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Introduction: Major Depressive Disorder (MDD) may cause difficulties that can influence employment. Although clients with MDD 
are typically expected to return to work (RTW) early, most are given the maximum duration of sick leave subsidised by their medical 
aid scheme, to recover. This study explored the lived perceptions and experiences of clients with MDD whilst on extended sick leave.
   Methods: The study used a descriptive phenomenological qualitative study design. Data were collected through informant interviews. 
An inductive content analysis was used to analyse the data.
   Findings: Eight participants were included in the study, of which 75% (n=6) were females and 25% (n=2) were males. One theme 
emerged from the data, namely ‘waiting to RTW’ with three categories (1) ‘ruminating about RTW’, (2) ‘fears about RTW’ and (3) 
‘social pressures to RTW’.
  Conclusion: The period of waiting to RTW after hospitalisation was found to be stressful due to perceived work issues and rumination 
about work politics that were perceived to contribute to the illness. However, social pressures also play a vital role as a facilitator to 
RTW. These findings have implications for vocational preparation by occupational therapists during this extended sick leave period.

INTRODUCTION
In South Africa, mental health care is provided to the 56.52 million 
citizens by both a private health sector that services approximately 
16% of the more affluent population, while the public sector serves 
the remaining citizens1. The private health sector is funded by medi-
cal aid schemes, and members buy into a scheme that provides a 
managed medical health care package. Thus, clients diagnosed with 
a mental illness are typically admitted to a private hospital for a 
maximum of 21 days according to the Prescribed Minimum Benefits 
(PMB) as set out by the medical aid scheme.  During the early stage 
of admission, clients are commonly acutely ill and the intervention 
focus is on ensuring medical stability. However, the 21-day period 
of hospitalisation seldom allows clients with Major Depressive Dis-
order (MDD) to recover fully and they are typically discharged with 
residual symptoms, which vary in severity.  Additionally, inadequate 
time is spent on rehabilitation which fails to address factors that may 
facilitate or challenge successful return to work (RTW). Due to the 
presence of residual symptoms, the consulting psychiatrists usually 
recommend that employed clients be given additional sick leave 
whilst they are monitored as outpatients. The medical aid schemes 
allow for very little rehabilitation during extended sick leave periods 
and therefore, gains made in the in-patient RTW programme are 
frequently lost within this extended period prior to RTW, which 
clients have reported to be anxiety producing and stressful.  

As an employee at a private psychiatric clinic in Soweto, Johan-
nesburg, this was also the experience of the first author. The clinic 
provides services to citizens of middle-income status which enables 
them to belong to medical aid schemes. Of greatest concern were 
clients with MDD where the onset of the illness is usually between 
20 and 30 years2. MDD impacts the work career of these individuals 

at different times, frequently at the beginning of their working life 
cycle due to the early onset and also hinders work progression in 
the longer term3. Due to the associated high disability prevalence 
such as poor functioning in activities of daily living and frequently 
reported difficulties with employment, clients diagnosed with MDD 
are unsure if and when they should return to work following an 
admission for hospital care4-6.

While international literature recommends early RTW after a 
hospital admission for MDD, little is known about the perceptions 
and experiences of clients regarding factors influencing early or 
delayed RTW7 in the South African context.

This study therefore aimed to explore the lived perceptions 
and experiences of RTW of clients with MDD after an extended 
sick leave period and subsequently, how the in-patient RTW 
programme needed to be adjusted and alternative rehabilitation 
strategies explored to enable the outcome of a successful RTW. 
This article reports on the exploration of the lived experiences of 
clients with MDD in relation to delayed RTW, and factors perceived 
to influence RTW. 

