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Appendix A.

Methods in detail.

Rationale for using realist synthesis

Our rationale for conducting a systematic realist literature review (SRR) is to gain insight in the mechanisms that promote work participation and in how the context may
influence the effect of these mechanisms on the selected work outcomes, that is context-mechanism-outcome relations (1).

Definition of realist terms

Middle range program theories: theories that lie between the working hypotheses from the researchers who design and evaluate an intervention and the all-inclusive system-
atic efforts to develop a theoretical framework that may explain all of the observed uniformities of social behaviour, social organization and social change (2).

Context: context refers to “something that enables or disables the current mechanism of interest” (2). It often refers to the ‘setting’ of programs and research. As conditions
change over time, the context may also reflect aspects of those changes while the program is implemented.

Mechanisms: mechanisms are underlying entities, processes or structures that lead to influence the outcome (3). This can refer to processes within the participant of an inter-
vention or exposure (resources), their cognitive and emotional responses (reasonings), typically related to the intervention or exposure being offered. But it can also refer to
processes within the context, like a company in which the participant is working.

Outcome: an outcome is what can be measured in terms of impact across the target population, using measurable or measured indicators. Outcomes can be considered as
quantitative or qualitative, and intended or unintended (4).

CMO configuration: describes the causal links between context, mechanisms and outcome considered as causative explanations pertaining to the evidence on the topic of
interest (2).

Ripple effect: the outcome of one CMO configuration becomes the context or mechanisms for the next in the chain of causality (5).

Procedure

The SRR followed the steps and procedures outlined by RAMESES publication Standards for Realist Synthesis (6). Details of the protocol for this SRR are registered on
PROSPERO and can be accessed at https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=108913. Regarding the search strategy and study selection, we ad-
hered to the PRISMA guidelines for the conduct of systematic reviews (7).



https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=108913

Step 1. Develop-
ing an initial pro-
gram theory

The Capability-for-Work model formed our initial program theory (8). The capabilities represent a person’s opportunity and ability to achieve certain
outcomes, taking into account someone’s particular circumstances (9). It incorporates the following work capabilities: 1) the use of knowledge and
skills, 2) the development of knowledge and skills, 3) involvement in important decisions, 4) building and maintaining meaningful contacts at work, 5)
setting own goals, 6) having a good income and 7) contributing to something valuable (8). Derived from this model, we hypothesised that work partic-
ipation is determined by the way an employee succeeds in converting personal- and work inputs and resources (i.e., conversion factors) into capabili-
ties and subsequently into work functioning such as SAW and WP (8). Inputs are the personal resources (e.g. health, knowledge) or workplace re-
sources (e.g. a set of tasks) and conversion factors refer to the process of converting one’s inputs to tangible capabilities, resulting into work function-
ing that the employee chooses to achieve. These personal- and working factors interact with the context at the individual, organisational and societal
level.

Step 2. Search
strategy and liter-
ature search

All scientific peer-reviewed studies available between the 1% of January 1995 and the 26! of June 2020 were retrieved in this SRR. We conducted a
computer-based search in the following databases, Pubmed, Medline, PsycInfo, Embase, Cochrane, Cinahl and Web of Science. The search string,
developed in consultation with an independent health research librarian, comprised of three groups of keywords, 1) employees with common mental
disorders or psychological complaints, 2) stay at work and 3) (reduced) work performance (Appendix A).

Step 3. Selection
and appraisal of
studies

Endnote was used to deduplicate references from the various databases. Thereafter, all references were imported into the software of Rayyan (10).
Screening of references consisted of two steps. First, two independent researchers (SH and BC; SH and EV) dually assessed the studies’ relevance
with inclusion and exclusion selection criteria during the title and abstract screening, being blinded from each other’s decision (refer to table 1). The
level of agreement after title and abstract screening was 97% and 69 conflicts were discussed between each of the two research teams. This step led to
a selection of 191 citations, from the 2,235 citations after removal of duplications. Next, two independent researchers (SH and BC; SH and EV) dually
read the full texts and were blinded to decide whether articles should be included for data extraction. Researchers based their decision on the selection
criteria as well as whether the findings contribute to theory testing of the initial program theory and its refinement and thus contain contexts, mecha-
nisms and outcomes of interest. Conflicts in this step were resolved through discussion with a third researcher from our research team.

Two independent research teams (SH and BC; SH and EV) conducted the quality appraisal by using the Mixed Methods Appraisal Tool (MMAT) (11,
12). Studies with insufficient methodological quality (answering ‘no’ to screening questions) were excluded and studies with risk of bias were rated
“medium quality”. First, they were blinded while appraising the quality of each study, and thereafter discussed their appraisal within the research
team, to reach consensus.

Step 4. Data ex-
traction process

For each study, the research team dually drafted one or more CMO configurations, presented as if...(context), then...(outcome), because of...(mecha-
nisms). These configurations described the causal links between context, mechanisms and outcomes (i.e., SAW or WP). From each study, information
from the methods, results and discussion section regarding relevant contextual factors or mechanisms leading to the selected outcomes were retrieved.
Studies of high quality (see table 2) were used to form CMO configurations. Studies with insufficient methodological quality (answering ‘no’ to
screening questions) were excluded and studies with risk of bias, rated as “medium quality”, were only used to support CMO configurations derived
from high quality studies.




Step 5. Analysis We performed analyses by exploring patterns within CMO configurations by thematic analysis, that led to middle range program theories (4). Firstly,
and synthesis pro- | after preliminary annotating and extracting data, studies showing similar CMO configurations were coded as barriers or facilitators, regarding each
cess outcome. Those CMO configurations were sorted according to common themes in occupational health and refined in terms of mechanisms. Then,
those configurations, categorized in themes, were embedded in a larger chronology of the outcomes, to identify and explain causal effects. Patterns of
outcomes (also called demi-regularities) were identified and sorted, using ‘if..., then...” statements). Using the thematic analysis leading to demi-
regularities, we synthesized mainly from qualitative studies the various mechanisms that occur and under what circumstances those would lead to the
outcome. The quantitative studies provided mainly CMO configuration containing of one mechanism, explaining its causal relationship with the out-
come. Middle range program theories are based on at least two included studies. In the final stage of the synthesis, we developed an explanatory
framework using the initial program theory based on the Capability-for-work model.

On the following pages, first results in detail about studies on Stay at work will be presented, followed by results on Work performance.
CMO configurations for outcome 1: Stay at work

Work outcome: stay at work. Studies that provide insights into the presence or absence of absenteeism have been interpreted in such a way that they generate findings for
those who are not absent and thus stay at work.

C = Context

M = Mechanism (resource or reasoning)

O = Outcome

CMO = context-mechanism-outcome configuration
CMHP = common mental health problems

SAW = stay at work

General CMO configurations to explain middle range program theory 1: organizational climate

Middle range program theory 1: A trustful relationship between employee and supervisor, in which the supervisor shows openness to talk about mental health conditions in
an open climate in general, may contribute to stay at work among employees with depression, because (a lack of) openness by supervisors is mirrored by employees (13,
14).

General CMO configurations (demi-regularities) Facilitators and barriers, based on study specific CMO configurations
Organizational climate Unhealthy organizational climate, Barrier: an unhealthy general organizational climate (C1), with conflicts and tensions within the
among mostly highly educated em- team or conflicting values (M), contributes to actual absenteeism (O) among mostly highly educated

ployees with depression, (C) contrib- employees with depression (C) (13).
ute to the risk of absenteeism (O), be-
cause of the organization perceived as




inadequate (M1) and conflicts or ten-
sions at the work floor (M2) (13).

Barrier: Organization perceived as inadequate (M) leads to dissatisfaction, which contributes to ac-
tual absenteeism (O) among mostly highly educated employees with depression (C) (13).

Leadership If there is an unapproachable supervi-
sor (C) or frequent changes of supervi-
sor (C), then there is an increased risk
of absenteeism (O) (13, 14) because
the lack of openness among employers
(M3) is often mirrored by employees
with depression (M2), which leads to
untrustworthy relationships (M1).

Barrier: A frequent change of immediate supervisor (C) and untrustworthy supervisor (C) result in a
lack of trust in relationships (M) which contributes to actual absenteeism (O) among Canadian em-
ployees with depression (C) (13).

