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Abstract Introduction Little is known about feasibility

and acceptability of return to work (RTW) interventions for

mental health problems. RTW for mental health problems is

more complicated than for musculoskeletal problems due to

stigmatization at the workplace. A participatory workplace

intervention was developed in which an employee and

supervisor identify and prioritize obstacles and solutions for

RTW guided by a RTW coordinator. This paper is a feasi-

bility study of this innovative intervention for employees

with distress. The aims of this study were to describe the

reach and extent of implementation of the workplace inter-

vention, the satisfaction and expectations of all stakeholders,

and the intention to use the workplace intervention in the

future. Methods Eligible for this study were employees who

had been on sick leave from regular work for 2–8 weeks

with distress. Data were collected from the employees, their

supervisors, RTW coordinators, and occupational physi-

cians by means of standardized matrices and questionnaires

at baseline and 3 months follow-up. Reach, implementation,

satisfaction, expectations, and maintenance regarding the

workplace intervention were described. Results Of the 56

employees with distress eligible to receive the workplace

intervention, 40 employees, their supervisors and RTW

coordinators actually participated in the intervention. They

identified 151 obstacles for RTW mostly related to job

design, communication, mental workload and person-rela-

ted stress factors. The 281 consensus-based solutions

identified were mostly related to job design, communication

and training. Of those solutions, 72% was realized at the

evaluation with the employee and supervisor. Overall,

employees, supervisors and occupational health profes-

sionals were satisfied with the workplace intervention and

occupational health professionals rated it with a 7.1. Time-

investment was the only barrier for implementation reported

by the occupational health professionals. Conclusions The

results of this study indicate a high feasibility for a broad

implementation of a participatory workplace intervention

for employees with distress and lost time, and their

supervisors.
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LBP Low back pain

OP Occupational physician

Introduction

Many randomized controlled trials (RCTs) have been

conducted in the field of occupational health (OH), but in

general, those trials provide little information about the

content and degree of implementation of the interventions

in question [1, 2]. However, the implementation and fea-

sibility aspects of interventions are of critical importance,

since they address the issue of how easily an intervention

can be implemented in practice and how well the inter-

vention is received. This information makes it possible for

care providers and researchers to determine whether the

findings of a study apply to their local setting, population

and country [3]. These are important aspects in view of the

difficulties that are encountered when transferring evidence

into practice [4], also in mental health [5].

In fact, an intervention has to be both effective and fea-

sible. Effective interventions that are not feasible to be

implemented are useless in practice, and the same applies to

interventions that are feasible to be implemented but lack

effectiveness. The need for knowledge about the imple-

mentation and feasibility of an intervention has been

recognized by many authors since the beginning of this

decade [6, 7]. However, the number of feasibility studies

alongside RCTs in the field of occupational health is very

limited [1, 8, 9].

The present paper is a feasibility study of a participatory

workplace intervention for sick-listed employees with

distress. The workplace intervention is a stepwise process

to identify and solve obstacles for return to work (RTW),

based on consensus between a sick-listed employee and his

or her supervisor. The participatory workplace intervention

is an innovative approach in mental health. Evidence shows

that medical interventions without consideration of the

work situation do not show a positive effect on RTW

outcomes [10, 11]. A return to an unchanged work situation

of an employee with mental health problems may be

doomed to fail and may even lead to longer-term recur-

rences [12, 13]. Therefore, it is recommended that RTW

interventions should be carried out close to the workplace

and in collaboration with the key stakeholders [1, 14].

The workplace intervention was based on a successful

RTW intervention for sick-listed employees with low back

pain (LBP) [15, 16], and was further tailored to the needs of

sick-listed employees with distress by applying the Inter-

vention Mapping approach [17]. Due to stigmatization at the

workplace RTW of employees with distress is more com-

plicated than for musculoskeletal problems [18]. The

feasibility and implementation of an intervention are factors

to be considered as part of the evaluation in Intervention

Mapping [19]. Through small-scale consideration of these

aspects, factors that impede large-scale implementation can

be identified and, if necessary, improved to facilitate a large-

scale implementation.

