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INTRODUCTION 
 
Sick leave has great consequences for employers, employees and society. Employers face 
loss of productivity, costs for replacement of the sick listed employee and return to work 
(RTW) management, while employees cannot participate in the important societal role of 
work, for a shorter or longer time. Moreover, long sick leave spells may result in disability 
pension.1-4 
In The Netherlands, sick leave and disability rates were relatively high in the past decade 
of the 20th century. In 2000, the rate of sick leave was 5.5%, and the number of new 
disability pensions that year was approximately 100.000.5 Hence, RTW and RTW 
management got high on the agenda of both policymakers and employers, resulting in 
changes in legislation on both RTW management and workers compensation benefits. 
Employers became financially responsible for workers compensation benefits and RTW 
management for a period of time up to 2 years,6 and the RTW management process 
became subject to a strict, legally binding protocol in the Gatekeeper Improvement Act 
(GIA).7 Employers focused on shortening time to RTW to cut their losses resulting from the 
obligation to pay wages to sick listed employees. For the social insurance system the 
target was RTW, because RTW prevented the obligation to pay a disability pension. 
The goal of occupational health is to prevent occupational disease, and to preserve health 
and sustainable work ability.8,9 For this reason, RTW management is also an important 
issue in occupational health, as it focuses on work disability prevention and restoration of 
work ability. Since the changes in legislation on RTW management however, occupational 
health physicians (OHPs) more and more used their expertise solely in the support of sick 
listed employees, advising both employee and employer how to manage the sick leave 
spell, to shorten time to RTW, and to prevent disability pension.  Much less attention was 
paid to the phase beyond RTW, where maintenance of a sustainable RTW and good work 
functioning become important. 
 
THE DUTCH SOCIAL SECURITY SYSTEM 
 
In the Netherlands, the legislation on RTW and RTW management changed several times 
since the last decade of the 20th century. The start of these changes took place between 
1993 and 1998 with a reform of the social security system and Occupational Health 
Services (OHSs), which aimed at reducing the relatively high sickness and disability 
rates.10,11 Financial consequences of sick leave and absenteeism were imposed as much as 
possible on those who are responsible: employers and employees. These changes 
culminated in three new acts regulating RTW management, financial responsibility for sick 
leave and access to disability pension. In 2002, the Gatekeeper Improvement Act7 became 
effective. The GIA describes the responsibilities of employers, employees and OHPs in 
RTW management (see figure 1).  
 
 
 



Chapter 1 

 10

Figure 1. The process of the Gatekeeper Improvement Act 
Week 0 Week 6 Week 8 Week 8–52 Week 52 Week 53-104 Week 104 
Start sick 
leave 
spell 

Problem 
analysis by 
OHP 

RTW plan by 
employer and 
employee 

Mandatory: regular 
evaluations between 
employer and 
employee 
Optional: regular 
consultations between 
OHP and employee 

First year’s 
evaluation of 
RTW process 
between 
employer and 
employee 

Continuation 
of RTW 
process, in 
20th month 
evaluation of 
RTW by OHP 

Start of 
disability 
pension 

  
 