When managers avoid talking about depression (C), this is often mirrored by employees (M), which
is a barrier to stay at work (O), among employees with depression from various sectors (14).

Facilitator: managers offering help for employees with self-reported depression (M), contributes to
stay at work, in a work environment where there is openness from managers (C) (14).

Raise awareness

Raise awareness of mental health conditions (M) and challenge stigma, by offering job retention ser-
vice staff (counsellors or therapists) (M) lead to stay at work among service users with mental health
conditions (O) (15).

General CMO configurations to middle range program theory 2: social support

Middle range program theory 2

Adequate timely social support and supportive relationships increase the chance to stay at work among employees with CMHP, especially among those with stress related
problems (16-21), because it helps obtain a manageable workload (16). The most prominent support agent is the supervisor (13, 14). Job support in particular, in which
colleagues and supervisors are willing to assist and listen to work related problems, helps to increase the chance to stay at work (16, 17, 19, 20). Facilitation, by either a
mental health professional or job retention specialist, who acts independently, with sympathy, pragmatism, who provides an expert insight and who is familiar with the
work place improves the likelihood to stay at work (15, 16, 22). This may be because of an encouraging attitude and knowhow about the employment issues.

General CMO configurations (demi-regularities)

Facilitators and barriers, based on study specific CMO configurations

Social support If employees with affective disorders receive Facilitator: If the employee with a stress related disorder receives supportive workplace
adequate timely social support (C) and if em- communications (C), then they can gradually and slowly increase the workload, leading to-
ployees with stress receive supportive commu-  wards full return to work (O), because they inform their supervisor earlier when being over-
nications (C) then the chances of sickness ab- loaded (M) (36) (16).
sence decreases (16-21), because of job support,
in which colleagues and supervisors are willing




to listen (M1) and help with work related prob-
lems (M2). Most prominent support agent is su-

Facilitator: Trusting and long-term relationships (M), or vice versa poor relationships, in-
creases the likelihood to stay at work (O) among those with stress (C) (17, 18). The pres-
ence of social support (M) acts as a facilitator to stay at work (O) (16-18), prominently from
the supervisor (13), other support actors are not clearly described.

Facilitator: Receiving more job support (M) decreases odds of long-term absenteeism (O)
among Dutch workers with an affective disorder (C), (19, 20), and also for stressed employ-
ees who are partially on sick leave (C) (16).

Neutral: perceived rewards for the work (M) is not significantly associated with sick leave
(0) (23).

Barrier: seeking late for social support (M) is perceived as a barrier to stay at work (O)
among male employees with depression, or anxiety disorder or substance abuse/dependence
@n.

pervisor (13).
Facilitation by external If there is contact between the workplace and
professional health care (C) and the employee receives sup-

portive communications (C), then it is easier to
fully return to work or stay at work (O), be-
cause external professionals have an insight in
the workplace (M) and use a person-centred and
pragmatic approach (M2) (15, 16, 22, 24)

Facilitator: For employees partially on sick leave due to stress related disorder (C), fully re-
turn to work (O) is easier when receiving support communication (M1) and contact between
workplace (supervisor, colleagues) and health care professional, by facilitation (M2), or
through a visit conducted by an external professional, to the workplace and the supervisor
by the health care professional (M3) (16).

Facilitator: Trained professional counsellor or mediators effectively deal with anticipated
problems or behaviour of employees (C) through an expert insight (M2) and person-centred
approach (M3) or by short term coaching (15, 22), may lead to stay at work (24). Mediators
(experts in job retention services) who are independent (M1) and encouraging in their atti-
tude, soft in their support characteristics (M2), who know about the employment issues
(M3), and who are pragmatic in employment (M4) (15).

General CMO configurations to explain program theory 3: perceived job characteristics

Middle range program theory 3: If an employee with CMHP experiences low job demands, then there is a higher chance to stay at work, possibly because experiencing low
job demands helps an individual to exert control over their work (17, 19, 20, 25, 26). However, other studies show that job demands do not influence absenteeism (23, 27).
Also, for job control, we cannot discover a clear pattern because some studies show no effect on stay at work (19, 23, 27), while other studies show a positive effect. If an
employee experiences high job control, this has a positive effect on stay at work because it creates a sense of control over one’s own work, including adjustments that can




be made (15, 20, 25, 26). Heavy work load, overtime/over hours and high job strain reduce the chance to stay at work, among employees with stress or depression (13, 18,

26). Job modifications help to stay at work, however in a different way for white collar and blue collar workers, due to the type of duties that needs to be completed in
office hours (16, 17, 28, 29).

General CMO configurations (demi-regularities)

Facilitators and barriers, based on study specific CMO configurations

Subjective (experi-
enced) job demands

Job demands: Studies showed that experi-
enced low job demands predicts lower sick-
ness absence and experienced high job de-
mands increase the risk of sickness absence,
because it allows an individual to exert control
over their work (17, 19, 20, 25, 26). Other
studies show that the experienced job de-
mands do not influence absenteeism (23, 27).

Barrier: Among older employees with psychological problems, among Dutch workers with de-
pression and anxiety, among female government employees and health care employees with psy-
chological distress, and in general among employees with stress (C), the experience of high job
demands (M) increases (likelihood of) sickness absence (O) (17, 19, 20, 25, 26).

Neutral: for employees with stress or a general group of employees with a mental disorder, work
stressors such as high demands do not influence absenteeism (23, 27) of which one study re-
moved 4 out of 5 items and therefore presents limited analysis. Also, one study shows that the
impact of high job demands is higher on work performance than on SAW (23).

Subjective (experi-
enced) autonomy/job
control

Job control, especially making adjustments
over one’s work (M) seems mostly beneficial
and not harmful to stay at work (O) among
employees with common mental problems. It
remains unclear whether the experience of job
control does have an effect on (long term)
sickness absence with studies showing no ef-
fect (19, 23, 27) and four studies showing an
effect, resulting in the ability to exert control
over one’s own work, including adjustments
can be made (15, 20, 25, 26)

Facilitator: Among government employees and health care employees with psychological dis-
tress (26) (51), employees with depression or anxiety (20) and among older employees with psy-
chological problems (28) (25), higher job control decreases the likelihood of sickness absence
(O), because high job control (M1) allows the individual to exert control over their own work,
including adjustments that can be made (M2) (15, 20, 25, 26).

Neutral: For workers with an affective disorder (19, 27), or with mental disorder in general (23)
(C), there is no effect on risk of long term absenteeism (O) because of the level of experienced
job control (M).

Job strain and job
management

Job strain: Heavy work load, overtime/over
hours and high job strain (C) contribute to the
risk of absenteeism (O) among employees
with stress or depression (C) (13, 17, 18, 26),
because of the experience of mismanagement
of work load (M) (17).

Barrier: Among government employees and health care employees with psychological distress
(C) high job strain (M) decreased the likelihood of sickness absence (O) (26). Excessive work-
loads and work hours (C) for clinical psychologist in solo practices (C) contributed to going on
sick leave due to bum out (O) (17) or for high SES employees with symptoms of depression (C)
to actual absenteeism (13). When employees or self-employed with stress (C) faced mismanage-
ment of work load (M) (17, 26), this reduces the chance to stay at work on the long term (O).
Stressed industrial employees mention that high work load contributes to a reduced chance to
stay at work (18) (medium quality study).




Job modifications

Job modifications and management of work
load by extending work carefully (M) and ad-
justing after evaluations (M) contributes to
stay at work (O) (16, 17, 29, 30) among those
with CMHP, but only for white collar workers
who are flexible in their duties (C) (28).

Facilitator: For employees partially on sick leave due to stress related disorder (C), choosing the
right job characteristics (M1) (extending working hours, load) and increasing the workload care-
fully including adjustments after evaluations (M2), contributes towards a full return to work (O)
(16, 17). This is not the case for blue collar workers (28). A problem-solving intervention, in
which work environment was adjusted (not described what adjustments) helps to stay at work
among Swedish workers who suffered from CMHP or work-stress (30).

Canadian workers with mood or anxiety disorders (C) required some kind of job modification
(M1) to continue working (O) due to chronicity of symptoms, especially those with a concurrent
disorder (29), such as changing number of hours, type of work, way to carry out tasks.

Work experience

Facilitator: having more work experience (C) decreases the chance to bum out among stressed
self-employed (17).