The aims of this study were (1) to describe the reach of

the workplace intervention; (2) to describe whether the

workplace intervention was implemented as planned,

including a description of perceived barriers for imple-

mentation; (3) to describe the satisfaction and expectations

of employees, supervisors, and OH professionals; and (4)

to describe whether OH professionals reported the intention

to use the workplace intervention in the future.

Methods

This feasibility study was carried out as part of a RCT on

the effectiveness of a participatory workplace intervention

for sick-listed employees with distress, the ADAPT study

[20]. The Medical Ethics Committee of the VU University

Medical Center approved the study and all participants

signed informed consent.

Study Population

Eligible for this study were employees who had been on

sick leave from regular work for 2–8 weeks with distress,

and were selected by a three-item distress screener based

on the four-dimensional symptom questionnaire (4DSQ)

[20, 21]. The distress screener correlated high (0.82) with

the 4DSQ distress scale. Sensitivity and specificity of the

distress screener were, respectively, 0.85 and 0.78 [22].

The study population encompassed both criteria-based

psychiatric disorders (mostly depressive and anxiety disor-

ders) and ‘subthreshold’ disorders (including adjustment

disorders). It is generally known that distress can coexist with

chronic diseases and/or physical symptoms, therefore a group

of distressed participants with heterogeneous health condi-

tions was selected. Exclusion of employees occurred in case of

(1) a conflict between the employee and the employer with

legal involvement; (2) working less than 12 h a week; (3)

pregnancy; (4) sick-listed for more than 8 weeks; (5) another

episode of sick leave within 1 month before the current epi-

sode; and (6) inability to complete questionnaires written in

the Dutch language. Occupational physicians (OPs) excluded

employees with severe psychiatric disorders (mania, psy-

chosis or suicidal) or a terminal illness from starting the

workplace intervention. The Improved Gatekeeper’s Act

mandates the employer to formulate a plan for RTW with the

employee at 8 weeks of sick leave. If this plan is formulated, it

is more difficult to initiate other interventions.
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This paper focussed on the first 40 participants who had

actually started to participate in the workplace intervention,

which means that only part of the recruitment sample was

considered.

Workplace Intervention

The workplace intervention consisted of a stepwise process

to identify and solve obstacles for RTW, based on con-

sensus between the sick-listed employee and his or her

supervisor. The intervention was guided by a RTW coor-

dinator from the respective occupational health services,

i.e., a company social worker or a labour expert. In the

Netherlands, a labour expert is a specialist in occupational

health and work processes who helps sick-listed employees

to RTW. Although, the RTW coordinators were employed

by private occupational health services, they are indirectly

paid by employers. However, Dutch regulations guarantee

the independency of the RTW coordinators.

The RTW coordinator planned three meetings on 1 day.

In the first meeting, the employee performed a task analysis

and identified obstacles for RTW in a structured conversa-

tion with the RTW coordinator. These obstacles were ranked

according to priority, based on their frequency and perceived

severity. In the second meeting, the supervisor identified

obstacles for RTW from the perspective of the supervisor.

The procedure of the meeting between the supervisor and the

RTW coordinator was the same as in the meeting between

the employee and the RTW coordinator. In the third meet-

ing, the employee, the supervisor and the RTW coordinator

were jointly involved in brainstorming for solutions. The

solutions were ranked according to priority, based on fea-

sibility, solving capability and short-term applicability of

the suggested solution. Then a plan for realization of the

suggested solutions was formulated, including the person

responsible for the realization, how the solution was plan-

ned, and when it should be realized. This plan was based on

consensus. In the weeks following the meetings the solutions

could be realized. If required, an RTW coordinator planned a

visit to the workplace to instruct and advise the employee.

One month after the meetings, actual realization of the

solutions and contributions to RTW were evaluated by the

RTW coordinator with the employee and the supervisor.

This workplace intervention has been described in detail in

other papers [15, 20]. Fig. 1 presents an example of the

application of the workplace intervention.

