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Abstract

Background. If people with episodicmental-health conditions lose their job due to an episode of
their mental illness, they often experience personal negative consequences. Therefore, reinte-
gration after sick leave is critical to avoid unfavorable courses of disease, longer inability to work,
long payment of sickness benefits, and unemployment. Existing return-to-work (RTW) pro-
grams have mainly focused on “common mental disorders” and often used very elaborate and
costly interventions without yielding convincing effects. It was the aim of the RETURN study to
evaluate an easy-to-implement RTW intervention specifically addressing persons with mental
illnesses being so severe that they require inpatient treatment.
Methods. The RETURN study was a multi-center, cluster-randomized controlled trial in acute
psychiatric wards addressing inpatients suffering from a psychiatric disorder. In intervention
wards, case managers (RTW experts) were introduced who supported patients in their RTW
process, while in control wards treatment, as usual, was continued.
Results.A total of 268 patients were recruited for the trial. Patients in the intervention group had
more often returned to their workplace at 6 and 12 months, which was also mirrored in more
days at work. These group differences were statistically significant at 6 months. However, for the
main outcome (days at work at 12 months), differences were no longer statistically significant
(p = 0.14). Intervention patients returned to their workplace earlier than patients in the control
group (p = 0.040).
Conclusions. The RETURN intervention has shown the potential of case-management inter-
ventions when addressing RTW. Further analyses, especially the qualitative ones, may help to
better understand limitations and potential areas for improvement.

Introduction

Mental illnesses are among the most common diseases worldwide [1, 2]. In Germany, 28% of the
population aged 18–79 has suffered from a mental illness within the last 12 months [3]. Conse-
quently, cases of inability to work caused by mental illness are frequent and the related economic
burden is immense [4].

Mental illness and employment interact in many ways. On the one hand, mental illnesses
prevent persons from finding and keeping regular employment [5] and are responsible for
economic consequences. On the other hand, work and employment have positive effects on the
course of mental illnesses [6, 7]. In fact, it has been argued that “work is a critical mental health
intervention” [8]. Accordingly, obtaining and maintaining jobs for people with mental illness is
challenging, but can be an important prerequisite for a good prognosis.

People with episodic mental health conditions and fixed employment are a large group of
society, however, they are often neglected in clinical practice and research [9]. If those persons lose
their job due to an episode of their mental illness, they do not only experience personal negative
consequences (e.g., missing day structure and loss of income), but also cause a serious societal
problem due to resulting follow-up costs (e.g., sickness benefits, unemployment benefits, reduced
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societal contributions, etc.). A particularly vulnerable time to lose a
job is that of an acutemental health crisis, whichmay require hospital
inpatient treatment [10]. Hospital treatment and longer periods of
sick leave interrupt job routines as well as interpersonal relationships
at the workplace, making reintegration difficult. A successful reinte-
gration of those patients after the acute episode of illness would
therefore be an important prognostic factor for the further course
of the disease. A failed reintegration in contrast would be a risk factor
for a less favorable course of the disease, longer inability towork, long
payment of sickness benefits, and unemployment.

Existing return-to-work (RTW)programs have nearly exclusively
focused on “common mental disorders” (e.g., stress-related dis-
orders, anxiety disorders, and minor depression). Their approaches
vary substantially including, for example, cognitive behavioral ther-
apy (CBT) programs [11], rehabilitation programs [12], case man-
agement [13], or, quite frequently, complex interventions combining
clinical and work-directed measures [14]. Most interventions were
very elaborate and costly, however, not yielding completely convin-
cing effects regarding RTW [2]. In addition, existing studies often
systematically excluded those persons with more severe mental
illnesses such as schizophrenia, bipolar disorder, borderline person-
ality disorder, ormajor depression [2]. It was therefore the aim of the
RETURN study to evaluate an easy-to-implement return to work
intervention specifically addressing persons with mental illnesses
being so severe that they require inpatient treatment.

Methods

Study design

The study was designed as a multi-center, cluster-randomized
controlled trial in acute psychiatric wards in southern Germany
addressing inpatients suffering from a psychiatric disorder [15]. In
intervention wards case managers (RTW experts) were introduced
who supported patients in their RTW process, while in control
wards treatment as usual (TAU) was continued. The scientific
rationale was that the introduction of RTWexperts putsmore focus
on the workplace-related needs of patients, leading to a better usage
of existing resources as part of a work-related discharge manage-
ment, and thus to a more successful return to the workplace.