Type of duties

Among employees with distress, having less
stress leads to the likeliness to stay at work
(O) for blue-collar worker versus the white-
collar worker (C). Although blue collar work-
ers have lower levels of responsibilities (M)
(26), there is less flexibility (M), that makes it
less likely for those employees to stay at work
(0) (28).

Barrier: Type of work: higher educated work (human service occupations versus lower SEP
(maintenance, cooking) (C) leads to more strain (M), leading to higher chance of absenteeism
among workers with distress in government employees in public service and health care (26).

Barrier: workers with a high SES had more job strain (M) and as a result a higher risk of sick-
ness absence (O) (26).

Facilitator: (white-collar workers have the ability to work extra hours (evenings or weekends) to
compensate for slower task completion whereas, for blue collar workers who experience psycho-
logical distress (C), the worksite is not open after normal hours (e.g., construction) or they clock

in and out on set time limited shifts (e.g., manufacturing) and therefore experience less flexibility
to stay at work due to the type of work (28).

General CMO configurations to explain program theory 4: coping styles

Middle range program theory 4: A lack of adaptive skills, due to reduced psychological flexibility and a diverged range from positive to negative experiences of situations,
reduces the capacity to bear responsibilities, which in turn has a negative effect on absenteeism (17, 19, 31). Active coping styles, such as exerting control over one’s own
work and workload and striking a balance between positive and negative influences of work (16, 17, 25, 32, 33), learning to gain mastery over symptoms (e.g. by control-




ling worrying and catastrophizing) and adjusting and evaluating the workload (16, 25) seem helpful strategies for employees to stay at work. Useful coping and self-man-
agement skills are: being more alert, reading and understanding own signals, making adjustments and informing supervisor or colleagues, protecting oneself, taking control,
and being assertive (13, 15-17, 24, 25, 34, 35). Also, being highly motivated towards the job increases the likelihood to stay at work (16, 18, 36, 37). Adversely, provisional
strategies to compensate shortcomings seem not effective among workers with CMHP (38). Employees with symptoms of depression who do not talk about it or deny
symptoms have a higher risk of absenteeism (13, 14, 17, 21). Interventions such as e-health CBT or face to face coaching to improve coping skills help to increase self-
management in daily life or decreased symptoms, and consequently contribute to stay at work (22, 34,36, 39-41). Also, when work was addressed besides personal prob-
lems, especially with both employee and supervisor, then there was a higher chance to stay at work because the mismatch between the employee and work environment
was addressed (self-management considered as process freedom: freedom to create opportunities within the context) (22, 30, 42).

General CMO configurations (demi-regularities)

Facilitators and barriers, based on study specific CMO configurations

Adaptive skills as a
result of the (di-
verged) experience
of the situation

The ‘Big Five’ personality characteristics (neuroti-
cism, extraversion, openness, agreecableness and
conscientiousness) (C) had no influence on absen-
teeism (43), but diverged perceptions (less psycho-
logical flexibility) (M) and a different experience of
situations (M) lead to reduced capacity to bear re-
sponsibilities (O), which in turn had a more severe
effect on absenteeism (O) (17, 19, 31). Getting
more relaxed and less tense (M) helps to approach
work differently (M) and therefore helps to fully re-
turn to work (O) (16).

Barrier: increased conscientiousness as a result of mental problems (M1), less psychological
flexibility (M2) and a different experience of situations (M3) impede the capacity to bear re-
sponsibilities (O), which has a negative effect on absenteeism (O), among stressed and de-
pressed or anxious workers (17, 19, 31).

Facilitator: being more relaxed (M) and being less tense (M) helps to fully return to work (O)
for stressed workers (C) (16). For employees with stress, it seems important to provide (self-
guided internet based) tools and strategies to manage symptoms by active coping with various
results on stay at work, positive for two studies (36, 40) and no effect on sick leave for one
other study (44).

Neutral: among workers with psychopathology (depression or anxiety) (C) there is no associ-
ation between absenteeism (O) and the ‘Big Five’ personality characteristics (M) (43).

Motivation and in-
tention to work

Among employees experiencing stress or mood re-
lated disorders (C), motivation influences the likeli-
hood to stay at work (O), because of barriers such
as low satisfaction before sick leave, wanting an-
other job and facilitators such as a positive attitude,
work engagement and readiness/intention to work.
(16,18,22,37,42)

Barrier: employees with low motivation or wanting work in another field, for employees with
stress related problems (C) are more often absent (O) (18) (medium quality study).

Facilitator: a positive attitude and intention to (return to) work (M) influence the likelihood
to fully return to work from part time return to work (O) for employees with stress related dis-
orders (16). For Dutch employees with CMHP, who are mostly highly educated were already
in high or stable moderate work functioning, there is a higher chance to fully return to work,
because of work engagement and readiness to stay at work after RTW (37).

Addressed personal and work-related concerns by short term counselling and referral (M), re-
ceiving motivational interviewing (M) and being motivated towards positive change by




trained professionals (M) reduces the amount of working hours missed (O) among employees
with depression or anxiety (C) (22, 42).

Have knowledge
about condition,
signals and care

If employees understand mental health by having
knowledge about relationship between physical and
psychological symptoms (C), then this leads to an
increased chance to stay at work (O) and enter of
treatment (O), because of being more alert, reading
own signals and knowing own roles (M) (13, 15,
17,35, 42)

Barriers: Being confused about relationship between their physical symptoms and psycholog-
ical ill-being) (M) contribute to absenteeism (O) (9) (13).

Facilitator: By educating employees about conditions and self-care (C), employees will be
alert to signals and will understand mental health (M), leading to stay at work (15, 17, 35)

To know own roles (M) and an increased ability to read signals (M) can prevent overload and
therefore prevent bumout (O) (17).

To educate employees with depression to enter treatment helps to stay at work (35, 42).

Coping and self-
management

Employees with stress or depression (C) who have
learned to exert control over their own work, by 1)
balancing positive and negative influences of work ,
2) keeping enough ‘down time’ and 3) making ad-
justments and informing colleagues (M) are more
likely to stay at work or prevent bumout (O) (15-
17,25, 33). Because of workplace stigma, employ-
ees with depression pass as normal/fagade and hide
their ‘true’ selves to continue working (33). If em-
ployees with stress mismanage workload then there
is a lower chance to stay at work or fully return to
work (O) because there is an inability to protect
oneself (M) (16), or they have a reduced capacity to
bear responsibilities (M) (17, 26). Employees with
depression or anxiety, using periodically compensa-
tory strategies for shortcomings were helpful on the
short term, but do not last on the long term to stay
at work (38).

Counselling and coaching interventions, through
CBT-e-health and face to face (C), in which em-
ployees increase self-management skills by prob-
lem focused coping, learning new strategies, ad-
dressing work-related concerns besides personal or

Facilitator: Employees with stress (C) who have learned to exert control over their own work
(M) and striking a balance between positive influences (finances, distraction, maintaining
routine and purpose ) and negative influences (e.g. work stress) (M) are more likely to stay at
work (O) (15-17, 25, 33)..

Facilitator: Learning to make adjustments after evaluating workload (M) among employees
with CMHP (C) helps to stay at work or increase hours to return to work (O) (15, 16, 25)..

Facilitator: Addressed work, besides personal or mental health related concerns in short term
counselling and referral (M), receiving motivational interviewing (M) and being motivated
towards positive change by trained professionals (M) reduced work hours missed (O) among
employees with CMHP (C) (22, 30, 42).

Facilitator: To become more assertive towards colleagues and supervisor (M) and to inform
supervisor earlier when feeling overloaded (M) results in increased self-efficacy (M) and de-
crease of complaints, which helps to gradually fully return to work or stay at work (O),
among employees with stress, depression or anxiety (C) (16, 34).

Facilitator: managing self-discoveries around authenticity, being yourself or passing as nor-
mal and hiding their true selves, was used to continue to perform at the workplace to antici-
pate workplace stigma among depressed workers (33)

Facilitator: for female health care workers with elevated level of stress, nature-based program
helped to reduce sick leave by learning strategies for managing stress (M1), setting limits of




mental health related concerns, lead to a decrease of
complaints (O) and subsequently to less absentee-
ism (O) (15, 22, 24, 34, 36, 39-41). Especially

when lead by a consultant talking to both the super-
visor and the employee (30), because of goal set-
ting, behavioural change, involving supervisor,
which helps individuals to take control, advocate,
and develop assertiveness skills (M).

