, the group setting
appears to have distinct advantages, beside cost-effectiveness, such as recog-
nition, social support and cohesion.

Conclusions: Both the working mechanisms as well as the group setting appear
to work in this new target population of employees on long-term sick leave. The
intervention showed promising results, but more extensive research is warranted
to establish the effects of this group intervention. This future research should
include more training groups with more participants in different organizations and
sectors, a control group and a qualitative and quantitative evaluation.



Sickness absence is an issue of continuous concern for most organizations. Es-
pecially, long-term sickness absence receives much attention due to its negative
effects for the individual, the organization concerned and society. On an individ-
ual level, a decrease in quality of life and personal fulfilment, loss of sources of
social support, loss of income and a decline in career prospects are examples of
these negative effects [1-3]. The costs for the organization and society are also
high because of sick leave, the loss in productivity, medical consumption, and
disability benefits [4-6]. For example, it has been estimated that work-related in-
jury and illness result in the loss of 3.3% of all work years in the EU, at an annual
cost of roughly 476 billion Euro [7].

In order to enhance and facilitate return to work (RTW) several interventions
have been developed. There are indications that multimodal approaches, which
combine interventions on health conditions and work-focused interventions, are
especially effective in enhancing RTW [e.g., 3, 8-12]. Although this shows that
there are effective interventions in promoting RTW for employees on sick leave,
all these interventions are individually focused. Individual interventions appear
to be very effective, while group interventions have several appealing features
that may improve their effects. These appealing factors may be cohesion (feel-
ings of trust, belonging and togetherness), social support, universality (recogni-
tion of shared experiences, feelings and problems), learning from peers, model-
ling, inspiration (instillation of hope) and interpersonal learning [13,14]. These
features make group interventions especially appealing for employees who are
on long-term sick leave because they often feel isolated and alienated. In addi-
tion, participants of group interventions may gain a boost in usefulness and feel-
ings of value by helping other group members and they, in turn, may be inspired
by other participants. Beyond the obvious cost advantage, group interventions
may also be particularly useful for individuals who lack self-awareness or who
have trouble taking control over their situation which are both necessary skills
for individual therapy to be effective [15]. Furthermore, group interventions can
provide participants with new information or new behaviour options that are not
provided by an authority figure such as therapists but by peers and are therefore
more likely to be adopted [15].

Some group interventions (or interventions that combined group sessions with
individual interventions) which specifically focus on RTW have been carried out.
Almost all involve some form of stress management training. Interestingly, the
results of these interventions have been inconclusive. Some studies show (mod-
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erate) positive effects on RTW or sickness absence rates [16,17], while other
studies show no differences in RTW in comparison with a control group [18-20].
However, interventions that incorporate self-efficacy and resilience against set-
backs as working mechanisms of the intervention and that focus on work, show
promising effects on decreasing sickness absence rates and enhancing (mental)
health [21,22].

To improve the effects of group interventions on RTW, a focus on self-efficacy
may be important since self-efficacy showed to be an effective concept in several
interventions and theoretical models for RTW [3,23,24]. Self-efficacy refers to an
individual’'s belief in his or her own capacity to perform a specific behaviour suc-
cessfully [25]. Self-efficacy is not only predictive of the initiation of a behaviour
but also of persistence in the execution of that behaviour [25]. People with high
levels of self-efficacy set themselves challenging goals and approach difficult
tasks as challenges to be mastered instead of avoided. They also persevere in
the pursuit of their goals and are better able to handle setbacks. When applied
to the context of RTW, this reasoning implies that employees with lower levels
of RTW self-efficacy are likely to be less confident that they will succeed when
performing (again) in the work environment, leading them to avoid this setting.
Consequently, their RTW process will be delayed. Conversely, employees with
high levels of RTW self-efficacy will have more confidence in their ability to face
the challenges in the workplace and will return to work faster.

Although self-efficacy is only one of many factors that may influence RTW, it is
an appealing construct because of its modifiability. In contrast to other determi-
nants of RTW behaviour, there are evidence-based techniques to influence self-
efficacy [26]. Another reason why self-efficacy is an appealing target for inter-
ventions is that a diminished level of self-efficacy appears to be part of the dis-
order itself, especially in mental disorders where a positive self-concept is often
diminished by the very nature of the disorder [27]. Research has also shown a
link between physical disorders and low self-esteem, where an increasing sever-
ity of health problems is associated with progressively lower self-esteem [28]. In
addition, higher levels of self-efficacy are associated with RTW in several phys-
ical health disorders [23,24,29].

Since self-efficacy is a powerful way to enhance RTW, it is important to make
sure that employees have successful experiences during their RTW process.
One way to increase successful experiences is through graded activity or partial
RTW [10,25]. The challenge is to make sure that employees are able to handle
setbacks or obstacles that they may encounter so that the steps that are taken
in the graded activity provide successful work experiences. Consequently, these
successful work experiences will challenge the dysfunctional beliefs that an em-
ployee may hold about work and RTW. The modification of dysfunctional beliefs
is one of the basic mechanisms that explain the effectiveness of (gradual) expo-
sure [30,31].



In conclusion, to enhance and fasten RTW, interventions that focus on enhanc-
ing self-efficacy or graded activity appear to be promising. Given the appealing
features of group interventions, it is important to study the effects of a group
intervention with this focus.

The current study develops a brief group intervention for employees on long-
term sick leave, intending to empower the participants and stimulate and facili-
tate RTW after long-term absence. Participation in this intervention is expected
toresultin improved self-efficacy and resilience against setbacks and in a shorter
period until full return to work. In this article, the design of such an intervention
and the results of a first mini-pilot are presented.

The methodology of the brief group intervention that is developed for the current
study is derived from the JOBS program which was especially designed to
strengthen work related self-efficacy [32]. The JOBS program is an evidence-
based intervention that was developed to reintegrate unemployed people. It is a
short, focused group program that follows a protocol with a fixed order of exer-
cises. The program consists of five consecutive four-hour sessions in which the
participants practice skills that are valuable within the context of finding a job,
such as setting goals, discovering strengths and passions, reflecting on future
desires, expanding one’s network and making plans of action to achieve their
own goals. Despite the protocol, this variety of exercises allows for a tailored
program which takes into account the needs of the participants. The program is
participant-focused instead of trainer-focused, which means the participants are
seen as the experts and information source. They themselves, as a group, come
up with solutions for their own problems. Two facilitators lead the sessions, en-
dorse and model the desired behaviour and facilitate the overall process. A group
normally consists of 12 to 20 participants.

The working elements of the JOBS program among unemployed are skills en-
hancement (job seeking skills) and strengthening motivation by increasing both
self-efficacy and resilience against setbacks [33]. By focusing on enhancing self-
efficacy in combination with job seeking skills acquisition, participants gain a
sense of mastery [25]. Active learning is one of the main means of learning in
the intervention. Further, the facilitators model required and desired behaviour,
facilitate discussion, give positive reinforcement and specific positive feedback
in active learning exercises and disregard negative behaviour. Furthermore, the
facilitators use their referent power (the extent to which the participants value
and respect the facilitators) and emphasize that the participants themselves are
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the experts. All this with the aim to create repeated successful experiences,
which in turn should lead to an increase of self-efficacy. Another working element
of the intervention is resilience against setbacks [34]. This refers to the ability to
anticipate setbacks and the skills to cope with them. This is necessary because
in life you cannot only have successful experiences and you will always encoun-
ter setbacks. By asking participants what their obstacles are for carrying out the
desired behaviour and subsequently brainstorm about possible solutions for
these obstacles, participants are better able to overcome these setbacks. Their
resilience increases and they develop a sense of mastery to cope with these
setbacks, so when confronted with real-life obstacles they have developed the
problem-solving skills needed to cope with them [35].

The effectiveness of JOBS among unemployed has been established in numer-
ous studies. Several studies in the United States, Finland and the Netherlands
show positive effects on problem-solving skills, finding a job, job satisfaction,
mental health and income earned for unemployed individuals, both on the short
term as well as on the long run [32,36-39]. Building on the knowledge of the
JOBS program, several other programs have been developed for populations in
other transitions than form unemployment to employment. These focus on the
transition from school to working life [40,41], on stimulating early school dropouts
to go back to school or to start working [42] and on employees to be better pre-
pared to manage their own careers [22]. These programs appear to have similar
effects as the original JOBS program and strengthened our idea that a group
intervention may also be effective in the transition from sick leave to RTW.

In developing the current intervention, the principles and treatment style of the
JOBS program are used but are applied to a different population, i.e. employees
on long-term sick leave. So, this new intervention focuses on enhancing self-
efficacy and resilience against setbacks for employees on long-term sick leave
in order to promote full RTW. Further, the participant-focused approach and
treatment style of giving positive reinforcement, specific positive feedback and
disregarding negative behaviour are used. Most of the employees already will
have experienced several setbacks or obstacles in their RTW process when they
enrol in the intervention. Therefore, it is essential that participants encounter suc-
cessful experiences and improve both their problem-solving skills and resilience
against setbacks to stay motivated. Consequently, in the current intervention a
prime focus is inoculation against setbacks.

Additional to enhancing self-efficacy and resilience against setbacks, the inter-
vention is aimed at enhancing RTW-skills. Some of these skills are similar to the
skills that are necessary for unemployed individuals to find a new job, like prob-
lem-solving skills and networking. However, the participants of the current inter-
vention also require different skills in comparison with participants in the JOBS



program. First, job crafting skills are important to make sure that working facili-
tates recovery and RTW. Sometimes it is needed to temporary adjust a job to
ensure that employees will experience successful work experiences and their
self-efficacy will increase. As stated before, graded activity or partial RTW is a
way to increase these successful work experiences [3,25]. Within the RTW-pro-
cess, graded activity should not only focus on expanding the number of hours a
person works but also on increasing the complexity and diversity of work tasks.
A second skill that is specific for employees that resume their work, is designing
the RTW-process and developing concrete individualized RTW plans. Research
has shown that employees find it difficult to decide when they are ready to re-
sume working and implement RTW solutions [43]. They have to learn what im-
pact their health complaints have on their work ability and what they can and
cannot do. Conversely, they must also learn the impact of work resumption on
their health [43]. A third important RTW-skill is setting boundaries. Employees
find it often difficult to protect themselves from exceeding their current capacity,
especially when they have a high sense of responsibility [43,44]. As a result they
often bite off more than they can chew. Therefore, in the current intervention new
exercises that focus on these specific RTW-skills were added. We included some
of the work-focused cognitive-behavioural therapy (W-CBT) exercises that have
proven to be effective in promoting RTW in individually focused interventions [3].
Examples of these exercises are map out the current work situation, ways how
work can help in the recovery process and a task analysis.

Employees are eligible for the program when they are partially or fully on sick
leave for at least four weeks and have a job to return to. Employees who are
diagnosed with PTSD (post-traumatic stress disorder) are excluded from the in-
tervention, not because of their symptoms but because of legal issues. Other
than this, there are no specific inclusion or exclusion criteria regarding health
complaints. So employees with physical health complaints, psychological health
complaints or a combination can all take part in the intervention. A training group
may best consist of 15 participants at maximum and should be led by two facili-
tators. The facilitators follow the intervention protocol which consists of a precise
description of each session: an explanation of each exercise, the goals of this
exercise and examples of follow-up questions for the discussion in the group
[45]. The intervention consists of four four-hour sessions in two weeks. One
month later there is another four-hour session for feedback, consultation and
reinforcement. In the original JOBS program the intervention consists of five four-
hours sessions in one week. However, this is too big of a burden for the current
target population of employees on long-term sick leave. Another reason for
spreading out the sessions over two weeks is that it gives participants a chance
to reflect on what they learned, try out this new behaviour and share their expe-
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riences in the following session. This format showed positive results in an inter-
vention with young employees that aimed to enhance their career development
skills [40].

In the sessions participants work on their personal values and passions, map out
their current work situation, find out ways how work can help in their recovery
and perform a task analysis. In addition, they work out what steps they can take
to RTW, identify what their network looks like and how it can help them in return-
ing to work. Furthermore, they turn their ideas into a plan of action. In the session
one month later, participants share their experiences, discuss possible setbacks
and update their action plan.

