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Abstract 

Rationale. Work absences due to depression are prevalent, suggesting the need for interventions 

addressing the challenges facing people returning to work following depression. Few such interventions 

have been developed and evaluated. Cognitive work hardening is a return-to-work intervention for people 

on mental health disability leaves. Anecdotal evidence supports its use for individuals returning to work 

following a depressive episode; however, it has not been systematically evaluated. Objectives. This 

research aimed to: 1) examine the theoretical underpinnings of cognitive work hardening; 2) test the 

effectiveness of cognitive work hardening in preparing people to return to work following a depressive 

episode; and 3) identify key elements of cognitive work hardening based on participants’ experiences. 

Methods. Intervention mapping was used to analyze cognitive work hardening by deconstructing it into 

fundamental elements and theoretical underpinnings including occupational therapy models. Intervention 

effectiveness was assessed with a single group (n = 21) pre-post study design. Participants reported their 

return to work readiness using work ability, fatigue, and depression measures. Participants shared their 

experience at intervention completion and at 3-month follow-up. Work status and sense of well-being 

were also reported at follow-up. Results. The Person-Environment-Occupation (PEO) Model, the 

Canadian Model of Occupational Performance and Engagement (CMOP-E), and the Canadian Model of 

Client-Centred Enablement (CMCE) emerged as occupational therapy models underlying cognitive work 

hardening. Self-reported work ability, fatigue, and depression severity significantly improved from pre to 

post intervention. At follow-up, most participants were off disability with 76% either working or engaged 

in other meaningful occupation. Main gains were reported in routine, work stamina, self-confidence, 

cognitive abilities, and coping strategies. Participants identified structure, work simulations, realism of 

simulated work environment, support, and education as key intervention elements. Conclusions. 

Cognitive work hardening shows promise as a return-to-work intervention following a depressive 

episode. Participation in cognitive work hardening improved participants’ self-reported work readiness 

with positive work status and well-being at 3-month follow-up. Findings inform the fields of return-to-
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work and occupational therapy by offering an occupationally-focused return-to-work intervention with 

the potential for wider adoption and improved health outcomes. 
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 Introduction 

The rapidly growing prevalence of depression as a major health concern has been garnering 

worldwide attention in recent years. In 2001, the World Health Organization (WHO) predicted that by 

2020 depression will be a leading cause of disability worldwide, second only to heart disease 

(World Health Organization, 2001). More recent evidence shows that this prediction has already been 

reached with depression being reported as the leading cause of disability worldwide and a major 

contributor to the global burden of disease (Marcus, Yasamy, van Ommeren, Chisholm, & Saxena, 2012; 

World Health Organization, 2012). Disease burden is measured by the metric ‘disability adjusted life 

year’ (DALY), referring to the number of years of healthy life lost in states of less than full health 

(broadly termed ‘disability’) (World Health Organization, 2003). There has been an increasing trend in 

the burden of disability due to depression as reflected in increasing DALY’s from 1990 (3.7% of total 

DALY’s) to 2000 (4.4% of total DALY’s) and the report that depression has caused the largest amount of 

non-fatal burden, accounting for 12% of all total ‘years lived with disability’ (YLD) worldwide (Ustun, 

Ayuso-Mateos, Chatterji, Mathers, & Murray, 2004).  

Typical symptoms of depression such as depressed mood, loss of interest/pleasure, decreased 

energy, feelings of guilt or low self-worth, disturbed sleep and/or appetite, poor concentration, and (often) 

accompanying anxiety, have been linked to substantial impairments in one’s ability to take care of oneself 

and assume one’s responsibilities (Marcus et al., 2012). The burden of depression has been linked to its 

high prevalence, early adult onset, episodic and chronic nature, impact on functioning, and role 

impairment (Bender & Farvolden, 2008; Eaton et al., 2008; Elinson, Houck, Marcus, & Pincus, 2004; 

Kessler, 2012; Kessler et al., 2003; Marcus et al., 2012). Given the wide net that depression casts in the 

world, affecting an estimated 350 million people (Marcus et al., 2012; World Health Organization, 2012), 

the World Health Assembly, the decision-making arm of the WHO, has charged the WHO to take action 

to curb depression globally through prevention strategies that include education, enhanced diagnostics, 

and improved access to treatment options (Marcus et al., 2012).  
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The personal and economic burdens of mental health problems, and depression in particular, are 

staggering. In Canada, mental disorders account for 25% of all diseases with 13% attributable to 

depression alone (Dewa, McDaid, & Ettner, 2007). The lifetime prevalence of major depression in 

Canada has been established at approximately 12%, with one in 20 people reporting an episode within the 

previous 12 months (Bender & Farvolden, 2008; Patten et al., 2006; Pearson, Janz, & Ali, 2013; 

Statistics Canada, 2002). The Mental Health Commission of Canada (2013) reports that the economic 

cost from mental health problems and illnesses to Canada is approximately $50 billion per year. Direct 

costs associated with mental illness in Canada have been estimated to be $42.3 billion while indirect costs 

have been estimated at $6.3 billion (Smetanin et al., 2011). Direct costs include inpatient/outpatient 

treatment and pharmacological treatment; indirect costs are associated with absenteeism and reduced 

work productivity (Wang, Simon, & Kessler, 2003). The Conference Board of Canada (2012) reports that 

lost productivity due to mental health problems costs Canada $21 billion annually and estimates that this 

cost will grow to $29 billion by 2030. 

Mental health claims encompass the fastest growing category of disability costs in Canada 

overtaking cardiovascular diseases (Canada Safety Council, 2015; Sroujian, 2003; Wilson, Joffe, & 

Wilkerson, 2000) with mental illness accounting for approximately 30 to 40 percent of disability claims 

(Dewa, Lesage, Goering, & Caveen, 2004; Mental Health Commission of Canada, 2013). Sroujian (2003) 

reported that this rate of claims reflects approximately 70% of total disability claim costs among 

Canadian companies -  $15 billion to $33 billion annually. Within the Canadian federal public service, 

one of the largest employers in Canada, mental health claims account for half of all disability claims, led 

by depression and anxiety (May, 2015a, 2015c). 

Dewa et al. (2007) studied the rising costs associated with poor mental health among workers 

internationally. They found similar trends in costs due to lost productivity and absenteeism resulting from 

mental health problems among many countries such as Sweden (more than 2/3 of costs), The Netherlands 

(€1.44 billion annually), England (30% of absences due to stress), and the United States (average 

depression-related absenteeism productivity loss is equivalent to $8.3 billion).  
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Depression is one of the most common mental disorders in the workforce (Dewa et al., 2004; 

Myette, 2008). It can impact an employee’s health, functioning, life satisfaction, and overall self-esteem 

as a result of  decreased energy, poor sleep, diminished/loss of appetite, feelings of worthlessness, 

hopelessness, and apathy (Bruce, 2000; Kennedy, 2008). Cognitive deficits associated with depression 

can include impairments in concentration, memory, attention, and decision making. These problems can 

interfere with the ability to meet the cognitive, emotional and behavioral demands of a job (Gualtieri, 

Johnson, & Benedict, 2006; Hammar & Ardal, 2009; Miller, 2004). There has been growing interest in 

trying to gain a better understanding of the nature of these  problems, their effect in the workplace, their 

impact on health care expenditures, and the burden on businesses, individuals, and society as a whole 

(Bender & Kennedy, 2004; Dewa et al., 2004; Goetzel, Ozminkowski, Sederer, & Mark, 2002; Shain, 

2009; Stephens & Joubert, 2001). 

In Canada, a person no longer able to work due to depression often goes on a medical disability 

leave and collects insurance disability benefits, providing some income protection (Bilsker, Wiseman, & 

Gilbert, 2006; Schjerning & Norwood, 2010). Disability benefits are paid by the insurer until the 

employee is ready to return to work and resume competitive employment. While on medical leave, 

treatment may be accessed in the form of psychotropic medications, psychotherapy, and/or psychological 

support. These treatments can be effective in helping to alleviate depressive symptoms and can form the 

basis for medically clearing a person to begin the return to work process. However, clinical improvement 

does not necessarily result in full recovery of job performance, often due to residual effects of the 

depression and associated functional impairments (Adler et al., 2006; Bender & Farvolden, 2008; Bilsker, 

Gilbert, Myette, & Stewart-Patterson, 2005; Greer, Kurian, & Trivedi, 2010; Jaeger, Berns, Uzelac, & 

Davis-Conway, 2006; Zimmerman et al., 2008). These impairments include physical sequelae of 

depression (e.g., sleep disturbance, low energy, fatigue) and cognitive sequelae (e.g., reduced 

concentration, poor memory) which can interfere with work functioning (Lam et al., 2013; Lam et al., 

2012; Swindle, Kroenke, & Braun, 2001). Lam et al. (2012) also include  ‘tension’ (e.g., 

anxiety/nervousness, irritability/anger) as a third cluster of symptom sequelae that can interfere with work 
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functioning. As pointed out by McIlwain (2010) and McIlwain and Robbins (2002), work functioning 

comprises abilities to meet behavioral and cognitive demands and includes such elements as 

distractibility, attention to detail, multitasking, work pace, and deadline pressure.  

The importance of functional status in the treatment of depression has been discussed by several 

researchers. Bilsker et al. (2006) stress the importance of functional recovery in supporting a return to 

productive work with key factors including a sense of competence, autonomous decision making, and 

goal setting. Greer et al. (2010) stress the importance of including functional recovery (e.g., ability to 

work, satisfying interpersonal relationships, quality of life) as a primary outcome of treatment together 

with reduction in depressive symptom severity for people with depression. Kopelowicz and Liberman 

(2003) advocate for the seamless integration of ‘treatment’ for depression that addresses depressive 

symptoms (in the acute phase)  and ‘rehabilitation’ (in the more stable recovery phase) which targets 

functional and cognitive difficulties.   

Cognitive deficiencies associated with depression can impact work functioning to the point that 

work recovery lags behind depressive symptom remission due to lingering cognitive deficits such as  

trouble concentrating and trouble with memory (Greer et al., 2010; Jaeger et al., 2006; Lam et al., 2012; 

Mintz, Mintz, Arruda, & Hwang, 1992). Chenier  (2013) and Jaeger et al. (2006) purport that cognitive 

deficits, if ignored, can potentially compromise an employee’s successful RTW and therefore they stress 

the importance of targeting cognitive deficits.  

Several researchers discuss the increased susceptibility to fatigue in people with depression and 

its role in reducing cognitive functioning (Demyttenaere, De Fruyt, & Stahl, 2005; Marazziti, Consoli, 

Picchetti, Carlini, & Faravelli, 2010; Ricci, Chee, Lorandeau, & Berger, 2007). Swindle et al. (2001) and 

Lam et al. (2013; 2012) discuss the high prevalence of fatigue among people with depression and the role 

that fatigue can play in eroding work functioning due to low energy, feeling sleepy, and feeling physically 

slowed down. Furthermore, they highlight the association between improvements in the fatigue 

component of depression (i.e. energy) and improved work productivity. Ricci et al. (2003) have drawn an 

association between fatigue and impaired work ability with linkages made to lost productive work time 
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due to reduced concentration and increased length of time for task completion. The impact of fatigue on 

cognitive functioning at work has been compared to working under alcohol intoxication and includes 

forgetfulness, lack of alertness, reduced attention, slow reaction time, and impaired decision making skills 

(Canadian Centre for Occupational Health and Safety, 2015; Kim, Cranor, & Ryu, 2009).  

In order to address research findings that clinical improvement of depression is not necessarily 

synonymous with full recovery of job performance, many researchers are advocating the need for 

interventions for depression that target occupational functioning (Bender & Farvolden, 2008; Bilsker et 

al., 2006; Lerner & Adler, 2011). Cognitive work hardening (CWH) is such an intervention. It targets a 

broad range of functional issues that people with depression face in the workplace which are critical for 

resuming job duties and achieving RTW success (Wisenthal, 2004). These include the energy capacity 

required for overall stamina and functional ability to adopt a work routine and adhere to a work schedule 

and the cognitive abilities to assume job duties such as sustained task concentration, planning, and 

sequencing. As well, behavioral skills to  meet work demands (e.g., multitasking, meeting deadlines) and 

the coping strategies needed to manage work-related stress and deal with interpersonal issues (e.g., 

assertiveness, time management) are also targeted in this intervention (Wisenthal, 2004; Wisenthal & 

Krupa, 2013).  

CWH is based on the principles of classical work hardening, an evidence-based treatment 

intervention designed to restore functional and work capacities with the goal of RTW. This outcome is 

achieved by using work as a treatment modality through graded activities which simulate a person’s work 

tasks and the demands of the job (Baker, Goodman, Ekellman, & Bonder, 2005; Franchignoni, Oliveri, & 

Bazzini, 2006; Jacobs & Baker, 2000; Sang & Eria, 2005).   

Much of the literature on classical work hardening was based on work carried out in the 1980s 

and 1990s and focuses on targeting neuromuscular aspects of work performance, assessing physical 

functioning, rehabilitating functional deficits, and in so doing facilitating a RTW for the person with a 

physical disability (Joy, Lowy, & Mansoor, 2001; Matheson, Dempster Ogden, Violette, & Schultz, 1985; 

Niemeyer, Jacobs, Reynolds-Lynch, Bettencourt, & Lang, 1994; Ogden-Niemeyer & Jacobs, 1989; 
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Petersen, 1995). More recent reviews in the literature frame work hardening as a RTW intervention 

especially useful for clients who are unlikely to return to work with less intense treatments (Bade & 

Eckert, 2008; Franchignoni et al., 2006). Mecham  (2013) notes that work hardening continues to address 

the goals of contemporary rehabilitation related to RTW. Indeed, work hardening is a treatment 

intervention being offered in rehabilitation clinics today and is an identified category within disability 

management services offered to workers of employers, such as the Government of Canada, funded 

through major insurance carriers (Government of Canada, 2011). 

 CWH evolved from classical work hardening. It utilizes the same theoretical principles but 

applies the concepts to the mental health domain and can be used to assist people diagnosed with 

depression to return to work. It addresses the particular work-related issues that this population faces 

when transitioning back to the workplace. As in classical work hardening, CWH applies work as a 

therapeutic modality but the work tasks are oriented to the cognitive demands of work as well as many 

behavioral demands (Wisenthal, 2004). For example, tasks may focus on rebuilding concentration, 

attention to detail, and ability to multitask. The intervention also incorporates coaching and education 

aimed at the development of coping strategies (e.g., time management) to address work pressures.  

Underlying principles of occupational therapy are inherent in work hardening, positioning 

occupational therapists as ideal service providers of this form of treatment (Gerardi, 1999; Matheson et 

al., 1985; Ogden-Niemeyer & Jacobs, 1989; Sang & Eria, 2005; Wisenthal, 2004). Furthermore, 

consistent with occupational therapy being a profession long associated with interventions for people with 

depression and with RTW, occupational therapists are especially well-suited to provide CWH. The 

intervention aligns with the field’s basic tenet that engagement in meaningful occupation is fundamental 

to one’s health and well-being and indeed this includes one’s mental health (Law, 2002; Mee & Sumsion, 

2001; Ormston, 2006).  

CWH has many of the features that researchers are promoting for interventions for people 

recovering from depression. It aims at functional recovery. It is occupationally-based and is designed to 

address depression sequelae such cognitive difficulties and fatigue issues which can impact RTW. CWH 
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has to date not been rigorously studied. This thesis examines the effectiveness of CWH as a treatment 

intervention for people off work due to depression. The research study evaluated a particular CWH 

intervention that has been offered (by the principal investigator under the trade name ERGO-Wise) since 

2000 in a community-based simulated work setting in Ottawa, Ontario. 

This study emerged out of clinical practice. Preliminary findings about the intervention’s 

effectiveness were obtained in 2008. Thirty-four respondents who received CWH completed an online 

questionnaire aimed at ascertaining their employment status three months after intervention completion 

and obtaining their feedback on the intervention’s effectiveness in helping to prepare them to return to 

work. Initial findings were positive: 94% of respondents were off disability upon intervention completion. 

Of these, 51% were working part time, 26% were working full time, 17% were off disability but not 

working (e.g., due to restructuring and job cuts or a personal decision not to return to work at that time), 

and 6% remained on disability. Ninety-six per cent remained off disability three months after intervention 

completion and there was a shift from part time status to full time. Eighty-one percent of respondents 

reported that the CWH intervention positively impacted their RTW success and 83% said that they would 

definitely recommend the intervention to a friend (Wisenthal, 2008).  

The current research was borne out of these preliminary data. It aimed to study the CWH 

intervention in a more rigorous manner within a structured scientific framework. While several research 

questions target the intervention directly, a quality of life component (i.e., sense of well- being) was 

included consistent with the notion that quality of life is central to understanding the effectiveness of 

RTW interventions (Franche et al., 2004c) and indeed has been included in other outcome studies (Hees, 

Koeter, de Vries, Ooteman, & Schene, 2010; Wahlin, Ekberg, Persson, Bernfort, & Oberg, 2012). With 

its grounding in occupational therapy, this study informs the field of occupational therapy by contributing 

to the current evidence based knowledge and practice regarding RTW for people with depression. The 

research aimed to answer the following five questions: 

1. What are the theoretical underpinnings of the CWH intervention? 
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2. Does participation in a CWH intervention improve participants’ perception of their RTW 

readiness? 

3. What is the work status of participants at three months after CWH completion and, if working, what 

is their sense of well-being? 

4. Does perceived work readiness among CWH participants predict RTW outcome? 

5. What are the key elements of CWH reported by participants based on their experience with the 

intervention? 

 

In order to address research question 1, a detailed analysis of the CWH intervention was 

undertaken by deconstructing it using the structured stepwise method of Intervention Mapping 

(Bartholomew, Parcel, and Kok (1998); Bartholomew, Parcel, Kok, Gottlieb, and Fernandez (2011). This 

provided insight into underlying theoretical models which increased awareness regarding how 

intervention tools are linked to theory and strategies and how intervention elements are expected to 

contribute to RTW preparation. Particular attention was given to occupational therapy models given the 

profession’s long association with mental health and work functioning.  

A research study was conducted to address research questions 2 through 5. To address question 2, 

the study examined participants’ self-reports on three measures – work ability, fatigue, and depression 

symptom severity – at baseline (T1-before intervention) and at discharge (T2-after completion of 

intervention). Pre and post scores on the three self-report measures were analyzed to determine if there 

were significant differences in the scores that suggest a positive impact of the intervention on 

participants’ perception of their RTW readiness. These constructs have been linked to RTW (D'Amato & 

Zijlstra, 2010; Franche & Krause, 2002; Swindle et al., 2001); therefore, they were measured in this 

study. There is much research that supports the view that self-rated health and self-perceptions of 

disability predict RTW (Cole, Mondloch, & Hogg-Johnson, 2002; Fleten, Johnsen, & Forde, 2004; van 

der Giezen, Bouter, & Nijhuis, 2000) with subjective perceptions of work ability being more predictive 

of RTW than more medically based predictors especially in persons with mental disorders (Fleten et al., 

2004). In particular, change in self-perception of one’s capabilities to return to work has been linked to 
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RTW outcomes (Labriola, Lund, Christensen, Albertson, & Bultmann, 2007; Shaw & Huang, 2005) and 

was therefore used as an outcome measure.  

To address question 3, participants were contacted three months following intervention 

completion to ascertain their work status and sense of well-being. Research question 4 was addressed 

through statistical analyses from the study data to determine if perceived work readiness among CWH 

participants predicted RTW outcome based on reported work status at three-month follow-up. Research 

question 5 was addressed by obtaining information about the participants’ experiences while participating 

in the CWH intervention as well as their perceptions of what aspects of the intervention they found most 

useful and relevant to their RTW process. This was achieved through targeted open-ended written 

questions upon completion of the intervention (T2) and interview-based questions at three-month 

follow-up (T3).  

This thesis is presented in six chapters. Chapter 1 introduces the topic of depression in the 

workplace and provides a brief overview of the intervention under study. The research questions are 

presented as well as the overall research approach. Chapter 2 provides an overview of the state of the art 

for RTW in general and RTW for people with depression. Gaps in the current healthcare system are 

discussed as they relate specifically to RTW preparation for people off work following a depression. The 

role of occupational therapy within the RTW process is discussed together with its role in mental health. 

Work hardening is presented as an evidence-based RTW intervention within the occupational therapy 

field. CWH is introduced as an extension of classical work hardening principles applied to the mental 

health domain. Theoretical models underlying the current research are briefly identified. Chapter 3 

presents a comprehensive analysis of the CWH intervention applying the step-wise framework of 

Intervention Mapping to deconstruct the intervention into underlying theories and models that are linked 

to the intervention’s tools and materials. CWH is further studied within the context of occupational 

therapy models that emerged through the analysis. Chapter 4 details the methods used in the study. 

Chapter 5 presents the findings of the study including analysis of the data and study results. Chapter 6 
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provides a discussion of the study findings, strengths and limitations of the research, and implications for 

practice and future research.  
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 Literature Review 

This chapter explores current literature related to return-to-work (RTW), in general, and then 

RTW for people with mental health issues, specifically depression. Interventions that have been studied in 

the literature are reviewed in terms of their relevance to people returning to work following a depressive 

episode. Gaps in the literature are identified which pave the way for the current study. With its grounding 

in occupational therapy, this study informs the field of occupational therapy by contributing to the current 

evidence based knowledge and practice regarding RTW for people with depression. The role that 

occupational therapy can play in the RTW process is explored and examined in terms of the profession’s 

underlying principle of occupation, its core competency—enablement, and key skills of the occupational 

therapist. Theoretical models that served as a framework for this study are briefly presented. The study is 

situated within the context of recovery and mental illness as well as the current movement toward non-

clinical workplace-based RTW interventions.  

2.1  Return-to-work: Overview  

Research on RTW has shifted away from medically-determined models that view one’s ability to 

return to employment as a function of symptom severity and clinical condition. Researchers are looking 

beyond biomedical determinants of RTW to better understand the complex nature of work disability 

which is fraught with social and economic costs and detrimental effects on individual well-being 

(Pransky, Gatchel, Linton, & Loisel, 2005; Shaw, Segal, Polatajko, & Harburn, 2002; Shrey, 2000; 

Young, Roessler, et al., 2005). Although health improvement is necessary, it alone is not sufficient as a 

precondition for RTW. Psychological factors (e.g., self-efficacy, depression) and organizational factors 

(e.g., policies for work resumption) and the appraisal of these organizational factors play an important 

role (D'Amato & Zijlstra, 2010). 

Current literature discusses a plethora of determinants of RTW. These include goodwill and 

collaboration among the various parties involved in the RTW process (Franche & Krause, 2002; 

MacEachen, Clarke, Franche, Irvin, & the Workplace-based Return to Work Literature Review Group, 
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2006; Young, Wasiak, et al., 2005), the relationship between the worker and the workplace (Franche & 

Krause, 2002; MacEachen et al., 2006; Young, Wasiak, et al., 2005), employer contact with worker while 

on disability (MacEachen et al., 2006), modified work arrangements/accommodations (D'Amato & 

Zijlstra, 2010; MacEachen et al., 2006; Pransky et al., 2005; Young, Roessler, et al., 2005), job match 

(Isernhagen, 2006), work environment (Isernhagen, 2006; Young, Roessler, et al., 2005), and social 

support (Lysaght & Larmour-Trode, 2008).  

Many of these determinants have given way to the adoption of disability management (DM) 

practices that have resulted in a paradigm shift from rehabilitation focusing on the individual within a 

medical/clinical model to a DM approach that is more engaging of the workplace through an employer-

based orientation that includes primarily communication between employee and employer, management 

commitment and support, and workplace accommodations (D'Amato & Zijlstra, 2010; Franche, Cullen, et 

al., 2005; Franche & Krause, 2002; Lysaght & Larmour-Trode, 2008; MacEachen et al., 2006; Shrey, 

2000; Williams & Westmorland, 2002). Early intervention, a coordinated team approach for effective 

claims management (e.g., employee, employer, union, labour representative), education, and organized 

RTW planning are other elements of DM that have been identified as positive determinants of RTW 

(Franche & Krause, 2002; Institute for Work & Health, 2007; Williams & Westmorland, 2002). 

The influence of a DM orientation has extended to the Canadian insurance industry which is 

promoting the creation of positive RTW experiences through adoption of many DM principles such as 

ongoing communication, employee and other stakeholder input, and job accommodations (Holden, 2012). 

As a key stakeholder in the RTW process through the provision of disability benefits for income 

protection while on disability leave, insurers rely on successful RTW outcomes for positive claim 

termination and they recognize the value of DM principles in helping them attain this goal (Schwartz, 

2009).   

Beyond DM, several researchers report on other factors that can influence RTW. Eggert (2010) 

discovered that psychological factors can play a role in the RTW process due to workers’ experiences of  

frustration, depression, discrimination (in the workplace), and obstacles in understanding the worker’s 
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compensations system. She identified several intervention elements that can facilitate RTW such as: 

education, counselling, case management, peer support, a holistic approach by health care providers, a 

phased re-entry into the workplace, attainment of self-confidence, and having others to advocate for the 

worker regarding the job. Other researchers have also identified the importance of support from 

supervisors and colleagues in enhancing RTW (D'Amato & Zijlstra, 2010; Lysaght & Larmour-Trode, 

2008; Post, Krol, & Groothoff, 2005). 

Self-efficacy has emerged as an important determinant of RTW outcome with increases in self-

efficacy during the recovery process having a positive impact on RTW (D'Amato & Zijlstra, 2010; 

Franche & Krause, 2002; Lagerveld, Blonk, Brenninkmeijer, & Schaufeli, 2010). Shaw and Huang (2005) 

more specifically linked self-efficacy with occupational functioning. They found that perceived abilities 

to fulfill occupational roles and functions are tied to RTW outcomes; therefore, they advocate that 

clinicians focus on improving patient self-efficacy for functional recovery in order to promote RTW. 

Furthermore, they propose that studies be done that determine the impact of changes in self-efficacy as a 

mediating factor in RTW.   

The influence of individual subjective perceptions on RTW outcome have been studied by Shaw, 

Segal, Polatajko, & Harburn (2002) and provide support to the view that biological determinants alone are 

not responsible for work determination. In their research on participants’ experiences with work disability 

and RTW behavior among 11 participants with varying musculoskeletal (MSK) conditions (e.g., neck 

strain, back pain) and other physical issues (e.g., chronic fatigue, Crohn’s disease, fibromyalgia), they 

found two distinct yet related constructs were RTW relevancy and the meaning of the disability. They 

found that persons who returned to work tended to view work as having meaning/importance to their self-

identity and they had more positive associations regarding their disability (e.g., more positive perceived 

ability to perform work tasks and meet role expectations). Building on these findings is the work by 

Carriere, Thibault, and Sullivan (2015) that shows that recovery expectations (operationalized in their 

study as likelihood of resuming employment within a one month period of receiving treatment) can 
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impact RTW outcomes through degree of effort invested in goal attainment (i.e., low recovery 

expectancies may reduce investment in RTW interventions and pursuit of goals). 

RTW has also been studied from the vantage point of the process itself. Some researchers have 

conceptualized the RTW process in phases to capture its temporal aspect. Young et al. (2005) propose a 

four phase dynamic process (off work, re-entry, maintenance, advancement) while Franche et al. (2007) 

and Franche and Krause (2002) have applied Prochaska and DiClemente’s (1992) five stage Readiness for 

Change Model (precontemplation, contemplation, preparation for action, action, maintenance) to the 

behavior of RTW.   

Franche and her colleagues (2007; 2002) situate the employee as the primary agent in the RTW 

process while at the same time they emphasize the interactions with the workplace, the insurer, and the 

health care system. Workplace-based RTW interventions have emerged as an effective approach for 

employees with musculoskeletal (MSK) injuries and pain conditions (Durand & Loisel, 2001; Franche et 

al., 2004a; Franche, Severin, et al., 2007; Williams & Westmorland, 2002). They include early return to 

work/modified work, a designated RTW coordinator, ergonomic work site visits, education/training to 

supervisors/workers/case managers, contact between the health care provider and the workplace, and 

advice from the health care provider to the workplace (Franche, Baril, Shaw, Nicholas, & Loisel, 2005; 

Franche, Severin, et al., 2007; Williams, Westmorland, Lin, Schumack, & Creen, 2007). Clinical 

interventions that address workplace issues with the aim of providing workplace-oriented interventions 

(e.g., ergonomic evaluation, work-site evaluation of job accommodation needs) have been discussed 

under the umbrella of workplace-based interventions and were noted to contribute to improved RTW 

outcomes (Williams et al., 2007). 

Building on a workplace-based philosophy of vocational rehabilitation, is the ‘place-train’ 

approach which promotes rapid placement of people with disabilities in real-world work followed by in-

vivo support to enable the person to remain in the work setting. This supported employment approach is 

in contrast with the ‘train-place’ approach to rehabilitation in which people are trained to manage 

symptoms, impairments and activity limitations before they are placed in a real-world job (Corrigan & 
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McCracken, 2005; Drake, 1998; Drake, Becker, & Bond, 2003). The shift toward supported employment 

for people with psychiatric disabilities has gained popularity and has emerged as a recommended practice 

due to its strong evidence base (Bond et al., 2001; Crowther, Marshall, Bond, & Huxley, 2001). 

Supported employment and its ‘place-train’ approach has primarily been utilized in the vocational 

rehabilitation of people with serious  mental illnesses, where persistent disability is accompanied by 

significant social and economic marginalization (Bond et al., 2001; Crowther et al., 2001; Drake et al., 

2003). This means that individuals served do not typically have work to “return to”, but rather are being 

assertively supported to enter and sustain jobs in the workforce. Although this supported employment 

approach is typically not applied in the RTW context, many of its underlying philosophies are consistent 

with RTW principles such as: competitive employment, attention to client preferences and choices, work 

viewed as an important aspect of recovery,  and a ‘rapid’ approach to secure employment (Bond et al., 

2001; Crowther et al., 2001).  

Research in the field of RTW has revealed that RTW outcomes are not unidimensional. They 

include an array of determinants of RTW as well as a broad range of factors that can contribute to 

disability. While strides have been made in this area and there is overall an increased understanding of the 

RTW process, scholarly research and insurance industry writings reveal that there is definite room for 

improvement. Paradoxically, the current disability benefits systems in Canada and the United States have 

been identified as inadvertently contributing to lengthy disability leaves due to a lack of early intervention 

which has been identified as key to preventing disability by reducing the likelihood of a person adopting a 

‘sick/dependent patient role’ with accompanying sequelae such as loss of worker identity, loss of co-

worker social relationships, loss of self-respect, and loss of earnings (American College of Occupational 

and Environmental Medicine, 2006). The current systems remain more disability-focused. They 

determine whether a worker can return to work based on functional capacity (what can the worker 

currently do?), functional impairments/limitations (what can the worker currently not do?), and any 

medical restrictions (what should the worker not do lest medical harm may ensue?). These questions are 

usually posed to the worker’s treating physician (e.g., family doctor) who may not have received training 
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in disability prevention and management nor training in determining functional capacity 

(American College of Occupational and Environmental Medicine, 2006). In essence, there remains 

reliance on the medical model in spite of adoption of a more DM process among labour, management, 

insurance carriers, healthcare providers, and vocational rehabilitation professionals (Blake, 2000). This 

results in a narrow scope that risks overlooking the myriad of components that may be contributing to the 

person’s disability such as medical, psychological, and social factors (Blake, 2000). According to the 

American College of Occupational and Environmental Medicine (2006), physicians would benefit from 

authoritative information regarding the occupational implications of their patients’ conditions.  

A path is therefore carved for health care practitioners, such as occupational therapists, to assert 

their role in the RTW process through their skills in assessing (and developing) functional capacity and 

determining functional impairments/limitations. Evidence-based research is therefore indicated to provide 

support for their interventions that can contribute to the RTW process by providing a valuable index of 

occupational functioning and work readiness which can enhance current industry practices.  

2.2 Return-to-work: People with depression 

With the rise in mental health problems in the workplace and associated high disability costs, 

researchers have drawn upon findings related to RTW for workers with MSK disorders to better 

understand the RTW process for workers with common mental health problems such as stress, 

depression, and anxiety (Briand, Durand, St-Arnaud, & Corbiere, 2007; Ekberg, Wahlin, Persson, 

Bernfort, & Oberg, 2015; Goldner et al., 2004; Nielsen, Bultmann, et al., 2010; Nielsen et al., 2012). 

However, returning to work after sick-leave due to common mental disorders presents many unique 

barriers and therefore researchers have shifted their focus to studying prognostic factors of RTW 

specifically for workers sick-listed due to mental health problems (Cornelius, van der Klink, Groothoff, & 

Brouwer, 2011; Ekberg et al., 2015; Nieuwenhuijsen, Noordik, van Dijk, & van der Klink, 2013).   

Moreover, many researchers believe that understanding these factors, and especially identifying 

those that are amenable to change, can offer insight into intervention strategy and design that can 
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ultimately impact the RTW process for this population (Caveen, Dewa, & Goering, 2006; Cornelius et al., 

2011; de Vries, Koeter, Nabitz, Hees, & Schene, 2012; Kronstrom et al., 2011; Lagerveld, Bultmann, et 

al., 2010; Nielsen et al., 2012; Schene, Koeter, Kikkert, Swinkels, & McCrone, 2007). Prognostic RTW 

factors among employees off work due to mental health problems cluster around several common themes. 

These include health-related factors, personal factors, and work-related factors. 

Health-related factors include self-rated health, depressive symptomatology, and duration of 

depression (de Vries et al., 2012; Lagerveld, Bultmann, et al., 2010; Nielsen, Bultmann, et al., 2010; 

Nielsen et al., 2012; Post, Krol, & Groothoff, 2006; Saint-Arnaud, Saint-Jean, & Damasse, 2006). Nielsen 

et al. (2012) and Post et al. (2006) have found that better self-rated health (general and mental health) are 

predictive of a shorter time to RTW and a higher RTW rate. Indeed, in a study of intervention efficacy, 

post-treatment levels of self-rated depression were more predictive of RTW than the magnitude of the 

improvement in depression (Sullivan, Adams, Thibault, Corbière, & Stanish, 2006). Severity of 

depression has been discussed by Nielsen et al. (2012) in terms of higher depressive symptoms (measured 

on a depression scale) predicting a longer time to RTW while Brouwers et al. (2009) report that the longer 

duration of the mental health problem before occurrence of sick leave and a long duration of sick leave 

before seeking help are poor predictors for RTW.   

Personal factors include self-esteem and self-efficacy in which positive self-perception, 

competence in self-management, and RTW self-efficacy are associated with higher rates of RTW 

(de Vries et al., 2012; Lagerveld, Blonk, et al., 2010; Lagerveld, Bultmann, et al., 2010). Blank et al. 

(2008) reported that cognitive function and strong family relationships are statistically significant 

predictors of RTW with increase in each positively affecting RTW outcome. 

Work-related factors have been widely studied with overall consensus that improved RTW 

outcomes are associated with management practices that support the re-integration process including 

commitment to DM practices, gradual RTW with progressive increase in workload and responsibilities,  

modifiable work including work demands, work resources, and types of task, and support from colleagues 

and superiors (Caveen et al., 2006; de Vries et al., 2012; Lagerveld, Blonk, et al., 2010; Saint-Arnaud et 
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al., 2006). Building on this are the findings by Ekberg et al. (2015) that highlight the importance of 

workplace conditions on RTW for people with common mental disorders (e.g., depression, anxiety, stress, 

burnout) over and above health and functioning. These include: workplace climate, workplace demands, 

and job turnover intentions. De Vries et al. (2012) found that differences between stakeholders — 

employees, supervisors, occupational physicians— reflect different relevance of importance of factors. 

