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Ebert DD, Kählke F, Buntrock C, Berking M, Smit F, Heber E, Baumeister H, Funk B, Riper H, Lehr D. A health 
economic outcome evaluation of an internet-based mobile-supported stress management intervention for 
employees. Scand J Work Environ Health. 2018;44(2):171–182. doi:10.5271/sjweh.3691

Objective   This study aimed to estimate and evaluate the cost-effectiveness and cost-benefit of a guided internet- 
and mobile-supported occupational stress-management intervention (iSMI) for employees from the employer’s 
perspective alongside a randomized controlled trial.
Methods   A sample of 264 employees with elevated symptoms of perceived stress (Perceived Stress Scale, PSS-
10 ≥22) was randomly assigned either to the iSMI or a waitlist control (WLC) group with unrestricted access to 
treatment as usual. The iSMI consisted of seven sessions of problem-solving and emotion-regulation techniques 
and one booster session. Self-report data on symptoms of perceived stress and economic data were assessed at 
baseline, and at six months following randomization. A cost-benefit analysis (CBA) and a cost-effectiveness 
analysis (CEA) with symptom-free status as the main outcome from the employer’s perspective was carried out. 
Statistical uncertainty was estimated using bootstrapping (N=5000).
Results   The CBA yielded a net-benefit of €181 [95% confidence interval (CI) -6043–1042] per participant 
within the first six months following randomization. CEA showed that at a willingness-to-pay ceiling of €0, 
€1000, €2000 for one additional symptom free employee yielded a 67%, 90%, and 98% probability, respectively, 
of the intervention being cost-effective compared to the WLC. 
Conclusion   The iSMI was cost-effective when compared to WLC and even lead to cost savings within the first 
six months after randomization. Offering stress-management interventions can present good value for money in 
occupational healthcare.  

Key terms   CBT; cost-benefit analysis; cost-effectiveness analysis; economic evaluation; e-health; internet-
based intervention; m-health; randomized controlled trial; RCT.  
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Work-related stress has shown to be a major risk factor 
for a range of adverse health outcomes, such as depres-
sion (1), coronary disease (2), and related mortality (3). It 
is also associated with reduced workplace safety (4) and 
substantial economic costs due to higher sick leave, lower 
work performance and staff turnover (5, 6). Absenteeism 
and presenteeism have found to be the major cost-drivers, 
often exceeding the costs of treatment (7, 8). 

The efficacy of interventions for occupational stress 
has been demonstrated in a large number of randomized 

controlled trials (RCT) (9, 10). Despite the availability 
of evidence-based interventions, however, the majority 
of stressed employees do not use stress interventions to 
improve their distress. 

Using the internet to provide self-help interventions 
may help to overcome some of the limitations of tradi-
tional stress-management interventions (SMI), such as 
limited availability, high threshold for participation and 
delivery costs (11, 12). A large amount of studies has 
shown that internet-based interventions can be effective 
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(13) in clinical populations, such as depression (14–17), 
anxiety (18), and risky alcohol use (19) as well as in 
the field of prevention of mental disorders (20–23). 
Recently a number of trials showed that internet- and 
mobile-based interventions can be a valuable addition in 
occupational health including the treatment of insomnia 
among employees with work-related rumination (12, 
24, 25), improving work-related stress (26–33) and 
the prevention and treatment of depression in workers 
(11, 34, 35). However, one trial revealed no significant 
results of internet-based interventions on depression in 
employees (36–38). 

Whereas the efficacy of both face-to-face as well as 
internet-based approaches for managing work-related 
stress is well-documented, high quality data on whether 
such approaches provide good value for money is scarce. 
The most recent systematic review on economic analy-
ses of occupational health programs was not able to 
identify any economic evaluation based on a randomized 
controlled design that focused on stress-management 
among workers (39). 

As resources are restricted, however, employers are 
not just interested in the effectiveness of such an inter-
vention, but also in the return-on-investment (ROI) (40). 
However, various intervention outcomes (ie, treatment 
response) cannot be easily monetarized and cannot thus 
be included in ROI analyses. Therefore, cost-effective-
ness analyses (CEA) that compare the incremental costs 
and effects of the intervention and the comparator are 
also important (41). 

Hence, the aim of the present study is to evaluate 
the cost-effectiveness and net-benefits of an internet-
based SMI (iSMI) compared to a waitlist control (WLC) 
condition with unrestricted access to treatment as usual 
among employees with heightened levels of perceived 
stress. Analyses in the present study are conducted from 
the employer’s perspective focusing on costs and savings 
that are relevant to the employer (ie, productivity losses). 

Method

Design 

A two-armed RCT was conducted to compare a guided 
iSMI (GET.ON Stress) with a WLC. Both conditions 
had full access to treatment as usual. Assessments took 
place at baseline (T1), post-treatment (7 weeks, T2), 
and 6-month follow-up. Participants were primarily 
recruited via the occupational health program of a large 
health insurance company in Germany. Recruitment 
was directed at the general working population and not 
restricted to members of the healthcare insurance com-
pany. It occurred through announcements on the health 

care insurance company’s website, newspaper articles 
and advertisements in the membership magazine of the 
insurance company. Moreover, the insurance company’s 
occupational health management workers informed 
human resource departments of collaborating small- and 
medium-sized companies about the possibility for their 
employees to participate in the trial.

The present health economic evaluation followed 
guidelines from the ISPOR RCT-CEA Task Force Report 
and the recommendations of the Consolidated Health 
Economic Evaluation Reporting Standard (CHEERS) 
(42, 43). The ISPOR RCT-CEA Task Force report 
addresses issues related to trial design, selecting data 
elements, database design and management, analysis, 
and reporting of results. The aim of the CHEERS state-
ment is to provide recommendations, in the form of 
a checklist, to optimize reporting of health-economic 
evaluations. A more detailed description of the study’s 
design can be found in the study protocol (29). In brief, 
this study was designed as a health-economic evaluation 
of an occupational stress-management intervention in 
employees alongside a randomized controlled trial from 
the employer’s perspective. 

The sample consisted of 264 employees in Germany, 
who were randomly allocated with a ratio of 1:1 to the 
intervention (iSMI) or WLC group. An independent 
statistician performed the randomization with a web-
based program (RandList). Both groups had full access 
to treatment as usual. Online-assessments took place at 
baseline (T1), post-treatment (seven weeks, T2), and 
6-month follow up (T3). 

Participants were primarily recruited via the occu-
pational health program of a large health insurance 
company in Germany. Recruitment was directed at the 
general working population and not restricted to those 
who were insured by the healthcare insurance company. 
Recruitment was facilitated by announcements on the 
healthcare insurance company’s website, newspaper 
articles and advertisements in the membership maga-
zine of the insurance company. Moreover, the insurance 
company’s occupational health management workers 
informed human resource departments of collaborating 
small- and medium-sized companies about the possibil-
ity for their employees to participate in the trial.