LITERATURE REVIEW
Mental illnesses contribute to the global burden of disease and are 
reported to affect 10% of the global adult population7, 8 . Despite 
this, relatively few studies have been reported on this topic in de-
veloping countries such as South Africa9,10. This indicates a gap in the 
knowledge about how mental illness is viewed in African countries 
and particularly how clients perceive and experience mental illness 
in relation to their state of employment mainly because the majority 
of literature described mental illness from Western perspectives. 
However, there are African concepts and understandings of mental 
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illnesses which are defined by different communities or groups and 
it is therefore common that some of the communities still do not 
accept the western concepts of mental illness. They rather use 
their own understanding of mental illness to explain the strange 
behaviours that fall outside the social norms of the Western context.

Major depressive disorder (MDD) is one such illness.  It has 
recently been reported that MDD affects about 5%-10% of the 
world’s population8. The lifetime prevalence of MDD is estimated 
at 9.8% in South Africa11; with 18.3% of the South African popu-
lation receiving treatment for depression at any given time12. The 
typical onset of MDD  is between 20 and 302 with an average age 
of onset at 26 years in South Africa11 which usually coincides with 
the beginning stages of a person’s working life3. Thus, while MDD 
is a condition that affects participation in most areas of occupation, 
it has significant impact on work performance13,14 and is frequently 
associated with poor work performance and disability15. The nature 
of MDD is that the episodes are usually prolonged and that it may 
progress to being chronic with high incidences of a relapse and 
thus may be recurrent16.

Over time, the meaning and purpose of work has evolved, 
however the worker role has always been important in determining 
an individual’s socio-economic and social status17. The resumption 
of work by people with mental illness has been associated with 
“recovery” (despite the presence of residual symptoms18) and 
MDD is one such illness. However, literature reports that clients 
with MDD frequently wish to stay away from the workplace for a 
longer time than is necessary, due to fears of dealing with stigma 
from colleagues and self-pity, thus increasing the risk of isolation19. 
Due to the impairing and disabling nature of MDD20, clients experi-
ence varying degrees of limitations in the recognised occupational 
performance areas and dysfunction in performance skills, including 
poor socialisation, restricted participation in important activities 
of daily living, as well as decreased efficiency and effectiveness at 
work21.  Return to work in good health is an important functional 
outcome for clients with MDD, but this may be affected by several 
factors such as the client’s motivation, support from the family and 
colleagues, work demands and work policies.

Literature emphasises the importance of clients diagnosed with 
MDD receiving adequate intervention not only at times of acute 
illness but also post-discharge to manage and reduce acute exacer-
bation of episodes and hospitalisation. Liberman et al.22 states that 
the rehabilitation of clients with MDD consists of a comprehensive 
intervention carried out by different health professionals occurring 
simultaneously. Occupational therapy is one such profession that can 
positively contribute to the recovery of clients with MDD. Return 
to work is highlighted as an important outcome of treatment, since 
the long-term effects of absenteeism from work is not only person-
ally disabling but is also a burden to the economy23. The inclusion 
of occupational therapy in the treatment of MDD improves the 
treatment outcomes by influencing the overall functioning of the 
client, particularly in the occupational performance areas which 
have been affected by MDD, but especially RTW18.

RESEARCH METHODOLOGY
A qualitative method of inquiry was used to explore the complexi-
ties and challenges of RTW from the client’s perspectives during 
the period following discharge, but before RTW. A descriptive 
phenomenological approach was selected to describe and inter-
pret the meaning and understanding of waiting to RTW from the 
clients’ perspective24. The participants’ experience was assumed 
to be known only by them25, thus adding valuable and meaningful 
information that could inform intervention in the future. 

Study Population
The study population included clients diagnosed with MDD who 
were employed and who had had an admission to a private psy-
chiatric hospital in Soweto.

The clients invited to participate in the study met the follow-
ing inclusion criteria: They were under the retirement age; had a 

diagnosis of MDD confirmed by a registered psychiatrist using the 
Diagnostic and Statistical Manual of Mental Disorders Fifth Edition 
(DSM 5) classification; were permanently employed in a public or 
private organisation and not self-employed; had to have attended 
an occupational therapy vocational rehabilitation programme whilst 
admitted to the hospital and had attended their follow-up outpatient 
sessions with the psychiatrist. 