Within the Dutch police force, the sickness absence rate in 2016 is high (7%) in
comparison with the average sickness absence rate in the Netherlands (3.8%)
and also in comparison with similar professions (service professions 3.8%; public
administration 5.1%; healthcare 4.8%) [46]. In addition, in 2013 a major restruc-
turing of the Dutch police force started which also resulted in a new HR vision.
In this new vision the focus is more on primary prevention, and more responsi-
bility for return to work is placed with both the supervisor and the employee which
is in line with the Dutch legislation. In the Dutch legislation an employer is obliged
to continue to pay the wages or salary of their employee on sick leave at a min-
imum of 70% and a maximum of 100% for at least two years. In addition, em-
ployers are obliged to exert their strength to promote sustainable participation of
the employee on sick leave and should give reintegration a maximum chance of
succeeding. This two year period can be extended in case of insufficient effort.
This context of high sickness absence rates and a major restructuring within the
Dutch police force provided an excellent opportunity to test the new group inter-
vention for employees on long-term sick leave. Therefore, a mini pilot of the
group intervention was conducted to examine whether our approach could pro-
duce the expected effects on RTW. Employees were eligible to take part in the
pilot when they were on partial or full sick leave for at least four weeks and there
was no plan to fully return to work in the near future. Employees who were diag-
nosed with PTSD were excluded from the intervention. The intervention took
place in December 2017/January 2018.

Six employees patrticipated in the group intervention, three women and three
men. They were on average 53.7 years old (range 49-61) and all worked within
the police unit Rotterdam. Two of the participants worked as an employee ‘Intake
& service’, the other four were police officers of different ranks and specialism.
At the start of the group intervention, their average duration of sick leave was
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13.9 months (range 4.5-22). Only one participant was still fully on sick leave, the
others had partially returned to work (ranging from 40% of their contract hours to
full contract hours, but not all tasks or irregular working hours or night shifts). To
study the effects of the intervention interviews were carried out. Participants were
interviewed face-to-face on two separate occasions: after the first four sessions
and six months later (see Figure 1). The second time, five participants were in-
terviewed, because one participant did not want to be interviewed anymore. In
addition, three months after the first four sessions telephone interviews were
conducted with the supervisors of five of the participants (one patrticipant got a
new supervisor right after the training, so this new supervisor could not give in-
formation about changes of this participant).

Dec. 2017 June/July 2018

Face-to-face Telephone Face-to-face

Four sessions interview interview interview
participants supervisors participants

Figure 1 Timeline of the intervention and interviews

The interview protocol was based on the model of Kirkpatrick [47], which evalu-
ates the effectiveness of (training) programs on four levels: reaction, learning,
behaviour and results. The level of reaction measures customer satisfaction, i.e.
how the participants feel about the training. The second level, learning, looks into
the degree to which participants acquire the intended knowledge, skills and/or
attitude. The degree to which participants apply what they learned during training
when they are back at the job is the third level, behaviour. The fourth and highest
level (results) measures the degree to which targeted outcomes like faster RTW,
higher productivity, reduced costs occur as a result of the training, and identifies
the effects of the applied behaviour. The interview with the supervisors only in-
cluded the levels of behaviour and results, since they have no firsthand
knowledge of how the participants feel about the intervention or what they have
learned. In the first interview with participants, questions regarding the content,
method, target group and preconditions of the training were added.

All interviews were audiotaped and the tapes were transcribed. The first author
(JH) and a colleague (MvdT) separately analyzed three transcripts (two of par-
ticipants and one of a supervisor) based on the four levels of the theoretical
model of Kirkpatrick [47]. In line with the principles of thematic content analysis,
the separate analyses were compared and common themes were identified dur-
ing a consensus meeting [48]. This quality procedure served two purposes:

i.  to ensure consistent and robust coding following the process evaluation,

and
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to ensure that every emerging theme was directly supported by data from
the interviews. After the researchers had agreed on a classification of
themes, the remaining transcripts were divided between them.
Textual segments were digitally marked with codes in Microsoft Word and useful
quotes were also marked.

On the level of reaction, three themes were identified: satisfaction, the signing
up-process and social climate. The participants were positive about the interven-
tion, the facilitators and would recommend the intervention to others (see Table
1 for several quotes). Most of the participants signed up for the intervention with-
out specific expectations (partly due to the insufficient information beforehand,
see theme ‘preconditions’ of the training in the last paragraph of this section),
but with an open attitude of learning something. One participant specifically
signed up because of the focus on taking things into your own hands and being
proactive. During the intervention the participants quickly formed a social group:
they opened up, had a relationship of trust between them and supported each
other.

On the level of learning, eight themes were distinguished: self-control, problem-
solving skills, setting boundaries, communication, asking for help, social support,
positive attitude and self-efficacy. Participants learned that they themselves had
to take control into their own hands and act proactively in case they wanted to
achieve something. This could mean they had to communicate more with their
supervisor or colleagues, ask for help or gather information in order to speed up
their work resumption. Furthermore, their problem-solving skills were improved
by thinking in advance about what to do when ‘the answer is no’ and having an
action plan which helps to keep going. In addition, breaking problems into smaller
bits and confronting it piece by piece also helped to persevere. For some of the
participants, setting boundaries and saying no was an important learning point
of the intervention because it was (partly) the cause of their sick leave. Their
stress levels were elevated because they did not know how to say no to all sorts
of requests and this had led to sickness absence. Another aspect in their sick-
ness absence or delay in RTW was a lack of communication with either the su-
pervisor or colleagues. Part of being proactive is informing your supervisor what
you want or how you want it and updating him/her on both the qualitative and
guantitative aspects of the RTW process. Asking for help was also a vital learning
aspect of the intervention. In order to get what you want you need to communi-
cate and have to ask for it, otherwise nobody can help you. In the past, some of
the participants tried to fix problems on their own and were afraid to ask col-
leagues for help. In the training they learned that asking for help is a sign of self-
control and proactivity rather than weakness. The concept of universality showed
to be an important aspect of the intervention: participants experienced they were



not the only one with these problems and recognized the same struggles of oth-
ers. This created a bond and social support. The positive approach of the facili-
tators led to a positive attitude of the participants: focus on things that you can
do or that do work instead of a focus on negativity or seemingly invincible obsta-
cles. This can also have a positive influence on the people around you. All these
learning aspects mentioned above are focused on and may lead to an increase
of self-efficacy.

The themes on the third level, behaviour, are equal to the themes on the level of
learning, the difference being that this level is about applying the learned behav-
iour. Participants increased in proactive and communicative behaviour in their
RTW-process after the intervention, for example making a plan regarding their
RTW process and informing their occupational physician or supervisor about it,
being more decisive in their work and initiating meetings or conversations with
their supervisor and being more open. The supervisors also noticed these
changes in proactive behaviour and communication of their employees. They
perceived more open-heartedness and more open communication. However,
one supervisor mentioned that the employee still had a wait-and-see attitude.
With respect to problem-solving skills and resilience against setbacks, especially
the supervisors noticed improvement in behaviour: employees themselves come
up with solutions and present them to their supervisor. As said, for some em-
ployees setting boundaries was an important lesson and they apply these les-
sons in daily practice for example by saying no to extra work tasks or setting
clear deadlines for themselves and others. Participants who asked for help from
their colleagues or supervisor learned that this was not frowned upon and actu-
ally was more efficient than fixing problems on your own. Two of the participants
even applied what they had learned during the intervention to colleagues on sick
leave and tried to pass on the mindset and philosophy of the intervention. Lastly,
almost all supervisors noticed big changes in levels of self-efficacy and self-con-
fidence of their employees.

Table 1 Some examples of quotes of the participants and supervisors during their interviews

Participant, Reaction, “I really learned a lot, but again that is because you dis-

first interview  satisfaction cuss it with each other. And things that you come across
with you can just talk about that”.

Participant, Learning, “The training made me realize | was way too passive. That

first interview  self-control was the main lesson for me”.

Participant, Learning, “What | didn’t think about before, and what | learned dur-

first interview  problem- ing this intervention, is to make a scenario for the next

solving skills period. What if things don’t go as planned”?
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Participant, Learning, “That you should not make things too big. If you have a

first interview  problem- problem, you should cut it into smaller pieces and try to
solving skills solve it one by one”.

Participant, Learning, “... the others said: dare to ask! Dare to ask! If | ran across

first interview  asking for something now | would...this is a barrier for me. Social
help services, shall | call them? But these people are all so

busy. But then she told me: yes, but you are important
too”!

Participant, Learning, “So we discussed it and that way you learn from others

first interview  social support and you hear how someone else copes with it”.

Participant, Behaviour, “Sometimes you have to claim your moment. You have

second self-control to send an e-mail saying | would like to have a meeting.

interview And then | said: and the 6" of June I'm available and |
already saw you are too. Before, | would never do this.”

Supervisor Behaviour, “She is more pro-active. | want to do more of these kinds
self-control of tasks. Beforehand she did the work that she was

ordered to do. Now you see she takes things into her own
hands and picks out her own work tasks. She just takes
more control in her work”.

Supervisor Behaviour, “Another supervisor asked her to perform certain tasks,
setting after which she looked into the tasks and then she turned
boundaries it down and said she wasn’t ready for that. So she does

set her boundaries. More than she used to do”.

Supervisor Behaviour, “I think she shows more confidence, more pride. She has
self-efficacy the nerve to be present now and that is very nice to see.

Yes, absolutely, because before she acted like a wall-
flower and now she plays an active role in the whole pro-
cess”.

Participant, Result, “And you see when you hold back on information, they

second communica- can’t do anything about it then when you do open up a bit”.

interview tion

The final level in the model of Kirkpatrick [47] is results. With regard to RTW, at
the second interview four of the six employees had fully returned to work, and
the other two had partially returned to work (one for 95% of the contract, the
other had worked for 85% of the contract but due to a new operation now just
started working again for 26% of the contract). One of the supervisors stated
that, although the employee had fully returned to work, their level of productivity
still needed to increase in order to keep up with the new standard. Several par-
ticipants mentioned that their new behaviour gave them a sense of peace. Other
results were that setting boundaries gave them a sense of euphoria and made it



easier for them to do it again in the future; by opening up they were more ap-
proachable for others; and their communication skills improved.

Besides the four levels of the model of Kirkpatrick [47], information regarding the
content, method, target group and preconditions of the training was gathered in
the first interview with the participants. The participants were satisfied with the
content of the intervention, all topics were covered and the exercises were valu-
able. None of them could think of an exercise they found useless. In the first
interview, one participant missed the theme of taking the last step to full RTW.
This theme was part of the last session (one month later). Two participants men-
tioned that although the content of the intervention was similar to another inter-
vention they had underwent, they had still learned from the present intervention
because of the group setting and its stronger focus on self-control.

With regard to the method of the intervention, the participants most appreciated
the flexibility the facilitators gave them in giving room for the stories and experi-
ences of all participants. So although the facilitators followed the protocol, the
participants felt that there was room for all their input and did not at all have the
idea that a protocol was followed. Participants were also enthusiastic about the
positive approach and that they themselves had to be active instead of listening
to a trainer. For example, by working with hand-outs participants were asked first
to think about a topic themselves, write down their thoughts on a hand-out and
later discuss it with another participant or in the group. Although in the end you
had a lot of paperwork. In addition, working with flip-overs was found to be helpful
because you could easily retrieve what was spoken about in earlier sessions.
Especially, when after their feedback the flip-charts were hanged in sequence
throughout the room. Furthermore, they enjoyed that they not only got to share
their experiences with others and learn from each other, but also were able to
come up with possible solutions together as a group. The vibe of the sessions
was also appreciated, it really felt as a group and not as a clinical setting or
training that was given on an automatic pilot.

The participants felt that the intervention is suitable for everyone who gets stuck
in their work even if they are not on sick leave, as long as they are open-minded
and are not forced to participate. The high diversity within the group (a combina-
tion of physical and psychological complaints, diversity in how far along employ-
ees are in their RTW) was seen as an advantage. Only one participant thought
it was better to separate different target groups and have separate groups for
employees with physical complaints and psychological complaints because they
differ too much in their RTW process. One of the participants was a former su-
pervisor within the police force. This turned out to be very effective because this
participant could share the point of view of a supervisor. The other participants
valued this input. However, although it worked in this specific group, participation
of a (former) supervisor can also be tricky. It is very important that everyone is
able to speak freely so the supervisor cannot be a supervisor of any of the other
participants. For the same reason it can be an issue when direct colleagues par-
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ticipate in the same group. Participants should be able to speak freely in the
group. In addition, participants opted on a similar intervention for supervisors
who have to guide employees on sick leave.