Employees emphasize the importance of their feelings and attention to their complaints; supervisors 

emphasize the need for clarity regarding the employee functioning potential; and occupational physicians 

emphasize adjustment of work tasks.  

In addition to prognostic factors associated with RTW for people with common mental disorders, 

researchers have also found unique RTW barriers. These include health-related barriers (e.g., exhaustion, 

reduced concentration), personal barriers (e.g., perfectionism), as well as lack of social support from 

colleagues or supervisor which can impede re-integration at the workplace (Nieuwenhuijsen et al., 2013). 

Caveen et al. (2006) report on the important role that DM practices play in disability outcomes; however, 

they note that it is not clear how effective these practices may be for individuals with depression-related 

disability who are likely to experience different problems than workers who have a physical disability. 

They note that lack of concentration, difficulty maintaining stamina throughout the day, and struggling 

with managing time pressure and deadlines contribute to the RTW challenges inherent in this population.  

A further challenge for this population relates to stigma. This can include stigmatization in the 

workplace (Krupa, Kirsh, Cockburn, & Gewurtz, 2009; Malachowski & Kirsh, 2013; Moll, Eakin, 

Franche, & Strike, 2013; Stuart, 2004, 2006; van Oostrom, van Mechelen, Terluin, de Vet, & Anema, 

2009) as well as self-stigma (Evans-Lacko, Brohan, Mojtabai, & Thornicroft, 2012; Myette, 2008; 

Watson, Corrigan, Larson, & Sells, 2007) which can include perpetuation of the ‘sick role’ and an ‘off 

work identity’ and can reduce the probability of RTW (American College of Occupational and 

Environmental Medicine, 2006; Millward, Lutte, & Purvis, 2005).  
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The stigma associated with mental health issues (Bilsker et al., 2005; Kirsh et al., 2009; Patten & 

Juby, 2008; Stuart, 2004) further contributes to a person’s emotional fragility and readiness to return to 

the workplace. Stigma is still identified as an issue in today’s workplaces and is a contributing factor to 

employees not divulging their condition or accommodation needs which can affect RTW success (Kirsh, 

2000; Krupa, Kirsh, et al., 2009; MacEachen et al., 2006; Moll et al., 2013; Nielsen, Madsen, et al., 2010; 

Rebeiro-Gruhl & Laporte, 2008; Stuart, 2004, 2006). This is especially problematic when the workplace 

environment was a contributing cause to the employee’s deteriorating mental health and ultimate 

disability leave from work. Concerns about returning to the same unhealthy workplace negatively affects 

one’s anticipation about returning to work (Saint-Arnaud et al., 2006) and indeed undesirable work 

conditions have been found to negatively impact RTW outcome (Ekberg et al., 2015).  

Research has demonstrated that RTW interventions for people with mental health issues need to 

include a component that can change negative stereotypes, attitudes, beliefs, and behaviors which can be 

achieved at the organizational level through education and supportive workplace policies (Myette, 2008; 

Pomaki et al., 2010). Indeed, this is part of a more global initiative to address stigma in workplaces in an 

attempt to promote employment equity (Malachowski & Kirsh, 2013; Stuart, 2007). At the individual 

level, RTW efforts need to challenge negative self-definition by offering experiences that foster 

opportunity, skill development, and a vocational outlook thereby encompassing an outlook that 

recognizes the individual and their capabilities rather than focusing on their disability (Millward, Lutte, & 

Purvis, 2005). Building on this, is the notion of work-related self-efficacy and in particular, RTW self-

efficacy (RTW-SE), which has been found to be a robust predictor of RTW success and therefore an 

important consideration in RTW programs for people with mental health problems (Lagerveld, Blonk, et 

al., 2010).  

2.3 Return-to-work: Depression and reduced occupational functioning 

There is much literature attesting to the reduced occupational functioning that people recovering 

from depression experience which can affect their RTW journey. They may have fewer depressive 
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symptoms yet they may still be in a fragile state due to reduced cognitive processing and limited energy 

levels which can impact work performance (Adler et al., 2004; Goldner et al., 2004; Lam et al., 2013; 

Saint-Arnaud et al., 2006). Reduced energy is associated with increased levels of fatigue which has been 

found to be a core depressive symptom impacting function (Demyttenaere et al., 2005). Its impact on 

cognitive functioning can manifest in reduced concentration, impaired decision making skills, 

forgetfulness, lack of alertness, and executive dysfunction (Demyttenaere et al., 2005; Kim et al., 2009). 

Such cognitive difficulties can result in work limitations such as reduced ability to complete a task, 

difficulty with multitasking, and inability to meet deadlines (Demyttenaere et al., 2005; Lam et al., 2013; 

Swindle et al., 2001). Furthermore, lack of a routine and a crippling lack of self-confidence, contribute to 

the depressed person’s sense of hopelessness and lack of purpose which can erode motivation and 

function (Mee & Sumsion, 2001). 

This gap in functional recovery requires additional intervention to augment standard 

(pharmacological) treatment typically aimed at depression symptom reduction (Bilsker et al., 2006; 

McKnight & Kashdan, 2009; Zimmerman et al., 2008). Several researchers purport the need to 

specifically target occupational function in treatment interventions for people with depression (Bender & 

Farvolden, 2008; Bilsker et al., 2006; Lerner & Adler, 2011; McKnight & Kashdan, 2009) and, in 

particular, for knowledge workers whose job demands are more intellectual and psychosocial in nature 

(Bilsker et al., 2005). Adler (2006) proposes that people with depression may benefit from work-focused 

interventions that address on-the-job performance through learning new approaches to managing job 

demands, learning time management skills, and identifying workplace supports.  

The need to address occupational functioning has been highlighted by Bade (2010) who states 

that the functional requirements of work are often significantly more demanding than those in the home or 

community; therefore, it is prudent to look beyond mastery at home/community to address work 

functioning. Indeed, she notes that a premature RTW can lead to a downward spiral that can be a major 

setback to the worker’s recovery. The Conference Board of Canada‘s report, Depression in the Workplace 

(Chenier, 2013), draws attention to the plight of returning employees following an episode of depression 
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noting that the majority have difficulty with concentration, memory, decision making, and task 

performance even after being medically cleared to return to work lending support to the need for RTW 

assistance for these workers. Furthermore, Jansson and Bjorklund (2007) caution that an employer may be 

reluctant to have an employee who is not at a minimal functional level return to the workplace, suggesting 

the need for RTW preparation that addresses occupational functioning. These insights suggest that 

workplace-based RTW interventions may not always be applicable “as is” to people off work due to 

depression. Interventions that narrow the gap from disability to RTW for people recovering from 

depression may be beneficial in facilitating the process of rehabilitation to the workplace.  

2.4 Return-to-work interventions for people with depression: Overview 

Although great strides have been made within the last decade to better understand the RTW 

process for people with depression, relatively little is known about the effectiveness of interventions used 

for people with emotional distress (van der Klink, Blonk, Schene, & van Dijk, 2003) and, in particular, 

those focused on work-related outcomes (de Vries et al., 2012; Lagerveld, Blonk, Brenninkmeijer, 

Wijngaards-de Meij, & Schaufeli, 2012; Noordik, van Dijk, Nieuwenhuijsen, & van der Klink, 2009).  

Several researchers highlight the need for interventions that improve work participation and work 

functioning in depressed workers with a view towards RTW (Briand et al., 2007; Lagerveld, Bultmann, et 

al., 2010; Lerner & Henke, 2008). This can be achieved through elements such as work-related success 

experiences that foster self-esteem and self-efficacy (Briand et al., 2007; Lagerveld, Bultmann, et al., 

2010) and coping and problem solving skills (Lagerveld, Bultmann, et al., 2010) as well as the 

establishment of a work context that is conducive to RTW (Briand et al., 2007). The latter can be 

achieved through collaboration between employee and employer through open dialogue regarding an 

employee’s RTW needs, accommodation requirements, and establishment of a supportive work 

environment (St-Arnaud et al., 2014). 

To provide a comprehensive background for this study, a review of the literature for RTW 

interventions for people with depression was conducted. Seven electronic databases (CINAHL, PubMed, 
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Medline, Web of Science, PsychINFO, The Cochrane Library, and Google Scholar) were used to search 

for relevant papers using the terms: ‘depression’, ‘return-to-work’, and ‘interventions’. Papers that 

discussed RTW for people with medical conditions in which depression was a sequelae (as opposed to the 

primary reason for being off work) were excluded.  

Six papers pertained to RTW interventions for people with depression (covering four 

interventions) and are included in this review (see Table 20 in Appendix A): 

o Cognitive behavioral therapy (CBT) with a focus on work (Blonk, Brenninkmeijer, 

Lagerveld, & Houtman, 2006) 

o Adjuvant OT (Hees, de Vries, & Koeter, 2013; Hees et al., 2010; Schene et al., 2007) 

o Combination of clinical and work-related intervention (Wahlin et al., 2012) 

o Collaborative care (Vlasveld et al., 2013) 

Results from a comprehensive review on the effectiveness of interventions aimed at reducing work 

disability in employees with depressive disorders provide additional insight (Nieuwenhuijsen et al., 

2014). These researchers operationalized reduced work disability as a reduction in sickness absence 

(number of days on sick leave) and an enhancement of work functioning. Their research found some 

support for work-directed interventions (e.g., light duty, graded work exposure, supportive interventions 

aimed at the coping of the worker) and psychological interventions (e.g., CBT, structured telephone/ 

online CBT) compared to usual care alone. They categorized their findings into moderate or low quality 

evidence; hence, their challenge for more studies on work-directed interventions (including work 

outcomes) in order to increase knowledge on reducing sickness absence in depressed workers. Note that 

they considered moderate/low quality evidence as: further research likely/very likely to have an important 

impact on their confidence in the estimate of effect and may/likely change their estimate of the effect.  

Due to the paucity of interventions found through this literature review that specifically target 

RTW for people with depression, additional interventions are presented as they may provide insight into 

intervention elements that may have relevance to people with depression. These include the following 
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interventions for workers with common mental disorders such as adjustment disorder and anxiety disorder 

(see Table 21 in Appendix A): 

o Therapeutic RTW (TRTW) intervention (Briand et al., 2007) 

o Work-focused cognitive behavior therapy (W-CBT) (Lagerveld et al., 2012) 

o Coordinated and tailored work rehabilitation (CTWR) approach (Martin, Moefelt, 

Nielsen, & Rugulies, 2015; Martin et al., 2013; Martin, Nielson, Petersen, Jakobson, & 

Rugulies, 2012) 

o A RTW intervention to address (non-specified) mental health related work absences that 

was designed using program theory, an operational model, and a concrete action plan (St-

Arnaud et al., 2014)  

Also included is the following intervention for people with adjustment disorders (see Table 22 in 

Appendix A): 

o Cognitive behavior therapy (CBT)/problem solving therapy (PST) (Arends et al., 2012) 

and the following intervention for people with stress related mental disorders (see Table 23 in 

Appendix A): 

o Participatory Workplace (PW) Intervention (van Oostrom et al., 2008; van Oostrom et al., 

2007; van Oostrom, Heymans, et al., 2010; van Oostrom et al., 2009; van Oostrom, van 

Mechelen, et al., 2010)  

In the following sections, each of the above interventions is briefly presented. Details are provided in 

Appendix A. 

2.4.1 Return-to-work interventions for people with depression 

Cognitive behavioral therapy (CBT) is an evidence-based treatment intervention that has been 

found to improve clinical symptoms in both mood and anxiety disorders (Butler, Chapman, Forman, & 

Beck, 2006; Feldman, 2007). Blonk et al. (2006) found that five to six sessions of CBT (focusing on 

stress management) combined with what they call ‘a focus on workplace interventions’ (e.g., advice on 
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priority setting, lowering workloads, and organizing work) resulted in significant shorter periods of time 

to both partial and full RTW compared to CBT alone and compared to a control group (two brief sessions 

with a general practitioner).  

Positive results have emerged on the effectiveness of adjuvant occupational therapy (OT) in 

RTW for employees with depression (Hees et al., 2013; Hees et al., 2010; Schene et al., 2007). Schene et 

al. (2007) compared treatment as usual (TAU) to adjuvant OT (TAU + OT) and found that the addition of 

OT accelerated work resumption by approximately three months; however, it did not accelerate recovery 

from depression as evidenced in BDI-II depression severity scores. Adjuvant OT focused on the 

exploration of the relationship between work and depression, exploration of work problems, and support 

and evaluation of work resumption (individual sessions) and discussions around personal styles such as 

passivity, perfectionism, personal limits (group sessions). TAU consisted of 30 minute outpatient 

psychiatric treatment every two to three weeks (e.g., symptom assessment, CBT, medication). 

The above adjuvant OT intervention was revised to 18 sessions (instead of 36) and there was a 

shift in theoretical framework from a train-and-place approach (i.e., pre-vocational training before work 

resumption) to a place-and-train model (i.e., RTW as soon as possible) to improve work outcome in 

employees with depression (Hees et al., 2010). Central to the intervention was the Quality of Work (QW) 

model (Bakker, Demerouti, & Euwema, 2005; Demerouti, Bakker, Nachreiner, & Schaufeli, 2001) which 

is based on the premise that an imbalance between work demands and work capacity can result in 

problems with occupational functioning. In group sessions, participants were given the opportunity to 

break work problems down into manageable pieces. Each participant then worked on self-identified needs 

related to the work situation thus forming the basis for each individual’s work-reintegration plan. Group 

sessions were also used for discussions on progress related to work-reintegration planning and preparation 

for the meeting with the employer. TAU consisted of treatment by psychiatric residents in an outpatient 

clinic of a Mood Disorder department in an academic medical center. It consisted of clinical management, 

supportive therapy, and cognitive behavioural interventions.  
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An RCT of this revised intervention was carried out by Hees et al. (2013). They found that 

contrary to the study by Schene et al. (2007) using the original TAU + OT intervention, there was no 

significant difference in work participation (defined in terms of absenteeism and time until partial/full 

RTW) between the TAU group and the TAU + OT group; however, participants in the TAU + OT group 

showed greater improvement in depression symptoms and increased probability of long-term symptom 

remission (more than six months duration) and long-term RTW in good health. The researchers suggest 

that the beneficial effect of adjuvant OT may be explained through the extra support provided during the 

RTW process. They propose that more research be conducted to better understand the mechanisms 

through which adjuvant OT may contribute to depression recovery and general health. 

Clinical and work-related interventions were studied in the Return to Work East Sweden Study  

(Wahlin et al., 2012) which compared RTW outcomes between sick-listed patients with MSK disorders 

(e.g., soft tissue disorders, joint disorders) and mental disorders (48% depression, 31% adjustment 

disorders, 14% anxiety disorders, 2% burnout, 5% other diagnoses). Study participants received either 

clinical intervention from at least one health professional (e.g., physician, physiotherapist, occupational 

therapist, psychologist, nurse) or combined clinical and work-related interventions (e.g., at least one 

intervention at the workplace that facilitated RTW). The main study finding was that receiving combined 

clinical and work-related interventions was associated with increased prevalence of RTW at three-month 

follow-up for patients with mental disorders but not for patients with MSK disorders. 

The effectiveness of a collaborative care (CC) intervention for employees off work due to 

depression was studied in relation to TAU (Vlasveld et al., 2013). CC consisted of problem-solving 

treatment (PST), a self-help manual (on cognitive restructuring, RTW, and aspects of healthy lifestyle), 

and a workplace intervention (e.g., a workplace assessment and work adjustments, as needed). In 

comparison to TAU participants, the CC group had a shorter time to response (i.e., reduced depressive 

symptoms), no significant difference on time to remission, and no significant difference in the duration 

until full RTW during the 12-month follow-up.  



 

26 
 

2.4.2 Return-to-work interventions for people with a mental health problems 

Several researchers have studied RTW interventions that target mental health problems globally 

(e.g., not a specific diagnosis but rather general mental health) Briand et al. (2007) conducted an 

exploratory study to determine the possible links between the RTW process for workers with MSK 

disorders and the RTW process for workers with mental health problems using the Therapeutic RTW 

program (TRW) as a model for a RTW intervention (Loisel et al., 1994). TRW is a component of the 

Sherbrooke model which was designed to manage back pain through clinical and ergonomic 

interventions. Foundational to the model is early detection, early evaluations, early treatment, and a focus 

on a progressive RTW through TRW which is specially designed for each employee and addresses 

psychological factors, work environmental factors, and factors related to the involvement of the various 

stakeholders (Loisel et al., 1994). 

Findings from Briand et al. (2007) revealed that psychological variables, work environmental 

variables and variables related to the concerted action among stakeholders mainly guide interventions 

aimed at work rehabilitation regardless of the nature of the impairment. They found several factors that 

they believed should be considered in relation to workers with mental health problems including: a 

comprehensive analysis of the work disability situation, readiness to commit to a rehabilitation process, 

perception of the situation and the adjustment of expectations, feelings of self-efficacy, a return to one’s 

role as a worker, and the establishment of a favorable context.   

Work-focused CBT (W-CBT) was found to accelerate functional recovery (at 12-month 

follow-up) compared to regular CBT for employees on sick leave due to common mental disorders (e.g., 

adjustment disorder, anxiety disorder) (Lagerveld et al., 2012). W-CBT consisted of 12 regular CBT 

sessions which were framed within a work context (e.g., work-focused psycho-education, challenging 

dysfunctional thoughts regarding work) plus a module that focused specifically on work and RTW. Other 

researchers have also found that the addition of a work component to CBT has had good impact on work 

outcomes (Marhold, Linton, & Melin, 2001).     
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A coordinated and tailored work rehabilitation (CTWR) intervention for workers sick-listed for 

mental health problems (MHP’s) was found to delay RTW compared to conventional care management 

(CCM) (Martin et al., 2013). The 12-week intervention included a work disability screening, an action 

plan for RTW, and implementation of the action plan with regular updates. Possible explanations for this 

outcome include implementation failures (e.g., long waiting lists, perceived lack of coordination of the 

RTW plan) and insufficient involvement of the workplaces (Martin et al., 2013; Martin et al., 2012). 

Other factors impacting the outcome may include divergent perceptions of the time needed for RTW, lack 

of managerial support for the intervention, and inadequate stakeholder involvement (Martin et al., 2015)..  

St Arnaud et al. (2014) conducted extensive research on RTW support after an absence for a 

mental health related problem. They deduced the following elements that would be required in supporting 

employees in their RTW: commitment from senior management in favor of a support vision for RTW, 

concrete measures of support for returning employees, creation of a RTW coordinator, clear definition of 

the roles and responsibilities of stakeholders, development of a communication plan for dissemination of 

information about the program, and implementation of a recovery/RTW assistance and support process.  

2.4.3 Return-to-work interventions for people with adjustment disorders 

Adjustment disorders are a frequent cause of sick leave among employees. They are characterized 

by distress symptoms and emotional disturbance as a reaction to a significant life change or stressful life 

event. Arends et al. (2012) studied the effects of interventions that facilitate RTW for workers with 

adjustment disorders by selecting RCT’s evaluating the effectiveness of such interventions compared to 

no or other treatment (OP/family doctor). Interventions included: pharmacological interventions, 

psychological interventions such as cognitive behavioral therapy (CBT) and problem solving therapy 

(PST), relaxation techniques, exercise programmes, employee assistance programmes (EAP) or 

combinations of these interventions. They studied psychological interventions (five CBT and five PST) 

and found that CBT did not significantly reduce time until partial RTW and did not significantly reduce 

time to full RTW compared to no treatment. They found that PST significantly enhanced partial RTW at 
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one-year follow-up compared to usual care but did not significantly enhance time to full RTW at one-year 

follow-up. These researchers suggest that future research should explore interventions other than CBT 

and PST for their effect on RTW outcomes.   

2.4.4 Return-to-work interventions for people with stress-related mental disorders 

Van Oostrom et al. (2008; 2007; 2009; 2010) developed a RTW intervention for sick-listed 

employees with stress-related mental disorders (SMD’s) (e.g., excessive mental workload, unhealthy 

work environment, psychological distress), based on an existing successful RTW intervention for sick-

listed employees with low back pain (LBP) (Anema et al., 2007; Anema et al., 2003). It is entitled the 

Participatory Workplace (PW) Intervention and is described as a stepwise process involving the sick-

listed employee and supervisor aimed at reducing obstacles for RTW by reaching consensus regarding an 

action plan for RTW guided by a RTW coordinator.  

Results of a feasibility study (N = 112) have shown that there is high feasibility for a PW 

intervention for employees sick-listed with distress and their supervisors, in spite of the existence of 

stigma related to mental health problems (van Oostrom et al., 2009). In another study (N = 125), van 

Oostrom et al. (2010) found that the intervention was effective for those employees who at baseline 

intended to RTW. They found no effect of the workplace intervention on lasting RTW for employees who 

showed no intention to return to work at baseline.  

2.4.5 Return-to-work interventions: Summary 

The limited number of RTW interventions specifically for people with depression that are 

discussed in the literature indicates the need for further development and research in this area. While there 

are a few interventions that show promise, more research is needed to establish best practice in the area of 

RTW for people with depression. Researchers, however, are showing some convergence regarding 

elements that should be in RTW interventions for this population. These include: a work focus, 

identification of RTW barriers, RTW planning with stakeholder support and collaboration (e.g., 
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employer, management), a progressive work re-integration, and support during RTW. Overall 

psychological and work factors need to be addressed for enhancing RTW outcomes.  

Scholarly papers corroborate the findings of many researchers that occupational functioning 

typically lags behind depressive symptom remission as reflected in sequelae of depression such as fatigue 

and impaired cognitive functioning pointing to the need for interventions that rebuild work capacity as a 

step toward work re-integration. This research finding is even more poignant when it is corroborated 

through in vivo research such as that conducted by the Conference Board of Canada that highlights the 

real life challenges of people returning to work following a mental health related issue such as stress, 

depression, and burnout (Chenier, 2013; Thorpe & Chenier, 2013). The Conference Board researchers 

found that many employees who return to work following a mental health issue often experience 

cognitive problems (e.g., impaired concentration, memory, decision-making, task performance) in spite of 

medically being deemed fit to return to work. They found that employees who had been on leave due to a 

mental health issue were less likely to report a successful RTW (approximately 60%) compared to those 

on leave for a physical issue (approximately 80%). They highlight the need for assistance with RTW to 

increase the likelihood of successful reintegration into the workplace following a mental health issue. 

They also point to the importance of educating front-line managers and supervisors so that they do not 

interpret productivity issues as performance issues resulting in an employee not receiving the support 

required for work re-integration and occupational functioning.  

2.5 Role of occupational therapy in the return-to-work process 

2.5.1 Overview 

Occupational therapy has a long history of involvement in work-related treatment. Its roots can be 

traced back to World War I when early occupational therapy practitioners utilized work as a treatment 

modality to rehabilitate physically injured soldiers in military hospitals to assist them in returning to their 

pre-war occupations. In the area of mental health, early practitioners engaged patients in productive 

occupation utilizing craft work as a therapeutic medium (Creighton, 1992; Jacobs & Baker, 2000). 
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Currently, the Canadian Association of Occupational Therapists (CAOT) states that occupational 

therapists are positioned to take on the challenge of RTW and to play a significant role in work 

rehabilitation. Due to their unique knowledge and skill set, their focus on engagement in meaningful 

occupation, and understanding of the  interrelationship among the person, the occupation, and the 

environment occupational therapists are credited with having the tools to provide valued RTW services 

(CAOT, 2009).  

Kaskutas (2012) and Joss (2007) expand on the occupational therapist’s role in RTW by drawing 

attention to the well-ingrained activity analysis skills that therapists can use to define clients’ job tasks, 

understand the tools and equipment used, evaluate the skills and aptitudes required to perform the job, and 

assess the work environment. By addressing such elements of a worker’s job, the occupational therapist 

can determine a person’s suitability for work duties with implications for RTW readiness (Joss, 2007). 

Indeed, such information helps to identify treatment objectives which may include equipping the worker 

with the necessary skills required to perform the job. This is often accomplished through a RTW program 

which can bridge the gap between absence from work and re-entering the workplace (Joss, 2007).  

Lysaght (1997) has drawn attention to the importance of occupational therapists developing the 

skills and having the tools to conduct job analyses in today’s complex world of business and industry. 

Indeed there have been dramatic changes in the marketplace with concomitant changing requirements for 

occupational therapists in vocational practice. This has led to the evolution of occupational therapists and 

their skill set in order to respond to the demands and challenges in the current vocational field (Adam, 

Gibson, Lyle, & Strong, 2010; Strong, Baptiste, & Salvatori, 2003). Occupational therapists have had to 

embrace a consumer-oriented practice with multiple stakeholders and the need to assume multiple roles 

necessitating a variety of skills (Strong et al., 2003). Notwithstanding this evolution, fundamental 

occupational therapy principles -- occupation is central to all practice and people are viewed as 

‘occupational’ beings -- have been maintained and remain at the core of practice (Adam et al., 2010). 

Furthermore, the occupational therapist’s foundational skill of activity analysis has also been maintained 

and underlies the job analyses that occupational therapists are often called upon to conduct in today’s 
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workplaces (Adam et al., 2010; Deen, Gibson, & Strong, 2002). Holmes (1985) and Joss (2007) posit that 

the skills required for job analysis are a natural extension of the skills that occupational therapists use in 

activity analysis. Furthermore, research into job analysis and its use in various professions has shown that 

occupational therapists use task analysis as a fundamental practice skill for prevention of disability, 

rehabilitation planning, workplace accommodation, and graded RTW programs (Lysaght & Shaw, 2010; 

Lysaght & Wright, 2005). 

Main and Haig (2006) point to the occupational therapist’s understanding of the relationship 

between a person’s medical condition, functional abilities, psychosocial status, and work demands which 

they have found facilitate RTW. Other research further supports the fit between occupational therapists 

and work rehabilitation by drawing on the role that occupational therapists play in helping clients 

maintain the worker role, develop competence for work, and facilitate reintegration to the workplace. This 

can be accomplished through training and/or rehabilitation to improve deficits to better align with job 

demands, teaching strategies to cope with work demands, and educating the employer regarding 

employee needs (Brewin & Hazell, 2004; Shamberg, 2005).   

Building on these concepts is the notion of occupational practice which involves using 

occupationally-based interventions at the core of one’s occupational therapy practice (Ashby, Gray, Ryan, 

& James, 2015; Kielhofner, 2005; Lysaght & Wright, 2005). Ashby et al. (2015) purport that using real-

world ‘doing’ with occupation as a principle therapeutic modality, as is inherent in an occupation-based 

practice, contributes to changes in occupational performance. Kielhofner (2005) espouses that through 

such an orientation, clients find meaning in their occupational therapy treatment with relevance to their 

occupational lives. While he promotes the value of an occupation-focused practice that empowers clients 

through engagement in activity that is ideally within real world contexts, he identifies a gap that exists 

between the occupation-based practice that scholars have envisioned and the actual experiences that many 

clients report on regarding the relevance and meaning of their rehabilitation. Without such relevance, 

clients can lose interest in their treatment and indeed can view occupational therapy as a negative 

experience. On the other hand, when clients are motivated in their treatment, they take an active part in 
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their rehabilitation (Casteleijn & de Vos, 2007). Motivation has been described as a key indicator for 

success in rehabilitation and has been found to  include elements such as active involvement, purposeful 

activity, choices, and success and feelings of competence (Casteleijn & de Vos, 2007).  

2.5.2 Mental health, occupational therapy and return to work  

Occupational therapy’s roots are in mental health (Gutman, 2011; Sedgwick, Cockburn, & 

Trentham, 2007; Waghorn, Lloyd, & Clune, 2009). Currently, CAOT positions occupational therapy as a 

core component of an integrated mental health system (CAOT, 2008). Krupa, Fossey, Anthony, Brown, 

and Pitts (2009) expand on this by noting that occupational therapy is a key discipline in psychiatric 

rehabilitation offering a strong theoretical and knowledge base to the field together with unique 

procedures and practices.  

Devlin et al. (2006) expand on the occupational therapist’s role in mental health by emphasizing 

that vocational rehabilitation is an essential part of service delivery in mental health. They describe this 

role as pivotal and a vital link between the world of mental health and employment. Waghorn et al. (2009) 

build on this by acknowledging the different roles that occupational therapists have played in community-

based care, many of which involve vocational rehabilitation for people with mental health problems.   

With occupational therapy’s central focus on occupation as a determinant of health and well-

being, occupational therapists are uniquely suited to address issues related to occupation (Désiron, de 

Rijk, Van Hoof, & Donceel, 2011; Krupa, Fossey, et al., 2009; Rebeiro, 1998; Sutton, Hocking, & 

Smythe, 2012). This is accomplished through occupational analyses, graded activities to meet personal 

goals, education, a focus on strengths and skill building, and consultation regarding environmental 

modifications and/or job accommodations (Krupa, Fossey, et al., 2009). Rebeiro (2001) emphasizes the 

importance of an affirming environment focused on client strengths which provides clients a sense of 

worth and the self-confidence to engage in occupations for their enhanced mental health and well-being. 

The essential elements that foster such a ‘just-right’ environment include working collaboratively with 

clients to set goals, guide therapy, and choose occupations that are meaningful to them. 
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An extension to this is the role that occupational therapists play in enabling healthy ‘doing’ at 

work which is critical for achieving an optimal level of occupational engagement and can contribute 

positively to a worker’s mental health and enable work-life balance (Kirsh, Cockburn, & Gewurtz, 2004). 

Through unique occupational therapy strategies (e.g., job demands analysis, workplace accommodation 

design), healthy ‘doing’ is facilitated which promotes the mental health of workers and results in a more 

productive workforce benefitting the worker, the employer, and society as a whole (Kirsh et al., 2004).   

Occupational therapy is well positioned to bridge the domains of mental health and the workplace 

through its grounding in mental health and focus on occupational function, goal directedness, and self-

mastery - factors which have been found to be crucial for functional recovery and supportive of RTW 

(Bilsker et al., 2006).   

2.5.3 Work hardening    

Foundational concepts of the occupational therapy profession are embedded in work and work-

related activities (Jacobs & Baker, 2000; Rockman, 2000). The use of work as a therapeutic modality can 

be traced back to the profession’s inception (Rockman, 2000). It is the underlying principle behind work 

hardening, a treatment intervention that was developed in the mid-1970s to address work-related injuries 

and minimize their cost. Work hardening gained popularity in the industrial rehabilitation community, 

most notable for employees with physical conditions such as back injuries (Ogden-Niemeyer & Jacobs, 

1989). Simultaneously, occupational therapists’ interest in work hardening increased. In 1985, the 

American Occupational Therapy Association published the following occupational therapy work 

hardening definition (as cited in Ogden-Niemeyer & Jacobs, 1989): 

A work hardening program conducted by occupational therapy personnel is an individualized, work 

oriented activity process that involves a client in simulated or actual work tasks. These tasks are 

structured and graded progressively to increase psychological, physical and emotional tolerance and 

improve endurance, general productivity, and work feasibility. The eventual goal of work hardening 

services is to improve the client’s occupational performance skills to allow effective functioning in 

homebound, sheltered, modified, or competitive work. (p.4) 

 



 

34 
 

The definition of work hardening does not restrict its application to a particular client population; 

however, over the years, work hardening has been largely focused on people with physical injuries. 

Indeed, much of the literature on work hardening relates to employees with physical injuries and pain. Joy 

et al. (2001) found that work hardening significantly improved pain tolerance in 115 patients with low 

back injury. Scully-Palmer (2000) report a 15% increase in RTW rates among people with spinal injury 

and upper body injuries who completed work hardening in an  industrial rehabilitation program (Work 

Venture, Peabody Massachusetts). Stratton Johnson et al. (2001) studied the effectiveness of a work 

hardening program for persons with a physical disability at the Health Sciences Centre in Winnipeg, 

Manitoba. They found that work hardening was an effective treatment based on the return of 82% of 

participants to their pre-disability position.  

The wide applicability of work hardening to the physical disability domain is evident in the 

literature while its applicability to the mental health domain and, in particular to people with depression, 

has remained largely unexplored.  

2.5.4 Cognitive work hardening 

CWH adopts the same occupational therapy principles as ‘classical’ work hardening but applies 

the concepts to the mental health domain in order to address the functional impairments associated with 

depression that may impact work performance (Wisenthal, 2004). The centrality of occupation in the 

occupational therapy field, along with its view of the worker role as one of the major life roles, is at the 

core of CWH, which has focused on the needs of clients preparing to resume their worker role following 

an episode of depression. The core competency of occupational therapy –  enablement – is the 

cornerstone of this intervention and is reflected in the therapist’s client-centered and collaborative 

approach which facilitates clients re-engaging in their worker role (Wisenthal & Krupa, 2013). The 

client-centered approach together with an occupation-focused practice (Ashby et al., 2015; Kielhofner, 

2005) and the recognition of the importance of motivation in rehabilitation (Casteleijn & de Vos, 2007) 

situate CWH within the purview of an occupational therapy framework. 
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CWH is a multi-element intervention typically offered by an occupational therapist (OT) in a 

simulated work setting preferably in the community away from a clinic environment (Wisenthal, 2004; 

Wisenthal & Krupa, 2013). Consistent with principles of occupational therapy practice, the intervention is 

grounded in the analysis of the client’s job and the work environment in which the client works. Key 

occupational performance issues are identified by the client in an intake interview (and supported by 

medical documentation and other file data) and typically include fatigue, cognitive difficulties, 

behavioral/interpersonal issues (e.g., effective communication, conflict management), and reduced coping 

skills (e.g., time management, organizational skills, goal setting). These performance issues are 

considered with respect to work demands obtained from a job description and form the basis of the CWH 

intervention rendering the strategies selected individualized, highly relevant, and enabling of a 

collaborative relationship with the client served.   

The intervention uses work as a treatment modality, a basic occupational therapy principle 

(Jacobs & Baker, 2000). Graded work tasks which simulate a person’s actual work tasks and/or the 

cognitive demands of the person’s job are used in order to address cognitive difficulties that may limit 

occupational functioning (Wisenthal, 2004; Wisenthal & Krupa, 2013). These typically include reduced 

concentration, memory, multitasking, and planning ability, which are often impaired as a result of 

depression (DeBattista, 2005; Hammar & Ardal, 2009; Lam et al., 2012).   

A structured work schedule is inherent in the CWH intervention and provides the person who has 

been home on disability leave a structure and routine of meaningful and work-related activities which is 

typically lacking when off work due to disability. Structure to the day can assist with improving feelings 

of self-esteem, enhancing motivation and offsetting general feelings of hopelessness that are often 

reported by people who experience mental illness (Mee & Sumsion, 2001). Since fatigue and reduced 

energy are commonly associated with depression and have been found to have a negative effect on work 

performance (Johnson, 2007; Kessler et al., 2008), stamina and energy are addressed in CWH with close 

attention to the balance of work-life demands and the importance of maintaining meaningful activity 

participation outside of the realm of the workplace. The progressive nature of the CWH schedule includes 
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a gradual increase in work hours and/or work days designed to build work stamina (Wisenthal, 2004; 

Wisenthal & Krupa, 2013) typically required as a result of fatigue which can impair occupational 

functioning due to low energy even after clinical improvement of depressive symptoms (Lam et al., 2013; 

Lam et al., 2012; Swindle et al., 2001). Improving stamina in conjunction with progressive rebuilding of 

cognitive abilities aims at increasing the client’s tolerance to work hours with resultant levels of energy 

required to match work demands. This approach aligns with findings by Swindle et al. (2001) that 

interventions for depression that increase energy level may be most suitable for increasing the rate of 

RTW productivity.  