No effect was found for mailed advice (44) for ab-
senteeism, or by an IPS-based intervention for em-
ployees with stress, including coaching on symp-
toms and coping skills (45). Also, no effect was
found for problem-based therapy in mild depression
or employees with CMHP who are still at work (45,
46).

Studies reported that counselling or CBT may lead
to reduced sickness absence among employees with
depression through increased coping, however
mechanisms were not clearly reported (32, 35, 41,
42, 46).

engagement M2, in nature (C) (36). For Australian and English participants with depression,
having enough ‘down time” helped to stay at work (33)

Barrier: when employees or self-employed with stress (C) faced reduced capacity to bear the
responsibilities (e.g. for health care provider: putting clients’ needs first due to human service
occupations) (M), this reduces the chance on the long term to stay at work (O) (17, 26).

Barrier: for employees partially on sick leave due to stress related disorder, fully return to
work is limited when the person has difficulty of protecting oneself and current decreased
work capacity) and solutions (16).

Neutral: Individual Placement and Support (IPS)-based intervention, containing of job coach-
ing was specifically tailored toward each employee’s problems (M1) and the current individ-
ual job situation (M2) and use of goal setting (M3), has no effect on symptoms of depression
and coping skills for employees who felt mentally distress due to work-related issues (C)
(45).

Barrier: Among employees with mild depression or stress (C), no effect on stay at work (O)
was found for problem-based therapy or activating coping skills in preventative face to face
counselling (M) (45, 46).

However, a positive effect was found among workers with depression in e-health (CBT) in-
terventions and face to face coaching (34, 39, 41). A problem-solving intervention was effec-
tive when a trained consultant had meetings with both manager and employee (30).

Forcing the work role (just doing it) (M1) and compensating for shortcomings (M2) (by skip-
ping breaks, working longer or continue work at home, using this periodically), warding off
work strain (grin and bear it) (M3) are unconscious ways to keep working (O). Those strate-
gies were used periodically but not sustainable and do not help on the long term to stay at
work, among Swedish workers with depression or anxiety (C) (38).

Disclosure

Employees with symptoms of depression are more
at risk of absenteeism (O) when not talking about it
(M), resulting from the relationship with supervisor
or the supervisors’ avoidance to talk about it (C).
(13, 14)

Barrier: the relationship with supervisor (C) results in a lack of disclosure of one’s condition
and needs (O) (13). The avoidance of talking about an employee’s condition by managers (C)
was mirrored by employees (M2) both resulting in a higher risk of absenteeism (O) (14).




Deny symptoms

If employees deny signals (9) (13) and show

Barrier: Those who deny signals, (M1) (13), who show avoidant behaviour (M2) (14) are less

avoidant behaviour (14), then they are more likely likely to stay at work (O).
to stay at work on the short term (positive effect on

stay at work), but this does not protect them from
absenteeism on the long term, because of late seek-

ing for support (21).

Barrier: employees with major depressive disorder, dysthymia, simple phobia and substance
abuse / dependence (C), have an increase likelihood to sickness absence (O) because they are
less likely to seek for help and therefor late reception of social support (M) (21).

General CMO configurations to explain middle range program theory 5: health symptoms and severity

Middle range program theory 5: Experiencing better health contributes to stay at work, because the experience of lower severity of symptoms leads to less impediment in
work performance (via increased cognitive functioning, increased productivity or decreased exhaustion) (20, 27, 47-50). Likewise, facing other health complaints (comor-
bidity resulting in fatigue) as well as previous sick leave, result in a lower chance to stay at work (31,47, 51, 52). Interventions on symptomatology (M) (either by pharma
therapy, psychotherapy or combined) reduce the severity of symptoms (O). This outcome becomes a contextual factor for some other mechanisms such as experienced
work performance on the outcome SAW. Interventions offering psychotherapy or pharma therapy, for employees who currently experience symptoms, seem more effective
in enabling employees to stay at work, than preventative treatment or stress reduction interventions (24, 35, 36, 39, 41, 44-46, 53-56).

General CMO configurations (demi-regularities)

Theme

Facilitators and barriers, based on study specific CMO configurations

Explanations using CMO configurations

Self-reported
health

If employees with CMHP experience better
health, by good self-rated health (C), this con-
tributes to stay at work (O), because of the ex-
perience of lower severity of symptoms (M)
(20, 27, 47-50).

Facilitator: Employees with depression rating a relatively good self-assessed mental health (C) (45,
47) or a better physical health (C) (27), have a higher chance to stay at work and vice versa (45), due
to the experience of lower severity of symptoms (M) (47). This could differ among male and female,
where female depressed employees are less likely to stay at work when having moderate-severe
complaints and male are less likely to stay at work when having mild complaints (27, 48, 49).

Barrier: having poorer general physical health among depressed workers (20, 27, 48, 50) (C), or the
experience of exhaustion (M) among those with stress (C) limits to stay at work (O) (17), more than
job characteristics (20, 27).

Barrier: Increased severity of depression (M) influence absenteeism (20, 47))

Interventions to
reduce symptoms

Interventions on symptom reduction (either by
pharma therapy, psychotherapy or combined)

Symptom reduction deems to be a major resource in several intervention studies for employees with
depression, increasing the chance to stay at work or prevent absenteeism (pharmacotherapy, psycho-
therapy or combined), both in controlled and uncontrolled studies, and especially employees with




aim to reduce severity of symptoms and there-
fore increase the chance to stay at work, possi-
bly through improved work functioning. How-
ever, through which mechanisms the relation-
ship between severity of symptoms and stay at
work operate stays unclear. Possibly through
reduced stress, consultation that changes cop-
ing styles, in which psychotherapy or pharma
therapy seems more effective than interven-
tions reported as preventative treatment (24,
35,36, 39, 41, 44-46, 53-57).

depression (32, 35,41, 42, 53, 57). Preventative programs (targeting those at risk of absenteeism
with psychosocial health complaints) aiming to reduce symptoms, such as mindfulness, but did not
lead to sustainable Stay at work, among those with depression or psychological complaints (24, 46,
54). Among those with anxiety only two studies were found with treatment, face to face coaching
and dog services for veterans with PTSD, to reduce symptoms which seemed effective to reduce ab-
senteeism (39, 55).

American workers with any sleep disorder, with shift work as a risk factor, have more missing work
time and absenteeism, possibly because they struggle in terms of work performance (concentration,
organization at work, making mistakes, impatience, avoiding interactions with co-workers (56).

A nature-based stress management course (C) reduced sick leave through stress reduction by using
nature to recover from stress (36). Mailed advice about relaxation techniques, to reduce stress had no
effect on sick leave among distressed employees (44).

An IPS-based intervention aiming to retain employees in the job, containing of job coaching, had no
effect on sickness absence and had no effect on symptoms of depression, exhaustion and coping
skills, for employees who felt mentally distress due to work-related issues (C). The intervention was
specifically tailored toward each employee’s problems and the current individual job situation (M1)
and use of goal setting (M2) (45).

Comorbidity
(other health
problems result-
ing in fatigue)

If an employee has comorbidity besides other
CMHP, such as insomnia (C), then it is harder
to stay at work (O), because of is less psycho-
logical flexibility (M) and fatigue due to a lack
of sleep (M) (31,47,51).

Barrier: For patients with symptoms or syndrome of insomnia, having the syndrome of insomnia,
rather than symptoms or no insomnia (C), leads to higher absenteeism (O), due to reported health
problems and fatigue (M) (51).

Barrier: for depressed or anxious employees (C), who also suffer of insomnia seem less likely to
stay at work (O), because it is hard to cope with sleep disturbances due to mental illness, and less
psychological flexibility (M) (31).

Facilitator: Those having no comorbid disorder (C) face a lower chance of absenteeism (O), among
employees with depression (C) (47).

General CMO configurations to explain middle range program theory 6: personal context



Middle range program theory 6: Socio-demographic characteristics, as owning a house or being married, may contribute to stay at work, based on possible underlying
mechanisms such as financial drive or being provided with social psychological and economic resources (17, 20, 26, 47). Employees with CMHP who had more life events,
personal problems or exposures in other life domains than work may experience tension or confusion about symptoms, which leads to more absence days (13, 17, 26, 58).

