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Les limites de la scoliose idiopathique - Scolioses dysplastiques XI

It gives us great pleasure to write the preface to this book, the second in the series of
monographs produced by the European Academy of Rehabilitation Medicine. No part
of medicine, no clinical intervention, is complete without thinking about its effect on
the person’s life and the quality thereof. One of the most powerful determinants of
this is work; a source not only of income, but of satisfaction and a sense of purpose
and worth.

The Academy, founded in 1969, is composed of senior European doctors specia-
lising in Rehabilitation and Physical Medicine. It meets regularly to discuss matters of
importance in the field, including teaching, research and ethical matters. It recognises
that the ability of the speciality and of related ones to decrease dependency and
increase autonomy and quality of life needs to be better known. Hence the production
of these monographs. They will help readers access a vast amount of literature on the
practice of rehabilitation and its effectiveness. They should be particularly useful to
young doctors preparing for the European Boards certification in Physical and
Rehabilitation Medicine as they are authoritative and cover subjects in depth. Topics
covered in the series range from basic sciences to the most applied areas.

This book is at the most applied end of the spectrum and, as the authors show, a
great deal needs to be done in this area, at a time when the ratio of economically active
to dependent members of society is falling. Aside from this, many people define them-
selves by their work and to many it is enriching, not solely in financial terms.

The first book in the series, entitled “La plasticité de la fonction motrice”, edited by
Jean-Pierre Didier was published in 2004. Further titles will include the rehabilitation
of patients with cancer, and not; the control and function of the sphincters and the
rehabilitation of those with musculo-skeletal pain.

Pr M. Anne Chamberlain Pr Alex Chantraine
President of Honorary Secretary
European Academy of Rehabilitation Medicine
FRCP, FRCP&CH, OBE
University of Leeds
36, Clarendon Road
Leeds LS2 9NZ
GB
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FIRST PART

VOCATIONAL REHABILITATION:
DEFINITION AND APPLICATIONS



Introduction

Over the last few decades the share of health and social security in total welfare spending
has gradually increased in all industrialized countries [1]. Public expenditure for social
security in European Union (EU) countries roughly doubled between 1960 and 1985 and
since then has slightly increased until now where it represents about 20% of the gross
domestic product. The expenses are generally related to three main kinds of benefit: sick-
ness benefits, invalidity benefits (also called disability benefits), and employment injury
benefits (including occupational disease benefits). The benefits for work-related injuries
and diseases usually have no particular entitlement conditions (apart from that of being
employed), waiting periods or time limits, are more munificent and include additional
allowances.

There are marked differences among countries in terms of eligibility criteria, specific
types of benefit, ease of obtaining the benefits, claims, adjudication and appeal proce-
dures, etc. This is because the organisation of each social security system is affected by
economic, socio-cultural and political issues, and is only one element of a broader social
framework (including demographic and employment issues, among others).

The different mechanisms and control systems are likely to influence the patterns of
utilisation of all these benefits (e.g. certifications, benefit claims, benefits received, etc.)
and thus in surveying this material it is difficult to draw general conclusions.

From 1985 to 1994, both sickness and invalidity benefits rose in most European
countries (on average by about 20-30% and 15-20%, respectively). In the last few years a
dramatic increase in sick leave has been observed in some countries, for example in
Sweden since 1997 [2]. In Switzerland (7,500,000 inhabitants) in 2001 the disability com-
pensation insurance, which is responsible for the disability pension payment, paid out
485,000 insurance claims (for physical or psychological disturbances leading to loss of
job) for a total of 9.5 billion SFr. The deficit of this insurance was approximately 1 billion
SFr for the year 2001: it is explained by an increase of 123% in claims and 165% in total
expenditure between 1988 and 2001 [3].

Three main diagnostic groups account for the large majority of sickness and in-
validity benefits: musculo-skeletal disorders, mental disorders, and cardio-respiratory
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disorders. Not all reported work injuries and illnesses are disabling, however and the
phychiatrist is most likely to be consulted for conditions associated with prolonged
work disability.

In recent years the prevalence of musculo-skeletal disorders producing long-term sick
leave (particularly back pain and cumulative trauma disorders of the upper limb) has
increased in many industrialized countries [2]. In the USA they constitute about 40% of
all compensation claims, with back pain accounting for more than half of these claims [4].
In the UK, musculo-skeletal disorders represent the largest group (28%) of beneficiaries
of incapacity benefit, whereas mental and behavioural disorders (milder conditions, in
particular) are the second most common reason for being awarded this benefit (20%). In
Sweden, psychiatric and stress-related diseases have risen in recent years and this modifi-
cation has been explained by changes observed in working life conditions (i.e. organiza-
tional changes, rationalizations and a labour market not fitted to fully meet these changes)
[5]. Similarly, in Switzerland, a 72% increase in invalidity pensions for psychoses and a
239% increase for psychic reactive troubles were observed between 1988 and 2002 [3].

Based on the ICF classification [6] estimates by the European Community
Household Panel (ECHP) of the number of people in the EU affected by some form of
self-reported disability vary substantially between countries and within the same coun-
try compared to previous national surveys (Table 1), and represent on average 14% of the
EU working-age population [7]. This percentage concerns all groups of disabled people
(with congenital and acquired impairments, with different degrees of disability, with per-
manent or temporary disabilities).

4 Vocational Rehabilitation

A B D DK E F FIN GR I IRL L NL P S UK

Surveys 29,0 17,0 6,9 7,0 5,8 3,1 5,0 2,2 1,6 – 8,0 16,4 – 17,1 18,8
ECHP 12,5 12,9 17,3 17,4 9,9 15,3 22,9 8,2 7,8 10,9 16,5 18,6 18,4 – 18,8

Table 1 – Mean percentages of disabled persons in the EU, based on the ECHP report and pre-
vious national surveys. Legend: A = Austria; B = Belgium; D = Germany; DK = Denmark;
E = Spain; F = France; FIN = Finland; GR = Greece; I = Italy; IRL = Ireland; L = Luxembourg;
NL = The Netherlands; P = Portugal; S = Sweden; UK = United Kingdom.
In [7]. The employment situation of people with disabilities in the European Union. European
Commission. Employment and Social affairs. Study prepared by EIM Business and Policy
Research. Directorate-general. Unit EMPL/E.4 August 2001 p 35, National surveys (various
years) and ECHP 1996 M.A. Malo, C. Garcia – Serrano, March 2001.

As for the labour market, the same ECHP data show that in the EU 42.4% of disabled
people are employed, 5.6% are unemployed and 52.2% are economically inactive, whe-
reas 64.5% of non-disabled people are employed, 7.4% are unemployed and 28.1% are
economically inactive [7]. Thus, participation of people with disabilities in the workforce
is lower than that of non-disabled subjects [8,9], and in the last decades the structural
changes in the nature of work that have occurred have resulted in a shortage of jobs in
which people with disabilities – in particular, the elderly – can remain at work [10].
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There are large differences in the percentages of disabled people employed among the
EU countries. This is probably due to the discrepancies not only in supporting partici-
pation of people with disabilities in working activities, but also in defining disabled
people and calculating appropriate participation rates. For example, a more restrictive
administrative definition of disability, focussing on people receiving disability benefits,
shows that in the Netherlands in 1991 only 18% of disabled people were employed
(162,000/900,000): this value represents 2.6% of the workforce in the Netherlands [10].
Similarly, in the UK only 5% of 2.5 million people of working age with disabilities or
long-term illness receiving state benefits (incapacity benefit, income support, housing
benefit, Council Tax benefit or severe disablement allowance) leave these benefits to
resume work each year [11].

Furthermore, employment rates vary greatly between types of disability [7]: people
with mental illness, learning disabilities or psychological impairments are less likely to be
employed than are people with physical impairments.

The duration of sickness benefits and the point of transition to invalidity benefits or
old-age pension vary in each country. In Norway, the dominant predictive factors for
the transition from long-term sick leave to disability pension are age and duration of the
sickness spells [12]. Nevertheless, both sickness and invalidity benefits have been used
in some European countries – easing de facto the entitlement conditions – as a better
income support than non-employment benefits for workers leaving the labour market
before retirement age, particularly during industrial reorganizations or in regions with
high unemployment rates [13]. In a few countries, there are also special early-retirement
schemes for particular categories of workers. Naturally, when alternatives are available
there is an incentive to try to enter into the less restrictive and more generous compen-
sation system.

However, in recent years there has been a clear increase in the interest of policy
makers in both containment of public expenditure and social inclusion issues and re-
integration policies for people with disabilities. These issues lead to a growing emphasis
on review of invalidity status, comprehensive rehabilitation (including workplace adap-
tations) of those with restoration potential, and return to work in preference to early reti-
rement. A rigorous control of the allocation of the invalidity benefit (that should be assi-
gned only on medical grounds) is always needed as a disincentive for workers with minor
problems from leaving the workforce in this way. On the other hand, rehabilitation may
strongly contribute to lessen the burden on society of direct and indirect costs related to
sick-listed patients and disability pensioners (in terms of reduced sick leave, reduced
early retirement, increased productivity, continued payment of taxes, reduced payment
of state benefits). Thus Nachemson [14] estimates that the development of comprehen-
sive rehabilitation programs, including vocational rehabilitation interventions, would
result in important social and economic gains.

Mention should also be made of the importance of work in our life. Nietzsche consi-
dered work as a mean of social control and of “normalization” of behaviours. On the
contrary, the sociological and economic approaches judge work as pivotal in the process
of social integration [15]. From the late Middle Ages to the 19th century work was an
attribute of low social state (the nobility did not work), but in our industrialized society



work has progressively gained positive connotations. At the most basic level, earnings
from work enable an independent way of life. However for many people work means
much more. In our culture the job often reflects a person’s identity, social status, and feel-
ings of self-worth, and for many people, losing one’s job can be, apart from the financial
aspect, a psychologically and socially devastating experience.

In fact, during periods of unemployment or precarious work, psychological problems
such as anxiety, loss of self-confidence, and other feelings of psychological distress often
appear [16]. For these reasons, although work resumption may not be a goal for all disa-
bled people, it is the aim for the majority of them. Indeed, for many people, return to
work is directly related to the quality of life.

While working ability and return to work are critical, the way by which this return is
effected is also important. In 1986, the Ottawa chart stated the way by which a society
organizes work, work conditions, and free time have to be a source of life and not of ill-
ness [17]. In this view, the rapid implementation of rehabilitation programs and espe-
cially of vocational rehabilitation could decrease the phenomenon of return to one’s job
at a reduced level, with lower earnings, or with higher risk for further injury or illness.

Definition of vocational rehabilitation

Many definitions have been proposed for “vocational rehabilitation”. In “Vocational
Rehabilitation. The Way Forward” vocational rehabilitation is defined as enabling indivi-
duals with either temporary or permanent disability to access, return to, or remain in,
employment [11]. This definition is similar to that proposed by the International Labour
Organisation and based on the objective: “to enable a disabled person to secure and
retain suitable employment” [18]. The most complete definition is proposed by
Selander [19] : “Medical, psychological, social and occupational activities aiming to re-
establish among sick or injured people with previous work history their working capacity
and prerequisites for returning to the labour market, i.e. to a job or availability for a job”.
This last description comprises all the aspects included in a vocational program directed
towards the return to work. Vocational rehabilitation deals largely with vocational assess-
ment, work re-training, education and counselling, work guidance and ergonomic modi-
fications, and psycho-social interventions (including vocational orientation and all other
forms of preparation for returning to work) [20]. These interventions slightly differ from
services to persons with congenital or developmental disabilities who are seeking to enter
the labour market for the first time.

According to Selander, where disability remains after medical care, initially the per-
son might undergo medical rehabilitation at primary care level or at a rehabilitation unit,
and later people of working age may initiate vocational rehabilitation including both
medical and non-medical interventions (functional restoration programs, job counsel-
ling, education, etc.) (Table 2).

6 Vocational Rehabilitation



Although there are differences in the organisation of vocational rehabilitation bet-
ween countries (and sometimes even between regions within individual countries), the
objectives of the vocational rehabilitation are always “to maximise the ability of an indi-
vidual to return to meaningful employment” [11]. The British Society of Physical
Medicine and Rehabilitation states that the best rehabilitation practice for faster and
easier return to work improves work and activity tolerance, avoids illness behaviour, pre-
vents deconditioning and chronicity, and reduces pain and the effects of illness or disa-
bility.

What is the attitude of the EU Member States
towards vocational rehabilitation and reinsertion?

The perception of vocational rehabilitation by the different governments of the EU
Member States varies. However, the EU has defined a strategy concerning disabled per-
sons. In November 2000, the Member States undertook to prohibit discrimination
against people with disabilities and other categories in the labour market, in the work-
place and in vocational rehabilitation [22]. These changes are based both on utilitarian
principles (e.g. cost containment in health care and social security benefits, and a better
utilisation of the work potential) and on more basic considerations, such as meeting the
aspirations of people with disabilities for autonomy and participation in all areas of
life [10].

The EU disability strategy is based on three main pillars as defined in the anti-
discrimination fundamental social and civil rights society [23]: cooperation between the
Commission and the Member States; full participation of people with disabilities; main-
streaming disability in policy development.

To change attitudes towards disabled people in the area of employment is one of the
most important aspects of the strategy. This information is available in the Official
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Table 2 – The normal course from acute care after accident or disease to the return to the
labourmarket [from 21] (Taylor and Francis Ltd. http: //www.tandf.co.uk/journals).
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Journal of the European Community of December 2000. The aims of this strategy are
also reported in the National Action Plans on Employment and in the National Action
Plans against Poverty and Social Exclusion [23, 24]. However, if we examine these
National Action Plans, we realize that there are great differences among the Member
States of the Union in the attitude to disabled persons. For instance, in the National
Action Plans on Employment, five countries have a clear and strong position concerning
disabled people, whereas the other countries only mention this problem.

The European Commission for Employment and Social Affairs has in this context an
important role in:

– “strengthening cooperation with and between the Member States in the disability
field;

– promoting the collection, exchange and development of comparable information
and statistics and good practice;

– raising awareness of disability issues;

– taking account of disability issues in all policy making and legislative work of the
Commission” [23].

An interesting aspect of the EU strategy for disabled persons is the EQUAL programs
which test new ways and possibilities of changing discrimination and inequality among
people in work or looking for a job. In the EQUAL programs social partners and other
key players, such as representatives of discriminated groups in the labour market, are
working together to develop and test new ideas in job creation [23].

EQUAL shares information and results through transnational cooperation agree-
ments and transnational cooperation partnerships at regional or national level. The guide-
lines for the Community Institute EQUAL were published by the Commission of the
European Communities on 5th May, 2000 [25]. We would like to mention that among the
transnational cooperation agreements, 172 programs target the group of disadvantaged
people. Among these 45 concern ethnic minority groups and migrants, 28 people with
disabilities, 23 unemployed persons and 76 other disadvantaged groups [25].

What are the factors which affect work ability
and return to work?

To establish strategies for reducing sick leave, an understanding of the conditions
influencing time off work is crucial. Age, gender, health status, and work experience have
traditionally been indicated as playing an important role in both work ability and work
resumption [10, 26, 27].

Among sick or injured people, Selander [21] described the following factors as
increasing the probability of receiving a disability pension and/or reducing the return to
work in musculo-skeletal disorders:
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– subject attributes: demographic (older age, foreign origin, low income, low educa-
tion level, loneliness, etc.) and psycho-social factors (low self-confidence, low health
locus of control, low quality of life, depression, etc.);

– medical factors (complex medical history, severe disability, great pain, ADL deficits,
etc.) and factors related to treatment/rehabilitation (e.g. type and timing of the rehabili-
tation);

– factors related to employer and workplace: poor physical work environment
(uncomfortable work postures, highly repetitive movements, heavy work, vibrations,
etc.), poor psychological and organisational work environment (great time pressure, high
work pace, monotonous tasks, stress at the workplace, etc.), etc.;

– socio-economic determinants related to benefit system and labour market (e.g.
type and degree of social benefit, regional and national unemployment rates).

The same author described in a dissertation published in 1999 [19] some other fac-
tors which are associated with long-term sickness in people undergoing vocational reha-
bilitation. Again, they are related to socio-professional features (e.g. low social group
belonging, earlier sick leave, low belief of vocational return, low job satisfaction, little
social support), medical aspects (e.g. low understanding of medical condition, low level
of experienced health, back impairments, mental or psychiatric disabilities), family fac-
tors (e.g. spouse with disability pension, household composition, personal or family-
related problems), and work-related factors.

These findings are in agreement with other recent reports. For example, Niemeyer et
al. [28] confirmed the role of many psychosocial factors as barriers to workers’ recovery
and rehabilitation: they include – but are not limited to – dysfunctional emotional states
and long-standing behavioural problems (e.g. pain behaviours, history of alcohol abuse,
anger and frustration). In addition, many authors observed that long-term sick leave is
often associated with work conditions, and insisted on the importance of including the
work site in the rehabilitation program for all patients with work-related pro-
blems [2, 29, 30]. On the other hand, having belief in vocational return, a positive back-
ground for coping successfully (i.e. high sense of coherence) and relatively high educa-
tional level [31], as well as job-attachment to the pre-accident employer, availability of
modified work, and no compensation/litigation issues [32] have been related to a suc-
cessful return to work after vocational rehabilitation.

Overall, recent evidence has demonstrated that prolonged work disability is a multi-
factorial problem that is not only due to biological factors and workers’ characteristics,
but also closely related to many environmental factors such as the workplace, the health
care system, the compensation system (e.g. partial vs. full sickness benefit) and the inter-
actions among stakeholders regarding the disability problem [33-35]. Moreover, the
complexity of factors involved in work-related problems and return-to-work, the varia-
bility in the patients’ medical features, the great difference in type and intensity of voca-
tional treatments (e.g. not always including psycho-social components, ergonomic inter-
vention, and education), and the use of a variety of outcome parameters and follow-up
periods account for differential outcome statistics in this field. The problem of migran ts
and acculturation is another aspect of the complexity of the situation (see chapter by
Rothenbühler).
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As an example, a very interesting study published by the International Social Security
Association Research Program on Back Problems, entitled “Who returns to work and
why?”, compared the success or failure of work reintegration through medical and voca-
tional rehabilitation in six industrialised countries, with 4 of these being members of the
EU (Denmark, The Netherlands, Germany and Sweden) [36]. Subjects (n = 2,752) were
studied at the start and after 1 year and 2 years follow up: 77.6% reached the final control
and 23.5% dropped out. The return-to-work rate was very different, namely 40% in
Denmark and Germany, 60% in Israel, Sweden and United States and over 70% in the
Netherlands.

For all these reasons, the need for uniform standards in collection of this kind of out-
come data has been strongly suggested [28].

At what time in the course of rehabilitation
should vocational rehabilitation be introduced?

The report of the International Social Security Research Program [36] pointed out that
the quick start of rehabilitation (within 3 months from the acute onset) is crucial for an
effective intervention in lower back patients.

That differs slightly from what is illustrated in the diagram proposed by the
Association of British Insurers in their study: “Getting back to work. A rehabilitation dis-
cussion paper” [37]. In this diagram (Table 3), the authors consider the injury, the
ensuing acute care, the post acute care for inpatients and/or outpatients (and at this time
in medical rehabilitation). Functional and vocational rehabilitation are to be started only
after a medical plateau is reached.

Our opinion is that, generally speaking, the diagram proposed by Selander [21] (with
variable interconnection between medical and vocational rehabilitation) seems to be
more realistic and effective. Of course, after severe injuries (e.g. bone fractures, neurolo-
gical lesions, burns, etc.) the transition from classic medical rehabilitation to intensive
vocational rehabilitation can be delayed due to medical factors, but in many patients
suffering from subacute musculo-skeletal disorders (and particularly back pain and
cumulative trauma disorders) we think that early detection, clinical and ergonomic eva-
luations, and active treatment (starting 1-3 months after the onset) are the cornerstone
of management.

What is the cost-effectiveness
of vocational rehabilitation programs?

To prove that the important financial investment made in this area is really cost-effective,
the sums invested in vocational rehabilitation programs need to be profitable in terms of
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effective return to work and in direct and indirect reductions in disability pensions, sick
leave and social payments as well as in increasing the labour force in the market.
Moreover, it would be also interesting to know if such programs have a benefit on health-
related quality of life.

Unfortunately, there are few scientifically based studies detailing the efficacy of voca-
tional rehabilitation [38]. Furthermore, it is generally difficult to compare such studies
because the programs of vocational rehabilitation are different, as are the evaluation
methods.

Vocational rehabilitation 11
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In 1995, Schmidt et al. [10] compared the employment success rate of participants in
special rehabilitation programs (a cohort of people with disabilities related to 6 different
musculo-skeletal or neurological diagnoses) with those in general rehabilitation programs
not specifically aimed at work resumption. They investigated to what extent the proba-
bility of obtaining work after rehabilitation was predicted by vocational rehabilitation
and working on a trial basis, and observed that both variables had a significant impact
on employment (odds ratio: 1.96 for vocational rehabilitation, 3.26 for work on trial).

Dean et al. published similar considerations in a very important report on the eva-
luation of vocational rehabilitation programs using longitudinal data [39]. The study
presented the analysis of cost-effectiveness of 14 disability cohorts included in a vocation-
al rehabilitation program. The data concerned 28,986 records from clients and represen-
ted a 10% random selection of the American vocational rehabilitation case-load. The
conclusions were that the vocational rehabilitation program is cost-effective in general,
but not universally across specific disabilities, and that based on an 8-year follow up, the
long-term earnings gains can be substantial.

Elders et al. [40] recently reviewed the literature with the aim of highlighting the
effectiveness of intervention programs for return to work after sick leave for back disor-
ders. They found 515 articles, 130 abstracts and 20 reviews. Twelve studies were selected,
analysing the effect of ergonomic interventions on return to work (9 randomised
controlled trials and 3 prospective cohort studies). The interventions were specially focu-
sed on exercises and functional conditioning, education, training in working methods
and lifting techniques. The absolute reduction of sick leave and time lost from work ran-
ged from 22-42%. Seven out of eight back school intervention studies (regardless of their
program and heterogeneity) showed a significant overall difference in return to work
between subjects treated and reference group. Unfortunately, the authors observed that
compliance and long term effects were unknown in many studies.

In line with these reports, Linz et al. [41] described the effect of a rehabilitation pro-
gram on 699 subjects suffering from acute work-related musculo-skeletal injuries, in a
1 year study. Using active rather than passive techniques and emphasising patient educa-
tion and home exercise programs, the number of visits (physical therapy sessions) was
45% less than national benchmark and the programs saved approximately $2,000 per
client.

Furthermore, a 6-year follow up study to test the long term cost-benefit and cost-
effectiveness of the Canadian Sherbrooke model of management of subacute occupatio-
nal back pain demonstrated that a fully integrated disability prevention model for occu-
pational back pain (combining an occupational and a clinical rehabilitation interven-
tion) was beneficial for the workers’ compensation board and saved more days on bene-
fits than usual care or partial interventions [42].

Finally, last year Schonstein et al. [43] performed a Cochrane systematic review of
randomized controlled trials of the effectiveness of physical conditioning programs in
reducing time lost from work for workers with back and neck pain and stated that these
programs for chronic back pain can be effective in reducing the number of workdays lost
due to back pain, when compared to usual care. All the trials showing positive results had
significant cognitive-behavioural components combined with intensive physical training
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(for aerobic capacity, muscle strength and endurance, and coordination) and were focu-
sed also on evaluation and modification of workplace characteristics.

Conclusion

Disabled people participate less in the labour market than non-disabled people, but in
recent years the EU has been developing strategies to raise their employment rates, and
European countries are reducing the sizeable differences in their social security systems
and pattern of utilization of benefits.

Prolonged work disability results from a complex interaction of characteristics of
individuals, the nature of their work, and their environment (including the physical
workplace, policies related to work accommodation, and interpersonal relationships) as
well as factors related to the benefit system and general labour market.

A number of clinical interventions have been identified as having a potentially pos-
itive effect on the outcome of patients with a long-term work-related disability. They pri-
marily include:

– a regimen of physical conditioning (for flexibility, strength, endurance, dexterity,
cardiovascular function, etc.), functional activities, and graded work simulation;

– socio-psychological support, addressing the worker’s behavioural and vocational
needs (e.g. behavioural pain management, individual and family therapy, and vocational
counselling);

– ergonomic intervention: workplace accommodations (to minimise acute dynamic
overloads, chronic repetitive exertions, and prolonged fixed or constrained postures) and
administrative approaches (e.g. modified duties such as job task rotation and modifica-
tion of worker schedules);

– educational strategies for injury prevention and safe work practice (e.g. proper
body mechanics training to minimise the risk of injury) and instruction on a healthy life-
style.

Vocational rehabilitation may be a positive response to prolonged work disability,
accelerating return to meaningful employment, minimising workdays lost, increasing
productivity of injured workers, reducing premature retirement, and containing the wel-
fare cost [44]. Early intervention (after sufficient time for healing of injured structures)
and the patient’s active involvement decrease deconditioning and illness behaviour and
foster higher return-to-work rates. Moreover, vocational rehabilitation delivered to
patients at risk for job loss (but still employed) can delay job loss [45].

In this way, vocational rehabilitation can provide improvements to quality of life and
well-being of patients, as well as having a positive effect on economic and political struc-
tures. Indeed, a well-directed vocational rehabilitation program seems to be cost-effec-
tive in many different disability situations and have a long-term action, as shown by ear-
nings gains observed 8 years after some programs [39].

Unfortunately, at present we do not know how strongly each factor contributes to
outcome compared with the others, and what the best predictors are. Thus questions
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remain to be answered, for example regarding the intervention components most effec-
tive in different subjects and illnesses, the optimal amount and timing for treatment, and
the most cost-effective methods of delivering these services. Similarly, it has been poin-
ted out that, at 6 months to 2 years after vocational rehabilitation, only about 20% of sub-
jects had a job, whereas many more were awarded a disability pension [29,46]. This fin-
ding demonstrates that there is room for improving the selection criteria for vocational
rehabilitation interventions.

Finally, the role of national disability compensation systems in influencing the wor-
ker’s motivation to return to work should not be overlooked, as well as the importance
of specific policies aimed at better (re-)integrating and maintaining disabled people in
the labour market.
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Introduction

I would like to preface my contribution on rehabilitation by quoting a few borrowed
words, “Despite integration measures, the financial burden for insurance company pay-
ments will be for pensions. However, reintegration measures will gain priority for ethical,
socio-political and economic reasons and finally also in the financial interests of the insu-
rance company itself.”

This quote contains a few central ideas on today’s topic:

It sets the principle: Integration before pension.

This principle is simultaneously justified:

– it is in the interests of the accident victim (ethical aspect);

– it is economically meaningful and also takes the financial interests of the insurance
company into consideration (financial aspect).

The message behind this quote is right up-to-date. However, it dates back almost
40 years – it is taken from the statement by the Council of Ministers to the Swiss parlia-
ment in 1958. This formed the basis for the introduction of disability insurance in
Switzerland. It introduced a new approach; previously the task of helping the disabled
was primarily seen as ensuring a minimum living income for the disabled by means of
public and private welfare.

I would first like to address the principle of “Integration before pension” as it is
understood in Switzerland in more specific terms. Then, I will describe how rehabilita-
tion is organized in our country and the role that accident insurance plays in it. I will
conclude by describing the effects of rehabilitation on compensation.

The point of view
of the insurance company

W. Morger



General principles

The concept of rehabilitation

In line with the recommendation of the World Health Organization, rehabilitation is
comprehensively defined as follows: “Rehabilitation is the coordinated deployment of
medical, social, occupational, technical and educational measures to improve functio-
ning, training and retraining as well as to adapt the person affected and their surroun-
dings with the aim of regaining the best possible functioning and an appropriate place in
society.” It thus has a medical, an occupational and a social dimension. The definition
points out the exceptional complexity of rehabilitation. The individual measures overlap
and interact. In the final analysis, therefore, the only approach to rehabilitation must be
holistic in nature, in other words, one that includes all these measures.

Integration before pension

Integration measures clearly take precedence over mere financial benefits in Switzerland.
The maxim of “rehabilitation before compensation” – in Switzerland we usually talk of
“integration before pension”, which means the same thing – is not expressly mentioned
anywhere in legislation. However, it can be deduced from various regulations that list the
prerequisites for financial benefits (particularly in the case of disability pensions). It is
basically undisputed. The focus is on ethical considerations; but economic aspects must
not and cannot be disregarded.

Two conclusions can be drawn from the principle:

– the insured person has a legal right to integration measures;
– the insured person has an obligation to undergo integration measures before being

able to claim financial benefits.

The central idea applies to the entire social insurance system and not just to statutory
accident insurance. To begin with, it applies wherever compensation for inability to work
due to ill-health is under discussion, this means insurance companies that cover disabi-
lity benefits (accident insurance, disability insurance and occupational pension
schemes). However, the same considerations also apply to unemployment insurance. The
comprehensive revision of the unemployment insurance law on 1st January 1997 clearly
placed the emphasis on the reintegration of the unemployed. To achieve this goal, a wide
range of job-market related measures were created.

Principle of appropriateness

The principle of appropriateness as a general constitutional principle pervades all areas
of the law. The principle of appropriateness can basically be sub-divided into three
aspects:

– the precept of suitability;
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– the precept of necessity;
– the balancing of public and private interests.

Attention should also be paid to these limits when interpreting and applying social
insurance standards.

In our context, this means that the principle of “integration before pension” does not
have absolute importance. In other words, limits are set on the right to integration mea-
sures in terms of insurance benefits and on the insured person’s obligation to participate
in the sense of taking part in the integration measures. These abstract and theoretical
sounding statements can be illustrated by two examples:

Medical rehabilitation

Social security is not liable for every conceivable form of treatment. The insured person
only has the right to receive suitable treatment whereby this term is interpreted gene-
rously in practice to the benefit of the recipient. Conversely, the insured person must not
undergo all treatments. Reasonableness – part of the principle of appropriateness –
forms the boundary for this obligation to participate and tolerate. According to prece-
dents, arthrodesis in the upper ankle joint is considered reasonable whereas for example,
hip arthrodesis is not.

Occupational rehabilitation

The justice system demands that the individual measures are effective for the purposes of
integration (a certain degree of success can be anticipated), are lasting (success must be
expected to last during the major proportion of the period of activity) and thus be eco-
nomically appropriate (cost-benefit consideration). For less expensive measures such as
finding jobs, therefore, a relatively small degree of health-related difficulties is sufficient
as a reason for a claim. In the case of retraining, the guide figure used in practice for sup-
port by disability insurance is a 20 percent degree of invalidity. If the insured person fails
to participate in a reasonable integration measure – this applies both to medical and
occupational measures – the compensation assessment is based on the result of a suc-
cessfully completed measure.

Whether an insured person has the right to an integration measure or whether, on
the other hand, has to submit to an integration measure is finally decided in the indivi-
dual case on the basis of all circumstances.

Responsibility for rehabilitation measures

Self-integration

Primarily, the insured person is responsible for reintegration efforts. On his own initia-
tive, he must take all reasonable steps to reduce the consequences of disability as much as
possible. This includes, for example, finding a job and accepting reasonable work. The



principle of “self-integration before claim for integration and before pension” as set out
by the highest Federal insurance court, “is a discharge of the insuree’s obligation to
reduce damage.” The question of self-integration is largely an issue in the occupational
sector, especially with minor disabilities.

Integration as the task of social security

However, insured persons also have the right to support from social security. In
Switzerland, the integration of accident victims is financially supported by two institu-
tions:

– accident insurance is responsible for medical integration;

– disability insurance is responsible for occupational integration.

I will be going into the details of this responsibility and the tasks of the two branches
of insurance – accident and disability – as well as into the demarcation between the two
when talking about the various rehabilitation categories.

Medical rehabilitation

Concept

The aim of medical rehabilitation is to eradicate or improve a physical injury caused by
an accident. To this end – and this is how medical rehabilitation is generally understood
(e.g. in Germany) – the medical rehabilitation chain starts with first aid at the site of the
accident and covers all in- and outpatient medical measures (treatment).

In Switzerland, a distinction is usually made between curative medicine and rehabi-
litation medicine:

The aim of curative medicine is to correct organic damage.

In contrast, rehabilitation medicine deals with the established or chronic conse-
quences of accident and illness. It is not oriented towards the actual injury but the effects
on capabilities linked to this that lead to social and occupational restrictions.

Rehabilitation medicine is not an alternative to curative medicine. Quite the oppo-
site, in fact, it is a necessary supplement to it. While in curative medicine the strategy is
causal, the patient is fairly passive and the doctor determines what happens, the struc-
tures in rehabilitation are different; the methods take a bio-psycho-social approach, with
the patient assuming an active role while the doctor assists. Boundaries are fluid.

In the vast majority of cases, medical care amounts to nothing more than curative
medicine; in the narrower sense, rehabilitation medicine is restricted to severe cases. In
order to gain a comprehensive picture, I will base the following explanations on medical
rehabilitation in its broader sense.
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Medical care

In Switzerland, medical care is the responsibility of the cantons. They provide this by
means of a network of public as well as private hospitals. Outpatient care is handled by
independent doctors, both general practitioners and specialists.

This system of medical care applies to all health problems, including accident inju-
ries. Accident care is thus integrated into the public health system. There are no special
procedures to follow in the case of accidents. The insured person has a free choice of hos-
pital and doctor (free choice of service provider).

Special clinics are available for the medical rehabilitation of individual types of inju-
ries. The paraplegic centres as well as Suva’s own rehabilitation clinics in Bellikon and
Sitten are examples of such clinics.

Content and scope of medical treatment

An accident victim has the right to medical treatment appropriate to the consequences
of the accident. Therefore, Suva reimburses, in particular, the cost of:

– outpatient treatment;
– medicaments and analyses;
– treatment, care and stay in a hospital;
– spa and bathing treatment as prescribed by a doctor;
– means and appliances beneficial for treatment;
– any rescue and transportation required.

In addition, the accident insurance company also covers the cost of appliances and
equipment that compensate for physical injuries or the loss of functions (artificial limbs,
orthotics, orthopaedic footwear, hearing aids and spectacles, but also lifts).

Role of the accident insurer

The accident insurer as cost-bearer

The accident insurer must pay for medical treatment insofar as it is appropriate and
medically indicated. No limit is set on outpatient treatment in terms of time or cost; there
is a right to treatment as long as a significant improvement in the state of health can be
anticipated. In the case of inpatient treatment, the accident insurer assumes the cost of a
general admission. The accident insurer reimburses the costs to the service provider
directly (principle of payment in kind).

Case accompaniment

Medical treatment is in the hands of independent doctors and hospitals. However, acci-
dent insurers have the right and obligation to monitor the treatment process and to issue
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instructions for appropriate treatment. For this purpose, Suva has its own medical ser-
vice (interdisciplinary team of doctors and occupational doctors at its headquarters in
Lucerne as well as district doctors in the local agencies). Their main task is to advise the
insurance company in specialist medical matters (causal context, indication, length of
treatment, etc.). However, they are also partners and conciliators for the doctor providing
treatment in diagnostic and therapeutic issues. These doctors make a decisive contribu-
tion to medical quality assurance thanks to their medical assessments based on back-
ground files or supported by their own examinations and their scientific activities.

Economical treatment

However, the accident insurance company also has the statutory task of ensuring that
accidents are dealt with in an economical way. Alongside the case accompaniment
already mentioned, it discharges this responsibility by concluding tariff agreements (doc-
tors’ agreements/hospital agreements) with the service providers based on key economic
data and monitors treatment costs using modern methods such as management ratios.

Occupational rehabilitation

In the vast majority of cases nowadays, top-quality medical treatment means full restitu-
tion or such a good result that the next link in the rehabilitation chain – occupational
rehabilitation – is superfluous. The necessity for occupational measures is estimated at
less than 5% of cases.

Responsibility

As I mentioned previously in connection with the principles, occupational integration is
primarily the task of a special branch of insurance – disability insurance. Occupational
integration is its primary aim. Accident victims also have the right to integration mea-
sures offered by disability insurance; accident insurance itself has no benefit category of
its own termed “occupational measures”.

Occupational integration measures

Occupational rehabilitation comprises all measures that are necessary to prepare and
implement the rehabilitation of a disabled person into professional life. The following
benefits are included:

– job counselling service;
– initial professional training;
– vocational retraining and reintroduction;
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– job placement;
– financial assistance.

Insured persons who are unable to continue with previous activities as a result of
their disability have the right to job counselling. Alongside clarifications about preferences
and suitability, this also includes trial placements and practical job trials. Experience has
shown that the insured persons with the best chance of successful occupational integra-
tion are those who can be given a job with the same employer. The cost of any reintro-
ductory training as well as for any adaptation of the workplace is borne by disability insu-
rance. When a change of job location is necessary, daily benefits are paid for 180 days
during the period of familiarization or training, so that the employer has no financial
obligations. If the previous job can no longer be carried out or there are significant limi-
tations – in practice, this is considered to be a degree of disability of at least 20% – retrai-
ning for a new job better suited to the disability is examined. Training costs and any addi-
tional expenses for travel and overnight accommodation are borne by the insurance
company. Disabled persons also have the right to daily benefits during the retraining per-
iod. Another possibility is financial assistance to start up in business on a self-employed
basis.

Counselling services and job placement are carried out by specially trained advisors.
They also accompany trial jobs and retraining. Each canton has the relevant depart-
ments. In complex cases, a thorough inpatient vocational clarification process is con-
ducted. There are five of these vocational clarification centres (BEFAS) throughout
Switzerland. In addition, there are specialized clarification centres for individual types of
injuries, for example for the visually impaired and brain damaged.

Occupational appliances and equipment

Disability insurance also covers appliances and equipment that are needed to carry out
jobs. In particular, these include:

– disability-related job equipment, additional appliances for operating apparatus and
machinery;

– individually adapted sitting and standing equipment;
– individually adapted work surfaces;
– disability-related structural changes in the workplace;
– under certain circumstances, the cost of motor vehicles or vehicles for the disabled

is also met.

These appliances and items of equipment are listed in an annex to the legislation.

Role of the accident insurance company

As already mentioned, occupational integration is not among the statutory tasks of the
accident insurance company. However, it is not possible to simply ignore the matter nor
is it indicated; successful occupational rehabilitation is also in the (financial) interests of
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the accident insurance company. Suva therefore endeavours both on its own behalf and
on behalf of the insured person to actively promote the reintegration of its accident vic-
tim into professional life in various ways, particularly in the following way:

Medical appraisals as the basis for occupational rehabilitation

If no significant improvement can be anticipated from further medical treatment, the
Suva doctors compile a medical progress report (final report). In it, they not only list the
residual disabilities but also the remaining abilities. This is therefore of major importance
since the aim of occupational rehabilitation is to use these physical functions alongside
other skills. This profile of skills forms part of the basis for occupational reorientation for
disability insurance.

Close cooperation with disability insurance

As soon as the course of treatment indicates that occupational integration measures will
be necessary, Suva has the insured person registered with disability insurance in order to
start the relevant clarification steps. In this way, the necessary measures are initiated at an
early stage or on time. However, it must be admitted that we have difficulty with the loss
of time involved in this transfer of responsibility. In order to achieve a seamless transi-
tion, Suva and disability insurance have concluded cooperation agreements.

Reintegration in the former company

I have already mentioned that, as a rule, reintegration with the same employer produces
the best results. Our field staff therefore exploits their many years of contact with
employers and their knowledge of companies in order to clarify and foster a return to the
former workplace or at least arrange another job within the same company. Employers
are motivated to further employ their injured employees by the fact that this can have a
positive influence on their premiums (bonus/malus system based on risk development).

Own occupational clarification measures in the Suva rehabilitation clinics

Suva offers accident patients a comprehensive system of rehabilitation in its own rehabi-
litation clinics, i.e. medical measures (physical medicine, neurorehabilitation, orthopedic
rehabilitation) are supplemented by occupational clarifications and job counselling.
Training workplaces are available for practical work. These measures for occupational
clarification are offered on behalf of disability insurance. Thanks to an agreement bet-
ween disability and accident insurance, the transition from medical to occupational reha-
bilitation can be coordinated and substantially accelerated.

In this connection, special reference must be made to two concepts: the work-orien-
ted test system “Evaluation of functional efficiency” and the ergonomic training program
that develops on this “Work-conditioning” or “Work-hardening”. The evaluation of work-
related functional efficiency (“Isenhagen system”) uses a standardized range of tests cove-
ring the most important physical work-related effort such as lifting, carrying, kneeling,
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etc. The ergonomic training program is a structured, goal-oriented treatment program
adapted to individual needs with the aim of reintegrating the patient into the job pro-
cess.

Taking integration measures into account
when determining compensation

If occupational measures are undertaken by the disability pension company, a decision
on remuneration by the accident insurance company (particularly disability pension) is
suspended. During the integration period, the insured person receives daily benefits from
the disability pension company. On the basis of the results, a decision is then taken on
any further claims against the accident insurance company.

Social rehabilitation

A further link in the rehabilitation chain is social rehabilitation. This includes all mea-
sures for mental, family, social and economic integration. In this connection, occupatio-
nal rehabilitation can be considered part of social rehabilitation; occupational and social
rehabilitation – in many cases also medical rehabilitation – thus frequently go hand in
hand.

It is impossible to give a conclusive list of measures that comprise social rehabilita-
tion. Examples might be supporting people’s contact with their surroundings, improving
their residential situation, assistance with leisure-time activities (particularly sporting
activities) and participation in social and cultural life.

In contrast to occupational integration, social integration is not the direct aim of disa-
bility insurance. However, the importance of a person’s surroundings on successful and
lasting rehabilitation has not been overlooked in this. Nevertheless, the decision has been
taken not to promote arrangements for social reintegration via individual benefits but
indirectly via contributions to charities. Disability insurance currently supports nume-
rous organizations involved in private disability assistance (specialist and self-help orga-
nizations), which advise the disabled person and their relatives, provide further training
courses, organize transportation and promote leisure-time activities for the disabled –
particularly sports. Disability insurance also supports residential homes and workshops
for the disabled by means of contributions to construction costs and extra outlay due to
disability requirements.

To supplement this, the disability pension company promotes social integration
directly by financing various appliances and items of equipment for self-care or for
contact with surroundings, such as electronic communications equipment, tape recor-
ders, environmental control equipment, stairlifts and structural changes to living accom-
modation generally required due to disability.
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Effect of rehabilitation on benefits

The focus of rehabilitation is on ethical considerations. Frequently, rehabilitation mea-
sures are costly, take up a great deal of time and require the coordinated deployment of
a variety of specialists. Rehabilitation can thus turn into a very expensive undertaking.
Whenever it is a question of money, the question of return on investment inevitably
crops up. These inconvenient questions multiply when money is scarce.

The yardstick used to measure success depends on the observer’s standpoint. Patients,
relatives and medical specialists all see success from their own perspectives. Let us take
someone with severe brain damage as an example. If, as a result of rehabilitation measures,
the patient succeeds in becoming sufficiently independent that he no longer needs insti-
tutional care but can return to his family circle, that is undoubtedly a major success, pri-
marily for the person affected but also for medicine. Of course, those who are footing the
bill are also interested in cost control. This means the insurance company as well as the
premium-payer (employer and – in the case of non-occupational accident insurance – the
employee) and the economy in which the money has to be earned – so, in the end, we all
foot the bill. In my example, little has changed for those bearing the cost, since the full lack
of wages is owed as well as the bills for treatment. From an economist’s standpoint, the
partial success achieved is viewed positively since the enormous cost of long-term institu-
tional care has been saved. Those who pay the bills are again interested in that.

Even though nobody has any doubts about the ethical sense of rehabilitation, the eco-
nomic aspects should not and cannot be ignored; they must not, however, be the sole
decisive factors.

In order to give a figure for the economic benefits, it would be necessary to do a cost
comparison: the cost of rehabilitation and success would have to be compared with the
cost of neglected or insufficient rehabilitation. No comprehensive and systematic ana-
lyses are available.

The financial success or the financial effect on compensation can be impressively
documented in another way, however. The importance of rehabilitation in economic
terms can be demonstrated on the basis of regional results, specific cases and general
considerations.

Although less than 1% of accidents result in pensions, pensions are responsible for
more than one third of insurance costs. The few cases with permanent benefits are there-
fore tremendously important. Disabilities can be avoided or reduced by means of tailor-
made rehabilitation measures. If the degree of invalidity can be reduced by just 1%, this
results in savings for Suva of around 10,000 Swiss francs per pension.

Another meaningful comparison is between the financial consequences with and
without rehabilitation in individual cases. The following case is just such an example:

Assumption:
35-year-old manual worker
Insured wage: 5,000. -- Swiss francs
Accident with severe injuries to both arms
– 2 years’ inability to work, subsequently on a pension.
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Costs:
Treatment costs, acute hospital care 50,000. -- Swiss francs
Rehabilitation costs 30,000. -- Swiss francs
Cost of daily benefits 100,000. -- Swiss francs
Pension (premium reserve) 581,000. -- Swiss francs*
Total costs 761,000. – Swiss francs

* Thanks to medical and occupational rehabilitation, the pension was set 50%
lower. Without this support, the insured person would have claimed a full *pension
with a premium reserve amounting to 1,162,000.-- Swiss francs. In this case, rehabilita-
tion helps to save costs for the insurance company of more than half a million Swiss
francs.

It is obvious that each case is individual and different. This calculation, however,
gives a starting point for the amount of benefit to be gained from successful reintegra-
tion.
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Reduction in degree Effect
Patient category Number of invalidity in % (in millions of CHF)

Artificial limbs 50 15 7.5

Brain-damage 330 25 82.5

Loss of function 900 15 135.0

Total 225.0

Outcome rehabilitation clinics

Reduction in the degree of invalidity 5% = 50,000.-- Swiss francs

Input Running costs of clinic 76m Swiss francs

Outcome Savings in invalidity pensions 225m Swiss francs

Difference in Suva’s favour 149m Swiss francs

The savings in insurance benefits (outcome) amount to around three times the run-
ning costs of the clinic (input).

Rehabilitation does not actually create additional costs but costs are redistributed:
short-term and time-limited treatment costs and daily benefits replace expensive long-
term costs such as pensions and total dependency benefits. Since the cost of disability due
to neglected or insufficient rehabilitation amounts to many times more than integration
efforts, the economic benefit of tailor-made rehabilitation is obvious.



Assessment of the current system

It is indisputable that rehabilitation promises the greatest success when it is approached
comprehensively. The individual medical, occupational and social measures are interwo-
ven, cannot always be separated and can overlap in terms of time. One may question
whether the assignment of tasks to various insurance carriers – as practised in
Switzerland – is ideal: it can also be seen as a contradiction to holistic rehabilitation. With
responsibility resting with one source, duplication, administrative processes and delays
could be avoided that are not only costly but also jeopardize the success of any rehabili-
tation. It is a well-known fact that the time factor plays a substantial role in rehabilita-
tion; there is a danger of chronification. Sometimes people refer to the “point of no
return” in this connection.

If the aim is to have rehabilitation from one source as the “ideal situation”, we
encounter difficulties in Switzerland because of the country’s size or lack of size. Separate,
special rehabilitation routes for accident insurees fail due to the limited number of cases.
This is further compounded by our multilingual problem.

Looking at the existing system, it is evident that it works well and the level can be des-
cribed as high. The principle of “rehabilitation before pension” sets the same parameters
for both branches of insurance and provides a joint goal that holds everything together.

For any separation, it is essential to know how the links are interwoven. In order to
ensure a seamless transition from medical to occupational measures, Suva and the disa-
bility insurance have concluded an agreement that provides for, among other things,
mutual information, the inspection of files as well as uninterrupted compensation for the
insured person. In addition, “boundaries” are shifted where meaningful. For example,
disability insurance has transferred occupational clarification to Suva for patients in our
rehabilitation clinic, so that occupational integration can be initiated during the predo-
minantly medical stay. A check into where further opportunities for increased coopera-
tion or optimisation are possible still needs to be made.

The mass of legal regulations concerning rehabilitation is extremely dense, perhaps
too dense in some areas – particularly in the case of rehabilitation appliances and equip-
ment. In addition, numerous directives issued by the relevant federal offices show canto-
nal implementation organs the way. This has the advantage that insured persons receive
equal treatment irrespective of the canton they happen to live in. In view of the broad
spectrum of possible measures, however, it is necessary to grant the decision-makers a
large amount of room to manoeuvre if they are to meet the specific conditions of indi-
vidual cases and treat them properly. For this reason, I do not think that the legal regu-
lations need expanding or that this would provide a solution to existing weak spots.

The main problem in successful occupational reintegration has less to do with the
current system as with the current difficult economic situation. Pressure of competition
on a national as well as an international basis forces companies to step up productivity
even more. Well-trained employees are needed, in particular those who are in possession
of their full physical and mental powers and are resilient. As a result, the willingness of
companies – as well as the possibility – to support weaker members of society declines.
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What this means is that the basic principle of “integration before pension” is not called
into question but the possibility of implementing it has become more difficult.

Since equal opportunities for the disabled and non-disabled are at risk in a difficult
economic climate, there are calls for companies to be compelled by law to set up work-
places for the disabled. The question of a quota system, as practised by our neighbours
in Austria and Germany, has been discussed at various times but, so far, Switzerland has
no such regulation. I doubt whether employment for the disabled can be federally
enforced; in my opinion, no genuine integration can be achieved in this way. It cannot be
imposed. I feel that a better solution is (a) to motivate and convince employers that the
further employment and hiring of the disabled is meaningful and also rewarding and (b)
to create the corresponding incentives for this. These incentives could, for example, take
the form of premium relief if disabled persons continue to be employed, as is the case
with the bonus/malus system or in the form of financial support (wage payments)
during the training period for new hirings.

Concluding remarks

On 12th October 1995, the Council of Europe accepted the “Charter for the assessment
of occupational integration of people with disabilities” as an official recommendation.
This charter indicated that people with disabilities should be integrated as much as pos-
sible into a normal working environment; any social and occupational discrimination
against people with disabilities was to be resisted.

I believe I can state that everyone here is convinced of the ethical sense of rehabilita-
tion. I also believe that nobody doubts its economic benefit. The spirit and funding
behind comprehensive rehabilitation are undisputed. The difficulties lie in the imple-
mentation of this acknowledged principle in the current economic climate. The disabled
find it more difficult to get a job than the non-disabled. Surveys also show that, in most
countries, the disabled are more affected by unemployment. Health is an important cri-
terion in the training and hiring of new employees. Rehabilitation and rehabilitation
reforms must therefore be discussed in dependency on economic development.
Improvements cannot be made by the social insurance companies alone but only in
cooperation with employers and with the business world.

I wish to make it quite clear that I am in favour of comprehensive rehabilitation as
foreseen by the WHO definition, both from an ethical and an economic point of view.
Different paths may lead to the goal, and different countries may choose different solu-
tions, but rehabilitation is not the sole responsibility of insurance companies. Success
depends on the environment, both economic and social. Over the past few years, this cli-
mate has become harsher, and relief cannot be expected in the near future. External fac-
tors such as structural changes in the economy, demographic development and changing
values – all of them affecting rehabilitation – are largely beyond the sphere of influence
of insurance institutions. However, we should set about convincing the public that reha-
bilitation is an essential pillar of accident insurance, just as important as prevention while
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underlining the cost-benefit advantages derived from rehabilitation. The target of reha-
bilitation is the best possible integration. This is not only in the interests of the injured
person. It is also in the interests of the insurers, the economy and society at large.
Nevertheless, it is imperative to monitor the efficiency of the measures taken and the
overall results to ensure the rational use of limited financial resources. This is the major
challenge to insurers today. It is one that must be met!
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Introduction

The medical world has to give verdicts on disabilities, yet a certain number of patients
display inconsistency in the connection between the severity of their organic injuries and
their effects on personal and socio-professional performance. It is difficult to understand
how some people with minimal somatic injuries can develop towards serious dysfunc-
tion while others, much more seriously affected physically, succeed in reassuming a level
of total autonomy and a good quality of life. This apparent contradiction leads to a re-
examination of the widely held belief that a link of linear and proportionate causality
exists between a physical injury and any resultant personal and social handicap. The
explanation of this clinical reality extends from the integration of the psychological,
professional and social context via a wider concept of a disability process rather than
remaining focused on the single somatic deficiency. The biopsychosocial model put
forward by Engel [1] seems to be the one that best accounts for the complexity of this
disability process. In this chapter, we will be examining several viewpoints in connection
with this problem in the context of a theoretical time and model.

Disability process

In a series of articles published in the JAMA [2] in 1963, Hirschfeld and Behan explained
the concept of the accident process in order to solve the dilemma posed by the lack of pro-
portion between minor somatic injuries and severe and lasting disability. The authors
documented a psychological context as the cause of accidents and injuries in the majo-
rity of the 300 cases of industrial workers referred to them within the framework of com-
pensation claims. To them, the somatic damage was not isolated to be positioned in the
field of a “before” and an “after” in relation to the traumatic event concerned. They put
forward the hypothesis of an accompanying psychosocial weakness. These authors felt
that the accident represented a solution to the patient’s problems, with the development
towards chronicity being reinforced by the fact that, and I quote, “The use of illness as a
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solution to the problems of life is now reinforced by legal factors which make incapacity
the cornerstone of continued financial support”. This statement of the problem remains
a topic of current interest.

Following on from there, Weinstein [3] expanded the concept with the illness process
leading to disability process, the symbolic blow to health being not just initiated by an
accident but by an episode of illness. The model presupposes a dysphoric period (drop
in self-esteem within the context of psychological difficulties) that runs parallel to a drop
in job productivity. It is at that critical moment that the symbolic blow to health occurs
(minor accident or episode of illness) that legitimizes the drop in job productivity for the
subject himself, for those around him and for society. The disability thus becomes accept-
able enough for a medical tag and, as a result, psychosocial and financial support as pro-
vided for by society. Self-esteem can be restored since the disability has become legiti-
mate. In fact, this concept of the disability process supports the idea that behavior with a
socially accepted illness can be a response to internal and external demands that go
beyond the adaptive capabilities of the subject in question. At this stage, there is not
much chance of reversing the disability. The process ends in a new balance between the
needs of the subject and the internal and external demands made on him. The patient’s
behavior is, however, well known to clinicians with the setbacks to treatment suggested
and the subject’s apparent capability to control his own symptoms.

Disease or abnormal behaviour?

Considerations over several years have seen the development of explanatory models of
this particular form of behaviour by these patients in the healthcare system and in society
in general. There was the idea of primary and secondary gains of the illness, based on the
theory of neuroses. There was the concept of a sick role that highlights obligations but
even more the benefits that a given society bestows on the fact of being ill. Mechanic and
then Pilowsky [4] developed the idea of abnormal illness behaviour for a way of respon-
ding that is poorly adapted to the actual state of health, in spite of having been given suf-
ficient and appropriate information by healthcare professionals. Matheson [5] concep-
tualized the symptom magnification syndrome for a disability behaviour model that is
worked out and maintained under the influence of social factors and allows the indivi-
dual to exert control over his environment and over his own mental equilibrium. All
these models are of interest in terms of a global or biopsychosocial understanding of a
patient and opens doors in terms of clinical psychology and treatment. However, they
describe processes or behaviours and do not have any illness value as such.

In the matter of somatoform disorders, modern psychiatric nosology wanted diagnos-
tic entities very close to those covering the processes of abnormal illness behaviour or
symptom magnification syndrome. The best known example of this is definitely the per-
sistent somatoform pain disorder, which bears the number F45.4 in the WHO internatio-
nal classification of diseases. Somatoform disorder is understood to mean a clinical pic-
ture of disorders of somatic appearance for which the diagnosis points out the prelimi-
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nary exclusion of a somatic complaint as well as any other psychiatric complaint that
would explain them better. The disorder should again mean significant suffering, perso-
nal and social dysfunction and provide, in most cases, support or exclusion from disa-
greeable tasks that the subject would otherwise be unable to obtain. In fact, this second
part of the diagnostic sort out factors in the relational and social dimension of these
somatoform disorders. In fact, this nosological concept introduces an operational boun-
dary for certain clinical situations that go beyond the medical field in the strict sense.
Seen in this way, these somatoform disorders can only frustrate the conventional biome-
dical model both at treatment level as well as at their evaluation level in terms of incapa-
city for work.

Psychodynamic disability factors

It would take too long here to go into the extensive conceptualization work carried out
in the field of psychosomatics, in the meaning of the influence of the psyche on the deve-
lopment of symptoms or genuine physical disorders. We will restrict ourselves to quoting
a few salient elements that have sometimes been absorbed into current medical parlance.

According to psychoanalytical theory, neurotic disorders result from primary gains
and can cause secondary gains. In the case of somatoform disorders, the primary gains
have the role of reducing inner mental conflicts and tensions by producing symptoms
that have the appearance of somatic disorders, making use of defense mechanisms such
as repression, regression and denial. As a result, they are the basis for somatoform “neu-
rosis”. The secondary gains are a consequence of illness. Patients can obtain certain bene-
fits from their state to get added attention from those around them or to avoid a situa-
tion or a role that they would otherwise be unable to avoid. These secondary gains can
thus contribute towards maintaining the severity or chronicity of the disorder. It should
be emphasized that, in psychodynamic theory, these are the result of subconscious
mechanisms and are therefore not controlled by willpower.

Universities in Boston, Chicago and Paris have worked out concepts that have pro-
gressively made up the coherent core of psychosomatic theory. In this connection, we can
mention the giving up – given up, hopelessness – helplessness syndromes which are a pre-
illness psychological state occurring after a loss in the life of an individual. The classic
entities of alexithymia and pensée opératoire, which are terms for an inability to or diffi-
culty in describing or being aware of emotions or mood, have been conceptualized in
parallel. They would explain the propensity for certain subjects to express inner mental
conflicts by means of somatic symptoms or disorders. All the work focusing on the pro-
blem of narcissism should also be mentioned as this is apparently a frequent one among
a certain patient category. It should be understood as a lack of self-esteem, forcing the
subject to constantly prove that he is worthy of being loved. It is the functional pattern
frequently encountered in destructive developments after a minor accident for some
workaholics. With work addicts of this type, the triggering traumatic event takes on a dis-
proportionate significance since it reveals the underlying vulnerability.



Value of the triggering traumatic event

The disability process is most frequently based on a triggering traumatic event. This
could be severe mental or physical trauma that, in the normal course of things, would go
towards disability in a development seen as proportionate. However, there can be a pic-
ture of post-traumatic stress disorder (PTSD) that can occasionally remain chronic and
seriously disabling. The clinical presentation, however, is typical with intrusive and dis-
tressing recollections (flashbacks, nightmares) of the event, the avoidance of clues related
to the trauma and increased arousal (difficulty in sleeping, irritability, hypervigilance).

However, the triggering trauma is apparently most frequently of a minor nature. It is
nevertheless indispensable to make inquiries into the details, the way it was experienced
and the emotions that accompanied it (anger, revolt, shame, feeling of abandonment,
extreme fear). Clinical experience has revealed that sometimes one is surprised by the
intensity of what happened during the event that a priori was not serious. Current
consensus is to award much more importance to the significance of the traumatic event
for a subject than to its objective severity evaluated by a neutral observer. Sometimes, it
is noted that the avoidance of the workplace as the site of an accident generates behaviour
in a disabled person. The genuine causes of this behaviour are often unknown to the
caregivers even though they are treatable and the prognosis is not necessarily poor since
they are similar to a simple phobia. Therefore the former psychopathological terrain
must be taken into account (history of abuse in childhood, personality disorders, affective
disorders, etc.) that may become the melting pot for psychiatric comorbidity with is own
intrinsic disability value [6].

Cognitive factors of disability

Earlier, we saw that certain types of trauma can generate avoidance behaviour that can
severely impede any return to the workplace and contribute to the adoption of invalidity
status. Cognitive therapy puts forward that certain psychological difficulties originate in
the erroneous belief in which the individual is more upset by the view he has of matters
than by their objective reality.

In the area of interest to us, it is known that a fear-avoidance belief can lead to disa-
bility behavior for fear of causing pain or of injuring oneself by certain movements, with
subjects setting themselves into a sort of preventive inaction. The same mechanism
asserts itself when the patient sees his disorders in such a way that he is convinced that
there is a major risk if he uses force or moves in such a way inadvertently. This is the case
with certain lumbar trauma patients who live in constant fear of becoming paralyzed and
ending up in a wheelchair. Such beliefs obviously carry a high risk of encouraging long-
term disability even if certain observations reveal that they could be reversible with the
relevant psychotherapy [7].

Certain convictions make up the core beliefs acquired in the course of development
and more or less activated at some moment or other in life. The idealization of physical
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integrity, that is the only capital in the case of some manual laborers, can originate from
a belief that “to be somebody good, I must always work harder, more and better than
others”. Such subjects would obviously have great difficulty in coping with an even minor
attack on their physical health.

Socio-cultural factors

Socio-cultural factors can have a decisive impact in some developments towards disabi-
lity as some of the literature might appear to suggest [8]. The targeted questioning of cer-
tain nosologically controversial entities such as chronic fatigue syndrome and fibromyal-
gia or late whiplash syndrome can create fascinating elements for thought.

Nowadays, our medical practice is confronted by a certain number of controversial
nosological entities that have emerged in a variety of contexts, to our knowledge most
frequently within the framework of occupational medicine or from a claim for acknow-
ledgement or compensation (Table 1). These diagnostic entities are sometimes in relati-
vely current use, such as chronic fatigue syndrome and fibromyalgia. These can be asso-
ciated with chronic low back pain, other instances of chronic pain without conclusive
organic basis and late whiplash syndrome for disorders attributed to cervical torsion.
Other symptomatic pictures are less common such as sick building syndrome, myalgic
encephalitis, myofascial pain syndrome and chronic temporomandibular disorder. Some
of them take us back to controversies that have mobilized North America such as Gulf
war syndrome and silicone breast implant toxicity [9].
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Chronic low back pain
Fibromyalgia
Late whiplash syndrome
Chronic fatigue syndrome
Myofascial pain syndrome
Chronic temporomandibular disorder
Repetitive stress (or strain) injuries
Myalgic encephalitis
Sick building syndrome
Multiple chemical sensitivities
Gulf war syndrome
Silicone breast implant toxicity
Somatoform disorders

Table 1 – List of controversial nosological entities.

These diagnostic designations cover clinical situations that have a certain number of
characteristics in common. First of all, they give the appearance of a truly organic illness
with the patients most frequently rejecting any psychological problem. The etiology of
these complaints is poorly known even if countless hypotheses are documented in this



connection. The subjects concerned most frequently report a triggering factor (accident,
infection). These complaints sometimes take on an epidemic nature (sick building syn-
drome). The clinical picture is frequently vague and unsystematic. It involves common
complaints, picking up on the everyday experience of all and sundry: tiredness, pain,
sleep disorders. The symptoms appear to be under the subject’s control. There is fre-
quently an enormous discrepancy between clinical presentation and the importance of
the alleged disabilities. Diagnostic tools are poor. There are sometimes doubts about the
reality of the symptoms and even the existence of the illness in question - something that
is nevertheless not normal in the field of medicine. These complaints are, after all, always
difficult to treat but remain stable in their relative mildness outside of their incapacita-
ting nature. In themselves, they never call the vital prognosis into play (Table 2).

36 Vocational Rehabilitation

Table 2 – Common characteristics of these controversial nosological entities.

Appearance of an organic illness without any clear indication of a specific injury
Vague symptoms relating to the everyday experience of all and sundry
Symptoms that appear to be under the control of the subject
Discordance between the clinical organic picture and the importance of the disabilities
Objection to any psychological problem
Difficult treatment but stability and benignity in the long term
Diagnostic tools unsatisfactory
Doubts about even the existence of the illness concerned

In fact, these nosological entities diverge resolutely from the paradigm of a classic
biomedical ailment with its etiology, verifiable injuries and its development with or
without treatment, documented in the relationship between the clinic and histopathology.
In the majority of cases, these situations are definitely positioned as a form of behaviour
in keeping with a much wider context than the single somatic incident designated as the
starting point. This broader view of the problem has been noticed for countless years.

In this connection, it is interesting to point out that the majority of the controversial
nosological entities mentioned above are connected to unfavourable psychological fac-
tors, to a high incidence of psychiatric comorbidity, even simply seen as the equivalent of
mental problems. Some authors compare chronic fatigue syndrome, for example, to a
form of disguised depression. Most frequently, the patients concerned, however, reject
psychological problems unless they are those that they admit to as a consequence of their
suffering and handicaps caused by their illness which, according to them, is organic in
nature. The fact that the doctor first treating them wishes to refer them to a psychiatrist
is frequently experienced as a rejection and calls into question the sincerity of the com-
plaints. A psychiatric diagnosis is normally ill received by the patient himself, by those
around him, society and probably also the healthcare community.

Sociologists [10, 11, 12] tell us that every culture provides for codes of conduct and
defines as far as behavioural constellations that allow a departure from these. In the heal-
thcare sector, any culture would define its misbehavioural patterns, that is to say socially



acceptable symptoms that are recognized as such by the people around the subject in
question, by his professional counterparts and social insurance companies. The illness
patterns might be mobilized in important moments of stress, the status of being ill being
perhaps one of the most economical solutions of a poorly adapted response authorized
by our culture.