Behavioral issues resulting from depression (e.g., interpersonal skills, ability to handle stress, 

time management) have been discussed by several researchers as negatively impacting occupational 

functioning (Bade & Eckert, 2008; Bender & Farvolden, 2008; Lam et al., 2012). These are addressed in 

CWH through education and skills training (e.g., professional development videos, coaching, role plays) 

aimed at the development of coping strategies (e.g., time management), effective communication 

strategies (e.g., assertiveness), and goal setting in order to facilitate the handling of workplace issues. 

Collectively, these inputs are designed to better equip clients to deal with interpersonal stress, work stress, 

and other work pressures that could negatively impact their functioning and mental health. Interventions 

that have an educational component contribute to one’s sense of well-being, sense of control and 

empowerment which can contribute to success at work (Baynton, 2010; Eklund & Backstrom, 2006). 

Given that CWH is an intervention targeting a work-related outcome, it promotes adherence to a 

work schedule, punctuality, and work output while concurrently it focuses on functional limitations that 

may need to be addressed in order to facilitate RTW. CWH aims to make clients aware of their 

functioning and to provide insight into their strengths and limitations which can have implications for 

RTW. Ongoing evaluation and feedback on one’s work performance within the simulated work setting 

provides clients a barometer of their functioning and readiness for RTW (Wisenthal, 2004; Wisenthal & 

Krupa, 2013). Engagement in meaningful work tasks with experiential performance accomplishment (as 

is designed in CWH) can lead to task mastery which can promote perceived self-efficacy (Bandura, 
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1977). Bandura (1977) defines self-efficacy as “beliefs in one’s capabilities to organize and execute the 

courses of action required to manage prospective situations.” (p. 2).  

There is much evidence in the literature that people’s perceptions of their ability to perform work 

tasks and meet role expectations is linked to RTW outcomes (Brouwer, Reneman, Bultmann, van der 

Klink, & Groothoff, 2010; Carriere et al., 2015; D'Amato & Zijlstra, 2010; Shaw et al., 2002; Shaw & 

Huang, 2005) and is therefore considered an essential factor in the work rehabilitation process (D'Amato 

& Zijlstra, 2010; Labriola et al., 2007). Furthermore, change in self-efficacy has been presented as a 

particularly relevant factor in RTW and has been proposed as an important aspect of RTW interventions 

(Labriola et al., 2007; Shaw & Huang, 2005). It is noteworthy that acquiring self-efficacy can improve 

self-esteem and reduce self-stigma which is often a barrier to social activity and employability (Stuart, 

2004). 

CWH is especially well suited for the ‘knowledge worker’ whose employment is weighted 

towards demands that are mental in nature. Indeed, today’s workforce has seen a shift from physical 

labour to work based on brainpower with planning, conceptualizing, and working with data and 

information being more integral to the job rendering these skills more critical in today’s workplaces 

(Bogdanowicz & Bailey, 2002; Morissette, Ostrovsky, & Picot, 2006). Our knowledge-based economy 

depends on the productivity of knowledge-workers who account for more than two-thirds of the American 

workforce (Ramirez & Nembhard, 2004) and approximately 25% of knowledge-based occupations in 

Canada which include management, professional, and technical occupations (Baldwin & Beckstead, 

2003). There is data to support the shift in demand from lower to higher knowledge workers in Canada. 

Morrisette et al. (2004) report that between 1981 and 2001, while total employment in Canada rose 49%, 

employment in high-knowledge industries rose 84%. Low and high-knowledge industries grew at 32% 

and 52% respectively. By 2001, high knowledge industries accounted for around 10% of total 

employment compared to 8% in 1981. Given today’s economic reliance on knowledge workers, they are 

perceived as a corporate resource and asset and are being included in organizational strategic plans to 

improve productivity (Bogdanowicz & Bailey, 2002; Ramirez & Nembhard, 2004).  



 

38 
 

Amidst the changes in workforce orientation, there are reports of increases in psychological 

demands at work (e.g., work pace, mental intensity) contributing to the onset of depression in Canadian 

workers (Institute for Work & Health, 2012). This has been found to be especially prevalent among 

knowledge workers who are weighted with intensive work output often requiring long work hours of 

mental activity which may contribute to cognitive fatigue with ensuing effects such as reduced decision-

making, reduced attention to detail, increased errors, and reduced ability to handle stress 

(Canadian Centre for Occupational Health and Safety, 2015). These workers are often at greater risk for 

depression (Goetzel et al., 2002); hence, potentially more at risk of leave. It is critical that knowledge 

workers returning to work following a depressive episode be given the tools they need for RTW success 

through targeted treatment interventions that address the cognitive demands and workplace issues they 

typically face in their workplaces. 

The emphasis of CWH on work and occupational functioning for people recovering from a 

depression may be linked to relevant research in psychiatric rehabilitation. Some researchers (Gutman & 

Biel, 2001; Gutman & Schindler, 2007) report that absorption in meaningful occupation can help people 

with depression achieve a greater sense of well-being through neural chemistry changes. These 

researchers suggest that occupation requiring increased use of the left hemisphere of the brain (which 

mediates optimism and well-being), can reduce feelings of depression, pessimism, and anxiety (mediated 

by the right hemisphere) and produce more positive mental outlooks. They note that activities that 

stimulate the left side of the brain can include those that involve logic, sequencing, analysis, calculation, 

and reading. It is noteworthy that the work tasks inherent in CWH typically include such ‘left brain’ 

functions. 

CWH aligns with the recovery paradigm which drives today’s approach to the treatment of people 

with mental illness. Deegan (1988) challenges that recovery is a fundamental phenomenon upon which 

rehabilitation efforts depend and indeed CWH is consistent with this perspective. This is seen in the 

overlap between fundamental CWH principles and core components of the recovery paradigm such as 

client-centered treatment, function-based goal attainment (e.g., employment), empowerment (as 
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established through self-efficacy) and the re-establishment of a new sense of self and of purpose within 

and beyond the limits of people with disabilities (Clay, 2013; Deegan, 1988; Getty, 2015). In addition, 

CWH aligns with several models germane to the field of occupational therapy such as the Person-

Environment-Occupation (PEO) Model (Law et al., 1996), the Canadian Model of Occupational 

Performance and Engagement (CMOP-E) (Townsend & Polatajko, 2007), and the Canadian Model of 

Client-Centred Enablement (CMCE) (Townsend & Polatajko, 2007). 

2.6 Theoretical models underlying current study 

This section provides a brief overview of the above occupational therapy models which underlie 

the CWH intervention and position the intervention under study. The application of these models to CWH 

is explored in more detail in Chapter 3. 

2.6.1 Person-Environment-Occupation (PEO) Model 

The Person-Environment-Occupation (PEO) model grounds the CWH intervention due to the 

transactional relationship it espouses regarding person, environment, and occupation and the importance 

of ‘fit’ among these elements for optimal occupational performance (Law et al., 1996). The application of 

the PEO model to CWH is also consistent with its integration into practice as described by Strong, Rigby, 

Stewart, Law, Letts, & Cooper (1999). The steps they outline include: 1) identify occupational 

performance strengths and limitations; 2) assess performance components, occupation activities/tasks, and 

environmental conditions; 3) combine this information in a transactional framework to develop an 

intervention plan in collaboration with the client. These steps are carried out in CWH to create an 

intervention that is specific to the individual through consideration of the unique transactional nature of 

each client’s person, environment, and occupation elements for the purpose of assessment and 

intervention – an approach promoted by other researchers as well (Brown, 2009).  

2.6.2 Canadian Model of Occupational Performance and Engagement (CMOP-E) 

CWH also aligns with the Canadian Model of Occupational Performance and Engagement 

(CMOP-E) which promotes occupation as a bridge that links a person and his/her environment 
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(Townsend & Polatajko, 2007). The concept of occupational engagement which is germane to the CMOP-

E is consistent with the philosophy underlying CWH whereby clients are given the opportunity to address 

occupation that is meaningful and relevant to them to maximize occupational performance and 

engagement as part of their RTW process. Furthermore, consideration of the context in which the 

person’s occupation occurs is an element of the CMOP-E (Wong & Fisher, 2015) and is indeed factored 

into the CWH intervention in terms of the therapist considering the workplace environment to which the 

client is returning in terms of job demands and workplace milieu/culture and ensuring that the client is 

equipped with skills and strategies to face these stressors.   

2.6.3 Canadian Model of Client-Centred Enablement (CMCE)  

The CWH intervention is also grounded in the Canadian Model of Client-Centered Enablement 

(CMCE). The model highlights the key occupational therapy skill of ‘enablement’ and establishes several 

enablement skills that occupational therapists employ within a client-centred collaborative relationship.  

(Townsend & Polatajko, 2007). This approach is consistent with CWH where the approach is client-

centered and driven by a collaborative relationship with the client in order to design a CWH intervention 

that meets the unique occupational functioning needs of the client. Through this process, the client 

participates in meaningful occupation which provides feelings of usefulness and value that have been 

found to be important intervention elements for people with mental health issues (Krupa, Fossey, et al., 

2009; Rebeiro, 1998; Sutton et al., 2012).  

2.7 Summary 

A review of the literature has identified many issues that pertain to RTW for people with 

depression. There is an emerging picture of the complexities of this population and their RTW obstacles 

that not only include cognitive functioning, energy capacity, and emotional fragility but also involves the 

stigma that is prevalent in today’s workplaces; most notably, with respect to mental health and the 

negative attitudes that may accompany employees returning to the workplace after a depression. There is 

general agreement that work-focused interventions that target occupational function would assist this 
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population of returning workers; however, no specific intervention(s) has yet been identified in the 

literature that fully addresses RTW issues such as cognitive functioning, self-rated health, self-efficacy, 

workplace conditions, and stigma.   

CWH is presented as an intervention that is occupationally-focused and has been applied to 

persons preparing to return to work following an episode of depression. It has several of the elements that 

researchers espouse should be in a work-focused intervention for this population including focus on 

cognitive skills that often remain impaired in spite of depressive symptom improvement, movement 

toward task mastery to promote self-efficacy especially pertaining to occupational functioning, and 

development of coping strategies that can assist with the stigma often faced by people following a mental 

health disability leave.  

CWH is situated in this literature review as having derived from the more classical work 

hardening which by its nature is not limited to disability type yet has for the most part been utilized for 

employees with physical disabilities/injuries. As CWH is an extension of the more classical work 

hardening and has been applied to employees with mental health disabilities, a more careful examination 

of its unique attributes and relevance to this population may provide important insights into ways in 

which RTW outcomes may be addressed for people following a depressive episode.  

This research presents the pioneering application of an already evidence-based practice; namely, 

work hardening, to employees following a depressive episode. The research examines the effectiveness of 

CWH with respect to intervention participants’ sense of work readiness as measured by work ability, 

fatigue, and depression severity, and uncovers underlying models and key elements thus providing new 

knowledge about the intervention and sharpening understanding of the intervention. Positive findings 

with respect to its effectiveness in RTW outcomes have the potential to render CWH more mainstream 

through knowledge transfer, education, and training. 

The research in this thesis is timely since the scholarly community is calling for evidence based 

interventions for RTW of people following a mental health disability leave while at the same time, 

insurance and industry are looking for assistance that targets work re-integration in such a way as to 
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improve RTW outcomes for people returning to work following a depressive episode. CWH is presented 

as a possible response with benefit to all stakeholders.  
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 Analysis of Cognitive Work Hardening1 

This chapter presents a theoretical analysis of the components and underlying mechanisms of 

CWH using Intervention Mapping (IM) as a tool to deconstruct its elements. The IM process provides a 

systematic framework for planning, designing, and implementing health promotion programs 

(Bartholomew et al., 1998; Bartholomew et al., 2011). It is used in this thesis to deconstruct the existing 

CWH intervention under study for the purpose of analysis, communication, and improvement. The 

application of IM to CWH illustrates the theoretical underpinnings of the treatment intervention and 

assists with better understanding the linkage between intervention elements and intervention objective. 

This analysis provides a structured and detailed program theory for the CHW intervention consistent with 

the goals of program theory evaluation (Rogers, Petrosino, Huebner, & Hacsi, 2000).   

There are several approaches to program evaluation (Carroll et al., 2007; Rogers et al., 2000; 

Saunders, Evans, & Joshi, 2005). IM was chosen for the current program analysis because its inherent 

structured step-wise approach is ideal for making linkages between program elements and expected 

program outcomes. Furthermore, IM has been used by other researchers to tailor programs for targeted 

groups (e.g., mental disorders) as well as targeted domains (e.g., occupational health) (Koekkoek, van 

Meijel, Schene, & Hutschemaekers, 2010; van Oostrom et al., 2007) both directly relating to the target 

population served by the CWH intervention.  

Some of the models that emerged from the CWH deconstruction are explored and analyzed in 

terms of their application to the intervention under study in this thesis. 

3.1 Introduction to intervention mapping  

Intervention Mapping (IM) is a program planning approach developed by Bartholomew, Parcel, 

and Kok and introduced in 1998 (Bartholomew et al., 1998). IM  provides a detailed framework for 

                                                      
1  Major sections of this chapter have been published in the BMC Health Services Research Journal 

(Wisenthal & Krupa, 2014). 
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planning interventions applying a  systematic process of pre-defined steps to address a health situation in 

order to plan and develop an intervention that is based on theory (Bartholomew et al., 2011).  

IM is considered a six step process with each step consisting of several tasks which, once 

completed, set the stage for the next step (Figure 1). The process is an iterative one, moving back and 

forth between tasks and steps as information and perspectives emerge from various activities. The process 

is cumulative with each step being based on the previous step in an effort to be comprehensive in the 

planning and maximize the potential effectiveness of the intervention/program (Bartholomew et al., 2011; 

Kok, Bartholomew, Parcel, Gottlieb, & Fernandez, 2013).  

Figure 1. Intervention Mapping Process 

Figure 1. Intervention mapping process (Bartholomew et al, 2011). 
Reprinted with permission from John Wiley and Sons (Appendix L). 
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IM has been used to create new programs to address problems in health care either through 

original design (Koekkoek et al., 2010; Lloyd, Logan, Greaves, & Wyatt, 2011; Schmid, Anderson, Kent, 

Williams, & Damush, 2010; Vermeulen, Anema, Schellart, van Mechelen, & van der Beek, 2009) or by 

adapting an existing intervention to meet the needs of a different population (Briand et al., 2007; Detaille, 

van der Gulden, Engels, Heerkens, & van Dijk, 2010; van Oostrom et al., 2007). In particular, some 

researchers have used the IM approach to develop workplace interventions for employees on leave due to 

mental disorders based on existing programs for workers with musculoskeletal conditions (Briand et al., 

2007; van Oostrom et al., 2007).  

Since CWH emerged from the more established physically-based classical work hardening, 

referred to in this chapter as physical work hardening (PWH), the IM protocol is being used to gain 

increased insight into the application of work hardening to the mental health population. By applying the 

structured protocol, the CWH intervention is deconstructed, yielding a detailed analysis of its objectives, 

tools and materials, and linkages to underlying theories and models.  

IM Step 1 is implicit in this analysis and yields the overall program objective of ‘successful 

return-to-work’ for both PWH and CWH applied to their respective populations. Step 2, Tasks 1 and 2 are 

used to examine the similarities and differences of these two interventions through variations in each of 

their overall program objectives, behavioural and environmental outcomes, and performance objectives. 

Step 2, Tasks 3 and 4 focus on CWH and are used to select changeable behaviour determinants of 

performance objectives for the behavioural and environmental outcomes with a matrix of change 

objectives being created that links the determinants to performance objectives. Step 3 is then used to 

select theoretical methods that match to the behaviour determinants and are then linked to practical 

strategies largely drawn from direct experience with the CWH intervention. Step 4 and Step 5 are not 

applicable in the current analysis because they relate to program creation and implementation whereas 

CWH is an existing treatment intervention. Step 6 is discussed in terms of its value in monitoring the 

CWH intervention under discussion, fine tuning details to enhance outcome, and contributing to research 

and clinical knowledge to advance health outcomes. 
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3.2 CWH situated within classical work hardening  

Both physical and cognitive forms of work hardening are rooted in common underlying principles 

while the differences are based on the functional and work-related needs of the population they 

specifically address. Both forms of work hardening use graded work activities to simulate a person’s 

actual work tasks and demands. The goals of graded work activities in PWH encompass the 

neuromuscular aspects of an injury; in CWH, graded work activities focus on the cognitive aspects of the 

client’s condition. 

Both forms of work hardening aim to improve a client’s work performance skills to enable the 

safe and productive return to the workforce (Brewer & Stroms, 1993; Demers, 1992; Ogden-Niemeyer & 

Jacobs, 1989; Sang & Eria, 2005; Stratton Johnson et al., 2001; Wisenthal, 2004; Wisenthal & Krupa, 

2013). RTW outcomes are enhanced in PWH by increasing physical endurance, pain management, injury 

prevention, pacing and application of ergonomic principles (Joy et al., 2001; Sang & Eria, 2005; Stratton 

Johnson et al., 2001) while they are enhanced in CWH by increasing mental stamina, mental fatigue 

management, coping skills, as well as pacing, and application of ergonomic principles (Wisenthal, 2004; 

Wisenthal & Krupa, 2013).  

The deconstruction of CWH that follows provides a backdrop against which to analyze the 

intervention and its component elements. 

3.3 Deconstruction of CWH - Applying Intervention Mapping steps 

3.3.1 IM Step 1: Needs Assessment 

A Needs Assessment is not within the scope of this analysis because CWH is an existing program 

and its creation is not being addressed in this thesis. Nevertheless, many of the elements comprising this 

step (e.g., discussion with stakeholders, examination of client needs) were initially used at program 

inception (in 2000) to adapt PWH to the client population served by CWH (Wisenthal, 2004).  

A driving force behind the early development of the intervention under study was an identified 

need by a particular insurance carrier who was faced with a growing number of disability claimants that 



 

47 
 

were on medical leave due to mental health reasons (e.g., depression). Discussions with other insurers 

confirmed the need for RTW preparation for this population. Employers were reluctant to have employees 

return to the workplace until they were able to maintain a minimal work schedule (e.g., 16-20 

hours/week) and minimal work functioning that would support meaningful work outputs. As such, the 

initial goal of the RTW intervention was to rebuild the employee’s work functioning and stamina to 

support the minimum required work schedule and job demands. The employee would then continue with 

a graduated return-to-work schedule at the actual workplace to work towards full time hours.  

Insurance carriers welcomed the role of an occupational therapist who could address their 

claimants’ rehabilitation needs based on the particular skill set, holistic approach, and rehabilitation 

outlook inherent in this profession. A review of the literature supported the application of work hardening 

as an evidence based intervention to assist with RTW preparation and it was therefore applied to disability 

claimants requiring assistance to return to work following a mental health disability leave. As it was being 

utilized for this population, and in particular for people following an episode of depression, some nuances 

specific to this population emerged; therefore, work hardening was adapted to meet the unique needs of 

people following a mental health disability leave. Work simulations and improved stamina remained the 

basis of the intervention while cognitive skill rebuilding, stress management techniques, assertiveness 

training, coaching on personal issues, and ways to address mental health stigma at the workplace were 

incorporated within the intervention. The unique elements and overall applicability of work hardening to 

workers following a mental health disability leave led to the naming of this intervention as ‘cognitive 

work hardening’ (Wisenthal, 2004). Program elements and client needs were later refined through 

feedback from clients participating in the early days of the program. For example, the need for assistance 

in organizing home life to remove a return-to-work barrier emerged from discussions with clients.    

The output of IM Step 1 is the overall program objective which is then used to drive the 

remaining IM steps. For the purpose of this analysis, the overall program objective for PWH is considered 

to be ‘successful RTW for people with a physical injury’. In CWH, as applied to the population under 

study, the program objective is ‘successful RTW for people with depression’. 



 

48 
 

Table 1 illustrates how the elements of both forms of work hardening compare in terms of 

physical versus cognitive components. For example, managing one’s pain is often a critical RTW success 

factor for people with musculoskeletal problems (Joy et al., 2001) whereas (mental) fatigue management 

is critical among people returning to work following depression (Demyttenaere et al., 2005; Kessler et al., 

2008). Both affect one’s ability to increase work tolerance and therefore RTW readiness. In addition, an 

education component is common for both these work hardening populations. PWH clients learn about 

injury prevention techniques and CWH clients benefit from coping skills training. Both groups benefit 

from education on pacing and ergonomic principles as these have been found to impact employee 

functioning, productivity, and mental health (Dal Cason, 2012; Rocha & Debert-Ribeiro, 2004; 

Wahlstrom, 2005).  

Table 1 
 
Overall Comparison of PWH and CWH 

 Physical Work Hardening Cognitive Work Hardening 

Identified needs Prepare injured workers to RTW Prepare employee with depression to RTW 

Program outcome Facilitate a safe (and preferably early) 
RTW 

Facilitate a safe (and preferably early) 
RTW 

Main elements Individualized 

Physical conditioning 

Pain management 

Job specific work simulations 

Education – injury prevention, pacing, 
ergonomics 

Individualized 

Cognitive skills conditioning 

Fatigue management 

Job specific work simulations 

Education – coping skills/strategies, 
pacing, ergonomics 

  

3.3.2 IM Step 2: Matrices of change objectives 

Tasks 1 and 2: Behavioural/environmental outcomes and Performance objectives 

The first task in IM Step 2 is to state the behavioural and environmental outcomes that need to be 

achieved in order to reach the overall program objective. The next task is to specify what change is 

necessary in the behavioural and environmental outcomes by stating performance objectives. Performance 
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objectives refer to the effects of the intervention in terms of behaviour that should be learned or changed 

(behavioural outcome) or aspects of the environment that need to be changed (environmental outcome) 

(Bartholomew et al., 2011; Oude Hengel, Joling, Proper, van der Molen, & Bongers, 2011). In both forms 

of work hardening, the behavioural outcome is ‘the client is ready to RTW’ while the environmental 

outcome is ‘a RTW plan is in place’. Table 2 and Table 3 present the performance objectives for PWH 

and CWH, respectively.  

Performance objectives regarding PWH are based on findings from several researchers regarding 

goals of work hardening in the RTW process. These include: focus on productivity, safety, physical 

tolerances, and worker behaviors (Wyrick, Ogden Niemeyer, Ellexson, Jacobs, & Taylor, 1991); pain 

management strategies and activity tolerances (Joy et al., 2001); physical conditioning activities (Stratton 

Johnson et al., 2001); preparation of the worker to meet the physical, functional, and vocational demands 

of work (Matoushek, 2004); increase in strength, flexibility, and aerobic capacity (Schonstein, Kenny, 

Keating, Koes, & Herbert, 2003; Shun Sang & Ying Eria, 2005); and injury prevention (Baker et al., 

2005).  

Table 2 
 
Performance Objectives for Behavioral and Environmental Outcomes: PWH 

Program objective: Successful return-to-work for people with physical injury 
Behavioural outcome Performance objectives 
Client is ready to RTW 1. Client identifies RTW barriers and accepts proposed treatment plan 

2. Client has the work tolerance to meet minimally required work hours  

3. Client has physical tolerance to meet job demands 

4. Client has pain management strategies 

5. Client is aware of injury prevention strategies 

6. Client has confidence in ability to return to work  

Environmental outcome  Performance objectives 

A RTW plan is in place 

 

1. GRTW schedule is designed and agreed upon by stakeholders 

2. Workplace accommodations are provided 

3. Client’s strengths and limitations are assessed for job match 

GRTW = gradual return-to-work  
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Table 3 
 
Performance Objectives for Behavioral and Environmental Outcomes: CWH 

GRTW = gradual return-to-work  

 

Tolerance to work hours (performance objective 2) is a common objective to both forms of work 

hardening but is achieved in different ways through related performance objectives 3 and 4. For example, 

pain is often a limiting factor for an injured worker’s work tolerance whereas (mental) fatigue often limits 

work tolerance for persons with depression. 

Task 3 and 4: Select determinants and Create matrices of change objectives 

Attention now shifts to focus solely on the CWH intervention under study. The IM structure is 

used to further deconstruct CWH in order to enhance the understanding of the intervention and to provide 

a systematic way of describing the intervention and the underlying theory. 

By breaking down each performance objective into its learning objectives (for the behavioural 

outcome) and change objectives (for the environmental outcome) important and changeable behaviour 

determinants are selected. This results in matrices of change objectives that are specific to each 

performance objective (see Table 4 and Table 5). Determinants selected in this current analysis are based 

on those set out by Bartholomew et al. (1998) as well as those used by other researchers (Bartholomew et 

Program Objective: Successful return-to-work for people with depression 

Behavioural Outcome Performance Objectives 

Client is ready to RTW 1. Client identifies RTW barriers, concurs with and commits to treatment 

plan 

2. Client has the work tolerance to meet minimally required work hours  

3. Client has cognitive skills to meet job demands 

4. Client has fatigue management strategies 

5. Client has coping skills/strategies to deal with workplace interpersonal, 

organizational and task demands 

6. Client has confidence in ability to return to work  

Environmental Outcome Performance Objectives 

A RTW plan is in place 
 

1. GRTW schedule is designed and agreed upon by stakeholders 

2. Workplace accommodations are provided 

3. Client’s strengths and limitations are assessed for job match  
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al., 2011; Kok et al., 2013; Kok, Schaalma, Ruiter, & Van Empelen, 2004; Oude Hengel et al., 2011; van 

Oostrom et al., 2007; Vermeulen et al., 2009).  

The determinants of  attitude, norms, and self-efficacy can be traced to the de Vries’ ASE model 

of behaviour intention (de Vries, Dijkstra, & Kuhlman, 1988). This model suggests that a person’s 

intention to perform a certain behaviour is determined by personal conceptions regarding the behaviour 

(attitude), the social pressures by others regarding the behaviour (norms), and personal belief in one’s 

ability to engage in the behaviour (self-efficacy). The realization of the behaviour is dependent on a 

positive intention but also requires the person having the skills/abilities to carry out the behaviour. This 

model is based on the Fishbein and Ajzen model for change behaviour (Liska, 1984) and Bandura’s 

Social Learning Model (Bandura, 1977). These three determinants, in addition to risk perception and 

knowledge, have been successfully utilized by other researchers applying IM to RTW interventions (van 

Oostrom et al., 2007; Vermeulen et al., 2009). The determinant outcome expectations has been studied by 

Bartholomew et al. (1998; 2011) and is also included in the current analysis. Skills is also used as a 

determinant based on de Vries’ (1988) contention that this is a related factor to behaviour change and the 

assertion by Kok et al. (2013) that having the necessary skills to perform the behaviour is among the 

necessary and sufficient determinants for behaviour change. 

The environmental determinants were selected based on evidence from the literature related to 

determinants already used in the development of RTW interventions for employees with musculoskeletal 

conditions as well as for employees with mental health problems (van Oostrom et al., 2007; Vermeulen et 

al., 2009) in addition to other related literature (Bartholomew et al., 2011). These include norms, support, 

resources, organizational climate, and safety and equality. In this analysis, the concept ‘norms’ is used to 

refer to the norms in the client’s workplace; most notably, related to the job tasks. Organizational climate 

refers to the workplace culture which includes attitudes held toward an employee with disabilities. Safety 

and equality refers to feeling secure in one’s workplace. It includes an environment which is 

psychologically ‘safe’ from provoking relapse where everyone is treated fairly and given what they need 

to succeed at their work (e.g., accommodations, if required) and an ‘equal’ environment is one where 
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one’s human rights are considered. Some of these determinants can be interrelated. For example, 

organizational climate can include attitudes and processes related to accommodation and/or presence of 

stigma which can have a bearing on safety and equality.  

Table 4 presents an example of learning objectives that are associated with the performance 

objective: “Client identifies RTW barriers, concurs with and commits to treatment plan.” This 

performance objective is one among the six already presented that are associated with the behavioural 

outcome: Client is ready to RTW. Determinants of behaviour change are presented across the top of the 

matrix and include risk perception and knowledge, attitude, skills, self-efficacy, and outcome 

expectations. For each determinant, a change objective is created that links that determinant to the 

performance objective. The same process is applied with each of the other performance objectives 

resulting in a complete matrix being created by linking each determinant with each performance objective 

(see Table 24 in Appendix B). 

Table 4  
 
Example of Learning Objectives Based on Combination of Performance Objective and Determinants 

Performance 
objectives for 
client 

 Learning objectives 

  Risk perception 
and knowledge 

Attitude Skills Self-efficacy Outcome 
Expectations 

Client 
identifies RTW 
barriers, 
concurs with 
and commits 
to treatment 
plan.  

 Client identifies 
occupational 
performance issues 
and how they 
impact RTW 
readiness.  

Client 
understands 
nature of 
intervention 
and has a 
positive 
attitude 
towards it. 

 Client 
recognizes 
skills 
needed to 
address 
occupational 
performance 
issues. 

Client 
believes s/he 
can overcome 
occupational 
performance 
issues. 

RTW barriers 
are 
addressed. 

 

Table 5 presents an example of change objectives which are associated with the performance objective: 

“GRTW is designed and agreed upon by stakeholders.” This performance objective is one among the 

three already presented that are associated with the environmental outcome: A RTW plan is in place. 

Determinants of behaviour change are presented across the top of the matrix and include norms, support, 

resources, organizational climate, and safety & equality. For each determinant, a change objective is 
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again created linking that determinant to the performance objective. The same process is applied with 

each of the other performance objectives resulting in a complete matrix being created by linking each 

determinant with each performance objective (see Table 25 in Appendix B). 

Table 5 
 
Example of Change Objectives Based on Combination of Performance Objective and Determinants 

Performance 
objectives for 
environment 

Change objectives 

 Norms Support Resources Organizational 
climate 

Safety & 
Equality 

GRTW is 
designed and 
agreed upon by 
stakeholders. 

 

OT designs 
a typical 
GRTW 
schedule 
(e.g. 6-8 
weeks).  
 
 

OT reviews GRTW 
with client and 
addresses 
questions/concerns. 

Roles of OT, 
insurer, and 
employer in 
GRTW 
process are 
clearly 
delineated. 

Insurer  
reviews GRTW 
with employer 
for clarity and  
buy-in. 

RTW concerns 
are addressed; 
questions 
answered. 
 
GRTW plan is 
accepted by 
client and all 
stakeholders. 

 

3.3.3 IM Step 3: Theory-based intervention methods and practical applications 

Step 3 of the IM process involves choosing methods and practice strategies that are theoretically 

grounded and clarifying the underlying mechanisms that contribute to change objectives and ultimately 

program objectives (Bartholomew et al., 2011). This aligns with what Bartholomew et al. (2011) describe 

as “the causal chain from determinants to objectives to methods to applications” (p. 313) which they note 

is often not reported in program descriptions; hence, it is difficult to judge the theory and evidence base 

behind what planners have chosen to include in their intervention.  

This step involves studying each determinant and the methods of behaviour change related to 

each determinant both at the individual and the environment level. It is precisely this step, discussed 

below, that explores methods and theories and links them to the tools/materials used in the CWH 

intervention. In so doing, a better understanding of the theoretical underpinnings of the CWH process that 

can explain the intervention outcome – RTW preparation for people with depression – is achieved. This is 
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consistent with the goals of process evaluation which espouses to study program implementation in order 

to understand the relationship between program elements and program outcome(s) (Saunders et al., 2005). 

The program elements of the CWH intervention under study have been in place since its 

inception. These include documents (e.g., intake assessment, daily observation sheets, fatigue scale, 

anxiety scale, and report templates), program materials and protocols, as well as technology to meet 

program requirements. Work simulations have been designed to simulate client jobs and the skills 

required to meet job demands. The CWH intervention has been adjusted, where indicated, in response to 

client feedback, referral source feedback, theoretical orientation, and ongoing clinical reasoning process.  

The detailed analysis of IM Step 3 provides insight into how each determinant relates to a 

theoretical method, a strategy, and ultimately to CWH tools. Matching practical applications to theory has 

affirmed strategies such as collaboration, targeted questioning, engagement in meaningful activity, 

empowerment, and education. Tools and material are understood as having been selected as concrete and 

tangible ways of implementing a particular strategy. These items ultimately comprise the elements of the 

CWH intervention. Table 6 presents an overview of four determinants and how they are linked to theory 

and practical strategies. For a complete mapping of learning objective and change objective determinants 

to theoretical models and program elements, see Appendix B, Table 26 and Table 27.  

Table 6 
 
Example of Determinants Linked to Theories and Practical Strategies 

Determinant 
(L)=Learning 
(C)=Change 

Methods 
(from theory) 

Theory Strategy Tools/Materials 

Risk 
perception & 
knowledge (L) 
 
 
 
 
 

 

Personalize 
risk 

 
 
 

 
 

Discussion 
Elaboration 

CMOP-E 
(Polotajko et al., 
2007) 
PEO (Law et al., 
1996)  

 
 

ELM (Petty & 
Cacioppo, 1986; 
Petty, Heesacker, 
& Hughes, 1997) 

Client-centred 
Collaboration 
Targeted  questioning 
Occupational 
performance issues 
Meaningful 
occupation/activity 
Written & verbal 
information 

 
Discussion 
Self-reflection 

Guided questions 
Brochures, handouts 
Discussion of 
occupational 
performance  
issues/barriers to RTW 
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Determinant 
(L)=Learning 
(C)=Change 

Methods 
(from theory) 

Theory Strategy Tools/Materials 

Self-efficacy 
(L) 

Enactive 
mastery 
experiences 
Verbal 
persuasion 
 
 
 
 
 
Engagement 
in meaningful 
activity  

 
 
 
 
 

Self-
monitoring of 
behavior 

Bandura’s Social 
Learning Theory 
(Bandura, 1977)  
Rotter’s Locus of 
Control (Rotter, 
1966) 
 
 
 
 
Recovery Model 
(Davidson, 2005; 
Millward et al., 
2005) 
CMOP-E 
PEO  
 
 
Theory of Self-
Regulation (Kuhl, 
1992) 

Personal 
performance 
accomplishments  
of tasks 
Reinforcing 
messages 
regarding 
capabilities 
 
 
Empowerment 
 
 
 
 
 
 
 
Monitoring of newly 
acquired skills (e.g., 
assertiveness) 

 

Work simulations 
Activity selection 
Task analysis 
Graded activity 
OT feedback 
 
 
 
 
 
Exploration of 
linkages between 
performance, self-
efficacy, occupational 
performance  
Discussions – 
strengths, work ability 
 
Client keeps a record 
of situations in which 
they practiced 
assertiveness to 
review with OT 

Norms (C) Cognitive skill 
development 
 
 
 
 
 
Participation 
in meaningful 
activity 
 
Intrapersonal 
skill 
development  

The Dynamic 
Interactional 
Model of 
Cognition (Cole & 
Tufano, 2008; 
Katz, 2011) 
 
CMOP-E 
PEO 
 
 
Appraisal Model 
of Coping (Gage, 
1992) 
Bandura’s Social 
Learning Theory 
Rotter’s Locus of 
Control  

Approach to task 
Development of 
task skill to match 
task demands  
 
 
 
Adoption of work 
routine 
 
 
Assertiveness 
training 
Stress management  
Education 
Repetition 
Practice 
Problem-solving 

Job description 
Functional 
assessments 
Task analysis 
Work simulations 
Graded activity 
 
GRTW schedule  
 
 
 
Role plays 
Vignettes 
Audiovisual 
resources 

 
 

Safety & 
Equality (C) 

Duty to 
accommodate 
process 

CMOP-E 
CMCE 
CPPF 

 
 

Task analysis 
Functional analysis 
Job demands 
analysis 

Job descriptions 
Work simulations 
Accommodation 
process 
Discussions with 
client, insurer, 
employer 

 

The detailed work of IM Step 3 establishes the relationship among program tools/materials, 

determinants, and performance objectives. Table 7 illustrates how select CWH tools/materials are linked 
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to and shown to support a determinant and, in turn, how the determinant is linked to and is shown to 

support a performance objective. This draws a much clearer association between performance objectives 

and the program elements (i.e. tools/materials) which together contribute to the overall CWH program 

objective of RTW. 

