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ABSTRACT 
 
Objectives Major depressive disorder (MDD) is associated with absenteeism. In this 
study, the effectiveness of collaborative care, with a focus on return to work (RTW), was 
evaluated in its effect on the duration until RTW and on depressive symptoms in sick-
listed workers with MDD in the occupational health setting (OHS). 
Methods In this randomised controlled trial, 126 sick-listed workers with MDD were 
randomised to usual care (N=61) or collaborative care (N=65). Collaborative care  was 
applied by the occupational physician care manager (OP-CM), supported by a web-based 
tracking system and a consultant psychiatrist. Treatment included Problem Solving 
Treatment, manual guided self-help, a workplace intervention and antidepressant 
medication. Primary outcome measure was the duration until full RTW. Secondary 
outcome measures were the time to remission, time to response for participants who did 
not achieve remission, and depressive symptoms as continuous outcome measure. 
Results With a median of 180 days in the collaborative care group, and 199 days in the 
usual care group, the groups did not differ significantly from each other in the duration 
until lasting, full RTW. Collaborative care participants did have a shorter time to 
response. However, no difference was found on time to remission or depressive 
symptoms as continuous outcome measure. 
Conclusions Although time to response was shorter in the collaborative care group, the 
results do not justify a widespread implementation of collaborative care as 
operationalized here in the OHS. Further research is needed to develop the best fitting 
model for addressing RTW in depressed sick-listed workers. 
Trial registration: ISRCTN78462860 
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INTRODUCTION 
 
Major depressive disorder (MDD) is strongly associated with negative work outcomes 
such as absenteeism [1,2]. In the Netherlands, workers with MDD have 8 to 9 times 
more absence days than their colleagues without MDD, and with a mean duration of 200 
days, absences due to depressive symptoms often have a long duration [3-5]. Moreover, 
MDD is the largest contributor to the total number of sickness absence days in the Dutch 
working population, generating an annual cost of 1.8 billion Euros [6]. Besides placing a 
high financial burden on society, prolonged absence from work has important 
consequences for the quality of life of the depressed, sick-listed worker as well [7]. 
Therefore, reducing sickness absence and stimulating return to work (RTW) is important. 
 Sickness absence and RTW are multifactorial phenomena, influenced by the health 
condition and personal characteristics of the worker as well as by environmental factors 
such as the workplace and the health care system [8-10]. In line with this 
multidimensionality, research showed that a reduction in depressive symptoms does not 
automatically lead to RTW [11-13]. Thus, focusing treatment solely at symptom 
reduction is not sufficient. To achieve a more rapid RTW as well as a reduction in 
depressive symptoms in sick-listed patients with MDD, a focus on both aspects is 
essential in treatment [11-13]. Moreover, current evidence suggests that interventions 
aimed at RTW need to take into account the work environment and could be best 
delivered by professionals who are close to, and familiar with, the work environment, 
such as labor experts or occupational physicians (OPs) [13,14]. In the Netherlands, OPs 
play a central role in the guidance of sick-listed workers. However, in the Dutch social 
legislation, treatment and sickness certification are separated from each other, and as a 
consequence of that separation, there is a lack of collaboration and communication 
between OPs and the curative sector and a lack of focus on RTW in the curative sector, 
which both hamper the recovery towards RTW [15,16]. Also, waiting lists hamper the 
referral from the occupational health service to the specialty mental health setting. 
 To overcome these barriers, in the present study a collaborative care model with a 
focus on RTW was applied in the treatment of sick-listed patients with MDD by OPs in the 
occupational healthcare setting, in order to avoid waiting lists and communication 
problems. Collaborative care was developed in the United States as a primary care 
treatment model for MDD, and the effectiveness of this treatment model in reducing 
depressive symptoms has been shown in many studies [17,18]. In collaborative care, a 
care manager coordinates care, offers a short, structured intervention such as Problem 
Solving Treatment (PST) and monitors treatment progress regularly. In addition, a 
consultant psychiatrist is available for expert input. In the present study, a similar 
intervention was provided by an OP-care manager (OP-CM) in combination with a 
workplace intervention. The workplace intervention was aimed at eliminating barriers for 
RTW and involved the worker, the OP-CM and the employer [19]. By combining the 
workplace intervention with interventions aimed at the worker (such as PST) and by 
having the collaborative care treatment applied by an OP-CM, the intervention in this 
study was expected to reduce both the duration until RTW and the severity of depressive 
symptoms. In a previous study among workers with common mental disorders, linking 
the expertise of OPs with that of a consultant psychiatrist resulted showed promising 
results on reducing the duration until RTW [20]. In the present study, a more 
comprehensive treatment model for MDD, the collaborative care model, was evaluated 
for its effectiveness, with a web-based tracking system and a consultant psychiatrist 



