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Abstract
Purpose In Germany, return to work (RTW) after inpatient treatment for common mental disorders (CMDs) is a complex 
process at the intersection of the mental healthcare system and the workplace. This study examined (1) the time to first and 
full RTW and (2) associated factors among employees receiving inpatient treatment for CMDs. Methods In this prospective 
cohort study, employees receiving inpatient psychiatric or medical rehabilitation treatment for CMDs were interviewed by 
phone during their last week before discharge. Follow-up interviews were conducted after 6, 12, and 18 months. Health-, 
personal, and work-related factors were used from baseline measurement. Parametric survival analysis was conducted to 
identify factors associated with time to first and full RTW. Results A total of N = 269 participants who stayed at a psychi-
atric clinic or a medical rehabilitation facility were included. Almost all participants (n = 252, 94%) from both treatment 
settings reported a first RTW and a full RTW. The time to first and full RTW was shortest among participants from medical 
rehabilitation (both median 6 days) and longer among participants from psychiatric treatment (median 17 days to first RTW 
and 73 days to full RTW). While only health-related and personal factors were associated with time to first RTW, leadership 
quality and needed individual RTW support were associated with time to full RTW. Conclusions More attention to work 
accommodation needs for RTW in clinical practice and coordinated actions towards RTW in collaboration with key RTW 
stakeholders in the workplace may support a timely RTW.
Clinical Registration Number DRKS00010903, retrospectively registered.

Keywords Return to work · Mental disorders · Psychiatric hospitals · Rehabilitation centers · Survival analysis

Abbreviations
AIC  Akaike information criterion
BIC  Bayesian information criterion
CMD  Common mental disorder
RTW   Return to work
RTW-SE  Return to work self-efficacy

Introduction

Mental health problems are a matter of great concern among 
the working-age population, with enormous burdens and 
costs for the affected individuals, their families, colleagues, 
employers, and society at large [1–4]. In Germany, 112 mil-
lion sickness absence days and more than 71,000 new dis-
ability pensions were related to mental disorders in 2018 [5, 
6]. Mood (F30–F39), neurotic, stress-related, and somato-
form disorders (F40–F48) had, with nearly 90%, the highest 
share in sickness absence days among all mental disorders 
[7]. The longest sickness absence durations among all men-
tal disorders were due to depressive disorders (93 days per 
100 insured persons) and adjustment disorders (51 days per 
100 insured persons) [7].

For patients with common mental disorders (CMDs), 
two main inpatient treatment settings are available in 
Germany: psychiatric clinics and medical rehabilitation 
facilities. These health service providers differ primarily 
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regarding their funding (psychiatric clinics by statutory 
health insurances versus medical rehabilitation by the Ger-
man Pension Insurance) and their primary goals. Whereas 
inpatient psychiatric clinics help mainly in acute crises, 
medical rehabilitation facilities aim to improve work and 
daily life capacity [8]. Nevertheless, the pathways into 
these treatment settings vary and are often decided upon 
personal needs and medical or social insurance recom-
mendations [9].

To support recovery and prevent negative consequences 
like job loss or disability retirement [10, 11], return to 
work (RTW) is a complex but essential process at the 
intersection of the mental healthcare system and the work-
place [12]. RTW provides financial security, a structured 
daily routine, promotes social interaction, and strengthens 
self-efficacy [2, 13]. According to Young et al. [14], RTW 
is a dynamic process consisting of four phases: (1) off 
work, (2) re-entry, (3) maintenance and (4) advancement. 
Based on this approach, phase-specific outcomes during 
the entire RTW process can be defined and evaluated, such 
as time to first RTW and time to full RTW.

Previous research on prognostic factors relating to the 
time to RTW after CMDs focused primarily on personal 
(e.g., RTW expectations or RTW self-efficacy) and health-
related (e.g., sickness absence duration or symptom sever-
ity) factors [15–17]. While several work-related risk fac-
tors have been associated with sickness absence and work 
disability (e.g., high physical/psychosocial job demands, 
low levels of work organisation and support, negative 
beliefs, and workplace attitudes) [18–20], the role of work-
related factors for RTW has been insufficiently examined 
[21, 22]. In particular, evidence of work-related factors, 
such as social support from colleagues and supervisors, 
job demands, and work accommodations for RTW (e.g., 
temporary workload reduction or individual RTW support) 
is inconclusive or still lacking [17, 22–24]. Like communi-
cation between employee and employer or social support, 
some work-related factors can act as facilitators and bar-
riers for RTW [25]. A qualitative meta-synthesis showed 
that employees with CMDs favour a gradual RTW and 
that low social support from supervisors and colleagues 
during RTW complicates the realisation of work accom-
modations [26]. Moreover, as most previous research was 
conducted in other jurisdictional contexts, particularly 
Scandinavia and the Netherlands, evidence from Germany, 
which has its own social security system [27], is needed. 
Therefore, the present study aims to examine (1) the time 
to first RTW and full RTW among employees after inpa-
tient treatment for CMDs in Germany and (2) the health-, 
personal, and work-related factors that are associated with 
time to first and full RTW, with a specific focus on work 
accommodation needs for RTW.

Methods

The German Mental Healthcare System

Germany has a comprehensive statutory social security 
system that is collectively financed by employers’ and 
employees’ compulsory contributions. Within the social 
insurance sector, statutory health insurances and the Ger-
man Pension Insurance are two important funding agencies 
[28]. This pluralism of institutions can be found at vari-
ous levels (e.g., service providers, professions, settings, or 
funding) in the German mental healthcare system and adds 
to its fragmentation [28–30]. Although mental healthcare 
services are accessible without significant financial barri-
ers, utilisation rates are relatively low [31]. As Bode [28] 
states ‘Overall, German citizens have various opportuni-
ties to receive rehabilitation services, but must often grap-
ple with a jungle of institutions before accessing them’ 
(p. 52). In addition to the pluralism of institutions and 
services, pathways into the treatment settings often remain 
unclear and do not follow explicit selection guidelines [9].

Two essential pillars of mental healthcare in Germany 
are inpatient psychiatric treatment and medical (psycho-
somatic) rehabilitation [32, 33]. Although the primary 
care goals differ, the diagnostic spectrum does not clearly 
distinguish between both settings [33], particularly with 
regard to CMDs. Due to the strong specialisation by indi-
cations and the specialist principle, medical rehabilitation 
in Germany is more strongly oriented towards acute care 
than it is in other European countries [34]. In contrast to 
most European countries, medical rehabilitation in Ger-
many is dominantly carried out as a 3- to a 5-week inpa-
tient treatment programme in specific facilities away from 
home, and access has to be claimed by the patient and 
granted by the German Pension Insurance [34]. Admission 
for psychiatric treatment can only take place through a 
physician [33]. More detailed information about the juris-
dictional context concerning sickness absence benefits in 
Germany is provided elsewhere [27].

Study Design and Setting

This prospective cohort study was part of a larger mixed 
methods follow-up study with a qualitative sub-sample on 
‘returning to work after sickness absence due to common 
mental disorders’ at the Federal Institute for Occupational 
Safety and Health [27, 35]. The present study focuses on 
the quantitative study sample and addresses the quantita-
tive research aims.

In terms of the outcome of interest and feasibility, it 
was decided to only recruit participants from an inpatient 
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treatment setting [27]. Because of the lived practice in 
Germany, where both acute psychiatric clinics and medical 
rehabilitation facilities belong to the main mental health 
services, and both offer inpatient treatment services, they 
were chosen as the entrée for study participation.