Table 7 
 
Example of CWH Tools Mapped to Performance Objectives 

Tool Determinant Learning objective Performance objective(PO) 

Work simulations and 
activity 

Self-efficacy Client experiences markers 
of improved work 
performance contributing to 
the belief that s/he is ready 
to RTW 

Client has the confidence in 
his/her ability to RTW 
(PO #6) 

Videos, role plays, 
coaching 

Skills Client has the ability to 
apply assertiveness skills 
to personal & work 
situations 

Client has the coping skills to 
deal with workplace stress   
(PO #5) 

Education Risk perception 
& knowledge 

Client learns the value of 
pacing 

Client has fatigue 
management strategies 
(PO #4) 

 

Special attention is drawn in this analysis to ‘self-efficacy’ as a determinant of behaviour change 

because it is linked to the tool ‘work simulations ‘ which are a fundamental element of CWH. Work 

simulations are used to simulate a client’s pre-disability task demands in order to facilitate cognitive skill 

development. They are developed by the OT, with input from the client, through a task analysis of the 

client’s work duties and are graded in complexity as the client progresses in the CWH process. 

Engagement in meaningful occupation is the central process of change in CWH and guides the 

occupational therapy process (Wisenthal, 2004; Wisenthal & Krupa, 2013). Indeed ‘engagement’ is a 

hallmark of the occupational therapy profession and a key concept of the Canadian Model of 

Occupational Performance and Engagement (CMOP-E) which presents an occupational perspective that 

includes and extends beyond occupational performance to include engagement (Polatajko, Townsend, & 

Craik, 2007). In this way, the link is made between intervention tools and determinants through 

underlying occupational therapy theory which guides practice through methods and strategies. 
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The determinant ‘self-efficacy’ is also informed by Bandura’s Social Learning Theory (Bandura, 

1977) which indicates the importance of a person’s  personal mastery expectations regarding a desired 

behaviour. Self-efficacy refers to one’s beliefs about one’s ability to perform a specific behaviour. 

Individuals with low self-efficacy will likely avoid situations and/or not engage in behaviours that they 

feel unable to cope with or perform. Individuals with high levels of self-efficacy will be more likely to 

engage in behaviour in which they feel more confident to perform and will likely persist with behaviours  

that may become difficult which in turn increases their self-efficacy expectations further. Through 

engaging in meaningful work simulations in CWH, an individual gains mastery through personal 

performance accomplishments which instills confidence and reinforces one’s sense of self-efficacy. 

Learning through experience is one of four main sources of self-efficacy that Bandura highlighted in his 

theory and has been noted to be the most effective  (Bandura, 1977, 1995). 

Drawing from the work of van Oostrom et al. (2007) and Vermeulen et al. (2009), the RTW 

process requires not only one’s attitude, social influence, and self-efficacy to drive one’s intention for 

behaviour change but must also consider the influence of barriers and facilitators together with knowledge 

and skills to achieve RTW. With this in mind, focus on occupational performance issues through targeted 

questioning and discussions contribute to the role that ‘knowledge’ plays as a determinant of RTW in the 

CWH process. Clients are engaged in RTW preparation by examining their occupational performance 

issues as they relate to their cognitive functioning and skills, their environment (home/work), and the 

actual job demands at the workplace. This is consistent with client-centred models which stress  that  

occupational performance and engagement  result from the dynamic relationship between people, their 

occupations, and the environments in which they live, work, and play (Law et al., 1996; Polatajko et al., 

2007).   

3.3.4 IM Step 4: Intervention program and Step 5: Adoption and implementation 

IM Step 4 and Step 5 involve program creation and implementation and are not applicable in this 

analysis where IM is being used to deconstruct an existing intervention.  
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3.3.5 IM Step 6: Evaluation  

IM Step 6 can be applied as it would be in the usual IM process for a newly designed program for 

the purpose of program monitoring and evaluation. This is indeed an important step that guides and 

enriches health education research through potential program enhancement (Bartholomew et al., 1998; 

Bartholomew et al., 2011).  

Using IM to deconstruct CWH provides increased insight into the intervention’s underlying 

models and theory of change which, according to Bartholomew et al. (2011), drives the evaluation 

process. In addition, the current analysis highlights the relationship between intervention change/learning 

objectives, behaviour change techniques, and intervention tools/materials within the overarching 

theoretical base of the intervention. This allows for evaluation of process and effect of the intervention to 

determine if any changes are needed for program improvement (Schaalma & Kok, 2009; Schmid et al., 

2010).  

Although a focused process evaluation is not within the scope of this analysis, a few aspects of 

the process evaluation approach are worth noting. Implementation fidelity refers to the fidelity with which 

a program is implemented and has been discussed as an important factor mediating between interventions 

and their outcomes (Carroll et al., 2007; Saunders et al., 2005). This may indeed influence the success of 

the CWH intervention and would need to be addressed in knowledge transfer activities related to the 

CWH intervention (e.g., workshops, training manuals). Contextual issues (Saunders et al., 2005) include 

resource considerations such as adequately trained therapists to implement the CWH intervention, 

stakeholders that would be willing to support CWH for their clients/employees, and the physical 

environment consistent with the ideals of CWH (e.g., community-based, non-clinical).   

Deconstruction of an existing intervention contributes to the field of health research. Feedback 

from this analysis builds on the fundamental goal of evaluation -- program enhancement -- by adding a 

layer of insight into the intervention’s underlying theoretical models and strategies which can then 

strengthen the body of knowledge used to address other health issues. Indeed, learnings obtained 
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regarding models and in vivo strategies have the potential to influence their usage and possible further 

evolvement.  

3.4  Examination of CWH using theoretical models2 

Application of the IM protocol enabled the linking of strategies and tools to theories to analyze 

the interventions’ underlying mechanisms that are believed to impact the desired intervention outcomes.  

This analysis revealed several theories underlying the CWH intervention which bring to light the 

intervention’s theories of change.  

The CWH intervention is now further analyzed by examining its elemental components in the 

context of the occupational therapy theories that emerged through the IM deconstruction. These include: 

the Person-Environment-Occupation (PEO) Model (Law et al., 1996), the Canadian Model of 

Occupational Performance and Engagement (CMOP-E) (Polatajko et al., 2007), and the Canadian Model 

of Client-Centred Enablement (CMCE) (Polatajko et al., 2007). The recovery paradigm is included in this 

discussion because it is consistent with many beliefs and assumptions that guide occupational therapy 

practice (Clay, 2013; Rebeiro Gruhl, 2005) and indeed the CWH approach.  

3.4.1 CWH and the PEO Model 

CWH aligns with the theory underlying the Person-Environment-Occupation (PEO) model (Law 

et al., 1996). This model provides an explanation of the complex process involved in people interacting 

with their occupations, roles, and the environments in which they live, work, and play (Strong et al., 

1999).  

Clients participating in CWH are engaged in RTW preparation by examining their occupational 

performance issues as they relate to their cognitive functioning and energy capacity, job demands, and 

their environment (work/home). This is consistent with the PEO perspective that stresses that  

occupational performance and engagement result from the dynamic relationship between people, their 

occupations, and their environments (Law et al., 1996; Polotajko et al., 2007). Indeed, congruence 

                                                      
2 Some elements of this section have been published in the journal Work (Wisenthal & Krupa, 2013) 
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between the person and his/her environment and his/her occupation is germane to CWH and is a driving 

force in the intervention’s goal of maximizing occupational performance and potential with an ultimate 

goal of RTW. Consideration of the person in relation to his/her environment and occupation is critical in 

order to address the client’s occupational performance issues that may not only include work performance 

but may indeed include issues related to their person (e.g., communication skills, anxieties) and to their 

environment (e.g., home and/or workplace).  

Emphasis on the person commences at the outset of the CWH intervention with the initial intake 

interview where the person’s disability journey is explored and occupational performance issues are 

discussed setting the foundation for the intervention. CWH is individualized to each person’s unique 

situation and goals in a client-centered manner. This approach is consistent with the PEO model where 

the person is viewed as dynamic and evolving as s/he interacts with his/her environment (Law et al., 

1996) and indeed this orientation paves the way for the intervention’s focus on the person as a dynamic 

entity within the environment, whether it be the workplace and/or home.  

The workplace to which the client will be returning is of paramount importance as it helps frame 

the CWH intervention. For example, deadlines, multitasking, and frequency of meetings anticipated once 

back at work are woven into the design of work simulations. Interpersonal issues that the client may face 

at work may be explored in terms of their relevancy to RTW and the client’s perceived facility with these 

situations. These can include assertive communication, time management, and conflict resolution. Issues 

regarding potential stigma at work may also be explored for clients who raise this as a concern.  

The client’s home environment can also impact the CWH intervention. While the client is the one 

going through the CWH intervention, the family is also experiencing the work preparation and transition 

as the family starts to deal with a parent/spouse/partner who is no longer home all the time. Division of 

labour at home often needs to be negotiated as the person increases work hours at CWH in anticipation of 

RTW. In this way, adjustments have to be made within the home environment so that the client can 

manage personal/family obligations while preparing for returning to the workforce. This can be 

exceptionally challenging for a single parent who needs to learn how to juggle ‘work’ while at CWH and 
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childrearing demands. Through CWH, the client can anticipate challenges that could occur at work and 

address these issues prior to an actual RTW thus paving the way for greater RTW success. 

The influence of the environment has been reported to be critical to occupational engagement and 

mental health. This includes an environment which is welcoming and non-threatening. An environment 

that facilitates decision making and autonomy and fosters empowerment further contributes to well-being. 

(Haley & McKay, 2004; Mee & Sumsion, 2001; Rebeiro, 2001). Such an environment is provided 

through CWH where clients are welcomed in a simulated work environment where work tasks and 

demands are progressively graded and expectations are aligned with capacities. With supports provided as 

needed, clients develop their work capacity before returning to their actual jobs. Such an environment 

fosters a move from the disabled role to the more independent worker role. Clients’ input in the overall 

intervention process facilitates this transition through determining what work skills/coping skills they 

need to work on and identifying what goals are important to assist them to returning to work (Wisenthal, 

2004).  

Occupation is perceived in the PEO model in terms of a hierarchical structure which includes 

occupation, task, and activity (Townsend & Polatajko, 2007). Each of these elements are considered in a 

CWH intervention and are exemplified by the therapist engaging clients in a dialogue whereby their 

occupation is explained (verbally and through a detailed job description) which forms the basis for the 

design of work simulations which are at the core of the intervention reflecting its focus on engagement in 

occupation.  

The value of work tasks has been reported in the literature and has included their utility in 

engaging the client in meaningful occupation thereby enabling the client to practice and develop skills 

and competencies that are directly relevant to the personal work situation, to improve proficiency and 

experience mastery, and to increase confidence leading to enhanced feelings of self-worth (Haley & 

McKay, 2004; Mee & Sumsion, 2001; Mee, Sumsion, & Craik, 2004). Self-mastery refers to the extent to 

which individuals see themselves as being in control of the forces that affect their lives (Pearlin, 

Menaghan, Lieberman, & Mullan, 1981) and is indeed an overarching goal of the CWH intervention..  
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Through the CWH process, the intention is for clients to increase their capacity to work and begin 

to feel that they have more control over their functioning and their future. Indeed, it is through the 

simulations that clients work on the tasks and/or cognitive skills inherent in their job and through which 

cognitive abilities are developed, mastery is achieved, and feelings of self-efficacy and confidence 

emerge. Clients typically progress in work tasks from basic, structured and less demanding tasks to ones 

that require higher level mental functioning. As a result, clients emerge with a stronger belief in their 

abilities which in turn results in increased self-confidence and perceived employability which has been 

found to be related to mental well-being and RTW success (Berntson & Marklund, 2007; Nielsen, 

Madsen, et al., 2010).  

The transactional approach to occupational performance that is espoused by the PEO model is 

exemplified in CWH through the client’s interaction with the task whereby strengths and limitations are 

acknowledged, skills are developed, and any needed job accommodations are identified. It is through such 

occupation that job match issues may arise and need to be addressed prior to the actual RTW. 

Furthermore, engagement in occupation is often achieved through the client setting personal goals 

to engage in meaningful activity outside of work. These typically are discussed in terms of much-needed 

personal time and activity that the client may have overlooked while being home on disability within a 

limited personal/social sphere. This can include increasing physical activity, adopting a healthier diet, 

and/or joining a social/recreational group. The client often utilizes the CWH experience as an opportunity 

to weave often-needed personal time into a work schedule that can be transferred to the workplace once a 

RTW is in place. The CWH experience provides clients with a structure that now propels them to want to 

engage in meaningful activity as their stamina improves and they feel more energetic and more interested 

in re-engaging in life through meaningful occupation.  

Issues related to the person, the environment, and the occupation are addressed in CWH with a 

focus on the ‘fit’ among these elements consistent with the PEO model that stresses the importance of 

‘fit’ among these elements for optimal occupational performance (Law et al., 1996).   
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3.4.2 CWH and the CMOP-E 

The Canadian Model of Occupational Performance and Engagement (CMOP-E) and the PEO 

model are complimentary and share common terminology (CAOT, 2002). Both view the person in a 

holistic manner engaged in occupation within an environmental context; however, the PEO Model 

stresses the dynamic nature of this relationship and asserts how changes in any area affect occupational 

performance - the outcome of this relationship (Strong et al., 1999). The CMOP-E conceptualizes 

occupation as a bridge that connects the person and environment and indeed is the agent through which 

person and environment interact (Turpin & Iwama, 2011).  

According to the CMOP-E, the person comprises three components - cognitive, affective, 

physical - with spirituality at the core. The model depicts the person within a unique contextual 

environment – cultural, institutional, physical, social – which offers occupational possibilities. 

Occupation is the bridge that connects person and environment indicating that individuals act on their 

environments through occupation which can include self-care, productivity, and leisure (Townsend & 

Polatajko, 2007; Turpin & Iwama, 2011). Occupation underlies many of the CMOP-E’s assumptions such 

as: people are occupational beings, occupation has therapeutic potential, and occupation affects health and 

well-being. The emphasis on occupation is a basic tenet of occupational therapy wherein occupation is 

the domain of concern and includes groups of activities and tasks of everyday life given value and 

meaning by the individual (Townsend & Polatajko, 2007).  

CWH aligns with the framework of the CMOP-E and its assertion of three key components 

(person, environment, occupation) and it aligns with the model’s basic tenet of occupational performance 

as well as its extension to encompass the concept of occupational engagement. Townsend and Polatajko 

(2007) distinguish ‘occupational performance’ to include the carrying out of an occupation from 

‘occupational engagement’ which includes one’s investment in the occupation due to its meaning and 

relevance to the person. The focus of CWH on occupational functioning and, in particular, on aspects of 

one’s occupation that have personal meaning and relevance to the client (especially with respect to RTW), 

positions CWH in line with the CMOP-E. 
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CWH is also consistent with the CMOP-E’s concept of occupation which includes self-care, 

productivity, and leisure (Townsend & Polatajko, 2007). Productivity and leisure have already been 

addressed in the discussion above regarding the PEO model. Self-care is very much considered when a 

client is referred to CWH. A person’s level of self-care is taken into consideration when determining the 

person’s readiness for the CWH intervention. If it appears that the person’s functioning is less than ideal 

and involves inconsistent self-care, the therapist may postpone CWH until the client is better functioning 

in his/her activities of daily living (ADLs). Referral for more traditional occupational therapy may be 

indicated at that time. Similarly, if the client is already engaged in the CWH process and it becomes 

apparent that s/he is struggling with ADLs, then this is addressed in order to assist the client with daily 

functioning.   

In addition, elements of the person — cognitive, affective, physical — are incorporated within 

the CWH process especially as these elements relate to RTW. Multiple elements of a person are 

considered in the CWH intervention as one’s cognitive functioning is considered within the context of 

affective issues such as feelings of depression, anxiety, and/or frustration (e.g., related to one’s level of 

functioning), as well as within the context of physical issues such as fatigue, limited stamina, and possible 

ergonomic concerns related to one’s workstation. Spirituality, at the core of CMOP-E, is embraced in 

CWH through consideration of a client’s outlook on life, in general, and RTW, specifically. Personality 

characteristics of optimism and pessimism are also explored as they have been found to be predictors of 

RTW (Kronstrom et al., 2011).  

The environment within which the person lives is also taken into consideration in CWH as it can 

affect occupational possibilities. This may include the client’s home environment and its impact on 

occupational functioning. Issues are addressed, as necessary, to facilitate RTW transition and maximize 

RTW success. The workplace environment is a critical factor in the CWH process as it relates to RTW 

preparation in anticipation of workplace factors as well as RTW success once a client has transitioned 

back to the work environment.  
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While the CWH intervention is a treatment intervention for an individual person, one cannot 

overlook the impact on the family (as discussed above). Furthermore, the insurer and the employer are 

involved at the level of RTW planning, job accommodations, and job match. This is consistent with the 

CMOP-E’s recognition of the need to target both personal and societal levels (Townsend & Polatajko, 

2007; Turpin & Iwama, 2011). The individual client is not worked with in isolation of his/her 

environment whether this is the physical environment (e.g., ergonomic consideration), familial 

environment (e.g., spouse/partner/family), or workplace environment (e.g., gradual RTW schedule, 

accommodations).  

3.4.3 CWH and the CMCE 

The Canadian Model of Client-Centered Enablement (CMCE) describes key occupational 

therapy skills that the therapist utilizes when working with a client to facilitate attainment of treatment 

goals (see Figure 2). The CMCE is based on two foundational premises: 1) enablement is a core 

competency of occupational therapists and 2) a client-centred approach employs enablement skills in a 

collaborative relationship with clients (Townsend & Polatajko, 2007).  

 

 

 

 

 

 

 

 

 

 

 
Figure 2. Canadian Model of Client-Centred Enablement  Figure 2. Canadian Model of Client-Centred Enablement (Townsend & Polatajko, 2007). 

Reprinted with permission of CAOT Publications ACE (Appendix L). 
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The approach used in CWH aligns with the CMCE through the intervention’s inherent client-

centered approach and the occupational therapist’s utilization of many of the skills espoused in the CMCE 

to assist the client to attain personal and occupational goals. Engagement in meaningful occupation is the 

central process of change in CWH and is achieved through the occupational therapist’s enabling role 

(Wisenthal & Krupa, 2013) – both noted hallmarks of occupational therapy  practice (Gewurtz & Kirsh, 

2007; Polatajko, 2001; Rebeiro, 2001; Townsend & Polatajko, 2007). 

The therapist engages clients in the CWH process to ensure the intervention is individualized. 

The therapist consults with clients regarding their occupational performance issues in order to establish 

treatment goals and enters into a collaborative relationship with the client in order to design a CWH 

intervention that is individualized and meets the unique needs of the client. This includes collaborating 

with the client when designing work simulations to ensure work tasks are capturing the client’s pre-

disability work tasks and/or the cognitive and behavioral demands of the job. The therapeutic relationship 

with the client is respectful and minimizes power differences. 

Occupational therapists are specialists in the analysis of the task and social demands of work, and 

also in the related evaluation of individual functional capacities (Lysaght, 1997; Matheson, Kaskutas, 

McCowan, Shaw, & Webb, 2001). These skills are utilized in CWH to ensure work simulations are 

meaningful and relevant and to assess occupational functioning and work readiness. Occupational 

therapists are also specialists in exhorting individuals to active engagement even in the face of inertia, 

self-doubt, despair and exclusion (Edgelow & Krupa, 2011). These skills help the therapist to engage 

clients who typically have been inactive leading up to the start of their CWH intervention and who may 

lack the confidence and drive to increase their activity level to normalize their lives. The therapist may 

educate the client on specific strategies (e.g., goal setting, effective communication, pacing) and coach 

the client when facilitating change from a current state to a reportedly more desired state (Pentland, 

2012). The occupational therapist advocates on behalf of the client regarding RTW schedules and need 

for job accommodations and may also help to coordinate the RTW with the insurance carrier.   
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The skills outlined in the CMCE are critical for the implementation and success of the CWH 

intervention under study in this thesis. They complement the clinical reasoning process which 

occupational therapists adopt to select the theoretical perspective(s) and approach(es) that can assist in 

addressing the client’s needs and goals which help to guide the rehabilitation process  

(American Occupational Therapy Association, 2010).  

3.4.4 CWH and the Recovery Paradigm 

A central feature of CWH is its focus on developing a view of future potential, mastery and 

personal control which is highly consistent with contemporary perspectives on recovery from mental 

illness which advocate that mental health service delivery should aim at recovery and wellness (Anthony, 

1993; Davidson, 2005; Deegan, 1988; Jacobson & Greenley, 2001; Piat, Sabetti, & Couture, 2009; 

Swarbrick, 2009). CWH has at its core several of the elements identified by Jacobson and Greenley 

(2001) that are consistent with internal conditions for recovery (e.g., hope, healing, empowerment, and 

connection) as well as external conditions such as human rights, a positive culture of healing, and 

recovery-oriented services. In CWH, the occupational therapist functions within a human rights 

perspective that aims at reducing stigma and promoting individual rights as is evidenced in the job 

accommodation orientation of the intervention. Through CWH, client strengths are identified and where 

necessary, job accommodations are recommended that will facilitate the client’s RTW success.  

The Substance Abuse and Mental Health Services Administration has identified 10 components 

of recovery (SAMHSA, 2006, 2012) which have been linked to principles of occupational therapy 

practice (Clay, 2013; Getty, 2015) and also have association with the CWH intervention. They are 

discussed below. 

The concept of recovery emerging from hope can be linked to the initial intake interview where 

potential CWH clients meet the occupational therapist to discuss the referral. They engage in a dialogue 

with the therapist which is client-centered. They are encouraged to ‘tell their story’ and identify their 

occupational performance issues and their goals for returning to work. The sense of being listened, heard, 
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and setting their agenda for RTW instills some hope in the intervention and is a first step in their RTW 

process. This is consistent with another foundation of recovery – self-determination – in that CWH clients 

contribute to treatment goals, can provide input into work simulation design, and share insight into 

needed job accommodations. The notion of recovery occurring via many pathways is reflected in the 

highly personalized nature of the CWH intervention with work simulations and skill development being 

individualized to meet each client’s needs. The holistic approach in CWH is consistent with the recovery 

principle of encompassing a person’s whole life. In CWH, focus is on occupational functioning but 

attention is also paid to one’s personal/family life as well as leisure/recreational outlets as a means of 

ensuring a healthy work-life balance.  

Recovery is supported by peers and relationships which provide a social network which believes 

in the person’s ability to recover. Co-clients at CWH serve as peers and may help with the recovery and 

RTW process through sharing of experiences (e.g., leading to their disability leave or status of their RTW 

trajectory), and anxieties regarding RTW. Recovery is culturally-based and, indeed, at CWH one’s 

culture is respected and considered, as appropriate, to the intervention elements. 

Recovery may also address trauma. This is considered within the CWH intervention from the 

perspective of providing a safe and supportive environment. In addition, a client’s trauma may be 

discussed with the occupational therapist if it is deemed that this would be therapeutic and if the nature of 

the trauma is within the therapist’s competency. 

Recovery encompasses strengths and responsibility. A strengths-based approach to recovery 

focuses on a client’s strengths, abilities, and aspirations. This is consistent with the approach used in 

CWH where a client’s skills are identified, past accomplishments are obtained that may help guide the 

intervention process, and the therapist focuses on what is important and meaningful to the client in the 

RTW journey. While limitations are determined that help with assessing RTW readiness and need for job 

accommodations, the focus on strengths and abilities contributes to feelings of self-efficacy and enhanced 

self-confidence in the RTW process. In addition, the therapist encourages the client to engage with their 

family and community, as appropriate. This can include taking responsibility for asking for support from 
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a partner and/or family members for enhanced division of labour while engaging in the RTW process and 

in anticipation of increased work hours once back at work. This can also involve emotional support to 

assist the client while going through the CWH intervention considering the added stress they may be 

experiencing due to a new structure and work routine and possible anxious feelings regarding their 

anticipated RTW.  

Finally, recovery is based on respect. CWH adopts a mutual level of respect between client and 

therapist. The approach is one where small steps are acknowledged and commended as they represent a 

move toward the client’s larger goal of RTW.   

3.5 Summary 

This chapter provided a theoretical analysis of CWH by adapting the IM process to deconstruct 

the treatment intervention to gain a better understanding and appreciation of its component parts and 

underlying theoretical foundation. Through this analysis, performance objectives and change objectives 

were established. Matrices were developed that linked determinants of behaviour change to performance 

objectives resulting in change objectives that were then mapped to CWH tools that are the basic elements 

of the intervention. This analysis revealed specific occupational therapy models that are believed to 

underlie the CWH intervention which provide insight into how specific elements of the intervention likely 

contribute to RTW preparation. This analysis gives credence to the value of occupational therapy as 

driving the intervention through its core principles and theoretical approach. It informs the occupational 

therapy field by offering a RTW intervention that is grounded in occupational therapy principles and 

driven by underlying models. 

The current analysis contributes to the scientific literature and the clinical field by providing 

insight into CWH that is not only descriptive but is also theory-based thereby enhancing understanding of 

this treatment intervention. The sequential deconstruction of CWH has the potential to highlight gaps in 

the intervention which can then be addressed to improve the intervention and treatment outcome. This is 
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consistent with the feedback loop that is inherent in the structured IM framework which consists of 

program evaluation for continued intervention improvement.  

The IM structure provides a common language to share intervention content and rationale 

(Schaalma & Kok, 2009) and, indeed, using the IM tool to deconstruct an existing intervention 

contributes to the field of research through this shared language. In this way, the scientific knowledge 

base is enhanced through communication of an intervention’s underlying theoretical models, strategies, 

and program tools which can then be applied to other treatment interventions and health concerns thereby 

benefiting the broader research and clinical communities. In addition, intervention analysis encompasses 

in-depth study of intervention models and practical strategies that can lead to improvement and 

evolvement of these elements which can also enhance the body of scientific and clinical knowledge.  

Finally, the use of IM to deconstruct an existing intervention proved to be a useful tool to 

systematically analyze and describe the intervention’s theoretical underpinnings which promotes 

knowledge sharing and lays the foundation for intervention evaluation and improvement. This approach 

has implications for other existing interventions where using a common systematic protocol provides a 

shared language enhancing knowledge exchange among practitioners and the research community. 
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 Methods 

A mixed methods design was used in this research. This included a comprehensive theoretical 

analysis (presented in Chapter 3), a single group pre-post study with three-month follow-up, and a 

qualitative component to inform the empirical findings. The pre-post research design is consistent with 

that used by several other researchers who have conducted treatment outcome studies (Lillefjell, 

Krokstad, & Espnes, 2006; Lindstrom, Hariz, & Bernspang, 2012; Sang & Eria, 2005; Shevil & 

Finlayson, 2010; Stratton Johnson et al., 2001). This method involves collecting data on study 

participants’ level of performance before an intervention takes place (pre), and collecting the same data 

after the intervention takes place (post). The pre-post design allows inferences to be made on the effect of 

an intervention by looking at the difference in the pre-test and post-test data (difference or change scores). 

A follow-up provides additional data on participants’ functioning which enables inferences to be made 

regarding the intervention’s impact on participants after a certain time lag from intervention completion.  

In addition to these pre-post quantitative data, qualitative data was collected at intervention 

completion and at three-month follow-up to provide insight into participants’ experiences with the 

intervention; in particular, what elements of the intervention they found useful for RTW. This approach is 

consistent with that used by Haugli, Maeland, and Magnussen (2011) who studied contributing factors to 

a successful RTW by interviewing  participants who completed an occupational rehabilitation program 

and obtaining their feedback based on individual experiences. 

Reflexivity Statement: As principal investigator, I needed to consider the potential biases in this 

research given that I developed the intervention under study and I was the provider of the intervention. As 

a result of my clinical experience with the treatment intervention, which included anecdotal feedback 

from past clients and referral sources, I acknowledged the likelihood of a preconception toward positive 

treatment effectiveness outcomes. I addressed this potential bias through several safeguards. Research 

assistants conducted recruitment interviews to minimize any sense of coercion that may have been felt by 

potential study participants had I invited them directly. The research assistants were responsible for the 
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qualitative data collection (both at T2 and at follow up) and my data analyses were driven by the data 

collected. I remained blind to study participants whose identities were concealed through assignment of 

random participant numbers. 

My background as the service provider of the CWH intervention afforded me some preconceived 

ideas of intervention elements that may have been underlying the intervention. Although I used my 

clinical experience to anticipate some elements, my position as a researcher shaped my openness to 

potential new emerging elements that participants may have identified. In order to consider how my own 

views of the intervention and interests in seeing a positive response to the intervention were at play in the 

analysis, I engaged a coding reviewer. This resulted in codes being decided upon based on consensus 

between myself and the reviewer. I have included positive feedback regarding the intervention in addition 

to recommendations for intervention improvement reflecting my attempt at being open to participant 

feedback. 

I approached this research as a means to obtain evidence-based research on CWH to inform the 

clinical and research worlds. Throughout the process, I engaged in my own self-reflection to ensure that I 

remained open to all study findings. My supervisor and three-person advisory committee challenged my 

thinking and fortified my ability to remain impartial which further contributed to the rigor of the study 

and the trustworthiness of results. I believe that the various safeguards utilized in this research have 

contributed to a fundamentally unprejudiced account of the CWH intervention. 

4.1 Participants 

Participants in this study were drawn from individuals who were off work on medical disability 

leave, receiving disability benefits from leading Canadian-based insurance companies, and were referred 

to CWH by their insurance carrier representative who was responsible for their RTW planning. They 

resided in Ottawa, Ontario or surrounding areas. They received ‘usual care’ while off work on disability 

leave which could have included the services of a family doctor, psychiatrist and/or psychologist typically 
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in the form of psychotropic medication and/or psychotherapy. Additionally, they received CWH before 

returning to work. 

Inclusion/Exclusion Criteria. To be eligible for this study, participants’ medical disability leave had to 

have been due to a primary diagnosis of depression and they had to have received medical approval to 

begin the return to work process. Participants had to have worked as knowledge workers pre-disability. In 

this study, knowledge workers were defined as employees whose work is mental in nature, involves the 

manipulation of information, and requires brain power to engage in cognitive skills such as planning, 

conceptualizing, and analyzing as opposed to employees whose work requires primarily manual skills 

(Ramirez & Nembhard, 2004). Participants had to be 18 years old or older. They had to have at least high 

school level education and basic English reading and writing skills. Individuals whose medical file and 

referral information indicated a co-morbid mental disorder (e.g., substance/alcohol use disorder) were 

excluded from this study in order to control for confounding variables.  

4.2 Study intervention 

The treatment intervention in this study was an existing CWH program offered in a community-

based occupational therapy practice in Ottawa. It was provided by the principal investigator in this study 

who is a registered occupational therapist. The program augmented the ‘usual care’ that clients received 

prior to receiving medical clearance for RTW. The program provided a simulated (office) work 

environment equipped with workstations, computers, software applications, and other resources typically 

used by a knowledge worker. The occupational therapist utilized a client-centered approach collaborating 

with clients to ensure that the CWH intervention was individualized and met their unique RTW needs. 

The occupational therapist interfaced primarily with the referring person (insurer representative), and, as 

required, with the employer, and other health professionals (e.g. family doctor, psychiatrist, psychologist). 

The intervention used work as a treatment tool and embodied customization based on client needs. The 

core elements of the CWH intervention are presented below: 
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1. Intake assessment (following referral) to gain insight into the client’s reported needs, identify 

client’s perceived occupational performance issues and RTW barriers, and gain an understanding 

of the client’s job demands and duties. 

 

2. Design of customized CWH program structure by the occupational therapist that incorporated a 

progressive increase in work hours and work days to facilitate the adoption of a work routine and 

offered opportunity for gradual increase of stamina to support adherence to a work schedule.  

 

3. Analysis of work tasks based on the client’s pre-disability job duties. This information was 

obtained directly from the client with additional input from the insurer representative and the 

employer, as needed.  

 

4. Design of work simulations by the occupational therapist with input from the client. Simulations 

were created to mirror actual job tasks or, where this was not possible due to the nature of a 

particular job, work simulations were designed to incorporate the cognitive abilities that the client 

needed to perform pre-disability job tasks.  

 

5. Work tasks and cognitive demands were progressively graded in complexity as the client 

progressed in the program.  

 

6. Targeted behavioral skill development was included as part of the program based on individual 

need and included: time management skills, organizational skills, and/or assertiveness training. 

 

7. Ongoing monitoring of the client took place during each work hardening session. Measures of 

client functioning included the client’s self-reports of fatigue levels (and anxiety levels, as 

indicated) on a 10 point scale.  

 

8. Therapist observations and assessment of client’s functional ability to meet behavioral/cognitive 

task demands (e.g. ability to self-supervise, ability to meet deadline pressures, ability to attend to 

detail, tolerance to distracting stimuli) were based on the City of Toronto Behavioural/Cognitive 

Demands Categories of the City’s Job Demands Analysis (JDA) and Functional Abilities 

Evaluation (FAE) (McIlwain, 2010). 
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9. Assessment of functioning was conducted regularly during each work session by the occupational 

therapist and contributed to a total assessment of the client’s cognitive functioning, ability to meet 

cognitive and behavioral job demands, capacity for competitive employment and readiness for 

returning to work. 

 

10. Assessment of functioning and RTW readiness were provided by the occupational therapist to the 

referring insurer representative through a comprehensive written report. The report included 

recommendations for RTW transition with particular attention to any accommodations needed on 

the job. These recommendations were based on the occupational therapist’s assessment of the 

client’s functioning with respect to job demands taking into consideration client reports of 

workplace issues.  

 

The CWH intervention typically spanned four weeks with possible variation in duration and total 

hours based on client needs. Programs were designed with a gradual increase in hours per week by 

increasing number of hours/session and/or the number of sessions/week. The number of hours per session 

progressively increased from two to four hours. The frequency of sessions also progressively increased 

from two to four sessions per week. The exact nature and structure of the CWH intervention was 

determined by the treating occupational therapist based on client needs and referral objectives. See 

Appendix C for a brief case illustration. 

4.3 Research design 

This study used a mixed method design. Three quantitative self-report measures were 

administered at T1-baseline (pre) before the start of the CWH intervention and again at T2-discharge 

(post) after completion of the CWH intervention.  

Qualitative information from participants was also obtained at T2 through open-ended questions 

via a written questionnaire inquiring about their recent experience with the CWH intervention. Three 

months following completion of the CWH intervention (T3), participants were contacted to ascertain their 

employment and disability status, their sense of well-being at work (if working), and their reflection on 

their experience with the CWH intervention given the time lag since their participation in and completion 
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of the intervention. The follow-up was comprised of open-ended questions (similar to those asked at T2) 

but asked in an interview format and from the perspective of the participants’ real world experiences since 

completion of the CWH intervention. The oral medium allowed for the collection of rich qualitative data 

through appropriate probing and questioning that enabled participants to expand on their responses and 

feedback regarding their experiences with the CWH intervention and what elements, if any, were useful 

and relevant to their RTW process.  

4.4 Procedure 

Two research assistants (RA) conducted pre and post interviews (based on their availability). One 

RA conducted the three-month follow-up interviews.  