Finally, regarding the preconditions of the intervention, the participants stressed
the size of the group: they thought a small group of six participants was perfect
and should not be expanded too much. They felt they could be more open-
hearted and vulnerable and that there was a high level of trust and a safe climate.
Most participants were approached by the HR-department to participate in this
intervention. However, their supervisor, labour expert or occupational physician
might be a better way to inform employees in the future. Also, the participants
wished they had received more information before the start of the intervention,
although they could not express what they had missed in the information folder.
One patrticipant opted for an intake before the start of the intervention. This would
give the participants more information about the intervention. In addition, the fa-
cilitators would know more about the participants and would be able to use that
information for the formation of the groups (for instance, to assign employees
with physical and mental complaints to separate groups). All participants agreed
with the planning of the intervention: four sessions in two weeks. The days in
between the sessions gave room to reflect on what was discussed during the
earlier sessions.

This chapter describes the design of a brief group intervention for employees on
long-term sick leave with a job to return to. It is one of the first group interventions
with an evidence-based methodology for employees on long-term sick leave
which focuses on promoting RTW. In the Dutch police force, a mini pilot of this
intervention was conducted in one group with six participants and showed prom-
ising results.

The methodology of the group intervention is based on two elements: skills en-
hancement and strengthening motivation by increasing both self-efficacy and re-
silience against setbacks. This theoretical background sets the group interven-
tion apart from other interventions. The working mechanisms and theoretical
background have proven to be effective in other populations such as unem-
ployed (to promote job seeking abilities and finding a job), early school dropouts
(to stimulate going back to school or work) and (young) employees (to enhance
career development) [e.g., 22,36,38,40-42,49]. Both the RTW-skills (such as set-
ting boundaries, making a RTW plan) as well as self-efficacy and inoculation
against setbacks, were increased by the intervention according to the partici-
pants themselves as well as their supervisors. The participants stated that the
intervention led to an increase in self-confidence, responsibility, taking things into



one’s own hands, setting boundaries and problem-solving skills. And these im-
provements appeared to be long lasting, i.e. at least six months after the start of
the intervention the participants still noticed the effects. These changes were
also seen by their supervisors. They noticed (although the level of improvement
differed) that the employees were more open-hearted, more proactive, could
handle setbacks better and communicated more openly with their supervisor or
their co-workers. They also saw an increase in self-confidence and a more pos-
itive attitude. So, these working mechanisms also appear to work in this new
setting of employees on long-term sick leave. This is in line with a review which
shows that interventions are especially effective when they focus on both skill
development and motivational enhancement [50]. In the current intervention this
is achieved by focusing on RTW skills on the one hand, and enhancing a sense
of mastery (self-efficacy) and inoculation against setbacks on the other hand.
The second distinctive feature of this intervention, the group setting, also showed
to be valuable. Participants mentioned that it was helpful to learn they were not
the only one in such a situation and to find recognition in the other participants.
This recognition of shared experiences, feelings and problems (universality) is
an important feature of group settings [13,14]. In addition, the group setting re-
sulted in social support (especially from peers), active learning, giving and re-
ceiving tips from peers. Participants felt the group to be a small family in which
they could be open-hearted, share their stories and experiences and help each
other. Cohesion (feelings of trust, belonging and togetherness) is another distin-
guished characteristic of group interventions [13,14]. The participant-focused ap-
proach was effective, it increased the level of self-efficacy and problem-solving
skills of the participants. And at follow-up four of the six employees had fully
returned to work and the other two had partially returned to work.

The positive effects of the group intervention were accomplished despite the
small number of participants. Normally, a group would exist of 12-20 participants
instead of the current six participants. Although all participants felt that this small
group resulted in more open-heartedness, a larger group may be necessary in
order to effectively apply group mechanisms (such as rotation, getting enough
input and different input of the group). However, due to the often complex prob-
lems this target population has and the experiences in this mini pilot, a group
larger than 12 participants might be less effective or even counter effective.
Nonetheless, because of the small sample and the lack of a control group, it is
unclear if the intervention promoted RTW and more research is needed to es-
tablish the effects of the intervention.

To our knowledge, this is the first evidence-based group intervention to promote
RTW that focuses on skill development as well as enhancing both self-efficacy
and resilience against setbacks for employees on long-term sick leave. Besides
the cost advantage, a group intervention has other appealing features like social
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support, cohesion, universality and interpersonal learning. Therefore, this inter-
vention is promising since sickness absence has a number of negative conse-
quences for the individual, the organization as well as society. A second strength
of the intervention is its evidence based background. The effectiveness of the
JOBS program, on which this intervention is based, has been established in nu-
merous studies, with the main difference being another target group.

However, several limitations should be kept in mind. First, although the mini pilot
showed promising results, only one training group was involved. More research
is needed to establish the effects of the group intervention. This future research
should include more participants in a training group, a control group and a quan-
titative evaluation in addition to a qualitative evaluation. In addition, a longer fol-
low-up period (for instance one year) should be included to see the long-term
effects of this intervention especially on sustainable RTW. Second, the one mini
pilot that was conducted took place in the specific setting of the Dutch police
force. Although there are no signs that this group intervention would not work in
another setting, it should be studied to test whether the results can be general-
ized.

A new evidence-based group intervention aimed at employees on long-term sick
leave is developed. This training protocol is based on the working mechanisms
of skill development and motivational enhancement (enhancement of self-effi-
cacy and anticipating setbacks). The protocol is tested in a mini pilot within the
Dutch police force and shows promising results. Participants of the mini pilot
show an increase in self-efficacy, resilience against setbacks, proactivity and
RTW-skills. In addition, the group setting has many advantages beside cost-ef-
fectiveness such as feelings of universality, social support and cohesion. More
research is necessary to see whether the effects are robust and can also be
displayed in other settings.
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Sustainable employability - defined as the employees’ capacities to function in
work throughout their working life - has become a key topic in the last decades
[1,2]. The maintenance of physical, mental and cognitive abilities of the labour
force is important to ensure that employees remain employable, stay healthy,
motivated, competent and productive at least until the age of retirement. In addi-
tion, nowadays work is seen as something that can help in the recovery process
of health problems: work keeps people healthy [3-7]. One of the routes to main-
tain sustainable employability is to diminish sick leave rates among workers. Es-
pecially long-term sick leave has several negative effects for employees. Em-
ployees who are on sick leave may not only lose part of a steady income, but
also the five latent functions of employment: (1) Time structure; (2) Regular en-
forced activity; (3) Provision of a social status and identity; (4) A shared collective
purpose; and (5) Regular social contacts outside the direct family [3,5,7,8].
In addition, long-term sickness absence has negative consequences for the or-
ganization concerned as well as society because of the high costs of sick leave,
the loss in productivity, medical consumption, and disability benefits [9-11]. Thus,
the costs of sick leave for all these stakeholders (employee, organization and
society) could decrease if sick leave is prevented or if employees return to work
(RTW) earlier.
In this thesis, we study both the prevention of sick leave as well as the promotion
of RTW. The main objectives are to identify factors that influence prevention of
sick leave and RTW, and to develop and evaluate interventions based on these
factors. In doing so we focus on work characteristics as well as individual differ-
ence factors like self-efficacy. In addition, we specifically address mental retire-
ment as an antecedent of sickness absence. Mental retirement refers to employ-
ees who are physically present at their work, but have already said their good-
byes mentally. Employees who seem to be counting the hours of each working
day and the days until retirement and whose motivation to work has gradually
shifted from intrinsic to extrinsic. ‘My job’ and ‘my company’ have become ‘that
job’ and ‘that company’. Four key questions are addressed in this thesis:

How can mental retirement be defined?

What is the effect of a participative action intervention program on reducing

mental retirement?

What are the predictors of return to work for employees on long-term sick

leave?

What is the effect of a newly developed group intervention aimed at return

to work?

This chapter first presents and discusses the main findings of studies relating to

the key questions addressed. Next, some methodological aspects of the studies
are considered and recommendations are made for future research and practice.

121



122

With regard to preventing sick leave, we focused on the new concept of mental
retirement. Employees who are mentally retired are physically present at their
work, but have already said their goodbyes mentally. This may lead to more sick-
ness absence. Mental retirement appears to consist of three aspects: develop-
mental proactivity (a decline in interest in learning and developing), work en-
gagement (reduced motivation for and connection with the job) and perceived
appreciation (employees perceive themselves and their work as less valued and
appreciated by others). First, we validated this concept by testing this three-fac-
tor structure of mental retirement (Chapter 2). The internal consistency was
good (varying from .80 to .94 for the developmental proactivity scale and the
work engagement scale, perceived appreciation was measured with one item)
and a confirmatory factor analysis showed that the three-factor model fitted the
data adequately, both in a general group of employees and across different sub-
groups (age, education, occupation). In addition, no differences in mean scores
of mental retirement and its sub-components were found for different age groups.
With regard to the other subgroups, higher educated employees reported higher
levels of developmental proactivity and perceived appreciation, while the level of
work engagement was higher for lower educated employees. Furthermore, po-
lice officers were more engaged than employees with office jobs.

Next to the validation of the concept of mental retirement, we also investigated
the effects of a stepwise, bottom-up participatory program with a tailor-made in-
tervention process addressing the level of mental retirement (Chapter 3). The
program consisted of five steps:

Mindmapping sessions;

Diagnostic phase;

Choosing interventions;

Implementation of interventions; and

Evaluation.
This program showed a decrease in the level of mental retirement of employees
who more actively participated in the intervention(s) that were implemented dur-
ing step 4 of the program. In addition, a qualitative analysis showed the im-
portance of a bottom-up, participatory design for the effectiveness of interven-
tions. The participants of the sessions valued the possibility of giving their opin-
ions, being taken seriously and having an influence on the content of the pro-
gram. However, it turned out to be very challenging to keep up participants' com-
mitment to the program and to implement changes when there were no research-
ers to keep them on track. Future research should not only study the effective-
ness of this program further with an improved study design (control group, mul-



tiple follow-ups, several data sources), but also how the implementation of the
interventions can be enhanced. For example, it should be studied what the ef-
fects are of appointing facilitators to a team to support and coach them especially
in the implementation phase. These facilitators can be the researchers but also
HR representatives or trainers of the organization.

The second part of this thesis involves research on promoting RTW after sick
leave. We started with increasing the insight in the predictors of RTW in different
groups of employees who were on long-term sick leave. First, we examined
whether these predictors varied among employees who were on sick leave due
to three different self-reported reasons for sick leave: physical, mental or co-
morbid physical and mental problems (Chapter 4). This study showed that par-
tial RTW at baseline and lower age were strong predictors of earlier RTW in all
three groups, and that RTW self-efficacy (i.e., the belief a person has in fulfilling
work demands or a work role) predicted earlier RTW in two groups (sick leave
due to physical problems and sick leave due to co-morbid problems). Interest-
ingly, there was no association of RTW self-efficacy in the group with mental
complaints. The effect of self-efficacy in this group may be overruled by other
factors, such as stigmatization or social support. For example, a possible expla-
nation is that the stigmatization of mental health problems in the workplace is
high. As a result, employees might avoid their workplace more often and receive
less support from their colleagues and supervisor, making it less likely to return
to work. Other predictors of full RTW varied among groups. Most of these pre-
dictors are rather stable concepts and therefore hard to change in a short time,
such as level of education, type of contract and children living at home. Employ-
ees with a low education needed more time to return to work fully (sick leave due
to physical complaints). RTW took more time for employees with a permanent
contract (for sick leave due to mental complaints as well as co-morbid com-
plaints). In the group with both physical and mental problems as the (self-re-
ported) cause of sick leave, the duration until full RTW was also longer for em-
ployees with children living at home or a lower level of active-problem-solving
coping. All of the predictors found in this study were demographic characteristics
and personal resources, no relations were found between health characteristics
and work characteristics with duration until full RTW. Second, we studied the
relations between work characteristics, depressive symptoms and duration until
full RTW among long-term sick-listed employees (Chapter 5). Although several
work characteristics (decision authority, psychological demands, supervisor sup-
port and RTW self-efficacy) were related to depressive symptoms, only two work
characteristics were linked to time until full RTW. High levels of RTW self-efficacy
(a personal resource) and low levels of physical exertion (a job demand) were
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related to less time until full RTW. These two studies show that tailoring might
improve the effects of interventions because the predictors of full RTW differ
among groups. Furthermore, work characteristics may have a larger influence
on whether or not employees return to work at all than on the duration until full
RTW.