Setting and participants

The study was implemented on n = 28 acute wards (=clusters) in
seven psychiatric hospitals in the greater Munich area. All patients
admitted to these wards were consecutively recruited for the trial
when they fulfilled the following inclusion criteria:

1. Age 18–60 years.
2. Diagnosis of amental illness (ICD-10Chapter F2, F3, F4, or F6,

i.e., psychotic disorders, affective disorders, anxiety disorders,
obsessive-compulsive disorders, or personality disorders).

3. Admission to inpatient treatment.
4. Existing employment.

Exclusion criteria were mental retardation, insufficient proficiency in
German language to engage with the case manager, employment in a
mini-job (salary of less than 450€), and amain diagnosis of an organic
mental disorder (F0), substance abuse (F1), or an eating disorder (F5).

Intervention and control condition

The intervention consisted of the implementation of RTW experts
in the intervention wards [16]. The RTW experts supported

patients and mental health care professionals in the wards in all
areas related to the possible return of patients to the workplace.
The RTW experts acted as case managers, who first clarified the
specific needs of the clients (i.e., participating patients who might
return to an existing workplace), subsequently communicated
these needs to all people involved in the treatment process and
then developed an RTW plan together with the client. Within the
study four persons acted as RTW experts. Requested qualifica-
tions for this job were similar to those of social workers, who
usually support patients in their RTW-process. Thus, we selected
staff familiar with the principles of case management, counseling,
and motivational interviewing. All four RTW experts (two social
workers, one psychologist, and one educationist with extensive
experience in human resources) were extensively trained to follow
a manualized procedure [16], that included all of the required
skills.

According to the manual RTW experts offered five structured
sessions to patients during the inpatient stay (Session 1: Assess-
ment; Session 2: Information about RTW measures/legal frame-
work; Session 3: Disclosure; Session 4: Planning of RTW talks
with supervisors; and Session 5: Planning of further support by
RTW expert after discharge from hospital) and three sessions
after discharge from hospital (including the possibility of a joint
discussion with the employer). The services of the RTW experts
could be claimed by the patients during inpatients stay and for up
to half a year after discharge. The minimum of intervention was
defined as at least two meetings between RTW experts and
patients—one appointment during the inpatient stay and one
after release (“per protocol”). RTW experts aimed at activating
existing support services of the hospitals (e.g., work therapy,
cognitive training, and socio-educational counseling) and to
offer specific support (e.g., joint meetings between clients,
employers, and RTW experts), if there was a limitation of
resources. Overall, this intervention was oriented toward the
competencies (and capacities) of social workers in mental health
in order to facilitate implementation into routine care in case of
positive study results.

Staff (and patients) of the control wards acted under “TAU”
conditions. To avoid contamination bias as much as possible
(i.e., staff or patients from control wards getting to know about
the RTW intervention), wards were chosen in a way so that there
was no overlap in personnel and that there was no regular patient
transfer between wards.

Data collection and outcomes

The same data were collected at the same time points in the
intervention group and control group [15]. In the present analysis,
we report on the primary outcome (number of days at work within
12 months after discharge according to patients’ self-report) and
related secondary outcomes. These include days at work at
6 months, the number of patients returned to work at 6 and
12 months, and sick leave days at 6 and 12 months.

In addition, we obtained several potentially mediating fac-
tors such as the uptake of available support strategies (e.g.,
stepwise reintegration into work or specific services for people
with disabilities). Furthermore, we documented the patients’
subjective readiness to return to their workplace and their
feeling of being supported in this process by using self-rated
visual analog scales. Finally, clinical data on illness severity
(Clinical Global Impression, CGI, HONOS), social functioning
(GAF), quality of life (EuroHisQol), and relapses (patient self-
report) are reported.
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Randomization and blinding

Randomization was done at cluster level (n = 14 wards each to the
intervention group or control group) to minimize contamination
effects [17]. Therefore, pairs of comparable wards (number of
patients, distribution of diagnoses, staff, etc.) were determined by
the principal investigators and then one ward of each pair was
randomized to the intervention and one ward to the control con-
dition by the statistical institute of our department (IMedIS). As to
the nature of the intervention (implementation of RTW experts)
there was no blinding.

Statistical analysis

Baseline comparisons were undertaken using chi-squared- and
t-tests.