Potential participants were referred to the CWH program by insurance disability carriers as part 

of their rehabilitation. They followed the typical process of any referred client. The occupational therapist 

(principal investigator) conducted an Intake Assessment to review the nature of the referral, to obtain a 

better understanding of the client’s occupational performance issues and RTW barriers, and to determine 

if the client was suited for CWH. If the therapist deemed them an appropriate candidate for the 

intervention, a CWH program structure was proposed to the insurer. The treatment intervention was 

started upon receiving written approval from the referring insurer representative to begin the proposed 

CWH intervention.  

If the potential participant met the inclusion criteria of the study, then an RA was notified of the 

start date for the person’s CWH intervention so that a recruitment interview could be conducted on the 

client’s first day in CWH (T1). During the interview, the RA explained the nature of the proposed study 

and invited the client to be a study participant. The potential participant was informed that their decision 

to participate in the proposed study would not interfere in any way with their CWH treatment intervention 

and, indeed, the treating therapist would not be informed of their decision. Non-participants still received 

the CWH intervention but did not participate in the study data collection. Once the RA obtained 

participant consent (see Appendix D) she administered a demographic questionnaire (see Appendix E), as 
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well as three self-report measures - Work Ability Index (WAI), an instrument that is used to assess work 

ability (Ilmarinen, 2007) (see Appendix F); the Multidimensional Assessment of Fatigue (MAF) Scale 

(Belza, Henke, Yelin, Epstein, & Gilliss, 1993) (see Appendix G); and the Beck Depression Inventory II 

(BDI-II) (Beck, Steer, & Brown, 1987) (see Appendix H). This provided baseline data (T1).   

Following the recruitment interview, the client started the CWH intervention as provided by the 

treating occupational therapist. After completion of the intervention (typically four weeks in duration), 

prior to returning to work, the occupational therapist alerted the RA to conduct a usual clinic exit 

interview which consisted of a feedback questionnaire and a goal-setting form. If the individual was a 

study participant, then the RA also asked the participant to complete the same three measures 

administered at T1 as well as to complete a written questionnaire (consisting of open ended questions) 

inquiring about the participant’s experience in the CWH intervention (see Appendix I). This completed 

the pre-post design of the study. It is noteworthy that during the data collection phase of the study, the RA 

conducted the usual exit interviews for all CWH clients who had been invited to participate in the study 

(regardless of their decision to participate) in order to maintain the treating therapist’s blindness to study 

participants. 

Three months after completion of the CWH intervention (T3), the RA contacted participants to 

ascertain their employment and disability status, their overall sense of well-being at work (if indeed they 

were working) as well as their reflections on their experience in the CWH intervention by answering a set 

of open-ended questions similar to those asked at T2 (see Appendix J). This follow-up consisted of an 

interview which was conducted over the phone or (in one case) in person at an agreed upon meeting time 

and place. The interview was recorded with consent from the participant. Recorded interviews were 

transcribed by the RA or through a transcription service. Both the recording and transcription were 

retained in secure storage using password protection and encryption.  

Data were collected between June 2012 and May 2014. Participants were compensated for their 

time involved in the research study through a gift card from a national bookstore chain. The study 

timeline and specific data collection details are summarized in Table 8. 



 

78 
 

Table 8 
 
Study Data Collection 

 T1 
 (Pre) 

T2 
 (Post) 

T3 
(FUP) 

Data Collection Time Baseline 
 

Discharge 
 

3-Month Follow-Up 

Data Collection Method In person In person Phone interview 

Data Collected WAI 
MAF 
BDI-II  

Demographics 
 

WAI 
MAF 
BDI-II 

Written questionnaire 
(CWH experience) 

Work status 
Well-being 

 
Oral questions  

(CWH experience) 

   

4.5 Ethical considerations 

Ethical approval for this study was obtained from the Queen’s University Health Sciences and 

Affiliated Teaching Hospitals Research Ethics Board (see Appendix K). Informed consent was obtained 

from all study participants (see Appendix D). Personal identifiers (e.g., names) were removed from all 

questionnaires and transcriptions and replaced by a randomly assigned participant number. Original data, 

which includes names and contact information of participants, were maintained in a locked filing cabinet 

requiring a code to unlock. Interview recordings and transcriptions were stored in encrypted form on a 

secure, password-protected computer.  

The use of an RA for communication with candidate participants regarding the study (e.g., 

invitation to participate, data collection) was intended to avoid any pressure to participate that the client 

may have felt had the invitation come directly from the treating occupational therapist. The primary 

investigator was not informed of clients’ participation in the study. Furthermore, the investigator did not 

have access to the study data during the intervention period and data collection phase. This mitigated the 

risk of the investigator inadvertently becoming aware of which clients were study participants while the 

investigator (in the role of treating therapist) was providing the CWH intervention under study.  
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4.6 Data Collection 

4.6.1 Background 

Outcomes for work rehabilitation have typically been measured at the participation level (e.g., did 

individual return to work?). While actual work outcomes are valid and objective measures, the use of 

work readiness tests that consider other variables related to work performance are emerging as effective 

forms of assessment in work rehabilitation (O'Neill & Wolf, 2010). These have been in the form of self-

report measures which tap a person’s self-efficacy, an important mediator of health behavior (Everett, 

Salamonson, & Davidson, 2009). Bandura (1977) introduced the term ‘self-efficacy’ in his theory of 

behavior change which postulates a relationship between perceived self-efficacy and behavioral changes 

and presented self-efficacy as an important determinant of actual performance. Self-efficacy refers to 

one’s belief in one’s performance capabilities with respect to a particular task.  

Researchers have been using measures of perceived self-efficacy to evaluate the effects of 

rehabilitation programs regarding job readiness for injured workers (Franche & Krause, 2002; Li, Li-

Tsang, Lam, Hui, & Chan, 2006). In particular, examining changes in self-report work ability measures 

between intake and discharge has been promoted as a means of evaluating the effectiveness of return to 

work preparation interventions (O'Neill & Wolf, 2010). Furthermore, self-reports have been found to be 

better predictors of lengths of sick leave and RTW than medical prognostics (Cole et al., 2002; Fleten et 

al., 2004; van der Giezen et al., 2000; Verbeek, 2006). 

With this in mind, three self-report measures were used in this research. The Work Ability Index 

(WAI) is designed to measure work ability (Appendix F). The Multidimensional Assessment of Fatigue 

(MAF) is a measure of fatigue (Appendix G). The Beck Depression Inventory II (BDI-II) is a measure of 

depression severity (Appendix H).  

4.6.2 Self-report measures 

The Work Ability Index (WAI). A measure of perceived work ability is supported by research findings 

that self-rated work ability has been found to have the strongest association with RTW among health-
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related measures (Ekberg et al., 2015). The WAI originated in Finland in 1995 and is used in occupational 

health and research to assess work ability. It has also been used to evaluate the effects of intervention 

programs on work ability. The concept of work ability refers to the ability of workers to perform their 

jobs, taking into account specific work demands, individual health condition and mental resources (de 

Zwart, Frings-Dresen, & van Duivenbooden, 2002; Ilmarinen, 2007; Ilmarinen, Tuomi, & Seitsamo, 

2005). 

The WAI uses a questionnaire which serves as a self-assessment of one’s work ability. It is an 

easy to use tool consisting of seven items and takes approximately 10-15 minutes to complete 

(Morschhauser & Sochert, 2006). The WAI score is determined on the basis of answers to a series of 

questions which take into account a worker’s sense of his/her work ability in relation to job demands 

(e.g., “how do you rate your current work ability with respect to the physical/mental demands of your 

work?”), a worker’s health status (e.g., “in the following list, mark your diseases or injuries.”), 

impairment due to disease (e.g., “is your illness a hindrance to your current job?”), sick leave during the 

past year (“how many whole days have you been off work because of a health problem during the past 

year?”), own prognosis of work ability in two years (“do you believe you will be able to do your current 

job two years from now?”), and mental resources (e.g., “have you recently been able to enjoy your regular 

daily activities?”). The WAI assigns a score between 7 and 49, with higher scores indicating better work 

ability (de Zwart et al., 2002).  

The WAI has been widely tested for its psychometric properties. It has been found to have good 

internal reliability (Cronbach’s alpha of .72), internal validity, predictive validity, and a high level of 

cross-national stability (de Zwart et al., 2002; Radkiewicz & Widerszal-Bazyl, 2005). The WAI was used 

in this research study because it is well researched and has been reported to be utilized by several 

researchers to assess work ability and to evaluate effectiveness of interventions by looking at the change 

in score (Leppanen, Hopsu, & Klemola, 2005; Marqueze, Voltz, Borges, & Moreno, 2008; Wu, Li, Wang, 

Wang, & Li, 2006). It was therefore a choice tool for evaluating changes in perceived work ability pre 
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and post CWH.  In addition, the WAI is reported to be a simple tool with easy to understand questions, a 

simple response method, and a relatively quick scoring system (Morschhauser & Sochert, 2006). 

The Multidimensional Assessment of Fatigue (MAF) Scale. Fatigue is included as a measure because it 

is a common occurring symptom among people with depression and has been associated with cognitive 

difficulties and poor work performance (Demyttenaere et al., 2005; Kim et al., 2009; Ricci et al., 2007). 

Moreover, it has been shown to be a limiting factor in RTW for individuals recovering from depression 

(Caveen et al., 2006; Demyttenaere et al., 2005; Kessler et al., 2008; Lam et al., 2013; Swindle et al., 

2001). It was therefore considered an important and relevant construct to examine in order to determine if 

the intervention under study had an impact on fatigue levels with possible implications regarding work 

performance.  

The MAF Scale contains 16 items and measures four dimensions of fatigue - severity (e.g., “how 

severe is the fatigue which you have been experiencing?”), distress (e.g., “to what degree has fatigue 

caused you distress?”), timing (e.g., “over the past week, how often have you been fatigued?”), and 

degree of interference in activities of daily living (e.g., “to what degree has fatigue interfered with your 

ability to work?”). Respondents are asked to reflect on patterns of fatigue for the previous week. Each 

item response ranges from 1 (not at all) to 10 (a great deal). MAF scores result in a Global Fatigue Index 

which can range from 0 to 50. Higher scores indicate more severe fatigue, fatigue distress, and 

interference with activities of daily living. 

The MAF has been shown to have good psychometric properties including a Cronbach’s alpha of 

.93,  convergent validity (r =.78, p<.001) and divergent validity (r =.60, p<.001) (Belza et al., 1993; 

O'Neill & Wolf, 2010). The MAF was used in this study because of its good psychometric properties and 

ease of use (Belza et al., 1993).  

The Beck Depression Inventory II (BDI-II). A measure of depression severity is included because it 

offers descriptive information about participants at the start of the intervention and serves as a point of 

comparison following the intervention. Participants had initially been diagnosed with depression at the 

start of their disability leave and since depressive symptoms have been shown to negatively impact work 
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performance (Adler et al., 2006; Bender & Farvolden, 2008; Greco, Eckert, & Kroenke, 2004; Simon, von 

Korff, & Lin, 2005) any change in participants’ depression severity through an intervention was 

considered relevant to this research. 

Furthermore, there has been a call by some researchers for more tailor-made interventions that 

target depression in workers (Dietrich, Deckert, Ceynowa, Hegerl, & Stengler, 2012) as well as more 

research into new models that can improve the functioning of employees with depression (Lerner & 

Adler, 2011). Hence, obtaining a better understanding of the trajectory of depressive symptoms as a result 

of a targeted intervention could offer insight into this construct.  

The BDI-II was chosen in this study as a measure of depression severity due to its widespread use 

and psychometric properties. It has high reported reliability with the average coefficient alpha in the high 

.80s. The BDI-II has high concurrent and construct validity with respect to a variety of psychological 

measures (Beck et al., 1987). The BDI-II was used in this study because of its ease of use, fairly short 

completion time (Beck et al., 1987), and its use in studies related to mental health disability and work 

(Erbes, Kaler, Schult, Polusny, & Arbisi, 2011; Sullivan et al., 2006). Furthermore, the BDI-II has been 

found to be sensitive to changes in depression severity in a cross-cultural study (Hiroe et al., 2005) 

making it especially relevant to this research. 

The BDI-II was designed to assess depressive symptoms that correspond to the diagnostic criteria 

for diagnosing depressive disorders corresponding to the American Psychiatric Association’s Diagnostic 

and Statistical Manual of Mental Disorders-Fourth Edition (DSM-IV) (American Psychiatric Association, 

1994). The BDI-II is a 21-item self-report instrument for measuring depression severity in adults and 

adolescents aged 13 years and older and is one of the most widely used screening measures of depressive 

symptoms (Sharp & Lipsky, 2002). 

Respondents to the BDI-II are asked to endorse statements that best describe the way they have 

been feeling covering a two week period in 21 different symptom areas such as sadness, pessimism, and 

worthlessness. Each item response is on a four point scale with response options ranging from 0 (I do not 

feel…) to 3 (I am so … I can’t stand it). For example “I do not feel sad”, “I feel sad much of the time”, “I 
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am sad all the time”, “I am so sad or unhappy that I can’t stand it”. The BDI-II score is obtained by 

summing the ratings for the 21 items. The maximum score is 63 with higher scores reflecting more severe 

depression as reflected in the following breakdown: 0-13 (minimal); 14-19 (mild); 20-28 (moderate); 

29-63 (severe) (Beck et al., 1987). It is noteworthy that while the BDI-II measures depressive symptom 

severity, it is not intended to be used as a stand-alone diagnostic tool for clinical depression (Rose, March, 

Ebener, & du Prel, 2015; Sharp & Lipsky, 2002; Smarr & Keefer, 2011).  

4.6.3 Demographic information  

Demographic information (e.g., gender, age, length of time on disability) was collected to 

describe the study sample and to ascertain whether pre-post change scores differed across various 

demographic variables (see Appendix E).  

4.6.4 Follow-up work status  

At three-month follow-up, participants were asked about their work status (e.g., currently at work, 

on disability) as well as their sense of well-being at work through the following categories that were 

created by the principal investigator:  

1. On disability, not working 

2. Off disability, not working 

3. Working: many issues (struggling)  

4. Working: some issues (coping)   

5. Working: few/no issues (doing well)  

 

Work status is a metric of interest among researchers conducting outcome studies of RTW interventions 

(Arends et al., 2012; Blonk et al., 2006; Wahlin et al., 2012). Quality of life has been identified as a 

measure of effectiveness of RTW interventions (Franche et al., 2004c) and was operationalized in this 

study as well-being (e.g., struggling, coping, or doing well). Participants who were off disability and not 

working were asked about their occupational status (e.g. back at school/training program, looking for a 

job, personal choice to remain at home).  
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4.6.5 Participant Feedback  

Participants were asked for feedback about their CWH experience. Open ended written questions 

were posed at the end of the CWH intervention (T2) and orally at follow-up (T3) to understand 

participants’ experiences with the CWH intervention and to identify which, if any, elements of the CWH 

intervention were reportedly important to the RTW process. While questions at the three-month follow-up 

were similar to those posed at T2, they were asked from the perspective of the participant having 

completed the actual RTW process (or engagement in other meaningful occupation) and reflecting on the 

CWH experience after a three month hiatus. In particular, open ended questions were designed to obtain 

insight into which, if any, elements of the CWH intervention were experienced as helpful or needing 

improvement by participants in their RTW or return to meaningful occupation (see Appendix J). The oral 

medium also enabled participants to clarify and expand on their responses. 

4.7 Data analysis  

Statistical analyses were performed using IBM SPSS Statistics 22. Prior to statistical testing, 

variables were determined to be normally distributed by examination of skewness and kurtosis.  

The following sections describe the data analyses that were performed to answer research 

questions 2 through 5. (Note that research question 1 was addressed in Chapter 3). 

4.7.1 Participants’ perception of their RTW readiness (Research question 2) 

A paired-samples t-test was conducted to evaluate whether scores on three self-report measures 

(WAI, MAF, BDI-II) differed significantly prior to the CWH intervention (T1) compared to after 

completing the CWH intervention (T2). Two-tailed tests were used with significance level set at p < .05. 

Effect size was computed using Cohen’s d.  

Changes in self-report measures (pre-post diff scores) were compared along several demographic 

variables using one way ANOVA’s to determine if these variables affected how participants responded to 

the intervention. Correlation matrices were used to examine the associations between the three self-report 

measures for pre, post, and diff scores.   
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4.7.2 Participants’ work status and well-being (Research question 3) 

 Descriptive statistics were applied to participants’ responses regarding their work status and sense 

of well-being at follow-up (T3). This information was analyzed to determine rehabilitation outcome in 

terms of disability status, engagement in competitive employment, and/or engagement in other 

meaningful occupation. Well-being encompassed participants’ functioning at work (e.g., struggling, 

coping, doing well) if indeed they were at work at follow-up, or the nature of any engagement in 

meaningful activity if participants were not working but not on disability.  

4.7.3 Predictive value of measures with work status (Research question 4) 

Chi square tests of independence were conducted (using Fisher exact test for small sample group 

sizes) to examine associations between the post test scores and work status. 

A logistic regression was conducted to determine if there was predictability in the post test scores 

and RTW success. Significance level was set at p < .05. Success was defined as ‘off disability’; failure 

was defined as ‘on disability’. This criteria is objective and is based on insurance industry standards of 

claim termination.  

4.7.4 Participant experience with CWH (Research question 5) 

 Participants’ written feedback (at T2) was scanned into Adobe pdf format and participants’ oral 

responses (at T3) were transcribed by an RA or a professional transcription service. This qualitative data 

were entered into NVivo 10 software which was used as a tool to help with the organization of the data 

and management of the information. Qualitative data analysis was used within the context of program 

evaluation targeting the specific treatment intervention under study and complementing the quantitative 

study data in order to inform understanding of the quantitative study results.  

 Analysis of participants’ feedback was based on content analysis since it is a method of 

qualitative data analysis that has been used by health researchers to analyze text data that can include 

verbal, print, electronic form, open-ended survey questions, interviews, and focus groups (Hsieh & 

Shannon, 2005). As well, content analysis has been utilized in program development and evaluation 
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(Centers for Disease Control and Prevention, 2009; Taylor-Powell & Renner, 2003) making it relevant to 

this research.  

 In this study, the principal investigator primarily drew upon the ‘directed approach’ of content 

analysis which uses a deductive approach to obtain qualitative information through targeted questions and 

predetermined categories (Elo & Kyngas, 2008; Hsieh & Shannon, 2005). While questions were open-

ended, participants were directed to discuss intervention elements and identify key intervention outcomes 

that they deemed most relevant to their RTW preparation.  

 The analysis process included reading all the data to get immersed in it and to obtain a sense of 

the whole, reviewing the data to capture key thoughts or concepts, and coding the data using both preset 

and emerging categories (Hsieh & Shannon, 2005; Taylor-Powell & Renner, 2003). Rank ordering based 

on the number of unique respondents referring to each category was used to gauge the relative importance 

of categories (Curtis et al., 2001; Taylor-Powell & Renner, 2003). Such rankings were tracked with 

respect to unique references at T2 (post intervention) and T3 (follow-up). Qualitative data was also used 

to gain insight into factors relevant to participants’ work status and sense of well-being particularly as it 

related to outliers and anomalous quantitative data (Patton, 2002). Participant quotes were selected and 

presented to provide additional context to the main categories and emerging themes. 

 An RA reviewed the codes generated by the principal investigator for the purpose of increasing 

coding reliability. Any discrepancies in the coding were discussed by the two coders until a consensus 

was reached. Percent agreement was used to evaluate coding consensus because it is widely used, simple 

to calculate and intuitively appealing (Lombard, Snyder-Duch, & Bracken, 2002). A reliability of 86% for 

428 coded items was obtained which reflects an ‘acceptable’ level of reliability as defined by Neuendorf 

(2002). Percent agreement increased to 95% when considering unique respondent counts.  
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 Results  

 This chapter begins with a description of the research participants followed by the findings 

obtained from the research study using statistical analyses and review of qualitative data to answer 

research questions 2 to 5. Research question 1 (What are the theoretical underpinnings of the CWH 

intervention?) was addressed in the detailed analysis presented in Chapter 3.  

 A pre-post measure analysis is presented to answer research question 2 (Does participation in a 

CWH intervention improve participants’ perception of their RTW readiness?). A descriptive report on 

participant work status and well-being (obtained at follow-up) is provided to answer research question 3       

(What is the work status of participants at three months after CWH completion and, if working, what is 

their sense of well-being?). A logistic regression analysis is summarized to address research question 4 

(Does perceived work readiness among CWH participants predict RTW outcome?). Feedback from 

participants (obtained at T2 and at follow-up) is reviewed to address research question 5 (What are the 

key elements of CWH reported by participants based on their experience with the intervention?). 

5.1 Participant demographics 

Twenty four individuals were invited to participate in the study with 23 accepting. Two 

participants aborted the intervention for medical reasons. The final sample (n = 21) consisted of 13 

women (62%) and 8 men (38%). The age of the participants ranged from 28 years to 57 years (M = 45.4, 

SD = 9.9). The majority were either married or in a common law relationship (n = 14) with an equal 

number who were single (n = 3) and separated/divorced (n = 3). One participant did not provide marital 

status. Twice as many participants had children (n = 14) as those who did not (n = 7).  

The level of education among participants included high school (n = 5), college (n = 8), 

university (n = 6), and post graduate (n = 1). One participant did not provide educational status. Two 

thirds of participants had been on disability leave for more than one year with the following breakdown: 

less than 12 months (n = 7), between 12-24 months (n = 9) and 24 months or more (n = 5). 
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The most frequently occurring job categories were clerical (n = 7) and management (n = 7). Other 

job categories included engineer/technical (n = 4), healthcare (n = 1), and sales/communication (n = 2). 

Length of time in jobs included less than 2 years (n = 2), between 2 and 10 years (n = 10), and 10 years or 

more (n = 9). Demographic data are summarized in Table 28 in Appendix M. 

Participants’ level of depression severity based on BDI-II scores were grouped as follows at the 

start of the intervention: minimal (n = 5); mild (n = 3); moderate (n = 4); severe (n = 9). Levels of 

depression severity following intervention completion were as follows: minimal (n = 10); mild (n = 5); 

moderate (n = 4); severe (n = 2).   

5.2 Participants’ perception of their RTW readiness  

5.2.1 Student t test on pre-post scores 

A paired samples t-test was used to determine whether there was a statistically significant 

difference (p < .05) between pre-test scores (T1-baseline) and post-test scores (T2-discharge) on the self-

rated measures of work ability (WAI), fatigue (MAF), and depression severity (BDI-II). In the case of the 

WAI, a higher number is more favorable. In the MAF and the BDI-II, lower scores are more favorable. 

For purposes of the paired sample t-tests, direction was adjusted so that positive change was always more 

favorable. 

Scores on WAI, MAF, and BDI-II all improved significantly from pre- to post-test. 

Improvements in mean scores for all three measures were significant at p < .05 with the WAI and the 

BDI-II showing significance at p < .01. Effect size was calculated using Cohen’s d using the mean diff 

standard deviation (Aron, Coups, & Aron, 2011). Large effects sizes were shown in the BDI-II (d = 1.09) 

and the WAI (d = 1.02) with a medium effect size (d = .53) in the MAF (see Table 9). A visual 

representation of the change in mean scores in the three measures is presented in Figure 3.  
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Table 9 
 
Single Group Pre-Post t Test Results (WAI, MAF, BDI-II) 

     Difference Mean† 
 Pre-Test 

Mean (SD) 
Post-Test 

Mean (SD) 
 

Mean (SD) 
 
t 

 
p  

 
95% CI 

 
Cohen’s d 

WAI  22.71  (6.51) 28.02 (8.11) 5.31 (5.20) 4.677   .000** 2.94 - 7.68 1.02 

MAF  34.06   (6.89) 30.68 (8.38) 3.39 (6.34) 2.431   .025* 0.48 - 6.29 .53 

BDI   25.67 (12.05) 14.67 (10.46) 11.00 (10.07) 5.006   .000** 6.42 - 15.58 1.09 
df = 20  * p < .05   ** p < 0.01   †adjusted so positive difference reflects improvement 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5.2.2 BDI-II: Closer examination 

Descriptive statistics were applied to participants’ BDI-II total scores which revealed that 

participants’ scores ranged from 6 to 48 at baseline (M = 25.67, SD = 12.05) and from 0 to 39 at T2 (M = 

14.67, SD = 10.46). Mean scores reflect moderate depression severity (20-28) at baseline and mild 

WAI MAF BDI
Pre - Mean 22.71 34.06 25.67
Post - Mean 28.02 30.68 14.67
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Figure 3. Pre-post mean scores for WAI, MAF, BDI-II. Note: Higher scores connote 
improvement in WAI; lower scores connote improvement in MAF and BDI-II. 
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depression severity (14-19) at T2. The distribution in BDI-II scores by severity level is illustrated in 

Figure 4 and shows a marked shift from higher to lower severity levels after the intervention. 

 

 

 

 

 

 

 

 

 

 

The depression severity changes for individual participants in the study from pre to post can be 

seen in Table 10. Among the nine participants scoring ‘severe’ initially, seven scored lower on depression 

severity following the intervention (moderate - 2; mild - 3; minimal - 2). Two of the four participants 

scoring ‘moderate’ initially lowered their depression severity (mild - 1; minimal - 1). All three 

participants scoring ‘mild’ initially lowered their depression severity level to minimal. One of the five 

participants initially scoring ‘minimal’ increased their depression severity to ‘mild’ following the 

intervention.  

Table 10 
 
Pre Post Individual Depression Severity Change 

  Pre-BDI-II  Post BDI-II 
   Total Severe Moderate Mild Minimal 
Severe 9 2 2 3 2 
Moderate 4  2 1 1 
Mild 3     3 
Minimal 5    1 4 
Total 21 2 4 5 10 

0

2

4

6

8

10

12

minimal (0-13) mild (14-19) moderate (20-28) severe (29-63)

N
um

be
r o

f P
ar

tic
ip

an
ts

Depression Severity

pre BDI-II Frequency post BDI-II Frequency

Figure 4. Pre and post-depression severity distributions. 
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Descriptive statistics were also applied to the BDI-II diff mean scores to better understand which 

specific items of the measure improved the most following the CWH intervention. This resulted in an 

ordering of the 21 questions of the BDI-II from largest to smallest change (see Table 11). The greatest 

improvement was in ‘indecisiveness’ (-.952) followed by ’worthlessness’ (-.857), ‘concentration 

difficulty’ (-.762), ‘loss of pleasure’ (-.714), and ‘loss of interest’ (-.714).  

The BDI-II was further analyzed using the paired t test with Bonferroni correction (αpc = .0024) 

on the individual BDI-II questions. Scores on the following items improved significantly from pre- to 

post-test: ‘indecisiveness’, ‘worthlessness’, ‘concentration difficulty’, ‘loss of pleasure’, and ‘loss of 

energy’ (see Table 11).  

Table 11 
 
Rank Ordered Mean Difference Scores of Depression Severity (Post BDI-Pre BDI) 

 
Diff Mean SD 

Diff 95% CI    
Lower Upper t  p 

Question 13 Indecisiveness -.952 1.071 -1.440 -.465 -4.074 .001* 

Question 14 Worthlessness -.857 .854 -1.246 -.469 -4.602 .000* 

Question 19 Concentration Difficulty -.762 .995 -1.215 -.309 -3.508 .002* 

Question 4 Loss of Pleasure -.714 .717 -1.041 -.388 -4.564 .000* 

Question 12 Loss of Interest -.714 1.102 -1.216 -.213 -2.970 .008 

Question 10 Crying -.667 1.155 -1.192 -.141 -2.646 .016 

Question 20 Tiredness or Fatigue -.571 1.028 -1.039 -.103 -2.547 .019 

Question 21 Loss of Interest in Sex -.524 .814 -.894 -.153 -2.950 .008 

Question 7 Self-Dislike -.524 .750 -.865 -.183 -3.202 .004 

Question 2 Pessimism -.524 .814 -.894 -.153 -2.950 .008 

Question 15 Loss of Energy -.524 .680 -.833 -.214 -3.532 .002* 

Question 1 Sadness -.476 .750 -.817 -.135 -2.911 .009 

Question 5 Guilty Feelings -.476 .873 -.874 -.079 -2.500 .021 

Question 18 Changes in Appetite -.429 1.076 -.918 .061 -1.826 .083 

Question 17 Irritability -.429 .978 -.874 .017 -2.007 .058 

Question 3 Past Failure -.381 1.024 -.847 .085 -1.706 .104 

Question 8 Self-Criticalness -.333 .856 -.723 .056 -1.784 .090 

Question 11 Agitation -.333 .730 -.666 -.001 -2.092 .049 
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Diff Mean SD 

Diff 95% CI    
Lower Upper t  p 

Question 6 Punishment Feelings -.286 .717 -.612 .041 -1.826 .083 

Question 9 Suicidal Thoughts -.095 .301 -.232 .042 -1.451 .162 

Question 16 Changes in Sleeping 
Pattern 

.235 .437 .010 .460 2.219 .041 

df = 20*    p < .0024     

 

5.2.3 One Way ANOVA on demographic variables 

A one-way ANOVA was conducted to evaluate the relationship between each of five 

demographic variables (gender, age, marital status, education, and length of time on disability) and the 

WAI, MAF, and BDI diff scores (see Table 29 in Appendix M). The demographic variables gender, 

marital status, education, and length of time on disability were not found to be associated with 

improvements in any of the self-report measures. No relationship was found between age and the WAI 

diff score and the BDI-II diff score; however, the one-way ANOVA did report a significant relationship 

between age and the MAF diff score. A follow-up test was conducted to evaluate pairwise differences 

among the age groups with respect to the MAF diff scores. No significance was shown in the pair-wise 

comparisons using the Dunnett’s C post hoc test which was chosen based on the small sample group sizes 

(Green & Salkind, 2011).  

5.2.4 Pair-wise correlation among self-report measures 

Pearson product-moment correlation coefficients were computed to assess the pair-wise 

relationships among the three self-report measures. This was done comparing pre scores, post scores, and 

diff scores. 

Pre scores. There was a significant strong correlation between pre MAF scores and pre BDI-II 

scores, r(19) = .853, p = .000. There were significant moderate correlations between pre WAI scores and 

pre MAF scores, r(19) = -.449, p = .041 as well as between pre WAI scores and pre BDI-II scores, r(19) = 

-.584, p = .005 (see Table 12). 
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Table 12 
 
Pair-Wise Correlations between Pre WAI, Pre MAF and Pre BDI-II 

 Pre WAI Score Pre MAF Score Pre BDI-II Score 
Pre WAI Score —   

Pre MAF Score -.449* —  

Pre BDI-II Score -.584** .853*** — 

df = 19  * p < .05   ** p < .01   *** p < .001    

 

Post scores. There was a significant strong correlation between post WAI scores and post MAF 

scores, r(19) = -.667, p = .001. There was a significant moderate correlation between post WAI scores 

and post BDI-II scores, r(19) = -.587, p = .005. There was a significant moderate correlation between post 

MAF scores and post BDI-II scores, r(19) = .617, p = .003 (see Table 13). 

Table 13 
 
Pair-Wise Correlations between Post WAI, Post MAF and Post BDI-II 

 Post WAI Score Post MAF Score Post BDI-II Score 
Post WAI Score —   

Post MAF Score -.667** —  

Post BDI-II Score -.587** .617** — 

df = 19  * p < .05   ** p < .01   *** p < .001  

 

Diff scores. There was a significant strong relationship between WAI diff scores and MAF diff 

scores, r(19) = .732, p = .000. There was a significant moderate relationship between WAI diff scores and 

BDI-II diff score, r(19) = .477, p = .029 (see Table 14). 

Table 14 
 
Pair-Wise Correlations between WAI Diff, MAF Diff, and BDI-II Diff 

 WAI Diff Score MAF Diff Score BDI-II Diff Score 
WAI Diff Score —   

MAF Diff Score -.732*** —  

BDI-II Diff Score -.477* .261 — 

df = 19  * p < .01   ** p < .05   *** p < .001    
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Correlation scatterplots summarize the results of the relationship between WAI diff scores and 

MAF diff scores and between WAI diff scores and BDI diff scores (see Figure 5). As well, correlation 

scatterplots summarize the relationship between post WAI scores and post MAF scores and between post 

WAI scores and post BDI scores (see Figure 6). 

 

 
 

 

Figure 5. Scatterplots of WAI diff with MAF diff and BDI-II diff. 
Note: Diff scores have been adjusted so positive scores reflect improvement. 

Figure 6. Scatterplots of post WAI with post MAF and post BDI-II scores. 
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5.3 Work status and well-being 

At three-month follow-up, all 21 study participants agreed to participate in an open-ended 

interview (19 over the phone, one in person, one provided email responses) in which they were asked 

about their work status. If back at work, questions pertained to the participant’s sense of well-being at 

work (e.g., struggling, coping, doing well). If not at work, questions were directed at understanding the 

reason for not working and the nature of any engagement in other meaningful activity. Participants who 

reported to have remained on disability were asked about the reasons why. 

At three-month follow-up, 16 of the 21 participants were off disability leave and five remained on 

disability. Of the 16 who were off disability, 12 were working and four were not working. Reasons for not 

working included having resigned, having been laid off, or (in one case) having experienced a physical 

injury necessitating a physical disability leave. Among the 12 who were working, 11 reported to be either 

coping or doing well and one reported to be struggling. These results are illustrated in Figure 7. 

 

 

Figure 7. Work status and well-being at three-month follow-up. 

 

The above responses were categorized into ‘rehabilitation success’ or ‘rehabilitation failure’ in 

alignment with the insurer’s determination of disability claim termination. The insurer assesses the 

claimant’s disability status based on medical documentation regarding work ability and any related 
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medical work restrictions. A claimant with medical evidence preventing competitive employment remains 

on disability leave in contrast to a claimant deemed competitively employable (Schjerning & Norwood, 

2010). For the purpose of this study, disability claim termination was used as an objective measure of 

rehabilitation success regardless of whether the claimant returned to competitive employment or engaged 

in other meaningful occupation (e.g. return to school, retraining). Applying the criteria for ‘rehabilitation 

success’, the results of this study reflect that 16 of the 21 participants were ‘successful’ while five 

‘failed’. These findings are summarized in Figure 8. 

 

Figure 8. RTW status at three-month follow-up. 

5.4 Predictive value of measures with work status 

A Chi square analysis was conducted to test the association between each of the three post 

measures (WAI, MAF, BDI-II) and RTW status at follow-up. Two by two contingency tables were 

established using median scores to divide each measure into low/high groups with RTW status divided 

(on disability) (off disability)

Participants
21

Rehab Failure Rehab Success

5 16

Not working Working
4 12

Resigned Laid Off Injury Struggling Coping Doing Well
2 1 1 1 7 4

Retired Looking Injury
1 2 1
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according to on/off disability. Given the small sample groups, the Fisher Exact Test was applied. 

Statistical significance (p < .05) was achieved for post WAI scores with higher post WAI scores being 

associated with a higher probability of being off disability (see Table 15). 

Table 15 
 
Two by Two Contingency Table with Fisher Exact Test 

 RTW at follow-up  

Post WAI  On Disability Off Disability Fisher Exact Test 
p 

Low  4 4 .047* 

High  1 12  
*p<.05 

 

A logistic regression analysis was conducted to predict the probability of participants` RTW 

success (1 = yes; 0 = no) where RTW refers to return to the workplace or to other meaningful occupation 

and is objectively determined by disability status. Given the small sample size, single logistic regressions 

were conducted with each of the following predictor variables - post WAI, post MAF, post BDI-II (see 

Table 31 in Appendix M).  