Through five cooperating clinics (two psychiatric clin-
ics and three medical psychosomatic rehabilitation facili-
ties), sick-listed employees receiving inpatient psychiatric 
or medical rehabilitation treatment for CMDs were recruited 
between August 2016 and November 2017. For baseline 
measurement, participants were interviewed by phone dur-
ing the last week before clinical discharge. Follow-up phone 
interviews were conducted after 6, 12, and 18 months. Inclu-
sion criteria were: age between 18 and 60 years, previous 
sickness absence duration no longer than six months within 
the last 12 months, part- or full-time employment, perma-
nent or fixed-term employment for at least 18 months, inten-
tion to RTW with the present employer, and treated for a first 
medical diagnosis and maximally one further diagnosis of 
the following disorders: depressive disorder (F32.0, F32.1, 
F32.2), recurrent depressive disorder (F33.0, F33.1, F33.2), 
agoraphobia with panic disorder (F40.01), panic disorder 
(F41.0), generalised anxiety disorder (F41.1), mixed anxiety 
and depressive disorder (F41.2), or an adjustment disorder 
(F43.2). Ethical approval for the study was granted by the 
Hannover Medical School (MHH) Ethics Committee (ID: 
3211–2016). All participants provided written consent.

Outcomes

The outcome measures were time to first RTW and time to 
full RTW in calendar days, as reported by the participants 
(Fig. 1).

(1) Time to first RTW  was defined as the duration starting 
from the date of clinical discharge until the first day 
back at work.

(2) Time to full RTW  was defined as the duration starting 
from the date of clinical discharge until the point in 
time when the re-entry phase was completed with a 
return to the same number of working hours as before 
the sickness absence (or just reduced in general by 
employment contract) and maintaining this status for 
at least 28 days [36].

Health‑, Personal and Work‑Related Factors

Except for the medical diagnoses that were reported by cli-
nicians, the factors were self-reported at baseline measure-
ment. Translated and/or validated questionnaires were used 
whenever possible. A detailed overview of all used question-
naires and measurement points is provided elsewhere [27].

Health‑Related Factors

Previous sickness absence and treatment duration were 
reported in weeks. Additionally, the sum of previous sick-
ness absence and treatment duration as ‘length of absence 
period from work’ was computed. Self-rated health was 
assessed with the question ‘How would you describe your 
current health?’ [37] and was dichotomised into ‘poor’ 
(poor, bad) versus ‘good’ (satisfactory, good, very good) 
[38]. Depressive symptoms were measured with the 8-item 
Patient Health Questionnaire [39]; scores range from 0 to 24, 
with higher scores indicating more depressive symptoms. 
The first medical diagnosis given by clinicians according to 
the ICD-10 code system was categorised into two groups: 
‘depression or anxiety disorder’ (F32.0–F33.2, F40.01, 
F41.0–F41.2) and ‘adjustment disorder’ (F43.2). Medical 
treatment after clinical discharge (no/yes) was measured. 
Work-relatedness of disorder was assessed on a 5-point Lik-
ert scale from (1) ‘not at all’ to (5) ‘extremely’ [40].

The ‘work orientation and RTW preparation during treat-
ment’ was assessed with four descriptive questions (no/yes) 
adapted from Wienert and Bethge [41].

Fig. 1  Overview of the RTW 
phases and outcomes based on 
Young et al. [14] Ph

as
e_ ‘Towards RTW’ ‘Post RTW’

At Work Off Work Re-Entry Maintenance Advancement
Sickness absence with treatment in 
psychiatric clinic or rehabilitation facility

Increasing work 
capacity until full 
RTW (e.g. 
through gradual 
RTW)

[Sickness
absence]

Clinical stay [(Sickness)
absence]

Date of 
discharge

Date of 
first RTW

Date of 
full RTW

(1)

(2)
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Personal Factors

RTW expectation was assessed with a single question 
(‘When do you expect to return to your previous workplace 
considering your current state of health—within the next 
3, 6, 9, or 12 months, or no return to the previous work-
place?’) adapted from SIBAR [42]. The answer was assessed 
in 3-month categories and dichotomised into ‘expected 
RTW ≤ 3  months’ (positive RTW expectation) versus 
‘expected RTW > 3 months or no return to previous work-
place’ (negative RTW expectation) [43]. RTW self-efficacy 
(RTW-SE) was measured with a translated version of the 
RTW-SE questionnaire by Lagerveld et al. [27, 44]. Scores 
range from 1 to 6, with higher scores indicating higher 
perceived self-efficacy regarding RTW. Additionally, the 
RTW-SE scale was dichotomised into ‘low RTW-SE ≤ 4.5’ 
and ‘high RTW-SE > 4.5’ based on a very similar median 
split [45]. Work ability was assessed as a single item score 
from 0 ‘completely unable to work’ to 10 ‘work ability at 
its best’ [46].

Work‑Related Factors

Company size (small/large ≥ 250 employees), sector (pri-
vate/public), working in shifts (no/yes) and being a civil 
servant (no/yes) were included as job characteristics. Quan-
titative demands, work-privacy conflict, influence at work, 
degrees of freedom at work, meaning of work, quality of 
leadership, social support from colleagues and supervi-
sor, sense of community and mobbing (single item) were 
measured with the Copenhagen Psychosocial Questionnaire 
(COPSOQ) [47, 48]. All questions related to the last job 
before the clinical stay. COPSOQ scores range from 0 to 100 
and for mobbing from 1 to 5.

Work Accommodation Needs

From the ‘ten most important necessary work accommoda-
tion needs for RTW’ [27], which were measured as self-
formulated items, the following work accommodation needs 
were included: gradual RTW, workload reduction, individual 
RTW support, and change of workplace (all no/yes).

Covariates

Age, sex, and socioeconomic status were included. Socio-
economic status was aggregated as a multidimensional index 
of education, occupation, and household income; scores 
range from 3 to 21, with higher scores indicating higher 
socioeconomic status [49].

Statistical Analysis

The statistical analyses were performed for N = 269 partici-
pants who completed at least one follow-up measurement. 
From the original baseline sample [27], n = 17 participants 
(n = 12 from psychiatric setting; n = 5 from rehabilitation 
setting) dropped out directly after baseline measurement 
and were therefore not included in the present study. These 
17 participants were on average younger, lived more often 
without a partner, smoked more frequently, reported a higher 
work-privacy conflict and higher depressive symptoms. The 
overall response rate of participants who completed all fol-
low-up measurements was 91% (n = 259). A detailed flow-
chart of study participation is provided elsewhere [27].

First, descriptive statistics were calculated for the propor-
tions of participants who achieved a first RTW and full RTW 
within 18 months after clinical discharge and for all health-, 
personal, and work-related factors. Second, Kaplan–Meier 
survival plots were used to estimate unadjusted median times 
and interquartile ranges with 95% confidence intervals (95% 
CI) from the date of discharge until first RTW and full RTW 
in calendar days for the total sample and each treatment set-
ting. Log-rank tests were used to detect significant differ-
ences between the two survivor functions of each categorical 
variable. Third, parametric survival analysis [50–52] was 
applied to estimate coefficients with 95% CI for time to first 
RTW and full RTW after clinical discharge. For participants 
who did not return to work within the study period (n = 9), 
data were right-censored. The baseline survivor function of 
the empty (null) model was compared with the various given 
parametric distribution types in Stata [53]. The null model 
with the best fit (lowest Akaike information criterion [AIC] 
and Bayesian information criterion [BIC]) was chosen [53]. 
Based on the AIC and BIC for the null model, a ggamma 
survival function was preferred over the other calculated 
survival functions (see Supplementary Material 1 for the 
results of all null models) and used in all survival analyses.

