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Abstract
Purpose This study examined who benefits most from a cognitive behavioural therapy (CBT)-based intervention that aims
to enhance return to work (RTW) among employees who are absent due to common mental disorders (CMDs) (e.g., depression, anxiety, or adjustment disorder). We researched the influence of baseline work-related self-efficacy and mental health
(depressive complaints and anxiety) on treatment outcomes of two psychotherapeutic interventions. Methods Using a quasiexperimental design, 12-month follow-up data of 168 employees were collected. Participants either received work-focused
cognitive behavioural therapy (W-CBT) that integrated work aspects early into the treatment (n = 89) or regular cognitive
behavioural therapy (R-CBT) without a focus on work (n = 79). Results Compared with R-CBT, W-CBT resulted in a faster
partial RTW, irrespective of baseline self-efficacy. Among individuals with high self-efficacy, W-CBT also resulted in faster
full RTW. The effectiveness of W-CBT on RTW did not depend on baseline depressive complaints or anxiety. The decline
of mental health complaints did not differ between the two interventions, nor depended on baseline self-efficacy or mental
health. Conclusions Considering the benefits of W-CBT for partial RTW, we recommend this intervention as a preferred
method for employees with CMDs, irrespective of baseline self-efficacy, depression and anxiety. For individuals with high
baseline self-efficacy, this intervention also results in higher full RTW. For those with low self-efficacy, extra exercises or
components may be needed to promote full RTW.
Keywords Self-efficacy · Return to work · Common mental disorders · Cognitive behavioural therapy · Sickness absence
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Common mental disorders (CMDs) in the working population, such as depression, anxiety, and adjustment disorder,
are gaining growing attention among researchers [1, 2]. The
prevalence of these disorders in the working population is
high, affecting individuals all over the world [3, 4]. CMDs
may result in declined job performance and decreased work
participation, such as long-term sick leave [3, 5]. As such,
CMD not only pose a threat to the well-being of individuals
who are affected, but also entail considerable societal and
financial costs [2, 3].
Considering the prevalence and impact of CMD, it is
essential that research illuminates what methods are successful to enhance return to work (RTW) for employees with
CMD. Although there is limited evidence available concerning effective RTW interventions for employees with CMD
[6, 7], research suggests that interventions that combine

13

Vol.:(0123456789)

Journal of Occupational Rehabilitation

cognitive-behavioural techniques with work-focused techniques constitute effective treatments [8]. In a recent study,
we demonstrated that work-focused cognitive behavioural
therapy (W-CBT), compared with regular cognitive behavioural therapy (R-CBT), indeed promoted full and partial
RTW among employees who were sick-listed due to CMD
[9].
To implement W-CBT as a preferred treatment method
for sick-listed workers with CMD, it is important that practitioners believe that this method is adequate for their specific clients (see also [10]). Practitioners may be concerned
that particular clients, for example those with high levels
of mental health complaints, may benefit less from workfocused techniques or may even be harmed by these techniques. These concerns were expressed by the therapists that
participated in our intervention and have also been reported
by practitioners in other studies [11, 12]. Therefore, it is
essential to investigate the effectiveness of W-CBT in particular types of clients with CMD.
Building upon our earlier study [9], we examined the
influence of baseline RTW self-efficacy and mental health
symptoms on the outcomes of W-CBT, compared with
R-CBT, among employees with CMD. RTW self-efficacy
is an overarching construct that relates to the multifactorial nature of RTW, taking into account both mental health
symptoms and the work context, which is not only useful for
understanding and facilitating the RTW process [13], but
may also predict who will benefit most from interventions
that aim to enhance RTW [14]. In a similar vein, individuals’ level of mental health symptoms might be a relevant
predictor for treatment success [15]. The insights from this
study may help identify clients who are most likely to benefit from W-CBT and R-CBT, match clients with the most
appropriate intervention, and adapt interventions to clients’
individual needs.