The only predictor variable that was significant was the post WAI (p < .05). This indicates that, 

compared to a constant only model, a model using the postWAI as a predictor variable more reliably 

distinguished RTW success and failure (chi square = 6.554, p = .010, df = 1). The model was a good fit 

for the data, based on a Hosmer and Lemeshow Test χ2 (8) = 5.948, p = .653 (i.e., predicted group 

membership on the outcome variable - RTW success - did not significantly differ from observed 

group membership). The model explained 40% (Nagelkerke’s R2) of the variability in RTW success 

and improved prediction success from 76% (16/21) in the baseline model to 86% (18/21) as can be seen 

in Table 16. 
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Table 16 
 
Logistic Regression Classification Table 

Observed Predicted  

 RTW Fail RTW 
Success 

Correct 
Ratio  

Correct 
Percent 

RTW Fail 3 2 3/5  60.0 

RTW Success 1 15 15/16  93.8 

Overall Correct    18/21 85.7 

 

The Wald statistic confirmed that post WAI scores made a significant contribution to prediction 

(p < .05). Exp(B) value indicates that for each unit improvement in the post WAI score, the odds ratio is 

1.202 times as large reflecting a 20% increase in probability of RTW success versus RTW failure (see 

Table 17). A graphical representation of the logistic regression model is illustrated in Figure 9. 

Table 17 
 
Logistic Regression Model with Predictor Post WAI 

  B SE Wald p Exp(B) 
95% C.I. for EXP(B) 

Lower Upper 
post WAI  .184 .084 4.796 .029* 1.202 1.019 1.416 

Constant -3.570 2.148 2.764 .096 .028   
df = 1    * p < .05    

 

Figure 9. Logistic regression model using postWAI as predictor. 
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The 50% classification cut-off corresponds to a post WAI score of 19.5 indicating that the model 

would predict participants with WAI scores less than 19.5 as likely to fail and those above 19.5 as likely 

to succeed. The graph shows three misclassified participants - one participant with a low post WAI score 

(18) succeeded and two participants with relatively high post WAI scores (28.5, 33) failed. 

The logistic regression model was applied to the pre WAI scores to predict RTW success 

resulting in a 61.6% likelihood of success. When the model was applied to the post WAI scores, a 76.3% 

likelihood of success was obtained. The mean diff score of 5.3 (between the pre WAI and post WAI) 

corresponds to a mean improved likelihood of RTW success of 14.7%.  This is illustrated in Table 18. 

Table 18 
 
Logistic Regression Model Applied to WAI Scores 

 
 
 

Participant Pre-WAI Post-WAI WAI Diff 

Predicted  
P(Success) using  

Pre WAI 

Predicted 
P(Success) 

using 
Post WAI 

Improvement 
in 

P(Success) 
1 18.5 29.0 10.5 45.9% 85.4% 39.5% 
2 22.5 26.5 4.0 63.9% 78.7% 14.8% 
3 12.0 12.0 0.0 20.4% 20.4% 0.0% 
4 27.0 33.0 6.0 80.2% 92.4% 12.2% 
5 22.5 33.0 10.5 63.9% 92.4% 28.6% 
6 30.5 30.0 -0.5 88.5% 87.5% -1.0% 
7 29.0 38.5 9.5 85.4% 97.1% 11.7% 
8 22.0 33.0 11.0 61.7% 92.4% 30.7% 
9 15.5 31.5 16.0 32.8% 90.3% 57.5% 

10 18.0 21.0 3.0 43.6% 57.3% 13.7% 
11 29.0 33.0 4.0 85.4% 92.4% 7.0% 
12 22.5 29.0 6.5 63.9% 85.4% 21.5% 
13 13.0 18.0 5.0 23.5% 43.6% 20.0% 
14 34.0 29.0 -5.0 93.6% 85.4% -8.2% 
15 24.5 28.0 3.5 71.9% 82.9% 11.1% 
16 27.5 34.0 6.5 81.6% 93.6% 12.0% 
17 33.0 43.0 10.0 92.4% 98.7% 6.3% 
18 23.5 28.5 5.0 68.0% 84.2% 16.2% 
19 22.5 31.0 8.5 63.9% 89.4% 25.5% 
20 13.0 15.0 2.0 23.5% 30.8% 7.2% 
21 17.0 12.5 -4.5 39.1% 21.9% -17.2% 

Mean 22.7 28.0 5.3 61.6% 76.3% 14.7% 
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5.5 Participant experience of CWH 

Several themes emerged from the feedback obtained from participants at T2 (discharge) and at 

the three-month follow-up (FUP). These themes centered on overall gains that participants reported to 

have attained as a result of participation in CWH and intervention elements that participants identified as 

having been important to their RTW preparation. Overall gains included: routine, self-confidence, 

stamina, cognitive abilities, coping strategies, technical renewal, pacing strategies, and feelings of self-

efficacy. Main intervention elements included: structure, simulations, the environment, videos, coaching, 

occupational therapist feedback, pacing education, and role plays. Participants also provided suggestions 

on intervention improvement and any other recommendations. 

5.5.1 Main gains identified by participants 

Figure 10 presents rank orderings of the main gains identified by participants at T2 or FUP based 

on unique participant references. The rank orderings are further broken down by T2 versus FUP in Figure 

11.  

 

 

Figure 10. Aggregate number of participants per CWH gain (T2-FUP combined).  
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Figure 11. Aggregate number of participants per CWH gain (T2-FUP breakdown). 
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Another noted the ‘push’ into a routine that helped: “…it certainly did definitely help because it 

just got me back to that schedule and I think that’s what I needed, to be pushed to move back into a 

routine” (#229). The consistency was noted by another participant: “It was great when I was there 

because it was getting into the consistency of having to get up in the morning, get ready for work and go” 

(#258). 

One participant pointed out that CWH helped with other activities: “I think it was a combination 

of the actual routine of going there and then, you know, going to the gym and working out and stuff, 

because that was also part of my rehabilitation” (#190). Others reported to be making better use of their 

time: “It certainly got back in that routine of determining what’s really important, what needs to be done 

and what can wait till later .. umm so yeah that’s one thing that I definitely took away from that”(#229).   

Participant #121: Yeah actually it was really good for me having routine and structure, it sort of 

got me back into the mode of looking forward to the days that I was going to be there. So it 

definitely added more structure and made me use my time more wisely.  

5.5.1.2 Confidence 

Eighteen participants (86%) commented about the impact that the CWH intervention had on their 

self-confidence with the increased gain more noted at T2 (n = 17) than at follow-up (n = 11). Participants’ 

feedback included: “I’m feeling more stable, more confident. I’m feeling happy. I’m less tired. Noticing my 

energy starting to come back. I’m more motivated” (#121); “By doing things I normally do at work, it has 

increased my confidence” (#271). “There’s no question that my confidence level has improved since the 

start of the program” (#212).  

An association was made between increased self-confidence and the ability to move forward: “My 

most positive outcome of the program is the knowledge and confidence that I am ready to return to work 

and that I will be successful” (#371); “It’s given me the confidence to move forward” (#190). Another 

participant discussed the impact that increased self-confidence had on other areas of functioning: “I feel 

more confident driving, too. It got me out of my shell” (#121).  
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Success in the CWH intervention was also linked to overall well-being and happiness: “It gives 

you, like, more self-confidence…I would come home and feel like, okay, well, okay, tonight I’m going to 

cook dinner” (#385). The change in overall comportment was also noted by this participant’s spouse: “I 

was, like, so self-confident and like I said, my stamina had improved a lot. It had improved my character. 

Like, my husband had told me, like, how much I had changed and I started to smile again” (#385). 

Participant #190: The best part was the confidence building aspect. I don’t know if it was 

because, you know, I was going there on a regular basis and yes it was nice to refresh some of my 

skills on the computer and stuff. So I think it was a combination of the actual routine of going 

there and then, you know, going to the gym and working out and stuff, because that was also part 

of my rehabilitation. 

Linkages were made between self-confidence and RTW: “And when I did go back to work, I had my self-

confidence” (#121). Another discussed clarity of mind: 

Participant # 371: With that worry and stress gone, I really was able to feel confident and, um, 

you know, go back to work with a clear mind. And it was a much better place to be 

psychologically, um, than when I first started the program.   

Several participants offered insight into the way in which the CWH intervention helped them with their 

self-confidence: “Being put in a simulated work setting and working productively for the allotted time…it 

gently forces you to do work, and with progress in the work, you develop a sense of accomplishment” 

(#185); “Kind of ramping someone’s confidence up before they actually get into the office – yeah, that I 

found probably one of the most positive” (#212). “At the beginning of the program, it is hard to believe in 

yourself. But time in the program brought me self-belief and did increase a lot my self-confidence” 

(#385). Exposure to other people was reportedly helpful: “It helped me a lot, in the sense that when you 

don’t, when you don’t, um, daily meet other people and you’re not in the working environment, you easily 

lose, um, uh, self- confidence” (#385). 
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Participant #371: I think the issue would have been with personal trust.  I don’t know that I 

would have felt confident, um, in my ability to just go to work, interact with people and, um, I was 

a little bit nervous about focusing. 

Overall, the simulated work environment and the work simulations were given emphasis regarding positive 

influences on self-confidence.  

Participant #385:Just bringing someone that’s been, like, alone and at home, sick and, um,  

feeling, like, useless – you’re taking that person and bringing that person to a working 

environment to give her confidence again. Just that, like, it’s a big, big start. 

Participant #371: Jump back in the saddle and trust yourself and, and do good work. Um, and I 

think it would have been a lot of stress to put on myself to go straight from being at home to being 

at work part-time. And going through the program just helped me really have some confidence in 

myself and not worry so much that, you know, my, my brain wasn’t working anymore. 

Participant #185: I think uh being given the opportunity to tackle them in the setting like work 

hardening where, you know there was no pressure from the view point of .. if you didn’t succeed, 

so to speak. Umm I think that was good, but I think that when you tackle those types of 

assignments and you achieve well or better than what you might have expected, it gives you a 

very, very positive uplift.  

5.5.1.3 Stamina 

Stamina was identified by 71% of the participants (n = 15) as an area in which they made gains 

due to the CWH experience. The number of participants that highlighted ‘stamina’ were similar at T2 (n = 

11) and at follow-up (n = 10). Some participants highlighted the increase in stamina during the course of 

the intervention: “I think that, uh, absolutely there’s no question that by the end of the four weeks, um, my 
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stamina and fatigue had improved, uh, dramatically” (#212); “…as I gradually went further I was getting 

a lot more stamina” (#185). This sentiment was echoed by another participant: 

Participant #385:  More advanced the program became, the less fatigue I had because more of a 

routine and I had to go there more often and so I had to get up...I had to shower…I had to move 

and that would bring you more energy. 

Another participant compared her low stamina at the start of CWH to her ability to tolerate a half day by 

the end of her CWH intervention. 

Participant #371: When I did my first week, I had quite low stamina and very high fatigue after 

only a few hours in the work simulation environment. But after, um, after my last day of my last 

week, I definitely felt ready for a half-day at work. I felt that I’d be able to handle it and then be 

able to get home before I felt like I would have to fall asleep. 

This same participant drew attention to having learned the importance of a gradual increase in hours from 

transferring the CWH experience to the workplace once back at work. 

Participant #371: Spending those three weeks working on progressively more complex tasks, um, 

you know, it allowed me to build that confidence in myself and build up some stamina.  Because I 

know when I first started going back, even after just two-three hours, I was exhausted. So, both, 

um, for the confidence and also for building up stamina and, and resistance, I think that the 

program is exceptional. And it also just helped me understand how important that gradual 

transition from part-time to full-time when I came back to work was. I think I might have been 

one of those people who would have been motivated to try to go to full-time, um, a little bit 

earlier. 

Participant #385 summed up the CWH intervention: “It’s kind of…the whole program kind of helps 

you recharge your batteries.” 
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5.5.1.4 Cognitive abilities 

The positive impact that CWH had on cognitive abilities, such as concentration and focus, was 

discussed by eight participants (38%) with similar numbers at T2 (n =4) and at follow-up (n =5). 

These participants pointed to the increase in concentration/focus and/or memory as specific 

targets of the intervention. “I liked the work simulations … it made me think that I could  ... was able to 

actually focus enough to be working somewhere” (#352). “I found it to be a very positive experience. It 

helped me to start to focus on work related tasks, and use a lot more cognitive functions” (#271). 

One participant validated the research done while at CWH by noting:  “…like I have to do a lot of 

my own research and it helped, it helped like literally open up that part of my brain again” (#258) 

explaining that it was making you organize and critically think better and it was like “yeah okay” I’ve got 

the side of my brain opened up again and it was great…it helped increase my critical thinking skills” 

(#258). 

Another participant related how scattered she found her brain to be following her depression and 

how the CWH experience helped her with this.  

Participant # 229: What I found, when I came from depression my head was very scattered. I 

couldn’t focus on long term things and that’s certainly something that I worked on ….and it 

certainly helped…Just kind of thinking things through a little bit more, becoming a little bit more 

detail oriented, not getting scattered, uh with my thoughts as well as what I'm reading. Kind of uh 

brought me back to kind of reading uhh reading it more slowly to comprehend it a little bit better. 

The sentiment of not knowing what one’s capabilities was expressed by a few participants along with the 

value of CWH in this area. 

Participant #258: I mean there was definitely a lack of self-confidence because I haven’t tapped 

into that area of my brain and I'm going “Can I do this? Do I still have the knowledge base? Did 

I forget anything?” You know? Just kinda beating myself up pretty much. So going through her 
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program by the end like just tapping in, like I said, to that side of my brain again and I'm going 

“oh I do remember this and I do … it was just laid to rest for a couple years. 

Participant #385: And, um, you don’t know what you can do.  You get to the point that you don’t 

know what you’re capable of doing anymore because you haven’t done it for so long and you 

have kind of memory doesn’t work the same and you don’t have the concentration and…because 

the program really helped me out in that way.  

5.5.1.5 Communication and other coping strategies 

Seven participants (33%) recounted how CWH assisted them with improving their 

communication skills (e.g., assertiveness) and other coping strategies (e.g., organizational skills, time 

management skills) which was a goal for several participants in anticipation of returning to their pre-

disability workplaces. Equal numbers endorsed this theme at T2 (n = 5) as at follow-up (n = 5).  

 One participant shared the following: “I'm uh certainly not as passive as I was. I think I’m 

starting to speak my mind a little bit more but not in an aggressive way” (#229).  

Another client highlighted their new found ability to set boundaries and how this helped increase their 

self-confidence. 

Participant #121: Setting up my own personal boundaries or boundaries at work when it comes 

to something that I, um, cannot…I don’t feel comfortable doing or I’m not…I’ve not been trained 

to do or…even if I’m at home, if I’m uncomfortable, I’m, I’m more comfortable or confident to 

say, um, “I’m out of my comfort zone.  Can you please explain this to me? 

Furthermore, this participant added: “I was able to put down those boundaries and take the time to stop and 

think about what my next steps were as opposed to reacting or feeling anxious. So, that really helped quite 

a bit” (#121). 

The progressive nature of learning how to be more assertive was summed up quite succinctly by 

one participant: 
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Participant #229: One of the main things obviously that I’ve always had a problem with was 

being assertive and that was one main thing that we focused on and I think it certainly helped and 

it’s, it’s, as she called it- it’s a day to day process; it’s not going to happen overnight. But I have 

certainly taken those tools that she’s taught as well as what I learned from videos and tapings, 

umm and uh I'm using it in my everyday life and it’s actually really, really, helping...this program 

has given me the proper tools to be a stronger person. 

One participant identified organizational skills as another skill that was acquired through CWH: 

“Just getting my organizational skills back up to par, that was great” (#258). She expanded on this 

accomplishment by explaining how CWH facilitated this. 

Participant #258: I would get really anxious over the simplest little things so she helped me cope 

with that in the sense that she never threw me into it. She progressively kept the routine the same 

every day and then said: “ok today I'm going to add one more thing but you’re not going to know 

when I'm going to throw it at you” so it got me going “ok, don’t stress out about it, not a big 

deal”, but it got me keeping that routine but yet everyday slowly integrating something new, so it 

was really good to get my organizational skills. 

This participant identified gains in time management as well: “I learned a lot, the time management, the 

organization, the stopping, thinking about what I gotta get done instead of just running all over the place. 

She taught me a lot about that” (#258). She summed up her experience succinctly: “By the end of the 

program, my fatigue and anxiety levels and everything were great…I felt good” (#258). 

5.5.1.6 Technical skills 

A total of four participants (19%) identified learning or refreshing their technical skills as 

noteworthy. Four participants at T2 discussed this value while two participants noted this at follow-up. 

One participant stated: “You got to use the computers and learn the new tools. Like for example, I’d never 

used the latest version of Microsoft Office so I was forced to use it and learn it, so that was helpful” 
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(#185). In discussing preparation for job tasks, one participant noted:  “Working on a computer 

again…reacquainting with software” (#161) while another participant remarked that working on 

“multiple monitors” helped him to prepare to return to his work environment (#198). 

Another client who expected to be returning to sales identified specific software programs that he 

noted would be helpful in preparing for his return to work. 

Participant #190: I was assuming that I was going back in sales so again that’s why I did the 

computer stuff like Excel and Word …so that definitely helped me brush up on my Word and 

Excel, so that was good. 

5.5.1.7 Pacing  

The value of applying pacing techniques was identified by four participants (19%) including one 

participant at T2 and three participants at follow-up. Feedback regarding taking breaks included: “Taking 

breaks, um, that really benefited me, because I’m the type of person that can just go, go, go, go and forget 

to slow down and take a moment for myself just to breathe or use the washroom (#121). This participant 

also highlighted her ability to self-pace as a result of the CWH intervention “I feel like I can take on more 

and pace myself at the same time” (#121). 

 This sentiment was echoed by others: “Actually taking frequent breaks was helpful to me …made 

me see that I would have to make certain to include breaks throughout my day” (#161) and “The breaks 

were good” (#290).  

5.5.1.8 Self-efficacy 

The impact of CWH on self-efficacy was noted by three participants (14%) which includes one 

participant at T2 and two at follow-up: “My belief in my abilities has also been positively affected” 

(#212). One participant noted the positive impact of her successes in CWH: “…able to draw on the 

successes at [clinic name]…okay, you have faced this before, you were able to get through it, what did 

you do (#161).” 
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 Another summed up the positive value of the CWH experience: “My greatest improvement was in 

self-confidence and belief in myself. I feel better equipped to return to work and be successful” (#367). 

5.5.2 Key CWH elements for RTW preparation 

Figure 12 presents rank orderings of the key intervention elements identified by participants at T2 

or FUP based on unique participant references. The rank orderings are further broken down by T2 versus 

FUP in Figure 13.  

 

 

Figure 12. Aggregate number of participants per CWH element (T2-FUP combined). 
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Figure 13. Aggregate number of participants per CWH element (T2-FUP breakdown). 
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Participant #229: It was more about the routine. It was, uh, just getting up in the morning and 

figuring things out. Getting to somewhere… umm but having to do so many things to get there. 

You know? It was certainly one thing that I struggled with in my depression was I’d get up and it 

took me a while to get ready to do anything and even if I got something done, you know? So it 

certainly was a big aspect. 

5.5.2.2 Work simulations 

Work simulations were reported by 76% of the participants (n = 16) as an important element of 

the CWH experience. Similar mention was made by participants at T2 (n = 11) as at follow-up (n = 13): 

“The work simulations were great…that’s how I got ready to go back to work for my tasks” (#121). The 

relevance of simulations to one’s work was highlighted: “The work simulations like uh, things related to 

my work that I did while I was there ... stood out” (#185). Another participant agreed; “The tasks given 

were very relevant to my field of work. Tasks involving deadlines and producing memorandum were 

particularly relevant” (#367). “She would constantly put me in situations that I needed to think on my 

toes. So it was good – that was one specific thing” (#258). 

The customized nature of the work simulations were identified by 48% of the participants (n = 

10) as highly beneficial and relevant: “It’s almost customizing the exercises and I found that extremely 

beneficial when I went back to work” (#212).  For some, the ability of the work simulations to capture the 

essence of their work was surprising: “So the types of things she did with me, she tried to keep it as 

specific as she could to my job and it was great. My hats off to her because I didn’t think she was going to 

be able to do it” (#258). 

Several participants discussed the relevance of the simulations in terms of their technical skills: “I 

think it was getting used to the office tools, I think it was also working on assignments that were similar to 

what you would be doing at work” (#185). Others added:  

Participant #121: The work task simulations were fantastic. It just got me back into the routine 

of, um, using the computer for work, like, creating Excel spreadsheets or tables or doing, uh, 
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basic research online, which would be something that I would have to do in my, my daily job, as 

well.  Um, it was just a…it was a good refresher.  

Participant #185: Getting back into a situation that resembled work in a way, though not having 

to be immersed completely in it. That’s really something that really helped, I mean, it’s a bit like 

going back part time. So that to me, I found very helpful. And it was fairly good simulation of the 

work environment, and you got to use the computers and learn the new tools. Like for example, 

I’d never used the latest version of Microsoft Office. So I was forced to use it and learn it. So that 

was helpful.  

Another participant specifically named project management and writing skills as having been 

helpful to RTW preparation: “The opportunity to, you know, do a little, do a little bit of project 

management, do some writing. Um, really focus on the skill sets that, uh, that I utilize at work” (#212). 

Bringing in an element of multitasking was appreciated: “She got me multi-tasking like I would 

normally do in my job being thrown here and thrown here  ... and thinking like  ... it’s hard to explain, she 

just was really good at giving me specifics” (#258). As well, the progressive nature of the work 

simulations was notably helpful. 

Participant #352: Just some of the job assignments were uh … you know like something quite 

simple to getting more complex and … As time went on it was easier to … handle, you know... 

things for longer and that were more complex.  

Participant #212: She had me working on a project. Uh, you know, it was basically, uh, um, fairly 

straightforward context that could be as complex as you needed it to be. And I took it to the nth 

degree. I mean, I took full advantage of, uh, trying to ramp this thing up in a very, um, complex, 

uh, multifaceted way, because that’s the way we work.  
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The sense of confidence that was attained through completion of work simulations was shared by 

several participants: “I think that when you tackle those types of assignments and you achieve well or 

better than what you might have expected, it gives you a very, very positive uplift” (#185). This sense of 

self-confidence translated to a feeling of work ability: “I liked the work simulations and stuff. I.. umm .. it 

made me think that I could … was able to actually focus enough to be working somewhere” (#352). The 

transferability of this sense of confidence to the workplace was echoed by others as well. 

Participant #185: Basically I did a very good job analyzing a specific problem and it really 

meant that I was working at a graduate level again. And it gave me a lot of confidence that I 

could handle the types of assignments that I would get at work. 

When asked about what was most helpful in the program, one participant noted the opportunity to provide 

input to the design of work simulations: “The latitude to contribute to the construction of the simulation 

exercises…opportunity for input” (#212). 

5.5.2.3 Office environment  

The simulated office environment that was provided by the CWH intervention was appreciated by 

52% of participants (n = 11) and was noted to be conducive to their RTW preparation. This was expressed 

more often by participants at follow-up (n = 9) than at T2 (n = 4) with participants endorsing adjectives 

such as “great’, “positive’, and “comfortable”. One participant stated: “I definitely liked the physical 

environment. I like that she had something that felt, you know, a little bit like an office” (#371). Others 

shared similar sentiments: “It was a useful simulation of a work environment – having coworkers…it was 

conducive to working and feeling like you were in an office” (#367); “The environment was very 

professional and inclusive… the physical set-up was good” (#212); “I liked the atmosphere” (#249). 

The realism of the simulated office environment was expanded upon further: “The environment 

was perfect. It was really good. Just the fact that it was, like, open. Because in the government, it’s all 

open and your colleague is sitting right next to you” (#385). The desks and computer setup were 
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appreciated: “I think it replicated it well in terms of, you know, there’s the computer environment. There’s 

desks and there would be people around” (#162); “The environment itself (desks, computers, kitchen) 

were helpful in creating a work environment” (#367).  

The simulated office environment contributed to many participants’ positive experiences as it 

provided a ‘realistic’ work environment that was similar to their real workplaces.  

Participant #121: All I can possibly think of saying is that it was the best experience I ever got in 

a work environment. In an office environment, I should say. Even though it wasn’t supposed to be 

technically a “real one”, it still felt like an office environment. 

Participant #162: And, you know, it was in an office environment and you had to go in and, you 

know, you had breaks and different things, but it recreated it for you. So, I could see that being 

very beneficial for people. 

Participant #185: The physical environment is not far off of what it is in an office, I mean 

obviously there isn’t dividers, you don’t have a cubicle so to speak but you know, it’s very much 

like it is in a … like work. It actually simulates it quite well.  

5.5.2.4 Videos 

A total of nine participants (43%) identified the usefulness of professional development videos in 

their CWH experience (T2: n = 5; FUP: n = 8). One participant spoke to the resources he utilized in 

CWH: “I watched an assertiveness workshop ... did a little bit of a workshop there on how to be 

positively assertive. And I thought that was very good” (#290). For some, professional development 

videos were highlighted as a resource they were provided while at CWH that addressed their assertiveness 

and general communication needs: “I can’t remember the name of the video, but it had to do with being 

assertive, that much I remember….it was fantastic for me to watch” (#121). Another participant noted: “I 

viewed a few videos on body language, assertiveness and occupational skills – those were helpful” 

(#367). 
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When asked about what helped prepare for the work environment, participant #258 explained: 

“The videos I watched on assertiveness and personality types and how to deal with different people in the 

workplace”. Another participant also expressed the value of the videos: 

Participant #290 (referring to videos watched): …there was conflict resolution and umm dealing 

with different personality types. So you kind of had to identify through a check list as to what kind 

of person you were dealing with across the table or in a situation and then determining how ... 

what your personality was and then giving you tools to interact with that person so that you 

wouldn’t be either abrasive or that you would succeed. That was really good.  

5.5.2.5 Safe and supportive environment 

Nine participants (43%) identified the safe and supportive atmosphere of the CWH environment 

(T2: n = 7; FUP: n = 3). Safety and support included the treating therapist as well as other clients who 

shared similar stories and were also preparing for RTW after a disability leave: “She was there if I needed 

to ask questions or if I didn’t feel so well. It’s nice to also be, um, with other people who are definitely 

going through their own situations” (#371). This same participant noted the positive impact of the 

presence of others: “… knowing that you’re surrounded by people who, uh, who have gone through 

something definitely helped”. A safe environment was one where it was okay to fail: “Provides a safe 

place to try and fail” (#161). Another participant commented on her feelings of safety; “I felt safe, 

comfortable and confident while going through the program” (#121). When asked about most helpful 

aspects of CWH, a participant spoke about the support received by the occupational therapist: “ …the 

ability to talk with [occupational therapist] about concerns” (#271). 

Participant #190: Not having been doing anything and having anxiety issues, it was a nice 

environment to get back into a routine and, you know, start learning stuff. Like the first day 

obviously I was stressed but it didn’t last very long. It was a nice safe and warm environment. 
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5.5.2.6 OT coaching 

 Nine participants (43%) remarked that coaching by the occupational therapist was helpful 

(T2: n = 3; FUP: n = 6). One participant espoused the value of working with a professional: “I think 

having a professional available to have these discussions is valuable” (#371). Another discussed the 

coaching in relation to work-related preparation: “I had time to speak with [occupational therapist] to 

prepare for that meeting” (#247). Participant #385 linked what she found most helpful in CWH to the 

occupational therapist (as coach): “The help of an occupational therapist…one that coaches you, 

encourages you, backs you up, listens well, and empathizes when needed”. Another reported on the 

valuable tools learned while working with the occupational therapist: “I’ve certainly taken those tools 

that she’s taught …and I’m using them in my everyday life and it’s actually really really helping” (#229). 

5.5.2.7 Feedback from occupational therapist 

The importance of feedback from the treating occupational therapist during the CWH intervention 

was noted by four participants (19%) all of which were obtained at T2: “The positive feedback on work 

well done really helps” (#185). Positive feedback was linked to motivation: “Positive feedback increases 

my interest in getting the next task done” (#230). Feedback was also linked to assessment of work ability: 

“Great feedback at all times to assess my function” (#212). 

5.5.2.8 Pacing education 

Four participants (19%) reported that pacing was a valuable intervention element (T2: n = 1; 

FUP: n = 3). One participant mentioned how the prompting helped with self-pacing: “Her constant 

reminder of I need to take my time, I need to take five minutes, I need ten minutes…that helped. It helped 

me set better pace for myself” (#121). Another participant agreed: “We were always told don’t forget to 

take breaks” (#385). When asked about what prepared the person for the work environment, participant 

#161 remarked: “Being encouraged to make frequent pauses during the hours of work… surprised to find 

the breaks improved performance”.  
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5.5.2.9 Role plays 

Two participants (10%) highlighted the value of role plays and both reports were at follow-up. 

One participant recounted how the role plays related to the workplace: “She tried to fit situations and role 

play that I would encounter at work” (#198).  The other participant valued the quick thinking inherent in 

role plays: “She would constantly put me in situations that I needed to think on my toes…so it was good” 

(#258).  

5.5.2.10 Coping strategy education 

Videos, OT coaching, and role plays are combined into one category group since each contributes 

to coping strategy development. As a group, 14 participants (67%) made references to one or more of the 

three underlying elements with similar split at T2 (n = 8) and at FUP (n = 10).   

5.5.3 General comments on CWH 

Three participants volunteered that they would recommend the CWH intervention to others: “I 

think it would be a great return-to-work program for anybody that’s kind of almost at that point where 

they’re ready to return to work” (#162).  

Participant #121: So, if anybody is needing a return-to-work program, I…like, I have been 

recommending ERGO-Wise to colleagues who had to come back from disability and they still felt 

like they were struggling…my experience was fantastic. 

Participant #258: I would recommend it to anyone. I never even heard of the program before in 

my life that there was something like this out there. So it was, it was great. I mean I took a lot out 

of it from her. It was really good. 

Others expressed appreciation for having had the opportunity to participate in CWH: “I was thankful to 

participate in it” (#212). “I appreciated it all. I wouldn’t change anything about it” (#371). The 

recognition for the need for such an intervention was also expressed: “I was very happy with the program 

and uh, umm I'm glad that it was there for me I certainly needed it” (#229). 
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For some, the customization of the intervention was recognized: “Her program was definitely 

well-tailored for, for my needs.  So, having that professional supervision, if you will, when you don’t quite 

trust yourself…” (#371). The resources available in the CWH environment was noted as having helped 

with learning stress management techniques. 

Participant #290: I really liked it .. umm .. I found that it was, it was really useful. The tools, I 

think, I think the written exercises and such is not bad, it depended on the individual but I found 

the tools that were there … umm there’s a lot of videos and uh books and things that uh helped 

you deal with stressful situations... and that was really good. 

The role CWH played in the recovery process was referred to by participants: “I think that the 

program was a great help to my recovery” (#371); “It made me feel like I can do stuff and everything … 

just starting to live again. Instead of just sitting there and, and feeling, like, in a rut” (#385); “It was a 

really positive experience and it really helped me transition to the workplace having that four week 

program made for an easier transition to the workplace” (#367).  

One participant compared the intervention to an overhaul: “It’s kind of…the whole program kind 

of helps you recharge your batteries” (#385).There was also the notion that CWH helped to identify what 

a person was capable of doing which in itself was considered valuable.  

Participant #385: And, um, you don’t know what you can do.  You get to the point that you don’t 

what you’re capable of doing anymore because you haven’t done it for so long and you have kind 

of memory doesn’t work the same and you don’t have the concentration and…because the 

program really helped me out in that way.  It really boosted my energy, also. And the fact that it 

gave me a routine. 

Finally, there was a sense that CWH should be compulsory: “I think that the program should be 

mandatory for people coming back into the workforce, especially for mental health issues as well” (#212). 
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5.5.4 Participant-recommended intervention improvements 

When asked about how to improve upon the CWH intervention, 57% (n = 12) felt no changes 

were needed: “I can’t think of anything that was negative” (#212). One participant felt that everything 

was useful: “There’s nothing I can think of that I would have considered a waste of time or not needed” 

(#229). Another corroborated: “I think that the program is exceptional… I can’t think of anything that 

didn’t work well. I thought it was all great” (#371). Another participant concurred: “It’s been great so for 

me personally I wouldn’t change anything” (#121). 

One participant noted the value in CWH; however, this individual suggested that its value is 

linked to a person having a job to return to after completion of the intervention: “Well the experience in 

the program was good for the most part. I guess it would have been a lot better if I had a job to go back 

to” (#352). This sentiment was echoed by another participant who pointed out that he would have liked 

job search opportunities: “The only issue I would have with it is after the program ends if you don’t, if you 

don’t get back in the job market quickly, if you don’t have the support to actually find the work” (#190). 

One participant stressed the importance of the workplace environment to which a person is 

returning after CWH as being critical to the intervention’s success.  

Participant #290: I mean it’s a great concept and it may work for a lot of people; however, there 

needs to be some sort of assessment done as to what, and I don’t know how you would do it but, 

determine what exactly made the person sick in the first place and then, and then focus in on that. 

Because if it was an inability to write a report then focus on strengthen those report writing 

skills, but if it was an inability to deal with unrealistic expectations from management and an 

overbearing supervisor then you need to focus on those, otherwise you’re not hardening 

anything. 

The importance of the workplace environment was further noted by a participant who struggled on her 

RTW: “It’s kind of too bad that there’s not some kind of, um, uh, relationship between, like, what ERGO-
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Wise does and what the return-to-work program and the government does… they should have some sort of 

connection” (#385).  

The length of the CWH intervention was mentioned by four participants (19%) who would have 

preferred more time:  “There weren’t any negatives except for wishing that it was longer…could easily 

have gone another month” (#161). One participant without a job to return to would have benefitted from a 

much longer intervention that was more job search oriented: “Well ideally for me I think at a minimum it 

should have been a six month uh thing and again much more oriented on what you are going to do going 

forward right?”(#190). 

One participant would have still liked a few more weeks: “Maybe another week or two. I'm the 

exception to the rule because I did get an extension but it still wasn’t ... I wasn’t ready” (#290). This 

participant articulated the value in the intervention:  

Participant #290: I really liked it .. umm .. I found that it was, it was really useful. The tools, I 

think, I think the written exercises and such is not bad, it depended on the individual but I found 

the tools that were there … umm there’s a lot of videos and uh books and things that uh helped 

you deal with stressful situations and what not umm personality types and what not .. and that 

was really good. It wasn’t long enough though. 

A longer intervention was echoed by another participant who suggested possible limitations put forward 

by the insurer: 

Participant #185: I think it’s a very, very good program. Umm it definitely helped me a lot and 

I'm sure it’s helping a lot of other people as well. It’s uh, its good. I guess the only thing I was 

sort of suggesting with [OT name] is that it would be good if it was one or two weeks longer, but 

obviously that’s being dictated by insurance companies and so forth.  

Currency of videos was raised by two participants (9%) as being a way to improve on the 

intervention: “There weren’t much negatives …the outdated materials I guess” (#247).  The speed with 
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which technology changed was acknowledged as a factor in keeping videos current: “Some of her videos 

and stuff were very dated. You know technology changes so fast” (#190). 

Finally, one participant felt that he did not receive feedback on his work which he noted would 

have been helpful: “Only criticism was that I would submit my work and wouldn’t get feedback on it” 

(#367). Nonetheless, this participant offered positive feedback on the intervention: “Overall it was a 

really positive experience and it really helped me transition to the work place having that four week 

program made for an easier transition to the work place”(#367). 