Based on the results of the predictors of RTW, we developed a brief evidence-
based group intervention for employees on long-term sick leave (Chapter 6).
This intervention was based on the working mechanisms of skill development
and motivational enhancement (enhancement of self-efficacy and anticipating
setbacks). In a first try-out (mini-pilot) within the Dutch police force, the interven-
tion showed promising results. Participants reported an overall increase in self-
efficacy, resilience against setbacks and proactivity. At follow-up (six months af-
ter the intervention), four of the six long-term sick-listed employees had fully re-
turned to work and the other two had partially returned to work. Next to cost-
effectiveness, the group setting of the intervention seemed to have distinct ad-
vantages, such as universality (recognition of shared experiences, feelings and
problems), social support and cohesion (feelings of trust, belonging and togeth-
erness). These features make group interventions especially appealing for em-
ployees who are on long-term sick leave because they often feel isolated and
alienated. Nonetheless, because of the small sample and the lack of a control
group, more research is necessary to see if the effects are robust and be found
in other settings.

Skills demands and the labour market are rapidly changing, due to technical de-
velopments, globalization and innovations [12-13]. Organizations need to be
more flexible and adaptable, which requires other competencies from employees
than before. This causes employees' skills to become obsolete and endangers
their sustainable employability. In addition, the Dutch working population is rap-
idly ageing due to lower birth rates, a decline in mortality rates, and an increase
in official pension ages [14-15]. These two developments lead to an increasing
pressure for maintenance of physical, mental and cognitive abilities of the labour
force to ensure that employees remain employable and stay healthy, motivated,
competent and productive at least until the age or retirement [1-2]. These devel-
opments may boost the interest in the concept of mental retirement.

Our studies show that mental retirement is a reliable concept with three compo-
nents: developmental proactivity, work engagement and perceived appreciation



[16,17]. Employees who are less mentally retired are more flexible and adapta-
ble, making it likely they are more capable to deal with the change in skills de-
mands. Perhaps mental retirement can be seen as a reciprocal connection: on
the one hand, employees who have a higher level of work engagement may be
more appreciated by their supervisors and colleagues. On the other hand, if em-
ployees perceive more appreciation of their supervisors and colleagues their
level of work engagement may rise.

Mental retirement may have the connotation that it mostly applies to older em-
ployees. An often-made assumption is that employees who are closer to their
actual retirement, will have higher levels of mental retirement. Especially since
previous research has shown that older employees have a decline in interest
and participation in learning activities and disengagement [18-20]. However, our
study shows that levels of mental retirement do not differ between age groups
and similarly the three sub-components of mental retirement do not differ be-
tween age groups either [17]. Our results indicate that mental retirement is not
age-related, but perhaps it is more linked to the degree of work being motivating,
by incorporating important work-related values [2]. For example, our results
show that police officers have a higher level of work engagement than employ-
ees in office jobs. This may be due to the fact that for many police officers their
job is not just a job, but a ‘calling’. In addition, their work is often more versatile
and has more variation than office jobs and there frequently is an immediate
result of their actions. This indicates that to decrease the level of mental retire-
ment, an organization should not specifically focus on their older employees but
put effort in increasing the engagement of their employees as a collective.

We examined in a prospective cohort study which factors influence the RTW
duration. Our results show that two predictors are important, especially in the
RTW duration. The first one is self-efficacy. Our studies confirmed the essential
role of self-efficacy in the RTW process [21,22]. In a longitudinal study, we found
that the higher the level of RTW self-efficacy at baseline, the earlier employees
returned to work, which is supported by earlier research [23-27]. Self-efficacy is
not only predictive of the initiation of a behaviour but also of persistence in the
execution of that behaviour [28]. People with high levels of self-efficacy set them-
selves challenging goals and approach difficult tasks as challenges to be mas-
tered instead of avoided. They also persevere in the pursuit of their goals and
are better able to handle setbacks. When applied to the context of RTW, this
reasoning implies that employees with lower levels of RTW self-efficacy are likely
to be less confident to be successful in performing (again) their work and less
confident in handling setbacks, leading them to avoid the work setting. Conse-
quently, their return-to-work process will be delayed. Conversely, employees
with high levels of RTW self-efficacy will have more confidence in their ability to
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face the challenges in the workplace and will RTW faster. Although self-efficacy
is only one of many factors that may influence RTW, it is an appealing construct
because of its modifiability. In contrast to other determinants of RTW behaviour,
there are evidence-based techniques to influence self-efficacy [29].

According to Bandura [28], the most powerful way to improve self-efficacy is to
enhance personal mastery. This can be done through positive reinforcement by
success experiences regarding the target behaviour. One way to increase suc-
cessful experiences during a RTW process is to enhance personal mastery
through partial RTW. Partial RTW is the second important predictor of RTW.
Partial RTW or graded work exposure (gradually exposing employees on sick
leave to the work setting) may provide successful work experiences that chal-
lenge dysfunctional beliefs an employee might have about work and RTW [4].
Research has shown that graded work exposure enhances full RTW
[4,21,22,28,30-32]. The challenge is to make sure that employees are able to
handle setbacks or obstacles that they may encounter in the work environment
and that the steps that are taken during partial RTW provide successful work
experiences. Consequently, these successful work experiences will challenge
the dysfunctional beliefs that an employee may hold about work and RTW. The
modification of dysfunctional beliefs is one of the basic mechanisms that explain
the effectiveness of (gradual) exposure [33,34].

Work characteristics have often been studied in relation to sickness absence and
the onset of disorders. Yet, relatively few studies have examined the link be-
tween work aspects and RTW. The studies that have studied this link indicate a
relation between some job demands or job resources and RTW [e.g., 35-41].
The role of work characteristics is especially interesting since of all the factors
involved in the RTW process, employers can alter and subject work characteris-
tics like job control, job demands and social support more easily to interventions
and treatment than disorder-related or personal factors. However, in our studies
we found few or no direct associations between work characteristics and RTW.
Some other studies on workers with low back pain or common mental disorders
also found few direct associations between work characteristics and RTW or dis-
ability [42,43].

One explanation for these different results can be the variations in the definition
and measurement of RTW. Research shows that studies use various definitions
of RTW outcomes, and the prognostic factors tend to differ across RTW out-
comes [44,45]. More research is necessary to better understand the role of work
characteristics in the RTW process. Another explanation draws on the different
populations that are used. The duration of sick leave at the start of the study
differed enormously across earlier studies. Some studies used an inclusion cri-
terion of at least one day of sick leave, while in other studies employees had to
report sick for at least 4 weeks or employees on sick leave for 12 weeks or more
were excluded. Our study, however, included only people who were on sick leave



for at least 13 weeks. Work characteristics may play a more important role in the
RTW process for people on short-term sick leave in comparison with long-term
sick leave. The employees’ perceptions of job demands as work load and emo-
tional demands, but also job resources as decision latitude, may influence the
decision to RTW. However, when employees are on long-term sick leave (as in
our studies more than 13 weeks at baseline), the RTW process may be more
multi-layered with a more diverse range of factors that play a role in work re-
sumption decreasing the influence of work aspects on RTW. Therefore, interven-
tions aimed at promoting RTW for employees on long-term sick leave may be
better off focusing on other factors (such as RTW self-efficacy, promoting partial
RTW and recurring contact between the supervisor and employee) than work
characteristics.

To improve the effects of interventions on RTW, a focus on both self-efficacy as
well as partial RTW may be important since they both appear to be an effective
component in several interventions and theoretical models for RTW [4,23,24,30].
And although work characteristics may not have a clear influence on RTW, they
may influence RTW self-efficacy. For example, a study by Nieuwenhuijsen,
Noordik, Van Dijk and Van der Klink [46] showed that lower levels of fatigue,
depressive symptoms, work pace and workload are associated with higher levels
of RTW self-efficacy. This suggests that interventions regarding RTW should fo-
cus on enhancing self-efficacy and partial RTW.

Apart from these content-specific factors, there are several other features of in-
terventions that have been proved to be effective in previous research. First, a
participatory design of an intervention can be effective and can lead to feelings
of joint ownership, control and responsibility, a greater sense of fairness and may
smoothen the change process [47-51]. Second, a stepwise, tailor-made inter-
vention process provides a framework for organizations that can be used to
make suitable choices for interventions and increases the chance that the inter-
ventions that are implemented meet the specific needs of the target group better,
that the action plans that are made together are more effective and that the re-
sults are better used [47,52,53]. Third, a group setting can have several appeal-
ing features that may further improve the effects of interventions. These appeal-
ing factors are cohesion (feelings of trust, belonging and togetherness), social
support, universality (recognition of shared experiences, feelings and problems),
learning from peers, modelling, inspiration (instillation of hope) and interpersonal
learning [54,55]. Based on these findings, the two interventions that were exam-
ined in our studies (decreasing mental retirement and promoting RTW) incorpo-
rated these features. And although the RTW group intervention was only a mini-
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pilot and the mental retirement program also had several limitations, our results
suggest that these intervention features may be effective.

Several methodological aspects, strengths as well as limitations, of our studies
deserve consideration. First, both intervention studies are the first studies in their
field. No other study has examined the effects of a program for diminishing men-
tal retirement. Such a program may become more important because of the in-
creasing interest in sustainable employability due to the rapid changes in skills
demands in a changing labour market dealing with a fast aging of the workforce.
The RTW group intervention was also the first evidence-based group interven-
tion in the RTW field which focuses on skill development as well as enhancing
both self-efficacy and resilience against setbacks for employees on long-term
sick leave. The intervention also has an evidence-based background, since the
effectiveness of the JOBS program (on which the intervention is based) has been
established in numerous studies, with the main difference of having another tar-
get group such as unemployed, early school drop-outs and (young) employees
[e.g. 56-60].

Second, both interventions are group interventions. Besides having a cost ad-
vantage as compared to individual interventions, a group intervention has other
appealing features like social support, cohesion (feelings of trust, belonging and
togetherness), universality (recognition of shared experiences, feelings and
problems) and interpersonal learning. Therefore, this type of intervention is
promising since sustainable employability gains in importance and sickness ab-
sence has a number of negative consequences for the individual, the organiza-
tion and society.

Third, the studies on the predictors of RTW (Chapters 4 and 5) are among the
very few that combine a follow-up period of two years with a sick leave period at
baseline of more than 12 weeks. Most studies about employees on long-term
sick leave apply an exclusion criterion of maximum sick leave duration of 12
weeks at baseline and a one-year follow-up [e.g. 24,38,41]. Populations of em-
ployees with a sick leave period at baseline of more than 12 weeks and a follow-
up of more than one year have as yet only rarely been studied. Even though they
are interesting since research has shown that the probability of RTW in sick-
listed employees with mental disorders decreases after the first three months of
sickness absence [61]. Our studies show the predictors of RTW for the group of
employees that has not returned to work after three months. For example, work
characteristics appeared not to have an influence on RTW for this group while
RTW self-efficacy was associated with RTW.



With respect to our studies on predictors of RTW, one limitation is that although
RTW was measured prospectively, the data on the work characteristics were
gathered retrospectively. This retrospective measurement may have led to a re-
call bias, especially since almost 60% of the participants were partially at work
at baseline. Their present work experiences may have affected their opinion on
the characteristics of their work prior to the start of their sick leave. Similarly, the
responses of those employees who were still fully on sick leave may have been
influenced by their experiences during sick leave, because the baseline meas-
urement was 19 weeks after the start of sick leave. A longitudinal design with
work characteristics being measured before the start of sick leave is preferable,
but such studies are difficult to conduct.

Our studies examining the effects of interventions (the mental retirement pro-
gram as well as the RTW group intervention) both had a similar limitation. In both
studies a control group was missing. In the mental retirement study, even em-
ployees who reported that they had not actively participated in the intervention(s)
had been exposed to the program. That is, all members of a department or team
were informed about the mindmapping sessions, the results of the baseline
guestionnaire and the interactive sessions in which plans of actions were made
for the intervention(s). However, a control group was formed based on the level
of exposure (i.e. the level of active participation) to the interventions that were
implemented. Using such process evaluation and incorporating the measure-
ment of intervention exposure in participants’ samples is a way of coping with
problems that often occur in applied occupational health research [62,63]. In this
field of research, the interventions and the context are often complex and there-
fore hard to control, making it difficult to establish a randomized controlled trial
(RCT) with a control and intervention group [62-65]. Additionally, a RCT might
not be the golden standard for examining the effects in applied occupational
health research, because even when a RCT is performed with success, the
question remains whether the conclusions can be generalized to other organiza-
tions and individuals or that the results only apply for a selected sample of indi-
viduals [65,66]. Using process evaluation instead makes it possible to take into
account the complex, chaotic and uncontrollable organizational settings. In the
RTW group intervention, it was not possible to use process evaluation to create
a control group. Here a control group should be created by employees on long-
term sick leave who work in the same (police) unit but who did not participate in
the group intervention. However, in our study it was not feasible to compare the
results of the participants with a control group.