In the author’s opinion, the clinical palette of these diagnostic labels applicable to
acceptable illness patterns makes certain presuppositions. The symptoms must be depen-
dent on the appearance of organicity. The disorder must be recognized as being incapa-
citating while still remaining benign and never questioning the vital prognosis. The
symptoms are apparently under the subject’s control at their relational value level. The
medical body has then reached its diagnostic and therapeutic limits in terms of evidence-
based medicine. In this respect, some nosological entities mentioned above (Table 1) are
made to measure for labeling the final outcome of a chronic disability process. They are
perhaps an appropriate behavioural pattern rather than a true illness, while a minor
medical or surgical event develops into a disproportionate disability both in terms of its
length and its severity.

Discussion

Modern diagnostic classifications are credited with having determined a certain number
of morbid entities, permitting a common language and remarkable progress in terms of
evidence-based medicine. In actual fact, they list scientifically recognized illnesses, i.e.
universally accepted as being such in the majority of industrialized countries with their
sets of treatment, psychosocial support and acknowledgement by the community. These
are biomedical ailments in the strict sense (cancer, infection) and major psychiatric
pathologies (psychoses, dementia, uni- and bipolar affective disorders).

Other diagnostic entities remain controversial to avoid being modeled on the bio-
medical pattern. However, this pattern does pose the question of their reality as a dia-
gnostic entity without the suffering of those who bear these diagnoses being put in ques-
tion. In our case, this mainly concerns chronic low back pain, fibromyalgia, chronic
fatigue syndrome and late whiplash syndrome. The major group of somatoform disor-
ders can be associated with these even if their psychiatric connotation gives a diagnostic
label that is far less acceptable socially. This group of illnesses has tailor-made character-
istics for becoming the final outcome of a disability process and are often the final dia-
gnostic label of chronicity. They could be a misbehavioural pattern, in the meaning of
socially acceptable behaviour in response to excessive internal or external demands. They
force the questioning of the widely-held belief that there is a line of linear and propor-
tionate causality between a physical injury and the personal and social handicap that will
ensue. We have already seen that, alongside the socio-cultural factors amply explained
here, the elements relevant to the person himself (psychodynamic and cognitive factors),
the singular impact of trauma and psychosocial terrain also constitute a melting pot for
chronic disability.
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The biopsychosocial model put forward by Engel [1] is probably the one best able to
integrate all the factors involved in the disability process. He suggests that the specific
biological disorder of a disease does not necessarily result in its clinical manifestation. It
does not explain all the aspects of the illness. It is simply a necessary but insufficient
condition. The illness cannot be reduced to its biological component because it mainly
manifests itself at psychosocial level. Many evidence-based arguments show that perso-
nality type, lifestyle, existential problems and culture affect the way a biological distur-
bance is expressed. In itself, the biomedical model remains insufficient to explain the
long-term disability process.

Conclusion

Not forgetting the countless working hypotheses that explain the disability process in
response to excessive internal and external demands, the limitations of a therapeutic
approach are immediately apparent (medication, manipulation, surgery) in terms of
classic biomedical functioning. Instead, efforts should evidently be concentrated on psy-
chosocial measures in the widest sense of the term, in the knowledge that in the case of
chronic low back pain, for example, the efficacy of this early holistic approach has already
been demonstrated extending as far as modifications in the workplace. In terms of pre-
vention, we are faced with the question of escape routes that our society must provide for
those among us who are less capable at the personal, social and professional level. The
label of somatic, psychosomatic or psychiatric illness is not, perhaps, the best of solu-
tions.
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Introduction

More than 10% of people aged between 15 and 65 who consult a general practitioner leave
the practice with a sick note certifying their inability to work [1]. In 20% of cases relating
to sickness and 3% relating to accidents, this incapacity will last for more than 3 months.
After a period of one year, 4% of these patients are still unable to return to work and, of
these 4%, only one in four will ever resume any form of gainful employment [2, 3].

Certifying long-term incapacity is frequently a very heavy burden for a doctor. On the
one hand, he must accompany the patient through a difficult physical, psychological and
social process and, on the other hand, he is under pressure from employers, private insu-
rance companies and public social institutions.

In fact, everything happens as if the doctor has become responsible for his patient’s
incapacity because, with his signature, he is the one who has to attest to his patient’s
objective or subjective unfitness for resuming work! The increasing medicalisation of
social suffering, which is a result of the decline in the economic climate, turns doctors
into ready-made scapegoats – ideally suited to shouldering the responsibility for explo-
ding costs in social insurance, disability insurance in particular.

The aim of this contribution is to answer the following questions: is a general practi-
tioner a simple bystander in the game played out by employees who are either sick or
injured, their employers, insurance companies, social institutions and vocational rehabi-
litation services? Or is he an actor and, if so, does he hold any trump cards in his hand?
If this is the case, when and how can he play them?

Backdrop

Economic and social settings

In order to better understand the position and the role of the general practitioner in the
entire process, which ranges from a loss of ability to work through to possible work

Inability to work, disability
and vocational rehabilitation:
does the general practitioner have a role
to play in these processes?
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resumption, some thought must first be given to the economic and social settings in
which this process takes place.

During the last quarter of the 20th century, western societies have experienced a pro-
found change in their scale of values since the market economy has put values such as
dignity, loyalty, trust, security as well as those derived from the concept of human rights,
way behind profit! Even work, which once had an important place in this scale at the turn
of the 20th century, has lost its value: in a world dominated by the virtual game of capi-
tal traded on the stock exchange, workforces are no longer needed to make a profit.
Going concerns are thus disappearing on a daily basis, with full order books and moti-
vated employees, simply because others are playing with the capital needed for their oper-
ation. It would be wrong to underestimate this development of values on the health of
workers and on the difficulties of vocational rehabilitation when their illness or accident
has kept them away from their workplace.

In a society where Man’s own humanity is called into question [4], where human
beings are reduced to an addition of costs (wages, national insurance contributions,
health insurance, disability, etc.) or profits (purchasing power, consumption), people’s
motivation for work is in a perilous state and is directly threatened by even the least
attack on health.

Working conditions

If they are improved in terms of stress on the motor system and in terms of accident pre-
vention, working conditions have suffered severely from the tension that is prevalent in
the global economic system. Just-in-time production (reduction of stocks), maximum
elimination of downtimes, extremely short-term objectives for production and profita-
bility, permanent job insecurity and the progressive removal of less productive employees
(particularly for medical reasons) are all factors that have a substantial effect on health,
illness, absenteeism and disability. A recent study conducted in Switzerland showed that,
in times of job insecurity the health problems have increased threefold, analgesics
consumption 3,5 and sleeping drugs twofold [5]. Several studies on a Swiss and European
level have demonstrated that working conditions have a considerable impact on morbi-
dity in general and on disability [6, 7]. What is most disturbing about these studies is that
they have all shown a clear increase in this phenomenon over the last ten years. An
inquiry conducted in 2003 among general practitioners, internists and psychiatrists in
the Canton of Geneva (Switzerland) revealed that more than one in four visits to a doc-
tor by actively employed patients was linked to a problem with working conditions! [8]

Social security system

European countries have a variety of systems of benefits for a long-term loss of earning
ability due to illness or accident. But what these systems have in common is their lack of
adaptability to developments in the economic world. I will explain this, using the
example of the Swiss system.
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One element of collateral damage in the modern economic war is the exclusion of a
growing number of people who have been written off by the system because their men-
tal or physical capacity has not enabled them to adapt sufficiently to the increasingly dif-
ficult pressures imposed on them or because their productivity is too low. As a result, the
number of people dependent on the support of social institutions such as unemploy-
ment benefit, disability insurance or other minimum allowances will only increase. This
leads to the following paradox: the more the system produces disabled people and other
“social misfits”, the more it accuses them of profiteering and the less inclined it is to
finance the outcome of this exclusion! 

The evident shortcomings in the social security system include the following:

– lack of funding which will only deteriorate;
– slow reaction and action times which put any chance of vocational rehabilitation at

a very severe disadvantage, with this torpidity linked both to the system rules and insuf-
ficient funding;

– constant hypocrisy in denying the influence of the job market and in implementing
virtual rehabilitation. The specialists in disability insurance in Switzerland always make
use of the legal argument, according to which people who lose their ability to work for
medical reasons could theoretically work in a specially adapted activity even if everybody
knows for a fact that no such activity exists in the job market, in any case not for a par-
tially disabled person. “It is not the responsibility of disability insurance to finance the
consequences of the economic recession”, is what one hears. Perhaps, but whose respon-
sibility is it? The result of this policy of separate insurance coverage (unemployment,
disability insurance) is that countless people find themselves without any financial sup-
port either from the one or the other and have to go begging for social assistance from
their local authorities whose coffers are also slowly emptying.

This situation is well pointed out by Jean-Claude Guillebaud [4], who makes an ana-
logy with the feudal system.

It is therefore not surprising that, given such a context, efforts aimed at vocational
reintegration meet with all sorts of barriers. To believe that the success or failure of reha-
bilitation depends primarily on the skills of the doctors, physiotherapists, occupational
therapists or socio-occupational specialists shows naivety or denial. Of course, these skills
are necessary but are by no means enough.

In other words, and to take up the analogy of the game in the introduction, in the
game that is played out around vocational reintegration, employees have a few trump
cards as do rehabilitation specialists and general practitioners, but the vital cards are in
the hands of a business world that dictates the rules and modifies them as the game goes
on without consulting the other players!

Let us now take a look at our trump cards as general practitioners. If we do have a
few, let us at least try to play them judiciously.
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The trump cards held by general practitioners

Treatment

Chronic illnesses

In cases of chronic illness accompanied by a gradual loss of physical or mental abilities
(rheumatism, bronchial obstructive syndromes, degenerative neurological diseases, coro-
nary pathologies, chronic depression, etc), general practitioners hold two important
cards:

– long-term relationship;
– anticipation.

Within the framework of a long-term personal relationship, doctors can help patients
to progressively accept their chronic illness, with all the grieving processes involved. The
acceptance of an irreversible pathology is, in fact, the first step and is indispensable for
the mobilising of new resources, new faculties of adaptation in daily life, particularly in
terms of work and for envisaging a possible change of occupation.

This role of accompanying the sorrow that represents the loss of certain functions
needs good skills on the part of a doctor, who must allow the patient to express his anger,
his discouragement, his sadness, his feeling of injustice by actively listening and empa-
thising, to enable him in time to accept what has happened.

Anticipation is his second master card: when the doctor foresees that the illness his
patient is suffering from will sooner or later lead to the end of his current job, he can –
or rather he should – encourage the patient to imagine adapting to this development:
changing the type of work he does while remaining in the same profession or even a
complete change of occupation by looking into personal resources that have so far not
been exploited to the full. The vocational centres for adults are valuable in this respect
and the patient can benefit especially well if he takes this step without any pressure, of his
own free will, which will also encourage creativity on his part. This ability to imagine and
create something new is heavily undermined if one waits until the patient has had to stop
working for medical reasons and he is under bureaucratic pressure from unemployment
or disability insurance departments.

This anticipation is truly the task of the family doctor, who can, with the help of spe-
cialists, establish a sort of prognosis while his patient is not necessarily able to predict the
developments to which he will be exposed.

Acute illnesses and accidents

The unexpected occurrence of a serious acute illness or an accident with disabling conse-
quences pose problems of a completely different order: the shock of the event, the pos-
sible existence of a third party who is responsible makes acceptance much more difficult
and naturally, makes anticipation impossible.
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Beyond the differences in personality among patients and beyond the very varied cir-
cumstances that might surround the occurrence of an accident, the greatest and most fre-
quent suffering among victims seems to be the lack of recognition: recognition for the
upheaval that the event has caused in the patient’s life, recognition for the losses sustained,
recognition for the pangs of death, the feeling of injustice, the impression of no longer
being worth anything, recognition of the immeasurable sorrow of functional limitations.

With an experience of 22 years as general practitioner, this lack of recognition by the
medical world and the insurance companies seems to be one of the major factors in an
unfavourable course of treatment, particularly after accidents, and of course even more
so if a third party was the cause.

In these acute cases, a doctor’s empathetic attitude when treating the patient will once
again be vital. Above all, doctors must play their validation card: validate the multiple fee-
lings provoked by the event, validate the losses and suffering. However, working with
grief is much more difficult in this type of situation and for two reasons:

– Just as with the sudden loss of someone close, the suddenness of an event makes
grieving less easy and acceptance more difficult.

– The torpidity of the administrative, legal and medical system of the insurance com-
panies seriously hampers this grieving process, which can become pathological: it fre-
quently takes months or even years for various insurance experts to reach a final decision
on the degree of recognition for the losses suffered (generally without having listened to
the patient, which reinforces the latter’s impression of a totally arbitrary decision).

It is practically impossible to grieve for someone who has disappeared in contrast to
someone who has died. In the case of sudden loss following an accident or an acute ill-
ness, everything seems as if the injured part of the person has disappeared as long as the
insurance company has not issued its final verdict, as long as it has not recognized the
loss, as long as it has not made restitution to the patient for the part of his body that is
dead. Thus any grieving process is blocked until this recognition has taken place. And if,
for various legal reasons, the insurance company refuses to recognize the loss, the lost
function will remain so forever and grieving will be impossible. This is the situation for
chronic painful cases in which the original injury was not necessarily very serious but for
which the suffering had not been recognized.

In such situations, the role of the general practitioner is therefore particularly diffi-
cult: how to help the patient grieve for a loss that goes unrecognised, to mourn for some-
thing that has disappeared? All the more so since the doctor often also has to indicate
with his certificate that the patient is fit to start work again or to take up another type of
job, at least part-time.

Mission impossible? After so many years in practice, I might be tempted to believe
that.

Identifying the critical moments in the course of symptoms

It is important for a family doctor to identify the signs of unfavourable developments at
a very early stage and to actively investigate the work-related causes of suffering. As the
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team at McGill University in Montreal showed for low back pain, interventions in the
workplace are much more effective than any medical measures, which are frequently
doomed to failure [9, 10].

Above all, it is once again a matter of recognizing suffering, of putting a name to it
and not just denying it by repeating that nothing medically identifiable has been found.
Actually, this pain has a name: overwork, excessive stress or responsibilities, conflict with
others in the workplace. Just because you cannot measure this type of suffering with a
blood test or see it on X-rays does not mean that it does not merit treatment. Some of
these measures, in particular personal intervention with employers or social insurance
bodies are also the role of the family doctor. This ability to identify workplace problems
at a very early stage probably represents one of the major trump cards in the general
practitioner’s game.

Familiarity with the network

By means of relationships that have progressively developed with the various actors in
the professional network, the family doctor can play a very useful role. The specialist doc-
tors, the centres for vocational rehabilitation, the people responsible for unemployment
benefit and disability insurance, the social services, the employers are just as much people
with their own points of view and who general practitioners end up getting to know.
Putting them in contact, creating a synthesis, translating the bureaucratic language for
the patient and pointing out the inconsistencies of the system to the professionals invol-
ved all constitute just as much the tasks of the family doctor.

The patient’s family represents another important network. Inviting a spouse or even
the patient’s children to an interview provides a better understanding of how the family
functions, to see secondary benefits in the illness and to identify certain negative conse-
quences of the medical and occupational situation on the family as a whole [11].

The quadruple agenda

In the teaching of medical consultancy, teachers refer to the notion of the double agenda
[12]: that of the patient, with his expectations, his wishes, his anxiety, his family and
vocational setting, and that of the doctor, with his preventive and therapeutic objectives,
his lack of time and sometimes his different kind of pressure (employer, insurance).

What these two agendas have in common is the fact that they are frequently hidden
agendas – not intentionally, but simply because they are not openly expressed or clari-
fied. The result is that consultation can end in a dialogue between the deaf if the doctor,
for example, intends to direct the patient’s attention to the multiple factors of cardiovas-
cular risks while the patient only wants to talk about his aching feet, his job under threat
and his son who smokes cannabis!

Whenever a patient stops working, there are not two but four hidden agendas that
clash:

– that of the patient, of course;
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– that of the doctor;
– that of the employer;
– and finally, that of the insurer.

Sometimes late in the evening after having finished writing up my insurance reports,
I dream of getting these three other protagonists into my office with their different agen-
das and listening to them crossing swords directly rather than through me.

Without going so far as to turn this dream into reality, it would seem vital in any case
for doctors to have a clear awareness of the existence of these four rarely explicit agendas

Locus of control

The expression “locus of control” was coined by psychologists to designate the place to
which the individual attributes control of his destiny [13, 14].

If the locus of control is external, responsibility for events is attributed to external fac-
tors and not to the person himself: he cannot do anything about it, he is in the role of a
spectator, or even a victim. If the locus of control is internal, the individual attributes part
of the responsibility for what happens to himself, he will tend to make greater use of the
experience gained and to take this into account. He sees himself as an actor.

The personality type of a patient can be evaluated with various tests. This personality
will influence the behaviour of a person in the choice of his job and certainly his reac-
tions to a temporary or permanent loss of ability to work. In today’s business world, the
places where decisions are made are increasingly tending to move further away from
where the work is done. Employees, even if highly motivated initially, come to realise that
there are hardly any links between their commitment to work and the development of
their company: after having invested hours and hours of overtime without baulking, after
having accepted harder and harder constraints, countless employees in fact are declared
redundant for reasons that have nothing to do with the quality of their work. This deve-
lopment in business operations clearly reinforces the feeling of external locus of control,
seemingly even more so among those co-workers who already have this personality trait:
I have no control over my destiny.

When unable to work because of medical reasons, this phenomenon will play a deci-
sive role: development will depend more on the doctor, the employer, the expert, the
lawyer or the insurance company than on the patient.

Can we dream of an ideal system?

I have been asked what I would ideally expect, as a general practitioner, from a social
insurance and vocational rehabilitation system.

It is obvious that I would neither be so naive nor presumptuous enough to claim that
I could invent the ideal system! I will limit myself to giving a few leads, a few features that
such a system should include, in my view, in order to be efficient.
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Rehabilitation first and foremost, profitability perhaps

As mentioned before, the social security system has little impact on developments in the
business world. However, these developments should be taken into account and physi-
cians should stop making the economic profitability of an injured or sick person their
main objective. We are living in a society that is reducing the number of persons econo-
mically active by any means possible. No rehabilitation system after illness or accident
will be able to reverse this trend. It is vital to be aware of this.

For this reason, the ideal system should, above all, aim to restore a place, a role and
dignity to any person excluded for reasons of health – without profitability being the
prime objective.

Integrate the various means of social security

The ideal system of a social safety net should integrate all means of support for those
excluded – whatever the cause of exclusion (financial reasons, unemployment, difficul-
ties in coping with increasing stress in the working world for physical or mental rea-
sons!). Integration of this type would avoid the multiplicity of bureaucratic processes
that just bounce the ball back, with the patient finding himself between two stools, meet-
ing neither the demands of unemployment insurance nor those of disability insurance.
This passing back and forth is humiliating and strongly reinforces the impression of an
external locus of control. Some countries have partly resolved this difficult problem by
creating a minimal reintegration income.

The assumption of responsibility should therefore be based on the simple fact of
exclusion with no other prejudices, which would not prevent any subsequent demands
towards the person thus helped, for example, by means of contracts for integration and
rehabilitation.

Recognition: a priority

Recognising the suffering, recognising the losses suffered by a person as a result of illness
or accident should be the primary requirement without prejudging the action to follow.
We have all had the paradoxical experience that rehabilitation in a serious disability such
as paraplegia or amputation frequently causes fewer problems than where the pathology
is less severe but also less visible. The reason appears simple: for the paraplegic or ampu-
tee, there is immediate recognition by the society, the medical world, the insurance com-
panies. The case is indisputable, which helps the grieving process. In contrast, a person
suffering from chronic pain or depression has nothing to show to those around him, his
doctor or the experts, which would allow his suffering to be recognised. The human cost
of this despairing fight for recognition is frequently dramatic: after years of vain procee-
dings, countless patients find themselves completely exhausted, without financial or psy-
chological resources, excluded not only from the working world but also from society,
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without the support of insurance, forced to beg for minimal social aid from the appro-
priate authorities.

Looking at the system as a whole, swift financial recognition of the loss suffered as a
result of illness or accident would probably not be much more expensive than years of
useless proceedings which are profitable to lawyers and to the medical profession and
which set enormous and inefficient bureaucratic procedures in motion.

Recognition of this sort, within a short period of time, would definitely benefit the
reintegration process.

Personalised follow-up

As a priority, the means available in a rehabilitation system should focus on a personali-
sed follow-up of the patient. In theory, such measures exist within the disability insu-
rance systems but since staffing levels are frequently insufficient, implementation is often
too late and contacts so distant that efficacy remains very weak. The majority of patients
involved feel neither recognised nor supported and merely wait for a verdict.
Unfortunately this is probably one of the best ways to encourage passivity.

Early and regular follow-up by a case-manager who has received special training in
support would seem to be an investment with serious added value in a good rehabilita-
tion system.

In this type of support, early contact with the employer – if there still is one – would
be indispensable, as would the provision of vocational orientation for cases where a com-
plete change of occupation appears necessary. Some social insurance groups in the
European Union are orienting themselves with perspectives such as these.

Personal efforts at reintegration must not be penalised

The rules of social insurance systems do not always support people who try to find work
themselves. A person receiving a pension is therefore not necessarily interested in regai-
ning a source of income.

No system, however efficient, can prevent some people abusing it. Some penalties
should therefore be devised for those who cheat. However, care should be taken that, in
wishing to avoid abuse at all costs, this does not lead to making the system less functio-
nal, less encouraging or less effective.

Conclusions

Any reduction in physical or mental capacities as a result of illness or accident and the
resultant inability to work represents a loss that can only be accepted after a grieving pro-
cess if it has been recognised by medical, insurance or administrative bodies. This reco-
gnition is the first, indispensable step in any attempt at vocational rehabilitation.
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In a business world where Man’s own humanity is under serious threat from his lust
for profit, it would seem to be the task of the general practitioner, in the first instance, as
well as the entire social support system for those excluded, to defend certain human
values such as dignity.

In this sometimes perverse game that is played out around the inability to work and
rehabilitation measures, we have seen that the general practitioner holds some decisive
cards. He has to play his trump cards at the right time, the first being the recognition of
the authenticity of physical, mental and social suffering by the individual struck down by
illness or accident.

The existence of the general practitioner (family doctor) is under serious threat in
modern health systems where care procedures become consumer goods just like a mobile
phone or a takeaway pizza, goods that can be obtained from emergency departments or
emergency services. If general practitioners disappear, who will be left to defend human
dignity?
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Introduction

How do cultural factors intervene in vocational rehabilitation?  In the European context,
the importance of migrational transitions and the questions of integration and parti-
cipation of the immigrants in the host societies turns the question towards various areas
of health care and social assistance. It is from this migratorial point of view that we shall
treat the notion of the cultural dimension within the vocational rehabilitation of
immigrants. Nowadays, the socio-professional context presents new stakes and new ten-
sions in job management, within the work teams, in the communication and the quality
of that communication. Faced with the methods of exclusion, the professionals of social
and medical assistance are facing a situation that is more and more difficult [1]. The dif-
ficulty is often due to a growing diversity and greater geographical distances from the ori-
ginal regions and from values and customs from those of today’s world. This vision often
rests on the intercultural realities drawn from the melting pot of common sense, on the
basis of a position without self criticism permitting ready made judgements. It also rests
on an ethnocentricity which feeds the distinction and differentiation processes of the
different social groups, through depreciation or rather through contempt of other
cultures as opposed to one’s own [2]. Other than the fact that the term is used to apply
to some imaginary and naïve categories for which the reality cannot be proven, this posi-
tion is nevertheless dangerous when it is the fruit of scientific constructions of which the
social and cultural phenomena are the privileged objects. Our theoretical position comes
from a way of thinking which is in opposition to these categories based on a substantia-
list vision of culture. On the contrary, we will be looking at their significances and their
values in terms of dynamics, change and reconstructions [3].

This chapter pursues the following objectives: clarifying what we mean when we say
cultural factors within the processes and the measures taken in vocational rehabilitation.
It certainly will not be a catalogue of values, attitudes and cultural customs of immi-
grants according to their nationality, race or religion, an intercultural manual for health
care professionals. On the contrary, we will put forth evidence of the limits of the cultu-
ral variable faced with the potential for creative and fruitful interaction between those in
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need of care and the carers, defining thus the pragmatic and anthropological stakes
involved in this interaction.

The pluriculturality defies social, political and professional practices through inte-
gration and participation of immigrants in their host society in terms of social interac-
tion. The migratorial phenomena which question these vocational rehabilitation (VR)
practices give us reason to limit our questioning to two problematics that we will treat as
two complementary aspects situated on different levels: the interactions between the
vocational rehabilitation experts and the patients whose expectations opposing the
medical world, and the universe of meanings, of values which refer to themselves. The
cultural factors are considered essential to our topic as non substantial, dynamic and
relational. Thus, we propose to create a framework of reflection permitting the reader, by
the range of the points made here, to note the following questions between the lines of
its practice: how do the nursing staff and the doctors treat the diverse meanings, the
values, attitudes and behaviour to which they are exposed in their rehabilitation practices?
How does one promote access to the offer of social and therapeutic services to each and
every person touched by some disability, according to the language spoken, the judicial
status, the nationality or the religious affiliation?

After evoking the theoretical aspects of the cultural and intercultural questions in
connection with the theme of this book, we will more precisely define the notion behind
VR. Then we will present existing data concerning the role of national affiliation in the
case of invalidity and rehabilitation, adding to that certain anthropological notions of
health and sickness. In the second half of the chapter, we develop a reflection on the
experience of sickness and accidents within the refuge and immigrational problematic in
Lausanne (in the French-speaking part of Switzerland), through experiences shared by
immigrants in precarious situations whom we have had the opportunity to accompany.
We elaborate on the anxiety – provoking characteristics of physical and psychological
disabilities in the migrational context from which can not be isolated, the acculturation
process as a potentially dynamic creator and the challenge presented by the social suffer-
ing through the politics, the migratorial practices and health, which includes VR.

The notion of culture referred to as a horizon

We propose from the start a deeper understanding of the use which we shall make of the
various derivations of the notion of culture, in order to avoid any misunderstandings
concerning its status. First of all, what there is of culture in social dynamics comes from
collective and contextual interiorisation of practices and significations through the pro-
cess of socialization [4], both of enculturation and of acculturation. We separate encultu-
ration, constituted by the forms of interiorisation based on the family and the initial socio-
cultural context that the individuals encounter, from the acculturation which consists of
the interiorisation of values and significations that follow the contact with other social
groups presenting an exogenous dimension [2]. The experience of discontinuance within
the enculturation group can sometimes bring about important ruptures in identity,
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conspicuously on the individual level. The cultural factors can in no way be distinguished
from the cognitive, affective, social, economical, political, judicial and identity factors.
But we insist on the limits and the imprecise contours of the cultural factors, of the
heterogeneities belonging to those of the same region or nation and the active role of the
individuals who appropriate them through strategies and dynamics which are simulta-
neously personal, familial and communal.

The intercultural dimension of the professional practices in VR take on a very
different connotation as a culturalist approach attributing to the behaviours and
specific values of the various populations according to their linguistic and national
origins. This position is essential to the theme which holds our attention faced with the
omnipresent risk of explaining the unresponsiveness, the communication difficulties,
the therapeutic failures and the misunderstandings which benefit from the genera-
lizations about the “muslim culture”, the “latin culture”, the “fulani culture”, etc…. This
tendency often goes with an overdetermination of the linguistic, national, religious,
ethnic belongings and the prejudice issued by common sense [6] and popular
discourse. The values and significations available within a singular and specific
acculturation experience are individually and collectively rearranged, according to the
migratorial project’s criteria, living conditions, individual resources and collective
mobility. Above all, that is what is effectively meant to be recognized in the manner in
which the immigrant patients affected by temporary invalidities should be handled.
The notion of horizon [7] borrowed from the hermeneutics will be useful to us in
designing that which reunites in a coherent fashion, for a group or an individual, the
whole of the practices, norms, values and significations available. In the domain of
vocational rehabilitation, contrary to other types of social intervention, in health or in
education, we are missing research work which articulates the experience of the immi-
grants and the social and identity transformations which rebound on the effective
practices. Some ethno-sociological investigations have looked into the displacements
and the imaginary communal influences and the refiguration of local identities in their
context, permitting one to feel the extreme changes of the cultural boundaries [8, 9],
which are far more difficult to recognize than the social boundaries [10] within which
the cultural symbols do not allow themselves to be enclosed.

A contextual look at vocational rehabilitation

To study cultural factors in VR we should observe the practices and the discourses
within the formal and informal tissue affected by the intervention of a VR process, with
the natives and the foreigners in fear of missing an essential part of the cultural
dynamics which underlie the interactions within the complex of rehabilitation dispo-
sitives and processes. An anthropological approach demands, before interrogating
ourselves on the cultural dimension of a practice, that we define what is meant by the
term referred in this practice. The semantic universe of the notion of VR can under-
take variations from one country to another, from one linguistic area to another. I take
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the position to define the cultural factors at stake in VR in a constructivist and system
perspective, like a socially and culturally constructed phenomenon, from which the
forms and the institutions which constitute it vary with the degree of geopolitical and
historical contexts. More concretely, in Switzerland for example, it concerns agencies of
medical care and assistance devices, provided by the legislation in order to permit some
of the subjects with the incapacity to exercise for some physical or mental reason their
profession, to be able to reintegrate their professional activity. VR principally aims at
an objective of professional reinsertion [11]. The boundaries are relatively susceptible,
in the sense where the strategies and the resources used by the subjects outside the
circumscribed framework of devices remain difficult to measure and to control by the
experts of rehabilitation. It carries with it not only a formal dimension which corres-
ponds to the judicial, political and administrative devices as well as medico-social and
paramedical devices and their coordinated network of intervention, but also an infor-
mal dimension constituted by the whole of the adopted behaviour by the actors, carers
and patients.

We also keep in mind that the stage for rehabilitative process includes a political and
sociocultural stage depending of the country conditioning the social and sanitary prac-
tices as well as the integration and discrimination processes. Like all dispositives written
in a sociopolitical and socioeconomic framework, the VR finds within itself the relevant
tensions of immigrant participation and of foreigners in the public space of the host
country. The ideology and the strongly political assimilationalist practices [12] have
made the object from a recent remonstrance of the European Commission against
racism and intolerance [13]. One of the research studies of the Swiss Forum for
Migration and Population Studies (SFM) shows that there is no concept of integration
elaborated in the Swiss enterprises. But the isolated measures and appropriate solutions
[14] demand more on the immigrants’ part in terms of adoption of values, norms, and
of prescribed behaviour than they favour the development of attitudes and singular
conducts based on their own cultural horizons.

VR cannot scientifically be conceived as an organisation of therapeutic means in view
of the professional reinsertion through the recovery of physical and psychological capa-
cities without being registered in the defined contexts and the constraints that they
impose. The importance of economical factors and on an individual level, of the capa-
city to remain active as a productive force are important to be considered to avoid the
spectrum of progressive exclusion that is unavoidable, with penalizing economic and
social sanctions.

We have to consider that VR is a western notion which is exported through the chan-
nels of globalisation in a movement of marketing logic implantation, of delocalisation, of
technocratisation and of the rapid growth of the world communication network. It has not
yet penetrated in the common sense of the regions from which the majority of the immi-
grants come, no more than the notions of social security or of networks of assistance.
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Epidemiological and anthropological contributions

To our knowledge, there exist very few studies concerning VR from the cultural or inter-
cultural point of view. Interesting work has been made in Switzerland concerning the
pain treatment with immigrants [15].

Another study made in the state of S. Gallen (Switzerland) [16] brings to light an
important initial fact: the musculo-skeletal troubles and their psychological conse-
quences are clearly more frequent in the foreign population, contrary to the malignant
tumours or the cardio-vascular affection for which the difference is less clear. This obser-
vation takes on an important meaning once we place it in correlation with a study by the
Suva [17] which shows that if the risk of accident or illness linked to the job is effectively
clearly higher for foreigners than it is for the Swiss, the difference is however insignificant
when one compares the two categories within the same group of professions, the acti-
vities which surround construction for example. Thus being a part of a socio-
professional category is a more significant factor than the nationality as far as work related
accident risks are concerned. It also just so happens that the non-medical risk factors take
on an even more determining part that the various populations are marginalized.

Concerning the therapeutic prognosis, we also have information concerning the
psycho-social factors [18] that show that these factors which influence the evolution of
back pain towards chronicity are less medically oriented than psychosocially or socio-
professionally oriented (depressive tendencies and anxieties, unfavourable self prognos-
tics, personal problems, lower education, dissatisfaction and insecurity on the job, ineffi-
cient coping techniques, etc.). The invalidating processes have also been studied in the
lumbar trauma field [19] and reveal identical signs concerning their evolution. For
example, an investigation centered on the case of Italian immigrants working in
Switzerland and suffering from back problems indicates that the predictability of the suc-
cess of therapeutic programs of retraining is strongly affected by autoprognostics of the
evolution and to future perspectives.

In a study of the impact of migration on the immigrants’ health [20], it can be obser-
ved that the musculo-skeletal troubles are often related to an unfavourable psychological
evolution and contributes to the mutual reinforcement of the invalidating processes.
Unfortunately, we do not have data on the factors linked to accident prevention, other than
the risk linked to the professional activity. Thus, it remains nonetheless difficult to draw
more conclusions from the above elements, concerning the influence of cultural horizons
of the patients. Nevertheless, Weiss [20] brings, on the basis of Herzer’s study [16], the
following facts into evidence: the nationality is much less important than the socio-
professional category and of the professional activity in the rehabilitative processes.

What can be said then about the cultural factors?

The cultural dimension of the illness and its healing has been treated abundantly in
medical anthropology. In regards to VR, taking into consideration the EMIC
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discourse [21] seems a necessary point of departure. The approach consists of centering
oneself on the theories appropriate to the patient and on the collective significations to
which it refers. This approach necessitates a moving off centre on the part of the practi-
tioner where he will become conscious of the fact that his status and his function are not
straightforward for the patient and the efficiency of the treatment strongly depends on
mutual understanding. When leaving experience is over causal explanations, the illness
appears in its subjective dimension, such as it manifests itself in the conscience of the
patient. Medical anthropology uses the term illness [22] to describe this dimension of the
sickness in opposition to the notion of disease which designs the sickness made objective
by the biomedical diagnosis. Finally, the explanatory models of the illness [23] are
studied by numerous anthropologists, with the goal of favouring the emergence of
semantic ensembles to which the illness is reattached and begins to make sense for the
patient. In the construction of the cultural epidemiology, the putting together of quali-
tative interview dispositives constructed on the process of collecting EMIC (Explanatory
Model Interview Catalogue) information [24], defines three aspects of discourse from
people concerning their illnesses: the patterns of distress, the perceived causes and the
search for help. The practitioner can then go deeper into his investigation by distingui-
shing these three moments in relationship to the suffering.

The population on whom our attention is focused

Until the 1990s, the immigrant population concerned by VR primarily constituted of emi-
grated workers, previous seasonal workers whose benefit was a temporary or a permanent
permit, some naturalized afterwards. Work was their principal reason for emigration. The
paths of these workers is heavily marked by the experience of necessary acculturation to
their acquired autonomy in a society marked by its assimilation politics. This is the reason
why one speaks of nationality in the comparative approaches on invalidity and rehabilita-
tion, without concerning oneself with the specific cultural horizons of the persons
studied. Our contribution is to try and turn towards the future of the practice of VR and
to carry our interest even more so towards the present immigrant population which is
arriving in Europe, because the flight from the native countries towards the West is the last
hope of a dignified life, hope that is forged, in part, out of myths in regards to western life.
The principal causes of migration were in direct relation with the sole perspective of work
and its remuneration now substituted by the necessity of survival and their dignity. The
population which dates from recent immigrations remain clearly less present in the
statistics of clinical visits for rehabilitation [25]. The psychosocial and politico-judicial
problems which emerge between the lines of the actual migratorial politics also preoccupy
the actors of health and migration strategy [26].
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Explanatory models and the meeting of horizons

Does the nationality itself continue to have little relevance in the predictability of the the-
rapies aimed at being rehabilitating in the case of the newcomers?  Studies are lacking on
this subject, but new observations are multiplying. It is a matter of keeping in mind the
pre-migrational and migrational experiences of these people as well as the conditions of
their welcome and installation in the host country. In fact the vicissitudes of living consti-
tute the fragile psychosocial foundation which has a tendency to rapidly bring on soma-
tizations and chronic pain when it is not taken into account in the medical and psychia-
tric treatment. These aspects cannot be treated separately from the cultural factors which
reveal themselves in an inextricable imbrication with some social, political and judicial
factors influencing their trajectory. The manner in which the immigrants conceive their
problematic is also the fruit of the articulation of all the parameters of their living condi-
tions in an individual, familial, and even a communal construction in which the cultural
dimension cannot be isolated in any way. It is recognizable in the significations that the
patients give to their pains and in the causes that they attribute to their illness. This
construction of meaning is always dynamic and cannot be attributed to a culture abs-
tractly localized outside of the person immigrating and who determines it. Immigration
is a paradigmatic situation of the emergence of cultural interpersonal and intergroup
reorganizational processes between an affirmation of their own postures and a critical
position and a certain distanciation facing them [15].

Faced with an invalidated person and particularly if they are an immigrant, the pro-
fessional made to take a part in the readaptation process finds themselves with different
choices before them. Relative to that which we have evoked earlier, one can interact with
the person on the bases of a single vision of the body and the suffering proposed by the
dominating concept of the institution, which imposes on him the significations of medi-
cal science and the assimilation of the patient within that coherent ensemble that the
doctors and nurses master. If not, they can move off centre from this biomedical horizon
in order to leave room for the experiences of suffering linked to the accident, its causes,
according to the meaning that the patient gives them.

There are no patients who have no knowledge or theory concerning their suffe-
rance [28]. In the stories told by the immigrants that we have met, we notice three sensi-
tive aspects in relationship to health and illness, relevant to this study of rehabilitation
processes within the framework of immigration: the suffering linked simultaneously to
the invalidity and to the physical and psychological pain, the perspective of healing or of
recuperating to a state of health and employability as a consequence of that healing and
the conditions of exercising a professional activity. The third aspect is particularly signi-
ficative in the context which imposes on the immigrants an integration project princi-
pally in terms of access to work. This integrational approach is easily interiorised by the
male immigrants themselves, who often feel responsible for creating the well-being of
their family on their capacity to be able to meet their needs, in their own country as well
as in exile. Let us take a detailed, bottom up, look at these three aspects.
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Fragments of experiences
of invalidity within immigration

We realized through the interviews for assistance held with several immigrants in preca-
rious situations that the men are significatively more active than the women on the pro-
fessional level and in the search for employment. In the first generation immigrant family
models, one finds here many dichotomous conceptions of the division of work or the
roles within the family. Quite often, the man, feeling the responsibility for the subsistence
of the family, finds himself dishonoured by the fact that he is unable to meet their needs.
In fact, the precariousness of his rights to remain and of his status means, added to the
linguistic challenge, that the access to formation and to work is almost non existent, just
as recognition of his acquired competences in the host country, and that the accessible
work is the theatre of diverse forms of discrimination [14]. However, the large majority
of male immigrants aspire to work, whatever their status.

For the women, activity often proves to be more determining than the wages in their
motivation to work. The acculturation experience transforms their role of housewife,
lower in value and insufficient for permitting the dynamic equilibrium of the integration
process, in a multiplicity of roles and functions which renders the women more polyva-
lent. Through the impulsion often given by the women of the host country, with the goal
of permitting the women to play their role in the process of community integration [29],
a number of centres for immigrant women have been opened in Switzerland since the
beginning of the 1990s. Diverse activities going from language courses to activities of
benevolent occupations, right on through to diverse workshops from birth preparations,
sewing, or simply meeting places, permitting the women access to an autonomy more
rapid than the men, the moment the latter are confronted with exclusion from the job
market. In the case of refuge seekers, the proportion of women on the market is 20% to
40% for the men, which represents a third of the persons employed [30]. The number of
women exercising a professional activity outside of the home is then, proportionally to
the men, quite a bit higher than in numerous native countries and it is sometimes the
woman who works whereas the man stays at home in the exile situation. If the preceding
facts are not specifically cultural, it remains none the less a strong attack on the self-
esteem of a number of men for which the conception wants the man to be the bread
winner of the family. The acculturation process of the woman being reinforced by the
experience outside the home and more frequent contacts with her peers, the women
equally have more facility to question the models that ruled the couple before, which
brings about a double problematic. A distance inserts itself between the man and the
woman, through the differentiation of their activities, the woman emancipates herself
more and more from her former positions on the one hand. A second distance is born,
more painful still, from the fact that the man no longer has the same sociocultural and
intellectual resources for elaborating this new concept of the immigrant couple in society
on the other hand, a situation which can only be experienced as a loss and becoming
insecure on the identity level. It appears that the most direct means to put some balance
back into parts of this fragile elaboration consist, for the man, in finding a job [15]. In
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the question of rehabilitation, the experience of professional inactivity is central, as a
motivational and a non-motivational factor according to the situations: the more the
invalidity is experienced as devaluating and dubious, markedly, the more the efforts of
the health care professionals, nurses, risk in vain. What comes out, from the sum of the
interviews held with the male immigrants in precarious positions, is that rehabilitation
is strongly desired, within the immigrant population in general. Thus we take with some
reserve the declarations made by some doctors according to whom the immigrant
patients often show themselves as being resistant or uncooperative, preferring to consi-
der these declarations from a more interactionist and contextual reader’s angle.

Moving beyond employability, an important preoccupation of the immigrants is the
recovery of health. In the case of migration, the feeling of security is weakened by social
precarity. In this context, the results of an illness or an accident susceptible of becoming
invalidating show themselves as being even more anxiety provoking as the necessary
resources in professional and social integration are weak. Illness or accident quickly
become the perfect opportunity for supplementary moral and psychological fragility
which grow from the difficulty of the task. In VR one will win in therapeutic and com-
municational efficiency to inquire about the manner in which they are perceived by the
immigrants, particularly when the linguistic capacity constitutes an obstacle in the
formulation of questions on the patients’ part. Numerous patients in the acculturation
process have the caricatural perception of the biomedical system which limits itself to the
doctor being the all powerful; they are often little prepared to seize the complexity of the
therapeutical devices and the multiplicity of professional identities of the participants
that they meet. For example, the intervention of psychiatrists or psychotherapists, who
remain strongly linked with the negative connotations of psychiatric establishments, is
often not understood and is often associated with the treatment of madness. Many of the
immigrants refuse the psychotherapeutic consultation or have ashamed of it. Taking into
consideration the EMIC discourse is then a necessary point of departure in these situa-
tions. The professional is then interested in the patient meanings which implies a moving
off centre by which one will become conscious of the fact that the efficiency of the treat-
ment depends strongly on the intercomprehension and of the sharing of the meaning of
his intervention. The sharing of the significations contribute to restitute to the patient an
expert competence about his own situation, to let him or her participate in the dialogue
and to seize the potential resources in the manner that he or she has to understand and
to explain what has happened to him or her.

To get to the source of the disabling event implies taking into consideration the man-
ner in which the physical and psychological suffering is experienced and interpreted. The
construction of the cause and meaning of the suffering and the means available to
remedy it necessitates an intersubjective negociation between the person and the indivi-
dual carers involved in the network. Outside that intersubjectivity, two dangers await: the
risk that the sufferance be rationalized into categories of their own reflection in the world
of care, or to the subjectivity of the carers, and the risk of enclosing the patient in a
culturalized way than the one attributed to their sufferings, in the country or native
region of the subject. The works in intercultural research bring into evidence a tendency
for the professionals in the social and psychosocial fields to reify the culture of the immi-
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grants [6] and to attribute to them intentions founded on stereotypes. This attitude
consists in part of enclosing the person in a rigid and reductive culture and another part
of isolating the culture from all other social, political, psychological and identity aspects
from the immigrants’, experiences.

The negociation has cultural implications, of course, but also social and inter-
personal implications. The subjective relation of the patient with his illness is impor-
tant in the perspective of rehabilitation in order to make room for the experience of
the subject as a performative expression in complement to the built meaning in the
biomedical model. It is the dimension of the experience of the loss of health, of auto-
nomy which will become the object of the intervention in rehabilitation, in a way in
which the subject is able to participate in the project with their willingness and sub-
jective conscience. If one is not able to recognize one’s self in the causes and the expla-
nations furnished of their illness by the professionals or if they do not understand
them, obviously it will be complicated to obtain their adhesion and their active parti-
cipation in the treatments. The biomedical and functional aspects of the invalidity are
not minimized by these considerations. The technical competences, the medical
diagnosis and the physiotherapy work notably keeps all their validity. In fact, the tech-
nical nature of biomedicine constitutes a pledge of credibility and is the object of much
hope for the majority of the immigrant patients that we have met. It is exactly at this
point that the anthropologists and the medical and paramedical personnel must cross
ways with their knowledge and approaches in order to prepare the ground on which
the rehabilitation can germ and grow. This preparation implies for the patient a cogni-
tive, affective and relational predisposition to enter actively into the therapeutic project
and to invest themselves in it with whatever means they have. The defended postulate
in this chapter is that this predisposition is reinforced if the meaning of the illness, its
gravity, its consequences, the meaning of the interventions and the perspectives of hea-
ling are shared between the members of the medical and paramedical personnel and
the patient, as difficult as the communication and the construction of common signi-
fications may be.

Acculturation

Every immigrant is caught in the movement and the strategies, sometimes contradictory
and sometimes complementary, aiming at integrating new semantic and societal uni-
verses which conditions the effectuated experience in the host country. They consist, in
general and when conditions permit, of maintaining as strong as possible a coherence
between the belonging to the multiple horizons built through the experience of immi-
gration and notably those relative to the participation in the sociocultural lifestyle of the
host country. The manner in which they are articulated with the values and resources
borrowed from the experience of enculturation in the native country influences consi-
derably the success of this process, faced with the challenge of acquiring autonomy of
thought, movement and of subsistence in the present situation. According to the pres-
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sures exerted by the politics of refuge and of integration on the immigrant populations
on a macro-social level, the acculturation can take on different forms which are the
results of weighty constraints on the subject and the strategies that these last put to work
within their space of mobility to which they dispose. The access to training and to work,
the financial precarity, the absence of rights and the insecurity are the factors restraining
the acquisition of values, of significations and the adoption of social behaviour per-
mitting evolution in the host society. They generate segregational conditions, even
exclusion, when the stabilizing of practices and values borrowed from enculturation first
in the “ghettoized”community is not possible [31]. The contextual identities generated
have no equivalents which develop simultaneously in the native countries. They are the
products of immigration and exile. They have maximum relevance in distress situations
in which invalidity due to illness and to accidents is one of the penalizing forms in the
migratory project.

The constructed resources by the immigrants within the process of acculturation play
a central role in the process of rehabilitation, significantly in respect to the degree of secu-
rity attained in the host society. The spoken and transmitted languages, the possibility of
conserving some cultural and religious practices while acquiring new significations and
the stability of the status and the authorization to stay are some of the central elements
of the process. For the subject in rehabilitation, the fact that it concerns an ensemble of
social and identity dynamics in which the attempts to follow through on one’s life pro-
ject is central. Thus we will be attentive to the manner in which the evolution of identi-
ties, the rearranging of the diverse memberships of the patient taking place within the
framework of life in general and of the universe of values and of significations which
organize them, so as to reduce the anxiety provoking character of the rehabilitation expe-
rience and to permit an elaboration of one’s meaning, between the patient and the
various intervenants of the medical team and the carers.

The doctors and the carers see their difficulties increase further still, when the statu-
tory and political problematic of their patients is not well known or ignored. The inter-
vention of interpreters or of cultural mediators does not resolve the problem, often
linked to the disposition of the carers to recognize the personal and subjective universe
of the patient as a central element of the therapeutic perspective. What becomes an obs-
tacle in the ethnocentric apprehension of the hard of hearing, is the fact that the sense
given by the immigrant subjects to their suffering is interpreted as a deviation [3] faced
with the objective vision of the biomedical paradigme. It becomes a therapeutic resource
when the carers integrate it in a complementary manner and accept to allow a displace-
ment by a foreign meaning but this is also true for the patient and the medico-social ins-
titution, in the condition that the universe of significations of the patient be recognized
in what is the coherence of the patient. This comes back to recognition of the person in
their entirety and according to the meaning that they give to the events which shape their
paths.
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Subjectivity and social suffering

The development of local suffering towards more and more globalized forms is a world-
wide phenomenon alimented by the consumerist logic of televised information [32].
From where we are, the show is non-threatening, being at once from a point of view geo-
graphically distant from the troubles. This brings with it a banalizing of the suffering of
others and the dilution of the moral conscience which frees itself of its responsibility,
when it meets the victims of these same events, in their country of destination, come to
search for protection. They find themselves caught between the denial of the material
and historical foundations of their suffering and the suspicion of abuse of hospitality
which is more and more conditional. This aspect of the migratory shock makes for a
painful experience on an asymmetrical foundation, placing the immigrants in a position
of weakness. This distinguishes it from the “cultural shock” in its more generic dimen-
sion and founded on an experience of otherness outside all social hierarchies, case of the
typically ideal figure extremely rare in the social reports. Between non-recognition of the
effective reality of their experience in their homeland and restriction of rights and of
autonomy in their host country, the immigrants develop a multitude of psychosomatic
troubles as physical reactions to so many unsatisfactory responses to the living conditions
imposed on them.

Social suffering engenders a mobilizing resistance to material and symbolic resources,
the attitudes and behaviour of the subjects, in view of recreating a coherent system of
explanation of their situation and the conditions of a rapid return to health. When the
capacities of resistance are too strongly damaged, the chronic pain syndrome becomes
the means of abandoning the struggle without losing face. Within the dynamic process
of somatization which consists of expressing the moral and psychological pains, the sub-
ject avoids the subjective existential crisis and psychological downfall [15]. The physical
pain is considered as exterior to oneself and does not affect identity, contrary to psycho-
logical pain which gives the sensation of madness and brings on a devaluation of one’s
self. As to what specifically concerns the practice of VR, the probability of recovering the
capacity to work is approached by these strategies of psychological and identity survival.
Moreover, the conditions for obtaining a work permit or refuge being more and more
restrictive in the majority of the European countries, the medical certificate becomes, for
some, the last recourse possible before the definitive return. We are observing now a ten-
dency to research, through the diagnostic bias, the attestation of a legitimacy to remain
in the host country, with the hopes of a stable permit sooner or later. For the immigrants
for which the access to work is precarious, the VR constitutes even more so the risk of
suffering a return more or less close than the perspective of earning their right to stay
through the return of stable employment. These strategies drag some immigrants into
“the fires of hell” from which they will not come out unharmed, sometimes depressive or
even partially handicapped [33]. From the non-attribution of the status of political refu-
gee to the impossibility of return for medical reasons, the recognition, by the doctors, of
the objective dimension of the disease becomes the last possible means of obtaining assis-
tance and recognition of the injustice and the pain that accompanies it.
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More than the regularities that we might try to isolate in the observation of the per-
son’s origins from the diverse regions of the world, which becomes in fact the object of
strong individual variability when taking a closer look at it, the situation generates as
identity strategies which interest first the anthropologist. The emergence of these new
identities of the psychosocial and professional precariousness in the context of immigra-
tion and the adaptative methods that they invent are unavoidable, within the challenge
that constitutes the VR of the immigrants, victims of illness or accidents, in the norma-
lization process of the practices and of the politics of public health.

Conclusion

It is through the development of resources and of solicited strategies through the struc-
tural and conditional aspects of the situations experienced in exile that we have envisio-
ned their impact on the VR process. The therapeutic context precisely defines an
ensemble of stakes and assigns the roles and the differentiated functions to the implica-
ted actors. The rehabilitation of the person can only be completely understood in inter-
dependance with the ensemble of social interrelations from which they play themselves
out. This remark closes our voyage across the cultural dimension of VR, bringing to light
that if immigration emphasizes the importance of communication within the relations,
it indicates, in between the lines, that these reflections are valid for all interactions in rea-
daptative situations and that the horizons of expectations of the patients and of the pro-
fessionals necessitate some adjustments beyond national and linguistic appartenance.
The professionals of rehabilitation are the transitional actors operating between the pre-
sent sufferance of the patient and the recovered autonomy, between the suffering from it
and the means not to suffer from it [34], between the inhibition and the action. The
health care institutions have a tendency to protect themselves behind an ethnocentric
vision of the dispensing of welcome and of aid to the latter [35]. The perspective of an
intercession between the social situation and the political authority which decide the laws
and of their application is the only form of receivable assistance, at the end of the chain
of specialized interventions and the placement within the network. The consideration
given to this daily tension and to its significations that the patients accord themselves is
the first step necessary to the construction of a therapeutic perspective.

When the normalizing practices and politics of our institutions reject the allophonic
persons or the petitioners of refuge in the register of radical otherness, the cultural fac-
tors add themselves to other dimensions as a source of insecurity and of supplementary
exclusion, depriving the patients of psychological resources and necessary symbolics in
the journey to rehabilitation. In treating the manifestation of otherness in their thera-
peutic care practices, with the requirement of a work of intercomprehension and of
moving off centre from their own universe of significations and values, the professionals
will opportunely create for themselves an apprenticeship the same as the subjects in reha-
bilitation.
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Introduction
In the case of the persistent pain and/or disability due to illness injury, diagnoses often cor-
relate poorly with physical performance capacity. As early as 1959, David Mechanic made
the often quoted statement: “Illness and disability vary independently” [1]. The cause of dif-
ferent extents of impairment (diagnosis, clinical findings), activity (functional perfor-
mance) and participation (occupational and social integration) according to ICF classifi-
cation [2] is to be found in the complex interaction of the processes of physical adaptation
and mental habituation as well as the influence of contextual factors. As a result, the judge-
ment of work-related performance capacity mainly based on clinical findings and dia-
gnoses is problematic in many cases. Likewise, self-estimation of physical abilities of
patients suffering from chronic pain and disability is often no longer based on reality or is
not reliable, in particular if they were absent from work for a longer period. An ergonomic
assessment based on work-simulation tests (e.g. lifting and carrying, elevated work, step
ladder climbing, etc.) allows a more realistic and reliable judgement of work-related physi-
cal performance capacity. Since the 1970s, such assessment systems for work-related func-
tional capacity evaluation (FCE) have been developed. A comprehensive overview can be
found in the work by Innes and King [3, 4, 5], guidelines have been described by Hart [6].

Basic aspects of test methods and the significance
of evaluated capacity profiles

Psychophysical performance tests
In 1969, Snook described the psychophysical evaluation method [7]. The dual notion
“psychophysical” expresses the fact that a subjective maximum performance not only
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depends on physical, but also on psychological factors such as willingness to perform and
tolerance for strain or pain due to maximal effort. In a psychophysical test, the end point
is determined by the moment when the test person breaks off the test, either as a result
of tiredness or complaints or when the maximal test time per load level can no longer be
maintained. Functional respectively ergonomic criteria for performance limits are not
taken into account. This limits the significance of the maximum performance measured
for the following reasons:

In the case of low load tolerance due to psychological reasons, test persons will break
off a test prematurely by themselves, i.e. before an observable ergonomic performance
limit has been reached. Particularly, the subjective physical stress tolerance of people with
chronic pain usually is much lower than what could be expected from a somatic-func-
tional point of view, due to symptom magnification and avoidance behaviour [8, 9].

In contrast, very performance-oriented subjects tends to overdo things and to tole-
rate a further load progression even when their ergonomic performance limit has already
been exceeded or an ergonomic and safe test performance is no longer guaranteed. This
can lead to longer lasting acute pain episodes, particularly if the subject already had back
problems before [10].

Kinesiophysical performance tests

In the work process or in a work-oriented rehabilitation, not primarily maximum psy-
chophysical performance, but daily safe and ergonomic performance of any work or
exercise activities is required. A physical test procedure should thus provide information
on ergonomic limits of performance. In addition, particularly when assessing clients with
chronic pain and disability for a medico-legal purpose, self-limitation should be reco-
gnised using plausible criteria, in order to permit a fair judgement of work-related phy-
sical capacity (in comparison with disabled subjects showing a good effort), and to avoid
unjustified pension payments.

These concerns were the starting point for the development of an alternative test pro-
cedure. In kinesiophysical performance tests [11, 12], it is not the test person who subjec-
tively sets the performance limits, but the examiner observes the test person during the
progressive load levels of a test and evaluates the load at each level on the basis of stan-
dardised ergonomic observation criteria (Table 2) as light, medium, heavy or maximum.
The comprehensive observation in different test situations also allows well-founded sta-
tements on effort (willingness to perform) and consistency.

The observing method that focus on safe and ergonomic performance is also linked to
an important psychological aspect of a work-oriented assessment: many clients are afraid
of movements and physical activity because of pain or fear of increase in pain or even harm,
which has a negative effect on their effort and test performance. To support their willing-
ness to perform, test persons are therefore informed during the tests that the safety of test
performance is being very carefully monitored and that the test will be stopped as soon as
this can no longer be guaranteed. If necessary, an explanation is also given as to why a
difference should be made between function and pain: “Chronic pain is an unpleasant
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companion, but not a measure of the body’s ability to function safely – a certain physical per-
formance is possible despite pain and also beneficial in order to avoid permanent disability
and restore function in daily life.”Thanks to such test management, the evaluation often has
also a certain therapeutic effect in that initially self-limiting persons find out in the course
of the tests that they can actually perform better than they had supposed.

Prerequisites for quality and reliability of kinesiophysical tests are good education
and the experience of the examiner in terms of ergonomic observation criteria. It is also
important for the examiner to have received medical education (physio- or ergothera-
pist) to ensure that the functional observations can be correctly interpreted in connec-
tion with the medical findings [6].

Extrapolation of the test results into the physical capacity
during a working day

One important step when evaluating the test results is the extrapolation of the observa-
tion during the relatively short time of a test into the client’s physical capacity during a
8-hour working day. This extrapolation is based, firstly, on the principles of sports and
occupational medicine and, secondly, on the DOT classification of work (Dictionary of
Occupational Titles) [13]. This means for instance for lifting:

A load that is light for the test person can be lifted very frequently while a very heavy
load can only be lifted rarely.

In psychophysical tests, the entire extrapolation is based only on the reached maxi-
mum performance. In kinesiophysical tests, light means that no signs of effort are
observed (Table 2), thus no particular fatigue is to be expected if the task should be per-
formed frequently during a working day. In contrast, maximum (very heavy) means the
observation that maximum effort was needed to perform the task (Table 2), thus rapid
onset of fatigue is to be expected in the case of many repetitions. In the DOT classifica-
tion (slightly modified), the following frequencies or duration of working tasks during a
normal working day are defined: rarely = 5% (up to 1/2 hour), occasionally = 5-33% (1/2
to 3 hours), frequently = 34-66% (3 to 51/2 hours), continuously (very frequently) = 67-
100% (5 1/2 to 8 hours). According to this classification, a very heavy load should not be
handled more than 30 minutes during the day (altogether), a light load, however, can be
handled more or less the whole day (in a usual work rhythm with usual breaks). Also the
evaluations for the middle categories occasionally and frequently are derived from the
observation protocol in most of the tests. In the extrapolation of other test results such
as endurance for elevated work, normative reference data based on investigations of
S. Isernhagen are taken into consideration [11, 14].

Working reality and standardised work-related tests

Of course, the evaluation of a real work performance in a company or in a vocational
training centre would be the most reliable method. However, this would take a lengthy
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period of time and could also not be done in many companies. In addition, a specific
work evaluation in a certain professional activity provides too little information on gene-
ral work-related physical capacity and suitability for any work on the labour market. For
these reasons, an assessment using work-simulation tests is beneficial. An assessment of
this type should contain a set of relevant, work-related key functions, which are as realistic
as possible but standardised and not too specific. This contradiction cannot be fully solved:
the more realistically the tests are intended to represent specific job requirements, the
more specific tests should be included in the set of tests, which would rapidly exceed the
limit of what is feasible. However, if we work for practical reasons with a limited number
of standardised “laboratory tests”, we are moving a little away from reality. For example,
there is more or less a major difference between the test lifting a box with weights and the
real material handling in the workplace – possibly important additional factors such as
large volume or bulkiness of the load, difficult to grip, uneven or slippery flooring are not
shown in the test. Aggravating factors like these must be taken into consideration, based
on the experience of the examiner or based on supplementary work-specific tests, when
judgements are made regarding specific material handling in the work place. Of course,
this restricts validity of judgement to a certain extent, but this problem is inherent to all
standardised work-related assessment systems.

Also Motivation, which is a result of differently acting mental factors, can vary a lot
between the test situation and working reality and thus may falsify the judgements based
on the results of the test observation in terms of physical performance capacity at the
workplace.

The overall duration of the tests is also relevant. The aspect of working endurance
should be appropriately evaluated in any case even if the working reality can only be
simulated to an approximate degree. Beside the quantitative test results, a lengthy test
period also makes it possible to acquire many observations as well as verbal and non-
verbal expressions by the client and thereby examine the consistency of the surveys.

In order to evaluate the daily reproducibility of performance required at work, the tests
should take place on two successive days and, in particular, the lifting tests repeated on
the second day. In the case of patients with non-specific back pain, it is true that
Reneman [15] found a high correlation for the lifting and carrying tests with test repeats
on two successive days. Experience shows, however, that in some cases the performance
on the second day can no longer be reproduced due to longer-lasting irritation symp-
toms that appeared with latency after the first test day. In cases like these, it is not per-
missible to rely on the better test results of the first day for judgement of the physical
capacity. In contrast, it occasionally happens that client’s performance on the second day
is better, because, after his or her test experience on the first day, he or she gains more
trust in his or her body and thus partially overcome self-limitation.

Another blur comes from the above-mentioned method of extrapolating the test
results into the physical capacity during an entire working day. It is not known with
accuracy, which bandwidth for the assumptions of such extrapolation can be considered
reliable.
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Due to the restrictions mentioned, judgements in a standardised work-oriented
assessment can only be considered as the best possible approximation of working reality
(in the sense of the best possible probability).

Relevant characteristics of assessment systems
for work-related physical performance capacity

The currently most important assessment methods established in Europe for work-rela-
ted performance capacity are the PILE lifting test (Progressive Isoinertial Lifting
Evaluation) [16] and, in particular, the comprehensive systems Functional Capacity
Evaluation according to Isernhagen (FCE) [11] and the ERGOS work simulator [17]. The
BTE work simulator and the more recent unit E-Link were primarily designed for the
functions of the upper extremities. Other assessment systems such as ARCON,
Blankenship, ErgoScience, EPIC, KEY, Lido, etc. are barely present in Europe and there-
fore only mentioned here. Further information on them can be obtained from Innes [3]
and King [5]. The IMBA system (vocational integration of people with disabilities) is a
superordinated profile comparison system, into which the data of different assessment
systems can be integrated. Some important characteristics for the comprehensive assess-
ment systems are discussed below using FCE and ERGOS2 as typical examples.

Test methods
In the kinesiophysical test procedure (FCE), maximum physical performance capacity is
evaluated using standardised observation criteria. This valuation procedure is more com-
plex in comparison to psychophysical test methods but, as mentioned, provides more
information on ergonomic load limits and their functional causes as well as on any non-
organic barriers. Test monitoring that is based on careful observation by the examiner
and the associated extensive communication with the client during the tests also promote
their cooperation and willingness to perform. In the psychophysical test procedure, that
is machine controlled in the case of ERGOS, the end point of the tests corresponds to the
maximum achieved by the test person. A test observation by the examiner also takes
place, but this does not have the same significance as with FCE.

Standardisation and flexibility
The compactly built and computerised workstation with the full installation of all test
elements as well as machine-audiovisual test instructions (ERGOS) results in a high
degree of standardisation and methodical reliability. The primary evaluation of the test
data acquired is automatic. For the job match, i.e. the comparison between job (demands
of work) profile and physical capacity profile, a large database containing thousands of
job profiles is available. However, the following disadvantages must be stated: the data-
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base with the job profiles comes from the USA. A large number of these profiles are only
applicable to a limited degree to European workplaces; this applies in particular to work-
places in small and medium-sized companies that are very common in European coun-
tries. In addition, these profiles are not continuously updated in line with the rapidly
changing occupational world. Retrieved ERGOS profiles can be modified to a limited
degree: some features such as weight or frequency of a working process can be adapted
to a specifically obtained job profile of a single case. However, additional features cannot
be entered. The consequence of this is that occupational features of relevance for the
work concerned in connection to relevant functional deficits of a client may not be able
to be taken into account in the ERGOS job match. The validity of the profile compari-
sons is thus in question. Also at legal level, a Swiss court, for example, would not accept
a judgement of work ability that is based on a job match between the test person’s phy-
sical capacity and a job profile from the USA (without proof that this corresponds to a
comparable workplace in the client’s region). It must also not be forgotten that a test
machine with audiovisual on-screen instructions designed typically for industrial pro-
duction is, from the design aspect, not necessarily suited to the evaluation of an immi-
grant employed in a gardening company with low linguistic and poor reading skills. In
contrast, the more flexible test system FCE with somewhat less standardised devices and
defaults offers better possibilities for addressing the specific properties of the test persons
and of workplaces. The relevant job requirements are in each case specifically acquired
and integrated into the profile comparison whereby standard job descriptions can be
used as “raw material”. If necessary, the standardised FCE tests are supplemented with
work-specific tests. One disadvantage must, of course, be noted here in that the metho-
dical reliability of FCE is largely linked to the education and experience of the examiners
due to the evaluation being based on observation criteria and to the flexibility of the test
application.