5.5.5 Participant feedback - RTW Failures 

A closer look at the participants who reported RTW failures can provide insight into factors that 

may play a role in the RTW process that have not been captured as yet. Indeed, two participants (#269, 

#385) scored relatively high on their post WAI (33, 28.5 respectively) which might have suggested RTW 

success yet they reportedly failed.   

Participant #269 improved on all three measures from pre- to post-testing (WAI: 29-33; MAF: 

32.1-27.3; BDI-II: 19-8) and praised the CWH intervention yet she stated that she lasted one month at 

work and was then back on disability. While she attributed some of her difficulty to physically not feeling 

well and taking a lot of medication, she highlighted the work environment as the main source of her 

frustration and downfall. This is captured in her feedback that in the workplace “operations go so fast that 

there are no policies to follow’.  Furthermore, the high pace of her workplace contributed to her difficulty 

as she noted: “In the work place it was very fast, complex, often it was difficult to finish one thing before 

the other one is coming”. This is in contrast to the experience the participant had at CWH. 

Participant #269: In that lab my confidence was getting slowly built up because the work slowly 

built up, I could clearly follow the rules that were laid out. … in the lab (ERGO-WISE) I had time 

to do the best I can, so that gave me confidence, I feel better.  
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Participant #269 highlighted the CWH schedule and the work simulations that helped her yet upon 

returning to work, it appears that the progressive nature of a GRTW (which typically includes progressive 

workload and duties) was not adhered to and likely contributed to the participant’s lack of success.  

Participant #269: The schedule, I feel good, the simulations were similar to the workplace…I had 

to be there at nine and then she slowly increased my hours and getting to the end was close to the 

work schedule. It was only half day but I felt that half day was enough that’s the difference with 

the lab and the workplace.  

This is in contrast to the participant’s experience when back at work as she reported: “There was a lot of 

new requests, she (new manager) wanted to change things. I graduated back to work but she wanted me 

to do things right away, right away” (#269). 

Participant #269 also pointed to her direct nature of communicating, suggesting that her open 

approach may not have been appropriate to her workplace: “I might have talked too straight forward, not 

sure. This is my problem.” She acknowledged that she may have said things that she should not have and 

perhaps would have been preferable not to mention: “I always want to share my opinion …but probably 

they don’t need me to talk about it.” 

Participant #385 also pointed to her workplace as the reason why her RTW failed. In spite of 

improving on the WAI from pre- to post-testing (23.5-28.5) and on the BDI-II (32-8) with negligible 

change in her MAF score (35.4 – 35.7), a successful RTW would have been expected yet the participant 

reported that she did not last more than two days. This is striking given her change scores and her praise 

for the CWH intervention:  

Participant #385: The program was, like, fantastic. It made me feel like I can do…I could do stuff 

and everything. I was really helped out by ERGO-Wise. It really boosted my energy, also. And the 

fact that it gave me a routine…. It was helping my memory. Or my concentration. Or my 

coordination. So, even as small, it seemed to be it was related and helpful. Even, even in my daily 
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life. Not just work life. Just starting to live again. Instead of just sitting there and, and feeling, 

like, in a rut. The whole program kind of helps you recharge your batteries. 

This was contrasted to the work environment where the participant not only felt that she was left to 

herself but reportedly had no support or training and endured harassment. The following report 

exemplifies the threatening nature of her employer: “I don’t belong… I will be laid off if I don’t do the 

job…had to report when I left my desk for break, washroom; given letters re if I don’t produce they will 

lay me off...threatening me” (#385). 

Participant #385 contrasted the CWH environment which she found welcoming to the very poor 

work environment of her actual workplace:  

Participant #385: Just the fact to ask to get up and be there for a certain time and have a routine 

and have other people, like, you kind of have to talk to and talk with and just being in a work 

environment and feeling like you belong somewhere. Then you go from that environment, which is 

really helpful, and you go into, like, a dragon cage….like a lion’s cage.  

The disconnect between the two work environments was addressed by Participant #385 in her 

suggestion that there should be some carry-over from CWH to the workplace: “It’s kind of too bad that 

there’s not some kind of, um, uh, relationship between, like, what ERGO-Wise does and what the return-

to-work program and the government does - They should have some sort of connection.” 

The three other participants who reported that they were still on disability at three-month  

follow-up had relatively low overall scores at T2 and their disability status at follow-up is not totally 

unexpected. Participant #162 attained the same low pre-post score on the WAI (12-12) with a small 

increase in fatigue as noted in his pre-post MAF score (33-36.5) and a slight improvement in depression 

severity on the BDI-II (28-25). This participant reported that his main issue was his memory and indeed 

he referred to having something ‘picked up’ on his MRI. Although his CWH intervention did not result in 

RTW, he alluded to the importance of the timing of such an intervention noting that the intervention was 
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premature for him: “Would be great for someone at the point of being ready for RTW… would be a great 

transition program.” Specifically, he thought the simulated office environment was helpful: “Office 

environment – it recreated you - beneficial” (#162). 

The pre-post scores on the WAI (13-15) and the MAF (22.8-26) were overall low for Participant 

#249; however, there was considerable change in her scores on the BDI-II (12-3). Indeed, this participant 

had completed the CWH intervention feeling overall confident to the point that she decided not to return 

to her government job but to try returning to college for training in a helping career. At three-month 

follow-up, she explained that she had remained on disability while attempting school but in the end, she 

decided college was not for her and she was planning on returning to her government job as it paid 

the bills.  

Participant #249: I was going to quit the government. But it’s not reality, because the jobs are 

part-time and it doesn’t pay, so.  I’ve got bills to pay and I have a nice place that I like, so, you 

know. 

At the time of the follow-up, Participant #249 was expecting to return to her pre-disability job. She 

explained that her RTW had been delayed by five months since her CWH completion due to a trial period 

at college which had been supported by the insurer.  

Participant #181 scored worse on her post WAI (17-12.5) and slightly better on her pre-post MAF 

(44.3-39.2) and her BDI-II (42-39) albeit with high scores on both (i.e. high fatigue; high depression 

severity). This participant’s status at three months is not out of line with her scores; in particular, her post 

WAI was indeed low and suggestive of this person’s lack of perceived work ability. Participation in the 

CWH intervention did not result in RTW success for Participant #181; however, there is insight into her 

functioning and work readiness at three-month follow-up. Similar to Participant #162, timing of the CWH 

intervention was alluded to. 
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Participant #181: It was a good program...It was very far to go to which I didn’t like. The routine 

and structure was really hard because I had a hard time getting up in the morning - a lot of the 

time when I got there I was already so stressed. I don’t know if I'm able to go back to work … 

Everything stresses me out… I was not ready for that … it gave me a lot of anxiety and stress. 

5.5.6 Participant feedback – Unexpected RTW success 

The pre- and post- scores for participant #290 were not remarkable on each of the three measures 

(WAI: 13-18; MAF: 38.3-39.5; BDI-II: 28-25) and indeed based on the post scores, a failure at work 

would not have been surprising. Yet, this participant reported ‘success’ at three-month follow-up. 

Although he reported “I’m now fully returned to work”, he indicated that his return was a struggle due to 

having to cope with the work environment including “dealing with unrealistic expectations and an 

overbearing supervisor”. He reported needing skills “to distance yourself from managers.”  

A closer look at his feedback at follow-up reveals a sense of not feeling totally prepared to return 

to work in spite of having had an extension to his CWH intervention. He noted that more coaching on 

personal issues would have been helpful: 

Participant #290: I think if anything in a work return there needs to be more umm coping 

strategies for generalized stress. I mean there, there are a lot of tools to help you deal with like 

work related stress, but not a lot for umm dealing with just general stress.  

Yet, he reported to have found the CWH intervention “really useful” and to have found the tools helpful: 

Participant #290: The tools, I think, I think the written exercises and such is not bad, it depended 

on the individual but I found the tools that were there … umm there’s a lot of videos and uh books 

and things that uh helped you deal with stressful situations and what not umm personality types 

and what not .. and that was really good. 
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5.5.7 Summary  

The study findings indicate significant medium to large effect sizes in participants’ self-reports on 

their work ability, fatigue levels, and depression severity, providing evidence of the positive impact of the 

CWH intervention on participants’ self-perception of their work readiness based on these three constructs. 

Data obtained at follow-up regarding work status and well-being reflect a 76% success rate (16/21 

participants were off disability and either at work or engaged in other meaningful occupation) further 

supporting the intervention’s effectiveness.  

A significant association was found between high post WAI scores and RTW success using the 

Chi-square Fisher Exact Test. The predictive validity in post WAI scores with RTW success that was 

obtained through a logistic regression was also significant; however, this result should be interpreted with 

caution given the small sample size for predictive analysis. Applying the derived regression model to 

preWAI scores revealed a 15% increase in likelihood of RTW success following the CWH intervention. 

Again caution must be exercised given the sample size and this finding should be considered as an 

illustrative example of the regression model and not as a definitive artifact of this study.  

The rich data obtained through the qualitative feedback offers additional insight into the 

intervention by informing the quantitative results. Main gains reported include: routine, self-confidence, 

stamina, cognitive abilities, communication/coping strategies, technical skills, pacing, and self-efficacy. 

Key intervention elements include: structure, work simulations, office environment, videos, safe and 

supportive environment, OT coaching, OT feedback, pacing education, and role plays. 
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 Discussion 

The purpose of this thesis was to evaluate the effectiveness of a RTW intervention, namely CWH, 

in preparing people to return to work following a depressive episode. As part of the research, an analysis 

of the intervention was undertaken to examine its underlying theory and models. A single group pre-post 

study was conducted to evaluate change on three self-report measures which assessed work ability, 

fatigue, and depression severity as these constructs have been found to impact RTW outcome (D'Amato 

& Zijlstra, 2010; de Vries et al., 2012; Lagerveld, Blonk, et al., 2010; Lagerveld, Bultmann, et al., 2010; 

Nielsen et al., 2012). Statistical analyses examined associations between these three measures and RTW 

outcome as well as their predictive value to RTW. Demographic variables were studied within the context 

of their relationship to these measures. 

Qualitative data from study participants provided rich information to inform the quantitative 

study results. Participant feedback added insight into their experiences in the intervention, main gains that 

they attained, and intervention elements that they found to be key to their RTW preparation. These were 

then compared to those that arose from the theoretical analysis of the intervention.   

Findings from this research showed significant improvements occurred in the self-reported 

measures that were recorded before and after the intervention. These quantitative findings are supported 

by participants’ feedback regarding their main gains through participation in the intervention such as 

improved work stamina, self-confidence, cognitive abilities, and coping strategies all of which have 

relevance to a sense of work readiness. Demographic variables such as gender, age, education level, 

length of time on disability, and length of time in pre-disability job  were found not to be associated with 

the improvements in self-report measures which aligns with findings of other researchers studying RTW 

outcomes for people with mental health disabilities (Nielsen et al., 2012; Roelen et al., 2012; Wahlin et 

al., 2012). 

Reports of positive work status and well-being were obtained at three-month follow-up providing 

support to the intervention’s impact on RTW outcome. Key intervention elements highlighted by 
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participants included structure, work simulations, and the simulated office environment which are 

consistent with intervention elements uncovered in the theoretical analysis. The analysis also revealed 

several underlying occupational therapy models (e.g., PEO, CMOP-E, CMCE) which provide support to 

the premise that CWH is an occupation-based intervention that is well positioned to fall within the 

purview of the occupational therapy field.  

6.1 Analysis of the intervention 

The first objective of this research was to explore the theoretical underpinnings of the CWH 

intervention in order to gain insight into its underlying theory which can inform the study results. This 

analysis was conducted using the structured IM framework to drive the deconstruction process. While it is 

typically used for program development (Bartholomew et al., 1998; Bartholomew et al., 2011), IM was 

applied instead in this research as a structured process to sequentially deconstruct CWH into its key 

elements, tools/materials and to draw linkages with theories and models in the literature. This novel 

application of IM offers the scholarly community a fresh approach for future evaluation and improvement 

of other existing interventions. This approach also reinforces the application of the IM protocol to provide 

a shared language for the research community to enhance knowledge and understanding (Schaalma & 

Kok, 2009).  

The analysis of the CWH intervention revealed several theories and models that provide insight 

into the intervention’s underlying theories of change; in particular, several occupational therapy models 

that ground the intervention and lend support to it being particularly well suited to the field of 

occupational therapy (e.g., PEO, CMOP-E, CMCE). In keeping with the fundamental principles of the 

PEO model that occupational performance and engagement result from the dynamic relationship between 

people, their occupations, and their environments (Law et al., 1996; Polatajko et al., 2007), CWH focuses 

on aspects of the person in relation to the environment and their occupation to determine RTW barriers 

and occupational performance issues. Drawing on the interaction of these elements to effect change sets 
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the stage for assisting the client in their RTW journey. This process is germane to the CWH intervention 

making the PEO a strong model of change for the intervention.  

The complex nature of each of the main elements – person, environment, occupation – is 

considered throughout the CWH experience in that each element is multidimensional and can affect RTW 

barriers, goals, workplace issues, and RTW outcomes. This is in keeping with the CMOP-E (Townsend & 

Polatajko, 2007) which depicts the person as comprising cognitive, affective, and physical components 

with spirituality at the core; the person being situated within a unique contextual environment – cultural, 

institutional, physical, social –  which offers occupational possibilities; and its conceptualization of  

occupation as the bridge that connects person and environment indicating that individuals act on their 

environments through occupation which can include self-care, productivity, and leisure. The CMOP-E’s 

emphasis on the importance of addressing attention to the environment in which occupation occurs aligns 

with CWH which considers the person’s family and work environment and any changes that may be 

indicated to support the person’s RTW goals.  

Many of the skills that the occupational therapist utilizes in CWH (e.g., advocate, collaborate, 

coach, educate) are drawn from those identified in the CMCE (Townsend & Polatajko, 2007) thus 

positioning this model as a strong undercurrent to the intervention. In addition, the model’s foundational 

principles of enablement as a core competency of occupational therapists and a client-centered approach 

are germane to CWH and provides additional support to this model underlying the intervention.   

6.2 Improvement in work readiness 

The second objective of this research was to determine if participation in a CWH intervention 

improved participants’ perception of their RTW readiness. Consistent with the theory and objectives of 

CWH, participants in this study showed significant improvement in their self-reported work ability, 

fatigue, and depression severity following completion of the CWH intervention under study. Large effect 

sizes were obtained in improved work ability and reduced depression severity, while medium effect size 

was obtained in fatigue reduction. Given that these factors have been found to play an important role in 



 

131 
 

RTW, the study findings lend support to CWH having effected positive change in perceived work 

readiness.   

The WAI is a direct measure of perceived work ability and therefore its significant improvement 

provides perhaps the most straight forward association between CWH and work readiness. The BDI-II 

and the MAF provide self-report measures of factors shown to impact work readiness (Adler et al., 2006; 

Bender & Farvolden, 2008; Caveen et al., 2006; Kessler et al., 2008; Lam et al., 2013) and therefore 

provide useful insight into factors that are likely contributing to the overall gain in work readiness 

perception. 

The distribution of depression severity scores showed a marked shift from higher to lower 

severity following the intervention. The most notable changes were reduction in the ‘severe’ category 

(from nine to two participants) and increase in the ‘minimal’ category (from five to 10 participants). 

These results build support for the positive effect of CWH on depression severity – a factor highlighted 

by several researchers as having impact on work functioning and work outcomes (Dooley, Prause, & 

Ham-Rowbottom, 2000; Greco et al., 2004; Simon et al., 2005) .  

The large effect on depression severity reduction warrants a closer look at the dimensions that are 

making the largest contribution to the overall BDI-II mean improvement score. This approach is in line 

with the assertion by Vanheaule, Desme, Groenvynck, Rosseel, and Fontaine (2008) that studying scores 

on aspects of depressive severity would serve as a more sensitive metric for assessing change than a 

global score and is therefore relevant for evaluating interventions. Indeed, Beck et al. (1987) noted the 

clinical importance of being “attentive to specific item content” (p.12). 

Many of the top factors that showed significant improvement in participants’ BDI-II scores relate 

to the areas which are targeted by the CWH intervention. These include ‘indecisiveness’ and 

‘worthlessness’ which can be associated with self-confidence; ‘loss of pleasure’ can relate to level of re-

engagement in meaningful activity; and ‘loss of energy’ relates to stamina/fatigue with likely impact on 

level of concentration. These findings suggest that participation in CWH addresses some of the residual 
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effects of depression which have been shown to impair functioning and reduce work capacity (Adler et 

al., 2006; Goldner et al., 2004; Zimmerman et al., 2008). 

Studying changes in BDI-II depressive symptoms before and after a treatment intervention has 

been advanced as an effective means of understanding the intervention’s impact on depression symptom 

structure and patterns (Elhai et al., 2013). Several models have been proposed to examine the factors in 

the BDI-II. Most use either a two factor or three factor model divided along lines that include 

combinations of cognitive, somatic, and affective factors (Steer, Ball, Ranieri, & Beck, 1999; Storch, 

Roberti, & Roth, 2004; Whisman, Perez, & Ramel, 2000).  

Results from the current study have been examined using the two factor model proposed by Steer 

and Beck (1999) since the population they studied were clinically depressed outpatients which closely 

aligns with the sample in the current study. They grouped BDI-II items into a “somatic-affective factor” 

or a “cognitive factor”. Applying this model to the current study’s findings reveals some improvement in 

each of these factors based on the significant improvement in scores in some of their underlying items. 

The significant improvement in ‘indecisiveness’, ‘loss of energy’, and ‘concentration difficulty’ suggests 

some improvement in the “somatic-affective factor” while the significant improvement in ‘worthlessness’ 

suggests some improvement in the “cognitive factor”.   

With the exception of ‘tiredness/fatigue’ (a somatic-affective factor), the items not shown to be 

significant were not specifically targeted by CWH. These include ‘sadness’, ‘loss of interest’, irritability’, 

‘changes in appetite’, ‘loss of interest in sex’ (somatic-affective factor) and ‘pessimism’, ‘past failure’, 

‘guilty feelings’, ‘punishment feelings’, ‘self-dislike’, ‘self-criticalness’, ‘suicidal thoughts’, ‘crying’, 

‘agitation’ (cognitive factor). Indeed improvement in most of the items targeted by CWH lends further 

support to the notion that the intervention is doing what it purports. It is noteworthy that while 

‘tiredness/fatigue’ was not significant pre-post CWH (using Bonferroni correction, p < .0024), this 

element did show a marked improvement contributing to the overall change in BDI-II score. Furthermore, 

improvement in fatigue is arguably better assessed through examination of the more comprehensive MAF 

scale.   
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The significant medium effect in self-ratings of fatigue (using the MAF) provides support that the 

CWH intervention is indeed addressing fatigue. Since fatigue has been found to impair work functioning 

(Lam et al., 2013; Swindle et al., 2001), the improvement in fatigue levels obtained following completion 

of the CWH intervention suggests that this intervention may indeed have a positive impact on work 

functioning and contribute to RTW outcome. 

6.3 Work status and well-being 

Determination of participants’ work status at three-month follow-up and their sense of well-being 

was a third objective of this research. The positive effects of the CWH intervention were noted at  

follow-up, where 16 of the 21 participants reported to be no longer receiving disability benefits, 

representing a 76% success rate. This is in line with RTW success rates that have been reported by other 

researchers [75% (Sang & Eria, 2005) and 76.6% (Scully-Palmer, 2000)] who have conducted outcome 

studies with workers participating in classical (physical) work hardening. A RTW success rate of 60% or 

higher for work hardening programs has been identified by Mecham (2013) as being worth promoting in 

today’s competitive market. These outcomes are juxtaposed against findings by Thorpe and Chenier 

(2013) who report on research conducted by The Conference Board of Canada which found that 

employees returning to work following a physical related absence were more successful (82%) than those 

returning following an absence due to a mental health issue (62%). Findings from the current study lend 

support to CWH being an intervention that has the potential to improve the RTW success rate for people 

with depression. 

An overall sense of well-being was reported by participants at follow-up. Of the 16 participants 

who reported to be off disability benefits at follow-up, 12 were working and four were otherwise engaged 

in meaningful occupation. Eleven of the 12 participants who were working reported that they were either 

coping or doing well at work while one was struggling. Of the four participants who were not working at 

follow-up, one was retired, two were looking for work, and the fourth was no longer receiving disability 

benefits related to mental health issues, but was on a new unrelated disability claim (due to a shoulder 
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injury). Since quality of life was operationalized in this study as ‘well-being’, the participant feedback 

suggests that quality of life for most participants was positive. This points to the effectiveness of the 

intervention since several researchers have found that quality of life is an important determinant of 

intervention effectiveness (Franche et al., 2004c).  

Five participants were continuing to receive disability benefits at follow-up. Two participants 

with fairly positive post intervention scores reported that they had returned to toxic workplaces which 

were reportedly so unhealthy that they went off work again. This finding is consistent with research that 

shows how critical the workplace environment is to the RTW process (Ekberg et al., 2015). Two 

participants had low self-report scores at intervention completion and had not returned to work. One 

participant (with mid-range post intervention scores) reported that in lieu of returning to work, the insurer 

had agreed to extend her disability benefits while she returned to school seeking a career change. At 

three-month follow-up, she reported to have stopped her school plan and indeed would soon be returning 

to her pre-disability job.   

6.4 Predictors of RTW outcome 

A fourth objective of this research was to determine if perceived work readiness among CWH 

participants predicted RTW outcome. Results indicated that there was a significant association between 

postWAI scores and RTW outcome with higher scores being associated with RTW success. 

Scores on post work ability were also shown to be significant predictors of RTW outcome; 

however, this finding should be interpreted with caution given the small sample size. Predictability based 

on a 0.5 inclusion threshold improved from the baseline model of 76% to 86% (p < .05). This confirms 

expectations of the post WAI as a predictor of RTW success given the WAI’s established usage for 

assessing work ability and intervention efficacy (Marqueze et al., 2008; Wu et al., 2006). The moderate to 

high correlations of the MAF and the BDI-II with the WAI are consistent with the view that fatigue and 

depressive symptoms can contribute to RTW readiness. For illustrative purposes, the resultant logistic 

regression model was applied to the pre WAI scores to predict the likelihood of RTW success without the 
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intervention. This resulted in a mean likelihood of success of 61.6%. Since likelihood of success based on 

the post WAI scores was 76.3%, this suggests that the mean improvement score of 5.3 (between the pre 

WAI and post WAI) translated to a mean improved likelihood of RTW success of 14.7%. This further 

lends support to the CWH intervention having a positive impact on RTW outcome.  

6.5 Key intervention elements and gains 

The final objective of this research was to obtain qualitative data from participants regarding the 

CWH intervention to inform the quantitative findings. In particular, this research sought to determine the 

key intervention elements participants identified based on their experience with the intervention. 

Feedback was obtained from participants on their experiences and what they perceived as relevant and 

helpful within the context of their RTW. Many of the findings from this study are consistent with those by 

Haugli et al. (2011) who found that positive encounters, increased self-understanding, and support from 

the surroundings were core factors associated with RTW success. Furthermore, qualitative feedback 

obtained at T2 and at three-month follow-up suggested that many of the intervention tools/materials are 

experienced by participants in a manner that is consistent with the intervention theory as highlighted in 

the deconstruction of the intervention using the IM tool (as discussed in Chapter 3). The following 

discussion highlights key intervention elements identified by study participants and compares them to 

those that emerged from the theoretical analysis. 

The CWH structure was as an important intervention element for many participants and was 

linked to the graduated work schedule, an inherent tool of the CWH intervention. Participants noted the 

structure enabled them to increase their stamina and helped them adopt a routine. The importance of a 

routine and structure for people recovering from mental health disabilities is a recurring theme in the 

literature (Gewurtz & Kirsh, 2007; Millward et al., 2005; Swarbrick, 2009; Werner, 2012) and indeed 

data obtained from participants in this study endorse this finding. The progressive nature of work hours in 

CWH helped participants to gradually increase their tolerance to work hours which enabled them to build 

their stamina and perceived sense of work ability once back at the actual workplace. 
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Participant feedback regarding the CWH environment was twofold. Firstly, the realistic nature of 

the simulated office environment compared well to the real world work environment and was identified as 

a positive element of the intervention. Secondly, the safe/supportive environment was discussed in terms 

of being conducive to building up function and self-confidence prior to returning to the actual workplace. 

This feedback lends support to the value of the CWH intervention being outside the clinic and operating 

outside the medical model, an approach that is consistent with many research findings that promote 

rehabilitation closer to the workplace (Franche, Cullen, et al., 2005; Franche et al., 2004a; Williams & 

Westmorland, 2002). It appears that the realistic work environment helped participants to see themselves 

from more of a worker perspective than in a patient role, a distinction that Myette (2008) has found is 

important for RTW. This also appears to have given credibility to their gains and achievements which 

translated into transferability to the actual workplace.  

At the same time, the comments related to the safe and supportive environment reflect 

participants’ anxieties (especially at T2) with respect to their anticipated return to the workplace. 

Participants expressed a sense of needing to practice, to build up their successes and to have a safe 

environment to try out working as an important step before entering the real world of work. The 

importance of having a welcoming environment for persons with mental health disabilities has been 

discussed in occupational therapy literature (Gewurtz & Kirsh, 2007; Haley & McKay, 2004; Mee & 

Sumsion, 2001) and the reflections of the participants in this study corroborate many of these researchers’ 

findings. This may be an essential precursor to returning to work for persons after a depressive episode 

where stigma related to mental health disabilities is still prevalent (Moll, 2010; Stuart, 2004). Providing a 

targeted intervention in a safe environment where participants can regain function, skills, and self-

confidence may help to close the gap between the disability identity and the worker role which according 

to Millward et al (2005) may increase the likelihood of  RTW success. This can enable the employee to 

return to work with improved work capacity which can offset at least some of the anticipated stigma that 

may await the returning employee. 
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Participants noted that they were able to address their occupational performance issues through 

the customized work simulations that were graded in complexity and provided a barometer of their 

functioning. The value of this key intervention element was expressed in terms of its role in rebuilding 

cognitive abilities, technical skill renewal, and overall development of a sense of mastery which 

contributed to self-efficacy and self-confidence. Participants noted that the OT feedback contributed to 

this process by providing insight into their work performance which helped them gauge their functioning 

and ability levels. The relevancy of the work simulations and the manner in which tasks were well 

matched to their actual job demands were discussed by participants within the context of the simulations 

providing meaning and direct applicability to them. This reflects the importance of occupational meaning 

which aligns with findings by Aiken et al. (2011) that emerged from their study on occupationally-based 

practices.  

Feedback from participants provided support for the fundamental approach in CWH which 

addresses the cognitive difficulties that people recovering from depression experience (e.g., reduced 

concentration, difficulty with time pressures and deadlines, and multitasking) and have been reported in 

the literature to contribute to impaired occupational functioning (Adler et al., 2006; Caveen et al., 2006; 

Lam et al., 2012; Williams & Schouten, 2008). Participants appreciated the progressive nature of work 

simulations that included working on basic work tasks and progressing to more complex ones, as 

indicated, to align with a client’s functional ability and anticipated RTW job demands. Participants noted 

markers of their success through experiential practice with tasks which enabled them to start believing in 

their abilities and the transferability of gains to the workplace. Participants’ description of this process is 

consistent with the literature that links task mastery to feelings of self-efficacy (Bandura, 1977; Fabian, 

2000; Schwoerer, May, Hollensbe, & Mencl, 2005).  

Technical renewal was noted among participants for whom a lack of familiarity with newer 

versions of work tools currently used in the workplace (e.g., latest version of Microsoft Office) or a sense 

of lack of technical currency (e.g., software programming languages) was a concern regarding lack of 

RTW readiness. Simulations that utilized software, especially newer version of tools, increased 
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participants’ self-efficacy and contributed to increased confidence in their ability to resume a worker role. 

Task-specific efficacy beliefs have been identified as enhancing performance (Schwoerer et al., 2005) and 

indeed were acknowledged by CWH participants.  

Findings of this study align with the literature highlighting the important role that positive 

feelings of self-efficacy can have on RTW outcomes (Clarke, 2008; Fabian, 2000; Gage, Noh, Polatajko, 

& Kaspar, 1994; Regenold, Sherman, & Fenzel, 1999; Vining Radomski, 2000). Findings also support the 

approach used in CWH that provides opportunity for clients to practice work tasks with a view towards 

mastery thus contributing to enhanced feelings of self-efficacy with the ultimate goal of RTW success. 

Pacing education was identified as a valuable intervention element. In its broadest sense, pacing 

can include need for taking breaks, proper planning, and prioritization but it can also include proper 

ergonomics and body mechanics. These elements can be useful as part of adopting healthy work practices 

that include managing fatigue (Demyttenaere et al., 2005; Lam et al., 2013) and stress (Bender & 

Farvolden, 2008; Szeto & Dobson, 2013) which are often highly correlated to depression and 

occupational functioning and can help to break the cycle.  

Participants highlighted the important role that coaching (provided by the occupational therapist) 

played in improving their communication skills and other coping strategies. This was noted to be 

especially useful in cases where participants saw the workplace (with its demands and stressors) as having 

been a trigger to the onset of their depression and eventual disability leave. Coaching included learning 

how to manage work demands through assertiveness, time management (e.g., goal setting, prioritization), 

and organizational skills (e.g., work planning). Participants also reported that the professional 

development videos were a helpful and useful resource for learning about coping strategies while the role 

plays that they engaged in with the occupational therapist enabled them to put into practice the strategies 

they were learning. Collectively, these three elements (coaching, videos, role plays) can be viewed as 

encompassing a greater intervention element comprising coping strategy education. This aligns with 

findings that interventions with an educational component can be especially effective in RTW preparation 

(Baynton, 2010; Eklund & Backstrom, 2006). 
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Coaching also included working towards engagement in meaningful activity with a view toward 

healthy work-life balance. Participants welcomed this aspect of the CWH experience and viewed it as 

contributing to their positive RTW process. Controlling work demands is a necessary but not sufficient 

step in achieving work life balance. Engagement in meaningful occupation outside of the realm of work 

contributes to a healthy balance of activity which can be part of a stress management approach that is 

geared toward achieving a healthier lifestyle (Edgelow & Krupa, 2011). This is especially important in 

reducing the likelihood of relapse especially for those recovering from a mental health disability such as 

depression.  

The above key intervention elements are summarized in Table 19 in relation to their supporting 

the main gains that participants identified. It is noteworthy that a main intervention outcome – improving 

stamina – was identified by participants through their acknowledgement of the value of three intervention 

elements; namely, the progressive CWH structure, work simulations, and pacing. The awareness by 

participants that the intervention addressed their fatigue and provided them a means to improve their 

stamina prior to returning to work lends support to the literature that highlights the prevalence of fatigue 

among people recovering from depression and its impact on work functioning (Lam et al., 2013; Lam et 

al., 2012; Swindle et al., 2001). 
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Table 19 
 
Key Intervention Elements Linked to Main Gains 

Primary Gains Supporting Intervention Elements 

Routine Structure 

Self-confidence 

 

 

 

Stamina 

 

Cognitive abilities 

Communication/coping strategies 

Technical skills 

Pacing techniques 

Self-efficacy 

Work simulations 

Videos, OT coaching, role plays 

OT feedback 

Safe/supportive environment 

Structure  

Pacing education 

Work simulations 

Videos, OT coaching, role plays 

Work simulations 

Pacing education 

Structure 

Work simulations 

OT feedback 

 

6.6 Additional findings 

The need for RTW planning, which includes workplace preparation and attention to 

accommodation needs, has been identified in the literature as a key element for RTW success (Baynton, 

2010; Carroll, Rick, Pilgrim, Cameron, & Hillage, 2010; de Vries et al., 2012; St-Arnaud et al., 2014) and 

was also identified as a key CWH element in the intervention deconstruction through IM. It is noteworthy 

that several participants corroborated the need for RTW planning; most notably, those who did not 

achieve a successful RTW due to what they deemed lack of proper workplace readiness. RTW planning 

was less voiced among participants who were successfully reintegrated in the workplace and remained at 

work at three-month follow-up. The value of RTW planning/preparedness is in accordance with the 
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finding of Haugli et al. (2011) that the employer’s capacity and willingness to prepare the workplace for 

the returning employee is an important RTW success factor. In particular, two participants who achieved 

high scores on the self-rated measures at intervention completion returned to disability after a failed RTW 

attempt citing the work environment as a primary factor. They identified lack of follow through of 

recommended accommodations by managers, lack of respect of aligning job responsibilities to gradual 

RTW hours and level of functioning, and returning to unhealthy work environments (which contributed to 

the initial depression diagnosis and original disability leave) as examples of unprepared workplaces and 

non-supportive work environments. These findings align with those of other researchers that stress the 

importance of collaborating with the workplace in anticipation of a worker’s return following an absence 

for a mental health problem (Ekberg et al., 2015; Saint-Arnaud et al., 2006; St-Arnaud et al., 2014). 

The feedback obtained from the study participants regarding their CWH experience suggests they 

gained a sense of ‘personal agency’ as described by Haugli et al. (2011) who drew on research by Nygard 

(1993) in differentiating between ‘agent’ and ‘pawn’. In essence, they found that participants who 

completed an occupational rehabilitation program had increased self-understanding and more of a sense 

of being in control of their behavior and future – agents – as opposed to feeling like pawns who 

experience that someone or something outside of themselves is in charge of control.  

Personal agency among the CWH participants can be inferred through such reported factors as the 

CWH structure that enabled them to gain control over their morning routine and complete a few hours of 

work. They discussed the sense of mastery that they felt through positive experiences with the work 

simulations which contributed to increased feelings of self-efficacy which is linked to a sense of control 

(Rotter, 1966). Furthermore, the opportunity for collaboration and input into the intervention 

customization provided another dimension to personal agency and control. Learning pacing techniques 

enabled some control over fatigue through fatigue management while developing coping strategies 

afforded participants some control over communication (e.g., assertiveness) and activity selection (e.g., 

prioritization, goal planning). Finally, for some participants gaining a healthy work-life balance gave 

them a sense of control over their time.  
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6.7 Study limitations 

A study limitation is the absence of a control group. This shortcoming reflects the challenges in 

real life clinical situations where it is not always realistic to conduct a randomized controlled study with a 

comparison group due to the inherent difficulty of properly matching participants in an experimental 

group with those in a control group. Some researchers note that such challenges favor the single group 

pre-post study design for evaluating interventions (Eng, 2003; Seidel, Miller, & Chow, 2013). Indeed, 

Eng (2003) contends that having each participant serve as his/her own control yields more statistical 

power in evaluating change scores. It is noteworthy that Sang and Eria (2005) utilized the single group 

pre-post design in their outcome evaluation of a work hardening program for manual workers contending 

that the use of a control group in a clinical situation is often not feasible for practical or ethical reasons. 

Furthermore, the pre-post research design in this study aligns with the approach used by several 

researchers evaluating effectiveness of interventions (Clarke, 2011; Classen et al., 2014; Harris & Sprigle, 

2008; Lindstrom et al., 2012; Van Wilgen, Bloten, & Oeseburg, 2007) and the lack of a control group is 

consistent with the findings of Corbiere and Shen (2006) in their review of RTW interventions in which 

they found that only four out of 14 studies included a randomized control group.  

It is noteworthy that in the current study, the lack of a comparison group may not reflect a major 

shortcoming given that the majority of participants had been on disability leave between 12 to 24 months 

and each participated in a four week CWH intervention. Given the short period of the intervention 

compared to the relatively long disability leaves, it is unlikely that the significant improvements (with 

large effect sizes) that were found in this research would be attributed to natural recovery. Furthermore, 

the qualitative data obtained at T2 and follow up strongly reflect participants’ perceptions that the 

intervention had a direct bearing on their RTW outcome.  