In 2004, the financial responsibility of the employer, which had become gradually higher in 
the years since 1993, was set out in the Continued Payment of Salary (Sickness) Act 
(CPSSA).6 Employers became obliged to pay wages during the first two years of sick leave; 
full wages during the first year, 70% of wages during the second year. Finally, in 2005 the 
Work Capacity Act (WCA)12 replaced the Work Disability Act (WDA) stemming from 1966,13 
emphasizing the importance of participation with remaining abilities instead of 
compensation for lost abilities.  
Dutch employers are free to decide whether to engage an OHP for RTW management, or 
to leave this RTW management with a not medically trained case manager or with the 
supervisor of the sick listed employee.7,14 If the employer decides not to engage an OHP 
for RTW management, the OHP may only play a role on two, legally mandatory moments. 
7,15 The first moment is at 6 weeks of sick leave: the OHP has to write a problem analysis to 
guide employer and employee in the making of a RTW management plan. The second 
moment is at 20 months of sick leave if no full RTW has been achieved: the employee 
decides to apply for a disability pension. Then the OHP has to evaluate the medical 
situation of the employee, the possibilities to participate in work and the process of RTW 
management between employer and employee. In the months between these two 
moments employer and employee are responsible for regular evaluations of the RTW 
process. A disability pension will be granted after two years of sick leave, but only if the 
process of RTW management has been judged adequate by an insurance physician and a 
labour expert.  
Besides these two mandatory moments, the involvement of OHPs in RTW management is 
not self-evident. This should not pose a problem, as long as the case manager or 
supervisor has knowledge of factors associated with unfavourable sick leave outcomes, 
i.e. prolonged time to RTW or no RTW with as a result a disability pension or another 
social security benefit. This knowledge is essential to the case manager or supervisor to be 
able to decide whether or not to involve an OHP in RTW management. 
 
RETURN TO WORK RESEARCH  
 
In the past decades a multitude of studies have been conducted on RTW and RTW 
management. Studies often used RTW (yes, no) or time to RTW as outcome measures. It is 
debatable however, whether RTW and time to RTW are the best effect outcome measures 
for “successful” RTW and RTW management.16,17 RTW does not necessarily mean 
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sustained RTW,18-20 nor does RTW imply successful work functioning after RTW.21 
Recently, Hees et al.22 demonstrated that different stakeholders (i.e., supervisors, OHPs 
and employees) expressed different views of successful RTW, providing more reasons to 
believe that RTW and time to RTW are not the best measures of successful RTW. 
Supervisors and OHPs consider sustainability and work functioning as most important for 
successful RTW, while employees emphasize the importance of sustainability, job 
satisfaction, mental functioning and work-home balance. It is interesting to note, that 
neither supervisors and OHPs nor employees consider time to RTW as most important 
with regard to successful RTW. 
Besides these question of definition of RTW outcome measures, outcomes are influenced 
by a large amount of determinants, such as sociodemographic factors (e.g. gender, age, 
education), work factors (e.g. job demands, job support, occupational branch, company 
size), health factors (e.g. type and severity of medical diagnosis, history of sick leave) and 
socioeconomic factors (e.g. system of social security benefits, financial incentives).18,20,23-25 
Not all of these factors can be influenced by RTW management.  
Apart from the problem of not using the best measure for successful RTW management, 
there is another risk to focussing too much on (time to) RTW. The goal of an early RTW 
may conflict with sustainability and work functioning after RTW if, during and after the 
process of RTW management, insufficient attention is paid to these aspects.21 Employees 
are back at work, but they are functioning less than expected; i.e., they might be working 
while sick (presenteeism). In other countries and social security systems, the productivity 
loss due to presenteeism is deemed to have greater financial impact than absenteeism.26 
Probably, this impact is also great in The Netherlands, but as employers are obliged to 
continue to pay wages in the first two years of sick leave, the direct costs of sick leave 
stand out above these more hidden costs. Studying other RTW outcomes and looking 
beyond RTW is not stimulated by Dutch legislation, which focuses strongly on RTW and 
RTW management to prevent disability pension after prolonged sick leave. RTW 
sustainability and work functioning are subordinate goals. For example: based on 
administrative processes, RTW is considered sustained if it lasts longer then 4 weeks; after 
4 weeks a recurrence of sick leave is considered to be a new spell and is treated as such, 
i.e. a new period of 2 years of workers compensation benefits starts. Work functioning is 
not considered as a criterion for successful RTW.6,7,12 
 