CBT‑Based Interventions for Employees with CMD
Although psychotherapeutic interventions are often provided
to employees with CMD, the effect of these interventions on
RTW are not well understood [6, 16]. To give more insight
into the benefits of combining cognitive-behavioural and
work-focused techniques [8, 17], we conducted an earlier
study in which we compared the effectiveness of two CBTbased psychotherapeutic interventions: treatment as usual
consisting of R-CBT and W-CBT [9]. W-CBT consisted of
R-CBT treatment plus a module focusing on work and RTW
that was integrated in each session. In a quasi-experimental design, 12-month follow-up data were collected of 168
employees who were on sick leave because of CMD. We
found that the W-CBT group returned significantly faster to
work, both fully and partially. In both intervention groups,
a similar significant decrease in mental health problems was
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observed. Hence, by focusing more and earlier in the intervention on work-related aspects RTW could be substantially
enhanced, without negative side effects on psychological
complaints.
It should be noted that, as with other psychotherapeutic
interventions, not all individuals may benefit to the same
degree from W-CBT. Since the beginning of modern psychotherapy, researchers and therapists have acknowledged
that interventions should be tailored to clients’ individual
characteristics (see [18]). To do so, more research is needed
with respect to the question ‘what kind of intervention works
for whom’ [19, 20]. This article examines to what extent
return-to-work self-efficacy (RTW-SE) and mental health
symptoms influence the outcomes of W-CBT, in terms of
RTW and mental health complaints, compared with R-CBT.

Self‑Efficacy
Self-efficacy refers to the belief that individuals have in their
capacity to successfully perform a specific behaviour [21].
Self-efficacy beliefs are considered to have a prominent
influence on the initiation and maintenance of behavioural
changes [22]. Individuals with high levels of self-efficacy
set more challenging goals for themselves, they invest more
effort to meet their goals, they persist longer, and are better able to cope with setbacks. In contrast, individuals may
avoid activities for which they experience low self-efficacy.
Low self-efficacy cognitions are relatively often present
among those with mental health problems, as mental disorders may erode a positive self-concept by the very nature of
the disorder (see [23]).
This study focuses on self-efficacy with respect to RTW,
thereby covering the domain of efficacy cognitions that are
relevant for people with mental health problems during their
RTW process, including difficulty in concentrating, coping
with work pressure, dealing with emotionally demanding
situations, and energy regulation. Based on self-efficacy
theory [21, 22] it can be expected that employees with low
RTW-SE are more inclined to postpone their RTW and are
less successful in their attempts to RTW. RTW-SE indeed
appeared to be a robust predictor of RTW among sick listed
employees with CMD [13, 24].

Influence of Self‑Efficacy on Treatment Success
Studies that have been conducted on the relationship
between self-efficacy and the response to psychotherapeutic
interventions suggest that treatment outcomes are generally
better among those with higher baseline self-efficacy. For
instance, in studies exploring the effectiveness of CBT-based
treatment of depression [14] and panic disorder [25], treatment outcomes were more favourable for individuals with
higher baseline self-efficacy. Similar findings have been
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found with respect to treatments for fibromyalgia patients
[26]. In contrast, Eden and Aviram [27] found that a reemployment program increased the chance of finding work only
for individuals with low levels of general self-efficacy.
In general, the studies that point to higher treatment
benefits for those with high self-efficacy are in line with
Whisman [28], who proposes that cognitive therapies capitalize on pre-existing strengths and skills and that individuals with relatively high levels of capabilities and positive
learning histories would therefore benefit more from cognitive therapy. We therefore expect that especially individuals
with high levels of RTW-SE may benefit from W-CBT. As
RTW-SE predicts actual RTW among sick listed employees with CMD [13, 24], we assume that individuals with
high self-efficacy are better able to perform exercises that
address (return to) work and to take the necessary steps to
(partially) RTW. Having confidence in their ability to deal
with challenges and setbacks in the RTW process, these
individuals may experience less tension and negative mood
during work-focused exercises, they may be more likely to
recognize success experiences as such, and may be better
able to recover from, and deal with, relapses. All this would
eventually help to RTW and to recover from mental health
complaints. Based on this reasoning, we formulated the following hypothesis:
Hypothesis 1 Individuals with high baseline levels of RTWSE benefit more from W-CBT, compared with R-CBT, in
terms of RTW and mental health outcomes.
Our outcome variables regarding RTW include both
partial and full RTW. Our mental health outcomes include
symptoms of stress, depression, and anxiety, symptoms that
are relevant for CMDs in the working population.