General CMO configurations (demi-regularities) Facilitators and barriers, based on study specific CMO configurations

Life events/life stressors  If employees with CMHP (C) have had more life events or ~ Barrier: more life events/life stresses/non-work exposures reduce the chance to

or personal problems non-work exposures or personal problems (C), then this stay at work (O) among people with CMHP (17, 26, 58).
leads to more absence days (O), because of confusion or - o ] ]
tension (M) (13, 17, 26, 58). Barrier: when experiencing a personal problem (marital problems, money is-

sues, death injury of close family member, or particularly demanding situa-
tions) (C) this leads to confusion of symptoms (M) reducing the chance to stay

at work (O) (13).
Private situation and so- Measured socio-demographic characteristics (marriage, Facilitators: owning a house, being married, being self-employed (C) are found
cio demographics owning a house, being self-employed) (pre-existing, con- to be possible stimuli to continue working (absence of absenteeism (17, 20, 47).
text) are possible stimuli to stay at work (17, 20, 47). If an (O), for employees with depression or stress related symptoms (C), because the
employee is being married then this may lead to continue job provides social psychological and economic resources (M).

working because of provided social psychological and eco-
nomic resources (47) and the financial drive due to lack of
insurance or having financial obligations or strain (17, 20).

Neutral: Those with no school education compared to those with education (C)
have no significant higher chance on absence of absenteeism (O) (47).

Previous sick leave Barrier: The chance on recurrent sick leave reduces (O) when having less epi-

sodes of sick leave in the past among employees with common mental disor-
ders (C) (52).

General CMO configurations to explain program theory 7: Features of interventions to Stay at work

Middle range program theory 7: If interventions focus on multiple components (medication combined with psychotherapy, self-treatment combined with offered program
or several approaches in psychotherapeutic support), in which interventions target both personal inputs (symptom reduction and coping with symptoms) and work inputs
(coping at workplace or a better work related health), this may lead to an increased likelihood to stay at work (15, 32, 34-36, 39-41). In these interventions, the use of




online or telephone support systems (context), always in addition to individual care or coaching by a case manager or therapist, seems effective because it increases adher-
ence, better access to treatment and early and regular screening and it tailors messages and integrates learned skills into daily life (34, 35, 40-42). However, it remains
unclear how this influences the employee’s working life. Preventative, worksite based, job retention interventions or adding a work-focused intervention to integrated care
did not seem effective on the outcome of stay at work, in the phase that employees are still working (24, 45, 46, 59).

General CMO configurations (demi-regularities)

Facilitators and barriers, based on study specific CMO configurations

Multi component tar-
geting personal inputs
and conversions

Multi-component interventions (C) (medication and
psychotherapy, or several approaches in psycho-
therapeutic support or self-treatment combined with
offered program) may help to stay at work (O) be-
cause those interventions target personal inputs
(M), and because interventions are tailored online
and transfer learned lessons to home situation/daily
life (M) (15, 32, 34-36, 39-42). Preventative,
worksite based, job retention interventions or add-
ing a work-focused intervention to integrated care
did not seem effective on the outcome of absence of
absenteeism (24, 45, 46, 59). There is a lack of evi-
dence towards interventions targeting both the indi-
vidual worker and the work environment.

Facilitator: multi-component tailored interventions (medication and psychotherapy (32, 35,
42), or several approaches in psychotherapeutic support (15, 36, 39-41), seem to decrease
absenteeism by reduction of existing mental health complaints or conditions (M1) or im-
proving self-management and coping skills (M2) (34, 40), which has a positive effect on
stay at work (O).

Facilitator: Elements to make treatment more effective seem the combination of face to
face treatment and a self-guided internet program (40, 41), transfer the learned lessons to
home situation/daily life) (35) and use of expertise of case manager involving both the em-
ployee and supervisor/manager (15, 30, 42) resulting in an increased chance to stay at work.

Neutral: Worksite based programs, focused on prevention of sick leave due to psychosocial
conditions by face to face individual coaching and three way consultation (24, 45, 46) had
no effect on sickness absence, possibly because there was already a low prevalence of sick-
ness absence since employees were ‘at risk’ but not yet reported sick (24, 46).

Neutral: An individual job retention intervention (IPS-based), containing of job coaching
was specifically tailored toward each employee’s problems (M1) and the current individual
job situation (M2) and use of goal setting (M3). This has no effect on symptoms of depres-
sion and coping skills, for employees who felt mentally distress due to work-related issues
(C) (45). Adding a work-focused intervention to integrated care among American veterans
with depression has no effect on stay at work (59).

Technology to in-
crease quality of care
and integrate learned
skills into daily life,
in addition to per-
sonal care and assis-
tance.

Telephonic outreach and care management pro-
grams educate employees to enter treatment (psy-
chotherapy and/or antidepressant medication) (35,
42) or enhance regular monitoring of treatment by
health care service, which leads to improved work-
related health rather than absence of absenteeism.
This occurs because technology provides structure
to improve adherence and regularity of screening

Facilitator: Self-guided internet based and mobile supported stress management program
has no significant effect on absenteeism but it has an effect on work related health, due to
higher grade of interactivity (M1) and simplicity (only 2 components addressed, problem
solving and emotion regulation techniques) and mobile components which foster the trans-
fer of training components into daily life (M3) (34, 40, 41).




by the use of interactive sessions supplemented
with online tools (4042). Also, it helps to integrate
learned skills on symptom management into daily
life (40, 41). However, technology is always used
in combination with or in preparation to personal
contact with professionals, such as employee-assis-
tance programs or regular care (34, 41, 42).

Facilitator: A supporting self-treatment app based on CBT (C) is most effective when being
integrated and implemented through employee-assistance programs (M), among employees
with depression to reduce absenteeism (O) (41, 42).

Facilitator: If telephone outreach is offered on top of employee assistant programs, this
leads to lower absenteeism among American employees with moderate or major depression,
because of regular contact by person or by phone helps for follow up and reassessment
among patients with major depression in the USA (35, 42).




CMO configurations for outcome 2: Work performance

Work outcome: work performance. We emphasize on factors and mechanisms that relate to the outcome of presenteeism (being at work whilst sick), reduced or impaired
work performance and work functioning.

C = Context

M = Mechanism (resource or reasoning)

O = Outcome

General CMO configurations to explain program theory 1 Social support

Middle range program theory 1: A work environment where managers feel comfortable to offer help and support employees, helps these employees to feel motivated and
valued, which in tumn has a positive effect on their job performance (14, 60). Practical job support from colleagues and managerial support from supervisors, offered contin-
uously while functioning at work despite CMHP, helps to improve work performance, because of trust and empathy received by the employee (14, 20, 33, 37, 38, 58, 60).

General CMO configurations

Facilitators and barriers, based on study specific CMO configurations

Theme

Demi-regularity (pattern)

Explanations using CMO configurations

Managerial support

If an employee with CMHP receives
support from managers (which manag-
ers learned through training about deal-
ing with mental health issues, and an
open culture (C)), then there was a pos-
itive effect on job performance, be-
cause of offered modifications (M1),
comfort talking about condition for
managers (M2) and the employee’s ex-
perience of being motivated and feeling
valued (M3) (14, 60).

Facilitator:

- Support from managers (when managers offered help to employees) (C) had a positive effect
on job performance (O) in 8 different countries for employees with depression (C), because it
created openness and less avoidance to talk about mental health with employees (M1) and it
helped to remain motivated and feeling valued (M2) (14).

- Trained managers who have received support and training in dealing with mental health issues
(C) were more likely to recognize and act on problems earlier (M) and their openness was mir-
rored by employees (M), feeling comfort to talk about depression with managers (14).

- Managerial support helps to increase work performance, because supportive managers offered
work modifications, reduced hours, redeployment, manageable workload, being supernumerary
(M) (60).

Social support at
work

Continuous job support helps to im-
prove work performance (O) through
job accommodations (M) and has the
potential to increase a sense of belong-
ing and coherence (M), which seems
not the case in a competitive work en-
vironment (C) (58). This support can

Facilitator:

- Getting job support (M) and continued psychological and work support decreases chance of re-
duced and impaired work performance (O) for Dutch workers either employed or self-em-
ployed (5%), with depression or anxiety disorder (C) (20, 37).