Transparency
A further important point is the possibility to comprehend the results and judgements.
In the case of automated data analysis (ERGOS), the impression is gained of a “black
box”, as the programmed defaults and rules of the analysis are barely known to the users.
The results thus do not appear to be transparent to the recipients of the report (insurance
company administrators, rehabilitation professionals, lawyers, etc.). The plausibility of
the assessment cannot be checked as with a simple and open test and evaluation system
(FCE). ERGOS also appears to be less transparent and realistic to the clients than FCE,
for example, with simulated lifting on a measuring machine in comparison with the rea-
listic free lifting of boxes containing weights.

Expense
The equipment for FCE is simple and inexpensive. ERGOS is, however, a sophisticated
work simulator with very high acquisition costs and considerable annual costs for
updates and maintenance. In addition, the dependence on one single company must be
considered a disadvantage.
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Test duration and examination of reproducibility on the following day
FCE tests last a total of 5-6 hours, ERGOS tests take 4-5 hours (excluding the time for
evaluations and reports). FCE is a two day procedure to evaluate reproducibility of per-
formance, in particular of the lifting tests.

Effort rating
The significance of the test results regarding judgment of physical capacity is highly
dependent on the effort of the test person. Therefore, the assessment of effort and consis-
tency is a very important component of a work-related assessment (cf. § [Evaluation of
effort and consistency]). An evaluation of this type is done both with FCE as well as with
ERGOS.

Interdisciplinarity
Close cooperation between doctor and therapist for the assessment and reporting is vital
since the reports often have the status of medical expertise. It is not only a question of
combining knowledge and findings from different specialist fields: as a Swiss Federal
Appeal Court judge recently stated at a conference, interdisciplinarity is also an impor-
tant correction factor for the inevitable subjectivity of the individual examiner
(influences exerted by personal values, sympathy/antipathy). Interdisciplinarity is consi-
dered highly important both with FCE as well as with ERGOS; the type of cooperation
between doctor and therapist is, however, different in practice among users of both sys-
tems.

Role of clinical findings and diagnoses
While the diagnoses or clinical findings are not a criterion as such for physical capacity
judgement, they provide – as background information – references concerning the plau-
sibility of restrictions. They are sometimes also important for the judgement for pro-
gnosis regarding physical capacity, e.g. when a future deterioration is probably to be
expected due to medical experience with a given diagnosis, or when the occupational
stress should be reduced to prevent any further deterioration. The clinical findings in
terms of mobility and strength also serve in the cross-comparison with observations
made during the activity tests (evaluation of consistency). The clinical background of the
examiners is guaranteed both with FCE as well as with ERGOS.

The kinesiophysical test procedure, in particular, permits an evaluation of the rele-
vance of clinical findings for daily and work activities: the detailed observation of body
functions during the tests clarifies to what extent different clinical diagnoses/findings (in
cases of several disorders) really are limiting the activities. This is particularly important
if assessment of functional limitations due to different disorders (e.g. sequels of different
injuries) is required for medico-legal reasons. Furthermore, lifting, for example, as a
stress for nearly all body parts (legs, trunk and neck area, arms, circulation) offers the
doctor or therapist an excellent possibility of analysing in an easy way different body
functions in action respectively under gradually increased stress and thus observing
functional findings that supplement substantially the usual clinical investigation. From
this, relevant functional goals for rehabilitation may be derived.
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Quality assurance
Reliability of the assessment is only guaranteed by good praxis of well-trained and expe-
rienced examiners. A quality assurance system for the users has been established both for
the FCE system as well as for ERGOS.

Areas of use
A study by the Federation of German Pension Insurance Institutes (VDR) and IQPR
(Institute for Quality Assurance in Prevention and Rehabilitation, German Sport
University, Cologne) of FCE or ERGOS using facilities in Germany revealed that FCE is
primarily used for the clarification of functional performance in general as well as for the
assessment of suitability for the previous job and secondarily for the judgements on
generic physical capacity with regards to the labour market; ERGOS, however, is prima-
rily used for the clarification of suitability for certain activities in general as well as in the
field of vocational reorientation and secondarily for the clarification of suitability for the
previous job. In Switzerland, FCE is still required mainly for judgement of generic phy-
sical capacity (for medico-legal purposes). This means that FCE is, with the exception of
the FCE assessment integrated into a work-hardening program, (unfortunately) not used
most often to support a return to work. FCE or part of it has proved to be of optimum
value as assessment within a work-hardening program: Some tests such as lifting or car-
rying can be taken over directly as a training element. In addition, the kinesiophysical
viewpoint is very helpful for monitoring the exercises in strength and work-simulation
training.

PILE test (Progressive Isoinertial Lifting Evaluation)

The PILE test [16, 18, 19] can be called the classic psychophysical lifting test. A lower and
upper lifting test (0-75 cm or 75-135 cm height) is carried out. With successive increase
in loads at a fixed increment (men 5 kg, women 2.5 kg), clients lift the box with the
weights four times per load level for a maximum of 20 seconds until they break off the
test. Apart from a maximum weight limit of 55 to 60% of body weight and a heart-fre-
quency limit of 85% of the maximum heart rate (appropriate for the patient’s age), there
are no criteria for breaking off the test. In the PILE test, people willing to perform often
lift substantially more than would be permissible from an ergonomic viewpoint accor-
ding to the criteria of the kinesiophysical observation. Within a pre-employment test for
healthy candidates for a job as ambulance man, a comparative test evaluation of the lower
psychophysical PILE test3 and of the kinesiophysical FCE lifting test was carried out at
the Bellikon rehabilitation clinic. 137 people (62% men and 38% women) were exami-
ned. The average of the maximum weights lifted was 28.9 kg in the FCE test and 43.3 kg
in the PILE test. The correlation coefficient between the two tests was 0.58. In the PILE
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3. Due to the high physical demands for ambulance officers regarding lifting, the test limit of maximum lif-
ting weight and maximum heart rate not used for the young and healthy subjects (verified by a health check
by questionnaire), and the increment of 5 kg was also set for women.



test, 50% more weight on average was thus lifted than in the FCE test. The result of the
higher load values in the psychophysical PILE test in comparison to the kinesiophysical
FCE lifting test is also corresponding to an unpublished study by I. Farag (1995) [4].
However, we assume that a load tolerance that is so much higher (50%) in comparison
to the observable ergonomic load limit will only be found among healthy and highly
motivated test persons (they all wanted the job). As no ergonomic observation criteria
are set for breaking off the PILE test, various non-ergonomic techniques such as
swinging the load in order to lift a weight that was already too heavy (from an ergono-
mic standpoint) were frequently observed. Nevertheless, the PILE test can be considered
fairly safe, which is probably due to the gradual and slow progression of the load. In the
project 26B of the Swiss National Foundation for Research [10], no acute or long-lasting
increase in complaints in the PILE test was observed also with people with chronic back
pain. A test is naturally only a single event, and the hypothesis from an ergonomic view-
point would be as follows: in the case of daily exposure to loads corresponding to the psy-
chophysically established maximum (much higher than the ergonomically evaluated
one), impairments would occur more frequently in the long run.

Functional capacity evaluation (FCE) according
Isernhagen

The FCE system developed in the USA by S. Isernhagen [www.isernhagen.com] [11, 14],
was introduced in 1991 by M. Oliveri and M. L. Hallmark Itty in Switzerland [www.sar-
rehab.ch → Who is who → Interessengemeinschaften → IG Ergonomie] and later from
there also in Germany [www.efl-akademie.de], Austria, Lithuania. It is also in use in the
Netherlands and in Ireland. The FCE system according to Isernhagen includes a test bat-
tery with 29 standardised functional performance tests (Table 1, figs. 1-3), supplemented
by a survey in terms of physical job requirements, self-perception of abilities in the PACT
Spinal Function Sort test (cf. § [PACT Spinal Function Sort (self-perception of physical abi-
lities)]) and pain. Sometimes, additional work-specific tests are also required for certain
work activities such as highly repetitive work cycles or working in long-lasting static pos-
tures. Besides the quantitative load values, effort, consistency and pain behaviour are also
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Handling loads/strength Posture/Flexibility Ambulation
Floor to waist lift Elevated work Walking
Waist to overhead lift Forward bending sitting/standing Stair climbing
Horizontal lift Rotation sitting/standing Step ladder climbing
Push/pull Crawl/kneel/crouch-deep static Balance
Right/left carry Repeated squat Hand coordination
Front carry Static work Right/left hand coordination
Right/left grip strength Sitting/standing tolerance

Table 1 – Test elements in the FCE according to Isernhagen.
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Fig. 1 – FCE: Floor to waist lift.

Fig. 2 – FCE: Right carry.



evaluated (cf. § [Evaluation of effort and consistency]). The tests are carried out by trained
physio- or ergotherapists.

Procedure using observation criteria with the lifting test
as an example

The lifting and carrying tests are performed using a box filled with weighted bags of 2.5
kg or 5 kg. The individual load levels light to maximum are established with the observa-
tion criteria (Table 2) in about 5 to 6 tested progressive load levels (without fixed incre-
ment). In order to allow the observation of the muscle recruitment pattern and the sta-
bilisation of the body parts under load, the clients are stripped to the waist (women with
bras), and wear shorts during the test. When the point is reached at which the ergono-
mic and safe test performance turns into one that is no longer ergonomic or safe (e.g.
unsafe handling, inability to stabilise properly, using swing techniques for lifting, avoi-
ding certain movements or doing false movements, trembling of the muscles), the test is
stopped by the examiner even if the test person would be ready to continue. Sometimes,
a clearly recognisable deterioration of the clinical findings (e.g. increased pain radiation
into the leg) must also be taken as a criterion for the maximum tolerated load. If, on the
other hand, the test person breaks off one or several tests prematurely despite explana-
tion and encouragement, this is recognised and noted down as a self-limitation.
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Fig. 3 – FCE: Elevated work.
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The evaluation of tests in respect of postures, flexibility and ambulation is based on
comparable observation criteria, with the tolerated duration, number of repetitions or
distance to be used as a measure.

Physical capacity profile and job match

The extrapolated values for physical abilities in relation to a normal working day are
shown in a physical capacity profile. Table 3 contains the values of a 50-year-old sawmill
worker, showing a good effort, with chronic back complaints after previous lumbar her-
niated disk operation, recurrent disk herniation for 1 1/2 years and beginning hip-joint
osteoarthritis on both sides. For horizontal lift, for example, a weight up to 10 kg was eva-
luated as light, the weight of 40 kg as a maximum, this leads to the following extrapola-
tion: 10 kg can be handled continuously (very frequently) 40 kg rarely.

Based on the physical capacity profile (Table 3), the generic significant abilities and defi-
cits (without reference to a specific job) are summarised in the report. If a job is available,
the job description and profile respectively, the critical job demands are explored (cf. § [Job
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Light Medium to heavy Maximum

Table 2 – Standardised ergonomic observation criteria for lifting and carrying.

Only prime movers
(quadriceps, trunk sta-
bilisers, biceps, hand
grip)

Natural stance (hip
wide)

Upright posture

Easy movement pat-
terns

Fast movement pos-
sible

Minimal increase in
heart rate

Beginning to pronounce
recruitment of accessory
muscles
(neck flexors, upper tra-
pezius, deltoids, rhom-
boids)

Stable to wider base

Beginning to increased
counter balancing

Smooth movements to
using a slight impetus

A little to clearly slower,
cautious

Slight to greater increase
in heart rate* and respi-
ration

Bulging of accessory
muscles (neck flexors,
upper trapezius, del-
toids, rhomboids)

Very solid base

Marked counter ba-
lance

Still safe but unable to
maintain control if any
more weight is added

Very slow, no longer
controlled with faster
movement

Substantial increase in
heart rate and respira-
tion

* An increase in pulse rate at loads that are still low should sometimes also be interpreted as a
sign of an increased vegetative pain reaction



description (job profile) and sociodemographic data]). The job match (comparison of the
job profile and the physical performance profile) for the sawmill worker is given in Table 4.

ERGOS
Developed in the USA, the ERGOS work simulator [Work recovery / www.simwork.com]
was first introduced in Europe in the Netherlands and from there in Germany since
1995 [17]. For the machine-based tests, a compactly built work simulator of industrial-
style design is available with 5 units:

unit 1: Static and dynamic lifting, pushing and pulling (fig. 4);
unit 2: Full-body flexibility;
unit 3: Work endurance, carrying;
unit 4: Standing and walking tolerance, forward bending;
unit 5: Sitting tolerance.
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Duration of Occasio- Fre- Conti- Limit, comments,
load per 8 hrs Never Rarely nally quently nuosly observations

Strength (kg, kp)

Floor to waist lift 30 22.5 15 7.5 Strength limit of the back
Horizontal lift 40 30 20 10 Ditto
Pull 42 30 20 10 Ditto

Posture/flexibility

Forward bending X Can only straighten up
standing again with difficulty
Kneeling X Limited hip extension pre-

vents an upright working
posture, hip pain

Standing tolerance X Restless, constant weight
shifting on the right/on the
left. Hip pain and pain
radiation into the left leg

Ambulation

Walking X Not a problem on even 
floor, difficulties when walk-
ing uphill and downhill

Additional work
specific test

Standing, forward- X Obvious fatigue can be 
bending with a observed, pain radiation 
weight of 10 kg into the left leg

Table 3 – FCE form: Physical capacity profile (selection of tests)
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Require-
Physical capacities ment

Critical job demands (according to tests) fulfilled?

Putting boards (60 to 100 kg) on the Horizontal lift frequently up to 20 kg No
saw table (lifting at least on one side (rarely up to of 40 kg)
to do this) – frequently on some days

Loading beams (up to 25 kg) onto Floor to waist lift occasionally up to Yes
a truck – occasionally 22.5 kg (rarely up to of 30 kg)

Long standing and frequent walking Without problems Yes

Operating a nailer with body leaning Clear restriction for forward-bending To some
forward – frequently posture, in particular, with additio- extent

nal holding of weight; only rarely

Kneeling – rarely Rarely possible Yes

Pulling a loaded trolley (pull strength Pulling rarely a maximum of 42 kg To some
up to 60 kp) – rarely (one can put less extent
load on the trolley but then more time
is required)

Table 4 – Job match (FCE according to Isernhagen [11]).

Fig. 4 – ERGOS: Test station for static and dynamic lifting.



The key functions such as lifting, carrying, elevated work, etc. correspond largely to
those of the FCE. Some functions such as lifting are, however, structured in greater detail,
and additional elements can also be found in the field of hand functions. Apart from the
different testing principle, the extrapolation of the test results and description of abilities
and deficits are basically comparable with the FCE system. In comparison to FCE, the
quantification of the individual functions is more detailed with ERGOS, although the
systematic observation of reactions to the test loads and the recognisable functional res-
trictions, of performance behaviour as well as consistency are less strongly weighted.
Table 5 contains an extract from an ERGOS evaluation. ERGOS users in Germany
emphasise that the assessment in the ERGOS report or expertise is not only based on the
primary automatic evaluation by the system but also takes into account the observations
during the tests and the medical assessment.
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Occasionally Frequently Continuously
Type of workload kg hours kg hours kg hours

Static lift to ...
height of metacarpus 38 (22) 8+ (8) 19 (12) 8+ (8) 7 (5) 8+ (8)
height of bench 22 (15) 8+ (8) 11 (8) 8+ (8) 5 (4) 8+ (8)
height of ankle 25 (17) 8+ (8) 13 (8) 8+ (8) 6 (4) 8+ (8)
height of shoulder 16 (17) 8+ (8) 8 (8) 8+ (8) 3 (4) 8+ (8)

Dynamic lifting to...
height of bench, left-hand 19 (23) 8+ (8) 10 (12) 8+ (8) 5 (6) 8+ (8)
height of bench, front 19 (23) 8+ (8) 10 (12) 8+ (8) 5 (6) 8+ (8)
height of bench, right-hand 19 (23) 8+ (8) 10 (12) 8+ (8) 5 (6) 8+ (8)
height of shelf, left-hand 15 (11) 8+ (8) 6 (6) 8+ (8) 3 (3) 8+ (8)
height of shelf, front 15 (11) 8+ (8) 6 (5) 8+ (8) 3 (3) 8+ (8)
height of shelf, right-hand 15 (11) 8+ (8) 6 (5) 8+ (8) 3 (3) 8+ (8)

Reaching
forward 8+ (8) 8 ( ) 6 (8)
overhead 8+ (8) 8 ( ) 5 (8)
bended repeatedly 8+ (8) (8) (8)

Grip strength ...
on the right 34.2 kg (28 kg)

very easy workon the left 8,2 kg (28 kg)

Italicised print = deficits; Figures in () = Job requirements

Table 5 – ERGOS evaluation (extract).

BTE and E-Link

For quite some time, the BTE simulator [Baltimore Therapeutic Equipment, USA /
www.bteco.com] has been used in hand rehabilitation centres, in particular for the eva-
luation of upper extremity functions, whereby an examination of general work-related
functions is also possible. The system consists of a computer and an exercise head onto



which different tools such as a gripper, a steering wheel, differently sized levers or screw-
driver handles or a cable system for the performance of a lifting test can be attached. The
exercise head produces an adjustable resistance and measures performance. BTE has pro-
ved to be valuable both as a test unit as well as a training unit in the field of hand reha-
bilitation.

The E-Link unit [Biometrics, UK / www.biometricsltd.com] has recently come onto the
market. Substantially smaller than the BTE unit, this device also permits the computerised
measurement of hand and finger strength as well as the flexibility of all the hand joints.
Various levers and handles as well as a small force plate can also be attached. The interes-
ting thing about E-Link is that videogames can be operated by all the connectable tools -
according to the goal of the test or the treatment, the control system works more with the
strength used or with movement (such as, for example, pronation/supination). Further
meaningful applications are also found for coordinative and cognitive disorders, or as
entertaining training of sitting tolerance, for example for patients with back pain.

Surveys within the of work-oriented assessment

Job description (job profile) and sociodemographic data

If the assessment is to refer to the previous workplace, the job profile (physical job
demands) must also be evaluated. A suitable basis for this is a structured survey of the
client in the following fields:

– job designation, tasks and working procedures;
– lifting and carrying heavy loads, handling tools requiring physical effort;
– repetitive activities;
– postures, static loads;
– locomotion;
– special aspects (e.g. working clothes or protective equipment, special tools, particu-

lar exposures);
– general information on the company and work organisation.

This evaluation should also record duration or frequency of certain jobs or work
cycles. An alternative suitable grid for the job description is given by Laurig [20]. We are
aware that the reliability of the client’s information on his or her job requirements is not
always satisfactory, particularly in the case of clients with questionable willingness to
work and consistency. In the case of uncertain data, additional information is requested
from the employer. Sometimes, a job description put together by a case manager of the
insurance company is also available. If necessary, an on-site workplace evaluation in the
company may be arranged in addition to the physical performance tests. As the method
for workplace assessment, a Finnish system has proved valuable [21]. For a comprehen-
sive work-oriented assessment, some sociodemographic data such as the current job
situation and working ability, the duration of absence from work, the pension situation,
school and vocational education as well as the family situation should also be collected.
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PACT Spinal Function Sort (self-perception of physical abilities)

The client’s self-perception of their own physical abilities controls their willingness to
perform work and activities. In the case of symptom magnification, clients substantially
underestimate their physical abilities and will thus limit their activity level to a substan-
tial degree. However, overestimating their own abilities is also problematic with respect
to the potential risk for (re)injuries. It is therefore very informative to compare the self-
perception of abilities prior to physical tests with the test results, and to evaluate self-per-
ception once again after the physical tests (learning effect using the experience of the per-
formance testing?). The PACT Spinal Function Sort [22, 23] has proved to be a particu-
larly suitable tool for measuring self-perception of the own abilities. This assessment sys-
tem consists of a test book with 50 pictures of working or everyday activities (fig. 5). For
each of the 50 pictures, the client marks on a separate evaluation sheet (Table 6) whether
he or she feels able (=1) or unable (=5) to perform the task, or if performance is rated
slightly (=2), moderately (=3) or substantially (=4) restricted.
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Fig. 5 – PACT Spinal Function Sort: Carrying a 10 kg bucket up a step-ladder.



One of the substantial advantages of the PACT assessment is its clear orientation
towards physical abilities (the word “pain” is not to be found anywhere) as well as the
information transfer using pictures, which makes it far easier to use with clients with
lower levels of education and/or poor language ability. In the analysis, the PACT Spinal
Function Sort score is calculated (0-200) and compared with the classification of physi-
cal demand level according to the DOT classification [13] (Table 7). The PACT test is
used on a standard basis with FCE.
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Possible Restricted Impossible ?

18. Hammer nails 1 2 3 4 5 ?
38. Carrying a 10 kg bucket up a step-ladder 1 2 3 4 5 ?

Table 6 – Spinal function form (two sample items).

Physical demand level (DOT) (Maximum) occasional load PACT index

Mainly sedentary Up to 5 kg 100-110
Light 5-10 kg* 125-135
Medium 10-25 kg 165-175
Heavy 25-45 kg 180-190
Very heavy > 45 kg > 195

* Supplementary criteria: or either with substantial share of walking or standing; or mainly sit-
ting, but arm or foot control functions required

Table 7 – Interpretation of the PACT Spinal Function Sort index in terms of physical demand
levels.

Pain survey

A pain drawing and pain measurement scale are meaningful on the 1st and 2nd test day
before the start of the test. A careful pain survey at the start is also important to establish
a good and confidential relationship with the client. After that, it makes it easier to
explain to the client that the pain will be taken into account but, in the tests, it is the reco-
gnition of functional abilities and deficits that is important.

Survey of cardiovascular risk factors

As the tests represent a physical strain, risk screening is essential (with the aid of a health
questionnaire for example). The doctor is responsible for a specific risk assessment and
any test restrictions.



Symptom magnification
and self-limitation

A work-oriented assessment often takes place when symptom magnification and self-
limitation is presumed and the willingness of the client to perform work or activities is
questionable  – this also applies to a work-hardening program to a certain extent (cf. § .7).
Therefore a short overview of these issues and the discussion of evaluation options
within a work-related assessment is presented [24, 25, 26]. The term symptom magnifi-
cation describes an excessive topographic spread of pain and pain intensity as well as
excessive disability and losses in social participation in comparison to doctor’s and the-
rapist’s normal expectations based on clinical findings and general experience. Thus
symptom magnification describes an observed phenomenon, not a diagnosis. There are
numerous publications on different concepts and models regarding abnormal illness
behaviour, we have based our concept, in particular, on the work done by Matheson,
Waddell and Main [9, 26, 27]. Important causes of symptom magnification and self-
limitation include, in particular:

– Fear of increased pain or harm when performing physical activity, of a serious
diagnosis that the doctor has not recognised or would not like to pass on, or of an uncer-
tain future with pain and disability.

– Social reinforcement of symptom behaviour; this includes for example the medi-
calisation of the problem and excessive medical investigations, lengthy treatment with
mainly passive modalities, and advice to avoid movements and activities (beyond the
acute stage of pain), increased attention and support in the role of patient, high social
benefits, lack of possibility to early return to work with restricted duties (“please come
back to work only when you are able to do full work”), imminent loss of job.

Fear and avoidance behaviour often leads to the vicious circle of pain → fear of
movement and avoidance of activities → increasing deconditioning and reduced stress tole-
rance → more pain (even with low physical activity) → etc. Occasionally, a symptom
magnification is associated with a clinical relevant psychiatric disorder such as phobia
or depression.

According to Matheson, a symptom magnification can be recognised on the three
dimensions symptom perception and dealing with symptoms, social role of the symptoms as
well as effort (willingness to perform) and consistency (Table 8).

The first two dimensions can be evaluated in an interview. In 1991, Matheson publi-
shed a concept for a structured interview for the evaluation of symptom magnifica-
tion [28] that contains 14 items, such as perception of the symptoms (localised and dif-
ferentiated or diffuse and general), goal setting (functional goals or only freedom from
pain and regaining one’s health), social consequences of symptom behaviour (active
social role despite pain or barely performing everyday tasks) or control of symptoms
(differentiated description of the effect of different measures or “Nothing has helped in
any way at all so far”). Important aspects of symptom magnification are also represented
by the “Yellow Flags” [27, 29]. For the third dimension, the evaluation of effort and
consistency, a work-related assessment is naturally predestined.
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Evaluation of sincerity of effort and consistency

Concerning effort (willingness to perform), already general behaviour in the tests usually
provides a spontaneous impression, that, however, can not be justified in a report. Using the
kinesiophysical test procedure, it is possible to rate effort more precisely: if a client’s effort is
good, it is possible to subject the test person to loads up to an observable somatic-functio-
nal performance limit whereas, in contrast, the test person with sub-optimal effort breaks off
the test much earlier. Sometimes, functionally plausible observations in terms of perfor-
mance limits (e.g. load-dependent increasingly evasive movements or trembling muscles)
must be distinguished from theatrical behaviour when symptom magnification is substan-
tial (often seen at very low loads and often does not increase with a progression of loads).

The evaluation of consistency results from comparisons between performances in dif-
ferent tests, between tests and the PACT Spinal Function Sort or anamnestic information
or between tests and clinical findings. The FCE system according to Isernhagen has a check
list with a total of 15 consistency points, whereby further observed inconsistencies are also
to be listed (e.g. when a client drives for at least 1 hour without a break to the clinic for the
assessment, but claims in the survey part of the tests that he can only remain seated for a
maximum of 10 minutes). The reliability of an effort evaluation based on the coefficient
of variation of 3 repeat test performances (as provided for by the ERGOS original proto-
col) is put into question by different studies [24, 30]. In the ERGOS application in
Germany, the effort evaluation is also supported by further criteria and observations. As
certain inconsistencies are found very often and the positive predictive value of isolated
single findings is usually low, Matheson recommends a scoring of several features for the
effort valuation [24]. Waddell had also established a scoring of this type for the evaluation
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I. Symptom perception and dealing with symptoms
Diffuse description of symptoms. Very high pain level (e.g. value 8 and more, measured on a
10-point scale); no knowledge of what increases or reduces the pain. No strategies to control
symptoms: inability to “negotiate” with the symptoms (i.e. looking for the best possible adap-
tations in order to perform activities and control the pain, pacing, etc.). All treatments fail, no
positive approach anywhere.

II. Social role of symptoms
Delegation of control of personal environment and future goals to the symptoms: everything in
life revolves around the symptoms. Imprisonment in a world of symptoms (Statement: “The
pain dominates all my life”).

III. Effort and consistency
Implausible extent of demonstrated disability in comparison to clinical findings and general
experience. Lack of willingness to tolerate (even low) loads and gradually increased activities in
a test or in a training program (which could be reasonably expected based on clinical expe-
rience); no functional limit observable, when the client breaks off. Inconsistencies concerning
clinical findings, performance behaviour and results in physical tests, client’s information about
his daily life. Inadequate adherence to rules, not very cooperative behaviour.

Table 8 – Three dimensions of symptom magnification according to Matheson.



of “non-organic or behavioural signs”[26]. Some additional contributions offer an inter-
esting overview of the evaluation options of effort and consistency [31, 32, 33, 34].

The establishment of self-limiting behaviour and inconsistencies may have far-rea-
ching consequences for the client and must therefore be carefully recorded in the report
with observed facts. The evaluation must not be limited exclusively to the initial situation
- a positive change occasionally observed in the course of the tests must be taken into
account. In the face of a clear lack of effort and self-limitation, the level of physical capa-
city that could reasonably be expected should be judged at least higher than the perfor-
mance demonstrated by the client (after checking plausibility of such a statement based
on somatic diagnoses and clinical findings). If there is a confirmed or presumed psy-
chiatric diagnosis that can affect the client’s willingness to perform, such a statement
must, however, be put into perspective dependent on the case.

Client management within the framework of the tests
As an examiner, one should give the client the best opportunity to do a good test in the
interest of the optimum rehabilitation and reintegration chances as well as to avoid any
permanent disability. As mentioned, fear of movement and physical activity is a frequent
cause of self-limitation. Up to now, being careful and avoiding (painful) activities were
what was required, the doctor gave injections and prescribed x-rays, massage or electrothe-
rapy and possibly cautious movement therapy – and now one should lift a box with weights
all of a sudden! As was previously mentioned, the examiner can encourage the client
more or less as follows to continue the tests: “I understand that you are in pain. But I can
see that your movements are still safe. It is important for you that we find out what your real
performance limit is. We will break off the test immediately if I see that the test performance
is not safe anymore.” Such an approach, with conversation, understanding and interest on
the part of the examiner seeking information from the client helps to build up confi-
dence. In the case of self-limitation and inconsistency, the clients should also be confron-
ted skilfully with this and given another chance to perform a particular test. In this way,
“difficult” clients can often be encouraged to overcome their initial avoidance behaviour
(which is often also iatrogenic in nature), at least to a certain extent.

Validity and reliability of the test procedures
Up to now, only few studies on the reliability of the test procedures are found. Undoubtedly,
this is also related, to a certain extent, to the fact that good studies are methodically difficult
in this complex field of physical, psychosocial and contextual factors influencing work abi-
lity and return to work. Smith [35], Isernhagen [12] and Gross [36] found good test-retest
and inter-tester reliability for the evaluation of lifting tests using observation criteria.
Reneman found good test-retest reliability for the FCE lifting test according to Isernhagen
on 2 successive days [15]. He also found good test-retest reliability for the static tests “ele-
vated work”, “crouch-deep static” and “kneeling”, also under the following different condi-
tions: a) standard method, b) very fast manual activity with screws during the relevant sta-
tic position tests, c) standard method in noisy surroundings [37]. Brouwer investigated the
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test-retest reliability of different tests of the FCE according to Isernhagen, when the test was
repeated after an interval of 2 weeks. In most tests, an acceptable test-retest reliability was
found: Cohen’s kappa > 0.6, percentage accordance > 80%, intra class correlation >= 0.7
[38]. In a study by Matheson, FCE lifting tests proved to be predictive for return to work,
whereas grip strength was not [39]. In an already older study, an evaluation of functional
performance capacity according to Smith also proved to be predictive for a return to work
[40]. Lechner found an average correlation between a prediction based on a similar assess-
ment system with FCE according to Isernhagen and the physical demand level of the
actually performed work activity, only at 14-18% work activity was much more demanding
than the performance level identified in the assessment [41]. Reneman found in younger
subjects (20-29 years old) a maximal endurance for static elevated work (over shoulder
height) of 14.5 minutes and for work in forward bending position of 16.2 minutes. No pre-
dictors have been found, and the authors concluded that only the practical test perfor-
mance allows a judgement on the endurance for these tasks [42]. Dusik examined the
construct validity of ERGOS and found a significant accordance in the investigations being
compared [43]. Construct validity of FCE (in comparison with the Pain Disability Index
and the Pain Visual Analogue Scale) was confirmed in a study by Gross [44]. Reneman exa-
mined the relation ship between disability (measured with the questionnaires Roland,
Oswestry and Quebec) and FCE tests according to Isernhagen in patients with chronic back
pain: whereas the disability was considered to be moderate to substantial based on the
questionnaires, a work-related physical strength level of moderate to heavy was found
based on the FCE tests. The correlations between the surveys and FCE tests were only slight
to moderate. The authors concluded from this that both the survey and the tests were
required to gain a comprehensive picture of the disabilities of patients with chronic back
pain [45]. Gross et al. [46, 47] investigated the prognostic value of FCE according
Isernhagen and concluded that the validity of FCE is questionable. But due to serious flaws
and shortcomings in the study design regarding predictor variable, outcome variable and
concept of use and utility of FCE, the conclusion of this study can not be accepted as
valid [48]. For the question of extrapolation, the study by Saunders is interesting [49]. He
investigated a functional work-related assessment based on ergonomic observation criteria
extended to 22 hours (over 6 days). The results were as follows: a) the reliability of the tests
carried out was good; b) the extrapolation of the loads that could be handled in the DOT
category often (based on the maximum according the test results noted for the category
sometimes) proved to be reliable (declared variation of 73-84%). Further references to stu-
dies on work-related test systems can be found in the work by Innes [3, 4]. For the Spinal
Function Sort, good reliability and construct validity were found [22, 50]. In future, not
only further studies on methodology, but also studies on the outcome and, in particular,
the economic effects of work-oriented assessments would be of major interest.
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Introduction

According to the American Commission for Accreditation of Rehabilitation Facilities
(CARF), work hardening (WH) is “a highly structured, goal-oriented, individualised
treatment program designed to maximise the ability to return to work, addressing the
issues of productivity, safety, physical tolerances, and work behaviours” [1]. WH attempts
to bridge the gap between the patient’s residual functional performance capacity and the
job requirements, focusing on physical (biomechanical, neuromuscular, cardiovascu-
lar/metabolic), functional, behavioural and vocational needs. WH involves a coordinated
interdisciplinary team (including physiatrist, physical and/or occupational therapist, and
– as needed – psychologist, vocational counsellor or other rehabilitation professionals)
and consists of the following components: physical conditioning, simulated work activi-
ties, education, and psychosocial interventions. The duration of WH sessions is usually
several hours (max. 8) daily, 5 days per week. In order to meet the need for a less com-
prehensive program, the American Physical Therapy Association (APTA) also defined a
work conditioning program (WC). WC is a “work-related, goal-oriented treatment pro-
gram for subjects with less complex conditions”, provided by a single discipline, of up to
4 hours per day [2]. WC is limited to function and work related physical conditioning
interventions and does not include behavioural and psychological components. WH or
WC should be provided only to clients that are unlikely to return to work with less inten-
sive and expensive treatments.
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The first WH program was established in 1977 by the American psychologist
Matheson [3]. In 1988, Mayer and Gatchel described the functional restoration program
they had developed for spinal disorders [4]. WH and WC programs were subsequently
described by many authors in the nineties [5, 6, 7, 9, 10], and their components have been
extensively commented in occupational therapy books [11, 12, 13] and supplements of
rehabilitation journals devoted to industrial rehabilitation medicine [14, 15, 16].

Clients

The APTA guidelines state that WH should start after resolution of the initial or princi-
pal injury/illness [2], when subjects are medically stable and without serious diagnosis as
documented by a recent medical examination prior to program entry. As time off work
is inversely correlated to the rate of return to work, early intervention is strongly recom-
mended. When time of inactivity is kept short and use of passive modalities (physical
agents, manual therapy, massage, etc.) is limited, individuals are less likely to develop
symptom magnification and to assume a “sick role”. Most of the studies in this field
involve industrial “blue-collar” workers (mean age ranging from the mid-30s to the mid-
40s) suffering from activity-related spinal disorders, particularly low back pain. For low
back pain, admission to a WH program is recommended 6 to 12 weeks after the onset of
acute symptoms [4, 17, 18, 19, 20]. Clients enrolled in WH programs are usually physi-
cally deconditioned, and their physical abilities do not meet the physical demands of a
targeted job. A psychosocial dysfunction such as abnormal illness behaviour, fear and
depression is often present, but important mental disorders should be excluded. There
should be a reasonable expectation that the client can be reintegrated in a specified occu-
pation. Motivation, of course, is crucial for the success of a WH or WC program.
However, before starting the program it is often impossible to separate true motivation
from a convincingly expressed pseudo-motivation like “Of course, I will do anything that
is good for my back”. For this reason, it is advisable in doubt to enrol the client on a trial
basis.

Program

Programs include flexibility, strength and endurance exercises (specific treatments can be
added whenever necessary), and a highly individualised job-specific training (if return to
previous job is possible, otherwise the goal is to get the person fit for any suitable work).
The program follows an active therapy approach, requiring the “temporarily disabled”
individuals to participate in a daily structured routine that mimics their job (in its phy-
sical, temporal and procedural structure) and minimises incentives for illness behaviour.
The tasks are structured and graded to progressively improve physical and psychosocial
work functions: functional performance capacity, psychomotor skills, work habits and
rules (such as punctuality, attendance, compliance to safety instructions), work proce-
dures and work-related skills (such as task completion, quality standards, productivity),
interpersonal and communicative skills (with supervisors and peers). The training is
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based on the worker’s specific job demands and functional deficits, as defined by a WH
assessment. The ultimate goal of WH is to help the client to achieve, in a safe and quick
way, a level of acceptable productivity for the competitive labour market, increasing
confidence for the resumption of productive work [21]. The duration of daily participa-
tion should begin at a comfortable level (based on baseline assessment), gradually increa-
sing – as work tolerance improves – to the full-work level. Return-to-work rate is a com-
mon measure of success. Some clients may return to a modified light-work schedule
and/or part-time work.

Equipment and space

WC and WH needs equipment for gym and work simulation activities. In order to simu-
late physical work demands, the latter should approximate as closely as possible to the
actual work environment in terms of noise, light, humidity, etc. Rooms for counselling
and additional treatments should be available, access to a gym hall for group exercise (e.g.
aerobics, low impact, games) is recommended. In European countries, WH is usually
located in a rehabilitation centre. For out-patients, return to part-time work may be
implemented already during the program, and on-site work evaluation and/or rehabili-
tation can be added, if appropriate. In general, there is no need for expensive high-tech
equipment. A set of devices for resistance training and simple work-simulation systems
(such as bolt box, brick wall, assembly etc.) is usually sufficient; job-specific work stations
are added for individuals with special work demands.

Assessment

A work-related baseline assessment should consider the physical and psychosocial factors
affecting the person’s ability to participate in the program and later return to work.
Assessment should take account of neuromusculo-skeletal and cardiovascular status,
work-related functional capacity, vocational status (including work demands) and incen-
tives for return to work, behavioural issues (including strategies to cope with the actual
disability and motivation to improve function, symptom magnification tendencies,
abnormal pain behaviours, and work motivation), and other psychosocial or financial
factors.

Structured interview and questionnaires
on medical and psychosocial issues

The evaluation starts with a review of the worker’s medical history and condition. The
client should carefully report pain and other symptoms and how he copes with them,
perceived functional limits and work tolerance, and use of medication or other treat-
ments prior to the program. The key questions are: is the client’s description of symp-
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toms and limitations clear and specific, or is it vague, generalised and leaning to catas-
trophising (cf. § [Recognition of symptom magnification and self-limitation])? Is this des-
cription consistent with medical findings or not? Does the client use active strategies to
cope with symptoms or to overcome limits? Did he/she have mainly passive modalities
and medications or also active training as previous treatment, and what was the reaction
to the treatments? Evaluation proceeds with a job description (cf. § [Job evaluation]), the
person’s work-related abilities and interests, the social environment and its interaction
with the disability, and non-vocational activities involving employment-related beha-
viours (hobbies, sport, social groups, etc.) [7, 12]. A useful questionnaire for assessing
clients’ beliefs about their work-related abilities and deficits (which can differ from
results of functional capacity evaluation) is the Spinal Function Sort [22]. A systematic
and very helpful checklist of possible barriers for rehabilitation and return to work are
the yellow, blue and black flags [23, 24]. Parts of this intake evaluation can be re-admi-
nistered at discharge, for outcome evaluation.

Physical assessment

The clinical examination includes generalised testing of range of motion, manual muscle
testing, sensory screening and tests for motor coordination and manual dexterity.

The main part of physical assessment is a work-related Functional Capacity
Evaluation (FCE) as described in chapter 6. In addition to the FCE battery, an assessment
of cardiovascular endurance (e.g. ergometer test or a walking test) is recommended,
because a deficit in this field is common in clients with chronic disorders. For a minimal
functional evaluation, at least the following tests of FCE should be performed at the
beginning and end of the program: lifting floor to waist, horizontal (waist to waist) and
waist to overhead, unilateral carrying, standing and sitting for longer time, walking. Other
FCE tests can be done as part of a standard test battery or according to the work demands
of the client: pushing and pulling, grip strength, elevated work (overhead), forward bending
(stooping), crawling, kneeling, crouching, squatting, stair and step ladder climbing, balancing,
hand coordination. In some cases, work-specific activities should be assessed as well (e.g.
building a wall with bricks). The main criteria for these evaluations are: safety of adminis-
tration, reliability, job relatedness, practicality, and predictiveness [12]. The FCE measure-
ments should be compared with the physical demands of the job to which the client is
expected to return (job match grid), to ensure a properly designed rehabilitation plan
and reasonable return to work decision making. As discussed in the chapter of this book
on FCE (cf. § [Functional Capacity Evaluation]), assessment of work-related functional
capacity is complex and therefore a methodical challenge for studies. Only few studies on
FCE have been carried out, and there is no universally accepted operational definition for
FCE batteries [25, 26]. Nevertheless, many tests have reasonable content validity and
good reliability, particularly those consisting of simulation of critical demands or func-
tional tasks performed with standardised procedures [27]. For this reason, at present FCE
is the best available option for assessment in work-related rehabilitation (widely reco-
gnised by rehabilitation professionals, by insurance companies and also in court). In
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addition, FCE helps in identifying symptom magnification and self-limitation (cf. §
[Recognition of symptom magnification and self-limitation]). In this case of observed self-
limitation, the “maximum” performance does not represent the true functional capacity;
the observations referring to this and the consequent drawbacks in the results’ interpre-
tation should be documented in the report on the assessment.

Recognition of symptom magnification and self-limitation

Recognition of any symptom magnification and self-limitation is crucial, not only for
judging the validity of the FCE results, but also for optimising program management
and, in particular, training dosage. The rehabilitation team should therefore be able to
assess whether clients are really working at their physical boundary or are limited by psy-
chological factors. Self-limitation is mostly due to fear of movement (threat of tissue
damage or pain aggravation). However lack of understanding of the program principles,
unwillingness to return to work (e.g. due to problems at the workplace) and/or secon-
dary financial sickness gain can also play a role. Symptom magnification and self-limita-
tion are discussed in detail in the chapter of this book on FCE by Oliveri. For their eva-
luation, the following issues – based on the interview or questionnaires and physical exa-
mination – are most important:

– description of symptoms and limitations: specific or vague and global with catas-
trophising?

– social role of the symptoms: does the client have some control over the symptoms
and does he/she still participate in various social activities, or do the symptoms dominate
all aspects of life (the client as prisoner of the pain)?

– does the client estimate his/her own functional abilities as very low, e.g. resulting in
a very low index of the Spinal Function Sort?

– does he/she clearly underestimate the level of function compared to results of func-
tional test?

– is the client willing to perform the physical tests and continue until observed func-
tional limits in spite of some pain increase or discomfort, or does he/she stop very early,
before the therapist identifies any functional problem?

– are there important discrepancies between clinical examinations (e.g. Waddell
signs), answers in the interview or questionnaires, and FCE-tests, or between different
physical tests with comparable physical demands? [23, 24, 28, 29];

– is the client willing to perform a minimum of training tasks at a reasonable performance
level and to gradually increase the performance level within the first week of the program
(provided that any severe and strongly restricting clinical condition has been excluded)?

Clients focusing on pain should learn to accept that a quick resolution of their pain
problem is not realistic, and that the primary goal of WH is restoration of function. In
order to change the focus from pain towards function, weekly assessment of functional
evolution (FCE tests or training performance level) and a formal feedback of the results
for the client is critical. The clients should learn to really appreciate their functional
improvements in spite of the fact that some pain is persisting.
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Job evaluation

A job description from the client and/or company is the first preliminary method for obtain-
ing a report of the worker’s job tasks, including duration, the physical, functional, and
psychological demands of the job, and the use of specific equipment, tools and materials
[7]. Work-related sensory components and environmental conditions are also important.

An early visit to the workplace (usually by the therapist together with the client and
possibly with an outside case manager) can play a significant role in the rehabilitation
program. Such a visit can be part of both assessment and intervention:

– it shows the client the central value of his/her return to work within the WH pro-
gram;

– it engages the employer and those in charge at the company in the WH concept and
process, in order to find the best solutions for client’s re-entry and maintenance at work,
and remove prejudices towards the “handicapped” member of staff;

– it helps understanding of the exposures of a specific job and problems the client
must overcome to return to the job, and it is essential for planning ergonomic modifica-
tions at the work site if needed (cf. § [Ergonomic interventions at the work site]);

– it makes it possible to design an accurate environment to simulate the job-specific
tasks and establish the job performance criteria on which program goals are based. It also
offers an opportunity for borrowing actual tools and materials that are appropriate for
work-simulation training (if needed).

Sometimes, telephone contact with the company is sufficient or the only realistic
option for geographical reasons.

In other cases an extended job analysis is compulsory [30, 31]. Furthermore, it is
important to be aware that there are notable differences in workers’ physical performance
depending on gender (women have on average 65% of the strength of men), age (people
at 55 years have lost on average 15% of the strength they had at 25 years of age) and inter-
individual differences (both due to constitutional factors and specific skills acquired
during work experience).

Intervention

General considerations regarding intervention

Relationship between psychologically-oriented interventions
and physical training

As mentioned, many clients with (a tendency to) chronic musculo-skeletal disorders pre-
sent not only severe deconditioning but also important psychological and behavioural
problems. The latter include fear of movement, symptom magnification, disorganisation
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of daily activities, stress, depression, loss of hope and life perspectives, problems related
to financial uncertainty, etc. Psychological or behaviour-oriented interventions (such as
the goal setting process, information and education on coping with pain, and symptom-
negotiation training (cf. § [Goaling process/Structured information and education on
coping with pain/Enhancing self-efficacy beliefs]) pave the way for the physical training as
they build up knowledge of the WH concept and willingness to tolerate intense physical
training (in spite of pain and discomfort that often accompanies it, especially in the first
period). These psychologically-oriented interventions may require a considerable amount
of time: from 2 hours/day [32] to around half the daily duration of the program [33].

The client’s role: personal responsibility and self-treatment

Patients’ healing expectations – in particular the belief that passive modalities such as
manual therapy or massage or extended medical investigations will heal their pain –
often result in a dependence on doctor and therapist (that is sometimes also promoted
by the two professionals). Waddell associated this medicalisation and extensive medical
investigation of unspecific back pain and lack of self-activity and responsibility with the
epidemic-like increase in disability due to back pain [29]. Matheson called the therapeu-
tic approach to chronic pain that primarily aims at pain reduction “the feel good trap”
[34]. Patient and therapist may be satisfied by the temporary effect of such modalities,
but in the long term this approach is counterproductive. In contrast, clients in WH must
take responsibility for their treatment, supported by the therapist and the whole rehabi-
litation team. They are learning to perform the training by themselves and to “negotiate”
with their symptoms (cf. § [Symptom negotiation training]).

Role of the rehabilitation team: uniform treatment planning
and patient management

The rehabilitation team (which comprises the doctor and therapist involved, as a mini-
mum) is responsible for assessment, treatment planning – including the global and
weekly goals – and therapy. The team approach must also guarantee the “unité de doc-
trine” [uniform doctrine] regarding method and program structure as well as the infor-
mation that is given to the client.

Role of the therapist as a coach

In WH, the therapist is not a helper or a healer, but mainly a coach. The coach must be
aware of the psychological implications of his/her therapeutic conduct, and behave as an
enabler, not as a manipulator or someone who gives orders. He/she should not just
confront his/her concepts and decisions, but merely holds up a mirror to the clients, i.e.
presents them with the consequences their own ideas and behaviour. Coaching is thus an
aid towards self-help, whereby other ways of thinking and action patterns should be
stimulated. The coach should ask the correct questions, leaving the client to find the
correct answer.
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The greatest challenge in the art of coaching is the ability to negotiate and determine
weekly goals at the crossing point between the requirements imposed by the primary
goals of the program and the clients’ capacity for achievement based on his/her current
physical and mental state.

Goaling process

Primary goals

The selection of primary goals is one of the first steps in the WH program. It assists the
client in communicating their concerns, preferences and attitudes and acquiring a sense
of responsibility for their own behaviour, it also helps to develop a rational basis for plan-
ning and monitoring the interventions. The goals are both personal and job-related and
must be negotiated with the client (taking also into account the targets of the employer
and insurance company that pays for the program). Goals can be determined on an acti-
vity level (e.g. climbing stairs, carrying a shopping bag, putting goods on overhead
shelves, or driving a car) and on a more global participation level (e.g. return to previous
work, or pursuing a certain sport again). The goal setting process can include the follo-
wing steps [34]:

– listing of occupationally-significant and personal goals by a structured interview;
– ranking of goals in ascending priority of importance (discussing first what is consi-

dered least important and ending with the most important item – this direction is easier
for the client). Then the list is rewritten in the order of descending priority. The client is
now asked to go through this list with at least one confidant and make meaningful cor-
rections;

– formalization and distribution of the goal document: the client must hand copies
of the definitive list to some confidants to inform them of his/her goals.

Many clients initially mention freedom from pain as their most important goal. After
further discussions, most acknowledge that this goal is unlikely to be achieved in a few
weeks after long-lasting pain. They then usually accept the formulation of more realistic
and functional goals and give them higher priority than pain relief. Therefore, discus-
sions about the goaling process also help to shift the client’s focus from pain towards
function and activities.

A useful tool for activity goal setting, the SMART form (Specific-Measurable-
Acceptable-Realistic-Time), has been developed by the Pain Management and Research
Centre of the University of Maastricht. It has proven its value at different pain clinics in
Holland. Clients are asked to note down 5 activities in which they feel limited. They
should then note how important each activity is for them (rating of 1 to 5) and how well
they would assess their current ability to do that activity (1 to 5). Based on these answers,
goals and time limit to achieve them are negotiated between the therapist and client and
noted on the lower part of the sheet.
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Role of weekly goals and visits in the goaling process

Measurable weekly goals can be derived from the primary goals. The art of setting weekly
goals lies in “neither raising the bar too high nor leaving it too low”. If goals are too ambi-
tious they will remain unachieved, which demotivates the clients and undermines their
self-efficacy (cf. § [Enhancing self-efficacy beliefs]). Conversely, if goals are too easy, the
primary goals will not be achieved within the requisite time. Moreover, inadequate chal-
lenges do little to develop enthusiasm and self-confidence.

In weekly visits or conferences, goal achievement of the previous week is examined
and the goals for the next week set. At least the doctor (senior physician or resident), the
therapist in charge for treatment and the client should take part. A psychiatrist or psy-
chologist, vocational counsellor or social worker may also be present if necessary. The
visit should take place directly in the training premises, so allowing to look together at
relevant or problematic exercises and make observations and proposals on the spot.
Doctors can thus evaluate clients directly “at work” in the program, and – with their
“authority” – praise or encourage them or admonish them for inadequate effort. The aim
of combined on site observations is also to cross-validate the observations and assess-
ments made by individual members of the team during the week. A central working ins-
trument is the goal and progress form, in which the primary goals, problems, relevant
weekly goals and goal achievement as well as the tasks of team members are continually
updated. As already mentioned, most of the weekly goals should be measurable (e.g.
weight or walking distance, number or duration of repetitions, number of series or laps
per day) in order to monitor the performance and give objective feedback to the client
(also in graphic form). Prior to the visit, the therapist’s job is to enter the goal achieve-
ment of the past week with comments as well as proposals for next goals and proper
pacing of the level of progressive challenges.

Structured information and education on coping with pain

The information and messages to the clients on coping with pain as well as behavioural
therapy should be closely linked to clients’ experience in practical training and possibly
include additional measures for stress management, relaxation or pain treatment.

Contents

The pain concept of many clients is related to experience of acute pain: these clients asso-
ciate pain with threat and fear of tissue damage, thus pain-producing activities are avoi-
ded and disability increases. This belief is also supported by damage-associated informa-
tion from some doctors or therapists, for example, about “arthritis” or “slipped disks”,
and recommendations (beyond the acute phase) such as “You shouldn’t put any strain on
your back, don’t bend and don’t pick up anything heavy” [35]. Fear and stress lead in turn
– via an increase in muscle tension and a lowering of pain threshold – to increasing pain.
Explaining the difference between acute and chronic musculo-skeletal pain can help
clients to reduce fear and stress and improve their willingness to participate in a WH pro-
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gram. Information and training should be behaviourally oriented (cf. below in this § and
also [Symptom negotiation training]) and not largely consist of medical explanations
based on anatomy and pain physiology [20].

Important core messages to give the back pain client are:

– chronic pain does not mean harm! It is not dangerous to move and stress your body
when you are in pain! In fact, this is necessary in order to escape from the vicious circle
of avoiding physical activity, loss of fitness and pain;

– chronic pain usually cannot be reduced in a short time. However, it is possible to
increase performance capacity with intensive training despite pain. In many cases, a
reduction in pain will then occur in the long term;

– some pain increase usually occurs at the start of the program as under-used muscles and
joints are now trained, and the body has to readapt to higher activity level. This is normal!

– in this program, the primary goal is not pain reduction but increasing your perfor-
mance capacity. This will be measured weekly as the main criterion for your success. An
intensive training program creates the prerequisites for successful return to work.

It is well-known that psychological factors play an important role in chronic pain. To
explain the interdependent functioning of physical and mental factors, information may
begin with the message: “Psyche and body are not independent of each other. A physical
change has an effect on the psyche and vice versa. For example, experiencing fear or stress
leads to an increase of muscle tension, heart beat or sweating. The response from the emo-
tions and the behavioural reactions can influence personal experience of pain. This is good
news, because this offers possibilities to gain a certain control over back pain”
(cf. § [Techniques of relaxation, awareness and diversion]).

One important goal of psychologically-oriented intervention is to overcome fear-avoi-
dance behaviour [24, 29, 36]. Fear cannot be “talked away”: overcoming fear is a cognitive-
behavioural therapeutic task. The goal is to create challenging situations in which clients
can learn from their own experience to reduce their exaggerated fear about tissue damage
during painful activities and thereby approximate their expectations to reality (cf. §
[Symptom negotiation training]). In addition, the connection between fear and chronic
pain can be illustrated using the Vlaeyen model “Fear of movement/(re)injury” [36, 37],
that postulates two opposed reactions to fear of movement or tissue damage: confrontation
and avoidance. If there is no serious back pathology, the confrontation with everyday chal-
lenges and more or less normal daily activity despite back pain probably leads – as an adap-
tive response – to a fear reduction and promotes functional recovery. In contrast, avoi-
dance leads to the maintenance or exacerbation of fear and possibly to a phobia-like condi-
tion. Avoidance maintains the vicious circle of feeling pain → catastrophic ideas of pain →
fear of pain → avoidance of activities → reduction in tolerance to strain → (even more) pain.
Clients should be aware that back pain mostly is a harmless everyday problem that they
can check themselves and not a serious illness that requires particular caution and care.
This applies also to back pain after resolution of the primary damage in case of an injury.

If necessary, behavioural training regarding communication about back pain is also
meaningful. It can help to get rid of the habit of talking incessantly about pain and fre-
quently showing that one is in pain (e.g. limping, supporting one’s back with the hand or
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even using a stick when walking). Clients should understand that this behaviour pro-
motes focusing on pain, and also leads to their complaints being taken less and less
seriously. In contrast, communication on other topics helps to keep pain at a distance.
Within the framework of the WH program, “rules of the game” can be agreed upon, e.g.
“In the morning, we discuss your pain because we take your pain seriously and would like to
be informed about it. After that, however, you should not talk about it any more if possible
until the next day and also show your pain as little as possible. Instead, try to find some diver-
sion from pain. Think of all the other things in your everyday life, which are important to
you and which you can talk about with others”. In order to train this communication
excluding pain issues, the therapist and doctor should show interest in other areas of the
client’s life (e.g. hobbies, things that happened at work or with the children, politics, etc.),
and try to draw the patient out on these themes.

Methods for structured information

An individual explanation by a doctor, therapist and/or psychologist has many advan-
tages: the information and advice can be tailored to intellectual levels and individual pro-
blems, the client is addressed directly, discretion is guaranteed, and the best language for
communication can be selected (language is a problem for rehabilitation clinics with
many immigrants). In comparison to group discussions, however, individual talks pre-
clude any exchange of information and interaction between clients. From the clients’
viewpoint, statements made by fellow patients often appear more credible than those
made by seeming healthy doctors, psychologists or therapists who do not know what it
means to suffer pain every day. Therefore, it is often worthwhile introducing information
using the following approach: “Just the other day, a patient told me that…” “Other patients
have found that...”. This is better accepted than a theoretical approach. In the case of
people from other cultures, it can be useful to have a mediator. A written booklet on how
to learn to cope with pain can be very helpful in supporting education. The client is asked
to read it and prepare questions for the next consultation with the psychologist, therapist
or doctor. Stimulated by the patient pamphlet “The Back Book” [38], which gives advice
on coping with acute or subacute back pain, the WH team of the Rehabilitation Clinic
Bellikon has issued a learning program on coping with chronic pain [info@rehabelli-
kon.ch]. The inclusion of such an assisted self-study task within the information process
emphasises the principle of self-responsibility and provides a tool for evaluating the
client’s willingness to learn about coping with pain.

A closed education group can also be meaningful if the usually referred clients are
linguistically and culturally fairly homogeneous. A combination of preliminary indivi-
dual information and education and then participation in an open education group with
exchange of experience may be a valid compromise.

Enhancing self-efficacy beliefs

In his important work “Getting a handle on motivation: self-efficacy in rehabilitation”,
Matheson set out the basic principles of self-efficacy, goaling process and motivation
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referring also to works by Bandura and White [34]. Self-efficacy is based on the percep-
tion of personal competence and skills. It influences people’s behaviour, motivation, ways
of thinking as well as emotional reactions to challenging circumstances. According to
Bandura, self-efficacy beliefs is an important component of motivation, it encourage one
to carry out new activities. White postulated an urge towards competence (i.e., sense of
the ability to influence and control one’s surroundings) and self-assertion, and he posi-
tioned this urge at the same level as the urges for satisfaction of hunger, sex and safety.
Specific goals in the occupational and private field can be understood as an expression of
this urge. Normally, temporarily disabled people are motivated to discover every day
what they can still do or do again in order to regain their skills as fast and completely as
possible. In some people, however, this urge towards competence appears to be blocked,
and they develop avoidance behaviour, mostly because they feel threat of damage or pain
when performing movements. This results in lack of control over symptoms, increasing
disability, hopelessness and poor motivation. Sometimes a more or less conscious sick-
ness gain also plays a role. The result is not only persisting disability and lack of partici-
pation in social life but also, in particular, the feeling of being an invalid, i.e., an overall
lack of self-efficacy.

How can this destructive process be stopped and reversed? There are two main
means: the goaling process, and symptom negotiation training.

Goaling process as a means to enhance self-efficacy

The feeling of competence and/or trust in one’s own strength is based on success.
According to Harding, “Increased self-efficacy is closely linked to successful rehabilitation...
To increase confidence, patients need to attempt something previously feared, achieve it,
and recognise it as their own achievement. Thus, persistent goal attainment will reinforce
self-efficacy and lead to a perception of mastery over the problem and the task.... Goals must
be personally relevant, interesting, measurable and achievable. Goal setting should be a
matter of negotiation between the patient and the therapist” [39]. The goaling process as
a whole, the consistent, realistic and measurable weekly objectives, the relevant achieve-
ment of these weekly goals and the associated feeling of success are thus the cognitive-
behavioural therapeutic alpha and omega of the rehabilitation process. In this way,
clients learn to recognise and appreciate an improvement in their functions as a result
of rehabilitation instead of clinging to a “pain barometer” as they had largely been doing
before.

Symptom negotiation training

Many clients with chronic back pain cannot “negotiate” effectively with their symptoms
or cope with their pain. They experience their symptoms as being more or less beyond
their control. As they cannot predict the pain behaviour, they feel unable to exert control
over their pain, themselves and their environment. This, in turn, increases the lack of self-
efficacy. Symptom negotiation training is therefore an important training element for
these clients in a WH program [34]. It is based on the following principle: when symptoms
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can be predicted, they can be better controlled. To achieve this, the therapist must create
situations in which the symptoms appear in a predictable way and for which prediction
and control by the client are facilitated.

The most important strategies for symptom negotiation training are:

Graded activity

This approach is based on a tasks presenting a gradually increased activity level. The star-
ting point and the increment are set by the therapist in such a way that a clear relation-
ship between activity and symptoms can easily be felt by the client. For example, in a pro-
gressive lifting test, load, lifting height, speed or rate can be increased. The purpose of this
exercise is not, however, to evaluate lifting performance, but to clarify the connections
between stress level of the task and symptoms. Some clients have initially to learn to dif-
ferentiate pain levels as shades of grey rather than as black-or-white (i.e., either no pain
or catastrophic pain).

Graded exposure to feared movements

This method [36, 37, 40] resembles the “graded activity”, but clients are exposed as rea-
listically as possible to the specific physical stress that they are afraid of: “For example, if
the patient fears the spinal compression produced by riding a bicycle on a bumpy road, then
the graded exposure should include an activity that mimics that specific activity, and not just
a stationary bicycle. Such an approach gives the individual an opportunity to correct the
inaccurate predictions about the relationship between activities and harm” [36].

Pacing

Clients with painful disabilities often function according to an “on/off” principle (“Yes,
I can” or “No, I can’t”). They should experience that by adjusting their working pace
there are intermediate options: e.g., doing things slower, making short breaks, doing
some stretching, loosening up or relaxing exercises in between, alternating work activi-
ties, etc.

Modification of working techniques, tools or workplace

Many clients with pain-related disabilities have not yet learnt to appreciate the value of
working smart rather than working hard. They keep on working as uneconomically as
they did before the accident/disease or even worse. Ways of modifying working tech-
niques and requirements as well as tools and workplace (cf. § [Tool modification]/ § [Job
site modification]) should be evaluated [41].

Coping with exacerbated pain

An exacerbation of pain during rehabilitation is a challenge for a client’s self-manage-
ment and should be used for education of proper pain behaviour [39]. Clients should
learn to avoid panic and assess the pain situation realistically, and to avoid, for instance,
alarmed consultations at emergency wards. They should apply the learned self-treat-
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ments for pain relief (e.g. cool packs, relaxation technics, the meaningful use of medica-
ments) and analyse the likely causes of the acute pain attack.

Physical conditioning and functional restoration

The avoidance of pain-producing activity generates physical deconditioning that should
be treated through an exercise program aimed to increase muscle strength and endu-
rance, flexibility, motor coordination, and cardiovascular fitness. The terminology for
describing such programs includes “functional restoration”, “physical reconditioning”,
“dynamic strength exercises” and so on [42].

Increasing strength

The prescription parameters for optimal strength training are as follows [43]:

Mode and intensity

The training stimulus to produce resistance can come from the weight of the body or any
of its segments, from free weights, elastic bands or tubing, or weight machines. The exer-
cise can be isotonic (alternating concentric and eccentric muscle activation that moves a
body part through a range of motion against resistance), isokinetic (involving specialised
equipment that provides “accommodating” resistance so that the joint moves at a
constant angular velocity), isometric (muscle action that is performed against resistance
at any point in a joint’s range of motion, for periods of 5-10 seconds, and that produces
no joint movement), or plyometric (requiring eccentric activation of muscles against a
resistance, followed by a brief amortisation period, and after by “explosive” concentric
activation).

When isotonic exercises are performed, the concept of a “Repetition Maximum”
(RM) should be used to prescribe the weight or load that one lifts: “n” RM represents the
maximal load a person can move for n repetitions before fatigue in conditions of good
technique, for example a 1 RM is the maximal load for one (and only one) repetition. To
elicit improvements in both muscular strength and endurance, the American College of
Sports Medicine recommends performing 8-12 repetitions (i.e., 8-12 RM, corresponding
or 60-70% of 1RM). Some other programs suggest 15-20 repetitions (corresponding 50-
60% of 1 RM) for patients with musculo-skeletal disorders or older persons in order to
avoid tissue strain, but there is no evidence to justify this precaution, with the exception
of evident lack of tissue tolerance to strain (in such case, a starting dosage of 20 RM is
usually adequate). A training for local muscular endurance (e.g., > 20 RM) is recom-
mended when more repetitive activity is needed at work. Furthermore, also power deve-
lopment programs (using light to moderate loading for 6-10 repetitions with high repe-
tition velocity) may help to optimise functional abilities.

Conversely, in some specific working activities the loads and repetitions established
in the FCE tests can be transferred directly to training, e.g., the 5 repetitions used in the
FCE lifting tests have proved appropriate also for lifting training.
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Fig. 1 – Training of cardiovascular endurance and back stabilisation.

Figs. 2a and 2b – Training of back strength and flexibility.



Number of sets

One set of 8-10 exercises that conditions the major muscle groups might be enough for
strength training in healthy subjects, but a 2-3 set regimen may provide greater benefits
in the case of important deconditioning and pain, or when strength endurance is requi-
red at work.

Frequency per week

Two to five times a week (5 times applies more for rehabilitation of important decondi-
tioning and/or self-limitation due to symptom magnification).

All three parameters (intensity, duration, frequency) contribute to the training volume.
The volume should exceed that which the muscles normally encounter. This “overload”
induces muscles to adapt and progressively increase their ability to generate force.
Dynamic muscular strength improvement is greater when eccentric actions are included
in the repetition movement. The training program should emphasise multiple-joint exer-
cises and functional closed kinetic chain movements. Also free weights (e.g., dumbbells or
exercise ball) are important because they produce patterns of intra- and intermuscular
coordination that mimic the movement requirements of specific tasks. Coordination is
also improved when doing work simulation training (cf. § [Work simulation training]).