Participants were included in the study if they were 
18 years or older, currently employed and scored ≥22 
on the perceived stress scale (PSS-10). A cut-off value 
of one standard deviation above the mean PSS-10 of 
15.3 [standard deviation (SD 6.2] in a large working 
population (44) was chosen. The exclusion criteria 
were suicide risk, and presence of dissociative and / 
or psychotic symptoms. The Ethics Committee of the 
Philipps-University of Marburg, Germany, approved the 
study. The trial was registered (DRKS00004749) in the 
German clinical trial registry.
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Intervention

The iSMI (called “GET.ON Stress”) consisted of seven 
sessions and one booster session four weeks after train-
ing completion. The primary aim of this intervention was 
to reduce stress levels in employees. GET.ON Stress is 
based on Lazarus’ transactional model of stress (45) (for 
a detailed description of the intervention see (29, 46). It 
consists of two main components: problem solving and 
emotion regulation. Problem solving is an evidence-based 
method that has been proven to be successful in improv-
ing mental health (47). On the other hand, employees are 
also frequently faced with situations that require dealing 
with unsolvable problems; such situations are often asso-
ciated with strong negative affective reactions and require 
effective regulation strategies. Numerous studies indicate 
that deficits in emotion regulation may be a relevant fac-
tor for the development and persistence of mental health 
symptoms (31, 32). Targeting emotion regulation skills 
has shown to be promising for reducing a broad range of 
psychopathological symptoms (48) and a mechanism of 
change in previous studies on GET.ON Stress (32). While 
problem-focused coping by means of problem-solving 
techniques is a well-established component of most CBT 
stress management trainings, the emotion-focused ways 
of coping could be regarded as the forgotten component. 
The intervention consists of eight sessions composed of 
modules for psycho-education (session 1), problem solv-
ing (sessions 2–3), emotion regulation (sessions 4–6), 
planning for the future (session 7) and a booster session 
(session 8). Additionally, participants are offered 11 mod-
ules that are integrated in sessions 2–6 and that can be 
chosen based on individual need and/or preference. Addi-
tional modules are directed at time management, rumina-
tion and worrying, psychological detachment from work, 
sleep hygiene, rhythm and regularity of sleeping habits, 
nutrition and exercise, organization of breaks during 
work, and social support (see table 1 for a session over-
view). Each session can be completed in approximately 
45–60 minutes. We advise participants to do at least one 
and maximun two sessions a week. Consequently, the 
training lasts about 4–7 weeks (plus a booster session 
after 4 weeks). Once participants finish a lesson, they 
need to wait until they receive feedback from the accom-
panying e-coach to be able to start with the next lesson. 
Lessons consist of texts, exercises, and testimonials and 
also include interactive elements such as audio and video 
clips. Participants are encouraged to keep a daily online 
stress diary. A strong focus of the intervention lies on 
transfer tasks (homework assignments) to integrate newly 
acquired strategies and techniques into daily life. The 
training is adaptive as the content is tailored to the specific 
needs of the individual participant by continuously asking 
participants to choose among various response options. 
Subsequent content is then tailored to each participant’s 

response. Using responsive web-design, participants can 
follow the program on the internet, a tablet or mobile 
phone. An integrated read-aloud function allows partici-
pants to follow narrated lessons. If desired, participants 
received automatic motivational text messages and small 
exercises on their mobile phones. These messages aim to 
support participants in transferring the exercises of the 
training into their daily lives (eg, short relaxation exer-
cises: “Relax your muscles in your hands and arms for 3 
seconds now. Follow your breathing and each time you 
breathe out, relax a little more.“). The participants had 
the opportunity to choose between “light coach” (one text 
message every other day) and “intensive coach” (2–3 text 
messages every day) options. Participants were supported 
by an e-coach holding a degree in psychology who fol-
lowed a standardized manual for writing feedback. The 
e-coaches provided personalized feedback throughout 
the intervention. Participants completed on average 5.7 
sessions (SD 2.32), used the intervention for a mean of 
8.27 weeks (SD 8.54, range 0–56), and 93/132 (70.5%) 
completed all seven sessions. Ten participants (7.6%) did 
not start the intervention due to lack of time or changes 
in personal circumstances. Every participant received 
a maximum of 30 minutes of feedback per session of 
an e-coach, resulting in a maximum total of 3 hours 
(rounded) per participant over the whole course. 

Outcome measures

Clinical outcome. The primary outcome of the CEA was 
the number of participants who achieved symptom-free 
status as measured by the PSS-10 (49). The PSS consists 
of 10 items rated on a 5-point Likert scale (0=never; 
1=almost never; 2=sometimes; 3=fairly often; 4=very 
often; range 0–40) referring to the past week. Cronbach 
alphas ranged from 0.70–0.91 over different measure-
ment points in this study (32). The symptom-free status 
was achieved when participants scored >2 SD below the 
mean (T1) of the stressed population (25.52, SD 3.91) 
as according to Jacobson & Truax (30, 50). 

Cost outcome. Only costs that were directly relevant for 
the employer were considered: (i) intervention costs, 
(ii) costs, due to absenteeism, and (iii) costs due to 
presentism. Data on productivity losses (absenteeism 
and presenteeism) due to health problems were assessed 
at baseline and 6-month follow-up using the relevant 
module of the “Trimbos Institute and Institute of Medi-
cal Technology Questionnaire for Costs Associated 
with Psychiatric Illness” (TiC-P) adapted to the German 
context (51). The TiC-P is a self-report questionnaire 
with a 3-month recall period in the current study. It is a 
widely used (24, 29, 32, 33, 52) instrument for collecting 
data on healthcare utilization and productivity losses in 
patients with mild-to-moderate mental health conditions 
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(53). The TiC-P has shown a good test–retest reliability 
indicated by a satisfactory Cohen’s kappa for most items 
related to healthcare consumption and items absent from 
work as well as presenteeism (54). Cumulated costs 
over the six months of the trial were estimated using the 
area under curve (AUC) method to linearly interpolate 
3-month costs as measured at each measurement point 
to cover the full follow-up period of six months (54).

Statistical analysis

This heath economic evaluation was conducted alongside 
a randomized trial powered to detect a mean standardized 
difference of d=0.35 in the primary outcome (PSS-10) 
between the groups at post-measurement. However, it 
is worth noting that cost data usually have a large vari-
ance, which would require very large samples to test 
economic hypotheses. Such large samples are most likely 
prohibitive from a financial, logistical and medical-ethics 
point of view. Therefore, the study was not powered 
to statistically test differences in economic outcomes. 
Instead, a probabilistic decision-making approach for 
making health-economic inferences was used (57). This 
procedure takes the uncertainty about key parameters 
(in costs and effects) into account (58, 59) and informs 
decision-makers on probabilities rather than statistical 
significance. Perfect information is only available in very 
few decision-making situations. Probabilities account for 
the amount of risk each decision carries.

All analyses were conducted in accordance with the 
intention-to-treat (ITT) principle. All 264 participants 
completed the PSS and the cost measures at baseline. 
The missing data was assumed to be missing completely 
at random as indicated by the Little’s overall test of 
randomness. Missing cost data at T3 (wage, weekly 
working hours, presenteeism days, absenteeism days) 
were imputed using the regression imputation procedure 
in Stata version 13 to obtain predicted values of missing 
data. Predictors of outcome and dropout were identified 
by (logistic) regression. Baseline costs of presenteeism 
and absenteeism, wage, working hours as well as demo-
graphic variables, including age, and gender were found 
to be significant predictors for both categories and were 
thus included as predictors in the imputation model. 

Cost–benefit analysis (CBA)

This study proceeds on the assumption that the employer 
is the one who pays for the intervention and benefits 
from cost savings due to decreased presenteeism and 
absenteeism. Benefits were defined as the difference in 
total monetarized outcome measures (ie, absenteeism 
and presenteeism) between study conditions. Positive 
benefits point to reduced spending. Costs were defined 
as the intervention costs, which are assumed to be paid 
by the employer for each employee (estimated at €299). 
This amount represents the current market price for the 
complete intervention, which includes access to seven 
modules + one booster session for 12 months, one indi-
vidual written feedback per completed lesson and replies 
to individual questions from the participant on demand 
until completion of the booster session.

In the present study, the following metrics for costs 
and benefits are reported: (i) the net benefits (NB = 

All costs were calculated in euros (€) and indexed 
for the reference year 2013 (index factor 1.04) based on 
the German consumer price index (55). 

Absenteeism

In order to measure absenteeism, participants reported 
how many days they had been absent from work during 
the previous three months (lost work days). Absentee-
ism cost were calculated by applying the human capital 
approach (53). In doing so, the number of lost work days 
was multiplied by the participant’s average gross daily 
wage based on their reported monthly salary. 