Data Collection

The data for this study were collected by questionnaires (at

baseline, at the 3 month follow-up, and when all 40

workplace interventions had been completed) and stan-

dardized matrices (as shown in Fig. 1). The concepts used

were partly based on RE-AIM, a framework that recog-

nizes several objectives for the evaluation of interventions

[23]. Effectiveness of the workplace intervention was not

assessed in this feasibility study, these results will become

available in the near future.

Reach

Reach was addressed at setting level and at participants’

level. At setting level, reach is defined as the number of

settings and the representativeness of the settings (compa-

nies and OH professionals) participating in the research. At

participants’ level, reach is defined as the number of

employees and the representativeness of the employees who

participated in the research. Reasons for non-participation

were registered. All participants completed a baseline

questionnaire, providing demographic information, infor-

mation about symptom severity, and job characteristics.

Implementation of the Workplace Intervention

Implementation concerns the extent to which the inter-

vention was provided as intended (i.e., as described in the

intervention manual) [23]. Complete implementation of the

workplace intervention was achieved if the three meetings

between the RTW coordinator, employee and supervisor

had actually taken place and if the standardized matrices

had been accurately completed by the RTW coordinators.

The number of employees who did not actually participate

in the workplace intervention and the reasons given were

registered.

At the 3 month follow-up, an intervention evaluation

questionnaire was sent to the employee, the supervisor, and

the OH professionals (i.e., the RTW coordinator and the

OP). The questions concerned the intervention process, the

satisfaction with the intervention, the work adaptations that

were selected, and the perceived effect of these work

adaptations. The RTW coordinators also provided data

about the timing and duration of the intervention and these

were compared with the intervention manual. Information

concerning obstacles for RTW, solutions and the RTW

plan discussed in the meetings was collected on the stan-

dardized matrices, which were completed by the RTW

coordinator, based on the agreements made during the

meetings. All obstacles and solutions for RTW were clas-

sified based on the ergonomic abstracts classification

scheme and the definition of work organization in the

National Occupational Research Agenda of the National

Institute for Occupational Safety and Health [15, 24, 25].

The classification categories were: workplace design; work

design and organization (tasks, schedules, communication,

training, management style, use of support, organizational

characteristics); environment; and task-related factors
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(mental workload, physical workload, person-related

stress).

When all 40 workplace interventions had been com-

pleted, an implementation questionnaire focussing on

barriers and facilitators for implementation of the inter-

vention was sent to all OPs and RTW coordinators [26, 27].

Satisfaction, Usefulness and Expectations

Satisfaction after participation in the workplace interven-

tion, perceived usefulness of the intervention and

expectations for RTW (and symptom recovery) was

requested from all stakeholders in the 3 month follow-up

questionnaire. Whether employees felt that they had been

taken seriously by the OP and the RTW coordinator was

measured with the short version of the Patient Satisfaction

with Occupational Health Services Questionnaire [28],

which consists of a five-point scale ranging from no

agreement to full agreement.

Maintenance

Maintenance is defined as the intention of OH professionals

to support the implementation of the workplace interven-

tion in the future. Actual maintenance could not be

measured because large-scale implementation was not the

purpose of this study. Therefore, questions were asked

about intentions for future use in the implementation

questionnaire for OH professionals. This questionnaire also

included questions about the OH professionals’ view on the

Mr. B, 42 years old, is an experienced and motivated worker. He works in an administrative job in a financial 
department since 1999. His main task is the processing of invoices into the computer. Because of his 
experience and his knowledge of the department, colleagues frequently ask him to help them with other tasks. 

Since February 2007, everyone in the department had become busier, due to an increase in the number of 
invoices. A pile of invoices was usually lying on Mr. B’s desk waiting to be processed. After a period of 
increased workload, Mr. B was no longer able to carry out his work, and he took sick leave in August 2007. 
His OP diagnosed an adjustment disorder. Mr. B had extreme fatigue, and suffered from sleeplessness and 
concentration problems. After 3 weeks of sick leave the OP referred Mr. B to the workplace intervention. 