CHAPTER 6 

78 
 

supporting the OP-CM. Results of this study at 3 months after baseline have been 
described elsewhere, showing that collaborative care was more effective than usual care 
in terms of response for depressive symptoms, which is a reduction in symptoms of at 
least 50% [21]. Although no effect for collaborative care could be found on depressive 
symptoms as a continuous outcome measure, post hoc analyses found collaborative care 
to be more effective than usual care among those with moderately severe depression 
[21]. Here the results of the 12-month follow-up are presented, reporting on the effect of 
collaborative care on RTW as well as on depressive symptoms. 
 
METHODS 
 
Study oversight 
This study is part of the Depression Initiative, a national program aimed at improving 
depression care in the Netherlands [22]. A steering group reviewed design and methods 
initially, adherence to the research protocol every 4 months and outcomes and analyses 
every 6 months. 
 
Study design 
The study is a randomised controlled trial (RCT) in which the effectiveness of a 
collaborative care treatment for MDD was compared to usual care in the Dutch 
occupational healthcare setting. The study was carried out within a large occupational 
health service in the Netherlands. Randomisation took place at patient level. In both 
groups, the participants received sickness guidance and certification as usual by their 
company's OP. In addition, participants allocated to the intervention group received the 
collaborative care treatment from an OP-CM, who was guided by a web-based stepped 
care protocol and a consultant psychiatrist. Participants allocated to the usual care group 
were not referred to the OP-CM. In both groups, participants were free to engage in any 
other treatment as well. The study protocol was approved by the Medical Ethics 
Committee of the VU University Medical Center and is described in greater detail 
elsewhere [23]. According to the power calculation, as described in the study protocol, 
126 participants were needed [23]. The trial was also approved by the EMGO scientific 
committee of the VU University Medical Center. 
 
Study population and recruitment procedures 
Workers on sickness absence between 4 and 12 weeks whose absence was diagnosed by 
the OP as due to mental disorders, were screened for depressive symptoms [24]. The 9-
item depression subscale of the Patient Health Questionnaire, the PHQ-9, was used as 
screener. The PHQ-9 ranges from 0 to 27 and is a reliable instrument for detecting 
depressive disorders and for monitoring treatment response [25]. All workers who 
reached the cut-off score of 10 for at least moderate MDD and who gave initial informed 
consent were contacted by a research assistant for the administration of the mini-
International Neuropsychiatric Interview (MINI) by telephone [26,27]. Sick-listed workers 
between 4 and 12 weeks who met the DSM-IV criteria for MDD according to the MINI and 
gave written informed consent were included in the study. Workers who were suicidal, 
psychotic or had a primary diagnosis of substance abuse or dependence, as assessed by 
the MINI, were excluded from the study. In addition, workers with insufficient command 
of the Dutch language to fill out the questionnaires, those who were pregnant and those 
with a legal involvement against their employer, were excluded. 
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Randomisation and blinding 
While assessing eligibility for the study, both the research assistant and the participant 
were blinded for the allocation. Computer-generated randomisation took place at 
participant level by the research assistant, who informed the participant about the 
allocation. Data were collected by self-report questionnaires, in order to exclude the 
possibility of interviewer bias. Because OP-CM were only assigned to workers in the 
intervention group, contamination between the two groups was unlikely to occur. The 
workers in the intervention group thus had two OPs: one OP-CM providing collaborative 
care and one OP providing regular guidance aimed at RTW. The usual care group only 
had regular guidance aimed at RTW. 
 