Presenteeism 

Presenteeism occurs when people feel ill and therefore 
are less efficient during work. In order to quantify the 
costs due to presenteeism, the participants reported 
both the number of days that they felt ill but contin-
ued to work and their personal inefficiency score on 
a scale from 0–10, where 0 reflects total inefficiency 
and 10 reflects that they were as efficient as when in 
good health. Lost work days due to presenteeism were 
computed by multiplying the number of work days with 
reduced functioning by the corresponding inefficiency 
score. This method is called the Osterhaus method (56). 
Subsequently, based on self-reported monthly salary, 
their gross wages per hour were calculated and used to 
calculate the costs that occurred due to presenteeism. 

Costs of the intervention

The provider of GET.ON Stress estimated the average 
price of the intervention to be €299 per participant. This 
flat tariff contains all costs for developing, providing, 
website hosting and maintenance, as well as guidance 
and 19% VAT. Opportunity costs were not included 
since we assumed that participants would want to use 
the intervention at home and not at work. 

𝐴𝐴𝐴𝐴𝐴𝐴 =  (
𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶 𝐵𝐵𝐵𝐵𝐵𝐵𝐵𝐵𝐵𝐵𝐵𝐵𝐵𝐵𝐵𝐵

3 + 𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶 6 𝑚𝑚𝑚𝑚𝑚𝑚𝑚𝑚ℎ𝑠𝑠
3

2 ) ∗ 3 + 𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶 6 𝑚𝑚𝑚𝑚𝑚𝑚𝑚𝑚ℎ𝑠𝑠 
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benefits - costs), the money saved after cost deduc-
tion; (ii) the benefit-to-cost ratio (BCR = benefit/cost) 
to measure the benefits against the costs; and (iii) the 
return-on-investment (ROI=NB/costs), the amount in 
euro returned per one euro invested (40, 60). 

Statistical uncertainty is taken into account by boot-
strapped 95% confidence intervals (95% CI) which are 
estimated around these measures with 5000 replications 
using the bias-corrected and accelerated bootstrap proce-
dure as implemented in Stata version 13 (40, 61). Cost 
savings are indicated when following criteria are met: 
NB>0, BCR>1, and ROI>1 (40, 62).

Cost-effectiveness analysis 

For the CEA, costs and cost offsets (presenteeism + 
absenteeism + intervention costs) and effects (number 
of participants with symptom-free status) were calcu-
lated for the 6-month period. Subsequently, costs and 
outcomes were combined into the incremental cost-
effectiveness ratio (ICER) using the following formula:

Since cost data tend to be skewed to the right (58), 
we used non-parametric bias-corrected accelerated boot-
strapping resampling techniques (with 5000 replications) 
to assess uncertainties surrounding the ICER. The boot-
strap analyses were undertaken in the context of Stata’s 
procedure for seemingly unrelated regression equations 
(SURE) to simultaneously assess incremental costs and 
incremental effects. The generated ICER were plotted 
in a cost-effectiveness plane. On the plane, incremental 
effects between intervention group (IG) and control group 
(CG) are depicted on the x-axis and the incremental costs 
between IG and CG are depicted on the y-axis.

If the majority of simulated ICER fall in the south-
east quadrant, the intervention is considered to “domi-
nate” the active control groups because better effects are 
obtained for lower costs. In contrast, in the north-west 
quadrant the intervention is considered “inferior” to the 
control group since it is associated with higher costs and 
worse health outcomes and therefore not considered to 
be cost-effective (41). ICER in the south-west quadrant 
point to an intervention being less effective but also less 
costly than the control condition. Finally, ICER in the 
north-east quadrant reflect an intervention being more 
effective and more costly than control condition. In this 
case, the amount of money a decision-maker is willing 
to pay for one additional positive outcome is crucial for 
a new intervention to be adopted or not. The probability 

that the intervention is cost-effective compared to CG 
at various willingness-to-pay (WTP) ceilings for one 
treatment response gained can be shown by the means 
of the cost-effectiveness acceptability curve (63).

Sensitivity analysis

The robustness of the findings was assessed by perform-
ing sensitivity analyses over a range of intervention 
costs. In the main analysis, we used intervention costs 
of €299. However, there is uncertainty concerning these 
costs, as intervention costs may differ once imple-
mented into occupational routine care, for example due 
to changing demand, supply in the health sector, and 
preferences of employer and employees. Therefore, two 
additional sensitivity analyses were conducted assum-
ing higher and lower intervention costs (with ± €100).  

Results

Sample 

Table 1 presents the baseline characteristics; a compre-
hensive description can be found in the paper describing 
the primary efficacy results (30). 

Study drop-outs

The study attrition rate was low: 10.6% (28/264) of 
participants did not complete the 6-month follow-up 
questionnaires [N=17/132 (12.8%) for the iSMI and 
N=11/132 (8.33%) in the WLC; χ2=1.16; P>0.05]. 
Persons who dropped out did not differ in a meaningful 
way from those who provided data, neither on baseline 
stress scores nor any other baseline outcomes, with the 
exception of worrying (P<0.05).

Clinical outcome 

The effect outcome for the CEA was symptom-free 
status defined at <17.70 on the PSS-10. Therefore, at 
T3 79/132 (59.8%) in the iSMI were significantly more 
participants classified as symptom-free compared to 
31/132 (23.5%) in the WLC [NNT (number needed to 
treat)=2.73; χ2=15.0; P<0.001]. On average, the iSMI 
improved by 9.75 (SD 6) PSS scores between pre- and 
6-month follow-up whereas the WLC improved by 
3.0 (SD 6) PSS scores. The analysis of covariance 
(ANCOVA) confirmed lower scores on the PSS-10 
(relative to the WLC) were found in the iSMI group at 
T3 [F1,261=80.17, P<0.001, with large between-group 
effect sizes (d=1.02; 95% CI 0.76–1.27)] (50).

𝐼𝐼𝐼𝐼𝐼𝐼𝐼𝐼 =  𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶 𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖 − 𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶 𝑊𝑊𝑊𝑊𝑊𝑊
𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸 𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖 − 𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸 𝑊𝑊𝑊𝑊𝑊𝑊 
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Table 2. Hourly wage, absenteeism, presenteeism, and re-
lated costs categorized by condition at 6-month follow-up. 
[IG=intervention group; CG=control group, WLC=waitlist con-
trol, iSMI=internet-based stress-management intervention; 
SD=standard deviation.]

IG (iSMI)  
(N=132)

CG (WLC) 
(N=132)

Mean SD Mean SD Mean SD
Hourly wage (euros) a 21.54 6.7 21.68 7.9
Absenteeism days b, a 3.64 6.7 5.23 12.2
Presenteeism days b, a 11.32 12.9 11.47 11.9
Indirect costs (euros) c 

Absenteeism (euros) a 1578.18 1471 1756.35 1848
Presenteeism (euros) a 1345.79 2184 1655.16 3436
Intervention costs (euros) 299
Total costs (euros) 3223 2787 3412 4133 -189 434

a Missing data imputed by multiple imputation.
b Regarding the last 3 months.
c Cumulative costs for each participant during the 6-month follow-up pe-

riod calculated by the area under the curve (AUC) of linearly interpolated 
1-month costs.

Costs outcome

Table 2 shows mean presenteeism and absenteeism days, 
and similarly hourly wage for the 6-month follow-up 
assessment. In addition, cumulated costs for the inter-
vention, presenteeism, and absenteeism as well as total 
cost per group and between-group cost differences are 
reported. Presenteeism cost (iSMI: €1346; WLC: €1655) 
caused slightly lower costs compared to absenteeism 
cost (iSMI: €1578.2; WLC: €1756.6) in both groups. 
The mean difference in indirect costs (iSMI–WLC) at 
the 6-month follow-up was €488 per person favoring the 
intervention group. In the intervention group (iSMI), each 
participant produced costs of €299 (intervention costs) 

and therefore saved €189 (SD 434) on average compared 
to the control group (WLC) in the first six months. 