The responses to strength training are both functional and structural [44].
Functional changes include more motor units recruited during a task, more synchroni-
sed recruitment of motor units, and less activation of antagonist muscles. Structural
changes are increased activity in muscle metabolic enzymes, hypertrophy of muscle
fibres, increased size and activity in mitochondria, and splitting of fibres (without true
hyperplasia). Strength gains that occur in the first two to three weeks of an exercise pro-
gram are due to functional changes. Structural changes take longer. The exercise pres-
criptions produce changes that are specific to: 1) muscle group; 2) joint angle or range of
motion; 3) type of muscle action; 4) speed of muscle action; 5) muscle fiber type; 6)
metabolic energy system. For these reasons, general motor performance and coordina-
tion improve more when the training exercise components also address the specific tasks
or activities of the individual worker (cf. § [Work simulation training]).

Particular exercises can sometimes reduce muscle pain, especially when a more
intense muscle training (at 10 RM) is performed. Possibly, a high recruitment demand
has greater impact on muscle areas respectively fibres that are tense and painful (which
do no longer react normally to a low level of neuromuscular recruitment). As a conse-
quence, these areas get (better) activated, local blood circulation and metabolism will
improve, and their increased contraction is then followed by (better) relaxation.

Strength training in painful conditions

Many clients with persistent or chronic pain feel pain or even more pain when doing resis-
tance exercises. Should strength training take place under these conditions? Is it possible
to gain strength and endurance when exercise performance is limited by pain? In general,
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persisting or chronic pain is not a reason for avoiding resistance exercises, nor is it an abso-
lute limit for dosage (dosage should be monitored by criteria of safety and fatigue) but
appropriate consideration should be given to the pain behaviour. When clients are reliable
and willing to join in, less “pushing” is necessary and you have to check that they do not
overtrain. Conversely, self-limiting clients should be pushed as far as they tolerate the
loads: it is essential to negotiate a compromise that permits both progress in training as
well as client’s cooperation. Under this condition, the “strength training” will be initially
more akin to a pain tolerance training until the client tolerates weights that really produce
a physical training effect. Given a linear ratio of pain and load, it is always possible to ask
for a “more courageous” level without risk of delayed long-lasting pain or soreness, but
particular caution is needed concerning initial performance levels if delayed and/or long-
lasting pain due to exercises are known or expected by the patient. In selected cases, elec-
tromyostimulation can be added, especially when pain significantly inhibits active muscle
recruitment. Strength training should not be applied in case of substantial painful muscle
irritation, and people suffering from inflammatory musculo-skeletal disorders and fibro-
myalgia are not eligible for training in painful conditions.

Strength training through full range of motion?

As already mentioned, strength, coordination and stabilisation ability are specific for
range of motion (ROM). If part of ROM is not loaded or trained for a long time (e.g.
pronounced lumbar flexion), a local deficit of stabilisation ability will develop and per-
sist. However, loading for instance in lumbar flexion occurs from time to time in daily
activity or during work, and damage can easily occur. Therefore it is important perform
strength training over the whole ROM. If tolerance to resistance is considerably dimini-
shed in the more painful part of ROM, temporarily splitting the movement into two arcs
and training the more painful part at a lower resistance than the rest. A similar choice is
recommended for a middle painful arc, where training should focus on both sides of
ROM leaving out the painful area and aiming to progressively bring closer the two trai-
ning sections. Appropriate maximal loading throughout the entire ROM can be obtained
also with the accommodating resistance of a isokinetic device.

For certain disorders (e.g. osteoarthritis, disc herniation, spinal stenosis or spondylo-
listhesis) where repeated movements produce important pain increase, stabilisation trai-
ning with only minimal movement in the middle part of ROM should be prescribed, as
the “lesser of two evils”. A good option therefore is the training concept “neutral spine”
[45, 46], which is based on old well-known back exercises, but forms a unique concept
because of its consequent instruction and implementation of the stabilisation principle.
First of all, clients learn how to find and maintain their best individual (lumbar) “neutral
spine” position (when pain is minimal). In the course of further training, they practise
keeping this position stable at all times while increasing movements and exercises of the
arms or legs. Corresponding training on weight machines can be done in such a way that
the weight is only lifted and moved little in the “neutral spine” position.
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Increasing flexibility

Flexibility exercises should be incorporated into the overall fitness program to improve
and maintain range of motion (ROM) [43]. Daily exercises should stretch the major
muscle groups. A greater flexibility improves joint function, enhances muscle perfor-
mance, prevents muscle injury (especially during eccentric exercise) and other soft-tissue
injury, and decreases post-exercise soreness. Furthermore, more flexible muscles permit
greater storage of elastic strain energy and greater force production during plyometric
activities. Relevant parameters for stretching protocols include intensity of stretching
force, and duration and frequency of stretch. The most widely used protocols consist of
static elongation for 10 to 30 sec at a range that causes mild discomfort. The majority of
stress relaxation takes place during the initial 12-18 seconds. Slow rates of elongation
permit greater stress relaxation than faster rates and generate lower tissue forces. For res-
triction of lumbar flexibility, repetitive self-mobilisation exercises according to McKenzie
appear valuable [47]. A high number of repetitions (e.g., 10 x every hour) and effective
stretch at the end of the movement is decisive in order to stretch also structures such as
shortened ligaments or joint capsules. For flexibility training, strength training machines
are also suitable: a low weight is chosen and full range of movement during the concen-
tric and eccentric phase is emphasised.

Increasing cardiovascular endurance

Many clients with long-lasting musculo-skeletal disorders have poor cardiovascular
endurance. The endurance training is thus an important component in a work conditio-
ning or hardening program. The prescription parameters for optimal endurance training
are as follows [43]:

Mode and intensity

Exercise should train large muscle groups (at least 1/6 of the global muscle mass), be
continuous, and involve aerobic, rhythmic activities (e.g., walking or hiking, running or
jogging, cycling, cross-country skiing, aerobic dance or group exercise, rope skipping,
rowing, stair climbing or step trainer, swimming, skating). The most effective exercise
prescription begins with an aerobic activity that the client enjoys. A prescribed schedule
of stepwise increments in intensity, duration and frequency should gradually lead to a
maintenance level of fitness. Exercise intensity is calibrated by establishing a training
heart rate at 65%-90% of maximum heart rate (MHR, equal to 220-age in years) or 50-
85% of HRR reserve (HRR = MHR – resting heart rate). Other widely used formulas for
the training heart rate are 190-age or 170-[age/2]. Lower intensity exercise (55-64% of
MHR or 40-49% of HRR) is appropriate for unfit individuals. While the equation based
on MHR is easy to teach to clients, applying it to older people can be problematic,
because it may calculate a training value that is too close to the resting heart rate (so for-
cing the person to exercise at only the most trivial intensities). In these cases, the inten-
sity should be based on a HRR percentage or the “rating of perceived exertion”, which
rates the individual feeling of the exercise intensity by an ordinal scale from 6 (“very, very
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light) to 20 (“very, very hard”) (Borg scale). The latter also may be a relevant measure
with clients using beta-blocker medication, where heart rate recommendations based on
MHR do not apply.

Duration

It depends on intensity, and activity can be continuous or intermittent. Lower-intensity
exercise should be performed for at least 30 to 60 min, whereas more intense exercise
should last at least 20 min. The first type of exercise is safer and often associated with bet-
ter adherence than the latter. Less fit individuals can start “building up” exercise bouts
throughout the day as long as each bout lasts at least 10-15 minutes (including 3 minutes
to achieve the steady state).

Frequency per week

Three to five times a week.

The main benefits of endurance training are:

1) it maintains and improves cardiovascular function; 2) it reduces risk factors associated
with many common chronic diseases (coronary artery disease, diabetes mellitus, hyper-
tension, obesity, etc.); 3) it improves bone health and reduces risk for osteoporosis (espe-
cially in postmenopausal women); 4) it improves postural stability and reduces risk of fal-
ling; 5) it improves general health status, and particularly mood and concepts of personal
control and self-efficacy. Some of these features, of course, also apply to resistance training.
Matheson demonstrated that both strength of back muscles as well as cardiovascular
endurance contribute, independently of each other, to lifting performance capacity [48].

Circuit weight training

Circuit weight training (sequence training) is a useful compromise that allows to train
strength, muscular endurance and cardiovascular endurance fairly efficiently in one trai-
ning session [49]. Individuals proceed immediately from one weight machine (10 repeti-
tions) to the other without any rest interval in-between. The sequence of the equipment is
arranged so that the body region trained varies when the weight machine is changed. This
prevents muscular fatigue from becoming a limiting factor in producing a cardiovascular
effect. The choice of exercises includes about 8 to 12 machines that cover a wide spectrum
of functions. Typical equipment includes a back extension and trunk bending, pull-down,
shoulder press and leg press. For back training, the inclusion of trunk rotation, lateral
flexion as well as hip abduction is important to train also stabilisation in the frontal plane
and during rotation. This is important in asymmetric pain patterns (single-sided pain,
radiating in the direction of the buttock or leg and/or with single-sided loads). Circuit trai-
ning is a well-standardised form of basic training and can be quickly developed with clients
as a basic module. Depending on the disorder, some of these exercises also address speci-
fic problems. In addition to sequence training, other more specific training exercises can
be implemented if needed, for stabilisation of spine or peripheral joints, for example.
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Work simulation training

Work simulation is the crucial part in the functional training of a WH program. It
mimics many job situations, functional postures and tasks, so offering clients the oppor-
tunity of practising work activities and procedures in a “therapeutic” framework, in order
to train job-specific deficits step by step. Moreover, this training allows one to monitor
the client’s safety practices, productivity, work behaviours, use of tools and equipment,
and complex functions. In this way, clients can progressively regain confidence in their
work-related abilities, e.g. when coping with loads and handling tools, in terms of endu-
rance over several hours, and thus eliminate their fears of strain and demands in the
workplace before they return to work. Work simulation training also emphasis the clear
focus on return to work. As work-simulation training is related to real everyday and work
activity, there are also some elements of “play”: sometimes clients partially “forget” their
pain and restrictions and work in this setting better than in other therapeutic surroun-
dings. Observation of the client during work simulation activities will yield information
also regarding cooperativeness, ability to follow instructions, reliability in following sche-
dules or keeping appointments, and ability to get along with others.
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Fig. 3 – Lifting and carrying.

The basis for work simulation is a work-oriented functional assessment: on the basis
of the client’s work-related deficits, the most suitable work samples (work stations) are
selected for training. A work sample may address a single work trait (e.g. manual dexte-
rity), a collection of tasks common to various jobs (e.g. a mix of strength, endurance,
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Fig. 4 – Standardised workstation for bricklaying.

Fig. 5 – Standardised workstation for sorting
and assembly (screws and nuts).

Fig. 6 – Bolt box – assembly in various body
positions.
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Fig. 7 – Standardised assembly work station (3 components) – performance standing or sitting.

Fig. 8 – For work simulation training, inexpensive devices can be used (assembly system of old
tubes).

range of motion, etc.), the common critical factors of a job (but not all factors affecting
it, e.g. not including the environmental stress), or all the key tasks of an actual job (e.g.
in pipe fitting or electronic assembly) [11, 50, 51]. There are two main kinds of work
station used in work-simulation training: standard or job-specific work stations, and
computer-controlled work simulators.

Standard and job-specific work stations

Standard work stations are designed to ensure that important work-related skills can be
simulated in a simple way. Typical examples are: lifting, carrying, sorting, brick wall buil-
ding, tool use (bolt box), electrical installation, installation of a sanitary pipe system. With
this kind of workstations (many are polyvalent with regard to the functions being trai-
ned), a wide range of work-related functions can be covered.
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Fig. 9 – Work station for electro-installation.

Figs. 10a and 10b – Simple work-specific device conceived with the client for training to move
in narrow tunnels (after hip injury).



Important features of standard workstations are:

– standardised working procedure, with clear instructions to the clients. Time to
complete the task may be 20-30 minutes or more per station;

– the work done on a standard work station must be measurable in terms of com-
pletion time or number of parts per set time or error quota, etc. This allows reasonable
goal setting;

– work-simulation training should be competitive for two reasons. Firstly, to provide
an incentive for a successive increase in the work load (for example, clients should not
simply set up and dismantle any brick wall several times a day, but should measure the
time for a defined wall with “n” bricks, try to progressively improve their performance,
and compare their current performance with that of a reference population). Secondly,
the competitive work input required later in the workplace should be prepared for;

– availability of reference data (e.g., from groups of healthy people or groups such as
low back pain patients) to allow comparison with the client’s current performance, and
help the rehabilitation team to better interpret the client’s performance.

Most work stations can be set up by rehabilitation centres themselves with simple
means. Some specially designed workstations are offered by companies, e.g. multifunc-
tional work station or work bench (sets for screwing bolts) from Rolyan‘ [www.smith-
nephew.com], or the Valpar Component Work Samples, such as “Simulated assembly” or
“Whole-body range of motion” [www.valparint.com, under “product line/work samples”].
Basic sets of work material (e.g., bricks, shuttering planks, sandbags, ladders for construc-
tion workers) should be available. For those occupational requirements less covered by
standard workstations, specific working procedures can be simulated providing actual
working materials and tools.

Computer-controlled work simulators

Such machines can be used for the computer-controlled testing and training of work-
related sets of movements for strength and endurance. The results can be printed out as
a report and also in the form of charts. BTE Work Simulator [Baltimore Therapeutic
Equipment, USA/www.bteco.com] and E-Link [Biometrics, UK/www.biometricsltd.com]
are particularly well-suited to the evaluation of the upper extremities; E-Link also offers
computer-animated training, firstly for movement and strength exercises for arms and
hands and, secondly, for attention and concentration. Consideration must, however, be
given to the relatively high cost of such devices.

Education of ergonomics

At common back schools, the usual choice of activities for training working techniques,
and duration and frequency of such training are often too limited to consistently modify
the worker’s behaviour [20]. Evidence that these ergonomic recommendations are effec-
tive (in chronic low back pain) has only been shown when they are carried out at the
workplace [19]. But education of ergonomic working techniques may be just as effective
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during work simulation training as in the workplace. The information must be carefully
adapted to the individual’s understanding [52] and should be given consistently and
repetitively by the members of the rehabilitation team [53]. An educational program may
cover body mechanics and proper posture (and eventually a simple review of the anato-
mic and physiologic background), means for prevention of strain or pain at work, clari-
fication of the role of exercise, and – most important – practical training in safe and eco-
nomic work performance. In education, direct therapist/client interaction is required.
Also videotapes of the client performing simulated work tasks can provide an opportu-
nity for group discussion and be an effective instructional aid.

Education of a worker who manually handles materials should include training to:
1) estimate one’s own capacities and limits; 2) always keep the weight to be moved as
close to the body as possible; 3) lift the weight slowly and gradually and avoiding brisk
movements; 4) divide the weight and distributing it evenly on the upper limbs; 5) distri-
bute very heavy weights into more than one container or between people; 6) use the free
hand as a support or rest the foot on a small box/step when flexing the trunk. Conversely,
subjects working mostly sitting or standing during the work shift should be aware of how
to correctly adjust office furniture and to create conditions of postural changes. The
significance of pacing, in particular the structuring of breaks during training or prolon-
ged work activity breaks (e.g., getting up and moving about for a while) and/or monito-
ring working speed, has already been explained (cf. § [Symptom negotiation training]).
Work pacing is a very important ergonomic tool for enhancing work performance and
limiting activity-related pain.

Ergonomic interventions at the work site

Depending on the clients’ work, an in-depth analysis of the working tools and workplace,
and possible adaptations, may be appropriate. A work conditioning or work hardening
program that regularly treats clients of a particular company may establish a closer rela-
tionship between the centre for rehabilitation ergonomics (that provides the program)
and the company, leading to collaboration regarding ergonomic interventions at the
work site in order to prevent work-related disorders and long-term disability.

Tool modification

In order to reduce the risk of developing work-related musculo-skeletal disorders, tools
should: 1) allow work to be done with the wrist in a neutral position, avoiding excessive
flexion, extension, ulnar and radial deviations; 2) be of a congruous and balanced weight
(the centre of gravity must correspond to the centre of the hand grip, in order to avoid
the tool sliding or rotating); 3) include functionally advantageous levers, particularly if
the task requires great strength; 4) have a large area of contact with the hand in order to
avoid excessive localised pressure; 5) be usable by both hands so that the hands can be
alternated during the task [54]. Biomechanical analysis is basic for identifying stress
points [55]. For example, conventional pliers produce a significant pressure on the palm
of the hand, thus compressing vessels and nerves, while pliers with asymmetrical handles
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shaped according to the hand form, with a wider diameter and covered with soft plastic,
reduce the pressure on palm and interphalangeal joints. Scissors and pliers should also
have automatic opening to avoid local trauma to the dorsal surface of the fingers. The
high and low frequency vibrations of electrical instruments can be isolated or reduced by
using special covers over the areas in contact with the worker. Gloves incorporating
vibration-absorbing materials are commercially available.

Job site modification

There are well-established ergonomic rules and criteria which apply to designing/modi-
fying a workplace [30, 41, 56]. The systematic approach should consider spatial arrange-
ments, the nature and variety of work tasks to be carried out, and the anthropometric
characteristics of the employee. The analysis should include the following:

– movements carried out during the work and awkward postures associated with
fixed or constrained body positions. For instance, for the upper limbs: raised elbows and
arms, manoeuvres involving rotational movements, lack of alignment of the axis
object/hand-wrist; for the back: abrupt straightening and bending movements especially
if associated with rotation;

– frequency and duration of the work cycles. For instance highly repetitive move-
ments, with cycles lasting less than 30 seconds; frequency and length of breaks;

– strength needed in different tasks. For Instance knobs to rotate and equipment with
short levers that require excessive force to move; the frequent need to use a hand strength
greater than 20% of the maximum isometric force; use of inappropriate gloves (worn to
protect against abrasions, cuts and blisters, but which reduce the coefficient of friction
between the hand and the instrument: consequently a stronger grip must be produced
during the task); excessive weight of the material being moved (acute dynamic overload).

Characteristics of the workplace, which can cause exposure to mechanical trauma.
For instance a table with sharp edges; slippery surfaces; lack of mechanical aids; vibration
stress (electrical equipment); thermal stress.

The importance of a properly structured workplace (together with correct positions
and work manoeuvres) should not be overlooked, remembering that during heavy tasks:
1) bending forward to lift a weight can increase the load on the back by up to 2.5 times
that of the same weight lifted with a straight back and the knees bent; 2) lifting a weight
above shoulder height decreases the tolerable weight by 25-30% of that which can be lif-
ted to lower heights; 3) a load held at arms’ length produces five times more stress on the
spine than does the same weight held close to the body; d) the maximum load that can
be lifted highly varies according to lifting frequency, and so on. Such considerations high-
light the importance of structuring the workplace where manual material handling is
performed, in order to: 1) arrange the materials to move at a height between the hands
and the shoulders, and minimise all distances with respect to hand positions; 2) use
appropriate work surfaces; 3) minimise the length of transports; 4) optimise the grip of
the weight and accessibility (and robustness) of storeroom shelves; 5) minimise the
weight of containers and study their best shape; 6) use mechanical systems for lifting (ele-
vators) and transport (trolleys) for heavy or cumbersome loads.
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Similarly, when manual work is carried out in the sitting position, the workplace
must be planned in such a way that: 1) the height, distance and any slope of the work
bench are appropriate; 2) the parts on which the forearms and elbows rest are padded;
3) no postures or movements are necessary that involve joint excursions to the maximum
limits, but rather the task can be performed while maintaining the joints in a neutral
position for as much time as possible; 4) containers for objects are at bench height,
slightly tilted towards the worker and have low sides. In VDT workstations, the choice of
a work chair should be based not only on anthropometric criteria but also on ergonomic
principles such as the presence of: 1) adjustable seat height; 2) adjustable, tilting, body-
contoured back support; 3) prong base with no-slip swivel casters; 4) armrests. As for
computer screens, there must be at least 50-70 cm between the screen and the person loo-
king at it and the screen must not be placed in front of light sources, such as windows.
Moreover, the desk should have a sufficient width and depth and its height should assure
leg room (the usual range is 65-85 cm.). The use of a footstool could be also considered
if height of the desk is not freely adjustable.

Likewise, the main ergonomic parameters for a driver’s seat are: 1) that the back rest
is inclined at about 30° with respect to vertical, encompassing the thoraco-lumbar tract,
and has a lumbar support cushion about 5 cm thick; 2) that there is a reasonably firm
seat, slightly inclined with respect to the horizontal plane; 3) possibly, an automatic gear
box, for those who drive for many hours in city traffic.

Further measures regarding stress and pain management,
specific counselling

Stressors lead to increased mental as well as muscular tension. Examples of stressors are
troubles at the workplace, family problems and vocational or financial insecurity, distur-
bed sleep. In addition, pain of course is a stressor itself, often connected with fear of no
improvement (or even further deterioration) or fear of a severe disease. Stress-related
muscular tension, in turn, is a very important pain factor, probably due to a worsening
of local blood circulation and metabolic processes with the distribution of pain media-
tors into the tissue. Stress probably also lowers the pain threshold via direct psychoso-
matic mechanisms. The relationship between pain and stress is a vicious circle. An
important means of stress management is information and education on coping with
pain (cf. § [Structured information and education on coping with pain]). Further measures
are explained below.

Techniques of relaxation, awareness and diversion

Interesting “mind/body techniques” such as progressive muscle relaxation (first descri-
bed by Jacobson) or other relaxation concepts [57, 58], meditation [59], “creative visua-
lisation” [60], autogenous training, yoga or other methods have proved to be valuable
components of psychological intervention. Sometimes, individual psychological advice
on how to cope with stressors is needed.
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Therapeutic modalities and medication

Therapeutic modalities can support training by helping to reduce pain and tension,
improve mobility and promote the healing soft-tissue disorders. Primarily, self-treatment
measures should be taught wherever possible. Sometimes clients can also benefit from
massage, physical agents or other modalities and thus train better, but there is the pre-
viously mentioned risk of the “feel good trap” (cf. § [The client’s role: personal responsibi-
lity and self-treatment]) and of therapeutic dependence. For this reason, the benefits and
chances of success must be carefully balanced against any possible disadvantages regar-
ding the individual client. The following modalities might be used: self-application of
cold or heat; manual soft-tissue treatments like trigger-point or fascia massage tech-
niques, classical massage techniques; manual therapy; electromyostimulation (inducing
repetitive muscle contraction), TENS, targeted pain-point electrotherapy; complemen-
tary medicine interventions, etc.

Many clients that are sent for WH take a lot of pain medicaments, including also
opioids. Often this medication is not even helping much, but the clients feel dependent
on such daily medication. In most of these cases (there might be a few exceptions), it is
mandatory to cut the medication down to zero or an absolute minimum (preferably only
paracetamol and only when needed, e.g. if pain prevents sleep) prior to the program, in
order to allow a realistic and optimal training dosage. Pain management by reasonably
adapted activity, pacing, diversion and relaxation techniques and self-application of
modalities such as cold packs is much more help in building up self-efficacy than taking
a lot of chemicals.

Psychological/psychiatric evaluation and counselling

If needed, specific psychiatric/psychological evaluation and counselling can help to
reduce stress and tension and support the training program, especially if the therapist or
doctor has communication problems with the client, or when special psychological
advice/care is required by the team (e.g. in significant psychiatric disorders such as
anxiety and depression, neurosis, post-traumatic stress disorder) or by the client.
However, not all clients with problems or signs of symptom magnification are a “case for
the psychiatrist”. The “small psychological counselling and support” is also one of the
tasks of doctor or therapist in their position as coach. The function of a psychologist or
psychiatrist is also to supervise the therapists and doctors when dealing with challenging
clients.

Occasionally, in connection with stress management, advice should be focused on the
way clients run their life. Aspects such as disadvantageous sleeping habits (fatigue
because clients do not sleep enough), overweight, excessive coffee drinking (sleeplessness,
nervousness, stomach problems), excessive consumption of medicaments, alcohol or
drugs, smoking and a lack of meaningful daytime activity (boredom also promotes a
focusing on pain) are stress factors. However, it must taken into consideration that these
problems not only may cause stress but can themselves also be a consequence of stress.
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Vocational evaluation and counselling, social advice

Quite a number of clients have problems regarding their vocational prospects, in parti-
cular when they are without secure employment or do not have the possibility to return
to their company. In these cases, vocational evaluation or counselling may be required.
Additionally, other non-clarified or unsolved socio-economic questions can have a sub-
stantial effect on the client’s motivation; in such cases, social advice or advice regarding
insurance issues may be important.

Discharge from a WH or WC program

Recommendations at discharge

To recommend discharge with return to a specific job, the team has to demonstrate,
based on results of FCE tests, that the worker has reached the goals stated in the plan or
a plateau in his/her functional levels. For those clients with a specific job to return to, the
care providers must document the worker’s ability in relation to the job requirements,
and the discharge recommendations may consist of the following options: return to work
with full duty, modified duty, or reasonable accommodations [7]. If, after training, the
worker’s residual physical and behavioural functions do not meet the requirements of the
job, a further vocational planning, possibly including vocational training, is necessary.
Occasionally, additional medical investigation and therapeutic measures may be recom-
mended. In cases of lack of cooperation and willingness to perform the training program
and to accept weekly increases of activity level (which should be tolerated based on the
functional test or training observation according to the FCE-criteria), the program
should be terminated prematurely, and the relevant observations regarding behavioural
issues should be documented in the discharge report.

Case management as a means to support return to work

In order to support a successful return to work in some difficult cases, case management
in terms of communication with all the important “players” is recommended. The first
step is an analysis of the client’s environment, which may include protagonists such as
partner or other important family members, family doctor, employer, insurance com-
pany, lawyer, etc. It is important to gain a picture of this environment and, in particular,
to identify possible “brake blocks”. It may be useful to contact the negative protagonists,
to explain the program and the goals agreed with the client and enlist their support of
the client on the way to achieving the goals. Naturally, the inclusion of positive protago-
nists can also support clients. Sometimes, an external case manager works in close coope-
ration with the rehabilitation team. There is a moderate evidence for case management
that promotes communication, cooperation and the joint goal setting between clients,
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the rehabilitation team and other medical specialists involved, and employers or super-
visors at work [20].

As the work-hardening programs are particularly focused on work, contact with
employers is essential. If the client’s workplace is in the neighbourhood and reintegration
at the regular workplace appears realistic, a visit to the workplace, usually by the thera-
pist together with the client and, possibly, with an external case manager, is highly recom-
mended (cf. § [Job evaluation]). External contacts must be carefully planned: the people
to be contacted and the right moment have to been determined, and the team member
in charge for organising the visit has to be selected.

Quality assurance

A system of quality assurance and certification for the cost-intensive work conditioning
or work hardening programs is needed and also required by the insurance companies.
This includes guidelines for quality standards or minimum criteria for the program
structure, process and outcome evaluation [8], as well as a control system that certifies
providers and then checks for quality at regular intervals. One important prerequisite for
quality is a structured training for the therapists and physicians for WH. The only WH
training of this type so far on offer in Europe is from the Swiss Association for
Rehabilitation [www.sar-rehab.ch → Who is who → Interessengemeinschaften → IG
Ergonomie].

The main focus for quality assurance is outcome. A continuous review of the results
by means of a simple cohort study (including soziodemographic data, some of the ques-
tionnaire and functional test results, the judgement of readiness for work at discharge and
if possible a follow up regarding return to work) is crucial to reflect on the rehabilitation
team’s results and compare them with benchmarks provided by published studies.
However, such comparisons are complicated by the great differences in outcomes in terms
of return to work after WH or functional restoration programs. For example, the follo-
wing return to work rates in a follow-up of 1 to 2 years have been reported: 87% [61], 77%
[62], 63% [32], 32% [63]. These differences may be partially due to differences in quality
and intensity of the programs, but many other factors play an important role in the sub-
stantial differences in outcome [10]. Some of these factors are:

– differences in patient groups – in terms of medical problems, vocational and social
features (e.g. work status, level of physical demands of work), proportion of immigrants
(and degree of their integration), proportion of clients in litigation, general motivation.
These features are highly relevant but sometimes difficult to measure;

– different environmental factors relating to the social security and public health sys-
tems (e.g. legislation and rules regarding working ability, work-related benefits, or pen-
sions), pre-evaluation and expectations of the referring institution (e.g. insurance com-
pany) as well as the family relationships, doctors providing primary care for a WH pro-
gram, more or less restrictive medical assessment of ability to working (before and after
the program), workplace security for clients with limited abilities, and labour market
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situation. With these factors it is a question of the degree of support and the incentive to
resume work;

– different determination of relevant outcome parameters.

Such wide dissimilarities make it difficult to compare studies and benchmark a team’s
own results. At least, it is important to analyse and recognise the factors that may be res-
ponsible for important differences in outcome.

Discussion

WC and particularly WH programs are critical when return to work after injury or ill-
ness is expected (from a medical point of view), but the usual care and physical therapy
have not attained this goal. There are many possible reasons for this failure:

– important client’s deconditioning: there is a big gap between actual functional
capacity and the physical demands of the specific job;

– lack of work-oriented goals in usual care and physical therapy (these treatments
often are pain oriented and do not focus on prompt increase of work related functional
capacity, nor do they include work simulation tasks, and they are usually not intensive);

– relevant psychosocial barriers, many of them are listed in the yellow and black flags
[23, 24]. They include high levels of pain perception, stress, and depression; catastrophi-
sing; hysteric symptoms and hypochondria; low self-esteem; dissatisfaction with the pro-
gram, poor cooperation and willingness to perform; low job satisfaction; low expecta-
tion/intention of return to work, conviction that pain is work-related or that one will no
longer be able to restart working; alcohol abuse and other chemical dependence; resent-
ment, anger and frustration; sickness gains – such as avoidance of responsibility, and
attention received from others); pending litigation; other financial opportunities – such
as unemployment benefits, welfare benefits, worker’s compensation, etc. [11, 20, 36, 42,
64, 65, 66].

In order to overcome the multiple barriers to recovery as far as possible, work harde-
ning is not only based on intense and function – and work-oriented physical training
(gym and work simulation), it also emphasises education and extensive psychosocial
interventions. Important issues are goal setting, self-efficacy, self-responsibility and self-
management of pain.

Optimisation of working techniques, tools, equipment and work organisation should
be emphasised as well. This approach focuses on adapting the methods of carrying out a
task to best suit the individual worker. For example, employee rotation between different
tasks would be very useful, alternating the main job with a lighter one, training the sub-
ject to early recognise development of health problems and thus call quickly for advice and
help. It has been clearly demonstrated that intermittent work with brief pauses (1-2 minu-
tes) alternated with intense efforts is more efficient and healthier than prolonged work
with pauses of 20-30 minutes. The ideal option would be to identify the best pace to carry
out repetitive tasks (at any rate) and teach it to workers, starting from a lower grade.

Work rehabilitation programs: work hardening and work conditioning 125



A recent Cochrane review concluded that work-related physical conditioning pro-
grams including a cognitive-behavioural approach plus intensive physical training seem
to be effective in reducing the number of sick days for workers with chronic low back
pain when compared with usual care [42]. Similarly, two systematic reviews concluded
that there is moderate evidence showing that multidisciplinary biopsychosocial rehabili-
tation offers some benefit for adults with chronic/subacute low back pain [67, 68].
Nachemson came to the following conclusions in a comprehensive review: 1) concerning
prevention of back pain, there is strong evidence for strengthening back muscles, general
body building and fitness training; 2) with regard to conservative treatment for chronic
back pain, there is strong evidence for training therapy and in the short term for a mul-
tidisciplinary treatment program [19]. According to a review by Waddell [20], there is
moderate evidence for a comprehensive rehabilitation program, particularly in a work-
related setting, and when associated with an organisational intervention (case manage-
ment) to support the return to work. Haldorsen found in an Norwegian study that mul-
tidisciplinary treatment is effective concerning return to work when given to patients
who are most likely to benefit from that treatment [69]. A recent meta-analysis on ran-
domised controlled studies regarding non-acute and non-specific back pain came to the
following conclusions: treatment sessions with training therapy alone or as part of a mul-
tidisciplinary program reduce the number of days off work. The effects are stronger in
patients with longer duration of back pain and diminish over time [70].

Because many of the analysed studies have some methodical shortcomings and mul-
tidisciplinary return-to-work programs are expensive and need to demonstrate their
cost-effectiveness also in the long term (to demonstrate their benefit and justify reim-
bursement), there is still the need for high-quality trials in this field to address issues such
as patient selection, the optimal intensity and duration of programs, and the most effec-
tive treatment components.
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Low back pain – a leading work-related
musculo-skeletal disorder

Low back pain (LBP) is one of the major problems among work-related musculo-skele-
tal disorders. Its lifetime prevalence among workers and the general population is 60% to
80%, with a yearly incidence of 6% to 20%. Most episodes are mild and self-limited.
Approximately 90% recover spontaneously and return to activity within one month,
20% seek health care, and only about 10% of the affected workers seek compensation [1].
Epidemiologic studies have investigated the recovery time of workers with low back pain:
40% to 50% of them are back at work by 2 weeks, 70% to 80% return by 4 weeks. Those
workers who are still absent from work at 6 months are at progressively higher risk for
becoming chronically disabled [2]. The small number of cases that become chronic
account for a large part of the compensation expenses [3]. Webster et al. stated that low-
back injuries constitute 16% of all workers’ compensation claims, but consume 33% of
all claim costs [4].

Work-related and personal risk factors

Work-related risk factors for back injuries have been identified, such as heavy physical
work, repetitive work tasks, exposure to vibration, frequent bending and twisting, static
work postures, and lifting or forceful movements [5]. Wanek et al. [6] stated that psy-
chosocial stressors such as time pressure, conflicts with co-workers and superiors are also
important. The frequency of chronic back pain, working conditions and requests for
workplace modifications were investigated among 974 employers of a metal company.
Prolonged exposure to physical stressors was associated with a strongly elevated risk for
chronic back pain. In addition, research has linked work-related musculo-skeletal disor-
ders to stressful aspects of work organization, such as machine-paced work, inadequate
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work-rest cycles, wage incentives, time pressure, overload, low job control, low social sup-
port, and repetitive work, and lack of task variability [7].

Garg et al. [8] identified personal risk factors such as age, gender, anthropometry,
physical fitness and training, lumbar mobility, strength, medical history, years of employ-
ment, smoking, psychosocial factors and structural abnormalities.

Factors affecting outcome of vocational
rehabilitation and return to work time

For the physician in charge, a thorough medical history taking is very important for a
proper diagnosis. It is also important for prognosticating and managing the individual’s
return to work. A history of previous injuries on the job and recovery periods can be very
helpful. An exact description of the incident is essential; the same is true for the work
tasks and the frequency of performing these tasks. The nature of pain, the postures that
induce difficulties, and the effects of medication should be inquired. The worker’s per-
ception of his functional ability or rather disability is also important, because sometimes
a return to light duty is possible and this would mean less absent workers on compensa-
tion. The individual’s attitude towards the job may affect his/her speed of return to work;
the attitude towards the boss or work culture may be useful in making a prognosis.
Finally, work environment, job requirements, and the patient’s perception of the
employer’s flexibility are important, since the worker is often expected to perform the
original job to its full extent [2].

Selander et al. [9] reviewed publications from 1980 through to 2000 to overview fac-
tors which are associated with return to work following vocational rehabilitation for pro-
blems in the neck, back, and shoulders. A variety of (risk-)factors are associated with
return to work in numerous ways.

Demographic factors are age, gender, nationality, income, level of education, marital
status, living situation, legal claim working status and earlier sick leave.

Possible psychological and social factors would be self-confidence, life satisfaction,
and level of experienced health, depression, health locus of control, cooperativeness,
hypochondria, motivation and belief in return to work as well as social situation.

Medical factors are medical history, level of disease/injury severity, pain, and neuro-
logical symptoms during treatment as well as activities of daily living.

Furthermore factors can also be either rehabilitation related (type of rehabilitation
measure, timing of vocational rehabilitation, understanding of work place, programme
completion, patient influence, satisfaction with rehabilitation programme), or work-
place related (changing jobs, working environment, modified work, early return to work-
place, unscheduled breaks, vocational sector, job seniority, work history, size of work-
place, public sector vs. private) but also benefit-system-related (disability benefit status,
level of compensation, unemployment rates).

An important point is to carefully match workers and jobs. To achieve this end, a job
analysis should describe the physical requirements for the tasks involved. Standardised
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tests of the essential functions of the specific job should exist. Work stations and tasks
should be ergonomically designed, taking into account variations in physical size and
capacity.

Gender differences, i.e., gender-specific vulnerabilities and advantages should also be
considered. Headapohl [10] stated that there are differences not only between sexes but
also among individuals of the same sex. An increasing number of women are now enga-
ged in traditionally male occupations. Gender, pregnancy and individual differences have
to be taken into account in job placement, worker protection and the ergonomics of
accommodation.

Prevention and intervention

To maximize safety and efficiency at the workplace, Scheer et al. [11] recommended
ergonomic assessment which included job analysis from the biomechanical, physiologi-
cal and physical viewpoint. This review identified workers’ training (fitness and stret-
ching exercise, back support belts, postural instruction and back goniometric warning
alarms), selection of workers (matching of workers’ capacity and job requirements) and
job/workplace redesign (to eliminate or lessen unfavourable mechanical stresses) as the
three most commonly described categories of ergonomic intervention. Workplace rede-
sign, using both engineering (directly affecting the job) and administrative methods
(affecting the worker), is likely to be the most effective intervention.

A review of 14 randomized controlled trials made by Staal et al. [12] showed the need
for effective treatment interventions for low back pain. The aim was to prevent chronic
disability and achieve return to work. The results revealed different approaches using
various physical exercises (muscle strengthening, coordination exercises, ROM exercises
for the spine, cardiovascular fitness programs and reduction of muscle tension), educa-
tion (to increase the patients’ understanding of their disorder and treatment), and beha-
vioural treatments (based on the gate control theory and/or the operant conditioning
hypothesis). No concepts for ergonomic measures were presented [12].

Investigations by Schmidt et al. [13] demonstrated a significant impact of vocational
rehabilitation (provided at the rehabilitation centre) and working on a trial basis (real
work environment) on employment after rehabilitation. The likelihood of return to work
was two-fold higher for people who participated in vocational rehabilitation than for
those who did not, and three-fold higher for those who were involved in both vocational
rehabilitation and work on trial than for those who were only involved in a vocational
rehabilitation program. Thus, the study suggests that programs specifically aimed at pro-
moting employment for persons with disabilities are effective, especially when they take
place both in a laboratory and a natural setting.

Torstensen et al. [14] demonstrated that medical exercise therapy and conventional
physical therapy reduce the costs of low back pain, even in chronic cases. Håland
Haldorsen et al. demonstrated that multidisciplinary treatment (cognitive behavioural
modification, education, exercise and occasional workplace interventions) was effective
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in regard of returning to work, when provided for patients who were most likely to bene-
fit from the treatment [15]. Butterfield et al. found out that injured workers who stop-
ped exercising after a back injury had longer periods of disability than those who remai-
ned more active [16].

Gatchel was able to show the treatment and cost effectiveness of an early intervention
program for acute LBP patients. Seven-hundred patients with acute low back pain were
screened for their high risk or low risk status for developing chronicity. An early screen-
ing and intervention program (psychology, physical therapy, occupational therapy and
case management) among patients with acute low back pain could help to prevent high-
risk patients from becoming chronic and also save costs [17].

The role of the occupational or company physician

Obviously the key problems of occupationally acquired or occupation-associated LBP
are an ergonomic and satisfactory work place on the one side (primary prevention), and
early intervention on the other (secondary prevention). Ideally both should be provided
in close association to the work place. Recent literature indicates that the company phy-
sician or occupational physician might substantially contribute to the management of
both these problems [18, 19]. He/she is familiar with the work-place situation and the
resulting physical as well as psychomental stress and strain on the employees and usually
has knowledge about their health complaints at an early stage. Ideally he/she will make
suggestions on ergonomic workplace (re)design, on establishment of workplace safety
and healthy conditions of work, risk-management, instruct employees about safe work
techniques, as well as health hazards, and provide consulting about measures of general
as well as personal primary and secondary prevention. Occupational physicians should
recognize health complaints associated with or with relevance for the work-place at the
very early stage and provide or initiate adequate intervention (workplace-oriented, medi-
cal treatment). Integration of the occupational physician or company physician into the
process of vocational rehabilitation might substantially reduce the time until its onset,
the return to work time and the success rate [19].

Conclusions

This overview clearly indicates the need for a broad approach to the subject of vocational
rehabilitation. The need for improvement has been emphasised in many studies. Greater
efficiency, cost containment (less compensation and sick leave) as well as effective strate-
gies for prevention, intervention and treatment methods are important topics [12, 17, 20].

Patients still have to accept prolonged waiting periods and processing times until
occupational rehabilitation can start. To improve communication between rehabilitation
centres and vocational training centres, cooperative approaches between these institu-
tions were initiated in Germany. This resulted in a considerable acceleration of proce-
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dures. Occupational reintegration of insured patients was improved to a high degree. The
key term here is “occupationally orientated medical rehabilitation” [21].

Many different factors have to be taken into account. Communication between wor-
kers, business enterprises, occupational physicians, insurance companies, health care pro-
viders and the rehabilitation team is of great importance. From the rehabilitation point of
view, it takes a team effort between doctors, therapists (physiotherapy and occupational
therapy) as well as psychologists and social workers to provide the best possible care.
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Particular principles of vocational rehabilitation
of musculo-skeletal disorders

The literature on medical rehabilitation of patients with musculo-skeletal disorders is
extensive [1, 2, 3], but the literature about vocational rehabilitation of those patients is
considerably less [4, 5, 6]. What then, are the characteristics of vocational rehabilitation?
One particular feature is that a job is involved in the process. The present chapter is focu-
sed on job-related factors of rehabilitation and will not describe general principles of
medical rehabilitation of patients with diseases, disorders or injuries of the locomotor
system.

If musculo-skeletal disorders, in this context, are divided into two main categories,
one part can be musculo-skeletal painful conditions where the specific origin of the
pathogenesis is not proven to be loading events of the work place, but for the patient still
involve easily elicited pain in situations of load during working, e.g. arthrosis of cervical
spinal joints, coxarthrosis, gonarthrosis.

The second part of the musculo-skeletal disorders can be the work related musculo-
skeletal disorders (WMSDs) where loading situations of the patients’ work tasks are asso-
ciated with the etiology of the painful disorder [7], e.g. rotator cuff tendonitis, trapezius
pars descendens myalgia, levator scapulae tendalgia, cervical spine extensor myalgia/ten-
donitis (or “tension neck syndrome”), lateral epicondylitis, hand-wrist tendonitis.

For both above mentioned categories the vocational rehabilitation measures must
include improvement of the patient’s work situations. In the second category with
WMSDs it is crucial to eliminate the pathogenetic factors that have caused the patient’s
disease or disorder. Without changes in the working conditions the patient will get a
recurrence after resuming work with the same tasks unchanged. This means that a tho-
rough investigation of the patient’s work history and work tasks must be performed, as
well as inspection of the work place. In many countries the employer has an extensive res-
ponsibility to participate in vocational rehabilitation of this kind of patients. The pre-
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ventive aspect is important [8]. If the patient is merely put on another task and his/her
previous work station is unchanged some other employee will be at risk of getting the
same WMSD.

For patients in the first mentioned category with disease or disorders not directly gene-
rated by the work load, the situation is somewhat different. In principle even modest loa-
ding can generate troublesome pain because the disease may generate easily elicited pain
even if the load is light [9]. For these patients, too, the analysis of the work task is of great
importance, since it might be possible to improve the situation by means of ergonomic
measures. In addition, it may be important to inform the patient that the underlying
disease is not produced by the work load itself. However, even for these patients the risk
of recurrence exists, without changes in the working conditions.

Rough categorization of muscular
and tendinous pain affected by external load

A rough grouping of common muscular pain conditions with tendon disorders included,
related to vocational rehabilitation needs is (i) regional pain which has a load-related
pathogenesis including work-related musculo-skeletal disorders (WMSDs) containing neck
and/or shoulder pain, with or without pain of upper limb, and tendon disorders of hand and
forearm, certain forms of hip and knee arthrosis; (ii) regional pain with no proven load rela-
ted pathogenesis as, for example, arthritis and spondylosis, myofascial pain syndromes and
(iii) widespead pain conditions e.g., fibromyalgia syndrome.

Occurrence of musculo-skeletal disorders
in the context of vocational rehabilitation

The prevalence pattern of acute or subacute diseases or injuries and short-time sick
leave is different from persistent (chronic) conditions common in long-term illness
absence. The selection of patients influences the prevalence pattern. Often patients who
have been assessed as having vocational rehabilitation needs have been sick-listed for a
long time.

In many of those on long-term sick leave, musculo-skeletal disorders are the domi-
nating factor.

About half of those on long-term sick-leave, awaiting decisions about a disability
pension or vocational rehabilitation, will have musculo-skeletal diagnoses, of which low
back pain and neck-shoulder pain represent a substantial portion [10, 11].
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Vocational rehabilitation of patients with neck
and shoulder pain conditions,
with or without arm pain

Medical investigation

A medical examination must be undertaken to establish the diagnosis and pathophysio-
logy underlying the symptoms. In principle, three different categories of load-related
conditions can be identified. If the neck extensors are overused due to uninterrupted
contraction of the dorsal neck muscles in situations where the head and neck are kept in
a markedly bent position persistent pain may be generated in the dorsal neck muscles,
their origins or insertions. This result in dorsal neck myalgia/tendonitis.

Overuse of shoulder girdle elevators may give persistent pain in one or more of the
shoulder girdle elevating muscles – trapezius pars descendens, levator scapulae or the
rhomboids with tendons.

Overuse of muscles and tendons involved in coordination of movements between the
scapula and humeral bone may result in persistent painful conditions, such as rotator
cuff tendonitis, biceps brachii proximal tendonitis.

It is important to analysis the type of pain involved; nocioceptive, neurogenic, psy-
chogenic, or pain of unknown origin [12, 13]. Some patients have more than one type of
pain, e.g. nocioceptive pain in cervical spine structures in combination with neurogenic
pain in the form of radiculopathy. Different types of pain require different treatment
strategies. A common combination of pain types is focal nocioceptive musculo-skeletal
pain with referred pain in shoulders or upper extremity. In a selected group of women
who were working in spite of pain, referred pain was present in about one third with focal
pain in neck and/or shoulder [14]. Referred pain in combination with neck and/or
shoulder pain as source of brachialgia is more common than neurogenic pain. An impor-
tant step in the medical investigation is to map functional impairments, activity limita-
tions and participation restrictions according to the ICF structure [15]. In vocational
rehabilitation the analysis of environmental physical, social, and attitudinal factors is par-
ticularly important.

Vocational rehabilitation measures

Vocational rehabilitation measures must include efforts to improve the patient’s working
conditions. This requires ergonomic analyses which determine the actions taken.
Individual ergonomic measures for patients with a cervical spine extensor myalgia or ten-
donitis should aim at producing working positions with less forward bend of the head and
neck. For sitting postures, changes might consist of raising the computer screen, tilting the
table surface for an work object, and similar changes aiming at a more vertical posture of
the neck and head [16]. In addition to the loading moment of the head and neck, the level
of muscle activity in the cervical spine extensors is influenced by the sitting angle of the
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trunk. If the trunk is slightly inclined backwards and supported by a backrest, the level of acti-
vity of the cervical spine extensors and the trapezius pars descendens is decreased [17, 18].

The shoulder girdle elevators are continuously active when the upper limbs are in
abducted or forward flexed positions, common in a great number of working situations.
It is therefore unsurprising that shoulder girdle myalgia/tendinitis is prevalent [7].
Ergonomic measures for this kind of patients aim at reducing the load on the elevators
of the shoulder girdle. This can be achieved in different ways, e.g. arm support, arm sus-
pension [7, 19], wrist support, the work object positioned closer to the trunk [16], and
also suspension of the work tool. Some patients tend to elevate the shoulder girdle
unconsciously even in less strenuous situations e.g. during work with computer stations.
These patients may benefit from exercises related to writing on computer and can be trai-
ned in relaxation with EMG-biofeedback technique [20].

It has been shown that the duration of a muscle contraction is a major factor in crea-
ting muscular discomfort and pain [16], irrespective of whether the contraction is static
or dynamic. This means that work tasks that imply contractions with few interruptions
with low activity levels tend to be more risky than those in which there are frequent inter-
ruptions [16]. This can be utilized in vocational rehabilitation. Patients with myalgia can
alter their work technique aiming to perform the task with more frequent short pauses
in muscle contractions (“micro pauses”).

Rotator cuff tendonitis (sometimes combined with subacromial bursitis), is related
to the muscular moment of force needed to move the arm or keep the arm in a particu-
lar position in relation to the scapula. The rotator cuff muscles are active in almost all
movements of the shoulder joints [21] to generate forces keeping the caput in the glenoid
cavity. Individual ergonomic measures for patients with rotator cuff tendonitis should
aim at reducing the load on the arm either by means of improved positioning with shor-
ter lever arms or by means of suspension or support of the arm plus burden/tool. The
maximum muscular torque in abduction is for women about 40% of that for men [22]
which – for a given level of load – leads to a proportionally higher utilization of muscu-
lar capacity in women than in men (e.g. when women use work stations designed for
men). Epidemiological studies [7] have shown that work with the upper extremities
above the level of shoulder joints is a risk factor for “shoulder tendonitis”, e.g. ship yard
welders, women car fitters and other. Patients with rotator cuff tendonitis should there-
fore select work tasks where they don’t need to work with hands above shoulder level.

Extreme-joint-position pain and its measures

Another variant of nocioception is the pain perceived when joints are kept in a sustained
extreme joint position, i.e. at the limit of the range of motion [9, 23, 24]. This condition
may occur, for example, when the cervical spine is kept rotated, forward flexed, and
backward extended due to the content of work tasks. Examples of situations at the work
place where there is a risk of extreme-joint-position pain are side-positioned drivers of
trucks in a stock-in-trade, reversing a car or other vehicles, standing work at a low table,
painting a ceiling and the like. The risk of extreme-joint-position pain is increased if the
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range of motion in the cervical spine is reduced and/or the patients have easily elicited
pain due to e.g. spondylosis, arthritis, or the sequelae of traumatic cervical spine distor-
tion. Vocational rehabilitation in these cases must entail an investigation of the patient’s
work with the aim of mapping the possible events where the extreme-joint-position may
occur, for instance by means of video film. The next step is to make the patient aware of
the situations where this occurs, e.g. by watching a video with the patient. With the goal
of changing their work technique patients may begin to train in a program of body awa-
reness to perform their tasks without extreme-joint-positions. The final step may be to
train the patient in new work techniques.

Conditions with widespread pain,
e.g. the fibromyalgia syndrome

The aetiology of the fibromyalgia syndrome (FMS) is unknown. However, some of the
pathophysiology has been described. One theory is based on the concept of general
impaired pain modulation [25]. The aetiology of the syndrome is not associated with
physical work load, but pain intensity is usually increased by external load and FMS
patients do not have the normal increase of pressure pain threshold during muscle
contractions [26]. FMS patients often report increased pain intensity during muscular
efforts either in the form of work or exercise [12]. The content of vocational rehabilita-
tion of FMS should include body awareness training to avoid unnecessarily eliciting or
increasing pain due to external load [27]. The likelihood of successful vocational rehabi-
litation increases if the patient can resume employment with low physical load and little
stress.
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Introduction

In spite of improvements in the prevention of car and work accidents, traumatic brain
injury (TBI) is still devastating for the patients and their families and still constitutes a
public health problem. In the USA, every year 1.5 million people sustain a TBI. Fifty-
thousand persons will die from the consequences of brain injury, 230,000 will be hospi-
talised and 70,000 to 90,000 will experience a long-term loss of functioning [1]. The pre-
cise financial costs of TBI are not well known and are probably underestimated.
According to the data of the National Institutes of Health (NIH), the total annual cost for
acute medical and rehabilitation services for new TBI patients in the USA is between $9
and $10 billion, with the average lifetime cost of care for a severe TBI patient ranging
from $600,000 to $1,875,000 [2].

The benefit of work for the quality of life with TBI is well established and job loss can
be a frequent consequence of severe TBI [3, 4, 5]. Many studies have demonstrated that TBI
patients have significant difficulties returning to work after their injury [6, 7, 8]. Usually
20 to 30% of individuals with TBI return to work 1 year after injury [6, 8, 9]. Those with
more severe injuries have much less chance of returning to work than those with mild
injuries [10-15]. The rates range from 12.5% to 71% for severe TBI to 100% for mild
TBI. This variability is, to some extent, a function of a large number of factors. The most
important one is certainly the persistence of cognitive deficits after a severe TBI, and
especially behaviour changes. Many brain injury patients are seen as inefficient at work,
thus resulting in their termination, transfer or placement in a new assignment. In a sur-
vey, 70% of all previously employed TBI patients left their jobs, 10% were fired or laid off
[16]. Only 2% continued their job.

Among the factors which determine the success of returning to work after a TBI, the
bio psychosocial ones are also very important: level of education and vocational training,
culture, familial support, psychiatric history, type of job [17]. These factors impinge at all
stages of vocational rehabilitation. Vocational rehabilitation usually takes place at the end
of neurological rehabilitation and is  a project for the patient’s future. It must take into
account the past and the present of each individual who sustained a TBI. The process
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may fail otherwise. Moreover, the expectations of patients and their family must also be
taken into consideration.

Epidemiological data of the silent epidemic

Vocational rehabilitation is necessary because the great majority of accidents injure
young people of working age. Moreover, with the progressive improvement of intensive
care and emergencies, more and more individuals survive severe TBI, but often with phy-
sical and cognitive difficulties [2, 18].

In Switzerland, in 2001, there was a car crash with one victim every 22 minutes and
with a severely injured person every 29 minutes [19]. This means a total of 23,896 casual-
ties with 30,704 victims and 5,458 severely injured persons. Sixty-eight percent of drivers
were men and 60% of badly injured victims too. The great majority of wounded indivi-
duals were aged 15 to 50, the primary working population. In 1997, the same country
spent 243,096,526 sfr. for acute medical treatment, rehabilitation, wages and pensions of
TBI victims. More than 150 sfr. million were devoted to the pensions. In the USA,
Johnstone et al. evaluated the financial and vocational outcomes of 35 TBI patients one
year after trauma [20].

At least 5.3 million Americans (2% of the U.S population) live with disabilities due to
a TBI [1]. Car crashes seem to be the primary cause of all TBI and about 40 to 50% of
people do not use personal protective equipment (seat belts or helmets) [21]. In the USA,
in 1995, the direct and indirect costs of TBI totalled approximately $56.3 billion of which
22 billion dollars were for lost productivity, wages, long-term care [22]. About 63% of TBI
affect people aged 15-64, mainly the age group 15-19 years [1, 21, 23].

According to the data from 14 states that participated in an ongoing TBI surveillance
system, the overall age-adjusted TBI-related live hospital discharge rate is 69.7/100,000
heads of population [21]. The rate for males is about twice as high as for females (91.9
versus 47.7/100,000 respectively). At discharge, the disability measured by the Glasgow
Outcome Scale (GOS) was moderate in 9.6% of people, severe in 6.3%. In 73.9% of cases
the recovery was good but 0.6% of patients were still in persistent coma. The GOS score
was unknown in 9.6% of TBI patients.

In Argentina, TBI is also the primary cause of morbidity and mortality in young
people, with an incidence of approximately 200 TBI per month in Rosario city [24]. This
number is similar to the international figures suggesting a TBI incidence rate of 132 to
430 per 100,000 heads of population.

With the ongoing advances in medical technology, the number of TBI survivors is
continuously increasing with its social and financial consequences of people with disabi-
lities [25, 26]. Even if the handicaps of each individual may differ, the impact on the
socioprofessional life is always devastating and many studies reveal that a great number
of individuals with TBI do not return to work post-injury. From 248 brain injury
patients of whom 94% were employed pre-injury, only 50% were competitively
employed post-injury after two years and 6 months of rehabilitation; 11% had a non
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competitive work; and 39% did not work [27]. The results of another study seem more
optimistic with 75% of 142 patients who successfully obtained employment [28]. In fact,
one-half of those employed worked full-time and the average wage per hour was $8.50.
At the last follow-up analysis, only 55% were still employed.

In reality, a significant proportion of persons disabled after TBI work less over a life-
time and, on average, earn less compared with nondisabled people. JR Spoonsters, a
vocational economic analyst, reports that in 1988, the mean earnings of all disabled wor-
kers was $12,253 and $18,951 for the healthy workers, a reduction of 35% due to the pre-
sence of a work disability [29]. According to him, the working-life expectancy of disabled
people is also less than that of abled peers. This difference varies as a function of disabi-
lity status.

From these data it is clear that neurological rehabilitation of TBI patients must be
optimal and the vocational rehabilitation as appropriate as possible: return to work has
positive effects on quality of life, social integration, and financial status [30, 31].

Factors influencing return to work and predictors

Unemployment rate is usually high in TBI patients. Estimates of return to work are often
below 30%, depending on the study. The range of post injury employment is from 10%
to 70% meanwhile it was from 61% to 75% pre injury. This relatively low rate of return
to work is consistent with many studies [33-35]. According to the data of the National
Institute on Disability and Rehabilitation Research (NIDRR) Traumatic Brain Injury
Model Systems (TBIMS), only 22% of TBI patients have returned to work at 1 year after
injury [36]. From the data of 15 different research studies, unemployment at admission
to post acute brain injury rehabilitation was 80 to 90%. This rate decreased to 29% after
rehabilitation, compared with 47% for patients who received no intervention [37]. In
addition, people with more severe injuries have a lower probability of returning to work
than those with mild injuries [8, 10, 11, 12, 13]. Limited employment opportunities in
rural areas may also be a disadvantage for certain TBI patients [38].

In childhood, the incidence of severe traumatic brain injuries is also high (24%) [39].
The long-term outcome of TBI children is also related with the severity of the injury and
the outcome in adulthood is worse than what their school performance predicted
[40, 41, 42]. At 6 months post injury, the proportion of people who returned to school is
62% for former students. This rate increases up to 66% at one year [43].

This discrepancy between the studies is probably explained by the different predic-
tors that may influence return to work after a traumatic brain injury. Many specific
variables have been identified as either contributing to or inhibiting return to work after
TBI, such as type of previous job, level of social support, the educational level and the
number of psycho-social problems [14, 41, 44]. The combination of these variables will
increase the predictability of return to work [3].
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Brain injury severity

Follow-up studies have shown that severity of brain injury (time unconscious, length of
hospitalisation) and severity of impairment ( mobility and cognitive performances) are
inversely related to employment [45-48]. In general, the more severe the brain trauma is,
as measured by the Glasgow Coma Scale (GCS), the more dependent and less productive
the patient is at follow-up [45]. The duration of coma is more important for patients
who are severely injured, especially for long-term outcomes [40, 50]. In a multivariate
correlational study to predict community integration and vocational outcomes 2-5 years
after TBI, injury severity measured as GCS and length of post traumatic amnesia (PTA)
is a predictor to discriminate the patients who will return to work [51]. In a German
population of TBI with an initial GCS of 6.2 +/- 3.2, a duration of coma of 15.4 +/- 14.4
days, 42% of all patients have returned to their former work about 5.8 years after the acci-
dent, 32% were retrained to other professions, 5% were still in training or at college, 10%
were unemployed, and 5% were retired. These outcomes were significantly correlated
with age, injury severity, GCS, and duration of coma [52]. In another study the vocatio-
nal status was lower in TBI patients with lower GCS and longer lengths of PTA. Among
131 males who worked full-time prior to the accident, only 55% were able to return to
work full-time [47]. For other authors, only the length of APT determines the post-injury
employment status. The duration of coma, the initial GCS do not seem to influence the
outcomes of TBI patients [53]. Concerning the prediction of employment status 2 years
after TBI, Ponsford et al. have shown by a stepwise discriminant function analysis that
the total score on the Disability Rating Scale, the Glasgow Coma Scale Score, and the age
allows to classify correctly 74% of grouped cases [54]. In 3 studies, the duration of PTS
was not correlated with the possibility to return to work [6, 47, 55].

In childhood, the severity of head injury is also one of the major contributors in the
prediction of long-term outcomes [40]. Children 7 years or younger at the time of the
accident who sustained a severe brain injury, have more severe disability than the older
children. Usually, they have worse social and vocational outcome and they are often inca-
pable of independent employment [31].

Whatever the scale used for measuring the severity of traumatic brain injury (GCS,
PTA, length of hospitalisation, Glasgow Outcome scale), they are weak predictors of
returning to work. For example, in the study of Vogenthaler et al., the results revealed that
the lower the best GCS during the first 24 hours was, the more dependent and less pro-
ductive the subject was at follow-up. However, several mildly injured subjects had poor
outcomes, while several severely injured subjects had relatively good outcomes at follow-
up [46]. We must keep in mind that all these studies and data show only tendencies
within groups of people. None can predict what will happen to any individual of that
group. The results of these scales must not be used to reject a candidate for vocational
rehabilitation as having no possibility of returning to work.

Several authors propose combining different predictive factors to better assess the
possibilities to return to work [32, 48, 56, 57]. It seems that the sequelae of the accident
and the incapacities due to them are more important than the severity of brain injury.
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Many studies report that physical impairment and above all the cognitive deficits inter-
fere with vocational rehabilitation negatively [6, 9, 58-62].

Demographic, personal, and socio-professional factors

Much attention has been paid to factors independent of brain injury that may influence
RTW after TBI [67]. Several demographic, personal, familial, social and professional fac-
tors have been cited although there is some inconsistency between reports probably to be
explained by variations in population selection, method of RTW process, inconsistency
of employment status, length of follow-up. For example, several studies only included
hospitalized patients, either in acute care units, or in rehabilitation centres; in these stu-
dies patients were almost exclusively those with moderate to severe TBI [6, 5, 44, 64].
Traumatic injuries were not always separated from other non traumatic brain lesions [64,
65]. The patients studied might be all those with TBI identified in a centre, or only those
working before injury [3, 5, 6, 44, 46, 64, 65]. Many selected sheltered, subsidized or
unpaid (volunteer, homemaker) work in the RTW process [65, 66]. Difference between
full- and part-time activities is not always considered. Stambrooks paid attention to the
distinction between mild, moderate and severe TBI, but this separation is rarely specified
in the literature, the nature of the evaluated TBIs being mostly dependant on the popu-
lation selection [47]. We will here first consider the demographic, personal and socio-
professional parameters most often evidenced in these studies. Patients with mild TBI
(MTBI) have a much better prognosis, and factors influencing their RTW strongly differ
from those of severe TBI patients, with sharper influence of pre-injury co-morbidity [47,
67, 63]. MTBI will so be treated separately.

For severe to moderate TBI, the demographic factor most often evidenced is age, with
worse prognosis when the patient is > 40 years old [3, 5, 6, 44, 44, 46, 47, 54, 64, 65, 69].
This is especially significant when the economic context is unfavorable with important
unemployment, and is associated to unwillingness of the employer to allow the patient
back with limited working life ahead [6]. Worse prognosis is thus not solely a conse-
quence of reduced adaptability of older patients. Females tend to have a better progno-
sis than males [66, 70]. This may be a consequence of bias due to mechanism of injury,
with increased severity in males as a result of their risk-taking behaviours [70]; several
authors however proposed an influence of hormonal status (protection through estro-
gens) and less lateralized brain in females [69, 70]. It is worth noting that some of the dif-
ferences found may be attributed to the fact that some authors included homemakers
when measuring RTW [69]. Being of an ethnic minority, particularly a black minority,
has also been revealed to unfavourably affect outcome, but this is probably a consequence
of other associated social and professional factors [5, 3, 71].

Some premorbid personality disorders have been associated with a poorer outcome.
Anxiety and depression for example may unfavourably influence the person’s progress
after TBI, although this has been evidenced only by a few authors [47, 72]. Depressive
mood after injury, however, negatively influences outcome, and since premorbid depres-
sive mood is a risk factor for developing frank depression after trauma, it should then

Return to work after a traumatic brain injury: a difficult challenge 147



negatively affect evolution in TBI patients [73]. Except for drug and alcohol abuse,
comorbid medical conditions have rarely been studied, and no conclusion can be drawn.
Drug and alcohol abuse before injury so have been found to be factors associated with a
bad prognosis, and their impact is probably underestimated, because these subjects were
more likely to be lost of follow-up or even excluded from studies [44, 65, 71, 72, 74].
Surprisingly, other abnormal social behaviour such as violent or criminal behaviour had
little or no influence on outcome [43]. It is further interesting to observe that pre-injury
evaluation by close relatives of a patient as being energetic represented a favourable pro-
gnosis factor, as was patient’s working alliance to vocational rehabilitation programs [6, 65].
The last statement also applied to family and social support [64, 65]. Nevertheless,
patients seeking compensation showed less eagerness to work and achieved less produc-
tivity [65]. Social support to TBI patient is an important prognostic factor for outcome,
materializing in better social integration after injury [64, 65, 72]. One would expect that
marital status would have an influence on RTW, with married TBI patients doing better,
but Ip showed that unmarried subjects had a better outcome [3, 5, 44]. This paradoxical
finding might relate to the potential financial support afforded by the spouse, whereas
unmarried TBI subjects were more motivated to return to gainful employment. Car dri-
ving aptitude is an important marker of independency, and in fact clearly favourably
influences RTW ability when present [3].