The primary analysis was a comparison of days at work at
12 months after discharge between the intervention group and
control group. To assess the effect of the intervention on the
continuous primary outcome (days at work 12 months after
discharge), a linear mixed model was fitted with ward (cluster)
as a random effect term to account for non-systematic variance
related to the ward and intervention group as a fixed effect using
the lme4 R package. The point estimate for the intervention effect
is reported together with the corresponding 95% confidence
interval. A p-value of <0.05 was considered statistically signifi-
cant. A per-protocol approach was taken to the analysis, that is,
patients in intervention clusters were analyzed in this group, if
they had contact with the RTW expert at least once during their
inpatient stay and once after discharge. Exploratory analyses
were performed to assess the effect of the intervention on the
secondary outcomemeasures. Linear mixedmodels were fitted to
the continuous secondary outcome measures, analogous to the
primary analysis. For binary secondary outcome measures, gen-
eralized linear mixed models (logistic mixed effects models) were
fitted.

Ethics, informed consent procedure, and trial registration

The trial has been approved by the local review board
(Ethikkommission der Technischen Universität München) and
has been registered at Deutsches Register Klinischer Studien
(DRKS00016037). All participating patients had to give written
informed consent.

Results

Recruitment for the RETURN study took place in 28 psychiatric
wards from January 2019 until February 2020. A total of
268 patients were recruited for the trial, 137 in the intervention
group and 131 in the control group. As expected, there was a
considerable number of dropouts during the study period (see
CONSORT diagram, Figure 1).

Baseline characteristics

At baseline, there were no major differences between intervention
group and control group regarding sociodemographic and clinical
variables (see Table 1). Overall patients were around 40 years old,
there were more female patients, and the most frequent diagnostic
group was patients with affective disorders.

Clinical outcomes at discharge

At discharge, patients in both groups were comparable in terms of
length of inpatient stay and most clinical outcomes. Only for the
Health of the Nation Outcome Scales (HONOS) intervention
patients were judged to be healthier/less socially impaired
(Table 2).

Implementation rate of support resources and patients’
readiness to return to work

Regarding standardized support resources (day clinic, RTW dis-
cussion with supervisor, stepwise reintegration, structured RTW
process from the employers’ side) there was no higher uptake in the
intervention group compared to the control group. Likewise,
patients in the intervention group did not feel more prepared for
their return to work (Table 3).

Intervention effects after 6 and 12 months after discharge

Patients in the intervention group had more often returned to their
workplace at 6 months (86% vs. 63%, p = 0.004) and at 12 months
(91% vs. 81%, p = 0.105). Likewise, intervention patients had more
days at work at 6months (84.9 vs. 61.5, p= 0.014) and at 12months
(182.2 vs. 159.8, p = 0.143). These group differences were statistic-
ally significant at 6 months. However, for the main outcome (days
at work at 12 months) these differences were no longer statistically
significant. Patients in the intervention group returned to their
workplace earlier than patients in the control group (p = 0.040).
There were no significant group differences regarding quality of life
or relapses (Table 4).

Discussion

The results of the RETURN-study show that a case-management
intervention for psychiatric inpatients can improve the return to
existing workplaces after discharge. Intervention group patients
returned to work earlier, resulting in significant superiority over
TAU in terms of the percentage of patients who went back to work,
days at work, and sick leave days at 6 months follow-up. For the
main outcome parameter (days at work at 12months), however, the
group difference was not significant.

Limitations

Our study has focused on a subgroup of psychiatric inpatients,
that is, those still having workplaces in the competitive labor
market. Therefore, our results are not transferable to patients
aiming at reentering the labor market. Here, supported employ-
ment (IPS) is an established approach [18]. In addition, the
follow-up of our study fell in lockdown periods of the COVID-
pandemic. Due to workplace restrictions, many patients return-
ing to work during this time were sent to home–office which may
have influenced results, most likely similarly in the intervention
group and control group. Finally, most patients in our trial were
suffering from severe mental illnesses. Results are therefore only
partially comparable to existing studies on RTW that mainly
focused on patients with commonmental diseases [2]. Therefore,
in our sample, the role of the “endogenic” disease might be more
prominent than work-related factors such as “burnout”-
symptoms [19].
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Interpretation of results

Our intervention led to patients returning earlier to their work-
places and going to work more frequently compared to control
group patients at 6 months follow-up. The patients in the control
group returned later to their workplace. Thus, they needed
12 months to reach the share of returned patients that the inter-
vention group reached at 6 months. The numerical difference in
days at work persisted within 12 months, however, this difference
(main outcome) proved not to be statistically significant.