Cost benefit analyses (CBA)

The results of the conducted CBA and sensitivity analy-
ses are reported in table 3. Calculations, based on the 
intervention costs at €299 and costs per person of €3412 
in the WLC and €3180 in the iSMI, yielded a net benefit 
of €181 and a benefit-to-cost ratio [BCR (benefit/costs)] 
of 1.6 (95% CI -1.2–4.5) after 6 months. Moreover, 
the  [(benefits - costs)/(costs × 100)] was 0.6 (95% CI 
2.2–3.5) meaning the employer gains €0.60 for every 
euro invested within the time span of six months.

Cost-effectiveness analyses (CEA)

Table 4 reports the results of the CEA. ICER (C1 - C0)/
(E1 - E0) is defined as the incremental difference of mean 
costs between two groups (CG - IG) divided by the 
incremental difference in positive effects, ie, the amount 
of symptom-free persons. The IG produced less indirect 
costs compared to the CG (€3223 versus €3412). Hence, 
the ICER formula (322 - 3412)/(0.6 - 0.2) yields an 
adjusted point estimate of -€-521 (95% CI -3123–1900). 
The negative ICER falls in the south-east quadrant is 
therefore dominant. 

Figure 1 shows the cost-effectiveness plane in which 
each dot (N=5000) represents one of 5000 bootstrapped 
replicated ICER. The bulk of ICER fall in the south-east 
quadrant, indicating that there is a 67% probability that 
the iSMI generates greater health effects at lower costs 
compared to the WLC. 

Supplementary figure 2 (www.sjweh.fi/show_

Table 1. Demographic characteristics. [SD=standard deviations; iSMI=internet/mobile-supported stress management intervention; 
%=percentages at baseline; WLC=waitlist control; PSS=perceived stress scale.]

Characteristics All (N=264)  iSMI (N=132)  WLC (N=132)

  N  % Mean  SD N  % Mean  SD  N % Mean SD

Age 43.3 10.2 42.4 10.7 44.2 9.6
Gender (female), 193 73.1 97 73.5 96 72.7
Married/partnership 160 60.6    80  60.6   80 60.6

Experience
Experience with health trainings 34  12.9   17  12.9   17 12.9
Previous psychotherapy 95  36.0   52  39.4   43 32.6
Current psychotherapy 16 6.1 5 3.8 11 8.3

Work characteristics
Years of work experience   18.1 11.1   17.2  10.8 18.9 11.2
Full-time employed 204 77.3 105 79.5 99 75.0
Part-time employed 57 21.6 25 18.9 32 24.2
On sick leave 3 1.1 2 1.5 1 0.8

Effect and costs
PSS-10 25.5 3.9 25.9 4 25.2 4
Presenteeism (euros) 1185 1455 1136 1363 1234 1545
Presenteeism (days) 16.6 16 16.0 14.9 17.3 17
Absenteeism (euros) 814 1756 837 1634 790 1876
Absenteeism (days) 4.7 9 5 8.7 4.4 9.3

http://www.sjweh.fi/show_abstract.php?abstract_id=3691
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Table 3. Results of the main and sensitivity analyses (based on 5000 bootstrap simulations) with N=132 per group. [CI=95% confidence 
interval, SA=sensitivity analyses; NB=net benefit; BCR=benefit cost ratio; ROI=return on investment] 

Analysis Costs Benefits Financial return

Total (euros) Total (euros) NB a 95% CI BCR b 95% CI ROI c 95% CI

Main analyses 299 488 181 -643–1042 1.6 -1.2–4.5 0.61 -2.2–3.5
SA1 (-100 euros) 199 488 281 -543–1142 2.4 -1.7–6.7 1.4 -2.8–5.7
SA2(+100 euros) 399 488 81 -743–942 1.2 -0.8–3.4 0.2 -1.9–2.4
a Indicating amount of money (euros) gained after costs are recovered.
b Indicating the amount of money (euros) the employer gains for every euro invested.
c Indicating the percent of profit per euro invested.

Table 4. Cost-effectiveness analyses based on 5000 replicates of the incremental cost-effectiveness ratio (mean differences in costs 
from the employer’s perspective and in symptom-free status). [CI=confidence interval, SA=sensitivity analysis IG=intervention group, 
CG=control group, ΔC= incremental costs, ΔE= incremental effects, ICER= incremental cost–effectiveness ratio, NE= eorth-east quadrant, 
SE=south-east quadrant, SW=south-west quadrant, NW=north-west quadrant]

Analysis Sample  
size

Outcome  
(symptom-free 

status)

ΔC  
(euros)

ΔE 
(symptom-
free status)

Euros/symptom-free 
status

Distribution cost effectiveness  
plane (%)

IG CG ICER 95% CI NE SE SW NW
Main analyses 132 132 PSS-10 <17.70 -188 0.36 -521 -3123–1900 33 67 0.0 0.0
SA1 (-100 euros) 132 132 PSS-10 <17.70 -328 0.36 -804 -3416–1601 25 75 0.0 0.0
SA2 (+100 euros) 132 132 PSS-10 <17.70 -88 0.36 -238 -2836–2206 42 58 0.0 0.0

Figure 1. Scatter plot showing the mean differences in costs and effect 
outcome (symptom-free status) data using 5000 bootstrap replications. 

abstract.php?abstract_id=3691) presents the cost-effec-
tiveness acceptability curve, which helps decision-makers 
decide if the intervention provides “good” value for 
money given varying willingness-to-pay thresholds. If 
the employer is willing to pay zero, respectively €500, 
€1000, €2000 for one additional symptom-free person, 
there is an 80%, 90% and 98% probability that the IG is 
more cost-effective than the WLC.

Sensitivity analyses

Both tables 3 and 4 demonstrate results based on the 
sensitivity analyses. The ICER increased up to -€804 

when assuming lower treatment costs (SA1) and the net-
benefit rose to €281. When assuming higher intervention 
costs (SA2), the ICER drops to -€238 but the interven-
tion still has a 58% probability of gaining greater health 
effects at lower costs compared to the control condition. 

Discussion 

Main results

The present study took the employer’s perspective to 
evaluate the health economic impacts of an internet-
based mobile-supported SMI. Both CEA and CBA indi-
cated that providing the intervention to employees with 
elevated symptoms of stress is likely to present good 
value for money in occupational healthcare. The CEA 
demonstrated a 67% likelihood that the intervention 
was more cost-effective than no immediate intervention. 
Likewise, our CBA indicated net-savings of €181 on 
average per participant already in the first six months 
following the intervention, with a return on investment 
of €0.61 per euro invested in the intervention. These 
savings are mostly due to reductions in absenteeism and 
presenteeism costs. The estimates can be seen as con-
servative, as costs due to absenteeism and presenteeism 
were calculated based on the employee’s gross wage 
only. Costs that occur as a consequence of absenteeism 
and presenteeism such as reduced productivity and loss 
in earnings for the employer due to presenteeism and 
absenteeism were not taken into account. Sensitivity 

http://www.sjweh.fi/show_abstract.php?abstract_id=3691
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analyses confirmed the robustness of the findings. If 
the employer is only willing to pay nothing or €500 for 
an additional symptom-free person, then there is a 67% 
and 82%, respectively, probability that the intervention 
is deemed more cost-effective compared to no immedi-
ate intervention. 

Comparison with previous findings

This study is, to the best of our knowledge, the first to 
investigate the cost-effectiveness of a SMI from the 
employer’s perspective. Our results compare favor-
ably to the average ROI [-0.91 versus -0.22 (SD 2.41)] 
found in 12 RCT in the latest review (39) on the costs 
and benefits of health promotion at the workplace. The 
CEA are in line with a recent study on an internet-based 
intervention targeting insomnia in workers that found a 
net-benefit of €418 (95% CI -593.03–1488.70) per par-
ticipant and an ROI of 208% (95% CI -296.52–744.35) 
(64). Interestingly, the reduction in costs in both studies 
was mainly driven by the effects of the intervention on 
presenteeism and to a lesser degree by reduced absentee-
ism. These findings emphasize the importance of taking 
indirect cost due to presenteeism into account when 
investigating health economic effects of interventions 
in the work-setting. However, our follow-up period was 
limited to six months only. As chronic stress is associ-
ated especially with poor economic consequences in 
the long run, longer follow-up periods may help to shed 
light on the true potential and cost savings of the inter-
vention. Such an assumption is supported by one of the 
few modelling studies that modelled the potential cost-
benefit of implementing mental health care interventions 
in the workplace. They found a net benefit of US$30 per 
participating worker in year 1 and US$257 in year two 
following the treatment (65). However, future studies are 
needed to determine the long-term economic impact of 
occupational mental health interventions.