Influence of Mental Health Symptoms on Treatment
Success
In general, more severe mental health complaints are predictive of less favourable RTW outcomes (see for a review
[15]). Moreover, several studies have identified symptom
severity as a significant predictor for less favourable mental health outcomes of CBT. For instance, CBT for anxiety disorders has found to be less effective with respect to
symptom reduction among those with more severe anxiety
symptoms [29]. In studies on cognitive therapy for depression, severity of depressive symptoms has generally been
associated with poorer treatment outcomes (see [28]). These
outcomes contradict the (common sense) assumption that
treatment would be effective to the degree that it addresses
individuals’ problems and deficits, and would therefore be
more beneficial to those with greater symptom severity [28,
30]. In cognitive and behavioural therapies, there is often an

implicit assumption, shared by therapists, that clients benefit
most when they are deficient in the areas that the therapy
addresses [30]. In contrast with this assumption, however,
treatment seems to be more beneficial to those with lower
symptom severity [28, 29].
It can be argued that anxiety complaints (involving fear
and worrying) and depressive complaints (involving sadness and hopeless) may interfere with individuals’ ability
to benefit from CBT techniques (see [28, 29]). We assume
that this would be particularly true for W-CBT techniques,
whereby individuals are stimulated to focus on work and
(partial) RTW. Individuals with high baseline anxiety and
depressive complaints generally experience a less favourable
RTW process [15]. Individuals may also fear that early RTW
would be hampered by, or may even aggravate, their mental
health symptoms [12, 31]. Hence, W-CBT techniques may
be a particular challenge for those with high levels of anxiety and depression. This reasoning leads to the following
hypothesis:
Hypothesis 2 Individuals with low baseline levels of depressive symptoms and anxiety benefit more from W-CBT,
compared with R-CBT, in terms of RTW and mental health
outcomes.

Socio‑legal Context
In order to understand the outcomes this study, it is important to take the socio-legal context of this study into account.
In the Netherlands, partial and gradual RTW is facilitated
by law (Gatekeeper Improvement Act of 2002). Furthermore, employees can also report sick for a limited number
of hours (i.e., partial sickness absence). The employer has to
pay at least 70% of wages during the first 2 years of sickness
absence, for work-related or non-work-related causes. The
employer is also obliged to support work adjustments and
to hire an independent Occupational Physician who advises
both the employer and employee. Employers or employees
can both be sanctioned if they have made insufficient RTW
efforts. When employees are not able to RTW within 2 years,
they can apply for a permanent disability benefit paid by
national insurance authorities.

Method
Participants and Procedure
Employees on sick leave (who were 100% absent at the
start of sick leave and had not fully returned to work at
the start of treatment) due to CMD were recruited to
participate in the study by psychotherapists from an outpatient mental health centre in the Netherlands. CMD
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encompassed the following diagnoses according to DSMIV criteria [32]: adjustment disorder, undifferentiated
somatoform disorder, anxiety disorder (excluding posttraumatic stress disorder), and mood disorder (excluding
major depressive disorder). A minority of the participants
(2%) was categorized as having CMD not further specified or hypochondria. From an ethical perspective, we
excluded those with more severe mental disorders (i.e.,
major depressive disorder, post-traumatic stress disorder).
Using a quasi-experimental design, four departments of
a mental health centre recruited clients for participation in
this study. To diminish the risk of contamination between
the conditions, these departments were (non-randomly)
assigned to perform either R-CBT or W-CBT. Allocation
of clients to the departments occurred centrally and did
not involve content-driven preferences of the therapist or
client. Allocation was based on clients’ proximity to their
home address. Exceptions were sporadically made when a
department would have a long waiting list. There were no
a priori reasons to assume that departments would differ
with respect to clients’ socio-demographic background,
the severity of their complaints, or any other variable.
Randomization checks were performed for 32 variables
including socio-demographic variables, therapeutic characteristics, and mental health and work characteristics at
baseline (see also [9]). The two conditions did not differ
on these variables, except for two variables (marital status
and time on the waiting list, see also statistical analyses
below).
Upon acceptance, approval of the proposed treatment
plan, and signing of an informed consent, the baseline questionnaire was sent to the client per mail. Follow-up questionnaires were sent at fixed times: 1, 3, 6, 9, and 12 months after

baseline. Treatment sessions generally started one week after
the first questionnaire was filled in.
Of 250 eligible clients, 208 individuals agreed to participate in the study. A total of 168 clients filled in the first
questionnaire (response rate 67%). Table 1 presents the baseline characteristics of the sample, including the duration of
sickness absence at baseline, and the number of therapeutic
sessions. More detailed information about the participants
and procedure can be found in elsewhere [9].