The RTW coordinator (Ms. G) contacted Mr. B and his supervisor (Ms. T) to plan the meetings for the 
workplace intervention. 

• In the first meeting, Mr. B and Ms. G performed a task analysis, identified obstacles for RTW, and 
prioritised the most important obstacles.

• In the second meeting, Ms. T and Ms. G identified obstacles for RTW from the supervisor’s 
perspective and prioritised the most important obstacles.

• In the third meeting, Mr. B, Ms. T and Ms. G brainstormed to find solutions for the prioritised 
obstacles, selected the most appropriate solutions, and made agreements about what should be 
done, by whom and when. 

Part of the matrices completed by the RTW coordinator are presented below.

One week after the three intervention meetings Mr. B started a gradual RTW in his own job (after consultation 
with the OP).

Matrix: obstacles for RTW
Name worker: Mr. B
Name supervisor: Ms. T
Name RTW coordinator: Ms. G
Date: 20-09-2007

Main tasks Activities Obstacle Frequency Severity Priority

Processing of 
invoices

Arranging invoices

Putting invoices into 
the computer

Archiving invoices

High workload due to pile of 
invoices

Concentration problems (too 
much invoices, very accurate 
work) 

****

***

***

***

1

4

Helping
colleagues with 
difficult invoices

Giving advice to 
colleagues

Time consuming, less time for 
own work

*** *** 3

Organizing 
weekly 
meetings about 
distribution of 
work

Preparing meetings

Chairing meetings Difficulties with delegation of 
tasks

** *** 2

Frequency: report if a certain task occurs frequently or not:
* = only once in a while (for instance once a week or month)
** = on a regular basis (for instance a few times a week, sometimes once a day)
*** = often (more times a day)
**** = always (every hour of the day)

Severity: report the severity of every obstacle:
* = somewhat severe
** = severe
*** = very severe

Fig. 1 Case description
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applicability of the intervention for sick-listed employees

with distress.

Data Analysis

The data were analyzed by means of descriptive statistics.

Differences between participants and non-participants were

tested with t-tests and the Pearson Chi-Square test. Excel

2003 and SPSS version 15.0 were used for the descriptive

and statistical analyses.

Obstacles and solutions for RTW as registered in the

matrices were classified by two researchers independently.

Disagreements between researchers with regard to classi-

fied obstacles and solutions were discussed and, if

necessary, a third researcher was consulted.

Results

Reach

Setting Level

Three occupational health services were invited to partic-

ipate in the ADAPT study. Two occupational health

services responded positive. The remaining one responded

with substantial doubts related to the time investment for

the OH professionals. The researchers therefore decided to

proceed with the two positive occupational health services,

which were connected to three large companies from the

industrial, health care, education, and research sectors

(n & 20.000 employees).

Of the 13 RTW coordinators who were invited for

training in the workplace intervention, one was not moti-

vated before and one did not feel capable to conduct the

intervention after participating in the training. Due to slow

recruitment rates, one RTW coordinator decided during the

course of the study not to continue with the intervention

and another one retired before a first participant was

referred to her. All 14 OPs from the participating occu-

pational health services participated in the ADAPT study.

Participants Level

Figure 2 shows the flow diagram of employees in the

ADAPT study. Approximately, 8,500 screeners were sent

to sick-listed employees. Based on the screeners that were

returned, 744 employees were eligible for participation in

the study. When 568 were contacted by phone, 456 were

unwilling to participate or could not participate for other

Matrix: solutions for RTW

Obstacle Solution Remark Assessment of criteria Priority

1. 2 3.