NEW CONCEPTS OF RETURN TO WORK 
 
New concepts of the RTW process have been developed, which state that the RTW 
process should be extended to the phase beyond mere RTW in full duty, and wherein 
work functioning after RTW is defined as an indication for successful RTW.27,28 In 2005, 
Young et al, based on the literature on RTW and comments of RTW and workers 
compensation researchers, described a concept of RTW, consisting of four phases, i.e. off 
work, work re-entry, retention and advancement. Phases 1 and 2 comprise the period 
from sick-listing to full RTW, phases 3 and 4 pertain to the possibilities of the employee to 
sustain RTW and to engage in the advancement of his or her career.27 More recently, 
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Disease/ 
Disorder 

Impairment Disability Handicap 

Tjulin et al., after a qualitative explorative study in workplace actors, i.e. re-entering 
workers, supervisors, co-workers and human resource managers, described a similar 
model consisting of three phases: off work, return to work and sustainability of work 
ability.28 
 
To get a better understanding of factors associated with successful RTW it is important to 
study other outcomes, such as no RTW, because the sick listed employee may loose 
his/her job during sick leave, RTW sustainability and work functioning after RTW. This is 
important not only from an economical perspective, because job loss, an unsustainable 
RTW or impaired work functioning are costly, but also from a participation perspective.  
 
FROM ‘DISABILITY AND HANDICAP’ TO ‘ABILITY AND PARTICIPATION’ 
 
In 1980, the World Health Organisation (WHO) presented the International Classification 
of Impairments, Disabilities and Handicaps (ICIDH) as a model to describe the relation 
between health problems and the (in)ability to participate in societal and work roles.29 The 
model was driven by medical factors and was of a linear nature: health conditions led to 
impairment, resulting in disability and handicaps, as is shown in the diagram in figure 2.  
 
Figure 2. Diagram of the International Classification of Impairments, Disabilities and Handicaps 

 
The ICIDH neglected the influence of environmental and personal factors, and the 
influence of interaction between factors in the development of disability and handicaps.  
In 2001, the WHO presented a new classification, the International Classification of 
Functioning, Disability and Health (ICF).30 The ICF introduced the influence of personal and 
environmental factors and a more neutral language, i.e., disease was replaced with health 
condition, impairment with body functioning, disability with activities and handicap with 
participation. Thus, the terminology used in the model reflected a more neutral and even 
positive way of thinking about abilities instead of disabilities (figure 3).  
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Health 
Condition 

Body 
Functioning 

Activities Participation 

Environmental 
Factors 

Personal Factors 

The ICF focuses on participation instead of handicap. Participating in work is an important 
aspect of societal participation. Health conditions, personal factors and environmental 
factors may result in impaired participation in work roles, which can be seen as a 
continuum ranging from ‘no possibilities for work participation at all’ to ‘being able to fulfil 
all requested tasks on a good level’. 
When an employee has to report sick, a process of actions focussed on RTW, i.e. return to 
work participation, starts. This process does not end with a simple RTW to full duty (equal 
hours and tasks). If RTW cannot be sustained, or if work functioning is impaired even 
though the employee has fully returned to work, participation is still impaired.  
 
 
OBJECTIVE OF THE THESIS 
 
In this thesis sociodemographic, medical and work-related factors of various outcomes of 
sick leave spells, i.e. (time to) RTW, job loss, RTW sustainability and work functioning after 
RTW, are studied. Hence, the ICF component “participation” was extended by the 4 RTW 
phases as described by Young et al.,27 i.e. ‘off work’, ‘work re-entry’, ‘retention’ and 
‘advancement’. The proposed model (see figure 4) shows work participation as a 
continuum. It also shows that environmental and personal ICF factors may influence 
movement through these RTW phases.  
 
 
 
 

Figure 3. Diagram of the International Classification of Functioning, Disability and Handicap 
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Health Condition 
- diagnosis 

Body Functioning Activities 

Environmental Factors: 
- physical job demands 
- psychosocial job demands 
- supervisor support 
- co-worker support 
- OHS/OHP 
- occupational branch 
- working hours/week 
- income 
- legislation 

Personal Factors: 
- age 
- gender  
- education 
- duration of tenure 
- history of sick leave 
- self rated health 
 

Re-entry 

Retention 

Advancement 

Off Work 

Of course, participation in the ICF model is broader than participation in work alone, but 
other forms of participation are not in the scope of this thesis. 
 