Interventions
R-CBT was performed according to a protocol that is widely
used and acknowledged as state-of-the-art treatment for
work-related mental health problems in the Netherlands
[33]. Based on the diagnosis (for example, burnout, adjustment disorder, depression), the therapist could choose from
different versions of the protocol. Each version of the protocol started with a basic module that concentrated on identification of the problem and symptom reduction. After the
disorder-specific basic module (covering about 6 sessions),
one or more modules were chosen in dialogue with the client. The protocol consisted of 12 sessions (in practice it was
11.4 sessions, see Table 1).
W-CBT consisted of R-CBT plus an integrated focus
on work and RTW, using a newly developed protocol [34].
In this treatment, it was essential that psychotherapists
addressed work issues in an early stage and used work
as a mechanism or a context to attain treatment goals.
This means that therapists integrated work aspects into
regular treatment content (e.g., cognitive restructuring
regarding unrealistic cognitions about work). In addition,
the W-CBT treatment consisted of specific work-related

Table 1  Baseline characteristics of participants and number of therapeutic sessions

Demographics
Mean age (SD)
Gender (female), %
Married or cohabiting, %
Lower vocational/general secondary education, %
Intermediate vocational education, %
Higher education (college, university), %
Disorder
Adjustment disorder/undifferentiated somatoform disorder, %
Anxiety, %
Depression, %
Other common mental disorder, %
Mean weeks of sick leave (SD)
Mean number of therapeutic sessions (SD)

R-CBT (n = 79)

W-CBT (n = 89)

Total (n = 168)

41.3 (10.4)
67
67
37
27
36

40.2 (9.6)
54
86
37
35
27

40.7 (9.9)
60
77
37
31
31

62
15
18
5
9.4 (8.2)
11.4 (3.6)

72
12
16
–
8.8 (5.0)
11.1 (3.7)

67
13
17
2
9.1 (6.7)
11.2 (3.6)

R-CBT regular cognitive behavioural therapy, W-CBT work-focused cognitive behavioural therapy
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(homework) exercises/interventions (such as drawing a
RTW plan) that were additional to R-CBT interventions.
The W-CBT protocol consisted of 12 sessions (in practice
it was 11.1 sessions, see Table 1). A more detailed description of the interventions can be found elsewhere [9].

Measures
Return to Work Self‑Efficacy (RTW‑SE)
RTW-SE was measured with an 11-item scale developed by Lagerveld et al. [13]. Participants were asked to
respond to statements about their jobs, imagining that they
would start working their full contract hours the following day, in their present emotional state/state of mind. An
example item is: “If I resumed my work fully tomorrow I
expect that: I will be able to perform my tasks at work”.
Response categories varied from 1 (“totally disagree”) to
6 (“totally agree”) on a six-point Likert scale. Cronbach’s
alpha was 0.93 for the baseline measurement.
Depression and Anxiety
Depression and anxiety were measured using two subscales of the Symptom Checklist-90 (SCL-90; [35, 36]).
The subscales depression and (generalized) anxiety consist
of 16 items and 10 items, respectively. Participants were
asked to what extent they were bothered by symptoms of
mental ill-health during the previous week (for example:
“Thoughts of ending your life” or “Trembling”). Items
were scored on a five-point Likert scale (from 1 “not at
all” to 5 “extremely”). The SCL is a validated measure for
evaluation of treatment effects and shows good reliability
and validity [35]. Both scales were of excellent internal
consistency, with alphas above 0.90. SCL scores were
gathered by the therapists at baseline and after approximately 3 and 6 months.

Return to Work
RTW was operationalized in two time-dependent variables. Firstly, partial RTW was defined as the length of
time between the first treatment session and the first formal
increase in working hours (i.e., an increase in work hours
that has been registered/certified by the occupational physician and/or the employees’ supervisor). Secondly, the duration of full RTW was defined as the length of time from
the start of the treatment until full RTW within 1 year, as
reported by the participants. Full RTW was defined as working the number of hours specified in the labour contract,
except if this was still on a ‘therapeutic’ basis (with adjusted
tasks and/or reduced responsibilities).

Statistical Analyses
RTW was analysed using hierarchical survival analysis
(Cox regression). To include participants who had not fully
resumed work within 1 year (n = 12), an artificial duration
was set at 365 days. Continuous variables were standardized
to compute interactions. Post-hoc analyses were conducted
using the procedure described by Aiken and West [39] and
by comparing medians for those below and above median
scores.
Multilevel analyses, using HLM-6 [40], were performed
to analyse mental health outcomes. Multilevel analysis has
advantages with respect to dealing with missing data [41].
As our earlier study [9] did not reveal evidence for a threelevel structure concerning individuals’ therapist, two levels
were discriminated: (1) repeated measurements (varying
from three to five measurements, resulting in 504–840 occasions per outcome measure); and (2) individuals.
In the first step of our analyses, we entered variables that
were reported as relevant to baseline differences between
our conditions (marital status and time on waiting list) and
drop-out (gender and time on waiting list) when significant
(see [9]).