High workload

Difficulties with 
delegation of 
tasks

Job description for clarity 
about responsibilities Mr. 
B

Extra meetings with Ms. T 
about planning

Spread of workload over 
employees in department

Training in delegation of 
tasks

Daily meetings

+++          +++          +++ 

+++          +++          ++

+/-            +              +

+++          +              ++    

1

2

4

3

Criteria:
1: solution exists and can be realized in the short term
2: solution is inexpensive and can be purchased in this framework
3: solution helps in eliminating/decreasing obstacle for RTW

Meaning of plus and minus signs:
- = a negative score on this criterion
+ = positive score on this criterion (may vary from + to +++ )
+/- = has both positive and negative aspects
? = unknown

Matrix: realization of solutions 

Obstacle Solution Action Person 
responsible

When Done

High workload Clarity about 
responsibilities Mr. B

2 daily meetings (5 
minutes) about 
planning

Write job description 

Schedule appointment in 
the morning and afternoon

Ms. T

Mr. B and Ms. T

10-10-2007

From start 
RTW

dd-mm-yyyy

dd-mm-yyyy

Spread of workload 
over employees in 
department

Consideration of new 
schedules for next year

Ms. T November
2007

dd-mm-yyyy

Difficulties with 
delegation of tasks

Training in 
delegation of tasks

Contact with company 
social worker to plan 
training

Mr. B This week dd-mm-yyyy

Fig. 1 continued
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reasons. The main reason for non-participation (41%) was

a RTW or RTW planned within 2 weeks. Other reasons for

non-participation were most frequently related to the

intervention (time-restrictions, burden, satisfied with cur-

rent treatment) and the reason for sick leave (private

problems, elective surgery). In fact, 298 (65.4%) employ-

ees could not participate and 158 (34.6%) employees

refused to participate. Finally, 112 participants were ran-

domised. There were no differences in age or gender

between participants and non-participants. However,

excluding the employees who returned to work, men were

more likely to participate than women (P = 0.005). Of

those randomised to the intervention group (N = 56), 40

actually started participating in the intervention and their

data were used for this study. The baseline characteristics

of those employees are shown in Table 1.

Implementation of the Workplace Intervention

Among the employees in the intervention group, the

most often reported reason for not starting to participate

in the intervention was RTW; four employees returned

to their previous job and three employees returned to a

new job. Other reasons are shown in Fig. 2. One

employee started participating in the intervention but

neither the employee nor the supervisor could identify

obstacles for RTW. Therefore, complete protocol

implementation was eventually accomplished for 39

employees. For three participants there was no evalua-

tion of the realization of solutions by phone. Optional

meetings for instructions at the workplace took place

seven times, and additional meetings with the RTW

coordinator took place six times.

Fig. 2 Flow diagram of

employees in the ADAPT study,

including reasons for non-

participation

J Occup Rehabil (2009) 19:212–222 217
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Timeline and Duration of the Workplace Intervention

The time schedule for starting the intervention was prop-

erly followed. However, the first three meetings were not

all planned on 1 day for 17 of the 39 participants. For those

17 employees the median time between the three meetings

was 12 calendar days (IQR 3–23 days). The median time

between the workplace intervention meetings and the

evaluation was 56 calendar days (IQR 38–87 days) for the

36 employees for whom an evaluation was conducted. The

intervention manual described a 1 month period between

the meetings and the evaluation. The delay that occurred

was due to RTW coordinator preferences or a delayed visit

to the workplace. In total, the three meetings (of the RTW

coordinator with the employee, the supervisor, and the

employee and supervisor together) lasted for an average of

3 h and 45 min. The median time investment for the

complete workplace intervention for the RTW coordinator

was 7 h (IQR 5.5–8.4 h), including the time needed for

administration.

Implementation of the Workplace Intervention Process

The RTW coordinators and OPs reported that, respectively,

89–92% of the 40 employees were cooperative regarding

participation in the workplace intervention. Over 60% of

the employees actively participated, according to the RTW

coordinators. The supervisors were also cooperative in

84% of the cases, according to the OPs. From the RTW

coordinators point of view, 98% of the employees had a

sufficient say in the workplace intervention process.

A total of 151 obstacles for RTW were identified, most

of which were related to job design (13% of all obstacles),

communication (13%), mental workload (17%), physical

workload (10%), and person-related stress factors (22%),

such as perfectionism and a high sense of responsibility.

Subsequently, 281 solutions for RTW were identified and

those most frequently mentioned are presented in Fig. 3.