Pre-injury professional status plays an important role on the RTW process. Subject
who had an unstable professional situation, or those having not any work at time of
injury, had a poorer vocational outcome [46, 69]. Individuals with higher level of educa-
tion and skilled profession use to do better, as those who earn more money [3, 5, 46, 47,
64, 65, 70, 72]. Subjects working in a structural occupation are nonetheless more likely to
return to their former occupation when compared to those who were professionals,
managerial or service workers [10]. This can be explained by the fact that cognitive
defects and behavioural abnormalities can be more tolerated in the former, which neces-
sitate less speed, attention, concentration and organization abilities. It first appears to be
in contradiction to the previous statement that individuals with more education and
technical skills have a greater likelihood to RTW. It might be (at least partly) explained by
the discrepancy between pre-injury and post-injury employment level of TBI patients,
skilled patients having indeed more capability reserves [63]. Though sociodemographic
factors clearly influence vocational outcome of moderate to severe TBI patients, neuro-
psychological deficits remain the most important feature in determining their ability to
RTW [54, 75, 76] (see below).

Whereas seriousness of trauma strongly affects prognosis of severe TBI, either asses-
sed in the acute phase or at time of rehabilitation, socio-economic background acts as a
dominant parameter modulating evolution of mild TBI [67, 54]. A recent review of Van
der Naalt treating mild and moderate TBI draws attention to the difficulty of analyzing
the results of different studies, essentially because of the lack of a consistency of defini-
tion of the injury’s severity, small samples’ size and short length of follow-up, often not
exceeding 3 months [67]. At that time, though the majority of patients still complained
about persistent symptoms such as headache and memory impairment, most were
nevertheless back to their work. Predisposing factors leading to failure of RTW after
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MTBI have been addressed in 2003 by Reynolds and Vanderploeg [68, 77]. It is worth
noting that strong demographic prognosis factors for severe TBI, such as age and gender,
were here non-significant, whereas social and economic predisposing issues had the grea-
test influence. Profession-related parameters were low pre-injury vocational status, low
level of motivation to work, and individuals whose occupation requires frequent perso-
nal interactions and necessitates managing many projects simultaneously [67, 78].
Financial compensation seeking, which is often present early after MTBI, strongly delays
time of RTW, especially when through litigation [77]. The study did not indicate whe-
ther injury, patient, lawyer, insurance system or other variables accounted for these fin-
dings, but it is important to assess these at the beginning of the rehabilitation program,
and prompt further studies in order to attempt explaining how financial compensation
moderates outcome after MTBI [77]. Subjects at risk for failure to RTW tend to have
lower general intellectual abilities, to have a past history of psychiatric disease such as
anxiety, depression or psychosis, but often also medical co-morbidity [68]. Finally, chro-
nic alcohol abuse and poor social support further unfavourably affect evolution of MTBI
when considering RTW [67].

Neuropsychological factors

Cognitive impairment and employment after TBI

Studies having addressed the issue of employment status in relation with neuropsycho-
logical factors unanimously recognize the impact of cognitive and behavioural impair-
ment on vocational outcome [46, 48, 55, 54, 79-82]). These variables interact with other
measures such as traumatism severity and motor deficit [5].

Among cognitive deficits, the dysexecutive syndrome is certainly the most disabling in
impeding return to work. It results from lesions of the frontal lobes, particularly vulne-
rable to closed head injury, and therefore is very frequently found among brain-dama-
ged persons. Many authors have documented the negative impact of executive and atten-
tional deficits on the vocational outcome [49, 83-87]. Executive functions are required for
the genesis of any willed action which cannot be hold by routine operations, for instance
coping with novelty, problem resolution, decision making, initiative taking, overcoming
temptation, dealing with danger… When impaired, these abilities, which are required in
most professions, may compromise different dimensions of work efficiency. Autonomy
at work may be severely compromised by the patient’s lack of initiative, his difficulty ini-
tiating something if not prompted to, organizing his actions, establishing priorities,
adapting to new situations. Carrying responsibilities requires, among others, the ability
to solve problems; it involves the ability to identify problems (potential dangers, for
example), select a strategy, execute the operations, and evaluate the outcome [88]. All
these steps or some of them may be impaired in patients with executive deficit. Quality
and speed of performance may be compromised by the difficulties sustaining attention
during long periods, ignoring distraction and performing dual tasks, as well as by men-
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tal fatigability and ideo-motor slowing which are currently found in brain-damaged
people. Moreover, patients with executive deficits experience difficulties in projecting
towards the future and elaborating realistic professional objectives taking their weak-
nesses into account; they are often tempted to follow immediately rewarding options
rather than reasonable but more demanding ones.

Unawareness of deficit (anosognosia) and behavioural problems, commonly found
in association with dysexecutive syndrome, are frequent sequels of brain damage. Many
studies have found that acceptance of disability was significantly associated with work
status in TBI patients [89, 90]. Impaired awareness of deficit decreases motivation for
treatment and leads to inappropriate selection of long-term goals. Confronting the
patients with their difficulties in a real setting may increase awareness, although their
poor monitoring abilities often prevent accurate self-evaluation.

Neurobehavioural disability is very frequent in TBI patients and may have disastrous
consequences on professional integration [91]. It ranges from simple impulsivity or lack
of tact in interpersonal relationships, to rudeness, violent behaviour or sexual desinhibi-
tion. Authors have in particular documented the negative impact of agressivity, and
aspontaneity [84, 91]. Brooks et al. have shown that behavioural disturbance and psy-
chosocial maladjustment (as reported by relatives) intensify during the year and persist
for at least seven years [6]. They have drawn the attention on their negative impact on
social and professional integration.

Memory impairments rank also among the cognitive deficits having an impact on the
return to work after TBI [81, 84, 85, 86]. Patients’ anterograde memory problems may
notably compromise their ability to remember instructions (especially after interference)
or to learn new facts. It is important to address this point when a professional re-orien-
tation is envisaged.

Role of neuropsychological assessment
in the context of professional evaluation

Neuropsychological examination is concerned with the evaluation of the nature and the
extent of cognitive and behavioural impairment. On the cognitive side, particular
emphasis is placed on memory (in particular anterograde, prospective and working
memory aspects), attentional functions (information processing speed, sustained, selec-
tive and divided components of attention) and executive functions (planning, flexibility,
drive). Behaviour and awareness of deficit must be carefully investigated too, by means
of validates questionnaires filled in by the patient himself or a relative.

Neuropsychologists must be particularly cautious in the extrapolation from psycho-
metric scores to performance in everyday life. As stressed by Sbordone, no individual
neuropsychological test was ever designed to predict how the patients are likely to live
independently, return to work, or maintain competitive employment following brain
injury [92]. Psychotechnic testing does bear only few relation to real-world settings: eva-
luations are conducted in a quite room with few distractions, the session is structured,
with the patient having to execute tasks one after the other when told by the examiner;
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the intellectual effort must be sustained during a limited period (rarely more than 2
hours) and a break may even be proposed by the neuropsychologist to make sure that the
cognitive potential is not masked by the patient’s fatigue. As a result, a standard neuro-
psychological assessment may fail to capture the patients dysexecutive symptoms and
lead to an overestimation of their real functioning. On the other hand, patients perfor-
ming complex but familiar or partially familiar activities in real life benefit from proce-
dural skills and previous knowledge, and from the multiplicity of cues available in com-
plex settings. Consequently, the patients may be more effective than predicted by the for-
mal neuropsychological assessment in complex everyday activities such as driving or per-
forming usual work, especially if there is no time constraint and no unpredictable event.
For the reasons listed above, current methods of standardized psychometric assessment
may not yield adequate estimates of functional capacity unless they are combined with
more naturalistic methods. Assessment procedures that attempt to capture this more
functional perspective utilize standardized tasks that more closely approximate activities
in natural contexts, such as the “Multiple errand test” or “The six elements task” of
Shallice and Burgess, where the patient is faced with a set of tasks and must organize him-
self respecting given rules [93]. Other options are questionnaires or situational observa-
tions [94]. However, usual neuropsychological tests assessing isolated cognitive functions
are still very valuable, and must not be neglected [81]. They benefit from a better stan-
dardization. Compared to more global assessments where many variables are interlinked,
they have also the advantage to focus more selectively on a given function or sub-func-
tion, and therefore allow a more subtle description of the deficit’s nature. This specifica-
tion is important for the elaboration of individualized rehabilitation objectives and for
the proposition of adapted adjustments on the work place. For example, inefficiency to
summarize the content of work meetings might result from deficits in memory, infor-
mation processing speed, sustained attention, divided attention, working memory, abs-
traction, planning, etc… Providing a tape recorder to record the meetings will be useful
if the problem concerns memory or information processing speed, but not if it arises
from abstract thinking or planning difficulties

In our opinion, a neuropsychological examination carried out within the context of
professional evaluation, should go beyond a list of deficits. It should also outline the pre-
served abilities (very important in the perspective of a professional re-orientation) and
specify the circumstances in which problems arise (for example, a patient might be able
to concentrate during 3 hours, but only in the morning, or only if there is no noise and
distraction). On this basis, neuropsychologists can give an opinion about the patient’s
ability to go back to the anterior activity, provide concrete tracks regarding re-orientation
and propose adjustments in the work place. Such adjustments range from simple envi-
ronmental modifications (e.g. reducing the light intensity or closing the door, respecti-
vely against headaches and selective attention deficits) to compensatory external aids or
strategies [63, 80, 95, 96]. For example, provision of a diary may help compensating ante-
rograde memory problems; a programmed alarm may supply prospective memory defi-
cits; giving instructions one after the other may help patients with organization deficits.
In some cases, intensive neuropsychological rehabilitation centred on difficulties
encountered on the working place can be proposed, as illustrated by Glisky and
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Schacter’s study [97]. They have used the preserved procedural memory competency of
a severely amnesic patient to teach her with success the knowledge and skills needed to
perform a complex computer data-entry job.

Employment stability

The employment stability is an important factor which determines the success of voca-
tional rehabilitation programs. In fact, the data of different studies suggest that a sub-
stantial number of patients continue working for a number of years, whereas a larger
proportion is entirely unsuccessful [3, 4, 5, 6, 16, 44]. In the study of Johnson, 42% of 64
patients sustained their work 10 years after severe TBI [3]. This percent is similar to fin-
dings reported by other investigators and confirms that only one-third of patients are
able to maintain their job for a large number of years.

It seems that different variables including age, length of unconsciousness, and
Disability Rating Score at 1 year after injury may predict employment stability [3].
Ethnicity, marital status, and education are also significantly related to employment sta-
bility [5, 98]. Non minority group members and married people are more than twice as
likely to be stably employed [3]. On the other hand, lower education levels predict higher
unemployment rates [5, 6, 44].

Conditions to facilitate return to work

A large variety of brain injury vocational rehabilitation services or programs are avai-
lable, such as vocational assessment, social services, job training, vocational counselling,
placement services, on-site support services, case management. Before starting to look
for a job, the brain injury patient needs to determine whether or not he wants to return
to work. This must be clear and discussed with the family or the rehabilitation providers.
The National Resource Center for Traumatic Brain Injury has published a workbook for
brain injury patients. It includes several questionnaires and information to help the
patients to understand their situation and know which types of services are available to
help them [99].

Returning to work or finding a new job is often a challenge for people with brain
injury. Even if many communities have specialized employment services, the patient
needs help or encouragement to contact such services. A recent article provides an excel-
lent framework of a self-guided therapeutic return to work program [100]. Clinicians
will find useful information to discuss with their patients with brain injury when retur-
ning to work is planned.

To successfully achieve a vocational rehabilitation program, the neuropsychologist
must help the vocational counsellors or the clinicians to clearly identify the patient’s apti-
tudes and to determine the strategies or objectives necessary to obtain the specific voca-
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tional goals [101]. This assessment will also guide the counsellor to choose realistic
options such as further training, education, job coaching or realistic placement.

Unfortunately a standardized neuropsychological assessment has limited ecological
validity, especially for the executive functions. The patient’s performances in a controlled
assessment situation are different from a natural, unstructured vocational setting, such as
a workplace [102, 103]. Therefore, for obtaining more realistic and ecological data for
vocational predictions, a situational vocational evaluation is highly recommended [94,
104-110].

Vocational programs and supported employment

Brain injury patients face many difficulties in returning to the workplace. Cognitive defi-
cits especially limit the patient’s ability to cope in a work environment and often
employers do not have the ability to accommodate the needs of the brain injury patients.
Thus, many different vocational rehabilitation programs have been developed to opti-
mise the work potential of people recovering from brain injury. These programs can be
divided into either vocational rehabilitation programs or community re-entry programs.
They must help the clinician or the counsellor to determine if the patient is able to return
to the same job with the same employer, to find and accept a different job in the same
workplace or to find a different job using the existing skills.

Community Re-entry Program

This program is proposed to brain injury patients after the period of active rehabilita-
tion. It focuses on remedial and compensatory treatment for cognitive, behavioural and
physical deficits in order to increase the integration of these patients in the community
and thus to obtain a greater work productivity. In many cases, specific job training is also
needed and therefore, some community re-entry programs offer a vocational phase, as
job trials or placements [107-109].

In USA, based on a comprehensive-integrated approach, a specified intensive day
treatment program is available for brain injury patients with severe cognitive and self-
awareness deficits [110, 111]. It aims to improve the cognitive and behavioural modifi-
cations, especially anosognosia and the acceptance of deficits by the patient. The features
of this comprehensive (holistic) day treatment have been described in a national consen-
sus conference [112].

Among 94 patients who finished this type of training, 53% were still employed, 23%
were in sheltered or subsidized employment, and 3% were in academic programs
6 months later [113]. In a review of the data of 15 programs, Malec and Basford report
that only 29% of 856 patients were unemployed and over 56% had an independent work
or were involved in school or homemaking [37]. This positive effect of comprehensive
day treatment program is confirmed in another study where 67% of 66 persons with
brain injury were competitively employed 17 months after the end of program [90]. A
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less favourable outcome at long-term follow-up was reported for patients with more
severe self-awareness deficits.

The benefit of such a program is also maintained in long-term vocational follow-up
for patients admitted many years post-injury [113, 114, 115]. This program offers a signi-
ficant improvement in societal participation, especially within the first year post-injury.
However, significant gains are also made by patients who entered 2 to over 10 years post-
injury [116]. The level of disability before entering the program provides low to mode-
rate prediction of long-term outcomes. It seems that the patients with significant impair-
ments in self-awareness and with multiple cognitive and behavioural deficits are typically
recommended to comprehensive day treatment program. In fact, according to the promo-
ters of this program, it is really important to develop self-awareness and acceptance of defi-
cits to become productive [117]. Self-awareness of deficits is an excellent prognosticator of
return to work and it can be measured by a reliable questionnaire developed by Prigatano
[15, 90, 118, 119].

The New York University Head Trauma Program is divided in two phases. The first
attempts to increase awareness and acceptance of deficits of survivors of moderate to
severe brain injury. In phase 2, the patients engage in vocational trials [120)]. According
to the data of 59 patients, all completed the phase 1 and the great majority the phase 2.

Thus the comprehensive day treatment program is very useful for brain injury patients
in improving activity and societal participation, even for the persons with a long period
of limited participation after moderate to severe brain injury. In the model of Prigatano
and colleagues, a cognitive training approach is privileged, meanwhile a holistic approach
is chosen by Ben-Yishay and associates [113, 121]. An intensive 24-hour residential pro-
gram to improve behaviour modifications is also proposed as a means of vocational trai-
ning [122]. Whatever the model is used, about 50% of patients obtain an employment.

Work re-entry program

For persons with severe to moderate traumatic brain injury, the work re-entry program
is an alternative to improve their vocational outcomes [123]. Traditional vocational pro-
grams propose sheltered training prior to job placement. The characteristics of these pro-
grams are 1) to train the work competencies, work behaviour and productivity of the
patient, 2) to place the patient in the institution or the centre to improve his competen-
cies and capacities with a job coach, 3) to place the patient with the support of a voca-
tional counsellor in an real job, 4) to progressively decrease the support. Using such a
vocational program, among 130 patients followed over 3 years, 67% were competitively
employed [123]. Even given these encouraging results, many specialists consider this type
of program ineffective [101, 120, 124]. It is difficult to compare the results of the studies
on the effect of vocational rehabilitation process and they point out that the success of a
program lies in terms of different program approaches. They do not usually compare
programs [50, 118, 121, 125].

Better results are obtained with a supported employment approach, with job place-
ment, followed by job-site training and support [123, 124, 126, 127]. The key feature of
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this program is the use of an employment specialist (job coach), who will provide trai-
ning, counselling, and support for the patient at the job site [124]. At any time, the job
coach can intervene for resolution of problems either with the patient or the employer.
There are different models of supported employment but the usual components of this
type of programs can be found in detail in two previous articles [124, 127-130].

Using the model of supported employment, studies showed that patients are more suc-
cessful in obtaining and maintaining a job. Seventy-one percent of 41 persons continued to
work 6 months after initial placement with this model [15]. About 290 hours of employ-
ment specialist intervention were necessary to obtain these excellent results. They worked
an average 31.2 hr/wk and earned an average hourly wage of $4.61. Moreover, the patients
returned to similar jobs that they had preinjury and worked a similar number of hours.
Wehman et al. estimated the supported employment cost per person at about $8,000 [126].
However, the costs decrease over time from $ 10,198 for the first year to $ 8,614 for the
average annual costs. The participant income was an average of $ 17,515 over the 14-year
time period of the study [131].

For persons with severe TBI, the supported employment model with job-site training
and support is sometimes insufficient to maintain employment [126]. When the beha-
vioural or the cognitive deficits are too significant, a pre-placement activity, such as
cognitive retraining, must be proposed.

Over the world, many rehabilitation centres offer these types of vocational training
programmes to TBI patients. Each of them has usually its own specificities to train and
support people to return to economic work. However, according to a systematic review
of Crowther et al., who have compared the efficacy of the different models of vocational
programmes, concludes that a supported training with a job-coach on the job site offer
a better chance to obtain and maintain a competitive and economic employment [128].
Among the TBI patients who can benefit from a vocational program, 60 to 80% will be
able to obtain and maintain an independent job [37, 133].

Vocational rehabilitation in the Clinique Romande

In the Swiss system of insurances, vocational rehabilitation belongs to the disability com-
pensation insurance. It intervenes as soon as the medical situation is stable whatever was
the cause of the work disability. However, before this lapse of time, many patients have
sufficiently improved to be able to do a few activities. Then it is important to use these
capacities and to train them rapidly because the precocious return to work is beneficial
when its aim is therapeutic [134].

In our Clinic, at the end of neurological rehabilitation, when the patient is indepen-
dent in his daily activities and he is ready to re-entry the community, a vocational reha-
bilitation is progressively introduced as soon as the patient is able to concentrate over
20 minutes on a task. With the support of neuropsychologists and job coaches, the
patients are trained in a ecological work environment in order to improve the cognitive
deficits or behaviour modifications. The periods of training are adapted according to
the fatigue and the cognitive performances of patients. Progressively, the complexity of
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tasks is increased or new strategies are proposed. Then, this period of observation and
training in a professional environment allow to determine the real capacities of patients,
especially of learning new knowledge, their endurance, their motivations, and their time
allowance [105]. After this first evaluation, the patient can be placed in his usual pro-
fessional environment and continue the training under the supervision of a job coach
and with the support of the employer. Regularly the real work capacities of patients are
evaluated to determine the salary according to the performances demonstrated at work
by the patients.

When the training in the real work situation is not possible, we must wait for the
complete stabilisation of medical situation of TBI patients. Usually 6-12 months later, the
patient is admitted to our centre for a vocational evaluation during a minimum of
3 weeks. Again, the capacities of patients are evaluated and especially the cognitive one.
This evaluation allows us to determine whether the patient can continue his previous job
normally or with adaptations or if it is necessary to learn a new profession. In this case,
with the support of the disability insurance, the patients spend 3 or 6 months in a voca-
tional rehabilitation centre, belonging to this insurance company or working in
connexion with the insurance, to evaluate band search for a new profession before star-
ting this new professional education, still under the supervision of this insurance. Among
the criteria for admission to these vocational rehabilitation centres, a clear description of
capacities of patients and his motivation are mandatory. Moreover, the patient must be
able to stay at least 4 hours per day at a work place.

Sometimes, the patient will be able to continue his previous job after a period of trai-
ning but he has no more employment or probably needs some adaptations at the work
place. In this case, with the agreement of the disability insurance, the patient will be trai-
ned in our centre before a job placement under the supervision of a job coach. When a
real capacity of work is obtained, the disability insurance helps the patient find a new
employment and maintain it.

Conclusion

Vocational rehabilitation of TBI patients, especially those with severe cognitive deficits or
behaviour problems, is a real challenge for the multidisciplinary team of rehabilitation
centres. In spite of the encouraging results of numerous studies, the reality in terms of
return to work is not always favourable, especially when economic conditions are not
good. Economic recession decreases the possibilities of TBI patients finding a new job
adapted to their difficulties, above all with a reduced productivity. Moreover, the charges
for rehabilitation and employment services for TBI patients are very high. Therefore,
vocational rehabilitation is crucial and the best way to obtain success is to increase the
motivation of patients and to offer them supported employment as soon as the medical
situation allows it.
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Introduction

There are an estimated 40 to 60 new cases of traumatic spinal cord injury (SCI) per mil-
lion population per year in the United States occurring at a mean age of 31 years (median
26 years), that is, the beginning of the period of highest financial productivity [1].
Advances in short-term and long-term management have resulted in a life expectancy
after injury that is close to the life-expectancy of able-bodied individuals. Estimated life-
time costs for an individual with SCI often exceed one million dollars and the annual cost
of SCI to society, including both direct and indirect costs, is somewhere between $7.3 and
8.3 billion [2-4].

Some suggest that the process of psychological adaptation to a disability is analo-
gous to the psychological stages leading to acceptance of death. With SCI patients, one
or more of the five stages of grieving – shock, denial, anger, bargaining, depression and
finally acceptance are usually encountered [5]. While persons with SCI do have special
needs and deal with problems not faced by non disabled persons following expert treat-
ment and rehabilitation, they are not necessarily burdened psychologically by their disa-
bility [6].

Return to work is often used as a measure of overall recovery from injury or illness.
It is a particularly relevant measure when examining the individual and societal burden
of injury as the majority of those inflicted are young [1, 7]. A working life is generally
considered as an ultimate aim of the disabled person, indicating the success of rehabili-
tation [8]. The ability to return to work after injury not only depends on the physical
and emotional well-being but also on non-health related factors such as age, education,
previous work experiences and support from close friends and family [9]. The positive
links in various studies between the fact of having a job and survival, satisfaction in life
and a sense of well-being tend to strengthen the consensus among rehabilitation pro-
fessionals and the disabled about importance of work [2, 10]. Nevertheless, because of
the physical limitations that result, spinal cord injury presents many discouragements to
a return to gainful employment and is associated with a significant decline in employ-
ment [11]. A large number of studies indicate that only 13% to 48% of those with SCI
have a job [12].
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Employment after spinal cord injury

The major goal for almost all working age persons is employment. Employment is seen
by society as a measure of status and productivity in addition to being a source of
income. It helps fulfil hierarchical needs such as those of survival, stimulation, safety and
security, love and esteem.

Unemployment and low self-esteem feed upon one another. As a person expects less
of himself, there is a coincident rise in medical complications, in drug and alcohol depen-
dence, and in family problems. To accept oneself after the onset of a physical impairment
is a vital prerequisite to developing a productive lifestyle. Unemployment results in a loss
of purchasing power of money, energy outlet, a source of diversion, temporal structu-
ring, social contacts and status in society. This may lead to depression, anxiety, and
decrease in self-esteem [13]. The loss of income among people who do not return to
work after a disability is a significant stress factor to the economic well-being of indivi-
duals and their families [14].

Work is a core element of our physical, social, and psychological survival. Its signifi-
cance for spinal cord injured persons is no less than it is for the able-bodied persons. It
is especially important for them to attain satisfactory employment status, because their
basic living costs are increased and because self-esteem and life-satisfaction may already
be significantly lowered by other factors such as a negatively altered body image, a lack of
mobility to perform routine tasks, and alienation from family and friends. Employment
after disability marks a return to a productive rewarding lifestyle.

Quality of life after spinal cord injury

Quality of life (QoL) is associated with meeting individual needs, controlling one’s envi-
ronment, and having opportunities to make choices. QoL issues for SCI population have
been examined and results indicate that it is significantly lower than for a normative
population [15-18]. Individuals sustaining SCI are faced with physical, emotional, finan-
cial, and vocational changes. These problems are often complex and profound and the-
refore can have a negative effect on one’s QoL and satisfaction especially with commu-
nity re-entry and employment [19]. There are several variables that affect the degree of
QoL of individuals with SCI. Both education and employment have strong association
with QoL post-injury [2, 4, 20, 21]. Functional ability is also an important determining
factor and it correlates highly with both physical and mental health [22]. The level or the
extent of SCI seems not a predictor of life satisfaction [19].

Results from studies which have utilised QoL to measure success of employment ser-
vices for individuals with disabilities indicated improved QoL for persons participating
in competitive employment [17, 23-25]. Since employment is important in our society
not just in terms of financial security but also for self-esteem, independence, social rela-
tionships, self worth, and personal identity, it becomes critical to provide ongoing assis-
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tance in addition to effective rehabilitation programs. This would enable persons with
SCI to return to work and as a result enhance their QoL.

Vocational rehabilitation

Improved knowledge in physical medicine and rehabilitation and the setting up of
centres specialising in SCI care has allowed a significant increase in life expectancy with
a large number of patients getting back home [26]. Interaction between the rehabilita-
tion team and the SCI person can promote the experience of control over environment,
a feeling of responsibility for success of the rehabilitation process, the ability to solve
functional problems outside the rehabilitation environment, an understanding of the
range of behavioural and environmental options available to the individual, and success-
ful performance of job-related tasks in a supportive setting [27]. To develop expectations
of a productive life-style, vocational planning must be initiated early in the rehabilitation
process.

There are seven measures of vocational development after injury [28]: (1) immediate
vocational plans, the choice of vocational objectives immediately following disability;
(2) ultimate vocational plans, long-range goals; (3) responsibility for vocational plans,
the acceptance of individual responsibility for making plans; (4) work values, the mea-
ning of work to the individual; (5) remotivation, the desire to work following disability;
(6) fantasised interests versus realistic interests, the degree of realism attached to work
interests; and (7) rehabilitation outlook, the degree of optimism or pessimism about out-
come of disability.

Persons with spinal cord injuries do have significant vocational potential. They may
have reached a level of vocational identity before and/or after the onset of disability which
enables them to be more decisive and confident in decision making [6]. However, pro-
blems of vocational decision making are mainly characterised by lack of information
about employment opportunities, uncertainty about vocational and educational abilities,
lack of knowledge of occupations and uncertainty in many (avocational) areas of life [6].
During inpatient rehabilitation, it is realistic for vocational services to include interviews
with patients about previous vocational development for purposes of future planning
and sharing vocational information about patients with the rehabilitation team. The
vocational goals can therefore be incorporated into the total rehabilitation plan, with
provision of vocational counselling and information as needed by patients and their
families. Vocational rehabilitation counsellors need to become more sensitive to issues of
vocational development and adjustment after spinal cord injury. Considering that more
than 95% of total functional recovery after a traumatic SCI will occur by 12 months after
injury [29], that development usually begins to plateau after 18 months, and that patients
need time to deal with medical needs and adjustment to family and home, it is some-
times not realistic to expect active vocational planning to occur during inpatient com-
prehensive rehabilitation or during the first months after discharge [30]. SCI victims may
be more responsive to vocational rehabilitation services, including vocational testing and
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evaluation, vocational exploration and counselling, training, job placement, and follow-
up after the first six months post-discharge.

Rehabilitation programs aim to enhance adjustment to life following SCI by equip-
ping the individual and his/her family and friends with the skills and resources required
for community living. Rehabilitation professionals face several challenges with regard to
the employability of their SCI clients [11]. Specialised vocational rehabilitation programs
designed to address both generic vocational issues such as skill acquisition and develop-
ment, as well as transportation options and access issues, may help in reducing the
influence of these factors as barriers to post-injury gainful employment. Vocational reha-
bilitation programs need to be developed with input from individuals who have sustai-
ned a SCI. The need for specific vocational counselling; talking with peers who are in the
workforce and the creation of special interest groups as means to facilitate the gaining
and sustaining of employment post-injury has been highlighted [31]. In Switzerland for
example, reinsertion to work and reorientation of the disabled after an injury is subsidi-
sed by a federal organisation, the “Assurance Invalidité” [32]. The incorporation of a co-
ordinator from that organisation in the vocational rehabilitation team has recently been
advocated through a convention between this organisation and the two SUVA (principal
Swiss insurance company against accidents) rehabilitation clinics. This has often helped
to shorten the usual legal delay for further vocational testing and evaluation, and refer-
rals of appropriate patients to state vocational rehabilitation agencies from 2 years to a
few months.

A vocational training and counselling program for SCI individuals is especially effec-
tive in improving functional independence and employment rates not only in paraple-
gics but also in tetraplegics [33]. Individuals with quadriplegia may benefit from addi-
tional education or specialised training, because a substantial percentage of these parti-
cipants successfully return to and maintain employment. The subjective ratings of inten-
sity when performing functional daily activities is judged “with greater ease” by both
paraplegics and tetraplegics following a vocational training program [33]. Additional
training, no doubt, would increase the sustainability of employment for many of these
individuals.

Because the employment prospects are bleak for individuals who are older at injury,
particularly in their mid to late 50s, rehabilitation professionals need to provide these
clients with realistic information about the probability of returning to work [11]. Unless
there is an opportunity to return to pre-injury employment, it may be better to help the
individual prepare for a meaningful retirement (including productive activities) rather
than retraining [11].

The understanding and portraying of the return to work of persons with severe
impairment is complex. The selection and tailoring of the work place is tightly bound
with the integration or reintegration of people with disabilities into the work environ-
ment. It cannot be said that there is a clear vocational stereotype, or one powerful single
factor that permeates the post-accident employment situation of the person with spinal
cord injury. Creativity and ability to set goals is related to productive living [34].
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Return to work

Many of the individuals sustaining SCI have considerable functional limitation resulting
in differences in the qualitative aspects of employment, including job content, job satis-
faction, and expectations of future employment. Most people do not return to work after
SCI, not even in physically less demanding jobs. There has been extensive research into
the general rates of job acquisition and the vocational potential of SCI victims. In two
literature reviews, the employment rates ranged from 13% to 48% [35] and 13% to 69%
[36]. One reason for the variability may be due to differences in the employment defini-
tion being used. While narrow definition includes only those in paid employment or self-
employment, the broader definition includes homemaker and students as well. Another
reason may be the time after the injury when the study was conducted since employment
rates improve with increasing time after injury [2]. Based on a review of 24 studies, the
overall return to work was estimated at 39.3% [37].

Employment rates decrease dramatically when comparing pre- and post-injury rates.
Return to gainful employment was most likely in minimally disabled, highly educated
men whose pre-injury job only demanded light to moderate physical capacities and who
followed a retraining program [38]. Of those who return to work, more start new jobs
rather than return to their employment and those who returned to previous jobs did so
much earlier than those who found new jobs [39]. Those who return to work which
involves the same level of physical intensity as pre-injury tend to work part-time [40].
People with heavy or strenuous physical work pre-injury regained work in only 25% and
21% respectively [38]. Those with a low labour force participation rate are likely to be
employed part-time rather than full-time, to be less satisfied with their current job, less
optimistic about their future prospects, and less likely to report having autonomy at
work. A significant change in the type of occupation was observed as almost half of those
in paid employment pre-injury fell into the category of unemployed, students or volun-
teer workers after injury [31]. Levi et al. [40] found that SCI subjects were more often
working with computers and less often working in (heavy) manual labour. In his study,
being male was important to employment, but gender differences were highly dependent
on cultural and social norms.

The percentage of unemployed thought to be capable of working is remarkably high.
Among those, many report that functional limitations created a major problem in their
life, and are less likely to report a desire to work. Only a minority returned to gainful
employment after SCI, even to a physically less demanding job.

Our impression is that in many cases people are only ready to think of regaining work
when they are at a stable level of functioning and their domestic situation is settled. At
that time, they are discharged from the rehabilitation centre so less help with job speci-
fic functional training is available and intensive inpatient rehabilitation is less attractive.

In addition to intensive inpatient rehabilitation and long-term support in job see-
king/switching to a less demanding job, compensation, sufficient enough but not too
much so as not to inhibit the motivation to return to work, may promote return to work.
The percentage of individuals entering the workforce after injury was higher for those
who were not entitled to any form of compensation compared to those receiving com-
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pensation (51% and 23% respectively) [41]. The high financial compensation in
Netherlands, which equals to 70% of the last earned wage, might also explain the high
number of people who do not return to work post-injury [38].

Obstacles reported by individuals with disabilities that prevent them from returning
to or entering the workforce include inability to obtain sufficient health care insurance
to enable them to live and work independently, financial disincentives to work in current
benefit programs, physical barriers and inability to access effective employment training
and placement services. Many who do not have a full time job have to rely on some sort
of social benefit as their source of income. Their financial reserves are sparse. In addition,
they have difficulty obtaining employment due to lack of knowledge in terms of eligibi-
lity and services that would assist them in obtaining employment and to which they are
entitled. It is critical that access to medical and rehabilitation services are maintained and
ensured.

The effects of secondary morbidities on return to work or work interruption must
not be neglected [29]. Return to work after SCI is a dynamic process with the ability to
work changing over time.

Predictors of return to work after spinal cord injury

A number of specific individual and injury related factors have consistently been asso-
ciated with return to gainful employment following SCI. Gender does not seem to be
significantly associated with return to work [7, 11, 25, 39]. However, men were twice as
likely as women to be in paid employment, whereas women were more likely to be enga-
ged in a non-paid productive role which includes voluntary work, full and part-time stu-
dents and homemakers [42]. Gender was significantly associated with the number of
hours worked per week; men were more likely to be working full-time than women [25].
Two studies pointed out that being a Caucasian woman in the United States played a role
in successful employment outcomes [43, 44] in addition to being less than 29 years of age
at injury, having an incomplete lesion and having at least 16 years history with SCI [43].

Age at injury onset appears to be most important for return to work and is significantly
related to both current employment status and employment status since injury [11]. The
highest current employment rate was for those injured before 18 years of age (69%) with
the rate decreasing to only 9% for those injured after 45 years. Older age at injury is nega-
tively correlated with post-injury employment with the 16-30 age group having the highest
employment rate and the 51 to 60 year group having the lowest [4, 39]. Age is the only sta-
tistically significant predictor of poor occupational outcome, with the older patients being
worse off irrespective of the extent of the disease and functional anatomy [45].

Level of education pre- and post-injury has been constantly reported to be positively
correlated to return to work [40]. Nearly 95% of all persons with 16 or more years of
education had worked at some time after injury [2]. Education not only reflects higher
socioeconomic status but also increases the range of jobs to which an individual may
return. Those with a higher educational status and those who improved their education
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following injury were more likely to have obtained employment following injury [46]. A
higher level of formal education attained prior to injury [25, 47, 48] and pre-injury voca-
tional interests in more cognitive fields [49], have been positively linked to successful
vocational outcome. A lower level of pre-injury education was correlated with employ-
ment in a lower scale occupation post-injury and by contrast a higher proportion of
those with a university degree or diplomas were employed in higher scale occupations [31].

Several studies have examined the relationship between return to work and injury
severity (neurological level, completeness). Relationship between return to work and
injury severity have not been significantly correlated [11, 28]. Some studies have repor-
ted that individuals with paraplegia and/or incomplete lesions were more likely to be
employed [33, 39, 46, 50], while other studies have not been able to link injury severity
with employment [6]. El Ghatit et al. [46] reported that although individuals with qua-
driplegia were less likely to obtain employment, they were equally able to sustain employ-
ment. Conroy et al. found that having a complete cervical lesion reduced the likelihood
of employment post-injury: Fifty-six per cent of cervical complete injuries returned to
work, compared to 70% of incomplete cervical types [31]. Functional independence is
highly correlated to the neurological level and injury severity. Any intervention leading
to more functional independence is likely to improve employment potential. In patients
with tetraplegia for example, a continent catheterisable conduit may enable an individual
to catheterise independently, tendon transfers may enable an individual to have greater
upper extremity function, and adaptations may make it possible for an individual to
drive. The ability of the Motor Index Score in combination with demographic variables
was examined to predict return to work during a period of three years for individuals
with SCI [51]. Higher score can be associated with higher physical abilities, which there-
fore increases the likelihood of return to work. Violence at injury was associated with
lower employment rates especially among Caucasians [25]. The influence of severity of
injury on return to gainful employment has been less clearly defined. It would be intuitively
expected that the degree of disability resulting from a complete cervical lesion would impact
more severely on all life roles including that of the worker. While Goldberg and Freed [28]
proposed a lack of realistic vocational expectations as contributing to lower work rates of
individuals who have sustained complete cervical injuries, Castle [39] and Krause [2]
indicated the need for career adjustment, change and retraining to re-enter into the
workforce. Injury related issues including younger age at onset of injury [52, 53] and
increased length of time since injury [54] have been similarly related to successfully secu-
ring a job. Issues of adjustment and reintegration into the community have been establi-
shed as important precursors to vocational re-engagement [55, 56] with the interval 2-
10 years post-injury proposed as the key time to assess vocational potential [47]. For
some, the only factor affecting self-reported functional independence levels is the level of
injury [33]. Consequently, patients with paraplegia are more likely to be employed than
patients with tetraplegia. As one might expect individuals with paraplegia to demonstrate
higher self-reported independence levels than subjects with quadriplegia [33]. In a
sample of 745 male spinal cord injured veterans, post-injury education was not related
to level of injury [46]. However, contradictory findings have been reported in terms of
the relationship between the level of injury and return to work. While some have noted
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level of injury as a strong predictor of a return to work [46, 50], others did not support
this view [2, 4, 11, 41]. Similarly, completeness of the injury, whether individuals were
paraplegics or tetraplegics, was found as a predictor of return to work for some [39],
while others reported that the only significant difference between individuals with para-
plegia and tetraplegia was that individuals with paraplegia were more likely to return to
their pre-injury jobs than those with tetraplegia [2, 41]. These studies suggest that for
persons with SCI, barriers to return to work are created by their physical functioning
limitations. These limitations prevent full participation and independence at the work
site, which may further lead to a low satisfaction level or having to work part-time.

Being an independent driver impacted favourably on return to work or study post-
injury, with reduced dependence on the inflexible, inaccessible or unreliable options of
taxi services and public transports [31].

Significant relationships between pre- and post-injury marital status and improve-
ment in education were found for those who were single, separated, or divorced [46]. An
intact post-injury marriage was associated with improvement in education [46]. The
number of children correlated significantly with vocational adjustment [28].

Doing household chores before injury seems to influence employment rates with a
higher tendency for full-time jobs especially in men [57].

Individuals who were employed at the time of injury had more clearly defined voca-
tional goals and more positive self-perceptions than those who were unemployed [44].
In general, more problems were reported by those unemployed [6]. Both groups repor-
ted accessibility, lack of benefits, transportation and physical limitations as being pro-
blems. Those employed reported lack of stamina and confidence, and low morale as pro-
blems while those unemployed reported lack of skills, need for retraining, and finding
new careers. Persons with tetraplegia felt that they had to rely on others for punctuality
and personal care [39]. Being employed at injury was associated with a greater probabi-
lity of post-injury employment, but only in the first few years after injury [25]. Being a
higher scale pre-injury occupation was associated with current employment [31].
Because lower scale occupations generally provide less financial remuneration, people
previously employed in these types of jobs may experience less incentive to return to
work [31]. Self satisfaction, financial incentives, social interaction, proving one’s worth,
being a productive member of the society and gaining some sense of normality of life
were reasons nominated for working post-injury [31].

In the US, being Caucasian, younger at injury, having lived more years with SCI,
having a less severe injury, and having more years of education were all predictive of
being employed and were associated with greater likelihood of working [11, 25].

When the relationship between return to competitive employment and the physical
intensity of pre-injury employment was investigated [38], it was found that of the 37%
who returned to work, 25% had heavy work and 21 % strenuous physical work pre-
injury. Persons with less physically intense occupations pre-injury are more likely to
return to work. It has been suggested that in returning to physically intense occupations,
there may be difficulties in adapting the work site. In addition, they may be less motiva-
ted to choose a less physically intense occupation, such as administrative work, which
may require a higher level of education. Individuals who are employed reported that
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functional limitation, such as upper and lower extremity functions and mobility, affected
them in terms of moving about in the workplace and getting to and from work [58].

Being male, young at onset of injury in a light to moderate physical job pre-injury,
with a high Barthel Index post-injury, high educational level, vocational plans, work
interests, work values, remotivation, rehabilitation outlook were important predictors for
return to work for some [28, 33], while age, gender, number of medical complications,
and time since injury were not related to employment status for others [33].

Why are SCI individuals not working?

A number of authors have examined the characteristics of SCI individuals who do not
work, and cite the following as reasons [9, 46, 59-61]: 1) Fear of ending up fiscally less
well-off due to loss of compensation and free medical benefits, 2) Inadequate educatio-
nal opportunities appropriate to the individual’s abilities, 3) Inaccessible workplaces and
lack of enabling technology to allow competitive work output, 4) No accessible trans-
portation to and from work, 5) Unavailability of consistent attendant care to ensure
reliable and punctual work attendance, 6) Negative attitudes of employers and prospec-
tive employers about the things a paralysed person can and cannot do, 7) Poor self-
image, fear of failure, lack of working peer role models, and generally low self-expecta-
tions of potential workers.

Lack of confidence from the employer in one’s ability to competently carry out work
tasks have gained some support as having a detrimental effect on return to work post-
injury [28]. Workplace discrimination due largely to negative or naïve employer percep-
tions about the potential productivity of individuals with SCI has been negatively corre-
lated with return to employment [39]. A lack of understanding of the nature of SCI may
impact on employer selection of candidates for more skilled professional or management
occupations. As a result, individuals who have sustained a SCI may seek employment in
lower scale, clerical type positions [19, 62].

Early vocational approaches were highly controlled by rehabilitation professionals,
but research has shown that high levels of professional support can be intrusive, and that
businesses are more able to participate in the support process than was initially assu-
med [63]. A new generation of partnership that supports and builds the capacity of
employers to create opportunities and neutralise the possible impact of employer preju-
dice to successfully employ individuals with severe disabilities was proposed [11, 63]. The
interaction between the rehabilitation team and the employer should be characterised by
clear, non-technical communication, an understanding of what functional activities the
patient actually does (rather than what the person can do), a willingness to try creative
solutions to environmental and performance problems, and a recognition of the
employer’s need for quantity and quality of production. Challenging employer percep-
tions and attitudes, and lobbying for improved transport systems and genuine equal
access to all public facilities may be required from the broader community. Reducing
financial disincentives to working, increasing funding for personal care attendants, and
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providing modification of workplace equipment to facilitate competent vocational per-
formance may require new policies to be developed on a political front [31]. All these
combined are likely to reduce the potential for failure and enhance the likelihood of
achieving the highest possible level of vocational potential [27].

Work problems may play a role in preventing the return to work or the decline of
achieving the capability to work. Environmental barriers may be factors making it more
difficult to work [12, 39], but do not necessarily prevent employment or study opportu-
nities [31]. A survey of a group of 46 SCI individuals revealed the following potentially
encountered work problems: using equipment/tools/computers/typewriters/telephones,
access to parking/work site/restrooms, getting the job done (working to a fixed schedule,
reduced productivity, getting the job done with fatigue), performing tasks, personal care
(eating/drinking, toileting), and transportation (commuting/local travel) [64]. The solu-
tions to these problems may take many forms: assistance from co-workers, flexible sche-
dules, modifying work tasks, pacing oneself during the day and rearranging furniture or
material. Others include providing special equipment and/or aides, modifying the job or
retraining the employee and/or transferring them to a new job. Such accommodations
are generally not expensive with 30% costing less than $500 [65]. It has been suggested
that persons with SCI are able to engage in competitive employment if appropriate
accommodation that meet their needs in eliminating both psychological barriers and the
physical barriers of the workplace are provided. Nearly three-quarters of SCI individuals
were reported to require some type of accommodation to maintain or improve their pro-
ductivity [58]. The reason for terminating employment or abandoning study was the
perception that the job demands were too difficult or that the personal skill level was
inadequate for the satisfactory completion of the job [31].

Transport difficulties were found to be associated with employment in lower scale
occupations which tend to pay less and may thus limit the individual’s ability to purchase
his/her own vehicle, necessitating the use of public transport or dependence on others for
transportation [31]. Lack of an independent means of transport has gained some sup-
port as having a detrimental effect on return to work post-injury [56, 66]. Addressing
transportation needs and providing training so that individuals can get to and from work
is critical for ensuring the individual’s self-determination in employment, housing and
social and recreational outlets [67].

The most frequently reported reasons for not working were: inability to physically
perform the same type of work post-injury (60%) followed by poor health, stamina or
endurance (28%), loss of benefits (28%), feeling not physically capable of working (27%)
and inaccessibility of the workplace (23%) [1,36]. Problems of vocational decision-
making included lack of information about employment opportunities, uncertainty
about vocational and educational capabilities, lack of knowledge of suitable occupations
and uncertainty in many are as of life [6]. Gender, race, age, and level of injury were all
associated with these different reasons [20]. Health complications, chronic pain, long
hours in the wheelchair causing pressure sores, frequent hospital readmissions, absence
of satisfactory wheelchair access, a feeling of not being adequately trained for the job
market, inadequate transport, inability to find a suitable job, domestic reasons, lack of
motivation, and lack of education figured amongst others reasons for not working [17,
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41, 57, 60, 68, 69]. Urinary and skin complications are the two main reasons for hospital
readmissions in people with chronic SCI [70]. Risk of readmissions increases with time
since injury and with disability and handicap severity with a rate of 74% in tetraplegia [71].
Several implications for therapeutic intervention arise from these findings. Firstly, indi-
viduals who were older at the onset of their SCI (above 30 years), those who sustained a
complete cervical injury, and those with lower levels of pre-injury education (no more
than school level of education), were found to be less likely to return to work/study fol-
lowing their injury [31].

Some individuals with SCI experience health problems and physical symptoms that
appear to be related to aging. They tend to be more fatigued, less active, and experience
more symptoms and illnesses as they age [72]. Many persons with SCI experience an
increased need for medical treatment 10-15 years after injury [49]. The incidence of pain
in upper extremity joints, likely caused by wheelchair propulsion and transfers, has been
shown to increase with the duration of SCI [72-74]. The effect of aging on functional
independence may be significantly accelerated in individuals with SCI. Studying the
impact of aging on function revealed that 22% of those who had a duration of SCI of at
least 20 years required more physical assistance than they had earlier in their injuries
[75]. Those attributed their need for more help to several factors, including fatigue,
muscle weakness, pain and stiffness, weight gain, and specific medical problems. The ave-
rage age when additional assistance was first needed was 49 years for subjects with tetra-
plegia or tetraparesis and 54 years for those with paraplegia or paraparesis. Even with
younger clients, it is important to make preparation for the potential need for early reti-
rement, because employment rates decrease considerably for participants between the
ages of 51 and 60 [11]. Individuals with SCI continue to have issues and challenges they
have to adjust to. The need for rehabilitation does not end after hospital discharge [17].

The perceived disadvantages of losing social security benefits, which would lead to
exclusion from accessing government funded equipment supplies, transport schemes
and medical subsidies, may deter people from seeking employment [31].

The role of computers and technology in vocational
rehabilitation and return to work

The past two decades are characterised by increasing access to information and techno-
logy, together with an employment market dominated by service/information providers
rather than the manufacturing industry. Society in general is becoming more educated
and previously held negative stereotypes of people with disabilities are being overcome
by education programs and policy changes [76].

It is important to examine the impact of information and technology on the employ-
ment prospects of the disabled. People with SCI appear to have less access to computers
because most people learn how to use computers at work, and only a minority of people
with SCI work [77]. The lower rate of use of computers among people with SCI is unfor-
tunate because the steep employment and earnings declines often experienced after a SCI
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are partially mitigated for those who have computer skills [77]. Computer use and trai-
ning is of special benefit to people with SCI because computer technology may help les-
sen the impact of mobility limitations that are inherent with this disability [77].

Level of computer skills and computer training are significant predictors of employ-
ment outcomes after SCI. The greater the level of computer training and skills, the higher
the probability of a positive employment outcome [76].

Policies and programs aimed at increasing access to computers and computer trai-
ning for people with severe disabilities are important [77]. Patients should be encoura-
ged to learn the basic use of computer and standard tools such as word processors and
spreadsheets as an increasing number of job information is accessible through a compu-
ter. Moreover, people with disabilities are able to apply for many of the jobs that are infor-
mation-based. Depending on their needs, they should be encouraged to learn more
advanced skills. Education about careers, their necessary skills and training accordingly
is also an important issue that the rehabilitation teams should care about. To take full
advantage of future opportunities, SCI patients must be equipped with the skills requi-
red in the information age. Some SCI victims believe that the level of computer skills had
been a factor in obtaining their current position [76].

The use of assistive devices such as hands-free telephones, environmental control sys-
tems and mouth sticks play also a role in half of the patients [76]. The utilisation of effec-
tive assistive technology supports is one of the challenges that influence employment suc-
cess [78].

Spinal cord injury at young age and employment

For health care professionals involved with rehabilitation of children and adolescents
with SCI, the ultimate goal is to develop strategies that will lead to better employment
outcomes as the patient transitions to adulthood. Instilling expectations in the patient
and family that employment is not only possible but also expected is a first step. Targeting
efforts toward those at highest risk for unemployment, especially males with high-level
injuries or violent origins, would be another important strategy. Because of the impor-
tant negative impact of medical complications on employment, preventing complica-
tions such as pressure ulcers is critical [57].

Keeping young persons with SCI in school is an important objective towards the goal
of employment. Two studies have examined the experiences of students with SCI shortly
after return to school and give contradictory results. Graham et al. [79] showed that stu-
dents who returned to school reported positive attitudes among teachers and peers with
some reporting receiving little education or vocational counselling beyond scheduling
classes. Mulcahey [80] pointed out that students had significant concerns about self-
image, teacher expectations, academic expectations, peer reactions and appeal for inclu-
sion of school re-entry planning in acute rehabilitation efforts. Drop out from school
after SCI were frequent occasional because of medical reasons (pain and spasticity) and
lack of wheelchair accessibility to a required class with the contribution of other pre-
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morbid factors [79]. Students with SCI demonstrate adequate participation and perfor-
mance in educational settings, but may benefit from more vocational counselling and
opportunities for paid employment [81].

There are three important barriers against return to work of the young: Low expec-
tations of family, friends, and professionals, societal expectations that the person with a
disability will be dependent, and lack of knowledge about resources and vocational ser-
vices on the part of the individual with a disability and their family have been suggested
as causes for the low employment rate of individuals with physical disabilities [82]. One
related barrier may be that children and adolescents with disabilities have fewer job expe-
riences while they are growing up than their peers.

Younger people are more likely to be more severely injured at admission and
discharge and are more likely to have a wider social support network including parents,
siblings, spouses, and friends who are all physically capable to take care of them [83]. This
may explain why younger patients are least likely to be discharged to an institutional set-
ting. Spinal cord caregivers experience a tremendous amount of both physical and
emotional distress that are ongoing and have long-term effects [84]. It becomes critical
to provide support to them as well as to those sustaining SCI. Since young persons with
SCI require social support for community re-entry, this will indirectly enhance the like-
lihood of higher return to work outcomes.

Four factors were associated with employment: education, community mobility,
functional independence and decreased medical complications. Other variables associa-
ted with employment included community integration, independent driving, indepen-
dent living, higher income, use of illicit drugs and life satisfaction [57]. Employment in
higher scale occupations post-injury is linked to younger age at onset of injury and
having a longer duration of injury for two reasons: firstly, vocational plans are less rigid
at a younger age, allowing flexibility in vocational adjustment and appropriate future
career planning; and secondly, a change in career direction requires more time for voca-
tional exploration, education and training in new fields [2, 31, 55]. The highest current
employment rate in a group of individuals injured 6 years previously was seen in those
who were injured at the age of 17 years or younger [2]. Compared to peers without disa-
bility, adolescents with SCI (mean age 16.2) were significantly less likely to have paid
work experience [85]. The level of SCI acquired in childhood was not related to employ-
ment later in life [81]. Amongst US individuals who sustained a SCI at the age of 18 years
or younger, 48-51% were employed during adulthood 7 or more years later [2, 42, 57],
contrasting with the 81% employment rate in the general population of approximately
the same age [86].

Sport and return to work

It has been demonstrated that involvement in sports by wheelchair users improves their
rehabilitation outcomes and quality of life, and gives them aspiration for their further
development [87, 88]. While some authors have stated that active involvement in sports
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and recreation increases the likelihood employment of SCI victims [89-91], others have
failed to demonstrate such a significant link [68]. There seems to be a positive relation-
ship between physical fitness and the gainful employment of paraplegics, but no signifi-
cant relationship between physical fitness and the acceptance of physically demanding
work by such individuals [89].

Employment outcomes after spinal cord injury

Occupations prior to the spinal cord injury were wide ranging throughout all employ-
ment categories [26]. Those in employment post injury showed a move towards the
administration, clerical and finance categories, with science and engineering also provi-
ding some jobs [39]. Athanasou et al. demonstrated the diversity in outcomes regarding
post-injury employment and vocational achievements of persons with SCI in
Australia [36]. One third of the subjects went on to obtain further qualifications since
their injury. The majority of subjects utilised informal means of returning to paid work
through their previous job or through friends or relatives. Around one-fifth of the
sample was employed full-time with a majority in clerical and management jobs. Thirty-
one percent were engaged in part-time or full-time work.

Follow-up provided once employment has been gained may need to be monitored
for longer periods particularly in older individuals and those who were in lower scale
pre-injury occupations as these are the groups which appear to be most at risk of not sus-
taining employment [31]. Programs would need to adjust their focus once employment
was gained to additionally address issues such as workplace discrimination, time mana-
gement and negotiation skills, which were found to contribute to difficulties in sustaining
work.

Best predictors of successful vocational outcomes were educational attainment, edu-
cational plans made before injury, and origin of interests in work [30]. A positive rela-
tionship has been found between life satisfaction and adjustment after SCI, and employ-
ment status [4, 6, 21]. Those employed were behaviourally more active, had fewer medi-
cal treatments, completed more years of education, perceived themselves to have fewer
problems, were more satisfied with their lives, and rated their overall adjustment higher
than those who were unemployed [4, 21]. Termination of emp1oyment also seems to be
associated with declines in adjustment. The results were more consistent with becoming
employed leading to better adjustment, rather than the reverse [92]. Employment and
education are two of the main factors that determine outcome after SCI in terms of qua-
lity of life with the employed displaying superior adjustment skills as compared to the
unemployed [11, 14].

In the US, the least successful outcomes were observed in minority men, participants
of 50 years or older at injury, persons with complete quadriplegia, and participants with
fewer than 12 years of education [43].

When work satisfaction variables of both employed and unemployed persons with
SCI were examined, the majority of persons employed indicated that they would either
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change jobs or some employment variable such as duties, supervisor, or hours wor-
ked [17].

Successful reintegration, which includes return to work, is influenced by the ability of
the individual to exercise control of their environment and make personal choices. Their
ability to grasp and develop new skills is also an important factor. Participation in com-
munity events and activities decreased post-injury, due to lack of support and assistance
with transportation, finances and overcoming architectural barriers. As a result of
decreased mobility and independence, social integration was negatively affected [93-95].

Conclusion

Return to work after a medullary lesion is a complex process in which the severity of the
lesion, the individual’s aptitudes, skills and motivation, the working conditions as well as
social and demographic aspects each have a significant role [96]. Predicting the return to
work is challenging, given that presumably minor logistical factors can hinder or prohi-
bit attempts to work. The principal task of the rehabilitation team is to help the spinal
injured individual to discover his new body, ameliorate his quality of life by preventing
medical complications, and help him to face his disabilities and handicaps. Socio-profes-
sional reintegration will be achieved by determining his interests, by evaluating his capa-
cities and skills and by offering the means to palliate his deficiencies.

High unemployment rates among individuals with spinal cord lesion imply that spe-
cialised training and job-finding assistance are essential. Years without employment, the
person’s skills may become less competitive or even obsolete. Inevitably, self-esteem and
confidence in work capability are often diminished. Providing specialised training assis-
tance and guidance in job procurement is essential for improving the quality of life as
well as boosting the self-esteem.
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Definition of the problem

Chronic broncho-pulmonary diseases represent an important and growing social pro-
blem on account of the expected increasing prevalence of these diseases [1] and their
negative impact on working capacity. These diseases represent, on a European scale, a fre-
quent motive for work absenteeism and invalidity. For these reasons and considering the
positive results that respiratory rehabilitation has yielded over the last few years [2], use
of the techniques of rehabilitation should be considered in all patients who are bearers of
functional impairment following chronic broncho-pulmonary diseases.

Patients with chronic obstructive pulmonary disease (COPD) tend to seek assistance
at a time when breathlessness or other symptoms are at a comparatively advanced stage
of the disease. While there is no doubt that the ability to remain gainfully employed could
be enhanced if these patients were shifted to a more suitable form of employment, only
limited criteria have been set forth to differentiate between those who should apply for
disability benefits and those who should be recommended for a vocational rehabilitation
(VR) program.

A retrospective analysis of data from the very poor literature concerning long-term
vocational rehabilitation in subjects with chronic lung diseases has identified certain phy-
siologic variables, such as forced expiratory volume in 1 sec (FEV1), forced expiratory
flow between 25 and 75 percent of the forced vital capacity (FEF 25-75%) and maximum
voluntary ventilation (MVV), which seem to correlate with the VR potential of COPD
patients selected for a VR program [3].

Current knowledge of the evolution of occupational asthma is based on a few clini-
cal studies in groups of patients sensitized to red cedar, colophony, crab boiling water and
isocyanates [4]. Whatever the sensitizing agent, respiratory sequelae appear to be very
frequent (in 50% or more of subjects after removal from exposure) and characterized by
the persistence of an asthmatic condition with a variable degree of severity. For the grea-
ter part of these cases, certain features at the time of diagnostic assessment appear to be
of prognostic value for the evolution of occupational asthma: age, duration of occupa-
tional exposure, duration of symptomatic exposure, presence of alteration at spirometry,
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and degree of bronchial hyperreactivity. In all cases, persistence of exposure after dia-
gnosis produces unchanged or worsened symptoms as a consequence.

After removal from exposure the course of occupational asthma may be classified
into three groups:

– recovery;
– intermittent attacks lasting more than one month after exclusion of exposure;
– persistence of an airflow obstruction.

Each course has distinctive features which should be considered when evaluating the
sequelae: symptoms, degree of bronchial hyperreactivity, presence of airway obstruction,
need for long-term steroid therapy, and impossibility to find another employment on
account of asthmatic attacks due to effort in cold atmospheric conditions or to atmos-
pheric pollutants. Finally, a specific feature of the course of intermittent attacks which
should be taken into consideration is that it does not allow a full appreciation of the seve-
rity of sequelae before six months or even one year after allergen exclusion.

Review of the literature

The development of the techniques of pulmonary rehabilitation has benefitted from the
very important progress made in the field of early diagnosis of these diseases, in particu-
lar concerning respiratory pathophysiology and lung function assessment [5, 6].

Pulmonary rehabilitation programs in patients with chronic pulmonary disease with
a view to their reintegration into the working community include the following main
steps [7, 8, 9, 10, 11]:

– pulmonary rehabilitation mainly based on exercise training;
– reintegration into the social community;
– job re-training;
– return to work.

Pulmonary rehabilitation is mainly based on exercise training: According to a recent
meta-analysis [2] the minimum duration of a rehabilitation program is usually three
months, with three sessions of 2.5 hours per week divided approximately into 30 min of
health education, 45 min of exercise training, 30 min of physical therapy and relaxation
and 45 min of gymnastics and/or outdoor exercise training. Four components [8, 10, 11,
12] play a major role in the rehabilitative phase:

Health education. The main aim of health education is to optimise the patient’s com-
pliance with treatment, in order to ensure a long term commitment to regular physical
activity. Definitive evidence of the positive influence of education in pulmonary rehabi-
litation is, however, still lacking [8].

Psychosocial support. Despite little knowledge about its mechanisms, psychosocial
support helps in restoring coping skills and in learning how to manage stress. Dyspnea
and anxiety are reduced in the short term, but long term results are unknown. As an
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adjunct to exercise training, psychosocial support is effective in improving compliance,
exercise tolerance and health related quality of life [8].

Exercise training. It is well documented that COPD patients feel better and improve
their exercise tolerance after exercise training. Psychological as well as physiological
changes are the basis of these improvements. Patients become desensitized to the sensa-
tion of dyspnea and the limb muscles undergo physiological changes similar to those
observed in normal subjects. Many recent studies have focused on the possible role
played by the dysfunction of the skeletal muscles of the limbs in COPD patients: this dys-
function may contribute to exercise intolerance. Less is known about anabolic hormones
and nutritional supplementation [13]. The first aim of exercise training is to ensure that
the exercise intensities determined in the laboratory are used during actual training.
Exercise intensity can be monitored with a heart rate monitor and programmed alarm
system in order to verify that the correct target heart rate is being followed. Concerning
the practical aspects, indoor training, on a bicycle or treadmill, is usually proposed.
However, it is important to stress to the patient that they do other activities, especially
outdoor activities such as walking. Indeed, outdoor activities are usually more enjoyable,
and the more enjoyable the activity the better the compliance should be. Repeated per-
iods of exercise seem preferable to a single long period for the same stimulation dura-
tion, at least during indoor training. Indeed, a high level of motivation is well maintai-
ned by the first option but actually “best” modalities for training sessions (e.g., repeated
periods of exercise vs. a single long period, high intensity/short duration vs. low inten-
sity/long duration training) have not been defined as yet. Exercise training is still consi-
dered the best approach in pulmonary rehabilitation in terms of the results achieved, and
should be recommended for general application in vocational rehabilitation.

Specific muscle training. There is, at present, little evidence of significant clinical bene-
fit of ventilatory muscle training over general exercise alone. Both aerobic exercise trai-
ning and local peripheral muscle training has been applied. Lower intensity aerobic exer-
cise for muscle training resulted in modest improvements in submaximal exercise tests,
but no increases in maximal exercise performance were observed. In contrast, high inten-
sity aerobic training improved both maximal and submaximal exercise tests and induced
both cardio-respiratory and peripheral muscle adaptations, similar to those observed in
healthy subjects. Respiratory muscle training has been shown to increase inspiratory
muscle strength, quality of life and exercise capacity in patients with inspiratory muscle
weakness and a ventilatory limitation to exercise; therefore it should be included in all
rehabilitation programs for COPD patients [8].

In this process, follow-up is very important to ensure the readjustment of training
intensity and to discuss the improvements with the patient in order to reinforce their
motivation. The fundamental goal of the rehabilitation program is to introduce the res-
piratory patient to a new life-style which includes regular physical activity. To achieve this
goal, it is essential to develop and implement exercise maintenance programs that can be
followed at home and maintained for the patient’s whole residual life.
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Characteristics of vocational rehabilitation programs
in different pulmonary disorders [14, 15, 16]

A program of vocational rehabilitation for patients with chronic pulmonary disease
should aim to meet the following general goals:

– assess upper extremity mobility, strength and endurance;
– develop self-monitored home-based exercise programs;
– evaluate basic and advanced self-care activities;
– provide suitable aids to increase independence in daily life activities;
– train in energy conservation and work simplification techniques;
– carefully evaluate the home and workplace including suggested modifications to

provide a safe and barrier-free environment.

Obviously in each single case, not all the above factors are relevant – the specific goals of
an individual’s vocational rehabilitation program depend on the characteristics and seve-
rity of the disease.

In order to gain a meaningful picture of the rehabilitation process it is necessary to
know and understand something of the differences in health status and other factors bet-
ween individual patients at the outset. A very recent Swedish study [17] reported that
individual differences in health status, length of sick-leave and unemployment exist at the
upstart of vocational rehabilitation. Locus of control was found to exert an important
influence on the differences between individuals, with persons with external locus of
control having a less favourable point of departure at the start of VR compared to other
groups. The authors concluded with the suggestion that rehabilitation programs should
be developed and selected to match the specific needs and differences whether they are
of an individual or of a social nature.