Interventions 
Collaborative care intervention 
The collaborative care intervention provided by the OP-CM contained the following 
elements: 6 to 12 sessions of Problem Solving Treatment (PST), manual-guided self-
help, a workplace intervention and, depending on patient preference, prescription of 
antidepressant medication according to a treatment algorithm. PST is a brief, structured 
psychological intervention aimed at teaching the worker problem solving skills [28]. The 
self-help manual used in this study was based on several existing self-help books and 
focused on cognitive restructuring, RTW and aspects of healthy lifestyle [29]. The 
workplace intervention, in which the worker, the OP-CM and the employer participated, 
consisted of a workplace assessment and work adjustments. In the workplace 
intervention, the employer and the worker both pointed out barriers for RTW, 
brainstormed for possible solutions and made a plan for implementation of the solutions 
[19]. The treatment was closely monitored by the OP-CM, using the PHQ-9 as monitoring 
instrument. A web-based tracking system was developed to support the OP-CM in 
monitoring treatment outcomes and in adhering to the stepped care protocol. In case of 
questions regarding the treatment, the prescription of antidepressants, or (lack of) 
progress of the worker, the OP-CM was prompted by the web-based tracking system to 
consult the psychiatrist who was available for this. The content of the collaborative care 
intervention in this study is described elsewhere more extensively [23]. 
 In accordance with the separation of treatment and sickness guidance in the 
Dutch legislation, the collaborative care treatment and sickness guidance were separated 
from each other in this study. Therefore, communication between the company's OP and 
the OP-CM followed existing Dutch laws and guidelines and was only allowed after written 
informed consent by the participant [30]. The OP-CMs received a two-day training prior 
to the study, and supervision during the study, in order to be able to fulfill the role of 
care manager.  
 
Usual care 
In the Netherlands, sick-listed workers start to visit the company's OP before the sixth 
week of sickness absence. The guidance of company's OP is protocollized according to 
the OP guidelines of the Dutch Board for Occupational Medicine [31]. However, in 
practice, whether or not sick-listed workers will receive treatment for MDD may vary 
considerably. Therefore, the actual care that was provided was assessed by questionnaire 
in both groups.  
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Outcome measures and data collection 
Data were collected by self-report questionnaire at baseline and 3, 6, 9 and 12 months 
after baseline. Sickness absence data were derived from the register of the occupational 
health service one year after randomisation. 
 
Primary outcome measure 
The primary outcome measure was the duration until lasting, full RTW, defined as the 
duration of sickness absence due to MDD in calendar days, from the day of 
randomisation until full RTW for at least 4 weeks without partial or full recurrence. In 
accordance with the Dutch Health Law, 2 sickness absence episodes with less than 4 
weeks of full RTW in between, were counted as a single, continuous absence episode. 
Data were censored for workers whose sickness absence ended because they resigned. 
In addition, the total number of sickness absence days was assessed, calculated for the 
entire follow-up period. 
 
Secondary outcome measure 
Remission is defined as a score of less than 5 on the PHQ-9. Response is defined as a 
reduction in depressive symptoms of at least 50% [25]. Secondary outcome measures in 
this study were time to remission, and time to response for participants who did not 
achieve remission. The PHQ-9 as a continuous outcome measure was also reported, and 
post hoc, the intervention effect was explored in participants with a baseline PHQ-9 score 
of at least 15 [21]. In addition, the actual health care utilization in both groups was 
assessed with the Trimbos/iMTA questionnaire for Costs associated with Psychiatric 
Illness (TiC-P) [32]. 
 