We believe that a number of factorsmight be responsible for this
(negative) finding for the main outcome after 12 months. First, this
might be due to a “ceiling effect” as 86% of the patients in the
intervention group were already back at work after 6 months.
Possibly, we had underestimated the wake of a labor market in
the Munich area, which has been increasingly characterized with
skills shortage—even during the Corona pandemic (which did not
lead to relevant increase in unemployment rates). Second, statistical
effects (large confidence intervals, lower number of observed cases

1

CONSORT 2010 Flow Diagram

Assessed for eligibility (n=819)

Excluded (n=551)
� Not meeting inclusion criteria (n=214)
� Declined to participate (n=231)
� Other reasons (n=106)

Analysed 
� Follow-up after six months (n=85)
� Final evaluation after one year (n=69)
� Excluded from analyses because of 
missing data (n=14)

Excluded 
(n=54; after t0 n=20, t1 n=7, t2 n=15, t3 n=12)
� Lost to follow up (n=33)
� Withdrawal of consent (n=18)
� Not meeting inclusion criteria (n=1)
� Minimum interval between survey dates not 
fulfilled (n=1)
� Suicide (n=1)

Allocated to intervention (n=137)
� Received allocated intervention (n=92)
� Did not receive allocated intervention 

(discharged too early etc.) (n=45)

Excluded 
(n=48; after t0 n=15, t1 n=5, t2 n=15, t3 n=13) 
� Lost to follow up (n=37)
� Withdrawal of consent (n=8)
� Not meeting inclusion criteria (n=1)
� Suicide/Death (n=2)

Allocated to control (n=131)

Analysed 
� Follow-up after six months (n=87)
� Final evaluation after one year (n=77)
� Excluded from analyses because of missing 
data (n=6)

Allocation

Analysis

Follow-Up

Randomized (n=268)

Enrollment

Figure 1. CONSORT flow diagram.
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at 12 months compared to 6 months) might be responsible for the
negative finding.

Third, there is evidence that the recovery rate increases, when
health insurance benefits end [20]. With possible sick days before
the baseline survey, this might have been the case for some study
participants in the control group.

Regarding potential mediators of the effects observed, we could
not find the expected relationships, for example, a higher uptake of
structured RTWmeasures or a better feeling of preparedness in the
intervention group. Thus, on the one hand, it might not be themere
uptake of existing measures but rather their (case)managed imple-
mentation within a context that sees RTW as a desirable process.
On the other hand, intervention patients might have suffered from
an increase of anxiety when confronted with RTW [21] making
them feel less prepared.

Despite the non-superiority of our intervention regarding the
main outcome, our study still yielded stronger/comparable effects
compared to other studies focusing on common mental disorders.
Thus, for adjustment disorders, CBT alone was found not to reduce
time to RTW [22], while for mood disorders, combinations of
work-directed and clinical interventions were found to reduce the
number of sickness absence days [23].

Implications and conclusion

If we follow the claim that “work is a critical mental health
intervention” [8], the RETURN-study has enriched the knowledge
on such interventions, especially with the focus on hospitalized
patients still having work contracts. For this group, it has been
shown that a case management intervention has the potential to

Table 1. Baseline characteristics of intervention group and control group: Mean (standard deviation)/frequency (%).

Intervention N = 137 Control N = 131 Test statistic (df) p

Age (years) 41.1 (10.7) 40.6 (11.5) t = 0.43 (266) 0.67

Gender, female 80 (58%) 79 (60%) χ2 = 0.04 (1) 0.85

Education χ2 = 0.53 (1) 0.47

Up to 10 years 64 (47%) 68 (52%)

>10 years 73 (53%) 63 (48%)

Vocational training completed (yes) 67 (49%) 61 (47%) χ2 = 0.07 (1) 0.79

Disability status (yes) 33 (24%) 29 (22%) χ2 = 0.03 (1) 0.87

Duration of current employment (years) 8.9 (9.0) 9.5 (9.9) t = �0.55 (265) 0.59

Duration of sick leave (days) 31.1 (60.4) 45.0 (75.8) t = �1.65 (263) 0.10

Main diagnosis χ2 = 4.33 (3) 0.23

F2 34 (25%) 27 (21%)