Univariable survival analysis was conducted for time 
to first RTW and full RTW after clinical discharge for all 
health-related, personal, and work-related factors separately. 
Subsequently, a multivariable analysis was conducted for 
both outcomes, based on the understanding of the literature 
and the qualitative study findings [35]. To avoid or at least 
contain overfitting of the multivariable model effectively, 
a maximum set of nine variables was carefully selected. 
The following health-, personal, and work-related factors 
were included in the multivariable models: previous sick-
ness absence and treatment duration, general health (good), 
depressive symptoms, RTW-SE (high), RTW expectation 
(positive), quality of leadership, social support, and indi-
vidual RTW support needed (yes). All multivariable models 
were adjusted for age, sex, socioeconomic status and treat-
ment setting. Negative coefficients reflected a shorter time 
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to first RTW or full RTW and positive coefficients a longer 
time to first RTW or full RTW. To better reflect the dif-
ferences in the sample characteristics, all survival analyses 
were repeated post hoc for both treatment settings separately. 
Stata 16.0 was used for all analyses (StataCorp. 2019. Stata 
Statistical Software: Release 16. College Station, TX: Stata-
Corp LLC).

Results

Sample Characteristics

The total study sample consisted of 269 participants, n = 157 
from inpatient psychiatric treatment and n = 112 from inpa-
tient medical rehabilitation treatment (Table 1). Rehabili-
tation participants were approximately three years older 
and reported, on average, better overall health, higher work 
ability and RTW-SE scores, more positive RTW expecta-
tions and less work accommodation needs than psychiatric 
participants. A total of 66.1% (n = 74) of the rehabilitation 
participants, compared to 33.1% (n = 52) of the psychiatric 
participants, were not on sickness absence directly before the 
start of treatment. The average treatment duration of medi-
cal rehabilitation was two weeks shorter than psychiatric 
treatment. Whereas medical rehabilitation was organised 
as inpatient treatment for almost all participants (n = 110; 
98.2%), the majority of psychiatric participants received day 
hospital treatment (n = 113; 72.0%).

Regarding ‘work orientation and RTW preparation during 
treatment’, 91.1% (n = 143) of the psychiatric participants 
and 83.0% (n = 93) of the rehabilitation participants reported 
that their professional activities were discussed with them 
during their clinical stay. Sixty-eight per cent (n = 106) of 
the psychiatric participants and 60.7% (n = 68) of the reha-
bilitation participants reported that they had talked about 
social conflicts in the workplace during their clinical stay. 
Eighty-four per cent (n = 132) of the psychiatric participants 
and 55.4% (n = 62) of the rehabilitation participants reported 
that they had talked about potential problems with returning 
to work during their clinical stay. Seventy-five per cent of the 
psychiatric participants (n = 118) and 29.5% (n = 33) of the 
rehabilitation participants reported that their RTW process 
was prepared in the clinic with work accommodations like 
gradual RTW.

Time to First and Full RTW 

During the 18 months follow-up period after clinical discharge, 
n = 260 participants (96.7%) reported a first RTW. Nearly all of 
them (n = 252, 93.7%) achieved a full RTW. For the total sam-
ple, the median time to first RTW was 13 days [95% CI 11; 17] 
and 45 days [95% CI 34; 53] to full RTW. Among psychiatric 

participants, the median time to first RTW was 17 days [95% 
CI 17; 24] and 73 days [95% CI 59; 80] to full RTW. Among 
rehabilitation participants, the median time to both first RTW 
[95% CI 5; 6] and full RTW [95% CI 5; 11] was 6 days.

In Fig.  2, the proportions of participants on sickness 
absence and the time until first RTW and full RTW are dis-
played for each treatment setting. A total of n = 147 partici-
pants (54.6%) started their re-entry (see Fig. 1) with a gradual 
RTW. The majority (n = 118; 80.3%) used a gradual RTW 
after psychiatric treatment. After medical rehabilitation treat-
ment, n = 29 (19.7%) participants used a gradual RTW.

Health‑, Personal, and Work‑Related Factors 
Associated with Time to First and Full RTW 

Table 1 shows that the longest estimated median time until 
first RTW was found for participants with a negative RTW 
expectation in both treatment settings. The longest estimated 
median times until full RTW were found for participants 
who reported being a civil servant in the psychiatric setting 
and those with a negative RTW expectation in the rehabili-
tation setting. In the psychiatric setting, estimated median 
times to first and full RTW were considerably longer for 
those with poor self-rated health and low RTW-SE com-
pared to those with a positive health perception and high 
RTW-SE. The results of the univariable parametric survival 
analysis for the total sample, and each treatment setting are 
shown in Supplementary Tables 1 and 2.

Table 2 illustrates that a longer duration of previous sick-
ness absence and treatment, more depressive symptoms, and 
a negative RTW expectation at baseline were independently 
associated with a longer duration until first RTW. Addi-
tionally, low RTW-SE, worse quality of leadership (before 
treatment), and needed individual RTW support were inde-
pendently associated with a longer duration until full RTW. 
Depressive symptoms were not associated with time to full 
RTW. In both settings, previous sickness absence and treat-
ment duration were included, together with the RTW expec-
tation until first RTW and needed individual RTW support 
until full RTW. In the psychiatric setting, good self-rated 
health and less depressive symptoms were also associated 
with a shorter time to first RTW. Moreover, in the psychiat-
ric setting, high RTW-SE was associated with a shorter time 
to first and full RTW.

Table 3 provides a summary of the results for the total 
sample and each treatment setting.

Discussion

This prospective cohort study among German employees 
investigated the time to first and full RTW and the associated 
factors after receiving inpatient treatment for CMDs. To the 
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Table 1  Sample characteristics and median time to first and full RTW after clinical discharge in calendar days for the total sample and each 
treatment setting

Total sample (N = 269) Psychiatric setting (n = 157) Rehabilitation setting (n = 112)

N (%) or
mean (SD)

Median  timea 
to first RTW 

Median 
 timea to full 
RTW 

N (%) or
mean (SD)

Median  timea 
to first RTW 

Median 
 timea to full 
RTW 

N (%) or
mean (SD)

Median  timea 
to first RTW 

Median 
 timea to full 
RTW 

Treatment set-
ting

 Psychiatric 157 (58.4) 17*** 73***
 Rehabilitation 112 (41.6) 6 6

Gradual RTW 
during re-
entry

 No 122 (45.4) 6*** 6*** 39 (24.8) 13 13 83 (74.1) 4** 4***
 Yes 147 (54.6) 17 74 118 (75.2) 19 80 29 (25.9) 11 55

Sociodemo-
graphics

Age [years] 48.2 (8.3) 46.9 (8.6) 50.2 (7.7)
Sex
 Female 126 (46.8) 12 34 71 (45.2) 19 74 55 (49.1) 6 6*
 Male 143 (53.2) 17 52 86 (54.8) 17 73 57 (50.9) 6 6

Socioeconomic 
status [3–21]

14.3 (3.4) 14.8 (3.5) 13.7 (3.3)

Health-related 
factors

Previous sick-
ness absence 
duration 
[weeks]