Covariates 
Demographic data such as age, gender, marital status, educational level and nationality 
were collected. Co-morbid chronic medical illness was measured with the Dutch Central 
Bureau of Statistics (CBS) list [32]. The Patient Health Questionnaire (PHQ) was used to 
measure anxiety (including generalized anxiety and panic) and somatic symptoms 
[33,34]. Job characteristics were assessed with the Job Content Questionnaire (JCQ), 
including decision latitude, psychological job demands, physical job demands, job 
insecurity and social support [35].  
 
Statistical analyses  
Most analyses were performed using multilevel analysis with 3 levels: Time to 
administration, participant and participant nested within OP-CM. Analyses were 
performed according to the intention-to-treat principle. In addition, per-protocol analyses 
were performed, comparing the usual care participants with the collaborative care 
participants who actually had visited the OP-CM and examining the influence of the 
separate collaborative care elements (PST, antidepressant medication, psychiatric 
consultation and the workplace intervention) as well. The duration until lasting RTW was 
analyzed using accelerated lifetime (log-duration) models. Covariates were considered as 
an effect modifier if the interaction term had a significant p-value (p<.05). The total 
number of sickness absence days during the entire follow-up period was compared 
between both groups by using the Mann-Whitney U test, performed with SPSS 15.0 
software. The analysis of the secondary outcome measures proceeded in two steps. First, 
it was examined whether the usual care group and collaborative care significantly differed 
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from each other in the odds of not achieving remission or response, using logistic 
multilevel regression analysis. Second, time to remission or response were analyzed for 
the participants who had achieved remission or response, using linear multilevel 
regression analyses. For an extended discussion of the coding scheme for the variables 
time to first remission/response, its properties and the way it was analyzed using 
multilevel analysis see Adèr [36]. The PHQ-9 as a continuous outcome measure was also 
analyzed using linear multilevel regression analyses, using the depressive symptom 
severity at screening as baseline correction. All multilevel analyses were performed with 
MLwiN software, version 2.15. Propensity scores were calculated and included in all 
models to correct for possible selection bias.  
 
RESULTS 
 
Participants and baseline characteristics 
The recruitment of participants lasted 22 months. During that period, 14.595 workers on 
sickness absence between 4 and 12 weeks due to psychological causes were screened for 
depressive symptoms. 368 Workers refused to participate in the screening. A total of 
2955 workers (20.2%) participated in the screening, of which 52.5% (N=1551) screened 
positive for depression. Of the screened-positive workers, 1425 workers were excluded 
for various reasons, which are shown in Figure 1. Finally, 126 participants were included 
in the study and were randomised in the usual care group (N=61) or the collaborative 
care group (N=65). Baseline characteristics of the participants are shown in table 1. With 
regard to the self-report questionnaires, the loss to follow-up rates at 3, 6, 9 and 12 
months were respectively 22.2%, 28.6%, 33.3% and 41.3%. Both groups did not differ 
significantly from each other on the loss to follow-up rates (p>.05).  
 
Return to work 
Within the one year follow-up, 64.6% of the collaborative care participants and 59.0% of 
the usual care participants had achieved lasting, full RTW. The median duration until 
lasting, full RTW, calculated from the day of randomisation, was 180 days in the 
collaborative care group, and 199 days in the usual care group. In the collaborative care 
group, 13.8% of the participants (N=9) were censored because they resigned, compared 
with 13.1% of the participants (N=8) in the usual care group. In figure 2, the survival 
curve is shown. The results of the accelerated lifetime (log-duration) model showed that 
the two groups did not differ significantly from each other in the duration until lasting, 
full RTW (B=-0.198, SE=0.234, p>.05; 95% CI: -0.657; 0.261). The median number of 
sickness absence days in the entire follow-up period was 196 in the collaborative care 
group and 199 in the usual care group and did not differ significantly between both 
groups (p>.05). 
 