COPD. COPD patients, assessed by specific quality of life questionnaires, usually
show a low level of satisfaction as a whole, in addition to a low level of satisfaction with
several domains [19]. This suggests that the majority of the patients are unable to cope
successfully with the consequences of their impairment and, therefore, more attention
must be given to this in the rehabilitation phase. In mild to moderate COPD, education
and psychological support to maintain a correct lifestyle and cope with disability are very
important, in particular with regard to smoking habit, nutritional state, and interperso-
nal relationships. Chest physiotherapy can be considered in the hypersecretive patients.
Obese chronic bronchitic patients and underweight emphysematous subjects with loss of
muscle mass should be referred to the dietician for assessment and specific treatment
when needed. Significant outcomes have been found in terms of improved exercise endu-
rance, reduced dyspnea, better quality of life (QoL) and reduced healthcare utilization [8,
10]. In severe COPD, the components outlined above can also be applied, but the exer-
cise protocols have to be adapted (e.g., self-paced walking instead of bicycle ergometer).
Supplemental oxygen should be provided during training to relieve dyspnea when sub-
stantial desaturation occurs during exercise.

Asthma. Education is essential to ensure effective prevention, proper adherence to
treatment, and correct monitoring [6]. In general, educational interventions in asthma-
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tic patients have demonstrated a series of benefits such as a reduction of wheezing,
improved work attendance and performance, less use of healthcare services (e.g. emer-
gency visits and hospitalisations) and improved cooperation/support from families [7,
11]. Asthmatic patients are quite frequently deconditioned for fear of exercise-induced
bronchoconstriction. Exercise training is therefore recommended and the same proto-
cols as for COPD can be considered. As a rule, sporting activities should not be discou-
raged because of asthma. Occupational therapy plays a major role since many asthmatic
patients are young subjects of working age.

Cystic fibrosis and bronchiectasis. In view of the fact that secretions clearance repre-
sents the basic clinical problem here, chest physiotherapy plays a major role, allowing a
more uniform lung ventilation and helping in the prevention of infections. Nutritional
support can be combined with substitution therapy with pancreatic enzymes. Education
and psychological interventions are pivotal to support patients and family in coping with
the heavy burden imposed by the disease, which begins in the early stages of life.

Chest wall disorders. Smoking prevention/cessation, clearance of secretions, preven-
tion of respiratory infections, general exercise, respiratory muscle training, nutritional
advice and ergonomic measures are all to be considered in rehabilitation programs.

Respiratory sleep disorders. A full clinical (respiratory, cardiac, nutritional, neurologi-
cal and otolaryngological) and functional evaluation is mandatory before planning the
treatment. Educational and psychological support can help in stopping the deleterious
voluntary habits such as smoking, excessive alcohol and food intake. Obese subjects
should seek the physician’s advice. The main treatment option is nasal continuous posi-
tive airways pressure (cPAP) or bi-level positive airways pressure (BiPAP).

The selection criteria for admitting patients to a rehabilitation program [20] are
extremely critical. Very few experimental data exist in the literature, and publications
tend to be of old date in that most of the research was performed in the seventies. Hence
there is a risk of an overly empirical approach regarding selection criteria.

One of the most significant studies carried out in this field, which dates back to
1975 [3], concluded that patients with COPD would be unlikely to benefit from partici-
pation in a vocational rehabilitation program if their FEV1 is less than 50% of predicted
and their MWW is less than 40% of predicted. The authors believe that some exceptions
should be made for patients who are well motivated, possess specialised and/or needed
skills, or whose job can be modified to meet the reduction in their pulmonary capacity.
It should be emphasized that the factors which lead to the ability to work are very com-
plex. For instance, Petty et al. [21] described several patients who were able, with conti-
nuous supplementation of oxygen, to meet the oxygen requirement for the energy
expenditure of their job.

Also psychosocial factors play some role in predicting the vocational rehabilitation
potential of patients with pulmonary disease. Patients should be carefully screened prior
to being admitted to a VR programme if they have shown a recent significant negative
change in lifestyle, personality change, or inability to mobilize psychosocial assets.

A recently published paper concludes that it is possible to improve cooperation in
vocational rehabilitation by systematic rehabilitation group meetings [22]. The rehabili-
tation may be viewed as a meeting place for “experts” and clients. This approach differs
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from the “case management” approach of relatively common use in the rehabilitation
field.

In a vocational rehabilitation program for pulmonary patients it is important to take
into account the following general suggestions:

– use breathing control while working;
– sit for as many activities as possible;
– use slow, smooth flowing movements: rushing will only increase discomfort;
– take frequent rests;
– organize your activities; establish routines to increase efficiency;
– consider when it is the best time for doing each activity;
– pre-plan activities (daily and weekly schedules); alternate light and heavy activities;

eliminate unnecessary tasks;
– organize your work space;
– maintain good posture; use proper lifting techniques; push don’t pull; slide don’t

lift;
– always exhale with the strenuous part of the activity or with the part of the activity

requiring motion towards the body.

Some factors related to work capacity should play a major role in planning and car-
rying out the different steps of the program. It seems reasonable to consider the following
aspects [23]:

Rate of work: a) use a slow steady pace with short rest periods , b) fast walking takes
1.5 times more energy than slow walking, c) walking up stairs takes 7 times more energy
than walking on level ground.

Rest: frequent short rests are a must and of more benefit than fewer long rests
Distribution of work load: a) peak loads for short periods may call for more energy

than can be afforded, b) avoid straining in emergencies, c) don’t try to do a two-man job
alone.

Weather: a) it is difficult to do as much work on a hot humid day as on a cool one, b)
direct sunlight increases strain on the body, c) dress warmly, use scarves or masks on cold
winter days.

Physical conditioning: regular moderate activity will help to maintain good physical
condition.

Weight: keep weight normal, overweight overworks the lung and heart.
Age: work capacity decreases with increasing age. At 50 years, assuming good health,

the capacity will be approximately 70% of what it was at 25 years; at 70 years it will be
approximately 50%.

Emotion: worry, fears and/or tension prevent relaxation during rest, placing an extra
burden on the heart.

In a study of Bazzini [16] data are reported concerning a vocational rehabilitation
program carried out for 3 weeks in 12 stable COPD patients (age 56 + 7 yrs, FEV1/FVC
57 ± 14%) with PaO2 > 60mmHg, PaCO2 < 48mmHg. The patients were submitted
twice daily to training sessions devoted to an activity specific to their job simulated by a
Lido WorkSET dynamometer at the patient’s own pace (score 3 on Borg’s scale). During
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the first week, each session consisted of three exercise bouts of 5 min. duration each, with
5 min. intervals in between. During the second and third weeks, each session consisted of
three 10 min. exercise bouts. Before and after training patients performed a 5 min. isoto-
nic endurance test and a maximal isokinetic test (10 repetitions) for the usual task and
for a similarly energy-demanding task (not trained). Dyspnea was monitored every 30 s
with a modified Borg scale and a Visual Analog Scale (VAS). The data assessed on days 1
and 21 of treatment showed, after the training program, that the total work done of the
regularly performed task increased significantly (p < 0.007). Equivalent levels of work eli-
cited a lesser degree of dyspnea as assessed by both Borg scale and VAS. Figure 1 shows a
comparison of the results, after training, on performance of the usual task as opposed to
performance of the untrained task. This improvement seems less attributable to an
improved muscle strength than to an increased velocity of performance (i.e., increased
number of repetitions of the task).
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Fig. 1 – Changes in 12 COPD patients after vocational rehabilitation exercise training in the
performance of the trained task versus an untrained similarly energy-demanding task (modi-
fied from 16)

VAS = Visual Analog Scale
CR = Modified Borg scale (0-10 category-ratio)
Both scales measure dyspnea.

Cost-effectiveness of vocational programs

Despite the magnitude of the public health problem represented by respiratory diseases
and their increasing socio-economic impact, few studies have been focused on the voca-
tional rehabilitation (VR) potential of patients with the most diffuse pulmonary diseases.



In reality there does not exist a specific body of literature on this topic, but rather only a
few sporadic articles.

For this reason it is practically impossible to make a comparative evaluation of the
cost effectiveness of different VR programs in patients with pulmonary disease. I will
therefore limit myself to discussing the major points from the few sporadic works which
have been published.

Concerning asthma, two German studies can be cited. The first is a study by Kohl et
al. in 1991 [24] on the efficacy of a special training program for adolescents disabled by
asthma or allergic disease who were not able to start an apprenticeship. The program had
a duration of 1 year, and besides vocational guidance and try-out of different occupa-
tions, medical and psychological diagnostics were performed. Medical service was provi-
ded all day and a hospital with emergency unit was available in the area. Though 41% of
the participants had left school after the compulsory school age without any qualified
graduation, 79% were able to start an apprenticeship after the program.

The second paper focused on the effectiveness of secondary preventive programs for
patients with asthma and rhinitis in the baking industry. Since 1992, the German
Industrial Professional Association for the Food Industry and Gastronomy
(Berufsgenossenschaft Nahrungsmittel und Gaststatten) which is responsible for a statu-
tory accident insurance has offered a specific patient education program to bakers suffe-
ring from occupationally-induced obstructive pulmonary disease or allergic rhino-
conjunctivitis, who do not quit their jobs and wish to continue working as bakers. The
program aims at preventing aggravation of the disease in subjects with a mean duration
of illness of 10 years. Participants in the program reported highly significant reductions
in the frequency of disease-specific complaints during work and outside the working
place, in sleep disturbances and in situations requiring immediate medical intervention.
Between 64% and 85% of the patients experienced an improvement in stress, physical
and work performance, private and family life, and ability for self management. Lung
function did not deteriorate. It was concluded that the program was effective in reducing
symptoms and stress and in improving quality of life in bakers with occupational respi-
ratory disease who voluntarily continue to work as bakers (25).

Concerning pulmonary tuberculosis there is only one recently published paper by
Russian authors which reported the results of medical and vocational rehabilitation [26].
This study showed a low efficacy of treatment in the long-term period. Of the able-
bodied persons, 40% resumed their work activity (58.5% in their previous occupation)
and 16.7% of these experienced exacerbation of lung tuberculosis in the course of work.

Conclusions

Functional recovery, even if only partial, enables the disabled person to be reintegrated
in society. At the very least, it enables them to conduct their social life autonomously. But
functional recovery and reintegration in society are not always associated with the
resumption of employment [27].
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It can sometimes happen that functional recovery is incomplete and not sufficient to
permit the subject to resume his/her former employment because this would demand an
energy cost too elevated in relation to the subject’s present capacity.

In other cases, functional recovery is complete but it is not possible for the subject to
resume former employment on account of environmental risks (e.g. heat, humidity, dust,
chemical fumes, gas, smoke).

In conclusion, the opportunities that readjustment offers to subjects with chronic
bronchopulmonary disease should be a sufficient stimulus to warrant the promotion and
development to the fullest extent possible of this type of assistance. All such patients
should be offered the possibility of reintegration in society and, if possible, in their
chosen job.
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Introduction

Cardiovascular diseases still represent the leading cause of mortality in industrialized
nations. What is more, they are on the increase and are placing a major financial bur-
den on the health economy. Their repercussions are not limited to medico-surgical
responsibilities but extend to the social and occupational aspects, often translating
into a fall-off or a loss of activity. The occupational aspect is particularly worrying
since the consequences of cardiovascular disease at this level are severe in terms of
disability and aggravating the damage to physical health and the economy. In France,
for example, cardiovascular disease represents the third most frequent cause of inabi-
lity to work [1].

Rehabilitation, which is essential during cardiovascular diseases, has the twin objec-
tives of secondary prevention and of returning to a range of activities that is as complete
as possible. Occupational reintegration is thus a part of these objectives, with exercise
therapy being essential. However, due to the wide variety of individual situations, the
difficulties in evaluating occupational capabilities and work-related risks and the socio-
cultural dimension linked with these diseases, this reintegration fails only too often. For
instance, elements such as socio-economic conditions, level of job satisfaction, age and
the patient’s view of the seriousness of his illness are frequently determining factors
when returning to a working life whereas objective criteria such as the ability to adapt
to exercise are inadequately taken into account.

In France, after an unexpected cardiovascular disease, previously employed patients
will sometimes benefit from rehabilitation. Their possible return to work will then be
the responsibility of the occupational doctor. However, the regulatory context of social
reimbursement for the disease and handicap often interferes, hindering any return to
work.

For these reasons, we wish to present the effects and methods of rehabilitation, the
specifics of French social law and legislation and the results of rehabilitation at the level
of occupational reintegration

Cardiac rehabilitation
and vocational reintegration

J.-M. Casillas, H.-J. Smolik and J.-P. Didier



Cardiac rehabilitation

Cardiac rehabilitation developed at the end of the 1980s when an average improvement
of 25% in the mortality rate was demonstrated among coronary patients following reha-
bilitation [2, 3]. Rehabilitation structures were progressively organized to meet their dual
goal of occupational reintegration and secondary prevention by putting a multidiscipli-
nary team at the disposal of patients (doctors, physiotherapists, nurses, occupational the-
rapists, nutritionists, psychologists, etc.) and a technical platform designed for recondi-
tioning people to physical exertion.

Indications for cardiac rehabilitation have become better defined over time: myocar-
dial infarction, coronary revascularisation (by bypass or angioplasty), stable angina, car-
diac insufficiency, cardiac transplant, valve replacement, arteriopathy of the lower limbs.
However, the significant prevalence of these ailments makes the integration of all these
patients into rehabilitation programmes illusory in view of the inadequacy of specialised
rehabilitation infrastructures. Thus, in industrialised countries, only an average of 20%
to 30% of patients who warrant rehabilitation can actually take advantage of it. [4, 5].
Patients are selected by those who habitually prescribe rehabilitation, the cardiologists
and cardiovascular surgeons. This leads to the relative exclusion of older subjects and
women [6], which results in the profile of the type of patient rehabilitated most fre-
quently being a younger man, active at a socio-professional level.

The effects of cardiac rehabilitation have largely been established: the greatest impact
is an improvement in physical capacity among patients most often poorly adapted to
exercise. This is a decisive element for return to work that is underpinned by an increase
in oxidative muscular metabolism [7] and by improved muscular perfusion linked with
a reactivation of the endothelium-dependent vasodilatation [8]. The average increase of
20% of the VO2 max bears witness to this mainly peripheral vasculo-muscular improve-
ment caused by exercise therapy [9]. This improvement in bioenergetic efficiency asso-
ciated with the rebalance of the neuro-vegetative system to the benefit of para-sympa-
thetic tone [10] provides relative myocardial protection, with a decline in the ischemic
threshold, less frequent stress during exercise. Rhythm disorders are less frequent [11]
and reflex coronary vasomotion is improved with increased coronary diastolic perfusion
time [12], but without any noticeable effect on ventricular ejection fraction [13]. These
different impacts are even found in cases of cardiac insufficiency [14, 15, 16].

Maintained long term [18], the reduction in cardiac mortality and morbidity [17] is
probably linked to a combination of health/dietetic changes and medicinal treatment. It
is multifactorial in origin, involving the effects of rehabilitation mentioned above and
those of improved control over risk factors [19]: a drop in arterial pressure [20], an
improvement in lipid profile [21], a reduction in insulin resistance with improved glyce-
mic balance among diabetics [22], a reduction in excess weight [23], improved blood
rheology [24], weaning off smoking [25]. The consequence is a delayed progression of
coronary damage [26].

Programmes of cardiac rehabilitation must address the twin objective of exercise
reconditioning and an optimum control of risk factors. They are necessarily personali-
zed within objective parameters, which permit quantified evolving monitoring and
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direct socio-occupational reintegration. In the majority of cases, these are out-patient
programmes developed in units specialising in cardiac rehabilitation. When required by
the patient’s general condition (difficult post-operative effects, precarious haemodyna-
mic state, associated pathologies) or in cases of geographical distance, this is carried out
as in-patient care.

Exercise rehabilitation

The level of training is adapted to the capabilities of each patient following a preliminary
evaluation.

This evaluation is usually based on standardised exercise tests carried out on an ergo-
metric bicycle or on a treadmill, with electrocardiograph and blood pressure monitoring.
In cases of cardiac insufficiency, an analysis of the exhaled breath to measure oxygen
consumption is frequently included. This permits a better appraisal of the deconditio-
ning of the oxidative metabolism and allows its development to be followed under the
effect of rehabilitation. Sometimes the maximum test is conducted using an upper-limb
ergometer when the lower limbs cannot be used for any exercise of sufficient intensity
(neurological, orthopaedic, vascular difficulties) or because of job-related severe strain
on the upper-limbs. These are tests without any modification to the medical treatment,
limited by fatigue and dyspnea symptoms, and involving the classic discontinuation cri-
teria (clinical intolerance, myocardial ischemia, severe rhythmic or conductive distur-
bances, blood-pressure anomalies, etc.). They provide information on maximum physi-
cal capabilities (power developed), and on cardiovascular adaptation, but they are like-
wise a good indicator of patients’ motivation. Where oxygen consumption is concerned,
the maximum oxidative performance is quantified (VO2 max) as is sub-maximum aero-
bic capacity (anaerobic threshold) that show the level of training. In cases of cardiac
insufficiency, Weber’s classification establishes correlations between VO2 peak values and
the functional repercussions of the left ventricular dysfunction [27] (Table 1). Cardiac
frequency is of little interest as an absolute value, taking into account the widespread use
of bradycardic agents. On the other hand, based on the various exercise levels during the
maximum test, it represents the easiest way of determining the level of useful exercise
during the exercise sessions. It remains an essential point of reference in the final evalua-
tion of cardiovascular constraints linked with occupational activities.
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Table 1 – Weber classification.
Class A corresponds to zero or discrete repercussion of cardiac insufficiency. For Class B, the
gene remains moderate. At level C, it is important and becomes severe at level D.

Class Max oxygen uptake (peak VO2) (ml/kg/min)

A > 20
B 16-20
C 10-15
D < 9



Other types of standardised tests have been developed. They are essentially based on
the evaluation of different types of walking.

The 6-minute walk test: this consists of measuring the greatest distance covered in 6
minutes on an indoor marked track. The 2nd and 4th minutes are signalled to the patient
who need not run but can adjust his walk to suit himself (he can slow down or even take
a break if tired). This test is reproducible [28], well tolerated [29], it correlates with aero-
bic capacity [30], and is an objective measure of functional progress linked with exercise
rehabilitation [31].

The fast walk test: conversely, the distance is set (usually, approximately 200 metres)
and the time taken to cover it is measured. The patient’s instructions are to complete this
test within the shortest amount of time but without running. This investigates the sub-
maximum capacity, half-way between the results of the 6-minute walk test and the maxi-
mum exertion test [32].

During these walk tests, various parameters can be recorded:
Clinical events (faintness, lameness, limping, balance problems, blood-pressure pro-

blems, etc.). Dyspnea and fatigue are the most important aspects to be evaluated. These
tests allow the data obtained from questioning to be clarified using the NYHA (New York
Heart Association) classification (Table 2). The patients’ sudden awareness of a feeling of
fatigue corresponding to different levels of exertion is of particular interest for the self-
management of their physical activity in the mid-term:

– mild exertion corresponding to a warm-up;
– moderate exertion, corresponding to an effective training level ;
– extreme, potentially dangerous exertion.
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Table 2 – NYHA classification (New York Heart Association).

Classification stage Appearance of dyspnea

I Extreme exertion (no functional repercussions)
II Moderate exertion such as walking quickly, climbing stairs
III Mild exertion such as getting dressed (usual movements)
IV With the least exertion or at rest

Among the scales of perceived exertion, the Borg scale is the one most widely
used [33]. It is comprised of 15 escalating levels of exertion (Table 3).

Cardiac frequency is a commonly used criterion. Easy to measure (cardio frequency
meter, ECG telemetry), it enables the data measured during the walk test to be compa-
red with the maximum frequency achieved during the exertion test. It can be an alterna-
tive to VO2 data collection in that it calculates the index of the physiological cost of wal-
king. This index is equal to the relationship of the difference between stabilized cardiac
frequency when walking and cardiac frequency at rest to walking speed [34]. It enables
measurement of walking efficiency in heartbeats per metre. However, it is not always pos-
sible to obtain a truly stabilized cardiac frequency during a walk test. Moreover, cardiac



frequency at rest is subject to fluctuations, particularly according to environmental
conditions. These findings have led to the idea of measuring the “total heartbeat index”
during walk tests equal to the sum of heartbeats in relation to the distance covered [35].
The potential interest in this index is to be free of awkward data records and an analysis
of exhaled breath during the walk. Its measurement would appear to be facilitated by the
possibility of storing and analysing of the cardio frequency meters in future.

The forms of exercise rehabilitation

These are classically based on overall aerobic training. As a general rule, the training level
is between 60 to 80 percent of maximum capacity. A target cardiac frequency to be rea-
ched during the rehabilitation session is frequently set. The primary aim is to improve
aerobic muscular metabolism. Exercises are thus developed on various ergometers
(bicycle, arm-crank, rowing machine, etc.) in order to employ as significant a muscular
area as possible and to vary the forms. Each type of exercise is preceded by a warm-up
phase and followed by a recuperative phase. The length of exercise period should be 20
to 30 minutes on average in order to create sufficient stress at cardiovascular and meta-
bolic level.

Increasingly, segmentary muscular strengthening is added. These are resistance exer-
cises developed with the strongest muscular groups in the limbs (extensors and flexors of
the knee, ankle, elbow, arm adductors, etc.). Here again, the main objective is an impro-
vement in aerobic metabolism with a fixed resistance of between 50 and 60% of the
maximum voluntary strength [36]. The exercises are comprised of a succession of short
static, concentric then eccentric contractions in a regular rhythm. Haemodynamic tole-
rance is usually good even in cases of heart failure [37]. The aim is to improve the sta-
mina of muscles involved in a patient’s habitual movements with particular interest in
terms of occupational reintegration [38].
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Table 3 – Borg scale.

6
7 Very, very light
8
9 Very light
10
11 Fairly light
12
13 Somewhat hard
14
15 Hard
16
17 Very hard
18
19 Very, very hard
20



Low-frequency muscular electrical stimulation represents an adjuvant or even an
alternative to segmentary muscular strengthening. It entails an increase in strength and
volume of the electrically stimulated muscles with the resultant improvement in physi-
cal capacity [39]. Usually, these are the muscular masses of the lower limbs (quadriceps,
triceps sural, hamstrings) that are integrated into the daily electrical stimulation sessions
for a period of one hour.

Monitoring atherosclerosis risk factors

This represents the other basic aspect of cardiac rehabilitation. It has led to the organiza-
tion of rehabilitation units into multidisciplinary teams, comprising cardiac rehabilita-
tors, cardiologists, specially-trained nurses, occupational therapists, diabetologists, lipi-
dologists, tobacco experts and psychologists, etc. The aim is to implement a personalized
intervention programme, ideally to reduce the risk factors simultaneously with exercise-
based rehabilitation [40].

Cardiovascular diseases and work

If work in itself does not cause or rarely causes cardiac diseases it can, on the other hand,
create a fertile ground for their development or be a source of questioning medical fit-
ness in the workplace.

The role of the occupational doctor. Evaluating occupational risk.
Decision on medical fitness in the workplace

First of all, it must be said that the methods of determining fitness for work vary from
country to country within the European Union.

In France, the following rules apply:
Role of the occupational doctor:

– The law of 11 October 1946 that created and made occupational medicine com-
pulsory for all employees sets out that occupational doctors are the sole persons with res-
ponsibility for determining an employee’s fitness for work. This means that the occupa-
tional doctor must, first verify that the job is not dangerous for the employee and is thus
not likely to cause any alteration in his state of health and, secondly, that the employee is
not likely to endanger others in the course of his occupational activities.

– This compels the occupational doctor:
- to be familiar with the restrictions of the job and to assess their impact on the

employee ;
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- to be familiar with the employee, his physiological limits or even pathological limits
of adapting, to check that his state of health is compatible with the demands of the job
by means of compulsory medical examinations conducted before hiring, at regular inter-
vals each year or after any absence of at least 21 days due to illness [41].

The restrictions linked with work that can have an effect
on the fitness of an employee suffering
from a cardiovascular disease

Regulatory restrictions linked to the type of job.
Thus, by way of example, cardiovascular diseases such as angina, myocardial infarct,

past history of coronary bypass, complex hypertension, cardiac insufficiency, severe val-
vulopathy, valvular prosthetics, rhythm disturbances, aortic aneurysms, wearing a defi-
brillator are all barriers to obtaining or holding a licence to drive heavy goods vehicles,
public service vehicles or ambulances. Another example: anticoagulant treatment prohi-
bits a sailor from continuing with his job.

Organizational restrictions:
Working alternating hours, at night or unstructured and atypical hours, [42].
Technical restrictions, linked with:
- the workplace (exposure to bad weather while working outdoors, exposure to heat

or cold, to humidity, working at heights ;
- location of the workplace (working at heights or isolated, generating stress arising

from a feeling of insecurity);
- harmful effects of machinery (vibrations, noise) or their form of power supply

(electrical risk, exposure to carbon monoxide).
– Products:
- physical: dust, radiation, particularly electromagnetic ;
- chemical, particularly substances likely to provoke acute circulatory insufficiency

(such as arsenic and halogenic derivatives of aliphatic hydrocarbons), a myocardial attack
(such as nitrated derivatives of phenols), modifications to arterial blood pressure (such
as lead, anticholinesterase organophosphorus compounds), ventricular rhythm distur-
bances with the possibility of cardiovascular collapse (such as trichlorethylene), etc.

– Passive smoking:
- the intensity of physical effort linked with occupational movements, with posture

(working with the arms below the cardiac axis), handling exertion, wearing protective
equipment, etc.;

- psychological restrictions (exposure to a high level of nervous tension) and relatio-
nal restrictions when they are felt to be aggressive.
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Risk evaluation

This depends on the assessment of the level of stress caused by work (cardiac profile of
the job determined with the help of a cardiofrequency meter) and on its comparison
with the worker’s true capacity and limits.

Physiological limits are linked to age, gender, level of fitness, length of service in the
profession, training and professional qualifications, intellectual capacity (all elements
that enable strategies to be developed that involve less exertion or are beneficial for occu-
pational reclassification), to the psyche (anxiety, depression, adaptation to the illness,
negation, sudden awareness of the interested party of his possible limitations, of interest
in his treatment and the medical follow-up, etc.).

The pathological limitations in relation to the nature of the cardiovascular disease
(severity and extent of the coronary disease), to the associated deficiencies or patholo-
gies, to the secondary effects of the treatment (anticoagulants in case of traumatic risk,
beta-blockers in case of intense physical work, etc.).

Conclusions drawn by the occupational doctor

Three different conclusions are possible:
– The employee is fit for his job.
– The employee is fit for his job with some reservations: the occupational doctor for-

mulates restrictions on abilities and suggests technical measures to improve working
conditions with which the employer must comply (for example, carrying heavy loads
might be contraindicated, an arrangement of working hours, a change of job, etc.). If the
patient can prove that it is impossible for him to comply with the occupational doctor’s
instructions, the latter will then stipulate total and final unfitness for the job.

– The employee is unfit for his job: this decision should be confirmed by re-exami-
nation conducted within a minimum of 15 days (law of 26.12.1988). This period should
necessarily be taken advantage of by the occupational doctor to find a reclassification solu-
tion within the company. If no reclassification solution proves possible, unfitness for all jobs
within the company is declared and results in redundancy.

The “pre-return” visit

This is an administrative measure aimed at facilitating the return to work. It is a visit to
the occupational doctor prior to taking up work again, the aim being to facilitate the
necessary measures in case of any change in ability to work. It is not compulsory and can
only be conducted at the request of the employee, the general practitioner or doctors of
the National Health Service [43].

With regard to rehabilitation, it appears indispensable that this visit should be plan-
ned and the occupational doctor be sent, through the patient (to avoid any violation of
medical confidentiality), all the information pertaining to the rehabilitation results so
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that the terms of the return to work are fixed. This visit cannot be concluded by a deci-
sion of medical unfitness for the job.

The occupational doctor can prescribe any supplementary examinations that are
required to allow a patient’s fitness for the job to be better assessed.

The return to work can be part-time.
The patient can request the status of ‘disabled worker’ at an early stage from COTO-

REP (COmmission Technique d’Orientation et de Reclassement Professionnel, created
by the directive legislation of 30.06.1975).

From medical unfitness for work to the social undertaking

Cardiovascular diseases and health insurance

Inability to work due to disease entitles patients to receive daily benefits. If this inability
to work is prolonged, these daily benefits are paid for 6 months and beyond for three
years if the disease is considered to be long-term and as long as a patient’s health cannot
be considered stabilized. On the other hand, payment ceases as soon as a patient is consi-
dered fit for work of some kind or other by the consultant doctor representing Social
Security.

An employee cannot be declared unfit for his job by the occupational doctor as long
as he has stopped working, with the period of sick leave corresponding to a temporary
suspension of the employment contract. A verdict on medical fitness for a job can only
be given after the restart visit.

Cardiovascular diseases and handicap

If a cardiovascular disease is the cause of partial or total inability to work, the patient will
be directed to COTOREP where a decision will be made on recognizing the status of
disabled worker and a financial allowance granted as necessary.

Dependent on the case, this acknowledgement will permit (whether the job is kept or
not):

– access to appropriate professional training and/or access to work reserved for han-
dicapped people (6% of jobs in companies) ;

– arrangements for the workplace as well as relative protection against redundancy.

Cardiovascular diseases and disability

If the cardiovascular disease is not reimbursed as an occupational accident or illness, the
patient can benefit during his sick leave from reimbursement within the framework of
disability insurance if he has worked for 12 months before the onset of his disease.

The disability rate is fixed by the consultant doctor at Social Security. Dependent on
level, it will allow a disability pension to be obtained if necessary. Disability is not final,
it can be lost or modified dependent on how the pathology develops.
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Cardiovascular diseases, occupational pathology and disability

If the disease is of occupational origin (result of an accident at work or an occupational
illness), the victim is taken on by occupational accident or occupational disease insu-
rance. The person concerned thus benefits:

– initially, a daily allowance up to the date of consolidation set by the Social Security
consultant doctor;
– secondly, after consolidation, fixed financial compensation dependent on after-effects.

Cardiovascular diseases and responsibilities

Responsibility within the framework of cardiovascular diseases in the workplace lies
firstly with the employer, who has social and civil, and even penal, responsibility:

“The employer is obliged to ensure the safety and health of his employees in all
aspects associated with work” [44].

Article R.231-54-1 of the Code of Work stipulates that the evaluation of risks is the
employer’s responsibility.

Responsibility of the doctors:
In the event of an occupational accident or disease as a result of an inappropriate fit-

ness appraisal, the only doctor whose responsibility is involved is the occupational doc-
tor irrespective of any advice given by other doctors. The responsibility on the part of the
other doctors can only be investigated in the case of violation of medical confidentiality,
which remains absolute and untouchable between them and the occupational doctor.

Responsibility is shared between the rehabilitation doctor, who evaluates physical
capacity and stamina, the occupational doctor, who gives his verdict on fitness for the
job, the consultant doctor of the health insurance company, who decides on the capacity
to work at any job whatsoever and the doctor at COTOREP, who measures the severity
of the disability and its occupational repercussions.

The thinking of the different medical disciplines cannot always coincide when it is a
matter of putting the right to work and the right to health in perspective with the stric-
test of respect for medical confidentiality.

Moreover, given different views on the respective responsibilities of the employer and
the occupational doctor and recognising of the “principle of precaution”, there could be
a fear of the occupational reintegration of patients with a cardiovascular disease proving
difficult in spite of the patient’s known potential at the conclusion of rehabilitation.

Cardiac rehabilitation and return to work

Although superior to the conventional handling of occupational reintegration [45, 46],
cardiac rehabilitation does not achieve the anticipated results [47], with the rate of
resumption varying between 65% and 85% [48, 49].
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Among the factors that influence the resumption of work, there are definitely orga-
nic elements: younger patients, after a less severe heart attack, the lack of angina and dia-
betes [50]. However, the socio-occupational and psychological conditions dominate in
terms of features associated with a rapid return to work [51]: fairly high socio-educatio-
nal level, job considered to be satisfying with limited difficulty, truly motivated to return
to work, lack of depression, subjective opinion of state of health and physical capacity,
early recourse to occupational medicine [52, 53, 54, 55]. Setbacks concerning the
resumption of work are most frequently linked to the patient’s perception of a general
state that is incompatible with a job considered to be unsatisfying, frequently in a context
of claiming financial compensation [56].

These aspects are often given inadequate consideration when preparing for return to
work during rehabilitation and more appropriate strategies have been put forward: eva-
luation of the physical and psycho-social dimensions of the job in comparison with the
patient’s capability together with suggestions for arrangements in the workplace in order to
permit a return under improved and safer conditions [57]. Moreover, more personalized
rehabilitation related to the technical characteristics of each patient’s workstation (work-
place simulation) appears to be more effective than conventional rehabilitation [58].

The impact of the early evaluation by the occupational doctor in terms of shortening
the length of time before resumption of work with a reduction in financial costs has been
demonstrated [59]. The occupational doctor is the only one able to decide on fitness for
the workplace and coordination with the rehabilitation doctor (improves and evaluates
physical performance), the cardiologist (quantifies the cardiac risk), the Social Security
doctor (decision on the capacity for work of any kind) and the COTOREP doctor (ack-
nowledges the status of disabled worker) should permit an improvement in the rate of
resumption, being based on objective criteria such as adaptive physical capacities and
stratification of the cardiac risk while limiting the influence of the mental and social
conditions.

Early medical coordination should receive high priority with careful management of
professional secrecy, which is often a stumbling block to sharing information among
doctors with results detrimental to the patient.

Since too few patients benefit from rehabilitation services these need to be made
more accessible by developing functional explorations of professional simulations.

Finally, the “principle of precaution” weighs heavily on the employer and the occu-
pational doctor with regard to employees with cardiovascular diseases, who may remain
liable to deterioration and relapse in spite of effective medical and surgical treatment and
rehabilitation. This remains a barrier increasingly encountered by patients with genuine
capabilities attempting to resume work. Thought needs to be given to the definition of
the level of acceptable risk for each patient based on medical and functional criteria rea-
ched by consensus.
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Tasks and goals

In cancer rehabilitation, influencing the illness is less of an issue than the reduction of
subsequent problems caused by tumours and therapies. Negative effects on patients’ pro-
fessional lives are additional elements in rehabilitation apart from somatic, psychological
and social problems. Assistance designed to promote vocational integration is thus part
and parcel of the tasks involved in oncological rehabilitation [1, 2]. Vocational inactivity
not only means financial and existential disadvantages for those concerned as well as for
society, but also involves a risk of social isolation and a reduction in self-esteem. In short,
it leads to a reduction in the quality of life [3].

Epidemiology

The prevalence of cancer patients living in Western Europe who are capable of gainful
employment can only be estimated – in contrast to mortality. Among civil servants in
Germany, the percentage of cancer patients under the age of 60 is put at 30%.
Additionally, the percentage frequency of people taking early retirement following can-
cer can only be estimated. In Germany, neoplasia (8%) is in fourth place as a cause for
early retirement in civil servants following mental illnesses 47%, musculoskeletal diseases
15.4% and cardiovascular diseases 11% [4].

Cancer is a collective term for a very heterogeneous group of malignant diseases with
differing prognoses and differing therapeutic requirements. Special cancer diseases occur
with different degrees of frequency in infancy and adolescence, in adulthood and in old
age.

Cancer diagnoses most frequently involving a need for vocational rehabilitation in
the past 20 years include malignant haematological and lymphatic system diseases, testi-
cular tumours and sarcomas, which have very good lifetime prognoses thanks to the
introduction of more recent chemotherapy. As a result of the temporal shifts of certain
tumour diseases and thanks to improved precautionary diagnostics, rehabilitation

Vocational integration
in cancer rehabilitation
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doctors are, however, currently faced to an increasing degree by the vocational problems
suffered by patients with gynaecological, gastro-intestinal and pulmonary tumours.
Whereas, today, improved therapy strategies and possibilities result in certain tumour
diseases either being cured more frequently than before or being converted to a chronic
stage, this is, however, often at the cost of considerable side-effects that also affect
patients’ vocational abilities.

What cannot be disputed is the fact that there have been considerable changes in the
prevalence of cancer diseases among patients in employment as well as in vocational
issues in the last 20 years. Changes in environmental influences are less responsible for
this than improvements in early diagnostics and the improvement in treatment possibi-
lities. In future, it can be assumed that there will be a further increase in the prevalence
of cancer patients in gainful employment and thus an increase in the need for vocational
rehabilitation.

Due to changing attitudes to work, not to mention the job situation, the need for
vocational rehabilitation, the willingness to undergo rehabilitation as well as the likeli-
hood of the success of vocational rehabilitation assistance for cancer patients have chan-
ged, not only quantitatively, but also qualitatively.

Tasks involved in the vocational rehabilitation
of cancer patients

The following tasks are of major importance. They are commented on in detail below:

– assessment, i.e. identification of any vocational limitations. Statement on the negative
as well as the positive performance prospects of the person undergoing rehabilitation (socio-
medical opinion);

– measures designed to improve general physical and mental performance ;
– measures designed to safeguard and to maintain workplaces ;
– introduction of measures for vocational reintegration;
– assessment, evaluation and quality assurance of vocational rehabilitation measures.

Assessment of any vocational limitations. Statement
on the negative as well as the positive performance prospects
of the person undergoing rehabilitation (sociomedical opinion)

The assessment, the identification of a need for rehabilitation, primarily refers to the
identification of dysfunctions and restrictions associated with vocational activities. It
describes both the “actual status” as well as the “nominal status” of the performance
required to carry out vocational activities. It represents the basis for rehabilitation plan-
ning, rehabilitation therapies and evaluation.
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Vocational limitations can be conditional a) on the cancer disease itself, b) on the voca-
tional environment and c) on the effects of therapy. A summary of the assessment with a
description of the negative and positive performance status of the person concerned is
given in d) the sociomedical statement.
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Does the patient have a job?
Does the patient carry out a skilled trade? Did he or she pursue this most recently or was it a
semi-skilled activity?
Is the patient expected to be able to resume the vocational activity most recently pursued at
some time in the future?
What problems might arise on resumption of work? Can problems be expected when carrying
out work?
Is any form of job reallocation meaningful?
Is a gradual resumption of work possible or meaningful?
Does some form of vocational reorientation appear meaningful?
How does the patient view his or her vocational future?
Should an invalidity pension be considered?
Should a temporary invalidity pension be considered?
Are any vocational-rehabilitation related aids meaningful, possible and promising?
Have any vocational-rehabilitation related aids been introduced? (severely-disabled pass, com-
pany physician, workplace transfer, pension application?)

Table 1 – Assessment at the start of the vocational rehabilitation of a cancer patient.

Cancer and limited ability to work

Incurable cancer for which there is no treatment generally involves an incapacity to work.
However, there are numerous exceptions. For many cancer patients, work represents the
only opportunity for self-affirmation and contact with their surroundings. For psycho-
logical considerations alone, an incurable tumour should basically not be equated with
vocational inactivity. Patients afflicted with chronic cancer can work to a limited degree
if the vocational activity pursued is not accompanied by discomfort and a drop in per-
formance.

In a palliative situation, there is an obligation to enable the dying person to live until he
dies, at his own maximum potential, performing to the limit of his physical and mental
capacity with control and independence whenever possible [5]. This can also include aids
to assist in the continuation of his or her work. Apart from this possible human obligation
to promote the resumption of vocational activities, an R1 resection (indication of residual
tumours) or incomplete remission following chemo- or radiotherapy should not necessa-
rily be equated with working incapacity and the granting of a pension even after an exten-
sive metastisation and despite widely held opinions. Some tumours cause no discomfort or
have no effect on people’s capacity to work for many years; there may be no requirement
for any therapy for many years; some therapies cause so little strain and partial remissions
can be so stable that the vocational performance of those concerned is barely affected des-
pite an obvious tumour problem. (Table 2). These patients are frequently capable of work
for a long time despite tumour activity. In the case of these patients, however, vocational
rehabilitation aids are restricted to aids designed to maintain workplaces.
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Chronic myeloid leukaemia in the chronic phase
Chronic lymphatic leukaemia in the stages Rai 0-II (Binet A)
Indolent non-Hodgkin’s lymphoma of low malignancy
Early-stage prostate carcinoma
Early-stage thyroid carcinoma
Localised carcinoids
MALT lymphomas of the stomach (low malignance)
Renal carcinoma without any impairment of kidney functions
Early-stage bladder carcinoma

Table 2 – Cancer disorders that frequently do not involve any discomfort.

Restrictions on working capacity in the case of potentially curably treated cancer patients

In the case of a potentially curative therapy (R0 situation), all macroscopically and
microscopically visible tumour tissue could be removed, residual tumour tissue can no
longer be traced with imaging detection procedures (sonography, computer tomography,
NMR and PET) and the tumour markers are in the standard range. If there are any indi-
cations of residual tumours, this is called an R1 or even an R2 resection. In the case of
palliative therapies, we are frequently dealing with patients according to R1 and R2 the-
rapies respectively.

Incapacity to work is generally encountered during tumour therapy and in the sub-
sequent recovery phase. Dependent on the type of treatment and dependent on indivi-
dual disposition, (WHO, ECOG and/or Karnofsky index), the recovery phase can differ
in duration. The times for working incapacity given in the Table 3 are average values that
may be subject to considerable deviations in individual cases.

Tumour diseases Treatment Months
of working
incapacity

Stomach carcinoma Gastrectomy 6-8
Stomach carcinoma Partial stomach resection 3
Colon carcinoma Hemicolectomy 3
Rectal carcinoma Rectal resection 4
Rectal carcinoma Rectal amputation 6
Bronchial carcinoma Pneumonectomy 6
Bronchial carcinoma Lobectomy/bilobectomy 3
Prostate carcinoma Radical prostatectomy 5
Renal carcinoma Nephrectomy 2
Bladder carcinoma Partial resection 2
Bladder carcinoma Cystectomy with orthotopic neo-bladder 6
Bladder carcinoma Cystectomy with ileal conduit 4-6
Breast carcinoma Tumorectomy 2
Breast carcinoma Breast amputation with axillary lymph node resection 3

Table 3 – Average duration of working incapacity following potentially curative treatment and
uncomplicated progress (without the help of chemotherapy and/or radiotherapy).



In the case of adolescent patients with good prognoses, working motivation and
compliance, consideration can be given to measures both designed to retain workplaces
as well as promote jobs – including those involving a vocational reorientation.

Vocational environment and restrictions in working capacity

Doctors involved in rehabilitation investigate the vocational environment of cancer
patients for any physical and mental stress, for employers’ and colleagues’ attitudes to
cancer diseases, not to mention for the possible level of exposure to carcinogenic mate-
rials at work. Even if most of the carcinogenic substances concerned with problems lis-
ted in Table 4 and Table 5 have a long induction period, cancer patients should disconti-
nue any activities in which they are exposed to carcinogenic substances. It is presumed
that potentially carcinogenic substances have a stronger carcinogenic effect in the case of
“cured” cancer patients than is the case with healthy people. A workplace transfer or even
a vocational reorientation may be necessary.
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Shipbuilding activities
Construction industry activities
Asbestos mine activities
Fuel-trade activities

Table 4 – Vocational activities with frequent exposure to asbestos.

Table 5 – Professional groups exposed to respirable quartz dusts.

Ore and uranium ore miners
Tunnelers
Casting fettlers
Sandblasters
Furnace bricklayers and moulders in the metalworking industry
Personnel in fine-china companies
Personnel in dental laboratories

Effects of cancer therapies and restrictions of working incapacity

A difference must be made between:

– the acute or reversible effects of tumour therapy and
– the long-term or irreversible effects of tumour therapy.

The acute or reversible effects of tumour therapy

Early and reversible post-operative problems include physical weakness, problems with
wound healing, anaemia from bleeding, scar weaknesses, reversible problems caused by
chemotherapy (e.g. tiredness, nausea, diarrhoea, anaemia, fatigue), reversible side-effects
of radiation (e.g. radiation sickness, enteritides). Work is impossible during these acute



side-effects. In this phase, rehabilitation therapies predominantly consist of toughening
measures and measures designed to strengthen functions so that those affected are fit to
resume their original jobs as early as possible. Given physical as well as mental invigora-
tion, a full restoration of working capacity can usually be expected after the acute side-
effects have receded.

The long-term or irreversible effects of tumour therapy

This includes consequential disorders, some of which appear many years after the
conclusion of treatment. As a result, they are also called late sequelae.

Irreversible disorders include syndromes after the removal of organs (e.g. after gas-
trectomies conducted on stomach carcinoma patients, with intestinal carcinoma patients
with short bowel and/or artificial anus, with bronchial carcinoma patients after pneu-
monectomies, with bladder carcinoma patients after cystectomies, etc.). These also
include undesirable side-effects after radiation therapy (e.g. lymph oedema, pulmonary
fibrosis, cardiovascular disorders, etc.) or after chemotherapy (e.g. blood count pro-
blems, bone marrow and pulmonary fibrosis, etc.). The effects of irreversible late seque-
lae can only be relieved and/or compensated for. These patients need rehabilitation mea-
sures that go beyond physical and mental invigoration.

Some disorders such as coronary heart disease in the case of lymphoma patients after
mediastinal irradiation or cardiac insufficiency in the case of patients with leukaemia or
mamma carcinoma treated with anthracycline only appear very late on. These anticipa-
ted disorders following therapy must be prevented or at least reduced.

To reduce vocational handicaps, preventive measures are required. Vocational advi-
sory services are very important, in particular for adolescents who have been cured. For
example, leukaemia patients treated with meningeal-irradiation should avoid vocational
activities that require a high degree of concentration and fast reactions. Following che-
motherapy involving anthracycline or mediastinal irradiation, no jobs involving physi-
cally strenuous activities should subsequently be attempted due to cardiac risks.

The Tables 6 to 10 list the possible vocational restrictions to which cancer patients
with irreversible late disorders may be subject.
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Restrictions Reason for the restrictions

No physically strenuous activities Frequency of chemotherapy and radiation the-
rapy side-effects on the circulation (e.g. anthra-
cycline, mediastinal irradiation)

No activities in surroundings involving Frequent immune deficiency syndrome due
a risk of infection to illness and therapy
No activities requiring particular concen- Only after meningeal irradiation
tration and attentiveness
No activities with particular physical and Frequent lapses in concentration, effects on the
mental stress immune system?

Table 6 – Workloads that cured patients with malignant lymphatic and leukaemia diseases
should avoid.
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Table 7 – Workloads that cured stomach carcinoma patients should avoid after a total gastrec-
tomy (R0).

Restrictions

Jobs connected with frequent bending
Physically tough jobs, no lifting or carrying
heavy loads
Jobs that presuppose a good head for heights
(e.g. roofers)
Jobs that require continuous attention

Activities in the first six post-operative
months
Activities involving unpleasant odours or
acrid fumes
Absolutely no night work or shift work
Jobs in which more frequent breaks unusual
for the business are possible
Unsuitable as a full-time truck driver

Reason for the restriction

Danger of gastro-oesophageal reflux
When underweight, danger of gastro-oeso-
phageal reflux
Dumping symptoms with pains caused by
hypoglycaemia
Dumping symptoms with pains caused by
hypoglycaemia
Fairly slow adaptation to the modified sto-
mach-bowel passage
Provocation of vomiting, nausea and diar-
rhoea
Lower stress threshold
More frequent intake of small meals necessary

More frequent breaks unusual for the job,
mental and physical stress, risk of a dumping
syndrome with lapses in concentration

Severe physical workloads
(This includes lifting, working above head-height, jobs connected with severe vibrations and in
which more than 5 kg have to be frequently lifted.)
Unfavourable working posture (e.g. squatting or lying)
Extreme climatic situations (e.g. working in the heat)
Unfavourable working hours (shift and night work)
Unfavourable working breaks
(In order to be able to eat meals regularly and in peace, regular breaks of adequate length are
required.)
Rhythmic jobs
(It must be possible to take individual breaks in the case of irregular evacuation of the bowels
without interfering with colleagues’ work flow.)

Table 8 – Workloads that cured rectal carcinoma patients should avoid after an abdomino-per-
ineal rectal resection (R0).

Heavy physical loads (these include lifting, working above head-height)
Jobs connected with strong vibrations.
Unfavourable working posture (e.g. doing jobs when squatting or lying)
Activities connected with extreme or frequently fluctuating temperatures
Unfavourable working hours (shift and night work)
Rhythmic jobs: an individual break has to be able to be taken without interrupting fellow wor-
kers’ workflow.
Piece-work
Activities in dusty professions, with serious air pollution, dry air or powerful and irritating
odours.
Activities in chemical laboratories

Table 9 – Workloads that cured bronchial carcinoma patients should avoid after a pneumonec-
tomy (R0).



Sociomedical opinion

A rehabilitation oncologist is required to assess a negative and positive performance
status. He must form an opinion on the current ability of the person undergoing reha-
bilitation with regard to the specific, existing workplace; what prospective working
capacity with regard to vocational alternatives exists, just how his or her ability to per-
form is in the trade learnt, in semi-skilled jobs or on the general labour market and
how the chances of success of any vocational rehabilitation measures can be estimated
(Table 11).
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Work done by clerks, workmen and cleaners
Activities carried out under unfavourable heat radiation or lengthy exposure to the rays of the
sun
Activities accompanied by an excessive load on the affected arm
Activities involving a possible risk of injuring the affected arm
Easy, monotonous activities with the affected arm lasting several hours
Activities in which restrictive clothing is required or shoulder straps have to be placed on the
shoulder on the affected side
Activities in a water bath or thermal bath higher than 33°C

Table 10 – Workloads that cured breast carcinoma patients with manifest lymph oedem (R0)
should avoid.

Table 11 – Criteria involved in the sociomedical assessment among cancer patients.

Comparison of requirements and working capacity
Description of particular vocational stresses
Information on the possible duration of work
Description of positive “activity profiles”
Description of negative “activity profiles”
Recommendations for job-promoting measures
Patient’s self-assessment on his or her vocational ability

For the assessment of the vocational performance of potentially cured patients, the
same principles apply as those for the assessment of patients with acute or chronic
benign diseases and disabilities. Theoretically, a more or less poor prognosis has no
influence on a sociomedical assessment [6, 7] in practice, however, it influences at least
the type and the scope of any rehabilitation measures that may possibly be introduced.
Consequently, in the case of young patients with small-cell bronchial carcinoma in an
R0-situation or patients with acute myeloid leukaemia in complete remission, one would
be satisfied purely with job-retaining measures due to the poor long-term prognosis evi-
denced by experience and dispense with vocational reorientation.



Measures designed to improve general physical
and mental performance

Measures designed to improve vocational ability to work under pressure.
Increase in general physical and mental capacity

Physically strengthening as well as mentally stabilising measures designed to promote
motivation for work are frequently required. A range of different in- and outpatient
methods are available for this purpose.

In Germany, every cancer patient old enough to be in gainful employment has a sta-
tutory claim to in- and outpatient rehabilitation measures that have been specially desi-
gned to meet their requirements [8]. They extend from general, illness-unrelated physi-
cally strengthening and mentally stabilising measures to illness-related, individually
adapted rehabilitation therapies. The aim of regimens designed to invigorate or promote
recovery is to facilitate the resumption of work [6]. In Germany, these toughening reha-
bilitation measures are therefore not financed by medical insurance companies, but by
pension funds. It is in their interest for contributors to their schemes to resume their pro-
fessional activities as speedily as possible. They should remain in their jobs as long as pos-
sible instead of depriving the pension fund of benefits and pensions. Outpatient sports
and swimming courses designed to maintain vocational abilities as long as possible are
promoted. With regard to promotion, these out- and inpatient measures are conditional
on their being carried out by a qualified rehabilitation team. Apart from medical onco-
logical skills, sociomedical experience and expertise are essential in an oncological reha-
bilitation team (Fig. 1). It is often necessary to address a cancer patient’s specifically
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vocational problems. His or her remaining capacity must be assessed and recorded and
vocational rehabilitation measures introduced and documented (Table 6 to 10).

Up to now, Germany is the only country in Europe in which pension schemes
conduct these rehabilitation measures specially designed for cancer patients, the aim
being to promote vocational reintegration. Roughly one-third of all gainfully employed
cancer patients in Germany take advantage of the opportunity of this kind of rehabilita-
tion measure. In all other countries in the European Community, it tends to be medical
or social reasons that lead to the introduction of in- or outpatient rehabilitation in the
case of cancer patients.

Tumour patients frequently suffer from resignation, fears and depression. These
influence patients’ vocational willingness to work and, alongside a lack of motivation, are
a substantial reason for frequent early pensions. Some authors consider that fatigue
symptoms are the most frequent reason for the unsuccessful vocational reintegration of
cured cancer patients [9, 10]. Help in coping with the disease, the reduction of fears,
depression, helplessness and hopelessness as well as the boosting of compliance and
motivation are important. These are the main tasks of a psycho-oncologist. He or she has
a vital position in the rehabilitation team for cancer patients (Fig. 1) – in particular,
where vocational rehabilitation is concerned. The purpose of intensive psychological care
is to influence a patient’s resigned attitude and to promote their desire to perform.

Self-help groups fulfil an important role in terms of motivation for self-assistance,
help towards self-help and in dealing with tendencies to retreat from society. They exert
an activating influence on those concerned and thus contribute towards a willingness to
resume work.

Training and medical advisory services are prerequisites for an active and indepen-
dent approach. For example, some patients are unaware of the numerous vocational pro-
tective measures and benefits that are granted in many countries both to chronically han-
dicapped employees in the pursuit of their profession as well as to employers when hiring
those affected. What cannot be disputed is that well-informed cancer patients have grea-
ter opportunities for social and vocational reintegration than uninformed patients.

Here, too, self-help groups make an important contribution in the fields of advisory
and information services.

Measures designed to improve resistance to vocational pressure
and to increase specific physical and mental performance

In the case of stomach carcinoma patients, it largely consists of training sessions to pre-
vent and reduce postgastrectomy symptoms, in particular, postprandial discomfort.
Good nutritional advice can help to reduce the numerous vocational restrictions resul-
ting from gastrectomy when carrying out one’s job. The appearance of post-prandial
dumping problems prevents, among other things, the pursuit of jobs that require a head
for heights (e.g. roofers) or jobs that require permanent attentiveness (e.g. bus drivers,
production line workers or pieceworkers). A workplace transfer is necessary in these
cases and in physically demanding activities [1].
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In the case of bronchial carcinoma patients, the restrictions imposed by lung function
prevent or restrict all physically demanding activities. By means of breathing exercises,
inhalations, accompanying therapies involving medicaments and anti-obstructive physi-
cal therapy measures, it is possible to improve patients’ ability to handle physical
demands. Workplace transfers are frequently required.

In the case of rectal carcinoma patients with an artificial anus, it is a mastery of irri-
gation that makes patients independent of dealing with pouches, which reduces the
adverse effect of noises and thus opens up to them so many vocational activities that
would otherwise be impossible. Non-irrigating colostomy wearers are frequently unable
to conduct any activities involving customer contact. However, almost all activities are
possible for irrigating rectal carcinoma patients.

The restoration of the ability to communicate using speech is a cardinal task of
rehabilitation after laryngectomy in the case of patients suffering from laryngal carci-
noma. It is a basic prerequisite for the resumption of work in many professions.
Vocational rehabilitation planning is a multidisciplinary task for these patients as the
missing larynx not only affects vocal functions and sensitivity to smell and taste but
also the absence of any closing of the glottis seriously affects the normal abdominal
prelum, and social as well as mental problems frequently occur as a result of physical
disfigurement [11].

Measures for the protection and maintenance of workplaces

Irrespective of the symptoms of their problems, cancer patients must fundamentally be
considered severely disabled, no matter whether treated potentially curatively or palliati-
vely. In the first years, at least, after the diagnosis of cancer, they enjoy improved protec-
tion against dismissal at their workplaces (Table 12) and, after the conclusion of therapy,
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Increased protection against dismissal in the workplace. Dismissal is exceptionally difficult.
Assistance in keeping or acquiring a workplace appropriate for a disabled person, e.g. technical
aids or wage subsidies
Acceleration of pension provision
Exemption from overtime and exemption from night-shifts if so desired
Right to 5 days additional holiday per year with a 5-day working week

Table 12 – Vocational protective measures for cancer patients in Germany [2].

enjoy particular vocational protective measures in the first 5 years at least that are, howe-
ver, regulated differently from country to country. In France, cancer is considered one of
the “maladies de longue durée” that grant all civil servants and employees concerned the
right to workplace retention and vocational functions for up to three years. The govern-
ment even guarantees their reemployment for up to 5 years after the disease has been dia-
gnosed whereby those concerned can draw a full salary for the first three years, followed
by only half of this [12].
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Introduction of aids and measures for vocational reintegration

Theoretically, people with cancer who are undergoing rehabilitation are not considered
to be a special group in the field of occupational promotion. However, their integration
in Germany is the goal, as it is with other persons undergoing rehabilitation according to
the type and severity of their functional limitations [6]. A specific form of vocational
rehabilitation designed for cancer patients does not therefore exist. Nevertheless, all
benefits in the job-promotion field are open to people undergoing rehabilitation.

There are numerous forms of assistance both for employees as well as for employers
that are intended to facilitate vocational reintegration. Primarily, these are measures desi-
gned to keep jobs. Retraining is rarely considered and – if it is – it is only for younger
patients with good lifetime forecasts. Many cured cancer patients of advanced age no lon-
ger have the mental flexibility, the stamina and the ability to adapt that are required for
successful retraining. In Germany, the only retraining measures that are financed by
sponsors – if at all – are for patients under the age of 40.

For the retention or acquisition of workplaces, support and assistance are granted
both to the employee as well as to the employer. Integration assistance amounting to bet-
ween 50 and 70% of remuneration is granted for six months. In justifiable, individual
cases, as much as 80% can be paid and its duration can be extended to as much as two
years. Pension insurance companies are willing to participate in the financing of ergono-
mic working chairs, height-adjustable worktables, lifting equipment, access ramps, sani-
tary fittings and other aids as well as technical working aids if these measures guarantee
that cancer patients will keep their workplaces.

Workplace-retaining aids and benefits that promote jobs for cancer patients in
Germany include [2]:

– benefits for the maintenance or acquisition of workplaces ;
– equipment and technical aids ;
– qualification through short courses ;
– integration assistance for employers ;
– measures to pinpoint jobs and work trials ;
– vocational adjustment ;
– further training and retraining;
– job and professional promotion;
– supplementary benefits (interim assistance, travelling expenses, household help,

workclothes, tools, examination fees, text books, training allowances).

Gradual reintegration into the work process is one vocational rehabilitation measure
that is frequently practised. Resumption of work can, for example, be done with the per-
son concerned initially only working two to three hours every day; after a certain time,
this is increased to four to six hours and then to six to eight hours until work returns to
full working hours. In Germany and France, cancer patients receive their full wages from
the medical insurance for the full period of this increasing workload although they are
not working full shifts.
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Assessment, evaluation and quality assurance.
Predictors for occupational reintegration

No quality assurance is possible without assessment and without any progress documen-
tation. Many evaluation parameters are available to examine rehabilitation targets. These
not only include the start of vocational activities but also the change in risk factors, the
change in obstructions and limitations, the introduction of benefits designed to promote
jobs, implementation within companies, job creation, the reorganisation of workplaces to
suit disabled people, training and further training in a new professional field.

The rates for the successful vocational reintegration of cancer patients given in the
relevant literature vary widely from 30 to 93%. This is not simply attributable to the dif-
ferent quality of the rehabilitation opportunities or to differences in attitude among
those affected or to financial possibilities, but is also attributable to the different consi-
deration given to disabled people in society. The fact that the likelihood of successful
vocational reintegration is very much greater in the USA than in other countries is not
merely due to improved rehabilitation for cancer patients but is also a consequence of
their having to earn a living. Financial security in the case of chronic diseases and wor-
king incapacity is very differently regulated in individual countries.

In the case of patients with head and neck carcinoma [11], the vocational reintegra-
tion quota is very much lower than with testicular and Hodgkin’s patients. All investiga-
tions consistently showed a close correlation with the patients’ age, the type of work they
did as well as the type and degree of severity of their tumour disease [3, 11, 13, 14, 15,
16]. According to our own experience which is, however, only covered to some extent by
statistics, the factors mentioned in the table as well as vocational ability and the quality
of the rehabilitation conducted are important (Table 13).

Table 13 – Factors that can influence the introduction, implementation and the result probabi-
lity of vocational rehabilitation measures in the case of cancer patients, independent of their
vocational performance and the quality of the rehabilitation measures conducted as well as the
type and scope of the tumour disease.

Risk of relapse
Lifetime forecast
Age and gender of the patients
Social status
Unemployment prior to falling ill
Level of education, earning status
Patient’s motivation and willingness to participate
Patient’s desire to be given a pension.
Time elapsed since primary therapy
Sponsors’ expectations
Employer’s motivation and willingness to participate
Attitude of the workforce and close colleagues
Pressure on workforce in the company
Previous time-limited pensioning
General and special labour market
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Whether and to what extent the intended goals are reached or not depends not only
on the quality of the vocational rehabilitation measures but also on many predictors
(Table XIII). Humanitarian and political labour-market reasons must also be added to
these.

Apart from somatic reasons and legal reasons relating to social insurance as well as
financial aspects, the decision for or against early pensioning must also give considera-
tion to the positive psychological aspects of dealing with a disease. For many people, their
profession and work mean more than just a way to meet their existential requirements.
To many people, work is the only possibility for social contact and is a confirmation of
their self-esteem. It represents a form of diversion, distance and suppression of the fee-
ling of a constantly threatening Damocles’ sword. It can therefore be perfectly legitimate
to support cancer patients - even those with greatly reduced working capacity - in resu-
ming their previous jobs.

The demand that the quality of vocational rehabilitation measures must be judged
solely by the frequency of successful vocational reintegration must be assessed critically.
The rapid introduction of a pension for those unable to pursue gainful employment in
the face of an irrefutable and well-documented reduction in their ability to work can also
point to good vocational rehabilitation work.

Structures and organization
of vocational rehabilitation for cancer patients

The structural and process quality of vocational reintegration measures for cancer
patients differs in various EC countries. In Europe, different sponsors are responsible for
vocational rehabilitation. In comparison with Germany, other countries frequently do
not view sociomedical assessments, the introduction and implementation of vocational
rehabilitation measures to be tasks for rehabilitation medicine and most definitely not
tasks for rehabilitation oncologists.

Whereas, in Germany, inpatient rehabilitation is at the focus of rehabilitation mea-
sures and statements on the ability to work, on the question of vocational forecasts, on
the need for vocational rehabilitation, on the capacity for rehabilitation and on the
willingness for rehabilitation on the part of those concerned are demanded and initial
vocational assistance is also introduced, rehabilitation in the other EC countries is largely
outpatient in nature. Rehabilitation oncologists do not consider the clarification of fur-
ther vocational activity as well as the introduction and implementation of vocational
assistance to be their main duties. In these countries, patients are forced to apply to the
labour market authorities; a large amount of personal initiative is expected of such
patients if they intend to resume work.

Unfortunately, there is no information on the important issue of whether the vocatio-
nal reintegration quota is increased in Germany by its costly and time-consuming
inpatient and outpatient rehabilitation measures. This deficit is attributable not only to a
lack of prospective studies and to the selection of patients looked after during rehabilitation
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but is also a result of the rapidly growing call in recent years for the need for rehabilitation
research [17, 18].
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Presentation of the situation in Austria

The need for vocational rehabilitation arises from persistent impacts on somatic and/or
psycho-mental health, affecting the working ability of a person at his/her workplace or
occupation. Typical indicators of the problem are early retirement, prolonged sick leave,
reimbursement in case of occupational accident or disease, and persistent unemploy-
ment. The high incidence and/or severity of accidents and diseases associated with some
occupations, as well as of those of non-occupational origin add to the problem.

Early retirement

In Austria, early retirement due to disability or inability to work accounts for about 19%
of all retired persons (see Fig. 1a). Disorders of the musculo-skeletal system are the

Vocational rehabilitation
in Austria

V. Fialka-Moser, M. Herceg, M. Milanovic, D. Czamay and E. Hartter

19

27

54

0

10

20

30

40

50

60

regular retirement inability to work others (widows, orphans ) 

re
ti

re
d
 p

er
so

n
s 

(%
 o

f 
to

ta
l)

Figure 1a – Prevalence of different reasons for retirement.



leading problem (Fig. 1b; data are from [1], chapter 3.2.). Retirements at <55 years of age
result from being widowed, orphaned, or disabled. The work-capacity or earning capa-
city of the person applying for early retirement due to disability should be less than 50%
of the ability of a healthy worker/employee. Applications are processed by the retirement
insurance as being equivalent to an application for vocational rehabilitation, i.e., the reti-
rement insurance makes a choice, based on medical expertise, between offering vocatio-
nal rehabilitation and early retirement (see [2] for more details).

Figure 2 shows that retirements due to disability rise sharply in the age range from
30-40 years, to a rather constant relative figure of more than 50% of the total number of
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Figure 2 – Prevalence of total retired persons and persons retired because of disability within a
specific age range (from [1], Table 3.11).
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retired persons lower than 55 years of age. The virtually constant rate of early retirement
due to disability from a former status of an employee over the entire age range from 30
to 55 years indicates the need for more effort in vocational rehabilitation for those in the
early and middle phase of their working life.

Sick leaves

Figure 3 shows that about 36% of sick leaves in Austria are of more than 36 days’ dura-
tion, while only about 40% are lower than or equal to the mean duration of 12-14 days.
Sick leaves of long duration may be due to serious and chronic disease, ineffective medi-
cal treatment might add to the problem. The fact that special work place situations may
induce sickness or “feeling of illness” is well established within occupational medicine.
Thus, sick leave of long duration certainly needs intervention, which in many cases
means vocational rehabilitation. In the year 2001 about 120.000 persons (approx. 4% of
all employees) were on sick leave of more than 42 days’ duration ( from [1], 2.24).