Of special interest was, whether associations between health, environmental en personal 
determinants and different RTW outcomes vary, based on the assumption that the 
influence of a determinant may vary for different phases in the process of disablement.23 
The factors studied in this thesis are mostly derived from medical files of occupational 
health services and personnel files. As such, they are based on the OHPs assessment of the 
medical and work situation, i.e., not based on self-report of the sick listed employee, and 
readily available.  
 

Figure 4. Factors and return to work outcomes in the extended ICF model 
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This resulted in five central research questions: 
1. Which factors, easy accessible to managers and supervisors, are associated with 

the risk of a long sick leave spell? 
2. Which sociodemographic, medical, work-related and organisational factors are 

associated with first return to work within 6 weeks and to what extent are these 
factors associated with different sick leave durations in a population of 
employees with common mental disorders?  

3. Which sociodemographic, medical, work-related and organisational factors are 
associated with job loss during sick leave?  

4. Which sociodemographic, medical, work-related and organisational factors are 
associated with sustained return to work, as measured by sick leave frequency, 
cutback percentages, and time to recurrence of diagnosis, during 18 months 
following full RTW?  

5. How is work functioning in employees who returned to work from a sick leave 
spell > 6 weeks in 2012 compared to work functioning in employees who had no 
sick leave in 2012 and which factors are associated with impaired work 
functioning in both groups? 

 
OUTLINE OF THE THESIS 
 
Chapter 2 describes the results of a cross-sectional study of the associations between 
sociodemographic, medical, work-related and organisational factors and sick leave 
duration, conducted in a Dutch university population. The factors in this study were such 
as are known or can be known by case managers and supervisors, without the 
interference of an OHP. The results of the study can guide case managers and supervisors 
as to whether employees are at risk for a long sick leave spell, and could benefit from a 
referral to the OHP. 
In chapter 3, the database of the Dutch Laboretum project was used to examine the sick 
leave duration in workers with common mental disorders. In Laboretum, 75 Dutch OHPs 
cooperated to build a database with reference data for sick leave durations with regard to 
diagnosis, sociodemographic en work-related factors. The results of this study show OHPs 
which employees should be monitored more closely in the RTW process, because they are 
at risk for a long sick leave spell. 
Job loss during sick leave is a possible outcome of a RTW process, despite that sick-listed 
employees are protected from job loss due to sick leave in The Netherlands. Therefore, a 
study was conducted in the Laboretum database to examine associations between 
medical, sociodemographic and work-related factors and job loss. This study is presented 
in chapter 4. 
Chapter 5 starts to look beyond RTW. RTW sustainability is investigated in a Dutch 
university population. Employees who returned to work from long sick leave, i.e. > 6 
weeks and therefore were subject to Gatekeeper Improvement Act regulations and OHP 
support, were followed for 18 months after RTW. Outcome measures for RTW 
sustainability were occurrence of new sick leave spells, frequency of new spells, and 
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cutback days during follow-up. Other outcome measures were recurrence of the diagnosis 
and time to this recurrence.  
Recurrence of sick leave is only one measure of RTW sustainability. Work functioning is 
another important measure. The Work Role Functioning Questionnaire 2.031,32 was used to 
measure work functioning in a Dutch university population, consisting partly of employees 
who had returned from long sick leave spell (> 6 weeks) in 2012 and partly of employees 
who had not been sick-listed in 2012. The results of this study are presented in chapter 6. 
In the general discussion, chapter 7, an overview of the main study findings is presented, 
the results are discussed and recommendations for OHPs and policymakers are presented. 
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