5.6 (7.7) 6.5 (7.5) 4.3 (7.8)

Treatment 
duration 
[weeks]

6.6 (1.8) 7.6 (1.6) 5.2 (0.8)

Previous sick-
ness absence 
and treatment 
duration 
[weeks]

12.2 (8.1) 14.1 (7.7) 9.6 (7.8)

Self-rated 
health

 Good 206 (76.6) 11*** 34*** 114 (72.6) 17*** 59*** 92 (82.1) 6* 6**
 Poor 63 (23.4) 31 80 43 (27.4) 39 115 20 (17.9) 6 13

Depressive 
symptoms 
[0–24]

7.7 (4.6) 8.1 (4.6) 7.0 (4.6)

First medical 
diagnosis

 Depression 
or anxiety 
disorder

228 (84.8) 17*** 52*** 157 (100) 17 73 71 (63.4) 6 6

 Adjustment 
disorder

41 (15.2) 6 6 0 – – 41 (36.6) 6 6

Medical treat-
ment

 No 164 (61.0) 11*** 34* 86 (54.8) 17** 66* 78 (69.6) 6 6
 Yes 105 (39.0) 17 55 71 (45.2) 24 80 34 (30.4) 6 7
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Table 1  (continued)

Total sample (N = 269) Psychiatric setting (n = 157) Rehabilitation setting (n = 112)

N (%) or
mean (SD)

Median  timea 
to first RTW 

Median 
 timea to full 
RTW 

N (%) or
mean (SD)

Median  timea 
to first RTW 

Median 
 timea to full 
RTW 

N (%) or
mean (SD)

Median  timea 
to first RTW 

Median 
 timea to full 
RTW 

Work-related-
ness of disor-
der [1–5]

3.8 (1.1) 3.9 (1.0) 3.6 (1.1)

Personal fac-
tors

RTW expecta-
tion

 Positive 226 (84.0) 11*** 32*** 123 (78.3) 17*** 59*** 103 (92.0) 5*** 6***
 Negative 43 (16.0) 118 192 34 (21.7) 124 192 9 (8.0) 48 137

RTW-SE [1–6] 4.2 (1.1) 4.0 (1.1) 4.6 (1.0)
 High 120 (44.6) 6*** 13*** 51 (32.5) 15*** 38*** 69 (61.6) 6 6**
 Low 149 (55.4) 17 73 106 (67.5) 24 80 43 (38.4) 6 12

Work ability 
[0–10]

5.3 (2.2) 4.7 (2.1) 6.2 (2.0)

Work-related 
factors

Company size
 Small 83 (30.9) 6* 34* 41 (26.1) 17 59 42 (37.5) 5 6
 Large 186 (69.1) 17 52 116 (73.9) 17 73 70 (62.5) 6 6

Enterprise 
sector

 Private 187 (69.5) 17 47 116 (73.9) 21* 73 71 (63.4) 6 6
 Public 82 (30.5) 11 32 41 (26.1) 17 73 41 (36.6) 6 7

Shiftwork
 No 203 (75.5) 17 52 130 (82.8) 17 73 73 (65.2) 6 6
 Yes 66 (24.5) 7 27 27 (17.2) 17 73 39 (34.8) 6 6

Civil servant
 No 251 (93.3) 13 45* 146 (93.0) 17 70* 105 (93.8) 6 6
 Yes 18 (6.7) 20 90 11 (7.0) 27 206 7 (6.2) 6 34

Quantitative 
demands 
[0–100]

65.2 (16.9) 67.4 (17.2) 62.2 (16.0)

Work-privacy 
conflict 
[0–100]

61.9 (24.7) 64.1 (25.3) 58.7 (23.6)

Influence at 
work [0–100]

38.5 (18.0) 38.7 (17.7) 38.2 (18.6)

Degrees of 
freedom at 
work [0–100]

51.9 (20.9) 53.1 (20.4) 50.3 (21.6)

Meaning of 
work [0–100]

72.4 (18.3) 69.7 (17.5) 76.3 (18.9)

Quality of 
leadership 
[0–100]

46.0 (22.4) 44.8 (22.4) 47.6 (22.4)

Social support 
[0–100]

53.8 (19.2) 52.5 (19.1) 55.7 (19.3)

Sense of 
community 
[0–100]

66.6 (19.7) 66.9 (19.4) 66.2 (20.2)

Mobbing [1–5] 2.3 (1.1) 2.2 (1.1) 2.3 (1.0)



 Journal of Occupational Rehabilitation

1 3

best of our knowledge, it is the first RTW study at the inter-
section between the mental healthcare system and workplace 
from the employees’ perspective in Germany. Almost all 
employees from both treatment settings, psychiatric treat-
ment and medical rehabilitation, reported a first RTW and 
full RTW within the 18 month study period. While only 
health-related and personal factors were independently asso-
ciated with time to first RTW, leadership quality and needed 
individual RTW support were associated with time to full 
RTW in the multivariable model.

The majority of employees receiving medical rehabilita-
tion treatment returned to work very quickly, that is almost 
immediately after treatment. The first 50% of the rehabilita-
tion participants needed only 1 week until achieving a first 
and full RTW and therefore had no re-entry phase. Next to 
the reported better health situation at baseline, this result 
may be explained by some specific characteristics of the 
rehabilitation system. Medical rehabilitation in Germany is 
provided mostly as inpatient treatment far from home and 
the workplace [34]. Access to medical rehabilitation has to 
be granted by the German Pension Insurance, and use of 
gradual RTW within four weeks after rehabilitation has to 
be financed by the German Pension Insurance. Recently, a 
prospective cohort study of the German Pension Insurance 

found that gradual RTW after medical rehabilitation is only 
effective with certain indication criteria, such as prior sick-
ness absence of more than 12 weeks [54]. When not being 
on sickness absence directly before starting treatment (as 
two-thirds of the rehabilitation setting were in the present 
study), usually one will start and leave medical rehabilitation 
treatment with the status ‘able to work’ [55]. This status may 
lead to the assumption that there is no need for more RTW 
preparation during treatment (e.g., work accommodations 
for RTW) or time ‘off work’ afterwards.

Although the median time to full RTW was nine weeks 
longer when receiving psychiatric treatment compared to 
medical rehabilitation, the employees’ full RTW rates were 
just as successful. The majority of employees receiving 
psychiatric treatment had a day hospital stay; they reported 
more work orientation and RTW preparation during treat-
ment, and many of them returned to work gradually. Two 
recent descriptive surveys of inpatient psychiatric care in 
Germany showed that patients’ employment rates were 
relatively low (21–34%), with a high need for RTW sup-
port [56, 57]. In one study, 71% of the employed patients 
returned to work within three months after treatment; 45% 
spoke about a gradual RTW opportunity during treatment, 
and 40% returned to work gradually [56]. In comparison, 

Table 1  (continued)

Total sample (N = 269) Psychiatric setting (n = 157) Rehabilitation setting (n = 112)

N (%) or
mean (SD)

Median  timea 
to first RTW 

Median 
 timea to full 
RTW 

N (%) or
mean (SD)

Median  timea 
to first RTW 

Median 
 timea to full 
RTW 

N (%) or
mean (SD)

Median  timea 
to first RTW 

Median 
 timea to full 
RTW 

Work accom-
modation 
needs

Gradual RTW 
needed

 No 140 (52.0) 6*** 6*** 55 (35.0) 17 31* 85 (75.9) 6 6***
 Yes 129 (48.0) 18 73 102 (65.0) 20 80 27 (24.1) 6 54

Workload 
reduction 
needed

 No 187 (69.5) 12 38 106 (67.5) 17 67 81 (72.3) 5 6
 Yes 82 (30.5) 17 54 51 (32.5) 24 73 31 (27.7) 6 12

Individual 
RTW support 
needed

 No 233 (86.6) 11** 34*** 128 (81.5) 17 70 105 (93.8) 6 6*
 Yes 36 (13.4) 31 89 29 (18.5) 31 94 7 (6.2) 32 89

Change of 
workplace 
needed

 No 243 (90.3) 12* 45* 140 (89.2) 17 67 103 (92.0) 5* 6
 Yes 26 (9.7) 32 105 17 (10.8) 76 118 9 (8.0) 17 34

a Only for categorical variables; significant log-rank tests for equality of survivor functions ***p < 0.001, **p < 0.01, *p < 0.05
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in the present study sample, RTW rates as well as the work 
orientation and RTW preparation during treatment seemed 
to be very high.