- Disclosure to receive support from the manager and co-workers among employees with depres-
sion or anxiety syndrome, helps to keep working and among employees with depression, it has
the potential to create a sense of belonging and coherence as well as empathy and trust among




be practical while still at work from
colleagues (C) and it can be job accom-
modations or reduced work load of-
fered or supported by manager, leading
to received empathy and trust from col-
leagues/supervisor

(14,20, 33,37, 38, 58, 60, 61).

colleagues and managers, (33, 38). Also, if psychological and work support is continued after
returning to work, then employees with CMHP experience more successful work functioning
37).

- Ifthe worker is in a highly competitive work environment (C), then work-related social support
(M) from superiors and colleagues may be less, leading to role limitations and social function-
ing limitations, among employees with depressive disorders in Taiwan (58).

- Identifying workplace support by offering job accommodations and practical support by man-
agers or colleagues (C) helped to increase work performance (O) among employees with de-
pressive disorder or dysthymia or anxiety. Colleagues are providers of practical support for em-
ployees who are working despite CMHP (M) (60, 61).

Support by general
practitioner

Neutral:

- On top of regular treatment, regular self-screening and enhancing the possibility to discuss the
impact of symptom lapse on ones work ability during GP visits for patients with mild to moder-
ate depressive disorder (C), did not increase work ability on the long term but on the short term
(O) it leads to higher uses of antidepressant (M1) and higher social support in a subacute phase
(3 months) (M2). Screening and consultation by the GP lead to higher uses of antidepressant
and higher social support, patients may have been more open about their depression at work
and thus to receive more support from colleagues and managers (62).

Rewards

Barrier:

- Ifthe worker is in a highly competitive work environment (C), then rewards in terms of respect
and support from superiors and colleagues may reduce (58).

- Among Dutch employees with a mental disorder, the experience of lower rewards (whether the
organization gives the reward he or she deserves for the work), is associated with lower work
ability (23).

Context

Support offered from workplace or from health care system:

psychotherapeutic consultation in the workplace (C), for men using psychotherapeutic consultation, is
similarly effective as consultation in outpatient clinics (C) on the employees’ workability (63) .

General CMO configurations to explain program theory 2: perceived job characteristics

Middle range program theory 2: the combination of high job demands and low job control may reduce work performance among employees with CMHP, because of strug-
gling to manage time and performing interpersonal and output tasks (23, 27, 61). However, other studies show that facing higher job demands or lower job control does not
increase the chance of reduced or impaired work performance (20, 64).




Theme

Demi-regularity (pattern)

Explanations using CMO configurations

Job modifications

Facilitator:

Employees with anxiety or depression (C) who get offered work modifications by their
managers (M1), reduced hours, deployment, to enable a manageable workload, or being
supernumerary, felt this helps at work (60).

Subjective (Expe-
rienced) Job de-
mands and job
control

Among employees experiencing depression
(C), psychologically demanding work (M) and
low job control lead to an increased difficulty
with managing time and performing mental-in-
terpersonal and output tasks (O). However, fac-
ing higher job demands or lower job control in
one study does and in two other studies does
not increase the chance of reduced or impaired
work performance, possibly because of dimin-
ished emotional reactivity (20, 23, 27, 61, 64).

Subjective (experienced) job demands

Barrier:

Neutral:

Dutch health care employees with a mental disorder or American employees facing de-
pression, who experience high psychosocial work demands, show lower work ability (23,
27).

Among Dutch workers who have an employer or who are self-employed (5%) with depres-
sion or anxiety disorder, as well as among Korean workers with depression (C), the chance
of reduced and impaired work performance (O) is not affected by the experience of higher

job demands (M), because of diminished emotional reactivity (20, 64).

Experienced job control

Barrier

Neutral

Experienced lower job control (M) increased the amount of difficulty workers had manag-
ing time and performing interpersonal and output tasks or lower workability, (O) among
employees with a mental disorder (C) or depression (C) (23, 27, 61).

Among Korean workers with depression (C), the experience of higher job control (M) is
not associated with reduced work performance but among Dutch employees with and with-
out psychopathology job control is associated with impaired work performance (O) (20,
64).

Objective job de-
mands

A higher number of working hours is not asso-
ciated with impaired work functioning but is
significantly associated with reduced work per-
formance (20).

Neutral:

A higher number of working hours (M) is not associated with impaired work functioning
but is significantly associated with reduced work performance, among workers with de-
pression or anxiety disorder (20).




General CMO configurations to explain program theory 3: Coping styles

Middle range program theory 3: If employees experience reduced capacity to work, they initially use working facade strategies (such as increasing hours or taking work
home) to compensate possible shortcomings and to avoid reduced performance. Employees use these working facade strategies because of fear and perceived stigma, but
these strategies are counterproductive, as they results in emotional exhaustion, fear, dissatisfaction and loss of refuelling on the long term (28, 38, 60, 65). Perceived stigma
and sense of loneliness may discourage the person to disclose the mental health problem and trigger to use facade (60, 65). Interventions (e.g. cognitive based therapy,
counselling, tailored coaching, employees assistance programs) promote work performance because they improve useful coping styles, which are 1) to reconsider one’s
attitude to work (their approach to work tasks, responsibilities and achievements), 2) to reach out for managerial support, 3) to learn new approaches to manage job de-
mands, 4) calming the mind and retrieving space (22, 27, 38, 40, 41, 45, 66-68). Preventative interventions have no impact on work performance (24, 62).

General CMO configurations

Facilitators and barriers, based on study specific CMO configurations

Theme

Demi-regularity (pattern)

Explanations using CMO configurations

Short term coping

If employees with stress, depression of anxiety Barrier:

use short term coping, such as facade strate-
gies, increasing time at work, taking work
home, then those cramped or even desperate
measure lead to prevent or avoid reduced per-
formance. However, this type of coping does
not last long, because it results in fear, dissat-
isfaction and loss of refuelling on the long
term (28, 65).

Employees (blue collar workers only, not for white collar workers) under stress (C)
may extend their time at work (M1) or take their work home (M2), thereby ensuring
that tasks are completed on time, thus avoiding reduced performance (28).

Persons with CMHP, mainly women in regular job market, with depression and anx-
iety (C), use working facade, which resulted in fear (M 1), dissatisfaction (M2) and
loss of refuelling (Mresponese2), use those strategies to handle reduced capacity to
work on the short term (O), however this was not effective on the long term and led
to exhaustion because it was considered energy consuming (65).

Disclosure and stigma

If employees with anxiety or depression feel
stigmatized or lonely, then this will reduce
work performance, because they are less will-
ing to tell people and instead use working fa-
¢ade (14, 60, 65).

Barrier:

If employees with anxiety or depression feel stigmatized (C), then they are less will-
ing to tell people about their illness (M), leading to reduced work performance (60).
If managers of employees with CMHP are trained about mental health, it creates
openness and comfort in talking about depression (14).

If there is perceived stigma of CMHP, then a sense of loneliness seemed to develop
(C), leading to working fagade (M), which is used to overcome reduced capacity to
work (65).

Coping styles adhered to
cope on long term.

If employees with CMHP use rather long term  Facilitators:

coping styles in their reasoning and reaction,

Reflexive adaptation by considering one’s attitude to work (M), modify work frame




they increase or improve on work perfor-
mance, because of the use of reflexive adapta-
tions, reconsidering their attitude to work (ap-
proach to tasks and responsibilities), reaching
out for support, and learning new approaches
to manage job demands as well as stress (27,
38,61).

If work performance is already reduced/lower
(24), then resources or interventions have a
positive effect on work performance and the
experience of work, because of peer coaching,
learning tools for managing stress (36), ad-
dressing personal and work related concerns
in counselling (22), counselling to change
dysfunctional patterns into new habits (36), re-
viewing cognitive and behavioural sills (66),
making a self-care plan, and reviewing
thoughts (66, 67), goal setting (45), tailored by
technology with personal feedback and moti-
vational exercises (40, 45, 68).

Additional interventions on top of Employee
Assistant Programmes, such as t-CBT did
show mixed results, but had mostly a positive
effect on work performance (22, 36, 41, 66,
69).

Worksite based and preventative programs (all
containing of 8-12 personal coaching sessions
to improve coping styles) show a positive ef-
fect on work-related success among employ-
ees with mental distress, however not on pres-
enteeism and psychosocial work characteris-
tics (24, 45, 66).