Expert purposive sampling was used by the researcher to 
select clients that met the inclusion criteria where the clients with 
MDD were considered the experts in this process26,27. Potential 
participants who met the inclusion criteria were identified from the 
occupational therapy department records. They were invited to 
participate and on acceptance, were emailed the approved informa-
tion sheet. The recruitment process took longer than expected due 
work commitments of the participants and potential participants 
being reluctant to take time off work to participate in the study, es-
pecially after a prolonged sick leave.  Data were therefore collected 
over a six-month period. The study was approved by the Faculty of 
Health Science’s Graduate Studies Committee and Medical Human 
Research Ethics Committee at the University of Witwatersrand 
(M140968). The hospital manager also gave approval to conduct the 
study at the hospital. On agreeing to participate, participants were 
given two consent forms to sign: one to participate in the study and 
the other for audio-recordings of the interviews.

Data collection
The data were collected in key informant interviews, which were 
held at the participants’ convenience once they had agreed to 
participate and the ethical procedures described above had been 
completed. The demographic data were collected using a self-
report questionnaire designed specifically for the study. The clients 
completed the questionnaire independently. 

The qualitative data were collected in semi-structured inter-
views28 that lasted approximately an hour. The researcher con-
ducted all interviews. As the researcher had provided the RTW 
occupational therapy programme offered at the clinic in which all 
subjects had participated, she knew and had rapport with them. 
This also required that the researcher use bracketing before the 
interview to fully immerse herself in understanding the perceptions 
and experiences of participants and to ensure that no prior knowl-
edge influenced her ability to understand the clients’ perceptions 
and experiences29.

At the beginning of the data collection session, the researcher 
reaffirmed the purpose of the interview and gave the participants 
assurance that their participation was voluntary. Open-ended ques-
tions (see addendum) were used to guide the entire semi-structured 
interview. These were mostly predetermined and qualitative in 
nature to explore and understand the clients’ perception and ex-
periences of RTW in their pre-RTW period30. Discussion was not 
limited to these questions and participants were encouraged to 
express any thoughts and views they had on the topic.

To ensure that truthfulness and rigor were applied in this study, 
the researcher ensured that the criteria described by Guba and 
Lincoln31, were used. Member checking with the participants32 and 
peer review33 were also done to ensure credibility of the study.

Data analysis 
The demographic data were analysed descriptively while the 
qualitative data were analysed manually using inductive content 
analysis, reported to be helpful in clinical health care research34,35.  
All interview audio-recordings were transcribed verbatim. The data 
analysis that followed was done in the three steps as described 
by Smoski et.al.36: the first step involved reading the transcripts, 
identifying 51 significant words or statements that emerged as 
well as distinguishing between the participants’ experiences and 
their perceptions. In the second step, the researcher identified the 
themes that emerged by identifying similar ideas or connections 
and attempted to make sense of these connections. The researcher 
then clustered the themes and matched them to extracts of what 
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the participants had described. In the final step, the researcher cre-
ated a table listing all themes, categories and codes that emerged 
from the data.

FINDINGS
Participants
Eight participants were included in the study. The period of sick 
leave prior to RTW ranging from two months to four months 
(average of 2.5 months).

The sample included 75% (n=6) females and 25% (n=2) males. 
The ages of participants ranged from 25-46 years and average age 
was 34.5 years. Only two of the participants were married, however 
five participants had children (between one and three children) but 
all participants had people at home for whom they were responsible 
and supported financially (See Table I below). The demographic 
results also indicate that all participants had completed secondary 
school and had obtained a national senior certificate.  Seven of the 
eight participants had additional education ranging from a higher 
diploma to a bachelors level qualification. Those who had additional 
qualifications seem to have gained their first job earlier than one 
participant who only had a grade 12 education level. All participants 
worked in order to gain finances to care for significant others or 
improve their life. None of the participants were shift-workers 
however, the work hours per week of the participants ranged 
from 35 hours to 65 hours. Only two participants used their own 
cars to travel to work whilst the six other participants used public 
transport which included a taxi or a bus. 