 



CHAPTER 6 

82 
 

 

Figure 1. Flowchart of participants. 
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Table 1. Baseline characteristics of the participants. 
 CAU 

N=61 
CC 
N=65 

Demographics   
Age in years 43.4 (11.4) 41.9 (11.4) 
Gender (% male) 45.9 46.2 
Married or cohabiting (%) 73.3 60.0 
Educational level: High (%) 35.0 36.1 
                              Average (%) 30.0 36.0 
                              Low (%) 35.0 27.9 
Dutch nationality (%) 91.8 95.4 
Symptoms and conditions   
Depressive symptoms (range 0-27) 16.0 (5.4) 15.9 (4.9) 
Somatic symptoms (range 0-30) 12.3 (5.1) 13.6 (5.1) 
Generalized anxiety (%) 50.8 51.6 
Panic disorder (%) 16.9 15.9 
Number of co-morbid chronic medical conditions 
(range 0-27) 

1.3 (1.3) 1.2 (1.1) 

Job characteristics (JCQ)   
Decision latitude (range 24-96) 64.2 (12.4) 67.6 (12.6) 
Psychological job demands (range 12-48) 35.8 (5.4) 34.3 (5.7) 
Physical job demands (range 5-20) 11.3 (3.8) 9.5 (3.5) 
Job insecurity (range 3-12) 7.9 (1.0) 7.8 (0.9) 
Social support (range 8-32) 20.5 (3.8) 21.4 (2.8) 
* The numbers presented are means and standard deviations unless otherwise specified. 
 

 

 

Figure 2. Survival curve. 

 
 
Depressive symptoms 
Collaborative care participants did not differ significantly from usual care participants in 
the odds of not achieving remission or response (p>.05; CI: -0.281; 1.353). For 
participants who achieved remission, the average time to first remission was 6.5 months 
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in the collaborative care group (N=27/65) and 7.9 months in the usual care group 
(N=29/61). However, this difference was not significant. Collaborative care participants 
did differ significantly from usual care participants in the time to response (p<.05; 95% 
CI: -1.684; -0.027). For the participants who achieved response, the average time to 
response was 5.0 months in the collaborative care group (N=15/65), and 7.8 months in 
the usual care group (N=14/61). Table 2 shows the mean PHQ-9 scores of the 
collaborative care group and the usual care group at baseline and at 3, 6, 9 and 12 
months after baseline. Both groups did not differ significantly from each other on the 
continuous outcome measure on any of the follow-up measurements. The interaction 
effect that was found previously at 3 months after baseline, showing that collaborative 
care was more effective than usual care among those with moderately severe depression, 
was not found for the subsequent follow-up measurements [21]. 
 
 
Table 2. Depressive symptoms in the study population. 
PHQ-9 CC  CAU  95% CI p-

value 
 Mean (SD) n  Mean 

(SD) 
n     

Baseline 15.9 (4.9) 65   16.0 (5.4) 61     
At 3 months  8.9 (5.0) 50  9.9 (5.7) 48  -2.915 1.185 .408 
At 6 months 7.1 (4.9) 45  7.8 (7.1) 45  -2.929 1.273 .439 
At 9 months 7.3 (6.7) 39  6.9 (6.1) 45  -2.010 2.294 .897 
At 12 months 7.7 (5.8) 34  5.9 (7.7) 40  -1.067 3.437 .302 

 
 
Interventions 
The actual health care utilization within 12 months after baseline was assessed in both 
groups by questionnaire [32]. The proportions of participants that had had contact with 
the different health care professionals are presented in table 3. In most cases, usual care 
involved contact with the OP (87.3%), the general practitioner (GP, 89.1%) and a mental 
health professional (83.6%). In the collaborative care group, the majority of the 
participants visited the OP (89.1%), the GP (83.6%) and a mental health professional 
(78.2%). Compared with the collaborative care group, more participants in the usual 
care group had received day treatment for mental health problems (14.5% versus 
1.8%). 
 