(M), reach out for managerial support and from co-workers (M) seemed to lead to a
sense of belonging and coherence, as well as learning to act on personal cues (M) all
enhancing work performance (O) (38, 61). The same employees recuperate from
work (M1) by taking moments in a private space, taking at home alone time, to in-
crease fitness and calm the stressed mind, but also to retrieve space and ensure room
to manoeuvre (M2), to reduce stress (O) (38).

Manage job demands by learning new approaches (M3) on performance of mental-
interpersonal, time management, output and physical tasks, helped to experience less
work limitations (27, 38).

Resources (interventions):

Neutral:

Nature based stress management course (12 weeks) (C) increased work productivity
by learning to use tools and strategies for managing stress (M), and (after one year)
changes dysfunctional patterns to develop into new habits (M) (36)

Worksite based Employee Assistant Programme (EAP) intervention for workers
with common mental health problems reduces presenteeism because the employees’
personal and work-related concerns are addressed (M), short term counselling and
referral and use of motivational interviewing towards positive change, which re-
duced symptoms (O - C) that then increases productivity (C) (22).

Supporting self-treatment app, implemented through employee assistance programs
(M), among employees with depression (C), reduce productivity loss (41).

T-CBT on top of EAP for Japanese full-time workers with minor depression (C) did
not improve presenteeism, despite the fact that for those who cannot readily visit
health care services on weekdays T-CBT is offered (66). Mechanisms such as re-
viewing cognitive and behavioural skills, doing homework (67), creating a self-care
plan and reviewing thoughts, did not make a difference.

Goal setting has an effect on psychosocial conditions of employees in the workplace
but not as part of preventive coaching (24, 45).

Tailored coaching: Problem focused stress management, tailored by technology with
personal feedback and motivational exercises (40, 68, 69) or job coaching (IPS
based) by the workplace, tailored towards employees problems (22, 45) helped to in-
crease work performance when problems already existed (struggling at work), but
not for behavioural change as part of preventive coaching (24).

Preventive coaching, for employees in health and educational sector with psychoso-
cial health complaints (C) has no effect on psychosocial work characteristics (O),
such as fairness, career possibilities and conflicts, based on sessions applying goal
setting, behavioural change, involving supervisor and three way consultation (M)




(24).

- On top of regular treatment, regular self-screening and enhancing the possibility to
discuss the impact of symptom lapse on patient’s work ability (M) with GP visits for
patients with mild to moderate depressive disorder (C), did not increase work ability
(O). Thus, mechanisms such as regular self-assessment, enhancing possibility to dis-
cuss impact of symptoms (M) on patients work ability (O) were of no effect on the
long term; only on the short term, because of consultation with GP leads to higher
uses of antidepressant and higher social support in a subacute phase (3 months) (62).

General CMO configurations to explain program theory 4: symptom severity

Middle range program theory 4: Self-rated health and severity of symptoms are important predictors of work performance among those with depression, anxiety or sleep
disorders, because once the employee experiences less symptoms, work productivity improves (27, 48, 50, 56, 61, 70). Interventions aimed at the individual to reduce
symptoms results in increased cognitive functioning, a pro-active attitude towards change, better mental-interpersonal task performance, improved time management and
output, which all together lead to increased work performance (22, 32, 35, 36, 40, 42, 45, 54, 57, 67-70). Among those employees with stress, interventions improve stress
recovery and symptom management, which subsequently leads to improved productivity (36, 40, 54). Chronicity of CMHP has been showed to reduce work performance
(20,37,50,71).

General CMO configurations Facilitators and barriers, based on study specific CMO configurations
Theme Demi-regularity (pattern) Explanations using CMO configurations
Self-rated health If an employee has a higher self-rated (mental or ~ Facilitator:

physical) health (C), then he or she improves in ) ) )
symptoms (M) and faces less reduced work per- - Depressed working patients reporting good to excellent health status (C), show

relatively less productivity loss (O) because of reduced symptoms (M) among
formance (0) (27, 48, 70). American patients, of whom the majority is female, middle-aged, white, mar-
ried and has at least college education (70).
Barrier:

- Employees with depression (C) had an increased amount of difficulty in man-
aging time and performing mental-interpersonal and output tasks (O) when they
faced reduced physical health (M) (27) or when they rate their mental health
average to fair/poor (M) (48) (48), among American (29) (27) and Colombian
(48) employees.

Severity of symptoms and  There is a ripple effect as follows: Facilitator:

symptom improvement . . ) . )
- If symptoms improve (O), by receiving usual care including anti-depressants

among employees or self-employed individuals with depression (C), then work




Interventions such as use of medication (32, 50,
53, 57), (telephone) psychotherapy and counsel-
ling (22,32, 42,45, 56, 57, 67-69), or combined
for those with depression (35) and stress reduc-
tion programs in nature or using eastern practices
(36, 54) for those with elevated stress levels, help
to reduce symptoms (O). Reduced symptoms
(Outcome = C) lead to the following reasonings
(M): improved (cognitive) functioning, improved
performance in mental-interpersonal tasks, time
management and output (M). Those reasonings
are facilitated by counselling, in which identifica-
tion of roadblocks, addressing work-related con-
cerns and moving towards positive change (M)
lead to increased work performance (O) and re-
duced work limitations (O).

Work productivity is still reduced among employ-
ees with depression compared to healthy controls
(32).

Stress reduction programs increase productivity
and reduce presenteeism (O), both by stress re-
covery and symptom management (M) (36, 40,
54), mostly among health professionals (C) with
elevated stress levels.

limitations reduce (O), because of improved performance of mental-interper-
sonal, time management, output and physical tasks (M) (27, 61, 70).

For employees with chronic or recurrent depression (C), overall work produc-
tivity increases (O), due to the use of antidepressant (32, 53, 57). Explanations
for the perceived improvements are: reduced symptom severity (M) (32),
change of cognitive functioning (M) (56, 57), an underestimated past perfor-
mance due to current negative view of self (M), or the successful treatment of
their subclinical depression (C) (32).

Among workers with CMHD (C), work functioning reduces (O) because of the
severity of symptoms, occurring at work (C) (50, 56, 61).

Counselling (psychotherapy, CBT, e-counselling) (C) in general decreases se-
verity of symptoms (O = C) and as a result decreases work impairment (O) and
presenteeism and it also increases the experience of work-related success (O)
(22, 32,42, 45, 57, 67-69). For example by identification of road blocks, be-
havioural experiments, psychoeducation, balancing experiment (69) or address-
ing work-related concerns, and motivating towards positive change (22) (M).
Employed patients with major depression (C) improves on productivity (O) be-
cause of a combination of guideline provided medicine, telephone reassess-
ment, given education and homework assignments (M) that lead to lower de-
pression severity (O = C), therefore leading to improved productivity (O) (35).
Learning emotion regulation techniques (M) (40) reduces presenteeism, among
employees with elevated stress levels, mostly women and medium or high edu-
cated and health professionals (C) by learning stress reduction techniques, pos-
sibly in nature (breathing, relaxing) (36) or through Eastern practices as mind-
fulness and meditation (54), in order to change dysfunctional patterns.

Comorbidity

If an employee with depression or anxiety faces
sleep disturbances (C), then they seem to face
presenteeism more often (O), because it is harder
to cope with sleep disturbances and they experi-
ence less psychological flexibility and more
health problems (M) (31, 51, 56).

Barriers:

Dutch depressed or anxious employees working at least 8 hours a week, show
that sleep disturbances (C) were negatively associated with presenteeism (O),
because it is harder to cope with sleep disturbances (M1) and they experience
less psychological flexibility (M2) (31)

Having a sleep disorder (C), more than only having symptoms or being a poor
sleeper, lead to significantly reduced productivity (O) due to reported health
problems, problems in concentration and organization and relating to co-work-
ers, caused by fatigue, among Canadian patients with symptoms of insomnia or
insomnia syndrome (51), because of low sleep quality (56).




Chronicity

Chronicity of CMHP has been showed to reduce
work performance, and needs attention in order to
maintain work performance (20, 37, 50, 71).

Barrier:

- Among workers with CMHD, work functioning reduced (O) because having a
chronic depression (C) or lifetime diagnosis of major depression (50, 71).

- Among Dutch workers who have an employer or who are self-employed (5%)
with depression or anxiety disorder, chance of reduced and impaired work per-
formance increases due to remitted diagnoses (C) (20).