This thesis has yielded some interesting findings that ask for further research
addressing several unanswered questions and opportunities. With respect to the

129



130

concept of mental retirement and the intervention program to reduce or prevent
mental retirement, future research should be longitudinal in nature and should
also focus more on exploring the predictors and the effects of mental retirement.
This thesis has provided indications that the concept of mental retirement is reli-
able across several sub-populations and is not (necessarily) related to age. And
although promising, the concept itself needs more conceptualization since the
predictors and effects of mental retirement are still unclear. Future research
should therefore be aimed at building a conceptual model of mental retirement
including predictors and effects of the concept. Exploring the predictors of mental
retirement may also lead to improvements of the mental retirement program. It
can not only help to select interventions (step 3 of the program: choosing inter-
ventions), but it will also increase the chance that these interventions will be ef-
fective in reducing the level of mental retirement. And although there are indica-
tions that mental retirement might have negative consequences for employees
(e.g., lower employability and mental health), for the organization (reduced
productivity, absenteeism, profit loss) and society in general (costs due to early
retirement, well-being), more research is needed to study the effects of mental
retirement.

Although the RTW group intervention showed promising results, more extensive
research is warranted to establish the effects of this group intervention since our
study consisted of one mini-pilot in the specific setting of the Dutch police force.
This future research should therefore include more training groups with more
participants in different organizations and sectors in order to establish the effects
of this group intervention. This pilot study has shown that the working mecha-
nisms of skill development and motivational enhancement (enhancement of self-
efficacy and anticipating setbacks) of this group intervention that have proven to
be effective in other target groups appear to also be effective in this new target
group of employees on long-term sick leave. However, more research is needed
to establish these effects. In addition, an interesting opportunity is to adapt the
intervention protocol to make it (also) suitable for employees who are still working
but have a high frequency of short-term sick leave or whose career development
is hindered in order to prevent long-term sick leave. In addition, a longer follow-
up period (for instance one year) should be included to see the long-term effects
especially on sustainable RTW. Furthermore, new research on the effects of the
RTW group intervention should include both a qualitative and a quantitative eval-
uation.

Future intervention studies, both for the mental retirement program as well as
the RTW group intervention, should use a control group (with employees that
have no knowledge of the intervention at all) and compare it to an intervention
group that did participate in the mental retirement program or RTW group inter-
vention to see what the effects are of the interventions. Finally, in the field of sick
leave and RTW studies, other sources of data should be considered since most
studies, including the ones in this thesis, only make use of self-report which can



be prone to recall bias. These other sources of data can be organizational infor-
mation such as productivity numbers, level of absenteeism in the organization or
relapse rates. In addition, supervisors or colleagues can be asked about the
changes they observe in the employee.

As long-term sick leave has several negative consequences for the employee
him- or herself as well as the organization and the society as a whole, it is im-
portant to create a situation that improves the odds that employees are healthy
and do not need to report sick. Further, when sick leave does occur, it is essential
to make sure partial RTW is promoted and that self-efficacy is increased by suc-
cessful work experiences. Our studies have several implications for practice to
help achieve this. First, (newly developed) interventions should be theory-based
and be built on the specific predictors of RTW. One important element that
should be incorporated into an intervention is enhancing self-efficacy. A high
level of self-efficacy not only increases the chance of initiation of a specific be-
haviour but it also increases the chance that the person will persevere the exe-
cution of that behaviour. Our studies have shown that this is an essential concept
in the RTW process. Employees with high levels of RTW self-efficacy will have
more confidence in their ability to face the challenges in the workplace and RTW
faster. One way to improve self-efficacy is to enhance personal mastery. This
can be done through positive reinforcement by increasing successful experi-
ences during the RTW process. Partial RTW can provide successful work expe-
riences that challenge the dysfunctional beliefs an employee might have about
work and RTW. The challenge is to make sure that employees are able to handle
setbacks or obstacles that they may encounter so that the steps that are taken
in the graded activity provide successful work experiences.

Second, our results underline the importance of group-based interventions.
Group interventions have several appealing features that may improve their ef-
fects. Some of these appealing factors are cohesion (feelings of trust, belonging
and togetherness), social support, universality (recognition of shared experi-
ences, feelings and problems), learning from peers, modelling, inspiration (instil-
lation of hope), interpersonal learning and of course the cost advantage. In ad-
dition, participants of group interventions may gain a boost in usefulness and
feelings of value by helping other group members and they, in turn, may be in-
spired by other participants. These features make group interventions especially
appealing for employees who are on long-term sick leave because they often
feel isolated and alienated. Although these appealing features of group interven-
tions have often been established, only few evidence-based group interventions
in the RTW field have been developed and tested thus far. In order for these
group interventions to fully live up to their expectations, it is important that where
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possible these interventions should have a participatory design. This will lead to
feelings of joint ownership, control and responsibility, a greater sense of fairness
and may smoothen the change process.

Third, although in applied research it is hard to control the interventions and the
context settings, this type of research is necessary to improve our knowledge.
Employees who are on sick leave or who are close to reporting sick also have to
navigate in a very complex and multi-layered context. So, to intervene in this
process and to prevent sick leave or to promote RTW, the research that is con-
ducted should be carried out in the same surroundings and not in a controlled
setting. Action research where the researchers thoroughly and closely follow
what happens, continuously evaluate and act on the interim results can be a way
to deal with these context settings. Especially when action research is combined
with a participatory intervention. Action research may also be more appealing for
organizations to participate in. In action research organizations do not have to
wait until the end of the study to see the results, but results are continuously
shared and action and research are achieved at the same time. Alongside the
implementation process, practical problems may be addressed and managed
accordingly.
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The objectives of this dissertation are to identify factors that influence prevention
of sick leave and return to work (RTW), and to develop and evaluate interven-
tions based on these factors. Below a summary is provided per chapter of this
dissertation.

Chapter 1 provides an overall introduction that explains the relevance of im-
provement of interventions that prevent sick leave or promote RTW for employ-
ees. Work provides not only a steady income but also offers other benefits such
as time structure, regular activity, social status, a shared purpose and social con-
tacts. These benefits can be lost when people are absent from their work for a
long period due to sickness. Especially long-term sick leave has several negative
effects and high costs for both employees as well as the organization concerned
and society in general. These negative effects and high costs could decrease if
either sick leave is prevented or if employees would return to work earlier. It is
therefore important that effective interventions are implemented.

Loss of the benefits, that work provides, may not only emerge when an employee
is on long-term sick leave, but also when an employee mentally withdraws from
his or her job. We call this mental retirement. This new concept of mental retire-
ment refers to employees who seem to be counting the hours of each working
day and the days until retirement and whose motivation to work has gradually
shifted from intrinsic to extrinsic. ‘My job’ and ‘my company’ have become ‘that
job’ and ‘that company’. Mental retirement may be an interesting new topic in the
prevention of sick leave, since the decision to report sick also depends on the
level of commitment to the job.

In addition to preventing sick leave, research is also needed to enhance RTW.
Existing research mainly focuses on predictors of sick leave and the onset of
disorders, but not on the factors that may promote or hinder RTW. To design
interventions that effectively promote RTW, it is important to gain more insight
into the predictors of RTW.

Research has shown that several features are important for interventions to be
effective. Firstly, a tailor-made approach is advocated. Tailoring improves the
utilization of the results, helps to choose the interventions that meet the specific
needs of the organization and make effective action plans. Secondly, a stepwise
approach is effective by providing a framework for organizations that can be used
to make suitable choices for interventions. A third important feature is a partici-
patory approach. By using the knowledge, skills and perceptions within the team,
a feeling of joint ownership is created during the program. Fourth, group inter-
ventions have several appealing features that may improve their effects, such as
recognition of shared experiences, social support and learning from peers. Re-
search has also shown that there are indications that multimodal approaches,
which combine interventions on health conditions and work-focused interven-
tions, are especially effective in enhancing RTW.
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Chapter 2 is centred around the research question ‘How can mental retirement
be defined?’ Employees who are mentally retired are physically present at their
work, but have already said their goodbyes mentally. Based on an initial explo-
ration, mental retirement appears to consist of three aspects: developmental pro-
activity (a decline of interest in learning and developing), work engagement (re-
duced motivation for and weaker connection with the job) and perceived appre-
ciation (employees perceive themselves and their work as less valued and ap-
preciated by others). We validated this concept by testing this three-factor struc-
ture of mental retirement in a sample of employees of five different public and
private organizations (N=867). Three departments of the National Police partici-
pated: two departments of police officers and one facility department. The other
four organizations were an archive department of the government, a department
of the Dutch Ministry of Education that provides student financing, one location
of an organization that implements national insurance schemes in the Nether-
lands and one team of management assistants of a health technology organiza-
tion.

The internal consistency of mental retirement was good (with Cronbach’s alfa
varying from .80 to .94 for the developmental proactivity scale and the work en-
gagement scale). In addition, a confirmatory factor analysis showed that the
three-factor model fitted the data adequately. Furthermore, analysis showed that
this three-factor model was stable across different subgroups (age (<50 years;
=250 years), level of education (low, intermediate, high) and occupation (police
officers and office jobs)). This adds to the validity of the concept of mental retire-
ment. In addition, this study showed that the level of mental retirement differs
across these subgroups. Higher educated employees reported higher levels of
developmental proactivity and perceived appreciation, while the level of work
engagement was higher for lower educated employees. Furthermore, police of-
ficers were more engaged than employees with office jobs. However, no differ-
ences in mean scores of mental retirement and its sub-components were found
for age. Since sustainable employability is more and more essential in today’s
society, there is an increasing pressure for maintenance of physical, mental and
cognitive abilities of the labour force. The prevention of mental retirement may
play an important role in the maintenance of these abilities. And although prom-
ising, more research is needed on mental retirement in order to build a concep-
tual model of mental retirement including predictors and effects of the concept.

Chapter 3 provides an answer to the research question ‘What is the effect of a
participative action intervention program on reducing mental retirement?’ In a
prospective cohort study with a one-year follow-up among 683 employees of
three organizations, the effects of this program were tested. Three departments
of the Dutch National Police participated: two departments of police officers and
one facility department. The other two organizations were an archive department
of the Dutch government and one location of a non-profit organization that im-



plements national insurance schemes in the Netherlands. The program consists
of five steps:

Mindmapping sessions;

Diagnostic phase;

Choosing interventions;

Implementation of interventions; and

Evaluation.
Multilevel analysis (N=466) showed no overall effect of the program on mental
retirement and its sub-components. However, when taking into account the level
of active participation in the intervention(s) that were implemented during step 4
of the program, a more active participation was linked to a lower level of mental
retirement and higher levels of developmental proactivity and work engagement.
In addition, a qualitative analysis showed the importance of the bottom-up, par-
ticipatory design. The participants of the sessions valued the possibility of giving
their opinions, being taken seriously and having an influence on the content of
the program. The specific features of the mental retirement program (participa-
tory design and the stepwise, tailor-made intervention process) might be more
important in explaining the effects that were found in the present study than the
specific interventions that were implemented in each team during step 4 of the
program. However, it turned out to be very challenging to keep up participants'
commitment to the program and to implement the interventions when there were
no researchers to keep them on track. Future research should study the effec-
tiveness of this program further with an improved study design. In addition, it
should be studied what the effects are of appointing facilitators to a team to sup-
port and coach them, especially in the implementation phase. These facilitators
can be the researchers but also HR representatives or trainers of the organiza-
tion.

Chapter 4 answers the research question: What are the predictors of return to
work for employees on long-term sick leave?’ In a prospective cohort study with
a two-year follow-up among 682 Dutch employees predictors of RTW were stud-
ied. These employees were on long-term sick leave due to three different self-
reported reasons for sick leave: physical (52.6%), mental (23.3%) or co-morbid
physical and mental problems (24.0%). On average they were sick-listed for 19
weeks at baseline. This study showed that partial RTW at baseline and lower
age were strong predictors of earlier RTW in all three groups, and that RTW self-
efficacy (i.e., the belief a person has in fulfilling work demands or a work role)
predicted earlier RTW in two groups (sick leave due to physical problems and
sick leave due to co-morbid problems). Other predictors of full RTW varied
among groups. Most of these predictors are either rather stable concepts that
are hard to change in a short time or factors that are practically not always fea-
sible to change in a short time, such as level of education, type of contract and
children living at home. Employees with a low education needed more time to
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return to work fully (sick leave due to physical complaints). RTW took more time
for employees with a permanent contract (both for sick leave due to mental com-
plaints as well as co-morbid complaints). In the group with both physical and
mental problems as the (self-reported) cause of sick leave, the duration until full
RTW was also longer for employees with children living at home or a lower level
of active-problem-solving coping. All of the predictors found in this study were
demographic characteristics and personal resources, no relations were found
between health characteristics and work characteristics with duration until full
RTW.