Themes, categories and codes
The only theme that emerged to be reported in this article was 
waiting to return to work. The categories and codes arising from 
this theme can be seen in Table II.

This theme described the perceptions and experiences of clients 
whilst they were waiting to return to work. The word “waiting” 
described what the clients were doing and feeling prior to RTW.  

As described above, medical schemes typically fund only a three-
week period of hospitalisation. Most of the participants had been 
admitted for the full period and had been prescribed an additional 
period of sick leave, as the psychiatrists were of the opinion that 
the participants were not yet ready to RTW. The additional sick 
leave was viewed by all participants as essential to their recovery.  
However, the participants indicated that during this period, while 
they were waiting to RTW, they felt troubled. 

The weeks that I was at home, it was hard. I was always yawning. I was 
so tired. I was exhausted. I could not even drive, and I had things to do 
[but I could not do them]. I could not understand what was going on 
with me. I could not even sleep [P8].

This feeling of being troubled was linked to concerns about 
their job security due to them experiencing residual symptoms 
and side-effects from the medication, as well as the communica-
tion that they received from their managers, colleagues and human 
resource personnel, questioning the duration of their sick leave 
and demanding to know when they would RTW. Here the partici-
pant reports feeling tired but despite the physical exhaustion, the 
participant struggled to sleep. Which may have been contributed 
to by being worried about their job security. It also emerged that 
the only communication that participants received was regarding 

Partici-
pants

Age 
(years)

Gender Marital 
status

(Married = M, 
Single = S)

Children People 
in house

RTW 
(Yes=Y, 
No=N)

Tertiary 
qualifica-

tions

Age of 
first job 
(year)s

Type of 
work

Distance 
to work

Working 
hours 
(hrs)

Reason for 
working

1 26 F S 1 Fiancé Y Higher 
certificate

20 Service 
agent

33 km 37.5hrs “Provide for 
family”

2 27 F S 1 Grand-
mother 
and son

Y Higher 
certificate

21 Office 
adminis-
tration

13 km 35hrs “To make a 
living”

3 37 M M 3 Wife and 
children

Y Diploma 20 DTP 
operator

45 km 45hrs “To look after 
my family and 

extended 
family”

4 44 F M 2 Husband 
and 

children

Y Higher 
certificate

22 Data 
capturer

5 km 40hrs “To support 
the family”

5 32 M S 0 Fiancé Y Diploma 21 IT spe-
cialist

45 km 45hrs “Making a 
living”

6 39 F S 2 Mother, 
children 

and 
brothers

Y Higher 
certificate

20 Office 
adminis-
tration

24 km 50hrs “Making a 
living, taking 

care of family, 
having a better 

life”

7 46 F S 0 Mother 
and sister

N None 32 Service 
consul-

tant

20 km 40hrs “To support 
mom”

8 25 F S 0 Grand-
parents 

and 
brother

N B Tech 22 Site engi-
neer

58 km 65hrs “Double shifts 
and supervi-

sion”

Table I: Demographic characteristics of the participants / Participant’s educational and vocational 
information (n=8)

Table II: Theme, categories and codes

Waiting to RTW

CATEGORIES CODES

Ruminating about 
RTW

Reluctance to RTW
Concerns about work 
politics
Job contributing to illness

Fears about RTW Chances of relapse
Not coping on RTW

Social pressure to 
RTW

Meeting financial needs and 
responsibilities



South African  Journal of Occupational Therapy  —  Volume 49, Number 1, April 2019

39

© SA Journal of Occupational Therapy

the time for return to work, which also contributed to the sense 
of worrying and being troubled. One of the participants reported:

Well, ok, they phoned me.  I remember when they told me that I had 
to come back to work [now]. [P7]

As can be seen from Table II on page 38, three categories were 
identified within this theme, and these are (1) ruminating about 
RTW, (2) fears about RTW and (3) pressure to RTW.