Most of the solutions were classified into the categories of

job design (e.g., task rotation, skip task temporarily),

communication (e.g., feedback from supervisor, regular

meetings with supervisor) and training (e.g., time man-

agement, skills training). The highest priority obstacles and

solutions showed very similar results: the highest priority

obstacles were mental workload (16% of all obstacles) and

person-related stress factors (24%); the highest priority

solutions were communication (20% of all solutions) and

training (20%).

In 56% of the 281 solutions the person responsible for the

initiation of actions was the employee and in 36% it was the

supervisor. Seventy five percent of the solutions could be

Table 1 Baseline characteristics of employees who started partici-

pating in the workplace intervention

Baseline characteristics N = 40

Employee characteristics

Mean age (SD) in years 47.9 (7.6)

Gender (% male) 82.5

Married or cohabiting (%) 80.0

Level of education (%)

Low 25.0

Intermediate 50.0

High 25.0

Distress (4DSQ score)

% above threshold ([10) 89.7

Depression

% above threshold ([2) 47.5

Anxiety

% above threshold ([7) 36.8

Somatization

% above threshold ([10) 65.8

Work-related characteristics

Occupation (%)

Mentally demanding 40.0

Physically demanding 35.0

Mixed mentally and physically demanding 12.5

Light physically or light mentally demanding 12.5

Work schedule (%)

Shift work 27.5

Irregular work/flexible schedules 2.5

Day work 70.0

0% 5% 10% 15% 20% 25% 30%

scheduling

job design

communication

training

use of support

not work-

related

Percentage of total number of solutions

realized not realized

Fig. 3 The six categories to which most solutions were allocated, as

a percentage of the total number of solutions reported in the matrices.

The bars differentiate the solutions realized and not realized at the

time of the evaluation, according to the employee and the supervisor

218 J Occup Rehabil (2009) 19:212–222
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realized in the short-term (within 3 months), but for 16% of

the solutions no clear timeline could be indicated, for

instance if a solution could only be realized after actual

RTW. The evaluation showed that 72% of the solutions were

realized according to the employee and the supervisor. Of

the 281 solutions, 28% had not been realized at the time of

evaluation, in 10% of the solutions because another solution

was found, and in 2% of the solutions because a new obstacle

for RTW was experienced by the employee and as a con-

sequence the initial solution was inappropriate. Of the

obstacles (N = 37) and solutions (N = 66) with the highest

priority, *70% were realized at the time of the evaluation,

according to the employee and the supervisor.

Barriers and Facilitators for the Realization

of the Solutions

With regard to realization of the solutions, the relationship

between the employee and the supervisor, the employee’s

motivation to work, and the opportunities for work adap-

tation were most often rated as facilitating factors.

Mentally demanding work and the mental capacity of the

employee were considered by the OH professionals to be

barriers for the realization of solutions.

Barriers and Facilitators for the Implementation

of the Workplace Intervention

After each workplace intervention, OH professionals rated

the factors that impeded and facilitated the process of the

workplace intervention. Compliance, commitment, and

influence of both the employee and the supervisor were

regarded as the most important factors that were positively

related to the process of the intervention.

On a broader level, OH professionals rated the presence

of various implementation factors for the workplace

intervention (Table 2). Except for time investment and

scientific basis, all factors were clearly rated as present, and

therefore influenced implementation positively. With

regard to the timing of the start of the intervention,

immediate application when sick leave occurs was rec-

ommended by 8 of the 18 OH professionals, because in the

ADAPT study the intervention was sometimes applied too

late to be of any use. Finally, the standardized matrices

were considered to be too extensive.

Satisfaction, Usefulness and Expectations

The workplace intervention was expected by most OPs and

RTW coordinators to have no effect on time until RTW

(respectively, for 60 and 54% of the 40 employees). Sus-

tainable RTW was expected to be positively influenced by

the intervention for, respectively, 55–74% of the

employees. More than half of the employees and two-thirds

of the supervisors expected the intervention to have posi-

tive effects on RTW. Even though the workplace

intervention focused on RTW, the expectations of the OPs

with regard to recovery of symptoms were positive for

almost one-third of the employees. The usefulness of the

workplace intervention and satisfaction with the work

adaptations were most frequently rated positively by the

employees and the supervisors (Fig. 4).