The research question What are the predictors of return to work for employees
on long-term sick leave ?’ was also the focus of Chapter 5. In the same prospec-
tive cohort study as used in Chapter 4, we examined the relations between work
characteristics, depressive symptoms and duration until full RTW among long-
term sick-listed employees (N=883). RTW took longer for employees with de-
pressive symptoms at baseline. Although several work characteristics (decision
authority, psychological demands, supervisor support and RTW self-efficacy)
were related to depressive symptoms, only two work characteristics were linked
to time until full RTW. Employees with high levels of RTW self-efficacy (a per-
sonal resource) and low levels of physical exertion (a job demand) took less time
to fully return to work. The two studies that are described in Chapters 4 and 5
show that the predictors of full RTW differ among groups which indicates that
tailoring might improve the effects of interventions. Furthermore, work character-
istics may have a larger influence on whether or not employees return to work at
all than on the duration until full RTW.

Chapter 6 focuses on the question ‘What is the effect of a newly developed
group intervention aimed at return to work?’ Based on the results of the predic-
tors of RTW, we developed a brief evidence-based group intervention for em-
ployees on long-term sick leave. This intervention was based on the working
mechanisms of skill development and motivational enhancement (enhancement
of self-efficacy and anticipating setbacks). By focusing on enhancing self-effi-
cacy in combination with RTW skills acquisition, participants gain a sense of
mastery. Further, the program is participant-focused instead of trainer-focused,
which means the participants are seen as the experts and information source.
The participants themselves, as a group, come up with solutions for their own
problems. In addition, the treatment style of giving positive reinforcement, spe-
cific positive feedback and disregarding ineffective behaviour is used. Employ-
ees were eligible for the program when they were partially or fully on sick leave
for at least four weeks and had a job to return to. There were no specific inclusion
or exclusion criteria regarding health complaints. So employees with physical
health complaints, psychological health complaints or a combination could all
take part in the intervention. In a mini-pilot within the Dutch police force (N=6,



average sick leave of 13.9 months), the intervention showed promising results.
Participants showed an overall increase in self-efficacy, resilience against set-
backs and proactivity. At follow-up (six months after the intervention), four of the
six employees had fully returned to work and the other two had partially returned
to work. In addition, the group setting of the intervention appeared to have dis-
tinct advantages, beside cost-effectiveness, such as universality (recognition of
shared experiences, feelings and problems), social support and cohesion (feel-
ings of trust, belonging and togetherness). These features make group interven-
tions especially appealing for employees who are on long-term sick leave be-
cause they often feel isolated and alienated. Nonetheless, because of the small
sample and the lack of a control group, more research is necessary to see if the
effects are robust and can also be displayed in other settings.

Chapter 7 presents a general discussion of this dissertation. First, our main find-
ings are described for each of the research questions presented in the first chap-
ter. Secondly, this chapter reflects in greater detail upon the findings of our stud-
ies and discusses the practical implications.

It is concluded that self-efficacy plays an important role in the RTW process.
Employees with high levels of RTW self-efficacy will have more confidence in
their ability to face the challenges in the workplace and will return to work faster.
Although self-efficacy is only one of several factors that may influence RTW, it is
an appealing construct because of its modifiability. In contrast to several other
determinants of RTW behaviour, there are evidence-based techniques to influ-
ence self-efficacy. In addition, our studies show little or no direct associations
between work characteristics and RTW. Therefore, interventions aimed at pro-
moting RTW for employees on long-term sick leave may be better off focusing
on increasing self-efficacy than on work characteristics.

Apart from these content-specific factors, there are several other factors that im-
prove the impact of interventions. First, a participatory design of an intervention
can be effective and can lead to feelings of joint ownership, control and respon-
sibility, a greater sense of fairness and may smoothen the change process. Sec-
ond, a stepwise, tailor-made intervention process provides a framework for or-
ganizations that can be used to make suitable choices for interventions and in-
creases the chance that the interventions that are implemented meet the specific
needs of the target group better, that the action plans that are made are more
effective and that the results are better used. Third, a group setting can have
several appealing features that may improve the effects of interventions. These
appealing factors are cohesion (feelings of trust, belonging and togetherness),
social support, universality (recognition of shared experiences, feelings and
problems), learning from peers, modelling, inspiration (instillation of hope) and
interpersonal learning. The two interventions that were examined in our studies
(decreasing mental retirement and promoting RTW) incorporated these features.
And although the RTW group intervention was only a mini-pilot and the mental
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retirement program also had several limitations, our results suggest that these
intervention features may be effective.

To conclude, this dissertation has provided insights in the new concept of mental
retirement and the RTW process and offered two interventions that may be used
to decrease the level of mental retirement in organizations and promote RTW for
employees on long-term sick leave.
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Het doel van dit proefschrift is om factoren te identificeren die van invloed zijn op
het voorkémen van ziekteverzuim en bevorderen van werkhervatting. Daarnaast
is het doel om interventies, gebaseerd op deze factoren, te ontwikkelen en te
evalueren. Hieronder volgt een samenvatting per hoofdstuk van dit proefschrift.

Hoofdstuk 1 geeft een algemene introductie van het belang om interventies ter
voorkoming van ziekteverzuim en bevordering van werkhervatting van werkne-
mers te verbeteren. Werk voorziet niet alleen in een stabiel inkomen, maar het
levert ook andere voordelen op zoals structuur, activiteit, sociale status, een ge-
deeld doel en sociale contacten. Deze voordelen kunnen verdwijnen op het mo-
ment dat mensen langdurig op hun werk afwezig zijn vanwege ziekte. Met name
langdurig verzuim brengt verschillende negatieve gevolgen en hoge kosten met
zich mee voor zowel werknemers als de betreffende organisaties en de samen-
leving in zijn geheel. Deze negatieve gevolgen en hoge kosten zouden vermin-
derd kunnen worden als ziekteverzuim wordt voorkdmen of als werknemers
sheller het werk hervatten. Daarom is het belangrijk dat er effectieve interventies
worden geimplementeerd.

Het verlies van de voordelen waarin werk voorziet, ontstaat mogelijk niet alleen
bij langdurig verzuim maar ook als een werknemer mentaal afstand neemt van
zijn of haar baan. Wij noemen deze gevoelens van disconnectie van het werk en
de organisatie mentaal pensioen. Het nieuwe begrip mentaal pensioen verwijst
naar werknemers die de uren tot het einde van de werkdag en de dagen tot hun
pensioen lijken af te tellen en wiens motivatie geleidelijk van intrinsieke naar ex-
trinsieke motivatie is verschoven. ‘Mijn baan’ en ‘mijn organisatie’ zijn ‘die baan’
en ‘die organisatie’ geworden. Mentaal pensioen is mogelijk een interessant
nieuw onderwerp in het voorkdmen van ziekteverzuim, omdat de beslissing om
je ziek te melden ook bepaald wordt door de mate van verbondenheid met het
werk.

Naast het voorkdmen van ziekteverzuim is er ook onderzoek nodig om werkher-
vatting te bevorderen. De bestaande literatuur focust zich met name op de voor-
spellers van ziekteverzuim en het ontstaan van klachten, maar niet zozeer op
factoren die werkhervatting belemmeren of bevorderen. Om interventies te ont-
werpen die effectief werkhervatting bevorderen is meer inzicht in de voorspellers
van werkhervatting nodig.

Onderzoek heeft laten zien dat meerdere kenmerken van belang zijn voor de
effectiviteit van interventies. Ten eerste is een maatwerk-benadering van belang.
Maatwerk verbetert het gebruik van de resultaten, helpt interventies te kiezen
die passen bij de specifieke behoeften van een organisatie en vergroot de kans
op effectieve actieplannen. Ten tweede laat onderzoek zien dat een stapsge-
wijze benadering effectief is, doordat het een raamwerk biedt aan organisaties
om passende keuzes te maken voor interventies. Een derde belangrijk kenmerk
is een participatieve aanpak. Door gebruik te maken van de kennis, kunde en
ideeén van een team ontstaat er een gevoel van gedeelde verantwoordelijkheid.
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Ten vierde hebben groepsinterventies aantrekkelijke kenmerken waardoor ef-
fecten verbeterd worden, zoals herkenning, sociale steun en leren van gelijken.
Onderzoek heeft laten zien dat er aanwijzingen zijn dat multimodale aanpakken,
waarbij interventies op gebied van gezondheid gecombineerd worden met inter-
venties die een focus op werk hebben, heel effectief zijn in het bevorderen van
werkhervatting.

Hoofdstuk 2 richt zich op de onderzoeksvraag “Hoe kan mentaal pensioen wor-
den gedefinieerd?” Werknemers die mentaal gepensioneerd zijn, zijn fysiek aan-
wezig op hun werk, maar hebben mentaal al afscheid genomen. Gebaseerd op
een eerste verkenning lijkt mentaal pensioen uit drie onderdelen te bestaan: pro-
actieve leeroriéntatie (een afname in interesse in leren en ontwikkelen), bevlo-
genheid (verminderde motivatie voor en verbondenheid met het werk) en erva-
ren waardering (werknemers kennen zichzelf en hun werk minder waarde toe en
voelen zich minder gewaardeerd door anderen). We hebben dit begrip gevali-
deerd door de driefactor-structuur van mentaal pensioen te testen in een steek-
proef van werknemers van vijf verschillende publieke en private organisaties
(N=867). Drie teams van de Nationale Politie hebben deelgenomen: twee basis-
teams van agenten en één facilitaire afdeling. De andere vier organisaties waren
een archiefdienst van de overheid, een afdeling van het Ministerie van Onder-
wijs, Cultuur en Wetenschap, een locatie van de uitvoerder van volksverzekerin-
gen in Nederland en een team van managementassistenten van een organisatie
op het gebied van gezondheidstechnologie.

De interne consistentie van mentaal pensioen was goed (de waarde van Cron-
bach’s alfa varieerde van .80 tot .94 voor de proactieve leeroriéntatie en bevlo-
genheidsschaal). Tevens liet een confirmatieve factoranalyse zien dat de drie-
factor-structuur goed bij de data paste. Daarnaast bleek dat de driefactor-struc-
tuur stabiel was over verschillende subgroepen heen (leeftijd (<50 jaar; =250 jaar),
opleidingsniveau (laag, middel, hoog) en beroep (agent en kantoorbaan)). Dit
draagt bij aan de validiteit van het begrip mentaal pensioen. Ook liet dit onder-
zoek zien dat de mate van mentaal pensioen verschilde tussen deze subgroe-
pen. Hoger opgeleide werknemers rapporteerden hoge niveaus van leeroriénta-
tie en ervaren waardering, terwijl de mate van bevlogenheid hoger was voor la-
ger opgeleide werknemers. Daarnaast bleken agenten hoger te scoren op be-
vlogenheid dan kantoorpersoneel. Er werden echter geen verschillen gevonden
in de mate van mentaal pensioen of de drie onderdelen hiervan qua leeftijd. Om-
dat duurzame inzetbaarheid steeds belangrijker wordt in de hedendaagse sa-
menleving, is er een toenemende druk op het onderhouden van de fysieke, men-
tale en cognitieve vaardigheden van de beroepsbevolking. Het voorkémen van
mentaal pensioen kan een belangrijke rol spelen in het onderhouden van deze
vaardigheden. En ook al is mentaal pensioen een veelbelovend begrip, meer
onderzoek is nodig naar mentaal pensioen zodat ook een conceptueel model



gebouwd kan worden inclusief de voorspellers en effecten van mentaal pensi-
oen.