While acknowledging the different aims of the two health 
service providers, it was surprising to observe how much the 
times until RTW varied across the treatment settings. Hence, 
post hoc subgroup analyses were conducted with the two 
treatment settings.

The findings from this RTW study in the German social 
security system with two mental health service providers are 
in line with previous research from other countries [15, 16, 
22]. Leadership quality and needed individual RTW support 
were associated with time to full RTW. Though expected 
based on the qualitative study findings [35], social support 
was not associated with either time to first or full RTW. 
Work accommodation needs were associated with a longer 
time to first or full RTW. When work accommodation needs 
are required, such as individual RTW support, an underlying 
complex problem situation is often present. In such cases, 
a more specific RTW preparation may be needed during 

treatment to enable a timelier RTW. In the rehabilitation 
setting, only work-privacy conflict was associated with a 
longer time to full RTW. Based on the qualitative findings 
[35], it may be speculated that rehabilitation participants 
tend to experience their working conditions as unchange-
able, perhaps because the treatment is conducted far away 
from the workplace [34]. It may also explain why rehabilita-
tion participants returned to work more often directly after 
treatment and less often reflecting on their working situation 
in the clinic, e.g. when preparing their RTW.

By addressing the two RTW outcomes ‘time to first 
RTW’ and ‘time to full RTW’, based on the model of Young 
et al. [14], the corresponding RTW phases (off work and re-
entry) could be examined more closely. Whereas previous 
research focused primarily on time to full RTW [22], the 
segmentation into first and full RTW was essential to gain a 
deeper understanding of each setting, especially concerning 
the ‘off work’ and ‘re-entry’ phases, and in the end of the 
developmental nature of the RTW process and its progress 
[14].

Fig. 2  Time to first and full RTW for each treatment setting after clinical discharge in calendar days
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Hence, for future research, a phase-specific approach 
to the entire RTW process is recommended. Addition-
ally, given the multifactorial and complex nature of RTW, 
work-related factors and work outcomes should be con-
sistently incorporated when investigating clinical study 
populations with CMDs over time in Germany. As the 
present study focused on the phases towards RTW, further 
research is needed on the long-term sustainability of RTW, 
also regarding possible long-term effects of gradual RTW 
and other work accommodations during RTW. Because 
social support was regarded an essential factor during 
the RTW process in the qualitative findings but was not 

associated with time to first and full RTW in the present 
study, it should be addressed in future trajectory analyses.

The present study identified some aspects where a 
stronger RTW focus in clinical practice could help support a 
timely RTW for employees receiving inpatient treatment for 
CMDs in the future. In particular, employees with a nega-
tive RTW expectation should be given more attention and 
support in their RTW process. As Nieuwenhuijsen et al. [43] 
stated, it can be helpful to systematically assess the RTW 
expectation at the beginning of the treatment or sickness 
absence to provide more comprehensive and tailored support 
towards RTW. The easy assessment of the RTW expectation 

Table 2  Estimation results of the multivariable parametric survival analysis for the total sample and each treatment setting

Coef. coefficient, CI confidence interval
a Adjusted for age, sex, socioeconomic status and treatment setting
b Adjusted for age, sex and socioeconomic status
c Here, the lognormal regression model was applied, because Stata could not compute an improvement when using the ggamma regression model

Total  samplea Psychiatric  settingb Rehabilitation  settingb,c

Coef. 95% CI P value Coef. 95% CI P value Coef. 95% CI P value

Model ‘time to first RTW’
Previous sickness absence and treatment 

duration
0.05 0.04;0.07 0.000 0.05 0.03;0.07 0.000 0.07 0.03;0.10 0.000

Self-rated health (good) − 0.36 − 0.73;0.01 0.056 − 0.52 − 0.90;− 0.14 0.007 − 0.39 − 1.11;0.34 0.294
Depressive symptoms 0.04 0.00;0.01 0.028 0.06 0.02;0.10 0.003 0.02 − 0.03;0.08 0.372
RTW-SE (high) − 0.23 − 0.52;0.07 0.135 − 0.49 − .085;− 0.13 0.008 0.07 − 0.48;0.08 0.794
RTW expectation (positive) − 1.00 − 1.40;− 0.60 0.000 − 0.99 − 1.39;− 0.59 0.000 − 1.51 − 2.50;− 0.52 0.003
Quality of leadership − 0.00 − 0.01;0.00 0.438 − 0.01 − 0.01;0.00 0.269 − 0.00 − 0.02;0.01 0.867
Social support 0.00 − 0.01;0.01 0.903 0.00 − 0.01;0.01 0.836 0.00 − 0.02;0.02 0.869
Individual RTW support needed (yes) 0.29 − 0.10;0.67 0.144 0.35 − 0.04;0.73 0.078 0.35 − 0.65;1.34 0.496
Constant 2.43 1.05;3.81 0.001 2.48 0.61;4.35 0.009 1.87 − 0.74;4.47 0.160
Sigma (ln) 0.04 − 0.06;0.14 0.444 − 0.08 − 0.22;0.07 0.322 0.15 0.02;0.29 0.027
Number of observations 263 153 110
AIC 813.58 453.94 371.67
BIC 867.17 496.37 406.78
Model ‘time to full RTW’
Previous sickness absence and treatment 

duration
0.08 0.06;0.10 0.000 0.04 0.02;0.07 0.001 0.12 0.09;0.16 0.000

Self-rated health (good) − 0.22 − 0.64;0.20 0.299 − 0.27 − 0.69;0.15 0.214 − 0.53 − 1.32;0.26 0.188
Depressive symptoms 0.01 − 0.03;0.05 0.582 0.01 − 0.04;0.05 0.706 − 0.01 − 0.07;0.05 0.739
RTW-SE (high) − 0.59 − 0.93;− 0.25 0.001 − 0.79 − 1.17;− 0.41 0.000 − 0.28 − 0.89;0.32 0.362
RTW expectation (positive) − 1.14 − 1.60;− 0.67 0.000 − 1.06 − 1.53;− 0.059 0.000 − 1.07 − 2.16;0.03 0.056
Quality of leadership − 0.01 − 0.02;− 0.00 0.048 − 0.01 − 0.02;0.00 0.288 − 0.00 − 0.02;0.01 0.650
Social support 0.00 − 0.01;0.01 0.701 − 0.01 − 0.02;0.01 0.373 0.00 − 0.02;0.02 0.815
Individual RTW support needed (yes) 0.66 0.22;1.10 0.004 0.47 0.03;0.92 0.038 1.37 0.26;2.47 0.015
Constant 4.07 2.55;5.60 0.000 5.31 3.44;7.18 0.000 2.23 − 0.62;5.09 0.125
Sigma (ln) 0.18 0.10;0.27 0.000 0.03 − 0.11;0.15 0.732 0.24 0.10;0.38 0.001
Number of observations 263 153 110
AIC 855.97 465.18 386.76
BIC 909.55 507.61 421.87
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Table 3  Summary of results of factors associated with a shorter or longer duration until first and full RTW 