The OH professionals were satisfied with the process of

the workplace intervention and rated this on average as 7.1

(scale 1–10; 10 indicating maximum satisfaction). Being

taken seriously by the OP and the RTW coordinator was

positively rated by the employees as a score of 3.4 and 3.9,

respectively, (scale 1–5; 5 indicating maximum). The

presence of the RTW coordinator was viewed as a positive

influence on feelings of safety and support, according to

Table 2 Presence of innovation, care provider, and context level

barriers for implementation, rated by the OH professionals (n = 18)

Level Factor Mean score (1–5)a

Innovation Compatibility 1.3

Time investment 3.6

Flexibility 1.7

Complexity 2.0

Scientific basis 2.8

OH professional Attitude 1.2

Knowledge 1.3

Expertise 1.4

Doubts innovation 2.1

Work style 1.8

Perceived advantage 2.0

Context Support colleagues 1.7

Resistance employees 1.9

Resistance supervisors 2.1

a Scale ranged from no barrier perceived (1) to perceived as barrier (5)
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adaptations by employees
(N=36)

Perceived usefulness of
workplace intervention by
employees (N=37)

Satisfaction with work
adaptations by supervisors
(N=32)

Perceived usefulness of
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employees and RTW coordinators, whereas the supervisors

and RTW coordinators thought that it led to less perceived

differences in authority between employees and

supervisors.

Maintenance

All 18 OH professionals reported that they intended to refer to

or apply the workplace intervention in the future. Application

of the intervention by RTW coordinators was preferred

because the intervention is too time consuming for OPs.

Application of the intervention was favored for communica-

tion problems, work-related barriers for RTW, passive or non-

assertive employees, and stagnation of RTW. Application

was considered to be inappropriate for actual conflicts at work

(without legal involvement), good communication about

RTW between the employee and the supervisor, and non-

work-related problems (just personal problems).

Discussion

The aim of this paper was to describe the reach, imple-

mentation, satisfaction, expectations, and maintenance of a

workplace intervention for sick-listed employees with

distress. Overall, the results of this study indicated good

satisfaction of all stakeholders and high feasibility with

regard to implementation.

Comparison with Other Studies

Obstacles for RTW mentioned by sick-listed employees

with distress and their supervisors differ from the obstacles

for RTW reported in LBP studies [15, 29]. Physical

workload and problems related to workplace design were

often reported as obstacles in the LBP studies, whereas

most of the obstacles for RTW in the present study con-

cerned mental workload and stress. Communication

obstacles were often found for employees with distress, but

these were not reported for LBP [15, 29]. With regard to

the type of solutions for RTW, work design and organi-

zation were popular in this study, which is comparable with

the results of LBP studies [15]. In LBP studies many

solutions were also found in the workplace design and

equipment category [15, 29, 30]. For the participants with

communication problems in our study, simple opportuni-

ties for improvement were mainly proposed, such as

scheduled meetings with the supervisor. The level of

realization of the solutions in this study was considerably

higher than in the LBP studies [15, 29]. The differences in

obstacles and solutions between the employees with dis-

tress and the LBP studies are not surprising, given the

nature of these work disability conditions. Comparison

with mental health studies that incorporated work adapta-

tions in their interventions is impossible, due to a lack of

information in these studies [31, 32].

Subsequent to the earlier demonstrated feasibility of a

participatory workplace intervention for sick-listed

employees with LBP, the results of the present study show

that it is also feasible to implement this intervention for sick-

listed employees with distress. Despite the existence of

stigma related to mental health problems, the employees and

supervisors were able to identify obstacles related to mental

workload, stress, and communication, to discuss them and to

find solutions for these obstacles, whereas such obstacles

were seldom discussed by employees with LBP and their

supervisors [15, 29]. The RTW coordinator is, in our opin-

ions of crucial importance in discussions about obstacles

related to mental workload, stress, and communication. The

intermediary role of the RTW coordinator was expected to

ensure more equality in the discussion between a sick-listed

employee and his or her supervisor, as reported in the focus

group meetings prior to our study [17]. Indeed, employees

and supervisors perceived that the presence of the RTW

coordinator contributed to more equality, safety and support

in the meetings. In a study describing the role of RTW

coordinators, the competencies of communication and

conflict resolution seem to be most the important factors for

a successful RTW coordinator [33].