- To be fully functioning back at work, patients’ family, co-workers or supervi-
sor should have realistic recovery expectations, because CMHP patients who
have returned are still struggling with mental health and work functioning prob-
lems (37).

General CMO configurations to explain middle range program theory 5: Features of interventions

Interventions that use technology, by providing personal feedback through email, phone or an app may reduce symptoms as well as prevent work limitations. The use of
those technologies helps to monitor employees, by tailoring the interventions with personal feedback, fostering changes in belief, reduction of symptoms, facilitating the
transfer of training components to daily life and assisting to overcome distance that might reduce treatment adherence (40, 42, 59, 62, 67-69, 72).

General CMO configurations

Facilitators and barriers, based on study specific CMO configurations

Theme

Demi-regularity (patterns) Explanations using CMO configurations

Technology

Use of technology in interventions either to re- Facilitators:

duce symptoms or to prevent work limitations,
help to monitor employees, by tailoring the in-
terventions with personal feedback to change
beliefs and attitudes and to overcome distance
that might reduce treatment adherence (42, 62,
67-69, 72)

Technology is used to enable tailored interventions, with personal feedback (68)
Interventions that offered communication by telephone or through internet can monitor or
possibly increase adherence because of systematic screening, use of professionals as case
managers and regularly planned care supervision (42, 62, 67)

Combination of personal health technologies and 3 psychologist-assisted group meetings
among male workers with stress and mood problems, has a positive effect on work ability
because of personal/tailored health tech based psychological intervention with personal
feedback, group meetings and its effect on symptom severity (for depression or insomnia),
because those tailored feedback comments change dysfunctional beliefs, attitudes and se-
verity of symptoms (68, 72). Distance can be covered by telephone/e-health programs
also, increasing the use of medical health care (42, 69).

Interactive, per-
son centred inter-
ventions

Person-centred feedback by app/mail or phone Facilitators:

technology enhances interactivity, especially in
interventions to reduce symptoms or improve

Among employees with stress or mood problems and among veterans with depression, e-
health interventions facilitate the transition of elements from training to everyday life,




coping, fostering the transfer of training compo- thanks to increased interactivity, flexible person-centred care, regular application of exer-
nents to daily life (40, 59, 67, 68, 73). cises, homework assignments, reminders, or even additional telephone consultation by a
psychologist (40, 59, 67, 68, 73).
Neutral:

- One intervention reports that providing feedback on booklet and giving reminders im-
proved functional impairment, but not work ability (67).
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Appendix B

Example search string

Pubmed 26-6-2020

#1

#2

#3

#4

#5

#6

"Mental Disorders"[Mesh:NoExp] OR Mentally Ill Persons[MH] OR Anxiety disordersfMH] OR anxi-
ety[MH] OR Agoraphobia[ MH] OR Panic disorderfMH] OR Obsessive-compulsive disorderfMH] OR
Mood disorders[MH] OR Depression[MH] OR Depressive disorderfMH] OR Phobia, social[ MH] OR
Somatoform disordersfMH] OR Adjustment disordersf MH] OR Burnout, professional[ MH] OR
Trauma and Stressor Related DisordersfMH] OR Mental disorder*[ TIAB] OR Psychiatric diagno-
sis[TIAB] OR Mentally I1I[TIAB] OR Mental patients|[ TIAB] OR anxiety disorder*[ TIAB] OR panic
disorders[TIAB] OR panic attack*[TIAB] OR social phobia*[TIAB] OR social anxiety disor-
der*[TIAB] OR agoraphobias[TIAB] OR obsessive compulsive disorder[ TIAB] OR anankastic person-
ality[TIAB] OR Mood disorder[TIAB] OR affective disorder*| TIAB] OR depression*[ TIAB] OR de-
pressive symptom[TIAB] OR emotional depression*[TIAB] OR depressive syndrome[TIAB] OR uni-
polar depression[ TIAB] OR somatization disorder[ TIAB] OR somatoform disorder[TIAB] OR reactive
disorder*[ TIAB] OR adjustment disorder[TIAB] OR reactive depression[TIAB] OR Professional bum-
out[TIAB] OR occupational burnout[TIAB] OR traumatic stress disorder*| TIAB] OR dysthymic disor-
ders|[TIAB] OR Common mental health*[TIAB] OR Common mental disorder* TIAB] OR Common
mental ilI*[TIAB] OR Common mental diseas*[ TIAB] OR Common psychiatric disorder*[ TIAB] OR
Anxiety disorder*[TIAB] OR generalized anxiet*[ TIAB] OR Agoraphobia*[TIAB] OR Panic disor-
der*[TIAB] OR OCD|[TIAB] OR Mood Disorder*[ TIAB] OR Affective Disorder*[ TIAB] OR reactive
depression*[ TIAB] OR recurrent depression*[ TIAB] OR depressive disorder*[TIAB] OR Simple pho-
bia*[TIAB] OR Social phobia*[ TIAB] OR Burnout[TIAB] OR Burn out[TIAB] OR Somatoform disor-
der*[TIAB] OR Adjustment disorder*[ TIAB] OR Mental health disabilit*[ TIAB] OR Acute stress dis-
order[TIAB]

749,706

"Employment"[Mesh] OR "Work"[Mesh] OR Employe*[tiab] OR Employment*[tiab] OR La-
bour*[tiab] OR Labor*[tiab] OR Worker*[tiab] OR Occupation*[tiab] OR vocational*[tiab]

1,456,306

stress related symptom*[TIAB] OR Nervousness*[TIAB] OR Tension*[TIAB] OR worry symp-
toms[TIAB] OR irritability*[ TIAB] OR mental fatigue*[ TIAB] OR tiredness[TIAB] OR insom-
nia[TIAB] OR headache*[TIAB] OR sadness[TIAB] OR concentration[ TIAB] OR restlessness[TIAB]
OR sleeplessness[TIAB] OR depressed mood*[TIAB] OR fear[TIAB] OR ambivalence[TIAB] OR
negative emotion*[ TIAB] OR negative feeling*[tiab] OR marked distress[TIAB] OR psychological dis-
tress[ TIAB] OR exhaustion[ TTAB] OR workaholism[TIAB] OR Work related strain[TTAB] OR Work
related sleep disturbances[TIAB]

1,520,404
#2 AND #3
102,700

#1 OR #4
845,205

Stay at work*[TIAB] OR Staying at work[TIAB] OR Job retention*[TIAB] OR Job tenur*[TIAB] OR
Sustainable employment*[TIAB] OR Sustainable employability[TIAB] OR Presenteeism[TIAB] OR
“continue work*”’[TIAB] OR continue working[TIAB] OR ongoing employment[TIAB] OR (Par-
tial*[tiab] AND (returned to work[tiab] OR return to work[tiab])) OR partial sick leave*[tiab] OR par-
tial absenteeism[tiab] OR improved work ability[tiab] OR job maintenance[TIAB] OR work mainte-
nance[TIAB] OR partial absenteeism[TIAB] OR partial sick leave*[ TIAB]
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#7 prevention and control [Subheading] OR reduc*[tiab] OR prevent*[ TIAB]
5,113,293

#8 Absenteeism[MH] OR sick leave[MH] OR Absenteeism[TIAB] OR Work absence[TIAB] OR Sickness
absen*[TIAB] OR Job absen*[TIAB] OR Work disability[TIAB] OR sick leave*[TIAB] OR Work
loss[TIAB] OR Job loss[TIAB] OR Occupational loss[TIAB] OR Occupational disease[TIAB] OR Oc-
cupational illness[ TIAB] OR Presentecism[MH] OR underemployment[tiab] OR under employ*[tiab]
OR underemploy*[tiab] OR Disability leave*[TIAB] OR sick day*[TIAB] OR Illness day*[TIAB] OR
workplace productivit*[tiab] OR work impairment[tiab] OR work performance*[tiab] OR work partici-
pation[tiab] OR work functioning[tiab] OR work abilit*[TIAB]

30593

#9 #7 AND #8
9933

#10 #6 OR #9
12087

Stap 1:

#11 #5 AND #6
571

Stap 2:

#12 #5 AND #10
2186

#13 medline[sb]
25180969

#14 #11 NOT #13
97

#15 #12 NOT #13
269

Publication date from 1995/01/01

Totaal: 268