• = shorter duration until first/full RTW; o = longer duration until first/full RTW 
a All categorical variables are displayed with the category referred to in brackets

Time to first RTW Time to full RTW 

Total  
sample

Psychiatric 
setting

Rehabilitation 
setting

Total  
sample

Psychiatric 
setting

Rehabilitation 
setting

Univariable analysisa

Sociodemographics
 Age
 Sex (male)
 Socioeconomic status o

Health-related factors
 Previous sickness absence and treatment duration o o o o o o
 Self-rated health (good) • • • • •
 Depressive symptoms o o o o
 First medical diagnosis (adjustment) • •
 Medical treatment (yes) o o o
 Work-relatedness of disorder o o o o

Personal factors
 RTW expectation (positive) • • • • • •
 RTW-SE (high) • • • • •
 Work ability • • • • •

Work-related factors
 Company size (large) o o
 Enterprise sector (private)
 Shiftwork (yes)
 Civil servant (yes) o o
 Quantitative demands o o
 Work-privacy conflict o o o o
 Influence at work
 Degrees of freedom at work
 Meaning of work • • •
 Quality of leadership • •
 Social support • • • •
 Sense of community • • •
 Mobbing o o o

Work accommodation needs
 Gradual RTW needed (yes) o o o o o o
 Workload reduction needed (yes) o o
 Individual RTW support needed (yes) o o o o
 Change of workplace needed (yes) o o o o

Multivariable analysisa

Previous sickness absence and treatment duration o o o o o o
Self-rated health (good) •
Depressive symptoms o o
RTW-SE (high) • • •
RTW expectation (positive) • • • • •
Quality of leadership •
Social support
Individual RTW support needed (yes) o o o
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during inpatient treatment could therefore be used to detect 
employees with CMDs at risk for a late RTW at an early 
stage and to provide continuous support in their RTW pro-
cess. In the present study, high RTW-SE was associated with 
a considerably shorter time to full RTW. As recommended 
previously [43, 45], the RTW-SE questionnaire may be used 
to identify employees with CMDs at risk of a late RTW.

For employers and key RTW stakeholders at the work-
place, the results highlight the importance of providing a 
good leadership quality in the RTW process, which has also 
been determined as a critical preventive resource for restor-
ing mental health [20]. The results may also help to raise 
greater awareness at the workplace concerning the provi-
sion of tailored individual RTW support to enable a time-
lier RTW, especially in cases of longer sickness absence. 
In Germany, a specific operational integration management 
programme (Betriebliches Eingliederungsmananagement 
‘BEM’) is regulated by law [27]. The programme offers 
the opportunity to address at an early stage the needs of 
the returning employees, who were on sickness absence of 
more than 6 weeks during the last 12 months. However, this 
programme is often used too late and not yet consistently 
implemented [58, 59].

For the medical rehabilitation setting, where the goal is 
to restore work and daily life capacity and to prevent per-
manent work disability, the results suggest that the predomi-
nantly inpatient structures away from home may offer room 
for improvement. With more flexible day hospital options’ 
‘at home’ and more work orientation during treatment, the 
medical rehabilitation setting may contribute to a stronger 
connection with the workplaces in the future [34].

To develop targeted interventions for employees at risk 
of long-term sickness absence and permanent work disabil-
ity, modifiable aspects such as RTW expectation, individual 
RTW support as needed work accommodation, or RTW-SE 
could be used.

Strengths and Limitations

Strengths of this study are the prospective design with 
18 months follow-up, the investigation of several areas of 
RTW factors simultaneously, and the focus on work accom-
modations needs for RTW from the perspective of the return-
ing employees. Nevertheless, several limitations must be 
mentioned. First, all data, including the RTW outcomes, 
were self-reported, because no national-level register data on 
sickness absence are available in Germany. Hence, common 
method variance cannot be excluded. The medical first and 
second diagnoses, however, were reported by clinicians. Sec-
ond, the results of the post hoc analyses should be treated with 
caution because of a lack of statistical power. Third, possible 
recall bias may have occurred because of the retrospective 

measurement of work factors and outcomes. Fourth, there may 
also have been selection bias regarding the comparability of 
the treatment settings and a healthy entrance effect due to the 
narrow inclusion criteria. Fifth, because treatment was not the 
focus of the study, information on the types of treatment was 
not assessed.

Conclusions

The time and paths back to work after inpatient treatment due 
to CMDs varied across treatment settings. More attention to 
work accommodation needs for RTW in clinical practice, and 
the workplace may help to enable a timely RTW. While clini-
cal practice might help mainly in preparing RTW at an early 
stage, a stronger connection and collaboration with key RTW 
stakeholders in the workplace may allow and promote the 
realisation of a coordinated and timely RTW.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s10926- 021- 09985-4.

Acknowledgements The authors would like to thank the study partici-
pants for their ongoing interest and attendance. The authors gratefully 
acknowledge Christina Heger, Yvonne Martin, and Inga Schulz for their 
invaluable help in conducting the study.

Author Contributions AS and UW conceptualised and designed the 
study. AS and GS carried out the data collection and management. AS 
analysed the data. All authors interpreted the data. AS drafted the first 
version of the manuscript. All authors revised the manuscript critically 
for important intellectual content and all approved the final manuscript.

Funding This study was self-funded (ID: F2385) by the Federal Insti-
tute for Occupational Safety and Health (BAuA).

Data Availability The datasets analysed in the present study are avail-
able from the corresponding author on reasonable request after official 
permission by the privacy officer at the Federal Institute for Occupa-
tional Safety and Health.

Declarations 

Conflict of interest The authors declare that they have no conflict of 
interest.

Ethical Approval All procedures followed the ethical standards of the 
institutional and/or national research committee and the 1964 Helsinki 
Declaration and its later amendments or comparable ethical standards. 
Ethics approval for this study was given by the Hannover Medical 
School (MHH) Ethics Committee on 25th May 2016 (ID: 3211–2016).

Informed Consent All participants provided written consent.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 



Journal of Occupational Rehabilitation 

1 3

included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Rehm J, Shield KD. Global burden of disease and the impact 
of mental and addictive disorders. Curr Psychiatry Rep. 
2019;21(2):10.

 2. Nicholson PJ. Common mental disorders and work. Br Med 
Bull. 2018;126(1):113–121.

 3. Jacobi F, Höfler M, Siegert J, Mack S, Gerschler A, Scholl 
L, et  al. Twelve-month prevalence, comorbidity and cor-
relates of mental disorders in Germany: the mental health 
module of the German health interview and examination sur-
vey for adults (DEGS1-MH). Int J Methods Psychiatr Res. 
2014;23(3):304–319.