Results
Stress
Stress was measured using the 7-item subscale ‘Stress’ from
the shortened Depression, Anxiety, and Stress Scale (DASS21; [37, 38]). This subscale measures the extent to which
stress has been experienced over the previous week. A sample item is “I had difficulty relaxing”. Items were scored on
a four-point Likert scale (from 0 “not applicable” to 3 “very
applicable”). The DASS is a measure with a good reliability
and validity [38]. Cronbach’s alpha in our study was 0.92.
Stress was measured at every measurement wave, except the
second (1 month after baseline).

Return to Work Outcomes
Table 2 presents the outcomes of the Cox regression analyses for the duration until partial and full RTW. As described
and elaborated elsewhere [9], the W-CBT condition resulted
in faster partial and full RTW. Below we describe the conclusions of Table 2 regarding the influence of baseline characteristics on treatment outcomes.
Hypothesis 1 predicted that individuals with high baseline levels of RTW self-efficacy (RTW-SE) would benefit
more from W-CBT, compared with R-CBT. We found no
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Table 2  Cox regression of
duration until partial and full
return to work on intervention,
baseline RTW self-efficacy,
depressive symptoms, and
anxiety

Duration until partial RTW

Step 1. Main effects
Intervention (1 = W-CBT,
0 = R-CBT)
RTW-SE
Depression
Anxiety
Step 2. Interaction effects
Intervention × RTW-SE
Intervention × depression
Intervention × anxiety

B

SE

HR

0.40

0.18

1.50*

0.09
− 0.02
− 0.09

0.09
0.11
0.11

1.09
0.98
0.92

0.13
− 0.22
0.03

0.18
0.23
0.22

1.14
0.80
1.03

Duration until full RTW
∆χ

2

7.84

2.65

B

SE

HR

0.55

0.18

1.74**

0.29
0.11
− 0.18

0.08
0.10
0.10

1.34**
1.11
0.84

0.44
− 0.08
− 0.16

0.17
0.21
0.21

1.56**
0.93
0.86

∆χ2
21.45**

10.06*

Hazard ratios (Exp(B)) exceeding 1 indicate a positive effect on the occurrence of RTW, while Hazard
ratios below 1 indicate a negative effect on the occurrence of RTW
*p < .05; **p < .01

significant interaction between intervention and baseline
RTW-SE on partial RTW. The W-CBT group had a higher
chance of partial RTW (HR = 1.50, p < .05), irrespective of
individuals’ baseline level of self-efficacy. Hence, Hypothesis 1 was not supported for partial RTW.
In line with our first hypothesis, we found a significant
interaction effect between intervention and baseline RTWSE on full RTW (HR = 1.56, p < .01). Post-hoc analyses
revealed that only among individuals high in RTW-SE,
full RTW occurred earlier in W-CBT (HR = 2.62, p < .01):
they returned 56 calendar days earlier compared to their
high self-efficacious counterparts in R-CBT (see median
scores Table 3). Moreover, only in the W-CBT group full
RTW occurred earlier among those high in RTW selfefficacy (HR = 1.80, p < .01): they returned 79 calendar
days earlier compared to their low self-efficacious counterparts in W-CBT. In the R-CBT group, the difference
between those high and low in self-efficacy was not significant (HR = 1.10, ns) Hence, overall, Hypothesis 1 was
supported for full RTW.
Hypothesis 2 predicted that individuals with low levels
of depressive symptoms and anxiety would benefit more
from W-CBT, compared with R-CBT. No significant interaction effects on partial and full return were found between
intervention and baseline depressive symptoms or anxiety.
Hence, Hypothesis 2 was neither supported for partial nor
for full RTW.

Table 3  Duration until full
return to work (median in days)
for high and low RTW-SE
(based on median split), for
regular and work-focused CBT
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Regular CBT
Work-focused CBT

Analyses that were conducted separately for baseline selfefficacy, depressive symptoms and anxiety yielded similar
conclusions concerning Hypothesis 1 and 2.