Category 1: Ruminating about return to work
The nature of MDD is that it perpetuates negative thoughts es-
pecially when issues have not been adequately resolved 37. These 
negative thoughts encouraged the client to continuously and uncon-
structively brood on and agonise over issues that bother them. The 
participants reported many issues that were still bothering them, 
but commonly participants were brooding on unresolved work is-
sues and the contribution that work had made to the development 
of their illness. The quote below is typical of what the participants 
were thinking about during their sick leave. 

To a big extent, [work contributed to illness] especially my recent 
position now. Because the pressure is too high. The workload is too 
much. The expectations, obviously from the powers that be and also I 
don’t want to call it passing the bar [buck], but I want to say that some 
of the admin ladies that are there, I have assumed their roles. [P6] 

Participants were also preoccupied about their imminent RTW 
and these thoughts were mostly negative as some of them included 
work politics experienced. 

I think a lot …about [work], mostly about bad things and not good 
things. Both the work and the pressure. If it was the work alone it 
was fine because I would find ways to deal with it. But when there is 
someone [manager] involved in putting too much pressure on you, you 
end up not knowing what to do. [P2]

I was thinking about so many things, like killing myself or just disap-
pearing. There are so many challenges [at work] [despite this] I really 
like my work. [P7]

There is a lot of nepotism at work I was the only person that got there 
[got appointed] without knowing someone or having worked with 
anyone else within our division. So everyone is someone’s cousin, it 
just does not work honestly. [P8]

Category 2: Fear about return to work
The experience of fear amongst the participants was described in the 
second category of this theme. Fear mostly related to job security, the 
period of absence and uncertainty about what would happen upon RTW.

The psychiatrists only informed employers about the recom-
mended additional sick leave and its duration after the participants 
were discharged from the hospital, which averaged 2.5 months. All 
the participants were entitled to a three-year leave cycle of 30 or 
36 days, depending on whether they have a 5- or 6-day workweek. 
However, due to the nature of MDD, the participants experienced 
symptoms long before the diagnosis was made and had consider-
able time away from work even before their hospital admission.

While the long sick leave can be advantageous to their recovery, 
it can also cause the participants to develop serious concerns about 
their job security, as well the fear of not knowing what to expect 
when they RTW as the work issues experienced prior to admission 
had not yet been addressed or resolved.

I suppose also the fear of not knowing how the division works in terms 
of people being away for months, for so long and what their HR require-
ments are. If they would actually have a welcoming environment for 
me when I returned. [P6]

Actually, I did not have any expectations but my fear was that I had 
to go back to work….nothing has been done [during the time I was 
sick]. [P4]

So I was worried [about] how was I going to cope with the system, 
looking at the computer for more than four hours every day. [P4]

Firstly, it appeared that the participants were not aware of their 
conditions of service especially when it came to long sick leave.  
Secondly, the participants did not appear to communicate with 
their HR representatives regarding the conditions of sick leave, 
thus perpetuating concern about their sick leave, which could have 
been avoided.  

Category 3: Social pressures associated with 
RTW
The final category in this theme concerns the social pressure to 
RTW. This was of particular interest as the participants had all 
experienced negative thoughts about RTW expressing that they 
did not want to RTW however, they reported that they felt pres-
sured to RTW. 