 4. OECD. Sick on the job?: myths and realities about mental health 
and work. Paris: OECD Publishing; 2012.

 5. Federal Institute for Occupational Safety and Health. Economic 
costs due to incapacity for work 2018. 2020. https:// www. baua. 
de/ DE/ Themen/ Arbei tswelt- und- Arbei tssch utz- im- Wandel/ 
Arbei tswel tberi chter statt ung/ Kosten- der- AU/ pdf/ Kosten- 2018. 
pdf?__ blob= publi catio nFile &v=4 (in German). Accessed 25 
Feb 2021.

 6. Federal German Pension Insurance. Pension insurance in time 
series 2020. 2020. https:// www. deuts che- rente nvers icher ung. 
de/ Share dDocs/ Downl oads/ DE/ Stati stiken- und- Beric hte/ stati 
stikp ublik ation en/ rv_ in_ zeitr eihen. pdf?__ blob= publi catio nFile 
&v=4 (in German). Accessed 25 Feb 2021.

 7. DAK Health. DAK Psycho report 2019. 2019. https:// www. 
dak. de/ dak/ downl oad/ 190725- dak- psych orepo rt- pdf- 21255 00. 
pdf (in German). Accessed 25 Feb 2021.

 8. Federal German Pension Insurance. Position paper of the Ger-
man Pension Insurance on the importance of mental illnesses 
in rehabilitation and reduced earning capacity. 2014. https:// 
www. deuts che- rente nvers icher ung. de/ Share dDocs/ Downl oads/ 
DE/ Exper ten/ infos_ reha_ einri chtun gen/ konze pte_ syste mfrag en/ 
posit ionsp apiere/ pospap_ psych_ Erkra nkung. pdf?__ blob= publi 
catio nFile &v=1 (in German). Accessed 25 Feb 2021.

 9. Kivelitz L, Härter M, Mohr J, Melchior H, Goetzmann L, 
Warnke MH, et al. Choosing the appropriate treatment setting: 
which information and decision-making needs do adult inpa-
tients with mental disorders have? A qualitative interview study. 
Patient Prefer Adherence. 2018;12:823–833.

 10. van Rijn RM, Robroek SJ, Brouwer S, Burdorf A. Influence of 
poor health on exit from paid employment: a systematic review. 
Occup Environ Med. 2014;71(4):295–301.

 11. Wedegaertner F, Arnhold-Kerri S, Sittaro NA, Bleich S, Geyer S, 
Lee WE. Depression- and anxiety-related sick leave and the risk 
of permanent disability and mortality in the working population 
in Germany: a cohort study. BMC Public Health. 2013;13:145.

 12. Corbiere M, Mazaniello-Chezol M, Bastien MF, Wathieu E, 
Bouchard R, Panaccio A, et al. Stakeholders’ role and actions 
in the return-to-work process of workers on sick-leave due to 
common mental disorders: a scoping review. J Occup Rehabil. 
2020;30(3):381–419.

 13. Stegmann R, Schröder UB. Differently healthy—mental crises 
in the working world. Wiesbaden: Springer; 2018. (in German).

 14. Young AE, Roessler RT, Wasiak R, McPherson KM, van Poppel 
MN, Anema JR. A developmental conceptualization of return 
to work. J Occup Rehabil. 2005;15(4):557–568.

 15. de Wit M, Wind H, Hulshof CTJ, Frings-Dresen MHW. Person-
related factors associated with work participation in employ-
ees with health problems: a systematic review. Int Arch Occup 
Environ Health. 2018;91(5):497–512.

 16. Nigatu YT, Liu Y, Uppal M, McKinney S, Gillis K, Rao S, et al. 
Prognostic factors for return to work of employees with com-
mon mental disorders: a meta-analysis of cohort studies. Soc 
Psychiatry Psychiatr Epidemiol. 2017;52(10):1205–1215.

 17. Ervasti J, Joensuu M, Pentti J, Oksanen T, Ahola K, Vahtera J, 
et al. Prognostic factors for return to work after depression-related 
work disability: a systematic review and meta-analysis. J Psychiatr 
Res. 2017;95:28–36.

 18. White M, Wagner S, Schultz IZ, Murray E, Bradley SM, Hsu 
V, et  al. Modifiable workplace risk factors contributing to 
workplace absence across health conditions: a stakeholder-
centered best-evidence synthesis of systematic reviews. Work. 
2013;45(4):475–492.

 19. Kristman VL, Shaw WS, Boot CR, Delclos GL, Sullivan MJ, 
Ehrhart MG, et al. Researching complex and multi-level work-
place factors affecting disability and prolonged sickness absence. 
J Occup Rehabil. 2016;26(4):399–416.

 20. BAuA. Mental health in the working world—determining the cur-
rent state of scientific evidence. Dortmund: Federal Institute for 
Occupational Safety and Health; 2017.

 21. White C, Green RA, Ferguson S, Anderson SL, Howe C, Sun J, 
et al. The influence of social support and social integration factors 
on return to work outcomes for individuals with work-related inju-
ries: a systematic review. J Occup Rehabil. 2019;29(3):636–659.

 22. de Vries H, Fishta A, Weikert B, Rodriguez Sanchez A, Wegewitz 
U. Determinants of sickness absence and return to work among 
employees with common mental disorders: a scoping review. J 
Occup Rehabil. 2018;28(3):393–417.

 23. Gragnano A, Negrini A, Miglioretti M, Corbiere M. Common 
psychosocial factors predicting return to work after common men-
tal disorders, cardiovascular diseases, and cancers: a review of 
reviews supporting a cross-disease approach. J Occup Rehabil. 
2018;28(2):215–231.

 24. McDowell C, Fossey E. Workplace accommodations for peo-
ple with mental illness: a scoping review. J Occup Rehabil. 
2015;25(1):197–206.

 25. Reme SE. Common mental disorders and work. In: Bültmann U, 
Siegrist J, editors. Handbook of disability, work and health. Cham: 
Springer International Publishing; 2020. p. 467–481.

 26. Andersen MF, Nielsen KM, Brinkmann S. Meta-synthesis of 
qualitative research on return to work among employees with 
common mental disorders. Scand J Work Environ Health. 
2012;38(2):93–104.

 27. Sikora A, Schneider G, Stegmann R, Wegewitz U. Returning to 
work after sickness absence due to common mental disorders: 
study design and baseline findings from an 18 months mixed 
methods follow-up study in Germany. BMC Public Health. 
2019;19(1):1653.

 28. Bode I. The post-corporatist rehabilitation system in Germany: 
high potential, critical moments. In: Harsløf I, Poulsen I, Larsen 
K, editors. New dynamics of disability and rehabilitation: inter-
disciplinary perspectives. Singapore: Springer Singapore; 2019. 
p. 43–68.

 29. Mittag O, Kotkas T, Reese C, Kampling H, Groskreutz H, 
de Boer W, et al. Intervention policies and social security in 
case of reduced working capacity in the Netherlands, Finland 
and Germany: a comparative analysis. Int J Public Health. 
2018;63(9):1081–1088.



 Journal of Occupational Rehabilitation

1 3

 30. Salize HJ, Rössler W, Becker T. Mental health care in Germany: 
current state and trends. Eur Arch Psychiatry Clin Neurosci. 
2007;257(2):92–103.

 31. Mack S, Jacobi F, Gerschler A, Strehle J, Höfler M, Busch MA, 
et al. Self-reported utilization of mental health services in the 
adult German population—evidence for unmet needs? Results of 
the DEGS1-mental health module (DEGS1-MH). Int J Methods 
Psychiatr Res. 2014;23(3):289–303.