4 to 7 d

16%

22 to 28 d

8%

to 3 d

4%

15 to 21 d

11%

> 36 d

36%

8 to 14 d

20%29 to 35 d

5%

Figure 3 – Relative prevalence (% of total cases) of employees’ sick leave in Austria in 2001,
depending on the duration (in days) (taken from [3], p 55).

Occupational and occupation – associated accidents
and diseases

The incidence of occupational injuries and occupational diseases has been either
constant or decreased slightly during the last 5 years. At first glance this fact is suggestive
of an enhancement of occupational safety and healthy work conditions. However, a more
careful look reveals that this interpretation is biased. The list of occupational diseases
contains selected entities. By far the most common health complaints associated with
working conditions are psychological/psychosomatic impairment and musculo-skeletal



problems. Together they account for about 60% of all cases of premature retirement
because of inability to work. Both are not listed as occupational diseases although there
is a large body of evidence to show that these entities are clearly associated with specific
occupation, either directly or indirectly.

From the data presented in Table 1 it can be seen that “occupational” accidents and
diseases (prevalence: 10.417 cases with disability >50%) account for only 2.7% of disa-
bilities accompanied by the inability to work (prevalence: 385.594 cases). The remaining
about 97% of cases of disability are exclusively acquired during private life. The incidence
(cases per year) of early retirement is twice as high as the prevalence (sum of all cases) of
reimbursement in cases of occupational accidents resulting in >50% disability.

The distribution and incidence of occupational injuries in relation to numbers of
employees is shown in Figure 4 (data obtained from AUVA, department for rehabilita-
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Table 1

No. %
Type of pension or reimbursement of persons of total

Prevalence of early retirement due to disability (2002) 385.549 100
Applications for early retirement because of disability (2002) 62.384 16.2
Incidence of early retirement due to disability (2002) 23.344 6.1
Data from [3], pp 68-69

Prevalence of reimbursement after occupational accident/ 10.417 100
disease in 2001; (disability >50%; from [1], 4.3.)
Incidence of reimbursement after occupational accident/ 356 3.4
disease in 2001 (disability >50%; from [1], table 4.20)
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Figure 4 – Relative incidence of occupational accidents & diseases (% of employees affected) in
relation to number of employees in a company (data from AUVA)
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tion). Surprinsingly, the relative number of accidents is lowest (1.5-3%) in companies
with up to 20 employees, rises to a plateau of about 4.5% for companies with 50-
300 employees, and then slightly drops to about 3% in companies with more than
500 employees. A possible interpretation of this finding will be given later.

Responsibilities of insurance institutions
and other organisations in providing rehabilitation
and reimbursement in Austria

Insurance institutions

Personal insurance is compulsory in Austria and is provided by governmental insurance
institutions. Three main branches of insurance are defined within each institution: health
insurance (Krankenkasse), accident insurance (Unfallversicherung), and retirement insu-
rance/pension fund (Pensionsversicherung).

In Austria about 8 million persons (99% of the total population) are health insu-
red [1, chapter 2.0 ] . Insurance contributions have to be paid by/for actively working per-
sons (either as private entrepreneurs or employees), by retired persons, and persons out
of work with earnings-related benefits. Family members not in the labour market (chil-
dren, spouses) are co-insured at no additional cost.

Contributions to the pension fund have to be paid by/for all occupationally active
persons and persons with earnings-related benefits. Occupationally inactive family-
members (children, spouses) are not pension-insured, and are not entitled to benefits
(for instance, a pension in case of disability due to an accident or disease). Benefits can
be claimed only if contributions to the pension fund have been paid for at least 15 years.

Accident insurance is obligatory for all persons working in the labour market, inclu-
ding those with earnings-related benefits, as well as for schoolchildren and students. Only
occupational accidents (but not “private” ones) or diseases or accidents on the way to or
from work/school/university are covered by this insurance. In these cases the accident
insurance covers the entire spectrum of benefits: medical, occupational (including work-
place adaptations) and social rehabilitation, as well as payment of reimbursement in case
of reduced working ability. The insurance contribution for the accident insurance of
employees is paid by the employer. Consequently, all claims of employees are passed on
from the employer to the insurance company.

The insurance system is very diverse in respect of its legal base as well as its services.
It is regulated by at least four basic laws for different groups of insured persons (see
Table 2 for details).

Not all of the insurance institutions provide all three services (health, accident, pen-
sion). Accident insurance is “outsourced” to the AUVA by some institutions (nos. 2, 7 and



8 in Table 2). Therefore, the AUVA is by far the most important accident insurance ins-
titution in Austria.

The BVA (for government employees) does not run its own pension fund; the pen-
sions are paid by the government (Ministry of Finance). The same is true for some insu-
rance institutions in certain communities (no. 3 in Table 2). Vocational rehabilitation in
case of “private” accident or non-occupational disease is a rare event for government
employees, early retirement is the much more common offer.
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Pension Accid.
Persons employed by Law Health ins. ins. ins.

1. (Private) Companies ASVG GKK PV AUVA

2. Special companies ASVG Betriebs-KK AUVA

3. Special communities ASVG Fürsorgeanstalt (FA) Gouvernm.

4. Governmental employees B-KUVG BVA Ministry BVA

5. Austrian Railway Company BK-UVG VA-E Ministry VA-E
Private railway company ASVG VA d. Österr. Eisenbahnen (VA-E)

6. Austrian Mining & Oil Industry ASVG VA d. Österr. Bergbaus AUVA

7. Private entrepreneurs GSVG SVA Gew. Wirtsch., AUVA

8. Agriculture & forestry BSVG SVA der Bauern

List of abbreviations:
Insurance institutions
AUVA = Allgemeine Unfallversicherungsanstalt (general accident insurance institution)
GKK = Gebietskrankenkasse (regional health insurance) 
SV = Sozialversicherungsanstalt (social insurance institution)
VA = Versicherungsanastalt (insurance institution)
BVA = Versicherungsanstalt Öffentlich Bediensteter (insurance institution for government
employees)
PV = Pensionsversicherung (retirement insurance/pension fund)
Betriebs–KK = Betriebskrankenkasse (insurance run by selected companies)
Fürsorgeanstalt = insurance run by certain communities (e.g.: City of Vienna,
Upper-Austrian teachers’ insurance, ...)
Laws
ASVG = Allgemeines Sozialversicherungsgesetz (general social insurance law)
B-KUVG = Beamtenkranken- und Unfallversicherungsgesetz (health and accident insurance
law for government employees)
GSVG = Gewerbliches-Sozialversicherungsgesetz (social insurance law for commercial enter-
prises)
BSVG = Bauern-Sozialversicherungsgesetz (social insurance law for farmers)

Table 2 – Health, accident, and retirement insurance in Austria (2001)



Responsibilities of the insurance institutions

Accident insurance companies have to provide rehabilitation and reimbursement in cases
of work-related accidents and occupational diseases (including schoolchildren and stu-
dents). However, the insured person is not legally entitled to a specific type of rehabilita-
tion or reimbursement.

Reduction of one’s working ability or disability, resulting from “private” accidents, is
excluded from the benefits of accident insurance. In these cases rehabilitation measures
are provided by the retirement/pension insurance because the latter is interested in kee-
ping people involved in the work process, financing their insurance contribution, and
discouraging premature retirement. The insured person is not legally entitled to a speci-
fic type of rehabilitation. Reimbursement is not provided.

An indirect economic burden arises for health insurance institutions in cases of unsa-
tisfactory or low-effect vocational rehabilitation: unemployed persons with earnings-
related benefit (“Arbeitslosengeld”; unemployment benefits) pay less for their health
insurance. Prolonged sick leave (eventually culminating in unemployment) is a common
feature in persons whose working ability is reduced or who are unable to meet the
demands of the workplace. At least after 10 weeks of sick leave the health insurance ins-
titution has to pay the earnings as long as the person is officially employed by the
employer. Sick leaves raise the expense of health insurance because of higher consulta-
tion rates of doctors, prescriptions for medication, and diagnostic measures.
Nevertheless, the health insurer is not directly involved in vocational rehabilitation.

Financing and organisation
of vocational rehabilitation in Austria 

The main institution involved in decision-making and the coordination of vocational
rehabilitation in Austria is a governmental institution known as the Arbeitsmarktservice
or AMS (Labour Market Service; website: http://www.ams.or.at). Vocational rehabilita-
tion is an integral part of the endeavour of this organisation to prevent and eradicate
unemployment. Following medical rehabilitation in cases of occupational or non–occu-
pational accident or disease, the AMS together with the accident insurance, retirement
insurance or the Bundessozialamt (federal social welfare agency; see later), counsels and
informs the individual about returning to an adequate job or workplace. The AMS
finances vocational rehabilitation at least in part.

A team of experts, including social consultants (SozialberaterInnen), specialists with
knowledge of the work market and the required professions (Arbeitsmarktservice-
BeraterInnen), career advisers, and psychologists, provides advice concerning the content
and procedure of vocational rehabilitation in an individual case. The medical expertise
on the working ability or disability, the possibility of reintegrating the individual in the
work process at the original place of work or within the original work environment (in
some cases with the need for adaptation of the workplace or re-training), the status of
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vocational training and/or education, and last but not least the preferences and aptitude
of the affected person, are the basic aspects of this process of counselling and decision-
making. Work-related assessment is gaining more and more relevance as a part of this
process.

Vocational rehabilitation in the case of occupational accident
and/or disease

In the case of an occupational accident (including accidents on the way to or from one’s
place of work) and/or occupational disease, the accident insurer takes on all costs of medi-
cal, vocational and social rehabilitation. A so-called “Rehabilitationsausschuss” (rehabili-
tation board) is responsible for decision-making.

189.795 occupational accidents and 1.569 cases of occupational disease were registe-
red by the Austrian accident insurance institutions in 2001 [1, chapter 4.2] (see also
Fig. 5). About 17% were enrolled for medical rehabilitation following hospitalisation.
The incidence of occupational injuries and diseases in 2001 according to the type of
workplace is shown in Figure 6 (data from [4], p 36).

Occupational injuries causing more than three days of sick leave or inability to work
must be reported to the accident insurance within 5 days by the hospital or by the physi-
cian treating the patient, and also by the employer. This allows the health insurance
experts to evaluate the potential need for vocational rehabilitation during the individual’s
medical rehabilitation, which in the majority of cases is managed by rehabilitation centres
run by the accident insurance. A team of experts from the accident insurance company
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helps to develop the vocational future of the patient, based on the prospective outcome of
medical rehabilitation, the person’s abilities, education, preferences and interests.

If the individual is able, or chooses to return to his/her original workplace or work
environment (same company, same colleagues), the accident insurance finances mea-
sures such as workplace adaptation, re-training, easy access to the place of work, perso-
nal technical aid (wheelchair, a specially equipped car, etc.) or education in another field
of work within the same company. The same is true for educational courses to obtain
new qualifications in case the individual decides to change his occupation or type of
work/profession.

Because vocational rehabilitation is continued during the period of unemployment,
the accident insurance provides a so-called intermediate benefit (Übergangsgeld) during
this time, which amounts to at least 60% of the person’s former salary/income, and also
pays the contribution to the pension fund. In cases of limited working ability, especially
during the initial phase of occupational reintegration, a part of the benefit is paid by the
accident insurance.

In addition to the support outlined above, several other possibilities of financing
expenses in the course of vocational rehabilitation exist. These are organised by the acci-
dent insurance, mainly together with the Arbeitsmarktservice (Labour Market Service)
and the Bundessozialamt (federal social welfare agency); in special cases organisations for
the handicapped may be involved. Detailed information is provided by the
Bundessozialamt (http://www.basb.bmsg.gv.at).

Independent of the success of vocational rehabilitation and reintegration into work,
every individual whose health is impaired by an occupational accident is evaluated for
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additional reimbursement, wich is paid independently of any other earnings or pension;
it may amount to a full pension. Medical experts evaluate the person’s condition in per-
centages of impairment (% Minderung der Erwerbsfähigkeit). Nevertheless, a person
suffering from an occupational accident or an occupational disease is free to continue
working, even on a full-time basis, in a different profession or at another work-place that
is conducive to the disability (for more details see also [5, 6]).

Vocational rehabilitation
after non-occupational (“private”) accidents
and impairment by non-occupational diseases

Medical rehabilitation and the treatment of these persons is managed and paid for by
retirement insurance and health insurance institutions. The retirement insurance institu-
tion offers medical as well as vocational rehabilitation to prevent inability to work resul-
ting from progression of the disease or disability. The health insurance pays for conti-
nuation of the required medical treatment after hospitalisation as well as during an
ongoing disability or disease, with the goal of promoting recovery and preventing chro-
nic disease or aggravation of the disability [3, p. 55].

Nevertheless, the need for vocational rehabilitation is realised rather late in the majo-
rity of cases because, in contrast to occupational accidents, no systematic attention is
devoted to the individual’s future vocational perspectives during his hospitalisation and
medical rehabilitation. In many cases, hospitalisation is followed by more or less prolon-
ged sick leave and various treatments given by practising doctors who are not specifically
trained or paid for counselling the individual about the impact of accident or disease on
the work situation or for initiating vocational rehabilitation.

The employees rarely report early to the employer and dismissals after prolonged sick
leave are common. Typically, the issue of vocational rehabilitation is confronted only at
this advanced stage, i.e. when the now unemployed person seeks help and advice at the
Arbeitsmarktservice.

Alternatively, the health insurer reports prolonged sick leave to the retirement insu-
rance or the individual applies for vocational rehabilitation, and the latter is started.

The retirement insurance organisation also offers vocational rehabilitation to wor-
king persons who are at considerable risk of losing their ability to work at their current
workplace in the near future because their health is likely to worsen.

Applications for early retirement secondary to disability are common when the unem-
ployment is caused by a disease of long duration. At least in such cases the retirement insu-
rance evaluates the possibility of vocational rehabilitation instead of retirement.

Procedures and measures of vocational rehabilitation provided by the retirement
insurance are analogous or identical to those offered by the accident insurance. Accident
insurance as well as retirement insurance act in union, mainly with the
Arbeitsmarktservice (AMS).

Where the person is offered re-training or education, the expenses are shared equally
by the retirement insurance and the AMS. During vocational re-training the AMS pays
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the same amount as the unemployment benefit; the purpose of this payment is to finance
the individual’s cost of daily living. Several complex programmes of financial aid for
employees as well as employers are available. Detailed information can be obtained from
the AMS, the retirement insurance and the Bundessozialamt.

Vocational rehabilitation of handicapped persons

The term “handicap” is used to denote reduced working ability and reduced prospects in
everyday work life due to a health problem, disability, or disease. The Austrian social sys-
tem provides certain services in terms of vocational rehabilitation, especially for handi-
capped persons. The legal base is the Bundesbehindertengesetz (federal law for the handi-
capped); the main governmental executive organ is the Bundessozialamt (federal social
welfare agency). The Bundessozialamt is a well accepted institution in the job market for
handicapped persons. It is specialized in working with those who can be reintegrated into
the job market, but need targeted, specific and prolonged measures and support. The
main partners of the Bundessozialamt are the Arbeitsmarkservice, the association of the
handicapped, accident and retirement insurance, and governmental institutions.
Detailed information and data can be obtained from [7, 8].

Several institutions offer services relating to vocational rehabilitation, such as re-trai-
ning, developing new vocational perspectives, special education and qualification, indivi-
dual training to adjust to a workplace situation, etc. These include the
Berufsförderungsinstitut (bfi; Institute for Vocational Advancement), the Wirtschaftsför-
derungsinstitut (WIFI; Institute for Economic Advancement), and many others. The lea-
ding institution in Austria with a wide range of programmes is the BBRZ (Berufliches
Bildungs- und Rehabilitationszentrum; Professional Education and Rehabilitation Centre).

BBRZ – Vocational Rehabilitation
and Education Centre

When individuals are no longer able to work because of an accident or a disease, they
may be confronted with the problem of basic survival and the question of their imme-
diate future existence. In order to ensure that their professional career is not unnecessa-
rily terminated, the BBRZ (Vocational Rehabilitation and Education Centre) aims to
help such individuals to gain a firm foothold in their occupation despite their impair-
ment.

BBRZ Austria was established in 1975. With its three business offices in Linz, Vienna
and Styria (Kapfenberg) and an external office in Carinthia (Klagenfurt), BBRZ Austria
is the largest provider of vocational rehabilitation measures. Individuals with physical
and/or psychological impairment can be trained here in very well equipped training and
working premises, furnished with modern technologies and new methods, in accordance
with a unique occupational orientation and training concept, and can be subsequently
reintegrated in the labour market.
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Services

The BBRZ offers vocational rehabilitation for disabled persons from the age of 18 years;
occasionally also for younger individuals. The training is related to the employment mar-
ket and focused on completion. It is offered in modules, tailored to the individual abili-
ties, knowledge, and aptitudes of the candidates. Depending on the required knowledge
and qualification, it has a maximum duration of 24 months.

The main aims are: developing new vocational perspectives; qualification and additio-
nal specialised training in technical and commercial professions such as EDP technology,
informatics, accounting and book-keeping, each with a completed apprenticeship, and short
specialized training, e.g. in office communication, staff reimbursement calculation and
medical administration; tailored training followed by individual completion certificates;
support in procurement.

Course attendees with incomplete school knowledge who need to be prepared for a
proposed educational measure may undergo a general preliminary promotional phase.
The BBRZ offers parallel support for persons who wish to complete a course or take an
examination for vocational graduation or admission to university.

The course candidates may also avail themselves of a wide range of services relating
to parallel support in case of individual issues or problems in various aspects of life.
Social consultants provide support in the event of social problems that prove to be a lia-
bility and may endanger the individual’s successful completion of vocational rehabilita-
tion. Furthermore, candidates are offered a primary counselling session on legal matters.

In addition to counselling and care, those with psychological problems are offered a
wide range of mental training programs to prepare for examinations, programs focused
on learning techniques, stress coping techniques and relaxation and concentration trai-
ning, either individually or in groups.

In the medical arena, attention is mainly devoted to identifying those factors which
limit the spectrum of potential work areas. The findings of medical studies are major fac-
tors used to make decisions about an individual’s future occupation.

Parallel to education, the course attendees are assisted in their search for practical
training. At the end of the training they are given assistance in finding a job, job applica-
tions are written, and job interviews can be rehearsed in a role-playing setting by video
training. In many cases the course attendees complete the training, undergo an interme-
diate practical training, and then become employees of a company.

Partners and Sponsors of the BBRZ

Vocational rehabilitation in Austria is mainly financed by the Arbeitsmarktservice
(Labour Market Service), social insurance companies like the Allgemeine Unfallversi-
cherungsanstalt (General Accident Insurance Company), the retirement insurance com-
pany, and the provincial governments. The federal social welfare agencies are also signi-
ficant sponsors of projects, especially in the sector of work integration and qualification.
During their training the clients receive financial support from the respective sponsors
who bear the course fees.
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Specific offers of the BBRZ

Neuro network

Since 1991 the Occupational Training and Rehabilitation Centre offers specific rehabili-
tation and integration measures for persons who have suffered brain injury. The
NeuroNetzWerk Austria (Neuro Network Austria) is an Austrian-wide initiative aimed at
networking the medical and occupational-social rehabilitation of persons who have suf-
fered cranial or cerebral injury.

Rehabilitation and integration of those with poor vision and late blindness

Blindness or highly impaired vision signifies massive limitations in the daily life of the
individual. BBRZ Linz is the only facility in Austria which offers comprehensive rehabi-
litation for this group of individuals since 1998.

Occupational diagnosis Austria

Based on several decades of experience, a new approach to occupational diagnosis has
been developed. The approach is integral, comprehensive, and oriented towards the indi-
vidual and the available resources. BerufsDiagnostik Austria (Occupational Diagnosis
Austria) is a business unit of BBRZ Austria with offices in Linz, Vienna and Kapfenberg.

Range of services: Diagnosis of physical performance; workplace simulation with the
ERGOS® system; assessment of key qualifications; workplace analysis and expert evaluation;
vocational analysis and statement; rehabilitation technology and ergonomics.

Work and Health Service

A project for early identification of individual occupational limitations (early interven-
tion) has been established within Occupational Diagnosis Austria. BBRZ Austria in
Vienna and Styria have set up an office known as “Service Arbeit und Gesundheit” (Work
and Health Service) for individuals with health problems at their place of work. Work
and Health Service is a form of assistance for the affected individual and his/her
employer. The service is closely networked with other institutions involved in rehabilita-
tion, such as the retirement insurance company and other social insurance providers.

A counselling office is supported by the Equal Development Partnership known as
the AEIOU (Arbeitsfähigkeit erhalten für Individuen, Organisationen und
Unternehmen; Maintaining Working Abilities for Individuals, Organisations and
Companies) within the occupational initiative of the Austrian Federal Government and
the European Social Fund.

Summary

The Occupational Education and Rehabilitation Centre contributes significantly to eman-
cipation and equal chances for individuals with psychological and/or physical impairment
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by enhancing the opportunities for every course attendee in the labour market through a
range of proven training measures. The efforts of the Centre are focused on enabling the
person to re-enter his/her professional life by means of vocational rehabilitation. The indi-
vidual is always viewed from a comprehensive, solution-oriented perspective.

Since the BBRZ was founded in 1975, a large percentage of candidates have been able
to achieve their training goals and have been successfully integrated in the work process.
According to a study of the Institute of Education and Adult Research in 2001, on a spe-
cific day 79% of the graduates were employed at 12 months after completion of the trai-
ning.

More information is available at the following Internet sites: www.bbrz.at;
www.berufsdiagnostikaustria.at; www.servicearbeitgesundheit.at

Problems to be solved and future aspects

Early retirement due to disability – a substitute
for vocational rehabilitation

The main challenge in vocational rehabilitation in Austria is early retirement due to disa-
bility of “non-occupational” origin, closely associated with preceding unemployment of
long duration and a prolonged career of illness or chronic disease. A more in-depth
investigation reveals several factors contributing to the problem.

In case of a non-occupational accident or disease, no systematic assessment of the per-
son’s occupational environment and situation and the potential implications of his disease
on his future working ability is performed either during outpatient care given by a prac-
ticing physician or a hospital, or during hospitalisation. Appointments for diagnostic and
therapeutic measures, and even decision-making in terms of the strategy of recovery, are
left to the patient. Physicians are paid by the health insurance or by the institution that
runs the hospital; their responsibility being to provide the best medical service in their
field. Networking the different specialists with the goal of optimising diagnosis and treat-
ment is not well established. In contrast to occupational accidents and/or diseases, no sys-
tematic advice is provided for dealing with imminent workplace problems relating to the
accident or the disease. The problems are usually recognised only when advanced, after the
person has lost his/her job following repeated or prolonged sick leave. In the majority of
cases the retirement insurance organisation only comes to know about the health pro-
blems when a person applies for premature retirement on account of disability.

The situation of occupational
and work-related health care and prevention

In 1999 about 83% of a total of 197.419 Austrian firms had less than 10 employees.
Approximately 44% of all employees work in “small sized” companies/firms with less
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Firm size Number of firms Number of employees
(employees) absolute relative (%) absolute relative

1 - 9 164,112 83.1 487,223 21.2
10 - 49 27,916 14.1 424,238 23.3
50 - 249 4,494 2.3 452,880 20.1
>250 897 0.5 798,828 35.4
total 197,419 100 2,254,169 100

Table 3 – Overview on the distribution of firm sizes in Austria versus persons employed in each
firm size range in 1999 [10].

than 50 employees (see also Table 3). Private companies are obliged to run a department
of occupational safety and health (a safety engineer and an occupational medicine spe-
cialist) at their own expense if they employ more than 50 persons (before 1994 only com-
panies with more than 250 employees were subject to this obligation). For smaller facili-
ties, occupational safety and health service is provided free of charge by the accident insu-
rance company (AUVA) and by the so-called “Begehungsmodell” (“walk-through”
model). The time schedule for occupational medical care is one walk-through per year
for enterprises with 11-50 employees; firms with less than 10 employees get a walk-
through once every two years [9].

In 97% of all Austrian companies, i.e., those with less than 50 employees, occupatio-
nal safety and health care is, in practice, not available for establishing and providing
continued programs of occupational health care and prevention, registering occupatio-
nal accidents, managing vocational rehabilitation, and the crucial work of returning to
employment and reintegrating the person at his/her workplace. Therefore, the number
of occupational accidents in small enterprises with less than 50 employees is very likely
to be underestimated. The data shown in figure 4 have been compiled from “raw data”
obtained from the department of rehabilitation at the AUVA. An enhancement of quan-
tity as well as of quality of occupational safety and health care to allow the real needs to
be addressed, as well as greater attentiveness on the part of the occupational safety and
health team focusing on occupational accidents and diseases in small companies, are
strongly recommended for the future.

The scope of action for the employer

The employer is not entitled to obtain information about the prospective duration of his
employee’s sick leave and its possible consequences on the employee’s working ability at
his/her workplace. The earnings have to be paid by the employer in case of sick leave for
up to 10 weeks duration, in dependence from type of working-contract and time of
employment (detailed information can be obtained from the health-insurance institu-
tion). It is now well known that the time until an individual returns to work after an acci-
dent or disease is considerably reduced if the employee maintains contact with his work-
place and the employer is informed about the future prospects of the employee’s ability
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to work [11-13]. In most cases this is not done, and the majority of employees loose their
job following repeated or prolonged sick leave.

Special obstacles for efficient vocational rehabilitation

About 77% of the clients referred for vocational rehabilitation to the BBRZ have been
unemployed for more than 7 months; about 32% for even more than 2 years. Seventy-
two per cent of the clients of the BBRZ are between 21 and 40 years of age, approxima-
tely 43% of these persons show up with severe health problems. Seventy-four per cent no
longer receive unemployment benefit. Unemployment benefit is usually limited to 30
weeks’ duration. This time limit is extended to 39 weeks for those >40 years of age, and
to a maximum of 52 weeks for persons >50 years of age, depending on the overall dura-
tion of employment. Persons who exceed this period of unemployment may receive a so-
called “Notstandshilfe” (emergency aid), a small amount of money barely sufficient to
live on. The later the vocational rehabilitation is initiated, the poorer is its outcome [14,
15].

Work-related assessment has been established throughout the world as a helpful tool
for making decisions concerning professions or jobs conducive to a person with a distinct
disability, as well as for information in respect of those workplaces at which the handi-
capped person will be unable to work.

In Austria, decisions relating to a person’s ability to work are largely based on the
individual competence of the accident insurance or retirement insurance expert; general
guidelines and consistent quality management in this field are not established. Work-
related assessment is used in specific cases by some institutions, such as the AUVA and
the BBRZ. There is no institutionalised education on the assessment of the disabled per-
son’s ability to work or the assessment process.

Outlook

Effective prevention, early intervention, competent management of the diagnosis and
treatment of disease, a statement concerning the need for occupational rehabilitation at
the earliest time possible, and cooperation between employer and employee would be
straightforward strategies to resolve the problem. Recent approaches in this field by orga-
nisations like the Österreichische Arbeitsgemeinschaft für Rehabilitation, the
“Arbeitsassistenz Österreich”, the initiative “ways-to-work” and last but not least the
BBRZ, are very promising.

A medium term improvement in the present Austrian health care system’s ability to
address these problems would be gained if a statement on the future prospects of a
patients’ ability to work was an integral part of every medical report of a hospital or a
practicing physician. Ideally physicians, psychologists, social consultants, as well as other
professional personnel with special training in the field of work-related assessment and
vocational rehabilitation should be obliged to contribute their expertise in a cooperative
manner to the medical report of a hospital or rehabilitation centre.



The reporting of a prospective need for vocational rehabilitation should be the trig-
ger for the practising physician as well as for the health insurance, to arrange vocational
rehabilitation for the patient. The University Department of Physical Medicine and
Rehabilitation at the General Hospital of Vienna plans to run a “pilot” project to test the
practicability of this approach.

Cooperation with and integration of the occupational health care service – whenever
available and possible – should also occur. However, it is not available for about 45% of
the working population or 97% of companies in Austria at time (see tab. 3). Under these
circumstances establishment of centres for “occupational consulting” which could be run
analogous to a doctor’s office, could be meaningful options. Financing of such centres
might be provided by the insurance institutions due to their interests in maintaining
health and employment of their clients.
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To fully understand social security and vocational rehabilitation in Belgium we need to
have an idea of the political organisation of that country. Some aspects will be common
to all Belgians and others will be different because they depend on the regulations of the
regions or the community to which the person belongs.

The federal state of Belgium: the four state reforms

The revision of the constitution in 1970 resulted in the setting-up of three cultural com-
munities. From the legal viewpoint that meant the start of the state reform process.

The establishment of the three cultural communities is, as the name suggests, a sign
of a certain autonomy in relation to culture. However, the powers of these cultural com-
munities were still extremely limited.

In 1980, the second state reform took place. The work that had started in 1970 was
continued.

Since then the cultural communities have become known just as the Flemish, the
French and the German-speaking community, because the communities decided not
only on cultural matters but also on matters “relating to the individual”, in other words
health and social services.

These communities each had a council (their parliament) and a government.
With the state reform of 1980, two regions were also established: the Flemish Region

and the Walloon Region.
During the third state reform of 1988-89, it was mainly the Brussels-Capital Region

that took shape. Like the other two regions it had its own institutions, and in particular
a council – its parliament – and a government. Also, the communities were given more
power and the regions were consolidated.

The state reform process, which had started in 1970, was completed with the fourth
state reform in 1993. Since 14th July 1993 Belgium is a fully-fledged federal state. The
communities and the regions, which were set up under previous reforms, now received
their full powers.

Social security and vocational rehabilitation:
the Belgian model

W. Brusselmans and K. Delplace



When a person becomes ill or disabled and is in need of rehabilitation or professio-
nal reintegration, the legal framework and the circumstances will be partly the same and
partly different depending on whether they are governed by the federal legislation or the
legislation of the communities or the regions. We will explain the most essential ele-
ments, which are relevant to our topic: illness, disability and rehabilitation. Firstly we des-
cribe the federal elements which are the same for all the Belgian citizens, secondly we
address the aspects which can be different because they belong to the action field of the
communities or the regions. The following description is based on the state model as it
exists in Belgium in 2004. We will not consider measures at the international, provincial
or municipal levels.

Social security: a federal matter

Because social security in Belgium is a federal matter, it is the same for all the Belgian citi-
zens regardless of the community or the region to which they belong.

Social security is largely financed by the professionally active population. In the sala-
ried persons’ system, both employees and employers have to pay contributions to RSZ-
ONSS. The self-employed pay their social security contribution to the social insurance
fund they are affiliated with. In case of a deficit, the federal state will also contribute.

We will only describe the most essential elements of the system, details have to be
consulted elsewhere (see websites on the Internet [1-6]).

We distinguish two systems in our social protection system: the “classical sectors” of
social security and “social assistance”.

The classical social security contains seven sectors:

– old-age and survivor’s pensions;
– unemployment;
– insurance for accidents at work;
– insurance for occupational disease;
– family benefits;
– sickness and disability insurance;
– annual vacation.

When we refer to “social assistance” or the “residuary systems” we mean:

– minimum subsistence;
– guarantee of income for the aged;
– guaranteed family benefits;
– benefits for the disabled.

The entire classical social security system is divided into a system for salaried persons
(such as bank employees, workers in a car assembly plant…), one for self-employed per-
sons and one for civil servants (of the Belgian federal government).

We will only address the social security elements that are relevant to rehabilitation.
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The entire Belgian population is entitled to medical care, with a few exceptions.
However, a number of conditions have to be met to ensure access to health insurance
benefits:

– all those entitled to health insurance must join or register with a health insurance
fund;

– the entitlement to health care requires the payment of contributions equalling a
minimum amount;

– in principle, there is a six-month waiting period before medical care can be reim-
bursed.

Medical care is divided into 23 different categories of medical dispensations, the most
important of which are:

– ordinary medical care, among others visits and consultations of general practitio-
ners and specialised practitioners, and the care provided by physiotherapists;

– dental care;
– deliveries;
– dispensation of pharmaceutical products (chemist’s preparations, pharmaceutical

specialities, generic drugs);
– hospital care;
– assistance with rehabilitation.

Just like salaried persons and civil servants, self-employed people are entitled to
medical care, but only so-called large risks are covered. These large risks include health
care during delivery, hospital admission for observation and treatment, medical drugs
provided during a hospital stay, palliative care, etc. A self-employed person who wishes
to insure himself against small risks (consultation and visit to a general practitioner or
specialised practitioner, consultation of a dental specialist, etc.) can take out a specific
insurance with a mutual insurance fund, called “voluntary insurance”. This insurance
requires the payment of specific contributions. At the beginning of 2004 the discussion
on the medical care for the self-employed is ongoing.

Refunding of the cost of medical treatment varies primarily with the nature of the
treatment and the status of the insured. In most cases, medical expenses are not entirely
refunded. Generally, the personal share or patient share amounts to 25%.

A scheme of higher reimbursement also exists, known as “preferential scheme” for the
category of widows, widowers, disabled, retired, orphans, beneficiaries of the subsistence
minimum, recipients of OCMW – CPAS support, beneficiaries of guaranteed income for
the elderly (IGO – GRAPA), beneficiaries of a disability benefit, people entitled to higher
family benefits, unemployed persons aged at least 50, those who have been unemployed
for at least one year and being single or with dependants, as well as the dependants of the
categories, mentioned up here (WIGW – VIPO category).

Pharmaceutical dispensations include pharmaceutical specialities (brand products)
and magistral preparations, i.e., drugs prepared by the chemist himself. On the basis of
their social and pharmaceutical utility, pharmaceutical specialities are divided into five
reimbursement categories.



The share of costs for handicapped persons is lower than that for ordinary benefi-
ciaries.

Hospital costs

In the case of a hospital stay, the patient share will be substantially lower for handicap-
ped persons.

To avoid situations in which the rise of the personal share of costs during the past few
years would increase medical costs to such an extent as to render medical care unaffor-
dable and out of reach for the less well-off categories in the population, a system of social
exemption from the patient share was introduced.

Social exemption is aimed at specific categories of people (often in a socially less
favourable position) and exempts them from any patient share if the annual amount of
personal shares in the costs of reimbursable medical care exceeds 450 euros.

Rehabilitation centres

Rehabilitation centres are part of medical care. There are specific rehabilitation centres
for persons with musculo-skeletal and/or neurological impairments, cardiac impair-
ments, speech, language and hearing impairments, visual impairments, and psychologi-
cal impairments.

With the exception of the visual rehabilitation centres the network of rehabilitation
centres is dense. For musculo-skeletal injuries alone there are 48 rehabilitation centres
over the country. Most general hospitals have a special service for physical rehabilitation
which are allowed to rehabilitate all kinds of pathologies. The specialised centres deal
only with those pathologies which are indicated in their agreement with RIZIV-INAMI,
but they are entitled to provide more extensive rehabilitation programs for up to
6-8 hours a day, of limited duration. A rehabilitation program for paraplegic patients e.g.
can take maximally 9 months, for severe TBI-patients 24 months.

Maintenance therapies are sometimes provided by general rehabilitation centres, but
usually by private physiotherapists or speech therapists. Theoretically physiotherapy can
be continued permanently after discharge from the rehabilitation centre; speech therapy
can be continued for up to two years. Occupational therapy at home after discharge from
the rehabilitation centre is not possible.

The need for the whole range of rehabilitation procedures, in a rehabilitation centre
as well as at home, must always be approved by a medical adviser.

Compared to other European countries the number of private physiotherapists is
extremely high in Belgium. In the last year, the government has tried to control overcon-
sumption of physiotherapy.
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Sickness benefits

Sick people will not only obtain reimbursement of their medical expenses, but they will
also be entitled to benefits covering income losses. Such regulations only apply to diseases
and accidents in the private life. Occupational diseases or accidents at work have their
own specific regulations.

For sickness benefits, a distinction should be made between salaried persons, civil
servants and self-employed persons.

Generally, an employee who is entitled to reimbursement of medical costs is also
entitled to benefits in case of disease.

Incapacity for work is divided into two periods: the primary incapacity for work and
the period of disability. During the week (labourers) or month (clerks) preceding the pri-
mary incapacity period the employee will receive his normal pay.

Primary incapacity for work lasts maximally one year and starts from the first day of
sick leave. During the first thirty days of primary incapacity for work, people will receive
60% of their salary from the insurance company (salary ceiled to 101.21 euros a day).
From the 31st day the amount remains the same, but only for salaried persons with
dependants or for persons who would lose their sole income. Other beneficiaries receive
55%.

The period of disability begins after one year of primary incapacity for work. The
disability is established by the RIZIV – INAMI medical disability council.

To establish the level of disability benefits, the family situation and the possible loss
of sole income are taken into account. A beneficiary with dependants is entitled to an
indemnity rate of 65% of his income ceiled to 101.21 euros. For beneficiaries with no
dependants, the indemnity rate is 50% or 40% of the same ceiled income, depending on
whether or not they suffer a loss of their sole income.

In the self-employed persons’ scheme, three periods of incapacity for work are dis-
tinguished:

– a non-indemnified period of one month;
– an indemnified period of primary incapacity for work of eleven months;
– a disability period, starting after one year of incapacity for work.

Rates will be different from and lower than those for salaried persons.
The sickness scheme for civil servants is specific in that it deals with incapacity by

means of sick leave days. During his sick leave, the civil servant continues to receive 100%
of his salary.

When all the days of sick leave have been used up, the civil servant will be withdrawn
from service because of his sickness (disability). In that case, he receives a reduced pay
equal to minimum 60% of his last “active salary”.
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Accidents at work

All salaried persons, including domestic staff, are covered against accidents at work and
accidents on the way to and from work. Self-employed persons are not subject to these
regulations. Civil servants have their own specific scheme.

Every employer should have a contract against accidents at work with an acknow-
ledged insurance company or with an acknowledged common insurance fund. The Fund
for Accidents at Work (FAO-FAT) supervises the insurers.

Risks covered

Both accidents on the workplace and accidents to and from work are subject to the legis-
lation for industrial accidents.

An accident at work in the strict sense of the word is every accident occurring to an
employee during, and because of, the execution of his labour contract and causing injury.
The cause of such an accident must be a “sudden event”.

A victim of an accident at work is entitled to hospital care, physiotherapy, medical,
surgical, dental and pharmaceutical care as well as orthopaedic equipment. Care costs are
reimbursed according to the applicable fares of sickness insurance and hospital day care
prices. The insurance company has to pay the full cost and no costs can be charged to the
victim.

Indemnity for loss of income

Medical costs are not only costs that can be reimbursed. During the period of incapacity
for work caused by an industrial accident at work, people are entitled to benefits. We
must distinguish between two periods: temporary incapacity for work and permanent
incapacity for work.

During the first period of temporary full incapacity for work, a victim receives 90%
of his average day salary. This average day salary corresponds to 1/365th part of the basic
salary. The basic salary is the salary the employee was entitled to during the complete year
preceding the accident at work. Since 1st January 2004, this basic salary fluctuates
between a minimum of 5,178.85 euros and a maximum of 25,894.27 euros being related
to the consumer price index every year.

Temporary partial incapacity for work is also reimbursed. The victim will receive an
allowance equal to the difference between the salary he earned before the accident
occurred and the salary he obtains by resuming his work.

The period of temporary incapacity for work can end in two ways: the victim is
declared either cured or in a state of permanent incapacity for work. The period of per-
manent incapacity for work starts at the moment of “consolidation”. Consolidation is the
assessment that the injury caused by the accident at work shows some degree of stability.
The incapacity for work is expressed as a percentage indicating to what extent the victim’s
capacity to work has decreased as a result of the accident (the victim is reimbursed for
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the loss of economic abilities, not for the physical injury.) The consolidation must be
endorsed by both the insurance company and the victim (and this agreement must in
turn be ratified by FAO-FAT).

The annual allowance is raised if the victim requires the regular help of a third per-
son (“a third party”). The maximum allowance amounts to twelve times the average
minimum monthly salary.

Occupational diseases

Schemes for occupational diseases are often similar to those for accidents at work.
A victim or one of his family members may give notice of an occupational disease

using an official form. This form has to be sent to the Fund for Occupational Diseases
(FBZ-FMP).

Contrary to the Fund for Accidents at Work, the Fund for Occupational Diseases
plays more than just a role of control, co-ordination and organisation. FBZ-FMP is an
institution of public utility, responsible for insuring against occupational diseases and
taking care of the indemnification of victims. All employers have to contract with FBZ-
FMP, so there are no private insurance companies as there are for accidents at work.

An occupational disease is not easy to define, because the link between the exposure
to a risk and a disease is often not so clear and the disease might commence after expo-
sure has ended.

This explains why a list of acknowledged occupational diseases was drawn up,
making it easier for a victim to prove his occupational disease. If the disease is on the list
and the employee works in a sector where there is exposure to some risk, his disease will
be acknowledged as an occupational disease. The burden of proof does not lie with the
victim, because there is an irrefutable assumption in his favour.

For diseases which are not acknowledged as occupational, victims have the possibi-
lity to prove exposure to a risk, and to demonstrate the causal link between the disease
and the exposure.

In this field, some degree of parallelism exists between occupational diseases and
accidents at work concerning the reimbursed risks.

The specific systems for occupational diseases in the private sector also apply to the
public sector.

Self-employed persons are not insured against occupational diseases.

Social assistance

Social assistance does not belong to social security in the strict sense, but it is part of the
overall social protection for the Belgian population.

The purpose of social security is to provide a minimum income to the entire popu-
lation. Social assistance consists of the following provisions:
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– benefits for the disabled;
– minimum subsistence;
– guaranteed income for the elderly;
– guaranteed family benefits.

Benefits for disabled people

Benefits for disabled people replace or complete their income where, due to handicap,
they are unable to provide themselves with a sufficient income or they have extra finan-
cial burdens.

For the non-elderly, two benefits can be distinguished: the income substitution bene-
fit and the integration allowance.

Some administrative or medical requirements have to be met and not everyone can
obtain such an indemnity.

For entitlement to an income substitution benefit, it has to be established to what
extent the disabled person, due to his handicap, has diminished potential for working in
the regular labour market. The benefit then depends on the family situation. The maxi-
mum annual shares are (on 1st January 2004): for an entitled person with dependants
are: 9,529.93 euros; for an entitled single person: 7,147.44 euros; for cohabitants without
dependants 4,764.96 euros.

For the integration benefit, the reduction of autonomy is taken into account. To this
end, a medical-social scale is being used to evaluate the person’s abilities to:

– self-mobility;
– eat and prepare food by oneself;
– take care of one’s personal hygiene and to dress;
– maintain and run the house;
– live without supervision;
– communicate and have social contact.

Every criterion is allocated marks. Depending on the total of these marks the indem-
nity is as follows (maximal annual amounts on 1st January 2004):

– category I: 7 to 8 points: 942.34 euros;
– category II: 9 to 11 points: 3,211.12 euros;
– category III: 12 to 14 points: 5,130.98 euros;
– category IV: 15 to 16 points: 7,475.18 euros;
– category V: 17 to 18 points: 8,480.13 euros.

The right to this allocation is coupled with existing revenues from other sources.
In addition to the income substitution and the integration allowance, several other

benefits exist that will not be discussed here, such as family help, taxi cheques, parking
facilities, etc.
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The regional funds for the disabled

So far we have described federal matters, applying to the entire Belgian population. What
follows can differ according to the region or the community to which one belongs.

During the last few years the different communities and regions have developed
somewhat different systems for vocational rehabilitation although they are all based on the
legislation of the previous National Fund for the Resettlement of the Disabled which was
active from 1963 until 1992. Because the different regional services derive from the same
service, many similarities still exist between the different regions. Nevertheless, after some
ten years of regionalisation, regional differences are emerging, particularly concerning the
models for vocational training and the organisation of the guidance and pathways to work.

The activities of the National Fund are now distributed over the following services:

– the Flemish Fund for the Social Integration of Disabled Persons with a Handicap
(Vlaams Fonds voor Sociale Integratie van Personen met een Handicap – VFSIPH). The
Flemish Region has about 6,000,000 inhabitants;

– the Walloon Agency for the Integration of Disabled persons (Agence Walonne pour
l’Integration des Personnes Handicapés – AWIPH). The Walloon Region has about
3,350,000 inhabitants;

– Service of the German-speaking Community for Disabled Persons with Disabilities
(Dienststelle der Deutschsprachigen Gemeinschaft für Personen mit Behinderung). The
German-speaking Community has about 70,000 inhabitants;

– French-speaking Brussels Service for Disabled Persons (Service Bruxellois
Francophone des Personnes Handicapés). The Brussels Region has about 1,000,000 inha-
bitants.

Flemish-speaking persons in the Brussels region are covered by the services of the
Flemish Fund.

Among these different services there are cooperation agreements allowing persons
living in one region to have access to services in another region. Especially persons living
in the border area of a certain region will sometimes make use of services in the other
region.

To enjoy the opportunities provided by one of the regional Funds one has to be regis-
tered as a person with a handicap. Even the conditions for this registration differ from
region to region. The conditions to being registered for the Walloon inhabitants and for
the Brussels French-speaking inhabitants being 20% mentally handicapped or 30% phy-
sically handicapped, which are the same conditions as during the National Fund period.
The Flemish Fund in its decree of 27st June 1990 defined disability as follows: “Any major
long-term restriction of a person’s ability to integrate into society as a result of an impair-
ment of his/her mental, psychological, physical or sensory capabilities”. The elements
“long term” and “severe” are essential conditions for being accepted into the Flemish
Fund. A person can only be admitted to the Flemish Fund if he has one or more needs,
which are covered by this Fund. Registration without such a need in terms of activities or
participations is impossible. From the beginning The Flemish Fund was strongly inspi-
red by the ICIDH-model, and now the ICF-model [3].
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The administrative procedures that have to be undertaken differ, but are beyond the
scope of this paper. We further address the vocational training and guidance, subsidies to
the employer, interventions for the self-employed, the sheltered workshops and employ-
ment/quota for persons with a disability.

Wage cost subsidies for the employer

Following Collective Agreement no. 26, persons with disabilities have to be paid a nor-
mal wage, even when they can not work as efficiently as their able-bodied colleagues. The
different wage cost subsidies serve to compensate the employer for this limited efficiency.
This regulation has been known in Belgium as “CAO 26” and has often been used.
Currently this regulation is only used in the Flemish region under this name.

The different measures for wage cost subsidy vary by the region or community where
the handicapped persons live (see overview). In addition to the wage cost subsidies, the
different regions also seek to compensate for costs of work tools or clothing required
because of the disability, and make grants for alterations to the workplace.

Overview of wage cost subsidies
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%
intervention

Region Name (original) Period in wage cost Sector

Flemish Region CAO-26/CCT-26 (1) 1 year/ Max 50% Private
renewable

Vlaamse Unlimited 30% (fixed) Private
Integratie Premie

(VIP) (2)

Walloon region Prime à l’intégration (3) 1 year 25% (fixed) Private + Public
Prime de compen- 1 year/ Max. 50% Private + Public

sation (4) renewable

Brussels Capital Prime d’insertion (5) 1 year/ Max. 65% Private + Public
region renewable + sheltered

workshop

German Beschäftigung im 1 year/
community Betrieb (6) renewable Max. 50% Private + Public

In the Walloon region and in the Brussels Capital region, disabled people who are or
become self-employed can receive a limited grant to start their own business. In the
Flemish region a grant for modifications to the workplace can be allocated.



Specialised vocational training centres

In Belgium there are about 20 specialised centres for vocational training of persons with
disabilities. Previously vocational training centres were specialised in only one or a
limited number of occupations. Programs were nearly individualised. There was no or
only limited recognised training and job placement was nonexistent or dependent on
mainstream procedures. In the last decade vocational training centres have tried to deve-
lop highly individualised training programs, including on the job training and job pla-
cement. Some programs take place entirely in the workplace in collaboration with the
employer.

In the Flemish Region every measure to promote the vocational integration of han-
dicapped persons has to be covered by a “pathways to work service” (Dienst voor
Arbeidstrajectbegeleiding). A pathways to work service follows the principles of suppor-
ted employment and can assist in job finding, job analysis, assessment, job matching and
job coaching. The assessment, however, is mainly done in collaboration with specialised
vocational orientation centres.

Vocational rehabilitation is usually paid for as services depending on the commu-
nities and regions, but some rehabilitation centres, which depend on the federal Ministry
of Health funding also try to provide occupational rehabilitation. However, rehabilitation
practitioners, especially when they work with severely injured patients, will always need
the regional services: in fact, the rehabilitation centres and the administration of the
regional funds are strongly intertwined.

Sheltered workshops

Sheltered workshops were also established by the Social Rehabilitation Act of 1963. There
are now about 160 sheltered workshops in Belgium (17 in the Brussels region, 66 in the
Walloon region and 78 in the Flemish region) with a total of about 20,000 handicapped
employees. Since 1992 the number of sheltered workshops has been fixed, but at the same
time different programs (e.g., the social workshops), have been started for hard-to-
employ people. These initiatives are primarily directed to people who have been unem-
ployed for a long time, but many handicapped persons can also find a job using these ini-
tiatives.

Specialised study
and occupational counselling centres

These centres give specialised advice on schooling and vocational matters. They perform
also the necessary psychological evaluations and work closely with the different services
and institutions for disabled persons.
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Non-labour market-related activities

These are aimed at people who have been recognised as disabled by the Flemish Fund
who need personal support in the workplace, and who can work with only minimal effi-
ciency. This measure is mainly directed at persons who spend some days every week at a
day activity centre and do some additional useful, but unpaid work in a normal occupa-
tional environment (usually in the social sector) for one or more days a week.

The “personal assistance budget”

The “personal assistance budget” (PAB) is allocated by the Flemish Fund to persons with
a handicap. At the beginning of 2004 this budget varied from 7,436.81 euros to
34,705.09 euros for one year. The number of applicants and the total budget are limited.
On 31st December 2003 there were 608 PAB-users in Flanders. The allocated budget can
be used for different reasons, e.g., assistance with vocational activities or school activities.
J. Huys [2] sees PAB as one element in a larger evolution to self determination and empo-
werment of the person with a handicap living in the Flemish Community.

Employment regulations

E. Samoy [4] gives a global description of the interventions by regulations.
The Social Rehabilitation Act of 1963 provides the basis of the legal obligations to

employ people with disabilities. Although this Act laid down that public and private
bodies must employ a certain number of disabled people, the necessary decree to imple-
ment the provisions relating to the private sector is still lacking. In 1972 a Royal Order
established for the first time that 600 civil service posts (in the federal administration)
should be reserved for people covered under the 1963 Act. In a later Order the number
was increased to 1,200. In 1977 and 1978 the obligation was extended to provinces and
local authorities, which have to employ one disabled person for every 55 employees. The
latter obligation still stands although no one knows to what extent it is implemented.
However, the obligation for the federal administration is currently outdated because the
obligation in the 1963 Law was replaced by an obligation in a new law of 22 March 1999
on “Matters concerning civil servants”, but there is no Royal Order yet to implement this.
One of the reasons that the law of 1963 had to be revised is the institutional reform of
Belgium (from 1980 on), whereby legislative and executive powers have been redistri-
buted. Large parts of what was formerly the federal administration are now administra-
tions of regions and communities. New decrees for the regions and communities sti-
pulate that a certain number of people with disabilities have to be employed in the admi-
nistrations (e.g., 2% in the Flemish administration and 2.5% in the Walloon administra-
tion). Due to a lack of registration it is hard to tell whether the targets are being met. In
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summary, there are quota obligations in the public administrations (at all levels) but
there is no follow-up on the implementation (and no sanctions!), and the private sector
escapes all obligations.

There is only limited protection of people with disabilities against dismissal. In gene-
ral, compensation is payable to employees if the grounds for dismissal are neither eco-
nomic nor urgent reasons which prevent the continuation of the contract. Some protec-
tion also applies during the first six months of work incapacity, during which the labour
contract is suspended and no dismissal allowed (although, in practice this is subject to
court decisions). Moreover, when the work incapacity is of such a nature that the
employee is considered to be permanently unable to work, the labour contract can be ter-
minated on the grounds of “force majeure”.

In Belgium, people with disabilities do not have preferential access to specific occu-
pations, and are not entitled to extra leave.

The only protection against discrimination, which is already prevailing, is the
Collective Agreement no. 38 ter of 17th July 1998 (made applicable to the whole of the
private sector by Royal decree), which stipulates (in article 2 bis) that any discrimination
by an employer on personal grounds (including disability) is prohibited at the stage of
selection and recruitment. Violations can be contested before the labour courts.

Awareness campaigns and “good practices”

Obligations such as quota or antidiscrimination law are ‘hard’ interventions, persuasion
policies such as information campaigns and positive action plans are ‘soft’ interventions.
In the last decade many small-scale campaigns have been conducted, often initiated by
the regional Funds in conjunction with private organisations of disabled people and
employers’ organisations as well as unions, to improve the employment position of
disabled people. The approach consisting of asking for positive action plans is favoured
but is still limited to the public sector (regional ministries).

The Flemish Fund, together with two training centres for disabled people and with
the cooperation of the Flemish Economic Union has drawn up a “Guide to Good
Practice” based on 10 companies that have positive experiences of employing personnel
with a handicap. Those companies that usually receive financial support belong to a very
wide range of sectors: IT, insurance, temporary staff, the food industry, etc. They employ
people with physical or mental handicaps as executives, white-collar workers or blue-col-
lar workers.

On 1st January 1998 the Flemish Fund started up the Consultance project, with sup-
port from the European Union. This project has emerged from the need for information
to increase the employers’ awareness of the employment of handicapped people. The
project is mainly intended to offer support to employers in developing a differential per-
sonnel policy for people with a handicap. At the same time, work is also being done on
structural cooperation with representative employer organisations such as the Flemish
Economic Union.
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The Institut Wallon d’Etudes, de Recherches et de Formation (FGTB – Belgian
General Federation of Labour) and Formation, Education, Culture (CSC –
Confederation of Christian Trade Unions) have drawn up a “union manual” to make
trade union delegates aware of the fact that disabled people at work are a reality and that
they must be retained and integrated. Practical advice is offered in this respect.

The future of service delivery to the disabled

Social security as well as vocational rehabilitation will have to rid itself of the remains of
outdated historical structures both in Belgium and elsewhere in Europe.

Several elements are promoting change. First of all there is a growing consensus on
health and handicap. E.g. the WHO “International Classification of Functioning,
Disability and Health”, known as ICF, provides a conceptual basis for the definition, mea-
surement and policy formulations for health and disability.

ICF “mainstreams” the experience of disability and recognises it as a universal human
experience. This mainstreaming effect is becoming more pronounced, as evidenced in
different services within the Belgian communities.

The Standard Rules on the Equalisation of Opportunities for Persons with
Disabilities (UN resolution 48/96) is another inspiring document, promoting equalisa-
tion and participation, also with regard to vocational rehabilitation. The CAO 26 in
Belgium and the income regulations for persons working in sheltered workshops, are
clear examples of an equalisation policy.

The effect of a growing demand for “good quality services” is also already noticeable,
the Flemish Fund in its decree of 29st April 1997 described the need for qualified services.
Qualified service delivery can be seen as the totality of qualities and the characteristics of
the help and services which are relevant to the explicitly formulated or the implicitly exis-
ting needs of disabled persons. From 2003 the Flemish services depending on the Flemish
Fund have to develop a “quality policy” with a classified quality system and a planning
clearly described in a “quality handbook” [1]. For the writing of a quality handbook ins-
piration can been found in the ISO 9000 norms. The demand for quality is an ongoing
process.

Our justified hope is that these different dynamics which are influencing our society
today will lead to better services and especially a better quality of qualified vocational
rehabilitation of persons with a disability based on the principles of equality and partici-
pation.

References

1. Brandt G, Slembrouck H (2000) Kwaliteitszorg in de voorzieningen voor personen met een
handicap, Acco

258 Vocational Rehabilitation



2. Huys J (2002) Revolutie in het Vlaams beleid ten aanzien van personen met een handicap?
Een commentaar bij de nieuwe regeling van het persoonlijk assistentiebudget en bij de voors-
tellen tot invoering van het persoonsgebonden budget; in: Arbeid in gezondheid en ziekte, ed.
Donceel P., Masschelein R, Acco p 453-75

3. International Classification of Functioning, Disability and Health, Bohn Stafleu Van Loghum,
2001

4. Samoy E (2002) Active labour market policies for people with disabilities; country profile for
Belgium, Vlaams Fonds voor Sociale Integratie van Personen met een Handicap, Brussel

Internet

1. Agence Wallonne pour l’Integration des Personnes Handicapés (AWIPH): Internet:
http://www.awiph.be

2. Dienststelle der Deutschsprachigen Gemeinschaft für Personen mit einer Behinderung sowie
für die besondere sociale Fürsorge; Internet: http://www.dglive.be

3. Ministerie van Sociale Zaken; Internet: http://socialsecurity.fgov.be
4. Service bruxellois francophone des personnes handicapés (COCOF-SBFPH); Internet:

http://www.cocof.be/sbfph
5. Vademecum van de maatregelen voor de tewerkstelling van gehandicapte werknemers,

Nationale Arbeidsraad, Internet: http://www.cnt-nar.be
6. Vlaams Fonds voor Sociale Integratie van Personen met een Handicap; Internet:

http://www.vlafo.be

Social security and vocational rehabilitation: the Belgian model 259



Introduction

Vocational rehabilitation in the United Kingdom is in a state of flux. After decades of
uncertainty, confusion, and at times, apathy, there is renewed interest in the topic, with
initiatives from central government and independent agencies, both in research into
better models of vocational rehabilitation, and in provision of help. How have we arrived
at this point?

As in many countries, the roots of organized vocational rehabilitation in this country
may be traced to disabled ex-servicemen, especially after the Second World War [1]. The
solution then was to establish Employment Rehabilitation Centres, to which ex-service-
men would travel to be re-trained to new skills, often in light engineering, commensurate
with their residual abilities. This model worked well at a time when there was expanding
manufacturing and service capacity and a relative shortage of suitably skilled workers,
and a number of well motivated disabled ex-servicemen. The pattern of impairments
present included many for which it was relatively easy to make adjustments and provi-
sion for employment.

As times changed, both the prevailing economic climate, and the characteristics of
the population unable to work through disability or illness, prompted review of the pro-
cess. By the early 1980s it was clear that more flexible approaches were needed.
Employment services appointed Disability Employment Advisors, who worked with
potential employers at least as much as the re-employment candidate. There was less
emphasis on retraining workers, partly because it was acknowledged that previous
schemes had often retrained workers for trades which were shrinking, providing few re-
employment opportunities. More and more, the employment service’s response was in
placing and matching candidates who were “work ready” into jobs, rather than rehabili-
tation of people not yet ready for work. This was exemplified by “Placement, Assessment,
and Counselling” teams.

During this period, there was a diminishing availability of pre-vocational rehabilita-
tion opportunities for those not deemed “work ready”. At the same time health services,
in many cases, concentrated purely on treating impairments, with pressure increasing to
treat more patients for shorter periods of time. There was an increasing tendency to
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consider vocational aspects only after “treatment” was completed [2]. The scene was set,
therefore, for a growing hiatus between the end of health care treatment and the onset of
attempts at placement. Health and vocational resettlement became disconnected. More
importantly, those who were struggling to return to employment after illness or accident
received little practical assistance [3].

The benefits system showed change also. The number receiving incapacity benefit or
its predecessor invalidity benefit (a long-term sickness benefit usually awarded to those
unable to work for at least six months) rose sharply from 690,000 in 1979 to 2.7 million
in 2002 [3]. It certainly appeared that some of this growth was due to individuals trans-
ferring from unemployment benefit (where the individual had to be available for work)
to Invalidity, which, in certain circumstances, could be more rewarding financially. It is
likely that social factors such as finance were more important than health factors in this
change of benefit. Effectively, such individuals were often dropping out of the population
seeking employment. Medically, certification for invalidity benefit (later replaced by
Incapacity Benefit) was carried out largely by general practitioners, often without speci-
fic training in how to assess capacity for work.

In an attempt to promote a standardized approach to assessment of long-term inca-
pacity for work, Government agencies produced an “all-work” test, designed to identify
those in whom it was unreasonable to expect return to work [4]. This test had a careful,
rigorous development, building on the meticulous methodology of the OPCS disability
scales. However, it attempted to ensure that capacity was assessed for any work, and,
using the former WHO ICIDH terminology, sought to assess impairment and disability
only, and specifically excluded taking handicap into account. It is arguable that this is
unsound at best, and impossible at worst. The test was not well received by many disa-
bled people and particular questions were raised over the test’s ability to assess fairly
those with intermittent or invisible disabilities, especially for chronic pain.

At any rate, the numbers on long-term incapacity benefit have continued to rise. New
methods of assessment were produced, but realisation that a more fundamental revision
of the structures for assisting return to work, and financial support for those not yet able
to return, prompted more interest in alternatives. The needs for change have been well
presented in two recent documents [2, 3]. The mood now is to encourage early inter-
vention with good multi-agency involvement. The remainder of this chapter will illus-
trate current and projected provision, and conclude with analysis of how far the current
aims listed above have been, or will be, realised.

Insurance companies

Accident and Health Insurance is not compulsory in the UK, nor does “no-fault” com-
pensation exist. Some employers include subscription to private insurance companies as
a benefit of employment, but in most cases clients have to make their own decisions to
take out insurance, and pay their own premiums.
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Traditionally companies dealing with accident insurance have had little impact in the
health insurance market; the reverse is also true. This distinction is perhaps blurring to a
degree, particularly with mergers between some large insurance companies, but it is
convenient to report the two kinds of insurance separately.

In the case of accident insurance, the most usual form of compensation would be
lump sum payment for specific injuries. Thus companies may specify the amount the
policy would return for a limb fracture, loss of an eye, death, etc. The scale of payment
probably bears relationship less to the severity of the injury than to the financial conse-
quences – loss of income, costs of care, etc. Thus the return for death may be less than an
impediment leading to life-long disability with high care requirements. To this, some
policies would add additional amounts for time spent in hospital, and, in some cases, a
contribution towards loss of income. For the majority of claims, the only evidence
required of entitlement to claim would be the client’s own report, and, often, a report
from the attending medical practitioner. Where accident policies cover loss of income,
however, more detailed information may be sought where the injury is likely to result in
long-term inability to work.

Although private medical costs to treat the injury may be included in the policy, in
practice this is less common, partly because the client injured in the UK is almost cer-
tainly entitled to free treatment under the National Health Service. Strictly, injuries
arising from motor vehicle accidents are outwith the scope of the National Health
Service, which may charge costs to the injured person’s insurer. In fact the normal recom-
pense is an agreed fee paid by the insurer to the NHS, not to the client. This is often a
standard amount unrelated to the complexity of treatment; in practice, Audit
Commission reports have drawn attention to the fact that many hospitals do not claim
from insurance companies as often as they could. The limitation of NHS treatment does
not apply to other forms of accident, solely motor vehicle accidents.

Health Insurance, whilst sometimes paying out lump sums for specific illnesses, is
more likely to reimburse health costs for the client suffering from an illness which is
covered under the scheme. This may well include private medical costs, or, if the client is
treated in NHS hospital, an allowance per day spent in hospital (within the limits of the
policy).

Such coverage is not necessarily comprehensive. Policies may exclude specified
diseases (e.g. dementia, or some progressive diseases), and may well not cover treatment
for conditions pre-existing before insurance cover was taken out – or at any rate only
covering pre-existing illnesses with special policies or additional premiums. Some
workers however feel that this type of scheme may allow greater choice of when to
undergo elective treatment, which can thus be planned to minimize disruption to work
or lifestyle. This is one of the reasons why employers may choose to purchase insurance
for their staff. Another is that, where a wait for relevant investigations or treatment is pro-
longing an employee’s absence from work, health insurance may be able to purchase
these interventions from a private health care supplier, hopefully aiding an earlier return
to work.

In this respect, insurance companies are contributing to vocational rehabilitation, but
historically there has been no clearer link between insurance schemes and rehabilitation
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than that. This may now be changing – clearly it should be of particular importance for
companies offering income support during absence from work to try to assist the client’s
return to work if possible. Whereas previously one of the main vehicles for this assistance
was by sponsoring appropriate research, some companies are now trying more directly
to be involved in their clients’ rehabilitation. Whilst the main impetus for this may be effi-
cient claims management, in practice the client may benefit considerably from such an
approach. This is discussed in more detail below.

There may be difficulty in identifying which clients need this type of intervention.
Studies have been done trying to identify accident insurance clients who would benefit
most from vocational rehabilitation, but, although tools are available for this, they may
only be reliably applicable after prolonged absence from work. This problem was reco-
gnized in the current early intervention Job Retention Pilots, which are described below.
Although these are sponsored by government and not insurance companies, one of the
aims is to develop an assessment tool separating those who would probably return to
work early in any event, and those who would require specific additional assistance to
achieve this. It is likely, if the aim is accomplished, that the tool would be of assistance to
insurance companies also.