F3 89 (65%) 85 (65%)

F4 7 (5%) 10 (8%)

F6 0 (0%) 3 (2%)

Missing 7 (5%) 6 (5%)

Duration of illness (years) 10.3 (10.7) 9.5 (11.1) t = 0.57 (258) 0.57

Number of prev. hospitalizations 2.0 (3.0) 1.9 (2.6) t = 0.10 (254) 0.92

Illness severity (CGI) 4.7 (1.0) 4.4 (0.9) t = 1.68 (238) 0.09

Social functioning (GAF) 44.8 (14.5) 47.8 (13.3) t = �1.70 (238) 0.09

Table 2. Clinical outcomes at discharge from hospital.

Intervention Control b CI (95% Wald) p

Duration of inpatient treatment
n = 200

39.2 (38.8) 49.0 (50.6) �5.77 [�20.78;9.23] 0.452

Illness severity (CGI)
n = 186

3.1 (1.1) 3.3 (0.9) �0.20 [�0.61;0.21] 0.356

Social functioning (GAF)
n = 195

62.8 (12.0) 62.0 (10.5) 0.53 [�4.43;5.50] 0.835

HONOS (behavior, impairment, symptoms, and social functioning)
n = 159

8.7 (5.0) 11.1 (5.0) �2.48 [�4.12;-0.83] 0.011

Mini-ICF social functioning scale
n = 103

1.2 (1.0) 1.4 (1.0) �0.08 [�0.57;0.42] 0.759

Abbreviations: CGI, clinical global impression; GAF, global assessment of functioning; HONOS, Health of the Nation Outcome Scales (lower values mean better health/less social impairment);
Mini-ICF, mini-international classification of functioning.
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optimize some aspects of the RTW process, albeit not the main
endpoint of the study, days at work after 12months of discharge. In
addition, we offered a concise intervention that can—with min-
imum additional training—easily be offered by social workers in
psychiatric hospitals and is therefore implementable in the daily
routine. The only difficulty might be securing continuity of care
after discharge.

To conclude, the intervention studied has shown the potential of
case-management interventions when addressing RTW. Further
analyses, especially the qualitative ones, may help to better under-
stand limitations and potential areas for improvement.

Data Availability Statement. The data that support the findings of this study
are available from the first author upon reasonable request.
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Anne Lang, Lina Riedl, Daniela Blank &Monika Kohl designed the intervention
and were responsible for the training of the RTW-experts. Johannes Hamann,
Peter Brieger, Anne Lang, Lina Riedl, Daniela Blank, Monika Kohl, Adele

Table 3. Patients readiness to return to work and implementation rate of support resources.

Intervention group Control group b CI (95% Wald) p

Fears regarding return to work (1 = strong, 5 = not at all)
n = 173

3.1 (1.1) 3.2 (1.3) �0.05 [�0.49;0.39] 0.82

Wish to RTW (1 = strong, 5 = not at all)
n = 173

2.3 (1.2) 2.3 (1.2) �0.03 [�0.44;0.39] 0.91

Prepared for RTW (1 = very good, 5 = not at all)
n = 167

2.7 (1.0) 2.9 (1.1) �0.27 [�0.66;0.12] 0.19

Day clinic after index hospitalization
n = 195

22/89, 25% 30/106, 28% �0.21 [�0.90;0.49] 0.56

Consultation with job supervisor
n = 137

35/65, 54% 38/72, 53% 0.04 [�0.63;0.71] 0.90

Workplace health management (“BEM”)a

n = 140
30/65, 46% 26/75, 35% 0.48 [�0.20;1.16] 0.17

Part time work during sick leave (“Hamburger Modell”)b

n = 139
34/65, 52% 32/74, 43% 0.37 [�0.35;1.09] 0.32

aBEM (Betriebliches Eingliederungsmanagement): In Germany, all employers are legally required to offer BEM to all employees with longer sickness absences. The main aim of BEM is to detect
causes of sickness absences and to offer specific support to employees.
bHamburger Modell: This model of stepwise integration into work after sickness absence can be offered to all patients insured by the statutory health insurances in Germany. A stepwise
integration plan is developed by patients and their physicians and has to be approved by the employer and the insurance company. Usually, patients start with a few hours per day and increase
their working hours over several weeks. During stepwise integration patients are not paid by the employer but receive sickness allowances.

Table 4. Intervention effects 6 and 12 months after discharge.