 32. Kessemeier F, Gündel H, Wietersheim Jv, Hölzer M, Rothermund 
E. Mental health and occupational participation: the meaning of 
psychosomatic rehabilitation in the German health care system. Z 
Psychiatr Psychol Psychother. 2020;68(2):131–144 (in German).

 33. Broda M, Hildenbrand G, Köllner V. Care structures and intersec-
tions of psychotherapeutic care. In: Senf W, Broda M, Wilms B, 
editors. Techniques of psychotherapy. Stuttgart: Georg Thieme 
Verlag; 2013. p. 312–320 (in German).

 34. Mittag O, Welti F. Comparison of medical rehabilitation in various 
European countries and the impact of European law on rehabilita-
tion practice in Germany. Bundesgesundheitsblatt Gesundheits-
forschung Gesundheitsschutz. 2017;60(4):378–385 (in German).

 35. Stegmann R, Schulz IL, Schröder UB. Return to work after sick-
ness absence due to common mental disorders from the employ-
ees’ perspective. Findings of the qualitative study part F 2386 of 
a mixed-methods follow-up study regarding paths into crisis and 
return to work. baua Rep. 2021. https:// doi. org/ 10. 21934/ baua: 
beric ht202 10127 (in German).

 36. Young AE, Viikari-Juntura E, Boot CR, Chan C, Gimeno Ruiz de 
Porras D, Linton SJ, et al. Workplace outcomes in work-disability 
prevention research: a review with recommendations for future 
research. J Occup Rehabil. 2016;26(4):434–447.

 37. SOEP Group. SOEP-Core—2015: personal questionnaire (with 
reference to variables). SOEP survey papers 419: Series A—sur-
vey instruments. Berlin; 2017 (in German).

 38. Sampere M, Gimeno D, Serra C, Plana M, Lopez JC, Martinez 
JM, et al. Return to work expectations of workers on long-term 
non-work-related sick leave. J Occup Rehabil. 2012;22(1):15–26.

 39. Kroenke K, Spitzer R. The PHQ-9: a new depression diagnostic 
and severity measure. Psychiatr Ann. 2002;32:509–515.

 40. Löffler S, Wolf H, Gerlich C, Vogel H. User manual for the Wür-
zburg screening. 2008. https:// www. rehaw issen schaft. uni- wuerz 
burg. de/ bofil es/ Manual_ Wuerz burge rScre ening. pdf (in German). 
Accessed 25 Feb 2021.

 41. Wienert J, Bethge M. Work-related medical rehabilitation in 
cancer rehabilitation—short-term results from a cluster-rand-
omized multicenter-trial. Rehabilitation. 2019;58(3):181–190 
(in German).

 42. Bürger W, Deck R. SIBAR—a short screening instrument for the 
assessment of need for occupation related treatment in medical 
rehabilitation. Rehabilitation. 2009;48(4):211–221 (in German).

 43. Nieuwenhuijsen K, Noordik E, van Dijk FJ, van der Klink 
JJ. Return to work perceptions and actual return to work in 
workers with common mental disorders. J Occup Rehabil. 
2013;23(2):290–299.

 44. Lagerveld SE, Blonk RWB, Brenninkmeijer V, Schaufeli WB. 
Return to work among employees with mental health problems: 
development and validation of a self-efficacy questionnaire. Work 
Stress. 2010;24(4):359–375.

 45. Volker D, Zijlstra-Vlasveld MC, Brouwers EP, van Lomwel AG, 
van der Feltz-Cornelis CM. Return-to-work self-efficacy and 
actual return to work among long-term sick-listed employees. J 
Occup Rehabil. 2015;25(2):423–431.

 46. Ahlstrom L, Grimby-Ekman A, Hagberg M, Dellve L. The 
work ability index and single-item question: associations with 
sick leave, symptoms, and health—a prospective study of 
women on long-term sick leave. Scand J Work Environ Health. 
2010;36(5):404–412.

 47. Nübling M, Stößel U, Hasselhorn H, Michaelis M, Hofmann F. 
Measuring psychological stress and strain at work: evaluation of 
the COPSOQ questionnaire in Germany. GMS Psychosoc Med. 
2006;3:Doc05.

 48. Pejtersen JH, Kristensen TS, Borg V, Bjorner JB. The second 
version of the Copenhagen psychosocial questionnaire. Scand J 
Public Health. 2010;38(3 Suppl):8–24.

 49. Lampert T, Kroll L, Müters S, Stolzenberg H. Measure-
ment of socioeconomic status in the German health inter-
view and examination survey for adults (DEGS1). Bundesge-
sundheitsblatt Gesundheitsforschung Gesundheitsschutz. 
2013;56(5–6):631–636.

 50. Roelen CA, Norder G, Koopmans PC, van Rhenen W, van der 
Klink JJ, Bultmann U. Employees sick-listed with mental dis-
orders: who returns to work and when? J Occup Rehabil. 
2012;22(3):409–417.

 51. Vemer P, Bouwmans CA, Zijlstra-Vlasveld MC, van der Feltz-
Cornelis CM, Hakkaart-van RL. Let’s get back to work: survival 
analysis on the return-to-work after depression. Neuropsychiatr 
Dis Treat. 2013;9:1637–1645.

 52. Koopmans PC, Roelen CA, Groothoff JW. Parametric hazard rate 
models for long-term sickness absence. Int Arch Occup Environ 
Health. 2009;82(5):575–582.

 53. Cleves M, William GW, Marchenko YV. An introduction to sur-
vival analysis using stata, revised 3rd ed. College Station, TX: 
Stata Press; 2016.

 54. Bürger W, Streibelt M. Who benefits in graded return to work 
on behalf of the German pension insurance? Results of a cohort 
study. Rehabilitation. 2019;58(3):163–171 (in German).

 55. Federal German Pension Insurance. The medical rehabilitation 
discharge report. Guide to the uniform discharge report in medi-
cal rehabilitation of the statutory pension insurance 2015. 2020. 
https:// www. deuts che- rente nvers icher ung. de/ Share dDocs/ Downl 
oads/ DE/ Exper ten/ infos_ reha_ einri chtun gen/ quali_ allge mein/ 
downl oad_ leitf aden_ einhe itl_e_ beric ht. pdf; jsess ionid= 88DCC 
08A14 F2552 664C1 6D164 71908 5F. deliv ery1-7- repli catio n?__ 
blob= publi catio nFile &v=9 (in German). Accessed 25 Feb 2021.

 56. Mernyi L, Hölzle P, Hamann J. Psychiatric inpatient treatment 
and return to work. Psychiatr Prax. 2018;45(04):197–205 (in 
German).

 57. Jäckel D, Siebert S, Baumgardt J, Leopold K, Bechdolf A. 
Patientsʼ work-related participation impairments and need for sup-
port in day hospital and inpatient psychiatric treatment. Psychiatr 
Prax. 2020;47(05):235–241 (in German).

 58. Welti F. Work disability policy in Germany: experiences of collec-
tive and individual participation and cooperation. In: MacEachen 
E, editor. The science and politics of work disability prevention. 
New York, London: Routledge; 2019. p. 171–188.

 59. Wrage W, Sikora A, Wegewitz U. Implementation of operational 
integration management (BEM). baua Facts. 2020. https:// doi. org/ 
10. 21934/ baua: fakte n2020 1109 (in German).

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