Treatment integrity 
In the collaborative care group, almost two-thirds of the participants (N=40/65) visited 
the OP-CM and started collaborative care treatment including PST. For 17.5% of those 
(N=7/40), the psychiatrist was consulted by the OP-CM and 47.5% of these participants 
(N=19/40) used  
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Table 3. Health care utilization in the study population within 12 months after 
baseline.1 
Health care professional CAU CC  p-value 
Contact with OP 87.3% 89.1% .768 
Contact with general practitioner (GP) 89.1% 83.6% .405 
Contact with mental health professional 
(psychologist, psychiatrist, psychotherapist) 

83.6% 78.2% .467 

Day treatment for mental health problems 14.5% 1.8% .015* 
Contact with a social worker 20.0% 16.4% .621 
Contact with medical specialist 36.4% 30.9% .545 
Contact with a paramedic 45.5% 32.7% .171 
Contact with alternative health care 16.4% 18.2% .801 
Hospitalization  5.5% 1.8% .308 
Participation in a self help group 14.5% 5.5% .112 
* significant at p<.05. 
1 Missing values on health care utilization were imputed using the Last Observation Carried Forward 
method. 

 
 
antidepressant medication. The workplace intervention was applied in 12.5% of the 
collaborative care participants who visited the OP-CM (N=5/40). Both objections by the 
worker and objections by the OP-CM were reported as reasons for not applying the 
workplace intervention, indicating that both did not feel comfortable with applying this 
intervention within the depression treatment. During the recruitment of participants, 
waiting lists of workers occurred due to a lack of available OP-CMs. On average, the 
collaborative care treatment started 29 days after randomisation, with a standard 
deviation of 16 days. The mean duration of the collaborative care treatment was 82 days, 
with a standard deviation of 49 days.  
 
Per-protocol analyses 
In the per-protocol analyses, the collaborative care participants who visited the OP-CM 
(N=40) were compared with the usual care participants (N=61). The per-protocol 
analyses did not result in different findings than the intention-to-treat analyses. On 
average, collaborative care participants who had visited the OP-CM and received PST 
only, had had their first response at 3.5 months after baseline, which was significantly 
faster than usual care participants (p<.05; 95% CI: 0.148; 2.442). Collaborative care 
participants who had visited the OP-CM did not differ significantly from usual care 
participants in the duration until RTW (B=-0.305, SE=0.316, p>.05; 95% CI: -0.924; 
0.314). Receiving additional collaborative care elements, such as antidepressant 
medication or psychiatric consultation, did not result in a shorter duration until first 
response or a shorter duration until RTW. 
 
DISCUSSION 
 
Main findings 
The collaborative care treatment was not found to be superior to usual care among sick-
listed workers with MDD in reducing the duration until lasting, full RTW. With regard to 
the results on depressive symptoms, over the entire follow-up period, collaborative care 



CHAPTER 6 

86 
 

did not lead to more treatment response than usual care. Nevertheless, collaborative 
care was more effective than usual care in reducing the time to response. The time to 
response was significantly shorter, with a difference of 2,8 months in favor of 
collaborative care. No difference was found between the two groups in terms of the time 
to remission or on the PHQ-9 as continuous outcome measure.  
 