Limitations

Limitations of our study include the fact that our large-
scale trial was still underpowered for economic analyses. 
This is a common problem in health-economic evalua-
tions conducted alongside a clinical trial, as cost variables 
often have a higher variance and generally require greater 
sample sizes than clinical evaluations (59).  Like most 
randomized trials, the present study was only powered 
to detect findings on the primary clinical outcome, and 
in such cases a probabilistic decision-making approach 
is usually used (58, 59). However, once more studies 
focusing on a similar target are published, pooling tech-
niques such as individual participant data meta-analyses 
may be used to overcome this power problem (66–68). 
Second, only severely distressed participants with high 

baseline scores (PSS >22) were included in the study. 
Hence, the results may not apply to populations with 
lower stress levels and future studies should explore the 
cost-effectiveness probability for employees with lower 
stress-levels. Third, self-selection of the participants 
restrict the generalizability of results to employees willing 
to utilize such an intervention, with females being more 
likely to participate. Future studies should focus on reach-
ing men for occupational SMI. Fourth, the assessment of 
costs due to absenteeism and presenteeism was based on 
self-reported data. Although this procedure has exhibit 
reasonably good reliability and validity (53, 69–71) and 
is standard procedure in health economic outcome evalu-
ations alongside RCT (72), subjective data are prone to 
certain biases and hence the total costs in both groups may 
be either an overestimation or underestimation of true 
overall costs. Fifths, other work-related costs such as staff 
turnover, early retirement, and somewhat intangible costs 
such as the firm’s reputation as a bad/good place to work 
were not included and could lead to greater cost-savings. 
Moreover, we used wages as a basis for measuring pro-
ductivity costs, which might be a good proxy for true 
productivity costs only under certain conditions, as the 
method used ignores, for example, cases in which addi-
tional efforts of co-workers compensate productivity lost 
due to absenteeism and presenteeism of colleagues. Sixth, 
a WLC design with access to treatment as usual has been 
chosen where treatment as usual without delayed access is 
regarded as favorable control conditions (73). Finally, the 
present evaluation focused solely on costs relevant for the 
employer and excluded other costs that are relevant for 
the society, such as direct medical costs. Although indi-
rect costs are often the major cost driver in stress-related 
health problems accounting for 50–80% of all associated 
costs (6, 7), future studies should also evaluate the cost-
effectiveness from other perspectives, such as the societal 
or healthcare perspective. 

Concluding remarks

There is substantial evidence for the effectiveness of 
psychological interventions for improving mental and 
work-related outcomes. However, methodological sound 
studies on the health economic effects of such interven-
tions are still limited. The present study is the first show-
ing that investing in internet-based stress-management 
interventions is associated with a high probability for a 
positive financial return, even when only focusing on 
costs that are relevant for the employer. In conclusion, 
when future studies could replicate the current findings, 
investing in digital interventions aiming to improve 
mental health at the workplace may be beneficial for 
employers as seen from a corporate health-economic 
and business point of view. 



	 Scand J Work Environ Health 2018, vol 44, no 2	 179

Ebert et al

Acknowledgements

German healthcare insurance firm BARMER and the 
European Comission funded this study. The trial is 
registered with the German Clinical Trials Register 
(DRKS): DRKS00004749; www.drks.de/drks_web/ 
(archived by WebCite)

Declaration of interest

DDE, DL, MB and BF are stakeholders of the “Institute 
for Online Health Trainings”, which aims to transfer 
scientific knowledge related to the present research into 
routine healthcare.

References

1.	 Hammen C. Stress and depression. Annu Rev Clin Psychol. 
2005 Jan;1:293–319. https://doi.org/10.1146/annurev.
clinpsy.1.102803.143938. 

2.	 Richardson S, Shaffer JA, Falzon L, Krupka D, Davidson 
KW, Edmondson D. Meta-analysis of perceived stress and 
its association with incident coronary heart disease. Am J 
Cardiol. 2012 Dec;110(12):1711–6. https://doi.org/10.1016/j.
amjcard.2012.08.004.

3.	 Steptoe A, Kivimäki M. Stress and cardiovascular disease. Nat 
Rev Cardiol. 2012 Jun;9(6):360–70. https://doi.org/10.1038/
nrcardio.2012.45. 

4.	 CIPD (Chartered Institute of Personnel and Development). 
Building the business case for managing stress in the 
workplace. London; 2008.

5.	 Kalia M. Assessing the economic impact of stress--the modern 
day hidden epidemic. Metabolism. 2002 Jun;51(6 Suppl 
1):49–53. https://doi.org/10.1053/meta.2002.33193. 

6.	 Hassard J, Teoh K, Cox T, Dewe P, Cosmar M, Gründler 
R, et al. Calculating the costs of work-related stress and 
psychosocial risk - a literatur review.  European Agency for 
Safety and Health at Work. 2014.

7.	 Uegaki K, Bakker I, de Bruijne M, van der Beek A, Terluin 
B, van Marwijk H, et al. Cost-effectiveness of a minimal 
intervention for stress-related sick leave in general practice: 
results of an economic evaluation alongside a pragmatic 
randomised control trial. J Affect. 2010;120(1–3):177–87. 
https://doi.org/10.1016/j.jad.2009.04.012. 

8.	 Rebergen DS, Bruinvels DJ, van Tulder MW, van der Beek 
AJ, van Mechelen W. Cost-Effectiveness of Guideline-Based 
Care for Workers with Mental Health Problems. J Occup 
Environ Med. 2009;51(3):313–22. https://doi.org/10.1097/
JOM.0b013e3181990d8e. 

9.	 Richardson KM, Rothstein HR. Effects of occupational 
stress management intervention programs: a meta-analysis. 

J Occup Health Psychol. 2008 Jan;13(1):69–93. https://doi.
org/10.1037/1076-8998.13.1.69. 

10.	 van der Klink JJ, Blonk RW, Schene AH, van Dijk FJ. The 
benefits of interventions for work-related stress. Am J Public 
Health. 2001 Feb;91(2):270–6. https://doi.org/10.2105/
AJPH.91.2.270. 

11.	 Junge MN, Lehr D, Bockting CLH, Berking M, Riper H, 
Cuijpers P, et al. For whom are internet-based Occupational 
Mental Health Interventions effective? Moderators of internet-
based Problem-Solving Training Outcome. internet Interv. 
Elsevier; 2015;2(1):39–47. 

12.	 Ebert DD, Berking M, Thiart H, Riper H, Laferton J, Lehr 
D. Restoring depleted resources: Efficacy and mechanisms 
of change of an internet-based unguided recovery training 
for better sleep and psychological detachment from work. 
Heal Psychol. 2015;34S:1240–51. https://doi.org/10.1037/
hea0000277.

13.	 Ebert DD, Daele T, Nordgreen T, Karekla M, Compare TA, 
Zarbo C, et al. internet and mobile-based psychological 
interventions: applications, efficacy and potential for 
improving mental health. A report of the EFPA e-health 
taskforce. BMJ Open. 2017;7:e016696. 

14.	 Hedman E, Ljótsson B, Lindefors N. Cognitive behavior 
therapy via the internet: a systematic review of applications, 
clinical efficacy and cost-effectiveness. Expert Rev 
Pharmacoecon Outcomes Res. 2012 Dec;12(6):745–64. 
https://doi.org/10.1586/erp.12.67. 