Intervention group Control group b CI (95% Wald) p

6 months after hospital discharge

Patients back at work
n = 142

57/66, 86% 48/76, 63% 1.31 [0.42; 2.21] 0.004

Days at work
n = 154

84.9 (51.8) 61.5 (55.7) 24.01 [6.17; 41.86] 0.016

Sick leave days
n = 144

53.2 (49.0) 72.3 (54.1) �20.26 [�38.91; �1.61] 0.043

Quality of life (t3_pat_euroqol)
n = 139

7.0 (2.1) 6.5 (2.3) 0.61 [�0.24; 1.45] 0.173

12 months after hospital discharge

Patients back at work
n = 144

59/65, 91% 64/79, 81% 0.83 [�0.18; 1.85] 0.105

Days from discharge to RTW
n = 148

39.8 (64.1) 67.9 (92.0) �28.31 [�55.09; �1.53] 0.040

Days at work (main outcome)
n = 134

182.2 (85.1) 159.8 (89.6) 22.47 [�7.43; 52.38] 0.143

Sick leave days
n = 119

78.8 (77.7) 87.9 (73.2) �9.04 [�36.17; 18.09] 0.515

Relapse 12 months
n = 135

38/63, 60% 52/72, 72% �0.54 (�1.34;0.26] 0.19

6 Johannes Hamann et al.



Brucks, Peter Falkai, Alkomiet Hasan, Martin E. Keck, Michael Landgrebe &
Stephan Heres organized and implemented the intervention, recruited patients
and did the data acquisition. Johannes Hamann, Peter Brieger, Markus Bühner,
David Goretzko, Reinhold Kilian, Tamara Waldmann, Anne Lang, Lina Riedl,
Daniela Blank, Adele Brucks andMonika Kohl set up the database and analysed
the data. All authors participated in the interpretation of the data. Johannes
Hamann wrote the first draft of the manuscript. All authors critically revised the
final version of the manuscript.

Financial Support. This study was funded by Gemeinsamer Bunde-
sausschuss, Innovationsfonds, Förderkennzeichen 01VSF17012 (to J.H., M.B.,
R.K., and P.B.).

Conflicts of Interest. J.H. received paid speakerships from JnJ, Otsuka/Lund-
beck, and ROVI, and research grants from JnJ. A.H. received paid speakerships
from AbbVie, Janssen, Otsuka, Rercordati, and Lundbeck. He was a member of
Rovi, Recordati, Otsuka, Lundbeck, and Janssen advisory boards. P.F. received
research support/honoraria for lectures or advisory activities from Boehringer-
Ingelheim, Janssen, Lundbeck, Otsuka, Recordati, and Richter. All other authors
do not report any conflicts of interest.

Ethical Standards. The study was approved by the institutional review board
of the Technische Universität München (437/18 S-KK). All participants have
given written informed consent.

References

[1] Steel Z, Marnane C, Iranpour C, Chey T, Jackson JW, Patel V, et al. The
global prevalence of common mental disorders: a systematic review and
meta-analysis 1980-2013. Int J Epidemiol. 2014;43(2):476–93.

[2] Hamann J, Lang A, Riedl L, Brieger P Return-to-work interventions for
persons/employees with mental illnesses. Curr Opin Psychiatry. 2022; Jul 1;
35(4):293–301. doi: 10.1097/YCO.0000000000000793.

[3] Jacobi F, Hofler M, Siegert J, Mack S, Gerschler A, Scholl L, et al. Twelve-
month prevalence, comorbidity and correlates of mental disorders in
Germany: the mental health module of the German health interview
and examination survey for adults (DEGS1-MH). Int J Methods Psychiatr
Res. 2014;23(3):304–19.

[4] Wittchen HU, Jacobi F, Rehm J, Gustavsson A, Svensson M, Jonsson B,
et al. The size and burden of mental disorders and other disorders of
the brain in Europe 2010. Eur Neuropsychopharmacol. 2011;21(9):
655–79.

[5] Guhne U, Pabst A, Lobner M, Breilmann J, Hasan A, Falkai P, et al.
Employment status and desire for work in severe mental illness: results
from an observational, cross-sectional study. Soc Psychiatry Psychiatr
Epidemiol. 2021;56(9):1657–67.

[6] Bell MD, Lysaker PH. Clinical benefits of paid work activity in schizo-
phrenia: 1-year followup. Schizophr Bull. 1997;23(2):317–28.