Mental Health Outcomes
Table 4 displays the results of multilevel analyses of mental
health outcomes. As described elsewhere [9], mental health
complaints declined over time, irrespective of the intervention
individuals received. We found significant random slope variance for a linear time effect in relation to stress. Hence, only
for stress, interaction effects between baseline characteristics
and time could be computed.
Hypothesis 1 predicted that individuals with high baseline
levels of RTW self-efficacy would benefit more from W-CBT,
compared with R-CBT. No significant three-way interactions
between intervention, time and baseline self-efficacy were present. Hence, unlike predicted, effects of W-CBT on mental
health outcomes were not more pronounced among those with
high baseline RTW-SE.
Hypothesis 2 predicted that individuals with low baseline
levels of depressive symptoms and anxiety would benefit
more from W-CBT, compared with R-CBT. No significant
three-way interactions between intervention, time and baseline
depression or anxiety were present. Consequently, unlike predicted the effects of W-CBT on mental health outcomes were
not more pronounced among individuals with low baseline
levels of depression and anxiety.

Low self-efficacy

High self-efficacy

Total

Median

n

Median

n

Median

n

177
168

38
33

145
89

33
43

165
100

72
77
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Table 4  Multilevel analyses for the course of mental health complaints, with intervention, baseline RTW self-efficacy, depressive
symptoms, and anxiety as predictors
Stress
B

Depression
B

Anxiety
B

Step 1. Main effects
Time
− 3.85* − 13.96*
− 5.62*
0.64*
2.74*
0.70
Time2
Intervention
− 0.66
− 0.46
0.16
RTW-SE
− 0.42
− 2.50*
− 0.18
Depression
1.50*
−
3.07*
Anxiety
0.19
3.84*
–
Step 2. Two-way interactions
Intervention × RTW-SE
− 1.08
− 0.53
− 0.81
Intervention × depression
− 0.88
–
− 0.40
Intervention × anxiety
0.72
− 0.99
–
Time × intervention
0.14
Time × RTW-SE
0.22
Time × depression
− 0.31
Time × anxiety
0.28
Step3. Three-way interactions
Time × intervention × RTW-SE
− 0.49
Time × intervention × depression − 0.22
Time × intervention × anxiety
− 0.29
Variances—model with only 1st level predictors (Time and Time2)
Level 1
11.17
62.07
27.89
Level 2 intercept
11.15*
47.35*
23.95*
Level 2 slope Time
0.93*
–
–
–
–
–
Level 2 slope T
 ime2
*p < .05

In sum, Hypothesis 1 and 2 were not supported for mental
health outcomes. Analyses that were conducted separately
for baseline self-efficacy, depressive symptoms and anxiety
yielded similar conclusions with respect to our hypotheses.

Discussion
This study addressed the role of baseline self-efficacy and
mental health symptoms on treatment outcomes of two CBTbased interventions for employees who are absent due to
CMDs. This study builds upon an earlier study in which
we compared the effectiveness of two psychotherapeutic
interventions: W-CBT that integrated work aspects early
into the treatment and R-CBT [9]. In a quasi-experimental
design, 12-month follow-up data of 168 employees were collected with respect to RTW and the course of mental health
complaints. We expected that individuals with high baseline work-related self-efficacy (RTW-SE) and low baseline

depressive symptoms and anxiety would benefit more from
W-CBT, compared with R-CBT.

Influence of Baseline Self‑Efficacy on Treatment
Outcomes
The benefits of W-CBT, compared with R-CBT, for partial RTW were not dependent upon individuals’ baseline
level of self-efficacy. However, the benefits for full RTW
were more pronounced among those with high baseline selfefficacy. For individuals with high self-efficacy, full return
occurred 56 days earlier in the W-CBT group compared with
the R-CBT group, and 79 days earlier compared to their low
self-efficacious counterparts in W-CBT. W-CBT and R-CBT
were equally effective in promoting full RTW among those
low in self-efficacy. Moreover, the two interventions resulted
in a comparable decline of mental health complaints, irrespective of baseline self-efficacy. Hence, only the benefits
of W-CBT for full RTW were associated with baseline
self-efficacy.
Whisman [28] proposed that cognitive therapies capitalize on pre-existing strengths and skills and that individuals
with relatively high levels of capabilities and positive learning histories would therefore benefit more from cognitive
therapy. Our results suggest that this may be particularly true
for W-CBT, which offers additional challenges to clients by
systematically addressing work and RTW. Individuals who
possess high levels of RTW-SE may be better able to deal
with these challenges, and may in this way combat dysfunctional cognitions and secure success experiences.
It is interesting to relate our results to a recent large-scale,
Norwegian study that examined W-CBT in combination with
employment services, among individuals struggling with
work participation due to CMD [42]. Particularly among
individuals depending on long-term benefits, the combined
intervention resulted in higher work participation. Although
the scope and sample of this study differed from our study,
the results point at the relevance of integrating mental health
and employment services (see also [43]). A related study
using the same sample [44] showed that uncertain and unfavourable RTW expectations predicted future dependence on
benefits, particularly for those with a favourable work status
at baseline (i.e., those not depending on long-term benefits).
In line with the characteristics of our W-CBT intervention,
the authors recommend addressing RTW expectations in an
early phase during RTW interventions.