Interpretation of results 
Despite the finding that collaborative care reduced the time to response, the results of 
this study can be interpreted as modest since the intervention did not have an effect on 
the duration until RTW, on the odds on response and remission and on the continuous 
outcome measure. As was reported elsewhere, collaborative care was more effective 
than usual care in terms of response at 3 months after baseline [21]. The present 
findings, i.e. that collaborative care led to a faster response but not to more response, 
suggest that collaborative care did have an immediate effect, but that this effect decayed 
during the 12-month follow-up. To interpret findings as these, Kristensen distinguished 
between program failure and theory failure [37]. When treatment itself is effective, but 
patients are not adhering to the treatment protocol or treatment recommendations, it 
can be referred to as program failure. When patients are adhering to the treatment 
protocol and recommendations, but the treatment itself is not effective, it is theory 
failure [37]. In the present study, there might have been program failure, for several 
reasons. First, a substantial number of collaborative care participants did not start the 
collaborative care treatment, because long waiting lists occurred of participants waiting 
for the collaborative care treatment to start. Ironically, the idea to move treatment to the 
occupational healthcare setting in order to avoid waiting lists for referral to the specialty 
mental health setting, created waiting lists and lack of treatment in the occupational 
healthcare setting. Moreover, because of the separation of treatment and sickness 
certification in the Dutch legislation, workers may not be used to the treatment role of 
the OP-CM, which may have inhibited them as well in visiting the OP-CM. Second, despite 
training and close supervision of the OP-CMs, the workplace intervention was applied to a 
low extent, thereby eliminating the most important contrast in the intervention aimed at 
RTW. It may have felt unsafe for workers to be guided in the workplace intervention, 
with the employer participating as well, by the OP-CM who also provided their depression 
treatment. In addition, the OP-CMs as well felt uncomfortable with the workplace 
intervention in their treatment role. Perhaps the workplace intervention would have been 
better implemented if a different occupational health professional, such as a company 
social worker or a labor expert, would have guided the workplace intervention [38].  
 
Comparison with other studies 
To our knowledge, this was the first study examining the effectiveness of collaborative 
care in sick-listed, depressed patients, aimed at both reducing the duration until RTW 
and reducing the depressive symptoms. In a previous study, linking the expertise of OPs 
with that of a consultant psychiatrist showed promising results on RTW, with a mean 
difference of 68 days [20]. However, in that study, the OPs themselves did not treat the 
depression. In a recent study among workers with chronic low back pain, the workplace 
combined with a graded activity programme reduced sickness absence with a median of 
120 days, compared to usual care [39]. In another study, the workplace intervention was 
evaluated among sick-listed workers with distress [40]. In that population, the workplace 
intervention only reduced the duration until RTW in the subgroup of workers who had at 
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baseline the intention to return to work despite still having symptoms [40]. 
Unfortunately, that interaction effect could not be examined here, since the intention to 
return to work despite still having symptoms was not measured in the present study. 
Moreover, evaluating the added value of the workplace intervention is not possible in this 
study since the intervention was applied in only a few participants. 
 
Strengths and limitations 
This was an innovative study, aimed at reducing both the duration until RTW and the 
depressive symptoms in depressed, sick-listed workers. However, application of the 
collaborative care model in the occupational healthcare setting in order to avoid waiting 
lists in the specialty mental health setting was a bridge too far. Moving depression 
treatment to the occupational healthcare setting led to waiting lists in that setting as 
well. Moreover, OP-CMs in the majority of cases refrained from providing the workplace 
intervention. As a consequence, the contrast between collaborative care and usual care 
in this study regarding interventions specifically aimed at RTW was almost nonexistent, 
thereby reducing the chance of effect on the RTW outcome. Although in Dutch legislation 
OPs are now licensed to treat patients, actually providing treatment is a big step. 
Nevertheless, there was a significant difference in favour of collaborative care in terms of 
time to response, indicating that there may be grounds to further explore the model in 
future research. 
 
Implications for practice and further research 
The results of this study do not justify a widespread implementation of collaborative care, 
as it was operationalized here, in the occupational healthcare setting. Although 
collaborative care had a positive effect on the time to response, collaborative care did 
neither have an impact on the duration until RTW, nor on the odds on response or 
remission and the PHQ-9 as continuous outcome measure. Because in the Netherlands 
entitlement for a disability pension is determined after a maximum of 2 years of sickness 
absence, a follow-up of 2 years on sickness absence data may be interesting for future 
research. It might be that the comprehensive collaborative care treatment by the OP-CM 
not so much leads to a faster RTW but that it does lead a more sustainable RTW, leading 
to less recurrences of sickness absence. The dual focus on RTW as well as on depressive 
symptoms remains important in the treatment of depressed, sick-listed workers, but 
future research needs to examine how that focus can be best put into practice. Future 
research may focus on improving referral to, and monitoring of, adequate treatment by 
OPs and on improving collaboration between OPs and the curative sector. 
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