So I just had to [return to work]. [P2]

Financial concerns was the single code identified. It was clear 
from the demographic information that all the participants had 
financial responsibilities to fulfil and had family members or sig-
nificant others to take care of. Financial independence and being 
able to take care of one’s needs was important to the participants. 
It was noted that this was a strong driver to RTW in spite of the 
participants’ fears and misgivings about the job they held and the 
extent to which they felt it contributed to their illness:

Working is a big part of living and working is a big part of being able 
to be independent and not depend on other people to feed you, clothe 
you. [P6]

I had to work and make a living for my child [P2].

Honestly, firstly it was looking after my family. If I do not work, my 
family is going to suffer. [P3]

In summary, this theme highlighted both the participants’ per-
ception of RTW and their experiences of awaiting RTW. These 
were predominantly negative and it appeared that this period was 
very difficult for the participants. 

DISCUSSION
In the extended sick leave period prior to RTW, all the participants 
reported experiencing a preoccupation regarding their work-
related stressors that may have contributed to their illness and 
their subsequent admission as persistent and distressing. The 
experience of constant negative thinking was consistent with 
rumination, described by Nolen-Hoeksema et al .38 as constant, 
ongoing and fixated negative thoughts, which may occur before 
or after being diagnosed. While rumination has been described as 
a common symptom associated with MDD, its persistence in the 
recovery period has been reported to slow progress and prolong 
the depressed mood.  

Rumination
The process of rumination was reported to be centred on the 
unresolved work stressors leading to hospitalisation. This lived 
experience was consistent with a few other studies4,37,39 reporting 
that the experience of work stress could lead to admission. The 
experience of ongoing rumination was also a result of the partici-
pants - having limited coping skills - left the issues too late and did 
not consult a health care worker for assistance at an earlier stage39.

A common experience amongst all the participants was ruminat-
ing about the perceived work politics despite the different work 
environments. Although studies have not specifically researched 
rumination of work politics, a study by Lee et al .40 indicated a posi-
tive association between depression and work related stress. This 
was consistent with studies by Wiegner et al.41 and Khamisa et al.42 

which described that the experience of burnout and stress leads to 
symptoms of depression in the workplace. The implication of the 
constant negative thinking had an impact on their lack of motivation 
to RTW, as reported as a lived experience by the participants of the 
current study. The other focus of the rumination experienced by 
the participants was the negative perceptions about their inability 



South African  Journal of Occupational Therapy  —  Volume 49, Number 1, April 2019

40

© SA Journal of Occupational Therapy

to cope with work, which they perceived as self-doubt and vulner-
ability in their job security.

Extended sick leave
The decision to delay RTW through an extended sick leave pe-
riod was highlighted by participants as a concern. Health settings 
in different countries, particularly in developing countries, have 
their own processes in terms of RTW with regards to people with 
mental illness43. In the current study, neither the multidisciplinary 
team nor the participants were involved in the decision to RTW. 
The psychiatrist managing the case based on their medical clinical 
reasoning made this decision independently. The medical model 
approach to mental health care is still widely used in acute private 
health settings whereby the psychiatrist makes the final decision 
about the client’s intervention and outcome thereof. This approach 
tends to exclude the client (despite the client being stable) and input 
from the multidisciplinary team (MDT). However, a client-centred 
model, which is more central to an occupational therapy philoso-
phy, proposes that the client is a key role- player in the recovery 
process and thus needs to be involved in decision-making on their 
health and in case of RTW. The medical model approach apparent 
in this study, differed from studies reported in developed countries, 
where the treatment approach is more multi-disciplinary.  In such 
cases the multidisciplinary team (MDT), consisting of a number of 
health care professionals with expert knowledge in different areas 
contributing to the overall health and wellbeing of the client, and the 
client (as a key role player), collaborates with the team on impor-
tant client related decisions 23. The team may include professionals 
such as occupational therapists, psychologists, social workers, case 
managers and the employer amongst others, to consider barriers 
and facilitators that may have an impact on RTW22 and to improve 
RTW success44.