Influence of Baseline Depression and Anxiety
on Treatment Outcomes
The effectiveness of W-CBT, compared with R-CBT, did
not depend on baseline levels of depressive complaints or
anxiety. Unlike expected, the positive effects of W-CBT
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on partial and full RTW were not more prominent among
those with lower baseline levels of depression or anxiety.
Furthermore, irrespective of baseline depression or anxiety, both interventions resulted in a decline of mental health
complaints (see also [9]).
It is important to note that more serious disorders, such
as major depressive disorder, were not part of our inclusion criteria. It seems then that within the restricted range
of CMDs included in our study, the severity of the disorder
does not influence treatment success. Perhaps if more serious disorders had been included, we would have found comparable results as previous studies which identified symptom
severity as a significant predictor for less favourable treatment outcomes (e.g., [28, 29]). However, a study by Hees
et al. [45] demonstrated favourable effects of work-focused
therapy on the course of mental health complaints among
employees with a major depression.

Theoretical and Practical Implications
Our study contributed to the scarce knowledge on RTW
interventions for employees who are absent due to CMDs,
in relation to baseline self-efficacy and mental health symptoms. This study revealed the influence of baseline self-efficacy on the benefits of W-CBT intervention for full RTW. It
also showed that baseline depressive symptoms and anxiety
had no effect on treatment outcomes. With these results, we
hope to have increased our insight into the factors that determine ‘what kind of intervention works for whom’ [19, 20].
Practitioners could use this kind of information to motivate
their clients in the RTW process. For those with high initial
levels of RTW-SE, practitioners could for example emphasize the benefits in terms of successful RTW that are likely
to occur (e.g., as part of the rationale for providing W-CBT).
Below we describe how the insights from our study may
encourage psychotherapists to use W-CBT as a preferred
intervention, and adapt interventions to clients’ individual
needs.
Although employees with low baseline self-efficacy did
not benefit from W-CBT in terms of full RTW, this intervention did promote partial RTW and did not hinder the
recovery of their mental health problems. Considering the
potential benefits of W-CBT for partial RTW and the relatively low costs of adding work-related components, we
would therefore recommend W-CBT for employees with
CMD, irrespective of baseline levels of self-efficacy. A focus
on (return to) work might also offer psychotherapists a convenient context in which CBT techniques can be applied to
achieve regular psychotherapy treatment goals and stimulate
RTW. Elevated levels anxiety or depressive complaints at
baseline do not seem to hinder the effectiveness of W-CBT
for individuals with CMD.

13

To tailor W-CBT to low self-efficacious individuals it
may be fruitful, however, to add extra exercises or components that may help these individuals prepare for their RTW.
This is not to say that RTW issues should not be addressed
in an early stage for those with low self-efficacy, but that
perhaps extra efforts are needed. Bandura [46] has proposed
several strategies that can be used to enhance self-efficacy,
whereby personal mastery is considered the most potent
source of self-efficacy. For those with low self-efficacy,
however, it may be better to start with ‘safer’ sources of selfefficacy (e.g., [47]), such as vicarious learning (e.g., learning
what similar clients did to RTW), verbal persuasion (e.g.,
receiving verbal information about the relevance of coping
skills in the work setting), and arousal management (e.g.,
learning techniques to regulate one’s emotional arousal).
These sources of self-efficacy may be less challenging for
individuals compared with active engagement in activities
at the workplace (i.e., personal mastery). Furthermore, considering the multifactorial nature of the RTW process for
employees with CMD [1], we would recommend therapists
to be particularly alert to obstacles in the workplace, such
as conflicts with supervisors [24]. Awareness of obstacles
may encourage psychotherapists and their clients to come
up with strategies to overcome these obstacles (for instance
by proposing mediation or transfer to another supervisor, in
case of conflicts). Perhaps with the necessary work adjustments, individuals with low-self efficacy are better able to
use W-CBT to their advantage.
In general, W-CBT appeared to be superior in terms of
partial and full RTW, without negative consequences for
the course of mental health complaints [9]. We would like
to connect these findings to some recent trials concerning
RTW interventions for individuals with CMD. Some studies
found no beneficial effects on work participation and mental
health, such as an Individual Placement and Support intervention for individuals with mood and anxiety complaints
[48], an RTW intervention for primary care patients on sick
leave due to CMD [49], and an RTW program for employees
without an employment contract, sick-listed due to CMD
[50]. Other studies did find benefits in terms of employment
and mental health, such as an individual enabling and support intervention for affective disorders [51], and a combined
intervention for individuals struggling with work participation due to CMD [42]. These somewhat conflicting findings
point to the relevance of further disentangling the specific
mechanisms and characteristics of successful RTW interventions for individuals affected by CMD, in relation to client
characteristics.