15.	 Ebert DD, Zarski A-C, Christensen H, Stikkelbroek Y, Cuijpers 
P, Berking M, et al. internet and computer-based cognitive 
behavioral therapy for anxiety and depression in youth: a meta-
analysis of randomized controlled outcome trials. PLoS One. 
2015 Jan;10(3):e0119895. https://doi.org/10.1371/journal.
pone.0119895. 

16.	 Ebert DD, Donkin L, Andersson G, Andrews G, Berger T, 
Carlbring P, et al. Does internet-based guided-self-help for 
depression cause harm? An individual participant data meta-
analysis on deterioration rates and its moderators in randomized 
controlled trials. Psychol Med. 2016 Sep;46(13):2679–93. 
https://doi.org/10.1017/S0033291716001562.

17.	 Königbauer J, Letsch J, Doebler P, Ebert DD, Baumeister 
H. internet- and Mobile-based Depression Interventions for 
People with Diagnosed Depression: A Systematic Review and 
Meta-analysis. J Affect Disord; 2017 Jul;178(0):131–41. 

18.	 Mayo-Wilson E, Montgomery P. Media-delivered cognitive 
behavioural therapy and behavioural therapy (self-help) for 
anxiety disorders in adults. Cochrane database Syst Rev. 
2013 Jan;9:CD005330. https://doi.org/10.1002/14651858.
CD005330.pub4. 

19.	 Riper H, Blankers M, Hadiwijaya H, Cunningham J, Clarke 
S, Wiers R, et al. Effectiveness of Guided and Unguided 
Low-Intensity internet Interventions for Adult Alcohol 
Misuse: A Meta-Analysis. Stewart R, editor. PLoS One. 
2014 Jan;9(6):e99912. https://doi.org/10.1371/journal.
pone.0099912. 

20.	 Buntrock C, Ebert DD, Lehr D, Smit F, Riper H, Berking M, 

https://www.drks.de/drks_web/
https://doi.org/10.1146/annurev.clinpsy.1.102803.143938
https://doi.org/10.1146/annurev.clinpsy.1.102803.143938
https://doi.org/10.1016/j.amjcard.2012.08.004
https://doi.org/10.1016/j.amjcard.2012.08.004
https://doi.org/10.1038/nrcardio.2012.45
https://doi.org/10.1038/nrcardio.2012.45
https://doi.org/10.1053/meta.2002.33193
https://doi.org/10.1016/j.jad.2009.04.012
https://doi.org/10.1097/JOM.0b013e3181990d8e
https://doi.org/10.1097/JOM.0b013e3181990d8e
https://doi.org/10.1037/1076-8998.13.1.69
https://doi.org/10.1037/1076-8998.13.1.69
https://doi.org/10.2105/AJPH.91.2.270
https://doi.org/10.2105/AJPH.91.2.270
https://doi.org/10.1037/hea0000277
https://doi.org/10.1037/hea0000277
https://doi.org/10.1586/erp.12.67
https://doi.org/10.1371/journal.pone.0119895
https://doi.org/10.1371/journal.pone.0119895
https://doi.org/10.1017/S0033291716001562
https://doi.org/10.1002/14651858.CD005330.pub4
https://doi.org/10.1002/14651858.CD005330.pub4
https://doi.org/10.1371/journal.pone.0099912
https://doi.org/10.1371/journal.pone.0099912


180	 Scand J Work Environ Health 2018, vol 44, no 2

Economic evaluation of an internet-based stress intervention

et al. Effect of a Web-Based Guided Self-help Intervention for 
Prevention of Major Depression in Adults With Subthreshold 
Depression. JAMA. 2016 May 3;315(17):1854–63. https://
doi.org/10.1001/jama.2016.4326. 

21.	 Ebert DD, Buntrock C, Cuijpers P, K van Z, P C, C B, et al. 
Online Intervention for Prevention of Major Depression —
Reply. JAMA .2016 Aug;316(8):881. https://doi.org/10.1001/
jama.2016.9586.

22.	 Sander L, Rausch L, Baumeister H. Effectiveness of internet-
Based Interventions for the Prevention of Mental Disorders: 
A Systematic Review and Meta-Analysis. JMIR Ment Health. 
2016 Aug 17;3(3):e38. https://doi.org/10.2196/mental.6061. 

23.	 Ebert DD, Cuijpers P, Mu-oz RF, Baumeister H. Prevention 
of Mental Health Disorders using internet and mobile-based 
Interventions: a narrative review and recommendations for 
future research. Front Psychiatry Frontiers; 2017;8:116. 
https://doi.org/10.3389/fpsyt.2017.00116. 

24.	 Thiart H, Lehr D, Ebert D, Sieland B, Berking M, Riper H. 
Log in and breathe out: efficacy and cost-effectiveness of an 
online sleep training for teachers affected by work-related 
strain - study protocol for a randomized controlled trial. Trials 
[internet] . Springer Nature; 2013;14(1):169.  

25.	 Thiart H, Lehr D, Ebert DD, Berking M, Riper H. Log in and 
breathe out: internet-based recovery training for sleepless 
employees with work-related strain {\textendash} results of 
a randomized controlled trial. Scand J Work Environ. 2015 
Jan;41(2):164–74. https://doi.org/10.5271/sjweh.3478. 

26.	 Ly KH, Asplund K, Andersson G. Stress management for 
middle managers via an acceptance and commitment-based 
smartphone application: A randomized controlled trial. internet 
Interv. 2014 Jul;1(3):95–101. https://doi.org/10.1016/j.
invent.2014.06.003.

27.	 Ruwaard J, Lange A, Bouwman M, Broeksteeg J, Schrieken 
B. E-mailed standardized cognitive behavioural treatment 
of work-related stress: a randomized controlled trial. 
Cogn Behav Ther. 2007 Jan;36(3):179–92. https://doi.
org/10.1080/16506070701381863. 

28.	 Aikens KA, Astin J, Pelletier KR, Levanovich K, Baase 
CM, Park YY, et al. Mindfulness goes to work: impact 
of an online workplace intervention. J Occup Environ 
Med. 2014;56(7):721–31. https://doi.org/10.1097/
JOM.0000000000000209.

29.	 Heber E, Ebert DD, Lehr D, Nobis S, Berking M, Riper H. 
Efficacy and cost-effectiveness of a web-based and mobile 
stress-management intervention for employees: design of 
a randomized controlled trial. BMC Public Health . 2013 
Jan;13:655. https://doi.org/10.1186/1471-2458-13-655.

30.	 Heber E, Lehr D, Ebert D, Berking M, Riper H. Web-based 
and mobile stress management intervention for employees: 
results of a randomised controlled trial. J Med internet Res. 
2016;18(1):e21. https://doi.org/10.2196/jmir.5112.

31.	 Ebert DD, Lehr D, Smit F, Zarski A-C, Riper H, Heber E, 
et al. Efficacy and cost-effectiveness of minimal guided and 
unguided internet-based mobile supported stress-management 
in employees with occupational stress: a three-armed 
randomised controlled trial. BMC Public Health . 2014 

Aug;14(1):807. https://doi.org/10.1186/1471-2458-14-807. 

32.	 Ebert DD, Lehr D, Heber E, Riper H, Cuijpers P, Berking M. 
internet- and mobile-based stress management for employees 
with adherence-focused guidance: efficacy and mechanism of 
change. Scand J Work Environ Health . 2016 Sep;42(5):382–
94. https://doi.org/10.5271/sjweh.3573. 

33.	 Ebert DD, Heber E, Berking M, Riper H, Cuijpers P, Funk 
B, et al. Self-guided internet-based and mobile-based 
stress management for employees: Results of a randomised 
controlled trial. Occup Environ Med. 2016;73(5). https://doi.
org/10.1136/oemed-2015-103269. 

34.	 Imamura K, Kawakami N, Furukawa TA, Matsuyama Y, 
Shimazu A, Umanodan R, et al. Does internet-based cognitive 
behavioral therapy (iCBT) prevent major depressive episode 
for workers? A 12-month follow-up of a randomized controlled 
trial. Psychol Med. 2015 Jul;45(9):1907–17. https://doi.
org/10.1017/S0033291714003006. 