Hoofdstuk 3 geeft een antwoord op de onderzoeksvraag “Wat is het effect van
een participatief actieprogramma voor vermindering van mentaal pensioen?” In
een prospectief cohort onderzoek met één jaar follow-up onder 683 werknemers
uit drie organisaties zijn de effecten van dit programma getest. Drie teams van
de Nationale Politie deden mee: twee basisteams van agenten en één facilitaire
afdeling. De andere twee organisaties waren een archiefdienst van de overheid
en een locatie van de uitvoerder van volksverzekeringen in Nederland. Het pro-
gramma bestaat uit vijf stappen:

mindmap sessies;

diagnose fase;

kiezen van interventies;

implementeren van interventies; en

evaluatie.
Multilevel analyses (N=466) lieten geen effect zien van het programma op men-
taal pensioen of de drie componenten hiervan. Maar wanneer rekening gehou-
den werd met de mate waarin werknemers actief hadden deelgenomen aan de
interventie(s) die tijdens stap 4 geimplementeerd zijn, was er sprake van een
afname van mentaal pensioen en een toename van proactieve leeroriéntatie en
bevlogenheid bij werknemers die actiever hadden deelgenomen. Daarnaast liet
een kwalitatieve analyse het belang van de bottom-up participatieve aanpak
zien. De deelnemers van de sessies waardeerden het dat zij hun mening konden
geven, dat ze serieus werden genomen en dat ze invloed hadden op de inhoud
van het programma. De specifieke kenmerken van het mentaal pensioen pro-
gramma (een participatieve aanpak en een stapsgewijs, op maat gemaakt inter-
ventieproces) zijn mogelijk belangrijker voor het verklaren van de gevonden ef-
fecten dan de specifieke interventies die zijn geimplementeerd in stap 4. Het
bleek echter wel een grote uitdaging om de betrokkenheid van de werknemers
vast te houden en de interventies te implementeren als er geen onderzoekers
zijn om hen bij de les te houden. Toekomstig onderzoek zou de effectiviteit van
het programma verder moeten onderzoeken met een verbeterd onderzoeksde-
sign. Er zou dan ook onderzocht moeten worden wat het effect is van het inzetten
van facilitators die een team ondersteunen en coachen, met name in de imple-
mentatiefase. Deze ‘facilitators’ zouden onderzoekers kunnen zijn maar ook bij-
voorbeeld HR medewerkers of trainers van de ‘eigen’ organisatie.

Hoofdstuk 4 gaat in op de onderzoeksvraag “Wat zijn de voorspellers van werk-
hervatting voor werknemers die langdurig verzuimen?” In een prospectieve co-
hort studie met een follow-up na twee jaar onder 682 Nederlandse werknemers
zijn de voorspellers van werkhervatting onderzocht. Deze werknemers verzuim-
den langdurig vanwege drie verschillende zelf gerapporteerde redenen: fysieke
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(52,6%), mentale (23,3%) of co-morbide fysieke en mentale problemen (24,0%).
Gemiddeld verzuimden de werknemers 19 weken op de nulmeting. Dit onder-
zoek laat zien dat gedeeltelijke werkhervatting op de nulmeting en een jongere
leeftijd voorspellers waren van een snellere werkhervatting in alle drie de groe-
pen. Werkgerelateerde self-efficacy (het geloof dat iemand heeft in het kunnen
voldoen aan de eisen van het werk of het vervullen van een werkrol) voorspelde
een snellere werkhervatting in twee van de groepen (verzuim door fysieke pro-
blemen en verzuim door co-morbide problemen). Andere voorspellers voor vol-
ledige werkhervatting verschilden tussen de groepen. De meeste voorspellers
zijn of meer stabiele concepten die moeilijk te veranderen zijn in een korte tijd of
factoren die praktisch gezien niet haalbaar zijn om in korte tijd te veranderen
zoals opleidingsniveau, type contract en thuiswonende kinderen. Werknemers
met een lagere opleiding hadden meer tijd nodig om het werk volledig te hervat-
ten (voor de groep die verzuimde vanwege fysieke problemen). Werkhervatting
duurde langer voor werknemers met vaste contracten (zowel in de groep die
verzuimde vanwege psychische klachten als de groep die verzuimde vanwege
co-morbide klachten). In de groep met zowel fysieke als mentale problemen als
de reden voor ziekteverzuim was de duur tot volledige werkhervatting langer
voor werknemers waarvan de kinderen thuis woonden of die in mindere mate
een actieve coping stijl hadden. Alle voorspellers die in deze studie naar voren
kwamen zijn demografische kenmerken en persoonlijke bronnen. Er is geen re-
latie gevonden tussen gezondheidskenmerken en werkkenmerken aan de ene
kant en de duur tot volledige werkhervatting aan de andere kant.

De onderzoeksvraag “Wat zijn de voorspellers van werkhervatting voor werkne-
mers die langdurig verzuimen?”was ook de focus van hoofdstuk 5. In dezelfde
prospectieve cohort studie als die gebruikt is in hoofdstuk 4 is onderzocht wat de
relaties zijn tussen werkkenmerken, depressieve symptomen en de duur tot vol-
ledige werkhervatting onder langdurig verzuimers (N=883). Werkhervatting
duurde langer voor werknemers met depressieve symptomen op de nulmeting.
Hoewel verschillende werkkenmerken (zoals autonomie, psychologische taakei-
sen, steun van de leidinggevenden en werkgerelateerde self-efficacy) gerela-
teerd waren aan depressieve symptomen, blijken er slechts twee werkkenmer-
ken geassocieerd met de duur tot volledige werkhervatting. Werknemers met
een hoge mate van werkgerelateerde self-efficacy (een persoonlijke bron) en
een mindere mate van fysieke belasting (een taakeis) hadden minder lang nodig
om volledig te hervatten. De twee studies die zijn beschreven in hoofdstuk 4 en
5 laten zien dat maatwerk mogelijk de effecten van interventies kan verbeteren,
aangezien de voorspellers van volledige werkhervatting verschillen tussen de
groepen die we onderzocht hebben in onze studies. Daarnaast hebben werk-
kenmerken mogelijk een grotere invioed op of werknemers Giberhaupt het werk
hervatten dan op hoe snel mensen het werk volledig hervatten.



Hoofdstuk 6 focust op de vraag “Wat is het effect van een nieuw ontwikkelde
groepsinterventie gericht op werkhervatting?” Gebaseerd op de resultaten van
de voorspellers van werkhervatting hebben we een kortdurende wetenschappe-
lijk onderbouwde groepsinterventie ontwikkeld voor langdurig verzuimende
werknemers. Deze interventie is gebaseerd op de werkende bestanddelen van
ontwikkeling van vaardigheden en motivatieverbetering (vergroten van self-effi-
cacy en omgaan met tegenslagen). Door te focussen op het verbeteren van self-
efficacy in combinatie met het verwerven van werkhervattingsvaardigheden
neemt het gevoel van bekwaamheid toe bij de deelnemers. Daarnaast is de trai-
ning gefocust op de deelnemer in plaats van op de trainer. Dit betekent dat de
deelnemers gezien worden als de informatiebron. De deelnemers zelf, als een
groep, bedenken de oplossingen voor hun eigen problemen. Tevens wordt ge-
bruik gemaakt van een positieve bejegening, het geven van specifieke positieve
feedback en het negeren van ineffectief gedrag in de training. Werknemers kon-
den meedoen aan de interventie als zij tenminste vier weken gedeeltelijk of vol-
ledig verzuimden en een baan hadden om naar terug te keren. Er waren geen
specifieke criteria wat betreft het soort klachten. Werknemers met zowel fysieke
als psychische klachten konden deelnemen aan de training. Een mini-pilot bij de
Nationale Politie (N=6, gemiddeld 13,9 maanden verzuim) laat veel belovende
resultaten zien. Deelnemers lieten een toename in self-efficacy, omgaan met
tegenslag en proactiviteit zien. Bij de nameting (zes maanden na de interventie)
waren vier van de zes deelnemers weer volledig aan het werk, de andere twee
deelnemers hadden hun werk gedeeltelijk hervat. Tevens leek het groepsele-
ment van de training, naast kosteneffectiviteit, specifiecke andere voordelen te
hebben zoals universaliteit (herkenning van gedeelde ervaringen, gevoelens en
problemen), sociale steun en cohesie (gevoel van vertrouwen, verbondenheid
en saamhorigheid). Deze kenmerken maken groepsinterventies extra interes-
sant voor langdurig verzuimende werknemers, omdat zij zich vaak geisoleerd en
alleen voelen. Dit neemt niet weg dat vanwege het kleine aantal deelnemers en
het ontbreken van een controlegroep meer onderzoek nodig is om te zien of de
effecten robuust zijn en ook in een andere context plaatsvinden.

Hoofdstuk 7 bevat een algemene discussie van het proefschrift. Het geeft de
belangrijkste bevindingen van dit proefschrift kort weer per onderzoeksvraag zo-
als deze in het eerste hoofdstuk staan genoemd. Daarnaast reflecteert dit hoofd-
stuk op de wetenschappelijke en praktische betekenis van de resultaten.

We concluderen dat self-efficacy een belangrijke rol speelt in het werkhervat-
tingsproces. Werknemers met een hoge mate van werkgerelateerde self-efficacy
hebben meer vertrouwen dat zij kunnen omgaan met uitdagingen op de werkplek
en zij hervatten het werk sneller. Hoewel self-efficacy slechts één van de facto-
ren is die werkhervatting beinvioedt, is het wel een aantrekkelijk concept omdat
het veranderbaar is. In tegenstelling tot een aantal andere determinanten van
werkhervatting zijn er wetenschappelijke technieken waarmee self-efficacy be-
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invloed kan worden. Tevens laat ons onderzoek zien dat er weinig tot geen direct
verband is tussen werkkenmerken en werkhervatting. Interventies die gericht zijn
op het bevorderen van werkhervatting voor langdurig verzuimende werknemers
kunnen zich daarom beter richten op het verhoging van self-efficacy dan op
werkkenmerken.

Naast deze inhoudelijke aspecten zijn er verschillende andere kenmerken die de
effectiviteit van interventies kunnen verbeteren. Ten eerste kan een participa-
tieve aanpak effectief zijn en leiden tot gedeeld eigenaarschap, controle en ver-
antwoordelijkheid, een gevoel van eerlijkheid en het kan het veranderproces
soepeler laten verlopen. Ten tweede zorgt een stapsgewijs en op maat gemaakt
interventieproces voor een kader dat organisaties kunnen gebruiken om de juiste
interventies te kiezen. Ook vergroot het de kans dat de interventies die geimple-
menteerd worden beter voldoen aan de specifieke behoeften van de doelgroep,
dat gemaakte actieplannen effectiever zijn en dat de resultaten beter gebruikt
worden. Ten derde heeft een groepssetting verschillende aantrekkelijke kenmer-
ken waardoor de effecten van interventies mogelijk vergroot worden. Deze ken-
merken zijn cohesie (gevoel van vertrouwen, verbondenheid en saamhorigheid)
sociale steun en universaliteit (herkenning van gedeelde ervaringen, gevoelens
en problemen), leren van gelijken, voorbeeldgedrag, inspiratie (geven van hoop)
en interpersoonlijk leren. De twee onderzochte interventies in dit proefschrift
(verminderen van mentaal pensioen en het bevorderen van werkhervatting) be-
vatten deze kenmerken. En hoewel de groepsinterventie voor werkhervatting
slechts een mini-pilot was en het programma mentaal pensioen ook verschil-
lende tekortkomingen had, laten onze resultaten zien dat deze interventies mo-
gelijk effectief zijn.

Samenvattend heeft dit proefschrift een bijdrage geleverd aan inzichten in het
nieuwe concept mentaal pensioen en het werkhervattingsproces en biedt het
twee interventies aan die gebruikt kunnen worden om de mate van mentaal pen-
sioen te verminderen in organisaties en werkhervatting te bevorderen onder
langdurig verzuimers.
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Na bijna 10 jaar is het dan eindelijk zo ver: ik schrijf nu de laatste zinnen op
waarna mijn proefschrift toch echt is afgerond. Toen ik begon met werken bij
TNO had ik nooit gedacht dat ik aan een proefschrift zou beginnen. Toen ik een-
maal bezig was, zijn er meerdere momenten geweest dat ik niet meer verwachtte
dat ik het nog zou afronden en er daadwerkelijk een proefschrift zou komen. Dat
dit toch gelukt is, komt door het vertrouwen en de steun die ik van veel mensen
heb gekregen. Daarvoor wil ik een aantal mensen in het bijzonder bedanken.

Allereerst wil ik mijn promotoren en copromotoren bedanken. Ondanks alle pie-
ken en dalen zijn jullie mij altijd blijven steunen en in mij blijven geloven. Roland,
toen jij in 2009 met het idee kwam om te promoveren op een project dat bij TNO
startte, hoefde ik eigenlijk niet lang na te denken. Want hoewel ik daarvoor nooit
had stilgestaan bij de optie om te promoveren, gaf jij mij meteen het vertrouwen
dat ik dit zou kunnen. Uiteindelijk heeft het traject alleen iets langer geduurd dan
we in eerste instantie dachten (en hoopten). Maar dank voor deze mooie kans
om mij verder te ontwikkelen. Jouw visie en verbindende blik hebben mij gehol-
pen bij het opzetten van het onderzoek en vormgeven van mijn proefschrift. Ze-
ker in het laatste jaar gaf je hele waardevolle feedback op mijn artikelen waar-
door de kwaliteit toenam en een verdiepingsslag gemaakt werd. We werken al
lang samen en ik hoop nog vaak te kunnen varen op jouw visie.