 Notwithstanding the above discussion supporting the validity of a pre-post design, it must be 

acknowledged that an RCT study design is the gold standard in research and despite logistical challenges 

it is a study design that is best to strive for in order to draw the most definitive conclusions.  
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Another limitation is the small sample size which reflects a challenge of real life clinical studies 

related to recruitment. In this study, there was a limited pool from which to draw potential participants in 

the sense that candidate participants needed to have had the inclusive diagnosis (i.e., depression), be at the 

right point in their recovery (i.e., medically cleared to begin RTW preparation) and, moreover, they 

needed to be working with an insurer who was aware and supportive of CWH. Indeed, a 24 month 

collection period was required in this study to obtain the sample size of 21. On the positive side, 

willingness to participate in the study was not an issue in that all but one of the participants invited to 

participant agreed to do so. 

The sample size had adequate power to address the primary research objective of assessing 

change in self-report measures before and after the intervention (as confirmed a priori using GPower 3.1 

for pre-post analysis) and indeed this is reflected in the significant medium and large effect sizes obtained 

in this analysis. However, a larger sample size is recommended for the somewhat secondary predictive 

analysis using logistic regression. This limited the ability to test for combination of variables in the 

predictive model (i.e., multiple regressions) and indeed some of the results related to the predictive 

relationship between the measures and RTW outcomes may be considered exploratory in nature. For 

example, while an association was shown between the postWAI and RTW outcome, the possibility of 

Type II error regarding the MAF and the BDI-II cannot be ignored meaning that it is possible that some 

association would have been revealed with a larger sample size.  

A potential limitation in this research is that there is not a more prominent link between the IM 

analysis and the outcomes examined in the study. This occurred because the design of the quantitative 

study took place prior to the IM analysis. The study data collection phase spanned two years during which 

time the intervention was deconstructed and analyzed using the IM framework. It is possible that other 

outcomes may have also been studied had the IM analysis been completed prior to the quantitative study 

(e.g., self-efficacy, cognitive measures). In future research, careful attention would need to be given to 

which treatment outcomes are most critical to study, taking into consideration the issue of not taxing 

study participants with too large a battery of  measurements and other data collection elements.   
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The measures used in this research study were self-report in nature thus introducing a possible 

reporting bias (Bhandari & Wagner, 2005; Howard, 1994; Knauper & Turner, 2003) particularly given 

the relationship of the subjects to the primary investigator. Steps were taken to mitigate this potential bias. 

The risk of responding based on perceived expectations or social desirability was somewhat mitigated 

through the use of RAs in recruitment, test measure administration, and follow-up interviews. Ambiguity 

in question interpretation was not expected to be a major issue since the measures chosen were well 

established self-report measures recognized in the field as having good validity. Furthermore, since the 

primary interest in this study was on the change in scores on each of the measures within each participant, 

differences in question interpretation across participants was less of a concern than within participants 

who likely would have had more consistency/less variation in question interpretation between T1 and T2.  

Another limitation of this research relates to the CWH intervention under study being provided by 

a single occupational therapist. Study findings must be examined taking into consideration therapist / 

implementation fidelity (Carroll et al., 2007; Proctor et al., 2009; Saunders et al., 2005; Schoenwald et al., 

2011) and transferability to other therapists and other treatment milieus.  

6.8 Implications for practice 

The current research offers to the field of RTW an intervention that is occupationally-based and 

targets many of the sequelae of depression that have been shown to impair work functioning such as 

fatigue, cognitive difficulties, and work-related behaviors (Adler et al., 2006; Bender & Farvolden, 2008; 

Lam et al., 2013; Swindle et al., 2001). Findings suggest that the CWH intervention under study may also 

address depressive symptoms which have been shown to impact work functioning (Lerner & Henke, 

2008; Simon et al., 2005) to the point that a reduction in depression severity improves a person’s 

perceived work performance (Berndt et al., 1998). Indeed, the participants in this study reported reduced 

depression severity concomitant with improved self-ratings of work ability. This research responds to the 

challenge by several researchers (Bender & Farvolden, 2008; Nieuwenhuijsen et al., 2014) for more 

outcome research on interventions for people with depression with a focus on functional restoration and 
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work-related outcomes. Findings offer insight into RTW for people recovering from depression that 

supports an approach that encompasses occupational functioning enhancement, depression severity 

improvement, and collaboration with the workplace for a smooth transition back to the work environment. 

While each of these elements individually can play a role in RTW; in combination, they have the potential 

to truly enhance RTW outcomes. 

Furthermore, the current research responds to a call by the occupational therapy profession for 

more evidence-based research on clinical interventions (Caldwell, Whitehead, Fleming, & Moes, 2008; 

Craik & Rappolt, 2003; Cusick, 2000; Gutman, 2011; Lloyd, Bassett, & King, 2004; Rodger, Mickan, 

Tooth, & Strong, 2003). Practitioners are encouraged to become more involved in research to investigate 

aspects of practice and this thesis is indeed a response to this challenge. Findings contribute to the field of 

occupational therapy by providing evidence about the effectiveness of a specific intervention supported 

by research with implications for mainstream use by trained occupational therapists. 

The clinician-researcher dual role can be fraught with many ethical and practical issues that can 

present challenges to ensuring the reliability and validity of the research. As has hopefully been shown in 

this research, these potential risks can be largely mitigated through thoughtful design and planning. 

Indeed, linking the academic and clinical worlds offers many benefits and is worth the effort.  

The current research provides support to the role of occupational therapists in mental health and 

in work rehabilitation. Findings support CWH as an evidence-based intervention that occupational 

therapists can add to their toolkits. The intervention’s inherent focus on work, the inherent need for 

thorough and effective job analysis, and the inherent need to grade work tasks according to client’s ability 

and level of functioning are germane to occupational therapists’ training and skill sets. The findings of 

this research offer to the field an intervention that appears to address the unique needs of people returning 

to work following a depression. Expanded availability and adoption of the intervention has the potential 

to improve health and RTW outcomes for this population. 
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6.9 Additional Insights 

The name of the intervention – cognitive work hardening - was established at its inception in the 

year 2000. While its aptness was not in the scope of this thesis, it is noteworthy that the name highlights 

the cognitive aspects of the intervention (i.e., rebuilding cognitive abilities) and overlooks the other 

components that this research has found are indeed underlying the intervention; namely, addressing 

fatigue, behavioral job demands, coping strategies, and issues related to self-efficacy. A change in the 

intervention’s name may warrant consideration in the future to better reflect the broad range of 

occupational performance factors addressed by the intervention. 

6.10 Topics for future research 

Further research using more rigorous methodologies (e.g., RCT) would expand on these findings 

and improve the measurement of outcome. An RCT design would have the potential to establish 

conclusions about the causal relationship between CWH and RTW outcomes. More robust research would 

also be attained by studying the application of the intervention by additional practitioners which would 

address the therapist fidelity issue inherent in the current design. It would also address whether the 

intervention is well enough defined to address implementation fidelity. 

A larger sample size would solidify the findings and offer the potential for greater generalization 

of results. In particular, a larger sample would support a logistic regression analysis that could have 

implications for the use of the WAI as a screening tool for assessing readiness to participate in the CWH 

intervention as well as an additional discharge input in assessing RTW readiness at intervention 

completion. A larger sample would also enable logistic regression analysis using multiple predictor 

variables. The inference of a possible association between age and the fatigue change score (i.e., MAF) is 

another area that could be explored with a larger sample.  

The addition of one or more time periods for follow-up (e.g., 6 months and/or 12 months 

following the intervention) would provide insight into the lasting effects of RTW success/disability status 

that could offer additional information regarding the intervention’s effectiveness.  
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The current study examined the effectiveness of CWH in preparing disability claimants to return 

to work following a depression; however, research into its effectiveness with other client populations is 

also warranted. Its expansion to other mental health diagnoses seems natural. Furthermore, preliminary 

(anecdotal) results suggest its usefulness with clients who experience cognitive sequelae and fatigue 

associated with other conditions such as cancer survivors and those with post-concussion syndrome.  

The scope of this research was on the CWH intervention regarding RTW preparation; however, 

more research needs to be done in terms of the workplace. While findings of this study point to CWH 

addressing the occupational functioning issues following a depression episode and preparing the 

employee to return to work at the individual level, the study results highlight the importance of the 

workplace being ready to receive the employee in terms of collaboratively implementing accommodations 

and ensuring a supportive and welcoming work environment. Continued research into how to improve 

collaboration among stakeholders (i.e., employee, insurer, employer) is indicated to ensure that gains 

made in CWH can indeed transfer to the workplace via implementation of recommendations and specific 

job accommodations.  

An economic analysis of the cost effectiveness of the intervention was not within the scope of this 

research. Such an analysis is a likely prerequisite to wider adoption and establishment of the intervention 

as a mainstream practice and would therefore be recommended for further study.  

To address the goal of wider adoption of CWH among practitioners, an investigation of the most 

appropriate knowledge transfer practices for this type of intervention should be undertaken.  

6.11 Conclusions 

The findings in this research study show that participants improved their scores on self-report 

measures of work ability, fatigue, and depression symptom severity following participation in CWH. 

Rates of RTW success and sense of well-being were overall positive at three-month follow-up.  

Participant feedback validated many of the tools/materials utilized in CWH which lend support to 

their applicability to treatment goal achievement. This provided a backdrop against which to examine 
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intervention elements for their actual contribution to the RTW process and to compare them to the 

expected contribution of tools/materials that emerged from the deconstruction of the intervention and 

theoretical analysis. Participants identified structure, work simulations, realism of simulated office 

environment, support, and education as key intervention elements. Main gains were reported in routine, 

work stamina, self-confidence, cognitive abilities, and coping strategies.  

An analysis of the theoretical underpinnings of CWH clearly established its strong linkage to the 

occupational therapy field. In particular, several occupational therapy models emerged as underlying the 

intervention; in particular, the PEO, the CMOP-E, and the CMCE.   

Results from this study give credence to CWH as an intervention that can assist with RTW preparation for 

people off work due to depression. Findings empower occupational therapists with an evidence-based 

clinical intervention that can be applied to address RTW issues related to this population. Insights from 

this research have the potential to affect the landscape of work rehabilitation with the potential of 

enhanced treatment outcomes.  
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Appendix A: RTW Interventions 

 

Table 20 
 
RTW Interventions for People with Depression 

Cognitive Behavioral Therapy (Blonk et al., 2006)   
Description  
 
Nature of Research 

Stress management with a focus on workplace interventions 
 
RCT 

  
Participants Depression (anxiety, burnout) 

 
Sample n = 122 

 
Results Reduced time to partial RTW and full RTW 

 
Adjuvant OT (Schene et al., 2007) 

Description 36 sessions 
Diagnostic phase (4 weeks) 
Therapeutic phase (24 weeks) - 24 weekly group and 12 individual sessions 
Follow-up phase (3 visits) 
 

Nature of Research RCT – compared TAU to TAU + OT 
TAU = out-patient psychiatric treatment (e.g., CBT, meds) 

 
Participants Work-related major depression 

 
Sample n = 62 (mean absenteeism from work = 242 days)  

 
Results OT did not improve depression outcome. 

OT accelerated work resumption by approx. 3mths. 
Superior to TAU in terms of cost-effectiveness. 
 

Adjuvant OT (Hees et al., 2013) 
Description Revised to 18 sessions (instead of 36 sessions) 

Shift in theoretical framework from train-and-place to place-and-train approach 
 

Nature of Research RCT (randomization was stratified for baseline depression severity  
(</=17 or >/=18) and  number of previous depressive episodes 
 

Participants Work-related major depression 
 

Sample TAU (n = 39); TAU+OT (n = 78) 
 

Results TAU+OT: 
 greater improvement in depression severity 
 increased probability of long-term symptom remission (> 6 months) 
 increased probability of long-term RTW in good health 
 
No significant difference in work participation. 
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Combined Clinical & Work-Related Interventions (Wahlin et al., 2012) 
Description 
 

Clinical intervention from at least one health professional (e.g., physician, 
physiotherapist, occupational therapist, psychologist, nurse) 

or 
Combined clinical and work-related interventions (e.g., at least one 
intervention at the workplace that facilitated RTW) 
 

Nature of Research 
 

Prospective study  

Participants Mental disorders (48% depression, 31% adjustment disorders, 14% anxiety, 
2% burnout, 5% other) and MSK disorders (47% back pain, 29% soft tissue 
disorders, 10% joint disorders, 2% injuries, 12% other) 
 

Sample 
 

MD (n = 267), MSK (n = 432) 

Results Combined clinical & work-related interventions were associated with increased 
RTW at 3-month FUP for patients with mental disorders (but not for patients 
with MSK disorders) 
 

Collaborative Care (Vlasveld et al., 2013) 
Description 6-12 sessions 

 PST 
 self-help manual (cognitive restructuring, RTW, healthy lifestyle) 
 workplace intervention (workplace assessment and work adjustments, as 

needed) aimed at addressing RTW barriers and reaching consensus 
about the RTW plan 

 
Nature of Research RCT 

 
Participants Depression 

 
Sample CC (n = 65); TAU (n = 61) 

 
Results CC – shorter time to response (i.e., reduced depressive symptoms) - (5 

months among CC participants compared to 7.8 months among TAU 
participants) 
 
No significant difference on time to remission - (6.5 months for CC participants 
compared to 7.9 months for TAU participants) 
 
No significant difference in duration until full RTW during 12-mth FUP - (64.6% 
of CC participants compared to 59% of the TAU participants).  
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Table 21 
 
RTW Interventions for People with Mental Health Problems 

Therapeutic RTW (Briand et al., 2007) 
Description Early detection, early evaluations, early treatment 

Focus on a progressive RTW through TRW which is specially designed for 
each employee and addresses psychological factors, work environmental 
factors, and factors related to the involvement of the various stakeholders 

 
Nature of Research Multiple case analysis (exploratory study) 

 
Participants Workers with MHP’s and workers with MSK disorders 

 
Sample n = 8 

 
Results Factors to consider in relation to workers with MHP’s: 

 analysis of work disability situation 
 readiness to commit to rehab process 
 feelings of self-efficacy 
 establishment of favorable RTW context 
 

Work-Focused Cognitive Behavior Therapy (Lagerveld et al., 2012) 
Description 12 regular CBT sessions + module on work and RTW integrated in each 

session 
 Work-related exercises  
 Regular CBT framed within a work context (work-focused psycho-

education, challenging work-related dysfunctional thoughts), drafting a 
RTW plan 

 Gradual resumption of work hours fostering development of coping skills to 
deal with work stressors 

 
Nature of Research Quasi-experimental 

 
Participants Adjustment disorder; anxiety disorder 

 
Sample W-CBT (n = 89); CBT (n = 79) 

 
Results W-CBT accelerated functional recovery in work (at 12-mth FUP) compared to 

regular CBT 
 

Coordinated & Tailored Work Rehabilitation (CTWR) (Martin et al., 2013) 
Description Based on a CTWR evaluated by Bultmann et al. (2009) which was based on 

the Sherbrooke model (Loisel et al., 1994)  
 12 weeks 
 work disability screening 
 action plan for RTW with implementation and regular updates 
 

Nature of Research Quasi-RCT 
 

Participants MHP’s (non-specified mood disorders, neurotic and stress-related disorders, 
and non-specified conditions such as burnout) 
 

Sample CTWR (n = 59), CCM (n = 56) 
 

Results CTWR delayed RTW compared to conventional care management (CCM) 
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RTW Support (St-Arnaud et al., 2014) 
Description RTW assistance and support process for employees absent for MH reasons 
Nature of Research Structured data collection process 

Individual interviews of stakeholders 
Consultation of organization’s RTW related documents 
Review of theoretical foundations of RTW in the literature 
 

Participants Mental health related work absences  
 

Sample Employees drawn from an organization in health and social services sector 
concerned about the number of mental health related work absences 
 

Results Creation of a program theory, a theoretical model, a logic model, and an 
operational model of the program theory 

 

 

Table 22 
 
RTW Interventions for People with Adjustment Disorders 

Cognitive Behavior Therapy, Problem Solving Therapy (Arends et al., 2012) 
Description  
 
 
Nature of Research 

Psychological interventions - stress management with a focus on workplace 
interventions 
 
Selected RCT’s evaluating effectiveness of RTW interventions for workers with 
adjustment disorders compared to no or other treatment (OP/family doctor) 

  
Participants Adjustment disorders 

 
Sample Pharmacological interventions, psychological interventions (CBT, PST), 

relaxation techniques, exercise programs, EAP 
 

Results Compared to usual care –  
CBT: 
Did not significantly reduce time until partial RTW 
Did not significantly reduce time until full RTW  
 
PST: 
Significantly enhanced time to partial RTW (one year FUP)  
Did not significantly reduce time to full RTW (one year FUP) 
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Table 23 
 
RTW Interventions for People with Stress-Related Disorders 

Participatory Workplace (PW) 
(van Oostrom et al., 2007; van Oostrom et al., 2009; van Oostrom, van Mechelen, et al., 2010) 

Description Based on an existing RTW intervention for low back pain (Anema et al., 2007; 
Anema et al., 2003) 
Stepwise process involving employee and supervisor reducing obstacle for 
RTW and reaching consensus regarding RTW 
 

Nature of Research (1) Feasibility study 
(2) RCT 
 

Participants Employees with stress-related mental disorders (e.g., excessive mental 
workload, unhealthy work environment, psychological distress) 
 

Sample (1) N = 40 
(2) PW (n = 73), usual care (n = 72) 
 

Results (1) High feasibility for a PW intervention in spite of stigma to MH problems 
(2) PW effective for employees who at baseline intended to RTW but no effect 

of PW on lasting RTW for employees who showed no intention to RTW at 
baseline  
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Appendix B: Intervention Mapping Tables 

Table 24 
 
Learning Objectives for each Performance Objective Related to the Behavioral Outcome: Client is Ready to 
RTW 

Performance 
objectives for 
client 

Learning objectives 

 Risk 
perception 
and 
knowledge 

 
 
 
Attitude 

 
 
 
Skills 

 
 
 
Self-efficacy 

 
 
Outcome 
Expectations 

1. Client identifies 
RTW barriers, 
concurs with 
and commits to 
treatment plan.  

Client 
identifies 
occupational 
performance 
issues and 
how they 
impact RTW 
readiness.  

Client 
understands 
nature of 
intervention 
and has a 
positive 
attitude 
towards it. 

Client 
recognizes 
skills needed 
to address 
occupational 
performance 
issues. 

Client believes 
s/he can 
overcome 
occupational 
performance 
issues. 

RTW barriers are 
addressed. 

2. Client has the 
work tolerance 
to meet 
minimally 
required work 
hours.  

 

Client learns 
the value of 
pacing 
techniques.  

Client 
acknowledge
s increased 
stamina. 

Client engages 
in pacing. 
 

Client believes 
s/he can 
tolerate work 
hours.   

Client’s fatigue 
levels are reduced 
and/or client is 
able to manage 
and work through 
fatigue. 
 
Client is able to 
tolerate work 
hardening hours. 

3. Client has 
cognitive 
abilities to meet 
job demands. 

 

Client learns 
how work 
simulations 
are designed 
to incorporate 
and develop 
the cognitive 
abilities 
required to 
meet job 
demands. 

Client 
accepts 
simulations 
as bona fide 
work and a 
suitable 
means to 
develop 
cognitive 
abilities 
required for 
job. 
 
 

Client 
completes 
work 
simulations 
using cognitive 
abilities 
inherent in 
task. 
 
Client 
demonstrates 
cognitive 
abilities to 
meet job 
demands. 

Client believes 
s/he has the 
cognitive 
abilities skills to 
meet job 
demands. 

Client’s cognitive 
abilities have 
developed 
sufficiently to meet 
job demands. 

4. Client has 
fatigue 
management 
strategies. 

 

Client learns 
the value of 
pacing (e.g., 
rest breaks, 
nutritional 
breaks, 
adjusting 
tasks based 
on fatigue 
level). 

Client 
acknowledge
s that pacing 
assists with 
fatigue 
management. 

Client engages 
in pacing. 
 

Client believes 
s/he can 
manage fatigue 
so that stamina 
improves and 
s/he is 
productive and 
can tolerate 
work hours.  

Client applies 
fatigue 
management 
strategies 
resulting in 
increased 
tolerance to work 
hardening hours 
/increased work 
stamina.  
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Performance 
objectives for 
client 

Learning objectives 

5. Client has 
coping 
skills/strategies 
to deal with 
workplace 
interpersonal, 
organizational 
and task 
demands. 

Client 
understands 
the 
implications 
of work 
overload and 
poor work-life 
balance and 
the need to 
mitigate 
these 
stressors with 
improved 
coping 
strategies. 
 
 

Client is 
receptive to 
learning new 
coping 
strategies. 

Client 
demonstrates 
increased 
assertiveness 
and the ability 
to apply these 
skills to 
personal and 
work situations. 
 
Client is able to 
prioritize, set 
goals, and 
achieve goals.  
 
Client 
demonstrates 
organizational 
skills. 

Client believes 
s/he is better 
equipped to 
handle personal 
and workplace 
stressors. 
 
Client sets goals 
to apply new 
/refreshed 
skills/strategies 
upon RTW. 

Client applies new 
skills /strategies to 
simulated work 
scenarios and/or 
personal life. 
 
Client commits to 
applying 
skills/strategies 
upon RTW. 

6. Client has 
confidence in 
ability to return 
to work.  

 

Client 
understands 
nature of job 
including task 
demands and 
interpersonal 
relationships. 

Client has an 
overall 
positive 
outlook 
regarding 
RTW. 

Work 
simulations are 
completed with 
appropriate 
cognitive 
abilities to 
meet job 
demands. 
 
Coping 
strategies 
appear 
adequate. 

Client 
experiences 
markers of 
improved work 
performance 
contributing to 
the belief that 
s/he is ready to 
return to work. 

Client has 
demonstrated 
ability to adhere to 
a work schedule. 
 
No limitations in 
cognitive abilities 
observed to 
preclude RTW. 
 
Work stamina 
appears sufficient 
to tolerate 
requisite work 
hours. 
 
Client appears to 
have adequate 
coping strategies 
to cope with work 
stressors and 
interpersonal 
issues. 
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Table 25 
 
Change Objectives for each Performance Objective Related to the Environmental Outcome: A RTW plan is in 
Place 

Performance 
objectives for 
environment 

Change objectives 

  
Norms 

 
Support 

 
Resources 

Organizational  
climate 

 
Safety & Equality 

1. GRTW 
schedule is 
designed and 
agreed 
upon by 
stakeholders. 

 

OT designs 
a typical 
GRTW 
schedule 
(e.g. 6-8 
weeks).  
 
 

OT reviews 
GRTW with 
client and 
addresses 
questions/ 
concerns.  

Roles of OT, 
insurer, and 
employer in 
GRTW 
process 
are clearly 
delineated. 

Insurer  reviews 
GRTW with 
employer for clarity 
and buy-in. 

RTW concerns are 
addressed; 
questions 
answered. 
 
GRTW plan is 
accepted by client 
and all 
stakeholders. 

2. Occupational 
therapist 
identifies 
workplace 
accommodatio
ns. 

 

OT reviews 
job 
demands 
and 
assesses 
client’s 
functioning 
to evaluate 
strengths 
and 
limitations. 

OT 
discusses 
with client 
job 
demands, 
client’s 
current 
level of 
functioning, 
and need 
for 
accommod
ations.  

OT applies 
background 
in function 
and task 
analysis to 
analyze job. 
 
OT provides 
insight into 
job 
accommodat
ions 
/modification
s that may 
facilitate 
RTW.  

Insurer reviews job 
accommodations / 
modifications with 
employer for clarity 
and buy-in. 

Employer accepts 
accommodations/
modifications and 
is receptive to 
facilitating client’s 
transition back to 
work. 
 

3. Occupational 
therapist 
assesses 
client’s 
strengths and 
limitations for 
job match. 

 

OT reviews 
job 
description. 
 
OT 
assesses 
client’s 
functioning 
to 
determine 
capabilities 
and 
restrictions, 
if any, and 
applies 
findings to 
specific job 
demands. 

OT reviews 
with client 
his/her 
capabilities 
and 
restrictions 
and 
matches 
against 
specific job 
demands.  

OT applies 
background 
in function 
and task 
analysis to 
analyze job 
in functional 
terms. 
 
OT applies 
assessment 
skills to 
evaluate 
client’s 
functional 
level. 
 

OT provides insurer 
information regarding 
client’s strengths and 
any restrictions and 
discusses client’s 
functioning in terms of 
job match (verbally 
and written report). 
 
Insurer discusses job 
match issues with 
employer for 
understanding and 
buy-in regarding any 
necessary 
accommodations.  

Employer 
accepts 
accommodation
s/modifications 
and is receptive 
to facilitating 
client’s 
transition back 
to work. 
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Table 26 
 
Relationship between Learning Objectives Determinants, Methods/Theories, and Tools 

Learning 
Objective 
Determinant 

 
Methods 
(from theory) 

 
 
Theory 

 
 
Strategy 

 
 
Tools/Materials 

Risk 
perception & 
knowledge 

Personalize risk 
 
 
 
 
Discussion 
Elaboration 

CMOP-E 
CMCE, CPPF 
MOHO, PEO  
 
 
 
ELM 

Targeted questioning 
Meaningful 
occupation/activity 
Written & verbal 
information 
Discussion 
Self-reflection 
 
Guided discussions 

Guided questions 
 
 
Brochures, handouts 
 
Discussion of 
occupational 
performance  
issues/barriers to RTW, 
healthy work practices  

Attitude Client-centered 
approach  
 
 
 
 
Verbal persuasion 

CMOP-E 
CMCE, CPPF 
 
 
 
 
ASE Theory 
 

Collaboration, 
consultation 
Engagement 
Empowerment 
Counselling 
 
Cognitive behavioral 
exploration 
Providing arguments  
Guided discussions 
Active learning 

Work simulations 
 
 
 
 
 
Role plays 
Brochure, newsletters, 
webpage 

Skills Active learning  
Guided practice 
Modeling 
Feedback 

Appraisal 
Model of 
Coping (Gage) 
 
 
 
 
 
 
 
PEO, MOHO 
 

Primary appraisal of 
stress; secondary 
appraisal of stress; 
coping plan 
 
Active learning 
Guided practice 
Modeling via OT 
Constructive feedback  
 
Engagement in 
meaningful activity   

Videos 
Role plays 
Vignettes/scenarios 
 
Skill development 
Coaching 
Pacing techniques 
 
 
 
Work simulations 
Goal setting 

Self-efficacy Enactive mastery 
experiences 
Positive feedback 
Verbal persuasion 
 
 
 
 
Engagement in 
meaningful 
activity  
 
 
 
Self-monitoring of 
behavior 

Bandura’s 
Social Learning 
Theory 
Rotter’s Locus 
of Control  
 
 
 
Recovery 
Model 
CMOP-E 
MOHO, PEO 
 
 
Theory of Self-
Regulation 

Personal performance 
accomplishments of 
tasks 
Reinforcing messages 
regarding capabilities 
Providing feedback 
 
 
Exploration of linkages 
between performance, 
self-efficacy, 
occupational 
performance 
 
Monitoring of newly 
acquired skills (e.g., 
assertiveness) 

Work 
simulations/activity 
selection 
Task analysis 
Graded activity 
Work performance 
feedback 
 
Discussions – 
strengths, work ability, 
work life balance 
 
 
 
Client keeps a record of 
situations in which they 
practiced assertiveness 
to review with OT 
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Learning 
Objective 
Determinant 

 
Methods 
(from theory) 

 
 
Theory 

 
 
Strategy 

 
 
Tools/Materials 

Outcome 
expectations 

Modeling 
Feedback 
 
 
 
 
 
 
Engagement in 
meaningful 
activity 
Check for 
comprehension  
 

Bandura’s 
Social Learning 
Theory 
Rotter’s Locus 
of Control  
Recovery 
Model 
 
MOHO, PEO 
 
 

Personal performance 
accomplishments of 
tasks 
Reinforcing messages 
regarding capabilities 
Providing feedback 
 
 
Exploration of linkages 
between performance, 
self-efficacy, 
occupational 
performance 
 

Discussions on RTW 
success stories  
Newsletters/brochures 
on RTW journey and 
success 
 
 
 
Videos with role-model 
stories of effective 
communication (e.g., 
assertiveness), 
organizational skills, 
goal setting 
 
Role plays and 
vignettes /scenarios 
that  reinforce learning 

CMOP-E – Canadian Model of Occupational Performance & Engagement 
MOHO – Model of Occupational Performance 
PEO – Person Environment Occupation 
ELM – Elaboration Likelihood Model 

 

 

 

 

  



 

187 
 

Table 27 
 
Relationship between Change Objectives Determinants, Methods/Theories, and Tools 

Change 
Objective 
Determinant 

 
Methods 
(from theory) 

 
 
Theory 

 
 
Strategy 

 
 
Tools/Materials 

Norms Cognitive skill 
development 
 
 
 
Participation in 
meaningful 
activity 
 
 
Intrapersonal skill 
development 
(e.g., coping 
skills) 
 
Interpersonal 
skills 

The Dynamic 
Interactional 
Model of 
Cognition 
 
CMOP-E 
MOHO, PEO 
CMCE 
 
 
Appraisal Model 
of Coping 
Bandura’s Social 
Learning Theory, 
Rotter’s Locus of 
Control  

Approach to task 
Development of 
task skill to match 
task demands  
Adoption of work 
routine 
 
 
 
 
Assertiveness 
training 
Stress 
management  
Education 
Repetition 
Practice 
Problem-solving 

Job description 
Functional assessments 
Task analysis 
Simulated work 
environment 
Work simulations 
Graded activity 
GRTW schedule  
 
 
Role plays 
Vignettes 
Audiovisual resources 
 
 

Support Client-centered 
approach  
Support from OT, 
HMC, employer 

CMOP-E 
CMCE, CPPF 
 
 
 

 

Participation of 
employer in RTW 
process 
Collaboration, 
consultation 
Client advocate  
Enablement skills: 
educate, specialize, 
design/build 

Discussions/meetings 
with employer 
Education re 
accommodation process 
and client needs 
GRTW plan 

Resources 
 

OT training and 
skill set 
 
 
 
 
 
Observational 
Learning 

CMOP-E 
CMCE, CPPF 
MOHO, PEO 
 
 
 
 
Bandura’s Social 
Learning Theory 

Task analysis; 
analysis of 
functioning; 
comparison of job 
demands with 
functional level 
 
Work role behavior 
 

Work simulations 
Work hardening 
schedule 
Job descriptions 
Coping strategies 
 
 
Videos 

Organizational 
climate 

Knowledge 
Persuasive 
communication 

CMCE Education 
Change agent 
Specialist 
Guiding towards 
adoption of an 
idea/attitude 

Discussion 
Explanations 
Resource material 
GRTW plan 

Safety & 
Equality 

Duty to 
accommodate 
process 

CMOP-E 
CMCE 
CPPF 
 
 

Task analysis 
Functional analysis 
Job Demands 
Analysis 

Job descriptions 
Work simulations 
Accommodation process 
Discussions with client, 
insurer, employer 
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Appendix C: Case Illustration 

Client Demographics:  

 37 year old married man with two young sons (7 years old; 9 years old) 
 College level education in Information Technology (IT) 
 Job: Senior analyst, Federal Government 

Disability Details: Off work for 18 months due to depression  

Referral details: Referred to CWH for RTW preparation  

Occupational performance issues at time of intake:  

 No routine 
 Fatigue 
 Reduced concentration/memory 
 Difficulty multitasking 
 Lacks assertiveness 

CWH details: 

Occupational Performance Issue Addressed in CWH  
Lack of routine Four week CWH intervention consisting of a structured work 

schedule with a progressive increase in work hours/day and 
days/week.  

Fatigue Gradual increase in workhours and work demands 
Education on pacing strategies 
Proper workstation ergonomics to minimize fatigue associated 
with poor positioning 

Reduced concentration and memory Graded work simulations aligned to job duties and work domain 
incorporating reading recall, information synthesis, and writing. 

Reduced ability to multitask Gradual increase in number of work tasks with varying 
deadlines. 

Lacks assertiveness Professional development videos  
Role plays 
Coaching by occupational therapist 

 

RTW protocol: 

Following completion of CWH and OT assessment of client’s readiness to return to work, an eight week 
gradual return-to-work (GRTW) schedule implemented consisting of a progressive increase in days/hours 
leading to a full time work schedule. 

Modification of job duties to align with GRTW hours. 

Use of a notebook/agenda as a memory aid. 

Adoption of pacing techniques (e.g., regular breaks). 
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Appendix D: Consent Form  
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Appendix E: Participants’ Demographics Form 
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Appendix F: Work Ability Index (WAI) 
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Appendix G:  Multidimensional Assessment of Fatigue (MAF) Scale 
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Appendix H: Beck Depression Inventory – II (BDI-II) 
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Appendix I: Post Program Questionnaire (T2) 
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Appendix J: Follow-Up Interview Questions (T3) 



 

206 
 

 



 

207 
 

 



 

208 
 

 



 

209 
 

Appendix K: Ethics Approval 



 

210 
 

 



 

211 
 

 



 

212 
 

 



 

213 
 

  



 

214 
 

Appendix L: Copyright Permissions 
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Appendix M: Additional Data 

Table 28 
 
Participant Demographics 

Gender  
Female 
Male 

13 
 8 

  
Age 

Years (M +/- SD) 
Range 

 
45.4 +/- 9.9 

28-57 
 
Marital Status 

 

Married/Common Law 14 
Single   3 
Separated/Divorced   3 

 

Children  
Yes 
No 

 
14 
 7 

Education 
High School 
College 
University 
Post Graduate 

 
5 
8 
6 
1 

  

Length of time on Disability 
Less than 12 months 
12-24 months 
24 months or more 

 
7 
9 
5 

  

Job Category 
Clerical 
Management 
Engineer/Technical 
Healthcare 
Sales/Communication 
 

Length of Time in Job 
Less than 2 years 
2-10 years 
10 years or more 

 
7 
7 
4 
1 
2 

 
 

2 
10 

9 
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Table 29 
 
One Way ANOVA on Demographic Variables 

Measure Variable F df p 
WAI Diff Gender .000 1 .998 

 Marital status .611 2 .554 
 Education .496 2 .618 
 Age 3.342 2 .058 
 Time on disability .231 2 .796 
     

MAF Diff Gender .883 1 .359 
 Marital status 1.717 2 .209 
 Education 1.254 2 .310 
 Age 6.308 2 .008* 
 Time on disability .064 2 .938 
     

BDI Diff Gender .154 1 .699 
 Marital status .051 2 .950 
 Education 1.048 2 .372 
 Age .483 2 .625 
 Time on disability 3.186 2 .065 
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Table 30 
 
Model Chi-Square for Logistic Regression 

Model Chi-square df p 

post WAI (only) 6.554 1 .010* 

post MAF (only) .519 1 .471 

post BDI-II (only) .230 1 .631 
* p < .05 
 
 
 

 
 

Table 31 
 
Single Logistic Regression Results 

  B SE Wald p Exp(B) 
95% C.I. for Exp(B) 

Lower Upper 

post WAI  .184 .084 4.796 .029* 1.202 1.019 1.416 

Constant -3.570 2.148 2.764 .096 .028   
        
post MAF -.048 .068 .485 .486 .954 .834 1.090 

Constant 2.661 2.267 1.379 .240 14.317   
        
post BDI-II -.024 .049 .233 .630 .977 .887 1.075 

Constant 1.524 .934 2.665 .103 4.591   
df = 1 * p < .05     
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