35.	 Ebert DD, Lehr D, Boß L, Riper H, Cuijpers P, Andersson 
G, et al. Efficacy of an internet-based problem-solving 
training for teachers: Results of a randomized controlled trial. 
Scand J Work Env Health. 2014;40(6):582–96. https://doi.
org/10.5271/sjweh.3449. 

36.	 Geraedts AS, Kleiboer AM, Wiezer NM, Cuijpers P, van 
Mechelen W, Anema JR. Feasibility of a worker-directed 
web-based intervention for employees with depressive 
symptoms. internet Interv. 2014 Jul;1(3):132–40. https://doi.
org/10.1016/j.invent.2014.07.001.

37.	 Geraedts AS, Kleiboer AM, Twisk J, Wiezer NM, van 
Mechelen W, Cuijpers P. Long-term results of a web-based 
guided self-help intervention for employees with depressive 
symptoms: randomized controlled trial. J Med internet Res. 
2014 Jan;16(7):e168. https://doi.org/10.2196/jmir.3539. 

38.	 Geraedts AS, Kleiboer AM, Wiezer NM, van Mechelen W, 
Cuijpers P. Short-term effects of a web-based guided self-
help intervention for employees with depressive symptoms: 
randomized controlled trial. J Med internet Res. 2014 
Jan;16(5):e121. https://doi.org/10.2196/jmir.3185. 

39.	 Baxter S, Sanderson K, Venn AJ, Blizzard CL, Palmer AJ. The 
Relationship Between Return on Investment and Quality of 
Study Methodology in Workplace Health Promotion Programs. 
Am J Heal Promot. 2014 Jun;28(6):347–63. https://doi.
org/10.4278/ajhp.130731-LIT-395. 

40.	 van Dongen JM, van Wier MF, Tompa E, Bongers PM, van 
der Beek AJ, van Tulder MW, et al. Trial-Based Economic 
Evaluations in Occupational Health: Principles, Methods, and 
Recommendations. J Occup Environ Med. 2014;56(6):563–72. 
https://doi.org/10.1097/JOM.0000000000000165. 

41.	 Drummond MF, Sculpher MJ, Torrence GW, O’Brien BJ, 
Stoddart GL. Methods for the Economic Evaluation of health 
Care Programmes: third ed. Oxford: Oxford University Press; 
2005.

42.	 Husereau D, Drummond M, Petrou S, Carswell C, Moher D, 
Greenberg D, et al. Consolidated health economic evaluation 
reporting standards (CHEERS) statement. BMJ. 2013;346. 
https://doi.org/10.1136/bmj.f1049. 

https://doi.org/10.1001/jama.2016.4326
https://doi.org/10.1001/jama.2016.4326
https://doi.org/10.1001/jama.2016.9586
https://doi.org/10.1001/jama.2016.9586
https://doi.org/10.2196/mental.6061
https://doi.org/10.3389/fpsyt.2017.00116
https://doi.org/10.5271/sjweh.3478
https://doi.org/10.1016/j.invent.2014.06.003
https://doi.org/10.1016/j.invent.2014.06.003
https://doi.org/10.1080/16506070701381863
https://doi.org/10.1080/16506070701381863
https://doi.org/10.1097/JOM.0000000000000209
https://doi.org/10.1097/JOM.0000000000000209
https://doi.org/10.1186/1471-2458-13-655
https://doi.org/10.2196/jmir.5112
https://doi.org/10.1186/1471-2458-14-807
https://doi.org/10.5271/sjweh.3573
https://doi.org/10.1136/oemed-2015-103269
https://doi.org/10.1136/oemed-2015-103269
https://doi.org/10.1017/S0033291714003006
https://doi.org/10.1017/S0033291714003006
https://doi.org/10.5271/sjweh.3449
https://doi.org/10.5271/sjweh.3449
https://doi.org/10.1016/j.invent.2014.07.001
https://doi.org/10.1016/j.invent.2014.07.001
https://doi.org/10.2196/jmir.3539
https://doi.org/10.2196/jmir.3185
https://doi.org/10.4278/ajhp.130731-LIT-395
https://doi.org/10.4278/ajhp.130731-LIT-395
https://doi.org/10.1097/JOM.0000000000000165
https://doi.org/10.1136/bmj.f1049


	 Scand J Work Environ Health 2018, vol 44, no 2	 181

Ebert et al

43.	 Cost-Effectiveness Analysis Alongside Clinical Trials II—
An ISPOR Good Research Practices Task Force Report. 
Value Heal. 2015;18(2):161–72. https://doi.org/10.1016/j.
jval.2015.02.001.

44.	 Lesage F-X, Berjot S, Deschamps F. Psychometric properties 
of the French versions of the Perceived Stress Scale. Int J 
Occup Med Environ Health. 2012;25(2):178–84. https://doi.
org/10.2478/s13382-012-0024-8. 

45.	 Lazarus RS, Folkman S. Stress, appraisal, and coping 
[Sutoresuno shinrigaku]. New York, NY: Springer; 1984. 

46.	 Ebert DD, Lehr D, Smit F, Zarski A-C, Riper H, Heber E, 
et al. Efficacy and cost-effectiveness of minimal guided and 
unguided internet-based mobile supported stress-management 
in employees with occupational stress: A three-armed 
randomised controlled trial. BMC Public Health . 2014;14(1). 
https://doi.org/10.1186/1471-2458-14-807. 

47.	 Malouff JM, Thorsteinsson EB, Schutte NS. The efficacy 
of problem solving therapy in reducing mental and physical 
health problems: a meta-analysis. Clin Psychol Rev. 2007 
Jan;27(1):46–57. https://doi.org/10.1016/j.cpr.2005.12.005. 

48.	 Berking M, Ebert DD, Cuijpers P, Hofmann SG. Emotion 
regulation skills training enhances the efficacy of inpatient 
cognitive behavioral therapy for major depressive disorder: 
a randomized controlled trial. Psychother Psychosom. 2013 
Jan;82(4):234–45. https://doi.org/10.1159/000348448. 

49.	 Cohen S, Kamarck T, Mermelstein R. A global measure of 
perceived stress. J Heal Soc Behav. 1983;24. https://doi.
org/10.2307/2136404. 

50.	 Jacobson NS, Truax P. Clinical significance: a statistical 
approach to defining meaningful change in psychotherapy 
research. J Consult Clin Psychol. 1991 Feb;59(1):12–9. 
https://doi.org/10.1037/0022-006X.59.1.12.

51.	 Hakkaart-van Roijen L, Van Straten A, Donker M, Tiemens 
B. Trimbos/iMTA questionnaire for costs associated with 
psychiatric illness (TIC-P). Rotterdam Inst Med Technol 
Assess. 2002. 

52.	 Buntrock C, Berking M, Smit F, Lehr D, Nobis S, Riper H, 
et al. Preventing Depression in Adults With Subthreshold 
Depression: Health-Economic Evaluation Alongside a 
Pragmatic Randomized Controlled Trial of a Web-Based 
Intervention. J Med internet Res. 2017 Jan;19(1):e5. https://
doi.org/10.2196/jmir.6587.

53.	 Bouwmans C, De Jong K, Timman R, Zijlstra-Vlasveld M, Van 
der Feltz-Cornelis C, Tan Swan S, et al. Feasibility, reliability 
and validity of a questionnaire on healthcare consumption 
and productivity loss in patients with a psychiatric disorder 
(TiC-P). BMC Health Serv Res. 2013 Jun 15;13:217. https://
doi.org/10.1186/1472-6963-13-217.

54.	 Matthews JN, Altman DG, Campbell MJ, Royston P. 
Analysis of serial measurements in medical research. 
BMJ . 1990;300(6719):230–5. https://doi.org/10.1136/
bmj.300.6719.230. 

55.	 Destatis. Consumer Price Indices. [internet]. 2015. 
Available from: https://www.destatis.de/EN/FactsFigures/
NationalEconomyEnvironment/. 