[7] Boardman J, Grove B, Perkins R, Shepherd G. Work and employment for
people with psychiatric disabilities. Br J Psychiatry. 2003;182:467–8.

[8] Drake RE, Wallach MA. Employment is a critical mental health interven-
tion. Epidemiol Psychiatr Sci. 2020;29:e178.

[9] Davidson L. Employment and workplace disclosure of mental illness.
Psychiatr Serv. 2020;71(8):755.

[10] Mernyi L, Holzle P, Hamann J. Psychiatric inpatient treatment and return
to work. Psychiatr Prax. 2018;45(4):197–205.

[11] Winter L, Geldmacher J, Plucker-Boss K, Kahl KG. Integration of a return-
to-work module in cognitive Behavioral therapy in patients with major
depressive disorder and long-term sick leave-a feasibility study. Front
Psych. 2020;11:512.

[12] Ohki Y, Igarashi Y, Yamauchi K. Re-work program in Japan-overview and
outcome of the program. Front Psych. 2020;11:616223.

[13] Parsons V, Juszczyk D, Gilworth G, Ntani G, McCrone P, Hatch S, et al. A
case management occupational health model to facilitate earlier return to
work of NHS staff with common mental health disorders: a feasibility
study. Health Technol Assess. 2021;25(12):1–94.

[14] Hoff A, Fisker J, Poulsen RM, Hjorthoj C, Rosenberg NK, Nordentoft M,
et al. Integrating vocational rehabilitation and mental healthcare to
improve the return-to-work process for people on sick leave with stress-
related disorders: results from a randomized trial. Scand J Work Environ
Health. 2022;48(5):361–71.

[15] Riedl L, BlankD, KohlM, LangA, Kehl V, Brieger P, et al. Return-to-work-
experts for inpatient treatment of patients with mental illnesses- a proof-
of-concept-study (RETURN): the study protocol. BMC Psychiatry. 2020;
20(1):177.

[16] Brucks A, BlankD, KohlM, Riedl L, Lang A, Brieger P, et al. [Development
of a Return-to-work Intervention for Psychiatric Inpatients]. Gesund-
heitswesen. 2021.

[17] Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M, et al.
Developing and evaluating complex interventions: The new Medical
Research Council guidance. BMJ. 2008;337:a1655.

[18] Nuechterlein KH, Subotnik KL, Ventura J, Turner LR, Gitlin MJ,
Gretchen-Doorly D, et al. Enhancing return to work or school after a first
episode of schizophrenia: the UCLA RCT of individual placement and
support and workplace fundamentals module training. Psychol Med.
2020;50(1):20–8.

[19] Pijpker R, Vaandrager L, Veen EJ, Koelen MA. Seizing and realizing the
opportunity: a salutogenic perspective on rehabilitation after burnout.
Work. 2021;68(3):551–61.

[20] Markussen S, Roed K, Rogeberg OJ, Gaure S. The anatomy of absenteeism.
J Health Econ. 2011;30(2):277–92.

[21] Holzle P, Baumbach A, Mernyi L, Hamann J. Return to work: a psychoe-
ducational module—an intervention study. Psychiatr Prax. 2018;45(6):
299–306.

[22] Arends I, Bruinvels DJ, Rebergen DS, Nieuwenhuijsen K, Madan I,
Neumeyer-Gromen A, et al. Interventions to facilitate return to work in
adults with adjustment disorders. Cochrane Database Syst Rev. 2012;12:
CD006389.

[23] Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC,
Bultmann U, Faber B. Interventions to improve return to work in
depressed people. Cochrane Database Syst Rev. 2020;10:CD006237.

European Psychiatry 7

https://doi.org/10.1097/YCO.0000000000000793

	Supporting return to work after psychiatric hospitalization-A cluster randomized study (RETURN-study)
	Introduction
	Methods
	Study design
	Setting and participants
	Intervention and control condition
	Data collection and outcomes
	Randomization and blinding
	Statistical analysis
	Ethics, informed consent procedure, and trial registration

	Results
	Baseline characteristics
	Clinical outcomes at discharge
	Implementation rate of support resources and patients’ readiness to return to work
	Intervention effects after 6 and 12months after discharge

	Discussion
	Limitations
	Interpretation of results
	Implications and conclusion

	Data Availability Statement
	Author Contribution
	Financial Support
	Conflicts of Interest
	Ethical Standards
	References