Limitations and Suggestions for Future Research
An important limitation of our study concerns the use of a
quasi-experimental design. As we did not randomly assign
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departments, and allocation of participants was based on
proximity to a department, potential resulting biases should
be kept in mind when interpreting our results. However, several aspects of our study may substantiate the robustness and
validity of our findings. Allocation of clients did not involve
content-driven choices. Moreover, randomization checks
revealed that the two conditions did virtually not differ with
respect to socio-demographic variables, therapeutic characteristics, and work characteristics. The only baseline differences that appeared concerned clients’ marital status and the
time on waiting list (for which we corrected in our analyses
when significant). Although we cannot fully rule out that
clients in the conditions may have differed on other variables, such as for instance neighbourhood characteristics,
we believe that it is not very likely that these other variables
would explain the differential effects of our interventions.
Nevertheless, it would be important to replicate our results
using a fully randomized design.
A second point of concern is our limited sample size
(N = 168). We did find significant interactions in our sample, while moderator effects are generally difficult to identify statistically [52]. Nevertheless, some non-significant
effects were in the expected direction and might have been
significant with a larger sample size. For future studies, we
would recommend to employ larger sample sizes. Effects
that would be particularly interesting to pursue further would
pertain to the prediction of partial RTW.
Another limitation concerns the measurement of our mental health variables. Substantial dropout occurred, although
this was not selective for most of the variables studied and
we used multilevel analyses in order to deal with missing
data [41]. Moreover, we did not have the opportunity to
measure psychological well-being in the longer-term and at
crucial RTW events (e.g., during increases in work hours).
Future research could also pay attention to the long-term
quality of RTW (e.g., and the views of different stakeholders
on successful RTW) (see also [9, 53]).
It is also important to take into account that low efficacy
cognitions may reflect individuals’ work environment and
individual characteristics that are beyond individuals’ control [9, 24]. Although CMDs may affect individuals’ ability
to have realistic efficacy cognitions, trying to alter realistic
low self-efficacy beliefs might actually harm individuals.
For instance, when individuals are encouraged to adopt
goals that would go far beyond their reach or control, failure may occur. This risk may be reduced by gradual return
and by choosing adequate goals that target controllable factors. Nevertheless, practitioners and future researcher might
want to assess the realism of clients’ efficacy cognitions,
for instance, by relating these cognitions to clients’ (mal)
functioning at work before the onset of mental health problems, by examining relevant work factors that are beyond
clients’ control, and by exploring the options for employers

to improve individuals’ work environment [9, 24]. Based
on this assessment, additional professional training, adaptations in individuals’ work environment by the employer, or
permanent job changes may be recommended to create a
better person-job fit.
Future studies may also want to examine how interventions can be further adapted to help low self-efficacious individuals RTW. Future research might incorporate a wider
variety of self-efficacy enhancing methods, as described
above, such as vicarious learning from peers by using a
group setting.

Conclusion
Self-efficacy may not only help us understand and facilitate
RTW behaviour, it also predicts who will benefit most from
interventions that aim to enhance RTW among employees
with CMDs. Individuals with high baseline self-efficacy
were better able to benefit from W-CBT in terms of full
RTW. For those with low self-efficacy, perhaps extra exercises or components are needed to promote full RTW. Nevertheless, considering the benefits of W-CBT for partial
RTW, we recommend this intervention for employees with
CMDs, irrespective of baseline self-efficacy, depression
and anxiety. We hope that our results may encourage practitioners to employ W-CBT as a preferred treatment method
for sick-listed employees with CMD, and may inspire both
researchers and practitioners to create and adapt interventions in line with clients’ individual needs.
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