56.	 Osterhaus JT, Gutterman DL, Plachetka JR. Healthcare 
resource and lost labour costs of migraine headache in the 
US. Pharmacoeconomics. 1992;2(1):67–76. https://doi.
org/10.2165/00019053-199202010-00008. 

57.	 van Hout BA, Al MJ, Gordon GS, Rutten FF. Costs, effects and 
C/E-ratios alongside a clinical trial. Health Econ. 3(5):309–19. 
https://doi.org/10.1002/hec.4730030505. 

58.	 Briggs AH, Gray AM. Handling uncertainty in 
economic evaluations of healthcare interventions. BMJ. 
1999 Sep;319(7210):635–8. https://doi.org/10.1136/
bmj.319.7210.635. 

59.	 Briggs A. Economic evaluation and clinical trials: size matters. 
BMJ.2000 Dec;321(7273):1362–3. https://doi.org/10.1136/
bmj.321.7273.1362. 

60.	 Van Dongen JM, Proper KI, Van Wier MF, Van der Beek AJ, 
Bongers PM, Van Mechelen W, et al. Systematic review on 
the financial return of worksite health promotion programmes 
aimed at improving nutrition and/or increasing physical 
activity. Obes Rev. 2011;12(12):1031–49. https://doi.
org/10.1111/j.1467-789X.2011.00925.x. 

61.	 Dr. Henry AG, Dr. Jalpa AD, Dr. Seema SS, Dr. Daniel 
P. Designing economic evaluations in clinical trials 
[internet]. Oxford, UK: “Oxford University Press”; 
Available from: file://oxfordmedicine.com/10.1093/
med/9780199685028.001.0001/med-9780199685028-
chapter-2 

62.	 Leigh JP. Expanding research on the economics of occupational 
health. Scand J Work Environ Health. 2006;32(1):1–4. https://
doi.org/10.5271/sjweh.969. 

63.	 Fenwick E, O’Brien B, Briggs A. Cost-effectiveness 
acceptability curves: facts, fallacies and frequently asked 
questions. Health Econ. 2004;13. https://doi.org/10.1002/
hec.903. 

64.	 Thiart H, Ebert DD, Lehr D, Nobis S, Buntrock C, Berking M, et 
al. internet-Based Cognitive Behavioral Therapy for Insomnia: 
A Health Economic Evaluation. Sleep; 2016;39(10):1769–78. 
https://doi.org/10.5665/sleep.6152.

65.	 Lo Sasso AT, Rost K, Beck A. Modeling the Impact of 
Enhanced Depression Treatment on Workplace Functioning 
and Costs. Med Care . 2006 Apr;44(4):352–8. https://doi.
org/10.1097/01.mlr.0000204049.30620.1e. 

66.	 Clarke MJ. Individual patient data meta-analyses. Best Pract 
Res Clin Obstet Gynaecol. 2005 Feb;19(1):47–55. https://doi.
org/10.1016/j.bpobgyn.2004.10.011.

67.	 Jones AP, Riley RD, Williamson PR, Whitehead A. Meta-
analysis of individual patient data versus aggregate data from 
longitudinal clinical trials. Clin Trials. 2009 Feb;6(1):16–27. 
https://doi.org/10.1177/1740774508100984.

68.	 Riley RD, Lambert PC, Abo-Zaid G. Meta-analysis of 
individual participant data: rationale, conduct, and reporting. 
BMJ. 2010 Jan;340:c221. https://doi.org/10.1136/bmj.c221. 

69.	 Johns G, Miraglia M. The reliability, validity, and accuracy 
of self-reported absenteeism from work: A meta-analysis. 
J Occup Health Psychol. 2015 Jan;20(1):1–14. https://doi.
org/10.1037/a0037754. 

https://doi.org/10.1016/j.jval.2015.02.001
https://doi.org/10.1016/j.jval.2015.02.001
https://doi.org/10.2478/s13382-012-0024-8
https://doi.org/10.2478/s13382-012-0024-8
https://doi.org/10.1186/1471-2458-14-807
https://doi.org/10.1016/j.cpr.2005.12.005
https://doi.org/10.1159/000348448
https://doi.org/10.2307/2136404
https://doi.org/10.2307/2136404
https://doi.org/10.1037/0022-006X.59.1.12
https://doi.org/10.2196/jmir.6587
https://doi.org/10.2196/jmir.6587
https://doi.org/10.1186/1472-6963-13-217
https://doi.org/10.1186/1472-6963-13-217
https://doi.org/10.1136/bmj.300.6719.230
https://doi.org/10.1136/bmj.300.6719.230
https://www.destatis.de/EN/FactsFigures/NationalEconomyEnvironment/
https://www.destatis.de/EN/FactsFigures/NationalEconomyEnvironment/
https://doi.org/10.2165/00019053-199202010-00008
https://doi.org/10.2165/00019053-199202010-00008
https://doi.org/10.1002/hec.4730030505
https://doi.org/10.1136/bmj.319.7210.635
https://doi.org/10.1136/bmj.319.7210.635
https://doi.org/10.1136/bmj.321.7273.1362
https://doi.org/10.1136/bmj.321.7273.1362
https://doi.org/10.1111/j.1467-789X.2011.00925.x
https://doi.org/10.1111/j.1467-789X.2011.00925.x
file://oxfordmedicine.com/10.1093/med/9780199685028.001.0001/med-9780199685028-chapter-2 

file://oxfordmedicine.com/10.1093/med/9780199685028.001.0001/med-9780199685028-chapter-2 

file://oxfordmedicine.com/10.1093/med/9780199685028.001.0001/med-9780199685028-chapter-2 

https://doi.org/10.5271/sjweh.969
https://doi.org/10.5271/sjweh.969
https://doi.org/10.1002/hec.903
https://doi.org/10.1002/hec.903
https://doi.org/10.5665/sleep.6152
https://doi.org/10.1097/01.mlr.0000204049.30620.1e
https://doi.org/10.1097/01.mlr.0000204049.30620.1e
https://doi.org/10.1016/j.bpobgyn.2004.10.011
https://doi.org/10.1016/j.bpobgyn.2004.10.011
https://doi.org/10.1177/1740774508100984
https://doi.org/10.1136/bmj.c221
https://doi.org/10.1037/a0037754
https://doi.org/10.1037/a0037754


182	 Scand J Work Environ Health 2018, vol 44, no 2

Economic evaluation of an internet-based stress intervention

70.	 Prasad M, Wahlqvist P, Shikiar R, Shih Y-CT. A Review of 
Self-Report Instruments Measuring Health-Related Work 
Productivity. Pharmacoeconomics. 2004;22(4):225–44. 
https://doi.org/10.2165/00019053-200422040-00002.

71.	 The Use and Performance of Productivity Scales to 
Evaluate Presenteeism in Mood Disorders. Value Heal. 
2012 Dec;15(8):1148–61. https://doi.org/10.1016/j.
jval.2012.08.2206.

72.	 Lensberg BR, Drummond MF, Danchenko N, Despiégel N, 
François C. Challenges in measuring and valuing productivity 
costs, and their relevance in mood disorders. Clinicoecon 
Outcomes Res. 2013;5:565–73. https://doi.org/10.2147/
CEOR.S44866.

73.	 Furukawa TA, Noma H, Caldwell DM, Honyashiki M, 
Shinohara K, Imai H, et al. Waiting list may be a nocebo 
condition in psychotherapy trials: a contribution from network 
meta-analysis. Acta Psychiatr Scand. 2014 Sep;130(3):181–
92. https://doi.org/10.1111/acps.12275.

Received for publication: 1 August 2017

https://doi.org/10.2165/00019053-200422040-00002
https://doi.org/10.1016/j.jval.2012.08.2206
https://doi.org/10.1016/j.jval.2012.08.2206
https://doi.org/10.2147/CEOR.S44866
https://doi.org/10.2147/CEOR.S44866
https://doi.org/10.1111/acps.12275