Fear about return to work
The participants in the current study reported experiencing con-
siderable fear related to their condition and its impact on their life, 
which supports the findings of other studies45-47. The experience of 
fear as reported by participants was influenced by their perception 
of their illness and their experience of how their illness affected their 
daily functioning especially their work.  All participants experienced 
it as distressing and incapacitating. This finding was consistent with 
a study by Wernicke et al.48, where the participants all reported 
the experience of their illness is distressing. However, this can also 
be associated with ‘personal stigma’ as the participants reported 
that they perceived their illness as a sign of weakness and failure. 
This finding is consistent with a study by Coppens, et al.49. When 
exploring the lived experience of fear, the participants mostly feared 
relapsing. The fear of relapsing was particularly associated with the 
participants who experienced their episode for the first time. Whilst 
still waiting to RTW, the participants also experienced fear of not 
coping with their work tasks upon returning to work. Again, the 
employers and mangers have little awareness of the implication of 
this condition on workers and their work output. Most importantly 
there are no laws (only guidelines) protecting clients with depression 
as many employers do not view MDD as a disability, which is defined 
in the Employment Equity Act no. 55 of 1998 under item 5.1 as 
either a long standing or a recurring mental or physical impairment 
that hinders employability50. These lived experiences and percep-
tions are supported by a study by Mokoka, et al .51 that MDD is not 
considered a disability, as the client is expected to return to their 
premorbid functioning and to be involved in gainful employment. 

Pressure to return to work 
It was interesting that, despite both the challenges at work and 
the fear the participants experienced, most of the participants felt 
pressurised to RTW due to meeting financial needs and respon-
sibilities. The South African leave incapacity policy, only allows an 
employee (depending on company policy) to receive 75% of their 
monthly salary when the sick leave cycle (36 days in a three-year 
cycle) has been exhausted. This subsequently affects the ability 

to pay off household costs and other debts, thus motivating the 
participants to RTW. Surprisingly, the financial pressure to RTW 
has been observed in participants with different types of mental 
illnesses including severe mental illnesses, as seen from a study that 
was done by Serowik, et al .52, Ekberg et al43 and earlier by Kennedy 
et al .47, as well as a cancer study by Islam, et al.53. The participants 
that particularly experienced the financial pressure to RTW were 
the main breadwinners and for whom supporting their families 
was important and a major concern.  This was consistent with the 
findings of the study by Islam et al.53. 

CONCLUSION
This study identified that participants experienced the extended 
sick leave period after hospitalisation for MDD as distressing, 
although helpful to their recovery. Participants experienced the 
period of waiting to RTW after hospitalisation as stressful due to 
perceived work load and job content concerns as well as work 
politics that participants believed had contributed to their illness in 
the first place. In addition to the constant ruminations, the clients 
experienced pressure to RTW due to perceived social pressure in 
meeting their financial demands and responsibilities as breadwin-
ners.  Simultaneously, the clients also experienced fears about RTW, 
which included chances of relapsing and not coping on RTW. The 
facilitator of RTW for this unique population were positive attitude 
of the family and colleagues, and meeting their financial needs and 
responsibilities, whilst the barriers of RTW were the negative at-
titudes of colleagues, fear of chances of relapsing and/not coping 
and rumination about work.

From the results of this study it would appear that RTW is-
sues for clients with MDD issues would be best addressed in an 
out-patient RTW programme rather than in an in-patient RTW 
programme within the 21 days of an admission when the client 
is still acutely ill. This programme should provide intervention to 
support strategic work preparation and supported employment to 
facilitate the transition back into the work place. The programme 
can also include stress management techniques and coping skills 
that the clients can employ when confronted by work challenges. 
Medical aids and structures within labour should be lobbied to 
provide funding for this type of rehabilitation as an extension to the 
PMB package essential for MDD and other mental illnesses that may 
affect work productivity. Major Depressive Disorders should also 
be handled the same way as when a worker is injured on duty, as 
most participants in this study reported that work played a major 
role in their diagnosis. 
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