Strengths and Limitations of the Study

Knowledge about the perceptions of all stakeholders

involved is a strength of this study, since stakeholders have

different interests in the field of work disability [14, 34, 35].

In previous studies, the perceptions of employees and OH

professionals were considered to be most important [15, 29].

Nowadays, however, the perceptions of supervisors are of

great importance for the successful implementation of a

workplace intervention, as the supervisor (as employer

representative) is a main stakeholder in the field of work

disability [34].

Although the satisfaction of all stakeholders was ade-

quate, the OH professionals favored implementation of the

workplace intervention for a specific group of sick-listed

employees with distress only. OH professionals have no

intention to apply a workplace intervention in situations

with no work-relatedness, in conflict situations, or if good

communication about RTW already exists. The former two

reasons show similarities with the reasons for not partici-

pating in the workplace intervention in this study: 16 out of

56 employees did not participate. For seven of these 16

employees the reason for not participating was RTW, in

which case the goal of the workplace intervention had

already been achieved. Various different reasons for not

starting the intervention were reported for the other nine
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employees. Future studies in the workplace should care-

fully consider the inclusion and exclusion criteria for

employees, to avoid a high number of employees not

starting the intervention. On the other hand, OH profes-

sionals reported to intend application of the intervention for

communication problems, work-related obstacles for RTW,

non-assertive employees, and stagnation of RTW. How-

ever, intentions to apply the intervention do not guarantee

actual use [36].

Participation in the intervention immediately after sick

leave occurred was preferred by the OH professionals. This

was in contrast to the outcomes of the focus groups with all

stakeholders, in which application of the workplace inter-

vention after 4 weeks of sick leave was favored [17]. The

focus groups indicated that employees often still lack

control over their situation and their complaints in the first

weeks of sick leave, and stress reduction and reassurance

should be the main objectives at that time.

Furthermore, generalization of our results to another

context is difficult, partly due to the limited number of

companies involved. Large companies usually have work

cultures and regulations that differ from small and med-

ium-size companies. On the other hand, large companies

encompass a variety of jobs which is an advantage to

generalizability. Furthermore, the three participating com-

panies have existing safety and disability practices. With

regard to employee benefits, no differences are expected

because all companies fall to the same disability legisla-

tion. Generalization to other countries is definitely difficult,

due to the different benefit systems in different countries,

and the existence of stigma related to mental health prob-

lems in some countries. Prior to the start of this study,

contextual factors were taken into account by performing a

small-scale feasibility assessment and conducting focus

group interviews [17]. The feasibility assessment indicated

a need and a support system for this workplace interven-

tion, and the stakeholders indicated that they would be

willing to cooperate in the implementation. The interven-

tion should therefore be tailored to the needs of the

stakeholders in the RTW process of sick-listed employees

with distress, and this was achieved to a great extent, as

shown by the generally positive results of this feasibility

study.

Practice Implications

The results of this study indicate high feasibility for a broad

implementation of the workplace intervention. Since the

feasibility for LBP, this is the first time that the feasibility

has been assessed for sick-listed employees with distress,

and the results confirm the expectations of stakeholders

that this intervention would be helpful in identifying

obstacles and solutions for RTW [17].

Briefly, for broader implementation of the workplace

intervention it is essential to devote more attention to

aspects related to time-investment, the standardized

matrices, and the time at which to start the workplace

intervention. Furthermore, application of the intervention

was not appropriate for all employees with distress,

according to the OH professionals. For future implemen-

tation of this intervention, reconsideration of some

application criteria is recommended.
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