Toon, jij was in het hele traject een rots in de branding voor mij. Hoewel we in
de eerste jaren vooral via de mail contact hadden, was dat contact voor mij heel
waardevol. Als ik artikelen opstuurde, was jij altijd de eerste die het had bekeken
en constructieve, concrete en waardevolle feedback teruggaf. Ik heb van jou echt
geleerd hoe wetenschappelijke artikelen te schrijven. Het was extra fijn om het
laatste jaar intensiever contact te hebben en elkaar ook vaker te ontmoeten. De
discussies bij het bespreken van de artikelen vond ik heel waardevol en zorgden
ervoor dat ik weer een slag kon maken. Daarnaast was het ook heel fijn om
gebruik te kunnen maken van jouw kennis als editor-in-chief.

Irene, ik ben je dankbaar dat je mij hebt betrokken bij het onderzoek naar lang-
durig verzuim bij de politie. Want mede door dat onderzoek ontstond later de
mogelijkheid om mijn promotietraject een nieuwe boost te geven met het promo-
tieonderzoek bij de politie. Vanaf toen ben je aangesloten als mijn nieuwe co-
promotor en heel intensief betrokken geweest. Ik kon altijd bij je terecht met mijn
vragen, groot of klein. Je nam altijd de tijd voor mij om samen na te denken hoe
het volgende obstakel aan te pakken en hoe het onderzoek bij de politie verder
vorm te geven en de medewerkers erbij te betrekken. Naast al die praktische
zaken gaf je ook hele nuttige en waardevolle feedback op alle artikelen. Dank
voor je steun.

Lando, jij hoort ook in dit rijtje van (co)promotoren thuis. Want hoewel je nu geen
copromotor meer bent, was je dat in die eerste jaren natuurlijk wel. En daarmee
heb je een grote bijdrage geleverd aan mijn proefschrift. Ten eerste heb je een
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belangrijke rol gehad bij het opzetten van het promotietraject en het TNO project
waarop mijn onderzoek plaatsvond. Samen met Irene hebben we het TNO pro-
ject uitgevoerd en alle data verzameld. Daarnaast heb je een belangrijke rol ge-
speeld bij de eerste twee artikelen die ik schreef voor mijn proefschrift. Ik kon
altijd bij je aankloppen met vragen en je gaf snel en waardevolle feedback op
mijn artikelen. Nadat je bij TNO vertrok, bleef je ook op afstand betrokken bij het
afronden van het tweede artikel.

Ik wil de leden van de leescommissie hartelijk bedanken voor het beoordelen
van mijn proefschrift. Prof. dr. Joop Schippers, prof. dr. Stef van Buuren,
prof. dr. Rolf Kleber, prof. dr. Jac van der Klink en dr. Annika Smit: bedankt
voor het kritisch lezen van mijn proefschrift en het opponeren bij de verdediging.
Paulien, dank dat jij een rol als opponent op je wilde nemen. En daarnaast dank
voor de sparringsmomenten in het laatste jaar waarmee je mij scherp hield.

Toegepast onderzoek kan natuurlijk nooit plaatsvinden zonder de medewerking
van deelnemers aan het onderzoek. Zonder hen zouden er geen resultaten zijn
om op te schrijven. Ik wil alle deelnemers bij de verschillende organisaties dan
ook hartelijk bedanken voor hun medewerking aan alle vragenlijsten en inter-
views. Zonder jullie was dit niet mogelijk geweest.

Mijn promotieonderzoek kreeg een nieuwe boost met het onderzoek bij de poli-
tie. Dat was niet mogelijk geweest zonder de inzet en steun van een aantal men-
sen. Ten eerste wil ik Peter Kiestra bedanken. Jij kwam met het idee om een
promotieonderzoek uit te voeren rondom verzuim en preventie bij de politie.
Dank voor de mogelijkheid die jij mij bood. Helaas werd kort na de start van mijn
promotieonderzoek de Taskforce opgeheven bij de politie, waardoor jij geen rol
meer kon spelen bij de begeleiding. Maar zonder jouw inzet was dit onderzoek
er nooit geweest. Dank!

Daarnaast wil ik de directie HRM van de Nationale Politie bedanken voor het
financieren van dit onderzoek bij de politie. Tevens ben ik grote dank verschul-
digd aan de begeleidingscommissie bij de politie. Janna, Danielle, Anneke,
Frans, Maya, Caroline en Janneke: dank voor het kritisch meedenken bij het
vormgeven van het onderzoek en het leggen van de benodigde contacten bij de
eenheden. Janneke, nog een speciaal woord van dank voor jou. Wij werken al
een tijd samen in het ‘Vitaal Vakmanschap’ project (of ‘Mentaal Pensioen pro-
ject’, ‘Bouw je eigen baan, juist nu!’ project of welke naam we nog meer hebben
gebruikt). Dank voor je enthousiasme. Zonder jou als trekker van dit project bin-
nen de politie was dit nooit zo goed van de grond gekomen. Dank voor al je inzet
en de gezellige dagen in Ljubljana.



Een speciaal woord van dank voor de eenheid Rotterdam, en met name het
VGW team. Dank voor al jullie inzet bij het opzetten van de pilot van de groeps-
training en het werven van de deelnemers. Tevens gaat mijn dank uit naar de
eerste teams die deelnamen aan het Vitaal Vakmanschap project bij de politie:
de basisteams Venlo en Meierij, Facilitaire Services Midden-Nederland en
de P-administratie van de Landelijke Eenheid. Ten slotte wil ik SAOP bedan-
ken voor het mede-financieren van het ‘Vitaal Vakmanschap’ project bij de poli-
tie.

Het ‘Vitaal Vakmanschap’ project is niet alleen bij de politie uitgevoerd, maar ook
bij een aantal andere organisaties. Ik wil dan ook SVB, Philips Lighting, Doc-
Direkt en DUO bedanken voor hun inzet en medewerking aan dit project. Daar-
naast wil ik het UWV bedanken voor hun ondersteuning bij het verzamelen van
de data rondom het onderzoek naar voorspellers van werkhervatting na langdu-
rig verzuim.

Het pilotonderzoek naar de groepstraining bij de politie onder langdurig verzui-
mers was niet mogelijk geweest zonder de input en inzet van Suzanne en Saar.
Suus, dank voor het mede vormgeven van het trainingsprotocol en het tegenle-
zen van het artikel. De begeleidingscommissie kreeg beter inzicht in hoe de aan-
pak in elkaar stak en voor welke effecten het kan zorgen door dit zelf te onder-
gaan in de oefening die jij met Roland voordeed. Je feedback op het artikel
maakte tevens dat er een grote verdiepingsslag gemaakt kon worden en we
meer focus konden aanbrengen. Daarnaast wil ik je ook heel erg bedanken voor
alles wat je me geleerd hebt bij TNO. Jij was het die mij in 2005 aannam om
stage bij je te lopen. Daar heb ik nooit spijt van gehad; ik heb ontzettend veel
van je geleerd. Je gaf me kansen om mezelf te ontwikkelen en prikkelde me altijd
om een nieuwe stap te zetten. Ik vond het fantastisch om met je samen te wer-
ken.

Saar, hoewel we eigenlijk maar korte tijd samen bij TNO hebben gewerkt stond
je meteen klaar toen ik je vroeg of je de pilottraining bij de politie wilde uitvoeren.
Ondanks dat je op €én van je heerlijke vakanties was, was je meteen ontzettend
enthousiast om mee te denken en aan de slag te gaan.

Dan kom ik bij alle (ex-)collega’s die ik wil bedanken. Die lijst wordt natuurlijk
enorm lang als je 10 jaar ergens mee bezig bent. Allereerst wil ik al mijn (ex-)
collega’s bedanken voor alle steun, input en samenwerkingen door al die jaren
heen. Ik prijs me gelukkig dat ik in zo’n fantastische leerrijke omgeving mijn werk
mag uitvoeren. Elke dag leer ik weer nieuwe invalshoeken, doe ik kennis op en
ontwikkel ik mezelf. En dat gebeurt ook nog eens in een gezellige, sociale en
liefdevolle omgeving. In al die jaren heb ik met vele mensen mogen samenwer-
ken en in verschillende teamsamenstellingen gewerkt. Ik wil al die (ex-)collega’s
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bedanken van SPE en WHT (en al hun voorlopers). Het is niet mogelijk om
iedereen bij naam te bedanken, maar bijzondere dank aan een aantal naaste
collega’s die nog niet eerder genoemd zijn: Sarike, Marloes, Joep, Linda, Jos,
Hardy, Anneke, Katarina, Maren, Marieke, Dagmar, Astrid, Martijn, Henny,
Wouter en Victor. Ook is mijn dank groot voor de statistische ondersteuning die
ik heb gekregen: Iris, dank voor je geduldige uitleg over multi-level analyses en
je hulp bij de analyses van twee artikelen. Ernest, ook bij jou kon ik altijd langs-
lopen met mijn SPSS-vragen. Dank voor jullie hulp. Tevens een speciaal woord
van dank voor mijn intervisie-groepje. Fijn dat jullie altijd wilden luisteren naar
mijn verhalen en obstakels in het laatste jaar. Dank voor jullie steun en oplossin-
gen. En Henny, heel erg bedankt voor de fantastische opmaak van mijn proef-
schrift. Ook wil ik TNO, in het bijzonder het MT, Paul en Friso, bedanken dat zij
mij de mogelijkheid boden het afgelopen jaar volledig te focussen op het afron-
den van dit proefschrift.

Al mijn lieve vrienden en familie, dank voor jullie steun en afleiding in de afge-
lopen jaren. Alle weekendjes weg, concerten, festivals, kopjes koffie, etentjes,
dagjes uit en telefoontjes waren een hele fijne en vaak welkome afwisseling en
afleiding. Mijn jaarclubgenootjes, we zijn samen volwassen geworden en los-
gelaten in de wijde wereld. Ik vind het ontzettend leuk dat we na 19 jaar nog
steeds contact hebben en elkaar nog regelmatig zien. Hoewel onze levens door
de jaren heen behoorlijk zijn veranderd en we elkaar minder vaak zien, is het
elke keer weer als vanouds en pakken we de draad zo op.

Nynke, Isi en Lonneke, wij gaan nog verder terug samen. Wie had gedacht dat
we 24 jaar later (en Lonneke wij hebben dit jaar al ons 25-jarig jubileum) nog
steeds in elkaars leven zouden zijn. Jullie zijn niet meer weg te denken uit mijn
leven. Dank voor jullie fantastische, liefdevolle en waardevolle vriendschap. Ik
kijk uit naar de volgende 24 jaar en verder vol met lachbuien, goede gesprekken,
ijsjes bij Tedje en weekendjes weg. Op naar dat gezamenlijke bejaardentehuis!
Mirella en Yolanda, ik ben ontzettend blij en trots dat jullie aan mijn zijde staan
als mijn paranimfen. Onze vriendschap bestaat al sinds 2000, maar sinds we in
2006 allemaal infrond Den Haag woonden is die alleen maar versterkt. Dank
voor jullie steun, aanmoediging en afleiding in dit hele traject. Doordat jullie aan
mijn zijde staan tijdens mijn verdediging, voel ik me enorm gesterkt. Op naar nog
heel veel vakanties, festivals, weekendjes, etentjes samen!

Tenslotte wil ik mijn familie heel graag bedanken. Jullie stonden misschien wat
meer op afstand bij dit promotietraject en begrepen misschien niet altijd waar ik
toch mee bezig was of me druk om maakte, maar jullie hadden altijd belang-
stelling en interesse. Jullie zijn onderdeel van wie ik ben geworden en ik vind het
altijd een feest om weer in Limburg te zijn.

Lieve pap en mam, bedankt voor al jullie steun. Jullie hebben mij altijd de ruimte
gegeven om mezelf te zijn en mijn eigen pad te bewandelen. Jullie hadden altijd



een rotsvast geloof in mij, ook als ik dat niet in mijzelf had. Pap, dank voor je
nuchtere en relaxte instelling. Ik ben heel blij dat ik die van jou heb geérfd. Dat
maakte dit hele traject toch een stuk relaxter en minder stressvol. Mam, dat
stressvrije gen heb jij dan misschien in mindere mate, maar ik ben heel blij met
je zorgzame, liefdevolle en behulpzame karakter. Het voelt altijd als thuiskomen
in een warm bad. Ik hald van 6g.
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