Many employers take out Employers’ Liability insurance. In the context of workers
injured in the course of their job, a claim against this insurance may result. If successful,
this will also result in financial compensation for the employee. These insurance compa-
nies may also be interested in ways of increasing return to work.

Thus although the link between insurance reimbursement for injury or illness and
vocational rehabilitation has been weak in the past, there is considerable interest in
strengthening the link in the future.

Compensation for loss of earnings

Provision for loss of earnings is a combination of state and employers’ responsibilities.
Most employed people would have a varying amount of “sickness pay” entitlement as
part of their employment. Thus, short-term absences would normally receive their nor-
mal basic pay. In most cases, entitlement for this for the first seven days is based on the
employee self-certifying that their absence is due to sickness, but longer periods require
medical certification; normally provided by the worker’s family practitioner. There has
been interest recently in whether these doctors are best placed to make this determina-
tion – both from a training point of view, and a potential conflict of interest [5] – and
recently mass media have suggested that many such certificates are provided on flimsy
grounds [6]. It is for this reason that the Department of Work and Pensions (DWP) is
investigating alternative methods of certification using trained practitioners, or perhaps
allied health professionals [3]. Entitlement to employers’ sick pay is usually time-limited,
with the duration often depending on length of service with the company. When this has
expired, or in the case of employees who have no employers’ scheme available, the state
benefit, Statutory Sick Pay, becomes the method of financial assistance. To receive this,

264 Vocational Rehabilitation



claimants must be unfit for their own work. The same certification system as that of the
employers’ sick pay is used, but Statutory Sick Pay in many cases would yield a smaller
financial amount. After a maximum of 28 weeks on this, if the employee remains absent
on sickness grounds, they may transfer to a longer term benefit, Incapacity Benefit.
Depending on the worker’s circumstances these may be more beneficial than Statutory
Sick Pay. Incapacity benefit, however, is a contributory benefit, dependent on the clai-
mant having paid sufficient National Insurance contributions previously. Those who
have not may claim Income support. The normal length of time on Statutory Sick Pay
before Incapacity Benefit is shortened in cases of terminal illness, and some other speci-
fied conditions, where the claimants may proceed directly onto Incapacity Benefit. Those
receiving Incapacity Benefit may also receive certain other benefits and entitlements,
such as Disability Living Allowance (DLA).

The most common causes of requiring Incapacity Benefit are Mental Health Issues,
or musculo-skeletal painful complaints [2, 3, 7]. Critics of the existing certification sys-
tem point out that these are areas which often depend on the patient’s self-report of
symptoms, with formal objective signs being less prominent than in some other forms of
illness. It is this point, and the well-recognized variability of symptoms such as chronic
pain or anxiety, that has called into question the validity of the current certification sys-
tem. Typically, requests for such certificates are based on a very brief interview and exa-
mination, albeit that a face-to-face contact with the certifying practitioner is mandatory.
Guidance has been issued on certifying [8], but it is uncertain if this has changed matters
greatly.

Whilst many of those who start to receive Incapacity Benefit expect to return to work
within a year, in practice many do not, and for those who remain on Incapacity Benefit
for one year, the prospect of return to work within five years is poor, with only twenty
per cent achieving that [3]. Much effort and investigation therefore is now addressing the
issues of preventing people entering a “long-term dependency” situation; and of identi-
fying the reasons causing long-term continuation on Incapacity Benefit. Some of these
are undoubtedly clinical, and the potential for Health Service treatment to reduce these
factors within a timescale to avoid a prolonged period of Incapacity Benefit, is receiving
attention [2]. Some, however, are cultural, social or financial [5, 9]. Claimants may fear
that if they try to take a job, or even seek one, which they then find they cannot main-
tain, they may lose their entitlement to Incapacity Benefit; they are unlikely to qualify for
more than a short period of employers’ sickness pay due to a short duration of service
with that firm; and thus may only have recourse to benefits with a lower financial reward
for a further six months. Thus there is a legitimate feeling that they cannot risk trying to
return to work unless they have considerable confidence of maintaining this [3, 10].

Recognizing this perverse incentive, there are a number of work trial schemes
available within the Work Preparation, and Job Introduction, schemes of the DWP, under
which the employee can maintain their Incapacity Benefit whilst attempting to return to
work. Travelling expenses to and from work can be another disincentive, and under work
trial schemes, these may be reclaimable also. Thus the intention is to ensure that the
worker is not disadvantaged by a work trial. Such schemes are also useful in encouraging
employers to give a trial of employment to the worker, as the employer may have
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assistance for salary costs. After a period of time (up to 13 weeks), if the trial is success-
ful, the worker then returns to normal salary and ceases claiming benefit, with both the
employer and the employee having confidence in the situation working in the longer
term. Job Introduction schemes are predicted to help 3,000 people per year [3].. It is pro-
bably true that schemes such as this are not known about by workers who might take
advantage of them, employers, and certifying practitioners.

Recognizing this, and in attempts to look at and deal with other perverse incentives,
the DWP is proposing a number of other measures to try and assist earlier return to
work. Many of these measures, such as work-focussed interviews, are considered below.
Employers are also being encouraged to review their policies towards their workers who
have been absent for a considerable time, and introduce earlier interventions to try to
assist return to work before their employee becomes eligible for Incapacity Benefit – in
other words, at a time when work habits and a culture of attending work are likely to be
maintained.

As explained in the introduction to this chapter, the criteria for entitlement to
Incapacity Benefit have also been revised. Recognizing that what may be a somewhat cur-
sory examination by the claimant’s family practitioner is insufficient for such a poten-
tially expensive benefit as Incapacity Benefit, an “All Work Test” was introduced [4]. This
was a self-report questionnaire, concentrating on whether the claimant was not only
unfit to return to their previous work, but also unfit for any reasonable work. It concen-
trated on functional activities. In selected cases, the claimant would also be examined by
a medical practitioner employed by the Benefits Agency.

This has now changed. In the early stages of absence, the client is required to satisfy
an “Own Occupation Test”: i.e., can they return to their previous work? If proceeding to
Incapacity Benefit, they undergo a “Personal Capability Test”; this examines not only fit-
ness for their own work, but also other employment possibilities. The Personal Capability
Test addresses both functional impairment and mental stress. It is not intended to iden-
tify those incapable of any work, but rather those in whom it is not reasonable to insist
that they seek work. It is administered by DWP staff (including medical practitioners in
those cases requiring examination). Those who satisfy the test remain on Incapacity
Benefit, but those who do not are required to transfer to Job-seekers’ Allowance.
Although some concerns have been expressed regarding this process [10]. In general this
has been accepted, partly since these clients will continue to receive specific support in
seeking a job. A Capability Assessment is expected to aid their Job Centre Plus adviser to
discuss future possibilities. The clients also will be eligible for New Deal Initiatives imme-
diately, schemes designed to give unemployed people special assistance in regaining
work.

The UK does not have a direct equivalent of the Workers’ Compensation Schemes
present in many countries. Those suffering injury are therefore treated in the same way
as those absent through illness, unless the injury or illness was caused as a result of their
work. If the latter is true, they may be entitled to Industrial Injuries Benefit, described
below.

Insurance companies have a rôle to a degree in compensation for loss of earnings.
Such schemes are voluntary, but may be taken up most frequently by self-employed
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people. Membership of schemes aimed at private medical treatment may provide some
loss of earnings compensation, but income protection policies, paying in the event of
sickness or injury resulting in prolonged absence from work, are the main vehicle of this
type of payment. Schemes may include a deferral of payment so that entitlement only
commences after employers’ sickness pay schemes end, for example. Since most workers
return to work during the duration of employers’ sick pay, the number of potential
claims is therefore reduced, resulting ultimately in lower premiums for the members of
the schemes. Entitlement to compensation under these schemes normally rests on
reports from medical practitioners attending the ill claimant.

Finally, in some cases there may be legal claims taken out by workers who feel that
their injury (or occasionally illness) has been caused by acts or omissions of their
employer. The UK does not enjoy the “no-fault” compensation for injury schemes pre-
valent in some countries, and a claimant’s redress under this heading relies on litigation.
This requires proving fault of another party, and is inevitably adversarial to a degree.
Where liability is proven, sums awarded can seem large, although the intention of the
process is merely to return the parties financially to the state they would have enjoyed had
their career not been interrupted. However most awards come in the form of a lump
sum, which may be invested to produce income. Some “structured settlements” are now
appearing, where a more detailed long term scheme of regular payments is preferred.
This depends on precise functional assessments. Unfortunately, media headlines high-
lighting large single awards may encourage other claimants to pursue litigation, which is
frequently protracted. This may impact on their ability to benefit from rehabilitation,
and is thought by many to mitigate against return to work. Conversely, for some very
severely injured people, legal settlement may aid rehabilitation [11]. In cases where liabi-
lity is agreed but quantum of claim is not yet established, it would be regarded as good
practice by experienced personal injury lawyers to seek interim payments to provide
necessary care, relief, or equipment for the claimant, and in some cases to purchase reha-
bilitation [2, 11]. As well as assisting the claimant, this process will in some cases reduce
the need for longer-term costs by providing timely intervention, and thus lessen the
amount of the claim to the party held liable. In best circumstances interaction between
the claimant’s solicitor and services providing rehabilitation can prove beneficial to all
concerned [11].

We turn now to longer term pensions for those unable to return to work.

Disability Pensions

Disability “pensions” as such may be provided by employers’ superannuation
schemes, private insurance schemes, or state provision.

Employers’ superannuation schemes vary, but in the majority of cases the employee
and employer both contribute to a fund from which the employee can draw, either at
retirement on the grounds of age, or if they are unable to continue working due to disa-
bility or illness. The extent of the pension due will in some cases be linked to the salary
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of the employee at the point where they cease to be able to work, but in others will pay
amounts linked to the size of the accrued fund. The former arrangement is becoming less
common, as pension funds are challenged by increasing demands at a time of low invest-
ment income.

A typical arrangement would be that an employee who becomes sick will, for a time,
receive full salary, following which there may be a period of reduced salary before salary
ceases. If it becomes clear that return to work is permanently unlikely, the employee will
seek retirement “on medical grounds”. There will usually be medical evidence presented,
perhaps gathered by an Occupational Medicine Physician, to determine whether this is
an appropriate course to follow, before medical retirement is confirmed. It has been
pointed out that “retirement on medical grounds” is in some cases a misnomer – indivi-
duals with similar levels of disability will not necessarily all opt for, or be awarded, medi-
cal retirement. Factors such as the age of the client, their financial circumstances, and
their diagnosis, affect the decision, as does their personal motivation to return to work.
The decision of the examining physician is likely to be influenced also in that for those
who wish to return to work, there will probably be at least an initial examination of ways
in which that may be enabled; but that is less likely in cases where no such desire is appa-
rent. Clearly this depends on the extent of the disability; in many cases the decision may
be obvious, but it is in the marginal cases that factors other than disability are relevant.
Where the assessment is carried out by an Occupational Medicine Physician the practi-
tioner will have to consider both the desires of the employee and the needs of the
employer to reach a fair and correct assessment.

For many employers, the form of this assessment is not specified. Matters may be
addressed more formally in certain occupations, e.g. the armed forces, or civilian air
crew. Formal standards also may be used when jobs involve driving, especially public ser-
vice or large freight vehicles. In some occupations, disability pensions may involve not
just a monetary award, but also access to other benefits or services – the most obvious
example is that of a pension due to injury during active military service.

For those who do not have such a scheme, some will have income protection insu-
rance as a private scheme. This follows the standard model of an insurance scheme with
regular premium payment, with, in return, provision of a pension by reason of perma-
nent inability to work. Again, some form of medical assessment and certification is
required to access this provision. Insurance companies have recognised that permanent
absence from work, and consequent payment of the pension, may be avoided by voca-
tional rehabilitation [11]. Thus some firms have appointed rehabilitation counsellors, or
case managers, to work with those clients who have a potential claim to explore whether
any alternative options are available. These case managers, after assessment, may decide
to purchase retraining, treatment, or equipment from private suppliers. Although the
principal aim is to reduce the potential claims, nevertheless it is clearly of advantage to
the claimant to have the benefit of this assessment.

What of the state provision? To some extent this overlaps with the benefits payable to
disabled people irrespective of their previous employment. Thus, Disabled Living
Allowance incorporates components for mobility and self-care. This is paid in a series of
tiers (three for the care component, two for mobility), meant to represent increasing
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severity of disability. Assessment for these is primarily by a self-report questionnaire but
detailed medical information is sought in a proportion of cases, and a few clients are cal-
led for specific examination by medical staff working for the DWP. This has recently
become much more standardised, with formal training being given to the examining
doctors in disability assessment. Many are encouraged to obtain a specific diploma (the
Diploma in Disability Assessment Medicine), which incorporates knowledge of the func-
tional consequences of illness or injury, and familiarity with many standardised assess-
ment tools. The intention of this more rigorous approach is to give confidence that deci-
sions on entitlement to benefits are based on a consistent process: but there is no doubt
that this has been perceived as attempting to force disabled people back to work by with-
drawing, or reducing, their benefits.

DLA awards also act as a gatekeeper to certain other financial benefits. For example,
payments from the Independent Living Fund – which exists to pay for sufficient perso-
nal assistance to allow very severely disabled people to continue living in their own
homes or tenancies – are only available to those receiving the highest tier of DLA, repre-
senting the most severely disabled individuals.

In addition to DLA, disability or illness resulting from accidents at work, or occupa-
tional-associated illness, may result in payments under the Industrial Injuries Benefit
Scheme. Here, disability – in reality, impairment – is assessed medically, and a “percen-
tage disability” awarded on the basis of a Table of Maims. As in most systems using a
Table of Maims, this ensures considerable consistency in awards for the impairments spe-
cified in the Table, but appreciable difficulties in estimating the disability of those not
specified. Other benefits overlap with those described above. Certain prescribed occupa-
tional diseases, such as pneumoconiosis, occupational deafness, or vibration white finger,
are also compensated by this benefit.

Thus disability pensions come from a variety of sources, which are assessed by
differing techniques, some of more rigour than others, and which vary in the extent to
which quantum of pension is related to severity of disability.

Responsibility for Vocational Rehabilitation

Responsibility for vocational rehabilitation primarily belongs to the State, although often
commercial or non-profit making organizations are contracted to provide this. Several
Government departments, however, are involved in this.

The point of contact for an individual requiring vocational rehabilitation after sick-
ness or injury could be either a medical consultation, (usually with their family practi-
tioner, but sometimes a hospital specialist), or the employment agencies, an arm of the
Department of Work and Pensions (DWP). In either case, once a problem is recognised,
cases may be referred to an agency providing vocational rehabilitation, but the more pro-
bable consequence for the majority will be an interview with the Disability Employment
Advisor (DEA). These individuals are linked to Job Centres and Job Centre Plus whose
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primary users are those unemployed. These centres exist both for finding new employ-
ment opportunities, and to deal with benefits to support unemployed people.

Disability Employment Advisors will try to consider the options for the sick person.
Do they need advice on job-seeking skills? Can they return to their previous occupation?
Do they need to make adjustments to their pattern of work? Sometimes the DEA will
liaise with prospective or previous employers.

The DEA has several options available to assist the client. If it is felt that further
assessment is required, the client may be referred to other members of the Employment
Disability Services, still an arm of the same Department. Assessments here could include
psychology, or practical tests, partly aimed at identifying residual capacity, but also
intended to decide on adaptations or assistance necessary to allow a return to work. This
will inevitably entail liaison with employers, but where equipment needs to be purchased
to maintain employments (e.g. a wheelchair, or perhaps equipment to allow computer
access), the DWP may fund this through the “Access to Work” scheme. Access to Work
benefits could also include transport to work, or the costs of a support worker. Although
the Disability Discrimination Act (1995) lays a responsibility on employers of a certain
size to make reasonable adjustments to enable the worker to continue employment, the
DEA service may again be involved in facilitating this.

What if the assessment reveals that return to previous work, or the previous
employer, is impracticable? If the client is deemed to be ready to return to suitable work,
but that requires a different employer, the DWP staff will attempt to assist the client to
find a suitable placement. Alternatively Work Preparation Schemes, or more prolonged
vocational training may be recommended – this is likely to be purchased from a contrac-
ted independent agency, and in some cases may be residential. The agency will attempt
to retrain the client for a different vocation where appropriate and in many cases provide
counselling to assist in adaptation to different possibilities. Again, identification of goals
and strengths is an important component of the work. Many will also assist in the even-
tual re-introduction to work, by providing support or possibly job coaching.

This describes the pattern for many of those who require vocational assistance.
However, many small agencies exist to provide much more intensive assistance for parti-
cularly disadvantaged clients, e.g. those who have never worked, or been out of the labour
market for some years. Other agencies may have particular interest in challenging dia-
gnostic groups, such as acquired brain injury. Many of these problems are of course simi-
lar to those who have long-term unemployment or issues other than disability. Often the
needs here may include pre-vocational issues, dealing perhaps with issues of confidence
and social competence in some cases, or mental health issues in others. Clients with these
sorts of difficulties may need assistance in job-seeking skills, such as writing applications
and preparation for interviews, at least as much as specific adaptations for their impair-
ment. Some of the work done in this area will not be funded by the DWP, but rather by
grant-funding for particular charitable projects.

Some clients will continue to require supported employment, particularly those with
complex needs. The WORKSTEP programme is available for this, and supports around
25000 people. Some later progress to open employment.
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In recent years, there has been increased focus on those in Incapacity Benefit. Reviews
of recipients of this benefit now take the form of a “work-focussed interview”, aiming to
establish reasons behind the continuation of incapacity and possibilities of re-employ-
ment. Although such interviews are not necessarily performed by officials with know-
ledge of disability, if issues relating to disability are identified, this may be a further source
of referral to the Disability Employment Services. Recent Government initiatives intend
to increase the approach of “job-focussed interviews”, applying these more widely and at
an earlier stage, before a pattern of long-term absence from work has been established.
Pilot schemes are proposed whereby the first interview will be about eight weeks after the
claim, and 4-5 regular reviews will follow. The aim is to keep the likelihood of return to
work prominent in the minds of the client and those assisting him or her, and examine
how and when to proceed with that. Participation in the interviews will be mandatory,
but clients with very severe disabilities will be exempt unless they request an inter-
view [3]. An action plan will be developed at the interview, but other activity will be
voluntary.

There can be financial disincentives in returning to work. The schemes above, toge-
ther with a Working Tax Credit, are expected to result in financial gains for those trans-
ferring to work from Incapacity Benefit in over 90% of cases. Job Grants for one-off
expenses of starting employment, and continuation of some benefits until the first pay is
received, should also ease clients’ concerns over leaving benefit, together with guarantees
that leaving a failed work trial will lead to re-instatement of previous benefits without a
qualifying period [3, 10].

DWP also proposes other important initiatives in developing teams of advisers spe-
cifically trained to assist disabled people in seeking work by consolidating the skills of the
DEA, benefits advisers, and New Deal Advisers. Welcome new thrusts include proposals,
now being piloted, to establish short-term programmes combining work-focussed sup-
port (from DWP) and health focussed rehabilitation (from the NHS) – a move to remedy
the dislocation of these agencies discussed in the introduction to this chapter.

Another major involvement in Vocational Rehabilitation comes from occupational
Health Schemes. Rather than a Government Agency, these services are employed by, or
contracted to, employers. Part of their rôle frequently will be review of employees of the
company who have been absent from work often or for a certain period. These reviews
may identify issues requiring further medical treatment or investigation – e.g. a worker
awaiting imaging of an injury before treatment can be planned. Occupational Medicine
practitioners will liaise with the employee’s medical advisors in this instance, or they may
initiate specialist referral (normally in consultation with the client’s family medical prac-
titioner) to deal with problems causing absence from work. Unfortunately, the National
Health Service is not always organized in a way that allows rapid access to investigation
or treatment for conditions which are not urgent on health (rather than vocational)
grounds [11]. Access to private care for the employee, on the advice of the Occupational
Health Service, may sometimes then be in the best interests of the employer.

The crucial importance of intervening early is increasingly recognized [11, 12]. The
concept of “Work Instability” [13] may be important here in identifying those who
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require intervention to prevent them moving from employment to long-term sickness
absence.

Employers’ responsibilities are being stressed [2, 3, 14], as active sickness manage-
ment plans have shown improvements in return to work. Health services are being chal-
lenged to consider questions of return to work early in treatment [15].

A further task for Occupational Health lies in assessing the requirements of the job
in question and matching this with the employee’s residual capacities. Detailed vocatio-
nal capability testing and ergonomic assessments, are perhaps less widely available than
is desirable; but some major companies have made arrangements to buy such assess-
ments, from University Departments, for example. The Occupational Health practitio-
ner, with knowledge of the employee’s health and capacity, and the job’s requirements, is
then likely to be well placed to advise the employer on how to facilitate the employee’s
return to work, where this is possible.

Although this chapter has detailed processes which are available, nevertheless many,
perhaps the majority, of those who become unable to work because of illness or accident
do not undergo any serious attempt at Vocational Rehabilitation. This may well be
because the practitioners dealing with the disability condition concentrate on treatment
of that, without consideration of the consequences for employment. Since those most
often responsible for certifying sickness absence are most frequently the family practitio-
ners, there may be a conflict of interest between their desire to accede to the patient’s
request for sickness absence, and their function as certifying and, in a sense, legitimising
this absence. Training schemes have now been put in place to address this problem, inclu-
ding a “web-based” approach.

Another acknowledgement of the necessity for early intervention is a series of Job
retention pilots. Funded by the DWP and the Department of Health, these are essentially
large scale research exercises into determining the most effective methods of helping
people return to work quickly. Participants are randomised to receive workplace based
interventions, health interventions, or a combination of these; there is also a control
group. Results will not be available for some time, but anecdotal accounts of successes
with these programmes are emerging. Participation in the schemes is voluntary, however,
and recruitment has been slower than anticipated – perhaps a reflection of the low expec-
tations amongst employees, employers, and health practitioners that assistance with
return to work would be available.

Conclusion

Thus vocational rehabilitation is available through the initiatives of a number of agen-
cies, and, at its best, can provide well managed effective programmes – albeit that there
may be issues of the amount of service available. There is serious consideration of the
ways that DWP, the NHS, and the independent sector can co-operate, to produce a bet-
ter-linked process and challenge the sequential model of “treatment then work” so pre-
valent currently. Much has been done, but we started from a low base. Disabled people,
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employers, trade unions, and insurance companies have agreed that we need to research
what works; and it is acknowledged that considerable training is needed if all the initia-
tives listed are to succeed. However, currently the vast majority of those absent from work
on grounds of sickness have no contact with any vocational assistance. Perhaps,
therefore, the greatest needs in vocational rehabilitation in the UK, however, lie in the
education of health professionals, employees and employers, in the variety of forms of
assistance that are now becoming available, and of the value of timely vocational rehabi-
litation – and the problems inherent in delaying vocational considerations for too long.
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Introduction

Rehabilitation of disabled persons and persons with impaired functional capacity is pro-
vided in Finland by a wide range of sectors such as workplaces/occupational health care,
public health care, the Social Insurance Institution, earnings-related employment
pension scheme, accident and traffic insurance, and labour administration [1, 2].
Cooperation between these systems on both local and national levels is strengthened by
a separate piece of legislation on cooperation between rehabilitation legislation.

Workplaces/occupational health care

In the case of employed persons, the workplace is in a key position in the assessment of
rehabilitation needs. The occupational health care system is often the first to see the
employees in need of rehabilitation. The need is detected in conjunction with occupa-
tional health care services, such as workplace surveys, health examinations and absen-
teeism follow-ups. Surveys can also be initiated by occupational safety delegates, col-
leagues or superiors who see that an employee is finding it increasingly difficult to per-
form his duties.

The duty of occupational health care is to monitor the work performance of an
employee who has become disabled on account of illness or some other impairment and,
if necessary, to refer him/her for treatment or rehabilitation. That way the occupational
health care sector can identify rehabilitation needs at an early phase.

Public health care

Early rehabilitation needs may be identified by child welfare counselling clinics or by
school health care staffs. Guidance is provided for pupils in respect of diseases or other
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impairments restricting their performance. Secondary schools provide counselling to
create the necessary capabilities required by the pupils´ individual study programmes or
career plans. Schools and the public health care system work together to design educa-
tion, training and rehabilitation plans for individual pupils. Student health care then
revises these plans or designs new study and rehabilitation plans together with the stu-
dent counsellors and teachers at the educational institution in question.

There are rehabilitation teams at health care centres whose main concern are the
chronically sick and those suffering from sequelae of serious diseases or impairments.
Customers requesting occupational rehabilitation surveys are referred to the vocational
guidance services provided by employment offices. The process may also be initiated by
drawing up a statement concerning vocational rehabilitation needs for the Social
Insurance Institution or an insurance institution.

Social Insurance Institution

The duty of the Social Insurance Institution (SII) is to chart a person´s vocational reha-
bilitation needs and prospects. This must take place at the latest when a daily allowance
has been paid for 60 days under the Sickness Insurance Act. The SII also assesses rehabi-
litations needs in conjunction with other social insurance benefits, such as reimburse-
ment for medicine costs, disability allowance and unemployment benefits. The initiative
can be taken by the person him/herself or cooperation parties such as public health care,
social welfare or labour administration authorities. The need for a survey is assessed case
by case by each local office of the SII.

In order to identify vocational rehabilitation needs and prospects, the SII arranges for
rehabilitation examinations and work and training tryouts to be carried out by rehabili-
tation examination institutions and occupational clinics. A rehabilitation need assess-
ment is an expert evaluation of rehabilitation prospects and of any need for more exten-
sive examination.

The SII carries the cost of examinations, and the person´s subsistence is safeguarded
with a rehabilitation allowance during the examination period.

Earnings-related employment pension scheme

Rehabilitation provided under the employment pension scheme is discretionary for all:
the private sector, local authorities and the State. Therefore, the rehabilitation process is
always based on the discretion of the pension institution in question.

In the employment pension scheme, vocational rehabilitation needs are identified in
conjunction with pension applications or on the basis of an initiative taken by either the
person involved or an outside party. When a person applies for a pension, it is usually
fairly late with a view to starting a rehabilitation process, since the employee´s health and
weak motivation set restrictions at this stage.
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To get the rehabilitation process starting sufficiently early, the employee him/herself
should ensure that the rehabilitation need is identified as soon as he/she finds that work
performance is endangered by health problems. The need for rehabilitation can also be
determined at the workplace, as was pointed out in the section on occupational health
care.

Rehabilitation under the employment pension can begin when an employee´s health
undergoes a long-term or permanent change weakening his/her work performance. The
rehabilitation need can be assessed as soon as symptoms suggesting diminished work
performance are detected. Not only health but also, factors such as burnout, stress, aging
and “pension risk” must all be taken into account. If full identification of vocational
rehabilitation needs and opportunities calls for a more detailed survey, a separate reha-
bilitation examination or a work or training try out period can be arranged by either the
employment pension institutions or The Insurance Rehabilitation Association in
conjunction with the rehabilitation process.

The employment pension institution in question carries the cost of the measures
taken and sees to the customer´s subsistence security in the form of a rehabilitation allo-
wance.

Accident and traffic insurance

Rehabilitation is provided on the basis of accident or traffic insurance when the need for
rehabilitation is caused by an occupational accident entitling compensation, an occupa-
tional disease or traffic accident. Such rehabilitation is based on the principle of com-
pensation and overrides other rehabilitation systems. As long as the terms laid down in
the legislation on rehabilitation based on accident or traffic insurance are met, an injured
patient has subjective right to rehabilitation.

If an impairment entitling a person to compensation causes long-term restriction on
that person´s working capacity and opportunities for earning his living, the insurance
institution is obliged to take immediate action on its own initiative to start the vocatio-
nal rehabilitation process and to see to rehabilitation need surveys and the referral for
rehabilitation. In assessing the need for a rehabilitation survey, attention must be paid to
the nature of the impairment or disease, the restrictions it sets on working capacity and
functional ability, loss of earnings, duration or threat of invalidity and handicap, as well
as the age of the person concerned.

The initiative to start a vocational rehabilitation process can also be taken by the
injured person, his/her employer, a health care unit, a manpower authority or some other
party involved in evaluating the rehabilitation situation. The suggestion to start voca-
tional rehabilitation is normally sent by the insurance institution to The Insurance
Rehabilitation Association, which plans and implements rehabilitation programmes
(Fig. 1). Insurance institutions must consider setting the assessment process in motion at
the latest when the incapacity for work has lasted 120 days.
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Where the identification of vocational rehabilitation needs and opportunities calls
for more detailed surveys, separate rehabilitation examinations or work or training try
out periods can be arranged by The Insurance Rehabilitation Association, with the insu-
rance institutions carrying the cost of the measures and safeguarding the customer´s sub-
sistence security in the form of a full-scale loss-of-earnings allowance.

Labour administration

Within the framework of the labour administration, either the customer or an involved
official can take the initiative in identifying the rehabilitation need. The necessity to iden-
tify rehabilitation needs may emerge in connection with any type of employment ser-
vices: the job placement service, vocational guidance, labour market training for adults
and vocational information service and vocational rehabilitation services.

Vocational guidance has a central role. Its purpose is to use the interactive relation-
ship between the customer and vocational guidance psychologist to help the individual
customer to begin systematic, vocational planning and to carry out it. A person may need
vocational guidance at any phase of his/her life, but in particular on completing his/her
education and training, or when disease or some other impairment changes his/her life
situation. The vocational guidance provided for disabled pupils takes place in close
cooperation with the school´s health care staff and student counsellor.
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Rehabilitation staff training

The rehabilitation staff consists of employees with a wide range of basic education, in the
course of which each specializes in a certain sector of vocational rehabilitation or
employment. The basic education must guarantee sufficient information on various
forms of disability and their restrictive effects, as well as the support services available.
Further training will be required as the service systems are elaborated.

The central principles in rehabilitation are cooperation and customer-orientation.
Acquiring skills for these calls for work experience and cross-sectoral complementary
training closely linked with the work in question. Cooperation means that the rehabili-
tation staff work with the customer to evaluate the situation, set mutually approved goals
and take decisions together.

Complementary education should pay particular attention to the following skills:

– communication with the customer and other employees;
– the ability to solve problems in one´s own work and team;
– mastery of the group process and various teamwork models;
– interprofessional cooperation and negotiation skills;
– creation of a favourable and encouraging atmosphere;
– self-evaluation.

The need to include customers on equal terms in multiprofessional teams calls not
only for cognitive training and skills on the part of professions but also for attitude trai-
ning. Their training must therefore comprise long periods devoted to improving skills in
which training events and independent study alternate.

It is particularly important to be able to understand the way other professions repre-
sented on work teams think and speak. Customer-oriented approaches require staff to
see the customer´s entire life situation through his eyes. Training must provide the means
to do this. Complementary training must further provide the skills required for working
in multiprofessional teams and for genuinely customer-oriented work.

Complementary training has been provided by various organisations providing reha-
bilitation services and by universities and their further education centres. Training has
enhanced the professional skills required in rehabilitation and clarified the theoretical
foundation and framework of values involved.

Customer-oriented cooperation

Cooperation is often required between various authorities and rehabilitation parties in
devising and implementing an individual rehabilitation programme. The legislation on
rehabilitation creates the framework for local, regional and national cooperation. The
cooperation organs of local authorities and of various rehabilitation organisations dis-
cuss principles related to the division of labour and cooperation and try to solve the pro-
blems of individual rehabilitation customers.
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The most important form of cooperation in the view of the person undergoing reha-
bilitation and his/her entire rehabilitation process, however, takes place outside official
teams in the normal interaction that all the rehabilitation workers experience in their
daily work. The development of those cooperation and better customer-orientation call
for new work models. In situations where the customer´s problems require simultaneous
measures by a number of service systems, cross-sectoral cooperation networks should be
established case by case, to establish a better tailored approach. This requires adoption of
a new work culture in many organisations, since their basic purpose does not necessarily
encourage cross-administrative action. The threshold to active participation in decisions
concerning one´s own life should be as low as possible. The lower the threshold, the bet-
ter the chances that the rehabilitation programme will succeed. Efficient customer-orien-
ted cooperation requires clear rules of the game between the rehabilitation experts and
commitment to the solutions agreed on.

Report on rehabilitation of the Council of State
to the parliament

In the year of 2002 the Council of State handed in a report on rehabilitation to the
parliament. Maintaining working capacity has been an important aim for rehabilitation
policy. As employment pension legislation is revised the importance of the occupatio-
nally-oriented rehabilitation is emphasised. The occupationally-oriented rehabilitation
of handicapped and disabled persons has been taken into account through improve-
ments in the rights to rehabilitation allowance and work activity that support employ-
ment and by eliminating social security regulations that prevent employment.

Future challenges are to be found in maintaining the working capacity of the ageing
workforce, maintaining the functional capacity of the older population, beginning reha-
bilitation at an early enough state, developing a multi-professional working group and in
increased research on the effect of rehabilitation [3].

Today and tomorrow: Healthy at Work project

Healthy at Work is an extensive cooperation project, the objective of which is to promote
such activities in the Finnish society that support employees to continue in the labour
market and their ability to cope with their work by means of training and information.

The project provides information about rehabilitation within the statutory earnings-
related persons scheme, the rehabilitation reform within in 2004 as well as general infor-
mation about the advantages of continuing in working life.

The project Healthy at Work supports widely accepted efforts to raise the average reti-
rement age by 2-3 years. A special object is also that the rehabilitation policies related to
the reform of the statutory earnings-related pensions are put into practice at the work-
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places. This presupposes improving cooperation and intensifying the distribution of res-
ponsibilities between the parties involved.

The project is backed by the Finnish Pension Alliance TELA and its members. Other
central cooperation partners are the labour market organisations, the SII and the Finnish
Institute of Occupational Health.

Rehabilitation within the statutory earnings
related pension scheme

The rehabilitation which pension institutions in the statutory earnings-related pension
schemes provide falls within the scope of vocational rehabilitation, and it applies to
employees and self-employed persons who participate permanently in working life. The
objective of the rehabilitation within the statutory earnings-related person scheme is that
the insured person can remain in working life despite his or her illness.

Rehabilitation within the statutory earnings-related pension scheme is individual and
discretionary. In practice, rehabilitation is based on the cooperation between the indivi-
dual, the workplace, the occupational health care and the pension institution authorised
to operate a statutory earnings-related pension scheme.

Rehabilitation legislation since
the beginning of the year 2004

There have been changes in the vocational rehabilitation provided by the pension insti-
tutions authorised to operate a statutory earning-related pension scheme and the SII at
the beginning of 2004.

The reform approved by the Parliament emphasises the primary nature of the voca-
tional rehabilitation in respect to the disability pension. The objective is to support star-
ting vocational rehabilitation so early that disability can be prevented or at least postpo-
ned.

With the reform, the insured person will receive the right to vocational rehabilitation

– if they are duly found to be under the threat of losing their work capacity and to
have to retire on a disability pension;

– if this threat can be reduced by means of vocational rehabilitation;
– if rehabilitation contributes to reducing pension expenditure.

In future, the insured person can appeal against the rehabilitation decision stating
that there is a threat of incapacity for work and whether this threat can be reduced by
means of vocational rehabilitation. The actual rehabilitation measures are discretionary
also in future.

The definition of the threat on incapacity for work will be the same in all the diffe-
rent acts on the earnings-related pension as well as in the Act on Rehabilitation Services
according to which the SII provides rehabilitation. The rehabilitation allowance paid by
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the SII will be on a level with that provided by the statutory earnings-related pension
scheme for all income brackets.

The rehabilitation reform will also increase the flexibility and incentive effect of reha-
bilitation within the statutory earnings-related pension scheme. According to the new
provisions, the rehabilitated person will have the chance of drawing partial rehabilitation
allowance.
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The right to work for everyone – and thus for disabled persons – is written into the
French constitution. Therefore, the employment and placement of disabled persons
forms an element of governmental policy [6, 15]. Complex regulations determine the
various measures that aim to favour the guidance, training and professional integration
of disabled persons from when they are recognised as “disabled workers”1. In these func-
tions, an authority – the Technical Committee for Guidance and Professional Place-
ment2 – mainly adopts a decision-making role to allow disabled adults to benefit from
plans of action, structures and established financial aid. Although the plan of action is
available to everyone, the payment methods and, in particular, their financing vary
depending on how the deficiency that caused the professional disability arose as a result
of or caused by work, or whether it is a deficiency that arose in private life independently
of professional activity.

General organisation of vocational rehabilitation
in France

Deficiencies resulting from work (accident at work) or caused by work (occupational
disease) are reimbursed in a compulsory manner and compensated for by and under
monitoring of the state by means of the health insurance system. If they are caused by a
third party (e.g. accident at work occurring en route caused by a third party and not the
insured party), the health insurance company takes court action against the private insu-
rance companies of those responsible.

The French model of vocational rehabilitation
Existing legal plans of action for reimbursement
for the deficiency
Plans of action enabling preparation for job retention
J.-M. André, C. Le Chapelain and J. Paysant

1. “Any salaried employee who is the victim of an accident that results from or is caused by work is declared
to be a victim of an accident at work. Any salaried employee who contracts a disease through his/her pro-
fessional activity is declared to be affected by an occupational disease”. Article L411-1 of the Social Security
Code.
2. COTOREP.



Deficiencies contracted on the occasion of an affection that arises in the private area
are covered by the health insurance system. The latter is frequently completed by mutual
benefit societies and private insurances, in particular when the deficiency occurs on the
occasion of an event involving third-party responsibility.

In the case of disease, payment is globally less beneficial for the insured party and
depends on the contracts he/she was able to take out in a personal capacity.

In 2000, the number of disabled workers was estimated at 219,0003, which represents
an employment rate of 4.10; 223,000 were, incidentally, seeking work4.

Numerous public and private organisations participate in vocational rehabilitation in
a wide range of forms. Depending on the severity of the disability, the obligation to resort
to work in a sheltered environment, the type of aid sought and the status, it may or may
not be necessary to refer the case to COTOREP. Vocational rehabilitation can be initia-
ted or guaranteed in hospital services and physical medicine and rehabilitation centres
that use common (COMETE) or individual codified procedures, in ordinary training
centres and in different job retention bodies. It can also be carried out in specific training
structures aimed at disabled workers (vocational training centres) and involve work in
sheltered environments and in sheltered jobs in an ordinary environment. The general
organisation of the professional rehabilitation of disabled persons is represented sche-
matically in Figure 1 [4, 9].

Structures responsible
for organising vocational rehabilitation

Technical Committees for Guidance and Professional Placement

The Technical Committees for Guidance and Professional Placement (COTOREPs)5

bring together all the individuals and institutions of a department with the aim of asses-
sing the disability, suggesting guidance solutions and allocating financial aid. The consul-
tation thereof constitutes an obligatory stage for every disabled adult wishing to benefit
from measures aimed at facilitating his/her professional integration.

The committee is made up of 6 3 departmental councillors, 4 persons of whom at least
one is a representative of the National Employment Agency and one company physician,
whilst the others are nominated because of their competence in health and social affairs.
There is also a person put forward by the departmental service of the National Office of
War Veterans and War Victims and a physician who advises Social Security organisations.
Other members represent health insurance organisations and organisations that pay

284 Vocational Rehabilitation

3. Source: Ministry of Social Affairs, Labour and Solidarity.
4. Source: ANPE.
5. Created by the Guideline Law no. 75-534 of June 30, 1975.
6. Article D323-1 of the Labour Code.



The French model of vocational rehabilitation 285

Hospital structures

public hospitals - private clinics

Physical and rehabilitation medicine (MPR)

structures

 re-education services and centres

retraining effort

Re-education

( , ergotherapy,…)
evaluations

equipment

social rehabilitation vocational rehabilitation

work possible in an

ordinary environment

work difficult in an ordinary

environment
work impossible

situation

re-education study

work retraining

COTOREP

guidanceclassificationallowances

placement
disabled

training

preliminary

guidance ordinary

training

in a sheltered

environment

job

retention

adapted

position

company

physician

Employment in

ordinary

environment

Employment in

sheltered environment
A-B-CInvalidity

physiotherapy

Fig. 1

family benefits, management organisations of vocational re-education centres, sheltered
workshops and support centres for work, management organisations of accommodation
centres for disabled persons, associations that represent disabled workers, employers’
trade union organisations and the most representative salaried employees.

COTOREPs need to undertake a comprehensive overall examination of the situation
of each disabled person who is presented to them. This consists of two specialised sec-
tions depending on the nature of the decision that needs to be made7.

7. Article D323-3-8 of the Labour Code.



The first section gives a verdict mainly on the ability to work, the recognition of the
status of the disabled worker and his/her classification as well as the guidance of the disa-
bled worker. Recognition of the status of the disabled worker depends on the nature and
severity of the disability, the qualification of the salaried disabled employee and his/her
ability to hold down his/her previous job or any other job. The disability is assessed with
regard to employment and not with regard to the medical condition. The disabled wor-
ker is guided either towards the ordinary working environment, towards the sheltered
working environment, or towards training (apprenticeship, internship, re-education
contract in the company). The section also has competence with regard to allocating the
placement bonus (after a re-education internship or a professional training internship),
the installation subsidiary in the case of pursuing an independent profession, the deter-
mination of rates of salary reduction (implemented by the employer on the salary of a
disabled worker for whom productivity is reduced).

The second section determines the disability rate of the disabled person, the awarding
of the disabled adult subsidy, the compensation allowance for third parties, the accom-
modation allowance, admission to a specialised establishment if the disability is incom-
patible with any professional activity and the awarding of the disability card and the disa-
bility badge.

Permanent secretary’s offices ensure the welcome of and information for disabled
persons, their family or representative, the preparation – in collaboration with the tech-
nical team – of the files to be submitted at meetings, and guarantee the necessary rela-
tionships with competent organisations.

Technical teams study the case submitted to the committee, gather the necessary opi-
nions and present the synthesis of their work to the ruling committee. The disabled per-
son – and if necessary his/her legal representative – is invited to the meeting where the
committee examines the request.

A case can be submitted to COTOREP by the disabled person him/herself, his/her
parents, his/her legal representatives, the people who are actually responsible, as well as
various representatives of the institution that may take on the disabled person.

The decisions are well-founded and subject to periodic revision8. The decision needs
to specify the period after which it will be revised – this period cannot exceed five years.
The notification indicates how to submit for a legal settlement – either by means of sub-
mission for an out-of-court settlement before the competent authority or by means of
submission to the court of the competent jurisdiction.

COTOREPs do not have any power to impose a decision upon employers with regard
to a placement in the ordinary work environment. Its decisions, on the other hand, are
imposed on reception establishments designed within the specialist area of which they
are authorised to bear the title, namely on organisations that guarantee payments (social
security and social aid) and on organisations responsible for paying the various
allowances.
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There are various ways of appealing against decisions that have been made: (i) before
the technical Social Security litigation jurisdiction for decisions about establishments or
a service combining re-education, placement and reception for disabled adults or with
regard to the awarding of disability card allowances; (ii) before the Departmental
Committee of Disabled Workers, Disabled Veterans and Those in Similar Categories for
appeals relating to decisions on the guidance of a disabled person and the correct mea-
sures to assure his/her placement.

Departmental Committees for Special Education

The mission of the Departmental Committees for Special Education (CDES) is to eva-
luate and guide disabled children (physical, sensory and mental) and to award financial
aid to their family (special education allowance (AES) and its complements as well as
back-up and adaptation bursaries).

The CDES consists of 12 members, nominated by the “Préfet” and represents various
departmental administrations and organisations: the ministry responsible for health
represented by the Departmental Directorate of Social and Health Affairs (DDASS), the
Ministry of National Education, social organisations, private and user organisations
(parents of students, association of families of disabled students).

A case can be submitted to the CDES by the parents of the disabled child or by the
child’s guardians, the health insurance organisation, the payment service of the special
allowance, the head of the educational establishment attended, the DDASS and various
structures that may take responsibility for the child. The technical team studies the case
submitted to the committee, gathers the necessary opinions and presents the synthesis of
the work to the section responsible for making the decision. The family of the disabled
child – and if necessary his/her legal representative – are invited to the meeting where the
committee examines the request. The notification of the decision indicates how to sub-
mit for a legal settlement – either by means of submission for an out-of-court settlement
before the competent authority or by means of submission to the court of the competent
jurisdiction.

The decisions of the CDES apply to educational establishments (ordinary establish-
ments and special educational establishments), payment organisations (national state
health insurance office, office for family allowances) and children and their families.

Departmental Committees of Disabled Workers, Disabled Veterans
and Those in Similar Categories

They provide their opinion on sector or enterprise settlement projects and rule on dis-
putes regarding authorised salary reductions9 and disputed COTOREP decisions. Their
decisions may be the subject of an appeal to the State Council.
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Regional Advisory Committees on the Employment
and Placement of Disabled Workers

These committees10, which are connected to the Regional Committee for Professional
Training, for Social Promotion and for Employment, express an opinion on the adapta-
tion at a regional level of the measures decided at a national level in favour of disabled
persons. They evaluate the measures aiming to create and coordinate public and private
initiatives for the creation of sheltered workshops, centres for re-education, rehabilita-
tion, preliminary guidance and professional training. They give a verdict on the coordi-
nation of the various structures that are numbered and listed above, on the awareness
policies that need to be implemented for heads of business, employers’ unions and cham-
bers of commerce and trade with a view to informing them of aid measures (in particu-
lar financial) that disabled workers can benefit from11.

Advisory National Council of Disabled Persons (CNCPH)

It guarantees the participation of disabled persons in the drawing up and implementa-
tion of the national solidarity policy that affects them. It has a consulting role in any pro-
ject, programme or study that is of interest to disabled persons, handles – on its own ini-
tiative – any question that relates to the policy concerning such persons and submits an
annual report to the Minister of Social Affairs and National Solidarity on the implication
of the policy that is of interest to disabled persons.

Higher Council for Professional and Social Placement
of Disabled Persons

The mission of this council consists of: (i) promoting public and private initiatives regar-
ding functional rehabilitation, professional re-education, rehabilitation and professional
placements, organisation of sheltered work, teaching, education and adaptation to work
for disabled adolescents; (ii) combining all the information elements regarding these
problems and, in particular, employment possibilities in France and in the French over-
seas departments and territories (DOM-TOM); (iii) favouring the creation and functio-
ning of research and experimental organisations for treatment and placement; (iv) taking
on a consulting role towards public powers for all legislative and regulatory acts concer-
ning disabled persons; (v) guaranteeing through all forms of media appropriate infor-
mation and a favourable climate for professional placement.
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Recognition of the status of the disabled worker

Definition of the disabled worker

Any person is considered to be a “disabled worker whose possibilities of obtaining or
maintaining employment have been actually reduced through an insufficiency or a
reduction of his/her physical or mental capacities”12. With regard to the labour law, only
the consequence and not the nature of the disability is decisive, i.e., it applies indiscrimi-
nately to physical, motor, sensory, psychological and mental disabilities of all origins.

Recognition and classification

All persons concerned can make a request for recognition of the status of the disabled
worker by COTOREP13. Depending on the severity of the disability, the person is placed
in one of the three following categories: 1) category A: slight and/or temporary disabi-
lity, 2) category B: moderate and/or lasting disability, 3) category C: severe and definitive
disability.

This classification is connected, in particular, to the obligation to hire and to the
salary reduction in the case of reduced productivity. Recognition of the status of the
disabled worker and the classification connected thereto cannot be legally imposed on
the disabled person who remains free to take advantage thereof or not.

Professional guidance of disabled persons

Services and centres for physical medicine and rehabilitation

Although it is at an early stage, a job retention problem can be indicated on the occasion
of a stay in a hospital service or a centre for physical medicine and rehabilitation on the
initiative of a physician or social assistant. The physician can, with the patient’s agree-
ment, inform the company physician and the advisory physician of the Social Security of
the hospitalisation and the predictable consequences of the disease or the accident at the
origin of this hospitalisation. The patient is informed of the various existing vocational
measures – even if, at this stage, the interested party is far removed from concerns of this
kind – and certain steps are initiated with the patient.
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Professional department of services and centres
for physical medicine and rehabilitation

Certain centres have a vocational department. The indication for a stay is given in the face
of the clear existence of a problem of resuming work. Payment, irrespective of a decision by
COTOREP, has several aims, namely pursuing re-education treatment (kinesitherapy,
ergotherapy, etc), intensifying the level of physical training effort of by means of re-edu-
cation programmes that last several weeks (these are particularly well developed in
patients with spine diseases, i.e. common chronic low back pain), automating re-educa-
tion exercises in everyday life then in work situations, retraining with effort and at work
either in the work position previously held or in a close or similar position. It also allows
the analysis and evaluation of professional aptitudes and competences through different
practical situations as well as the establishment of contact with the company physician
and the employer, and placement in a business internship either with the former
employer or with another employer. If necessary, it sets up a vocational placement pro-
ject, which requires dynamic job-seeking techniques, psychotechnical tests and an edu-
cational refresher course. The establishment of a new vocational project is only possible
if the interested party is aware of the fact that he/she will not be able to return to his/her
previous job and if all solutions aiming at retaining his/her job within his/her company
have been looked into. Job-seeking aid by means of contacts, in particular with ANPE,
are advantageous in integration and placement.

Preliminary guidance centres

Based on the COTOREP decision, preliminary guidance centres welcome people who
have been recognised as disabled workers whose vocational guidance is posing difficul-
ties that cannot be resolved by the committee’s technical team. With an interdepartmen-
tal or regional vocation, they may be attached to establishments of functional or
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Level III Staff employed in jobs normally requiring training for a superior vocational
training certificate or a diploma from a technology institute or the end of the
first academic cycle in higher education.

Level IV Staff employed in supervisory work or with a qualification of a level that is
equivalent to the technical baccalaureate or the technician’s baccalaureate or a
vocational training certificate.

Level V Staff employed in jobs normally requiring a level of training equivalent to that
of the technical school certificate (BEP) or a vocational training certificate
(CAP) or – by assimilation – the professional training certificate (CFP), first
degree.

Level V bis Staff employed in work presupposing a short training period of a maximum
duration of one year leading to a professional education certificate or to any
other certificate of the same kind.

Table I – Levels of aptitude.



vocational rehabilitation or of vocational re-education. In this case, they are managed
autonomously.

This preliminary guidance is carried out during an internship lasting no longer than
12 weeks and that is adjusted to the needs of the interested parties. During this period,
the disabled worker draws up a professional project and selects various jobs. He/she is
placed in a work situation for each job, is informed of the professional perspectives offe-
red by these jobs and draws up his/her professional project in relation thereto with the
services of the National Employment Agency and the companies. At the end of the inter-
nship, the centre prepares a detailed report on the desires and intellectual and physical
adaptation capacities of the person, which are observed during the internship. The com-
mittee expresses an opinion on subsequent guidance based on this report.

Professional integration of disabled persons

Obligation to hire disabled persons

The obligation to hire requires the employment of a number of disabled persons, which
is schematically proportional to the size of the company or, failing that, the conclusion of
subcontracting contracts with the sheltered sector, a collective agreement providing a
programme in favour of disabled workers, or the contribution to the development fund
for the professional integration of disabled persons.

Employment of disabled workers [11, 14]

Any employer employing at least 20 salaried employees is subject to the obligation to hire
disabled workers or workers in similar categories. This obligation affects employers irres-
pective of whether they are in the private or public sector. Companies consisting of at
least 20 salaried employees, either at the time of their creation or because of an increase
in their workforce, are required to employ – either in a full-time or a part-time capacity
– disabled workers in a proportion of 6% of the total number of salaried employees; they
need to conform to the obligation to hire within three years14.

The number of disabled workers is calculated according to a calculation taking into
account the severity of the disability (category B: 1.5, category C: 2.5), the victims of acci-
dents at work or occupational disease (1.5 if the degree of permanent incapacity lies bet-
ween 66 and 85%, and 2.5 if it lies above this percentage), the work contract (increase for
holders of a work contract of indeterminate duration), depending on the age (increase
for a disabled worker aged under 25 or over 50), training, previous placement (sheltered
workshop, support centre for work or medical-professional institute).
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Beneficiaries of the obligation to hire15 include (i) workers recognised as disabled by
COTOREP, (ii) victims of accidents at work or occupational diseases who have sustained
a permanent incapacity of at least 10% and are entitled to a pension from the general
Social Security system or from any other obligatory social protection system, (iii) holders
of an invalidity pension from the general Social Security system or from any other obli-
gatory social protection system or through the provisions that regulate public agents pro-
viding that this invalidity reduces their capacity to work or earn money by at least 2/3.

Subcontracting contracts with the sheltered sector

Companies can, in part, settle their obligation to hire by setting up supply, sub-contrac-
ting or service contracts either with sheltered workshops, outwork distribution centres or
support centres for aid. The conclusion of a contract of this kind is equivalent to
employing a certain number of beneficiaries of the obligation to hire.

Application of an agreement planning a programme in favour
of disabled workers

A sector, company or establishment agreement on the implementation of an annual pro-
gramme in favour of disabled workers allows companies and establishments to make
plans in the context of various actions for the benefit of disabled workers: an employ-
ment plan in the ordinary work environment; an integration and training plan; an adap-
tation plan for technological changes; a retention plan in the company in the case of
redundancy.

Payment of an annual contribution to the development fund
for the vocational integration of disabled persons

The amount of the annual contribution is fixed at 300 to 500 times the minimum wage
depending on the number of salaried employees in the company. All employers16 are
affected17, namely the state and – if they have more than 20 salaried employees – public
establishments of the state, territorial communities and their public establishments other
than public, industrial and commercial establishments18.

Annual declaration

Any employer in the private sector or employing at least 20 salaried employees needs,
every year, to submit to the administration, a declaration relating to the positions
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occupied by disabled workers, accompanied by a justification of one of the legal exemp-
tion possibilities from the obligation to hire. A company that does not adhere to its obli-
gation to hire, either by not employing the required number of disabled workers or by
not justifying the application of the legal exemption possibilities, must pay a penalty
(increase of 25% for every position that is not filled).

Integration into the ordinary work environment [7, 8]

Aids for job retention or professional integration

Job placement and follow-up teams (EPSRs) support disabled persons through all the
stages of their reintegration process with the aim of facilitating their access to a stable
professional and social life, whilst taking into account their wishes and aptitudes. Their
role essentially aims for the professional integration of disabled persons. To this effect,
EPSRs – like the ANPE – have a double mission, namely on the one hand towards reco-
gnised disabled workers by helping them to overcome personal and social difficulties that
may form obstacles for them and, on the other hand, towards companies. EPSRs are
compulsorily made up of a social services assistant who guarantees psychological and
social support for the disabled worker and a specialised ANPE employment officer or a
person with an equivalent qualification nominated for this position by the aforemen-
tioned agency.

The development fund for the professional integration of disabled persons19 [5, 10] has
the mission of increasing the funds dedicated to the integration into the ordinary envi-
ronment of disabled workers and persons in similar categories. Employers20 can settle
their obligation to hire by paying an annual contribution for each of the beneficiaries
they should have employed. The fund is managed by a private legal association that is
administered by representatives of salaried employees, of employers, of disabled persons
and of qualified personalities.

The National Development Fund for the Professional Integration of Disabled Persons
(AGEFIPH) has developed an intervention programme containing 20 measures, which
are completed by a three-year programme. It also ensures, by guaranteeing resources for
disabled workers, to complement the remuneration of persons employed in an ordinary
work environment when their salary is subject to a reduction following a COTOREP
decision.

Integration plans for disabled workers (PDITH) were established to favour integration
into an ordinary environment through the development of various lines of action (job
seeking, course and training, information for and raising awareness in companies, job
retention within the company).
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The National Employment Agency (ANPE) has a privileged role at various levels in the
field of guidance and placement of persons recognised as disabled workers. It is situated
among COTOREPs and liases with the job placement and follow-up teams of other orga-
nisations. The ANPE participates in the functioning of COTOREPs by contributing to
the work of the technical team, to plenary meetings and to the implementation of deci-
sions.

Preventive measures for job retention

The verdict of invalidity in terms of Social Security is given by the advisory physician of the
state health insurance office when the person paying social security contributions has lost
at least two thirds of his/her capacity for work or earnings because of an accident or a
disease of a non-occupational origin.21 This verdict can only be given by the advisory
physician when the state of health of the insured party has stabilised or when his/her
healthcare payment rights lapse. There are three categories of invalidity classification.
The person who is declared to be an invalid according to Social Security benefits from
work legislation provisions relating to the obligation to hire disabled workers or workers
in similar categories.

The company physician’s verdict on fitness. When a work contract is concluded, the
salaried employee is subject to regular medical examinations, which evaluate his/her state
of health in relation to holding down his/her job. Thus, the salaried employee regularly
meets with the company physician when he/she is hired and then on the occasion of per-
iodic appointments22 or especially arranged appointments and when work is resumed
again after an occupational disease or an accident at work requiring time off work of at
least eight days, a disease or a non-industrial accident requiring time off work of at least
21 days and in the case of repeated absences. The role of the company physician towards
the employer is to provide information on any changes in the health of workers in the
company. On the occasion of the medical examination, the company physician checks
whether the salaried employee has not contracted a condition that is dangerous to other
workers and whether he/she is medically fit for the position that the head of the esta-
blishment plans to entrust him/her with.

If the company physician expresses reservations about the fitness of the salaried
employee to take up his/her position, a procedure is initiated with the aim of providing
the salaried employee with a professional placement within the company. After at least
15 days have elapsed, the company physician again examines the salaried employee and
it is only on the occasion of this second visit that he can express a verdict of unfitness.

Preparation for job retention [2]

Medical appointment initiated by the salaried employee: the salaried employee can benefit
from a medical examination with a view to – together with his/her company physician –
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assuring her/himself of his/her fitness for the post23. This procedure, which is initiated by
the salaried employee, has the advantage of being voluntary and not necessitating any pre-
liminary procedures. A verdict on fitness is not compulsory following this appointment.

Medical appointment before resuming work: when any salaried employee stops wor-
king as a consequence of an accident or a disease, the salaried employee, the attending
physician or the Social Security advisory physician can request that the company physi-
cian carries out a medical examination in preparation for the resumption of professional
activity.24 The aim of this visit is to set up a prognosis of the worker’s fitness for when
he/she resumes his/her position. It allows the consequences of restricted fitness for work
to be anticipated and appropriate solutions to be thought of before the procedure of pro-
fessional placement is initiated because of medical unfitness for the position.

Suggestions made to the employer by the company physician: in the context of fulfilling
the work contract, when the company physician submits an opinion on the work fitness
of a salaried employee, he encloses written conclusions for the employer. These conclu-
sions contain indications on the fitness of the salaried employee for performing such and
such a task and formulate the conditions in which the salaried employee’s employment
could continue in the company, in particular by means of the implementation of a
change to or transformation of his/her position. The employer is obliged to consider
these suggestions when fulfilling his professional placement obligation in favour of the
salaried employee who has been recognised as unfit for his/her position.

The liaison form25 is a means of support that the Social Security advisory physician
can use to enter into a relationship with the company physician with a view to planning
the return to the company of the salaried employee who has sustained an accident at
work or occupational disease. It forms part of Social Security issues. The Social Security
advisory physician is obliged, with the agreement of the person paying social security
contributions, to inform the company physician about the state of his/her medical condi-
tion, while the company physician has to provide – within 15 days – a prognosis of the
salaried employee’s fitness for his/her position. Nonetheless, it remains little used in prac-
tice.

The AGEFIPH job retention measure26 consists of funding27 destined to facilitate
concerted job retention action.

The competence balance sheet28 allows the evaluation of experience and analysis of the
possibilities and professional motivations of the salaried employee. Any salaried
employee with five years professional experience (consecutive or not), of which
12 months have been in the current company can benefit – either on his/her own initia-
tive or on that of his/her employer with his/her agreement. This needs to be compiled by
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23. Article R241-24, paragraph 3 of the Labour Code.
24. Article R241-51, paragraph 5 of the Labour Code.
25. Article R434-4 of the Social Security Code.
26. Measure no. 3.
27. Subsidy of 30,000 French francs, subsequently completed by a sum of 20,000 French francs (2003 values).
28. Article L900-2 of the Labour Code.



an independent organisation of the company or by a professional training centre. Its
contents are confidential. Only the salaried professional finds out about them.

The professional balance sheet is available to any salaried employee benefiting from the
law of July 10, 1987. As someone paying social security contributions, the salaried
employee can benefit from payments and from a balance sheet aiming to evaluate the
deficiency, the consequences thereof and his/her functional, professional and educatio-
nal aptitudes.

Working time management

Therapeutic part-time work allows vocational activity to be resumed in a progressive
manner even if one’s state of health is not yet stabilised to a degree where resuming work
would favour recovery. Daily benefits can be maintained wholly or in part by the health
insurance organisation. Therapeutic part-time work is a way of facilitating the return of
the salaried employee to the company during the treatment period and progressively
paves the way for resuming full-time professional activity. When this period of time has
elapsed, either (i) the salaried employee has not recovered and is not yet able to resume
his/her work under the initial conditions. In this case, therapeutic part-time work can be
pursued if the state of health has improved; or (ii) the situation of the insured party has
stabilised or been consolidated by the Social Security advisory physician. The latter then
needs to analyse whether the person can resume his/her work contract under the pre-
vious conditions or whether another solution needs to be initiated (invalidity, professio-
nal placement, training, etc.).

Progressive early retirement allows the salaried employee with difficulties to retire pro-
gressively under favourable conditions. The salaried employee definitively ends his/her pro-
fessional activity after a progressive reduction of his/her working hours. This has the benefit
of not being too disadvantageous in monetary terms.

Work post management

Management of the work post and its environment requires collaboration between the
employer, the salaried employee, the company physician, the works council and the
Hygiene, Safety and Working Conditions Committee (CHSCT). The cost of managing
the work post, including the advice of an ergonomist on workplace accessibility, may be
financed by AGEFIPH.

Compensation for loss of worker’s productivity

The authorisation granted to the employer to reduce part of the salary of one of the com-
pany’s workers whose productivity is diminished is a decision that is made by the depart-
mental management of work and professional training. The employer pays the worker
his/her whole salary and then recovers the part that corresponds to income maintenance
from the AGEFIPH to an upper limit of 130% of the minimum wage.
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Integration of disabled persons
into a sheltered work environment

Disabled persons for whom placement in the normal work environment proves to be
impossible may be admitted to a sheltered workshop, either in an outwork distribution
centre or a Support Centre for Work29.

Institutions in the field of sheltered work

Sheltered workshops and outwork distribution centres are made up of economic produc-
tion units that enable disabled workers to carry out a professional activity as salaried
employees in conditions that have been adapted to their possibilities. These establish-
ments need to favour their promotion and access to employment in an ordinary work
environment30. They can only hire workers whose work capacity is at least equal to one
third of the normal work capacity31. It is possible to hire disabled persons whose work
capacity does not reach this minimum, but which may do so by the end of the trial per-
iod; this period may last six months at most. Depending on their production require-
ments, sheltered workshops may hire able-bodied employees within a limit of 20% of
their workforce. They function like any company that is subject to the vagaries of the
market, either by guaranteeing their own production or by entering into subcontracting
contracts, and are obliged to guarantee a balance through their own means. They may,
however, receive running cost subsidies through the enforcement conventions that have
been agreed with the state, the department, communities and Social Security organisa-
tions.

Support Centres for Work (CATs), which were created in 1954, offer “disabled adoles-
cents and adults, who are temporarily or permanently unable to work in ordinary com-
panies or in a sheltered workshop or for an outwork distribution centre, or unable to
carry out an independent professional activity, possibilities of various activities of a pro-
fessional nature, medical-social and educational support as well as a living environment
that favours their personal development and their social integration”32. In legal terms,
CATs are medical-social institutions with the mission of production and support.
Admission is subject to three conditions: (i) to be older than 20 years of age (dispensa-
tion possible from 16 years of age through a CDES decision); (ii) to have a work capacity
of less than a third of normal work capacity (this capacity may be higher if medical, edu-
cational, social or psychological support is necessary); (iii) to obtain a favourable deci-
sion from COTOREP. This decision is provisional for a duration of six months and can
be renewed once. At the end of this period, COTOREP rules on the definitive guidance
of the disabled person. CATs function on the basis of a daily price that may be paid by
social aid.
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29. Article 167 of the Family and Social Aid Code.
30. Article R323-60 of the Labour Code.
31. Articles L323-30 and D323-25-1 of the Labour Code.
32. Law 75-534 of June 30, 1975, article 30.



Status and remuneration in establishments
in the sheltered work environment

In sheltered workshops or outwork distribution centres, disabled workers are considered to
be salaried employees in legal terms. However, the employers, i.e. the management orga-
nisations of sheltered workshops or of outwork distribution centres, do not have the
usual management powers. Thus, at the end of the trial period, decisions on hiring are
the responsibility of COTOREP and not of the establishment and are based on a report
set up by the Labour Inspector and after consultation with the person who is responsible
for the sheltered structure. The minimum salary is equivalent to the minimum wage and
is based on the same percentage as that of the productivity of the interested party in rela-
tion to normal productivity without being less than 35% of the minimum wage. The
amount of income maintenance is fixed at 90% of the minimum wage. The statuses are
identical to those of any salaried employee.

In Support Centres for Work, disabled persons do not have the status of salaried
employees because they are not linked to the CAT by a work contract. The remuneration
received depends on the productivity of the interested party and cannot be less than 5%
of the minimum wage. Income maintenance is fixed at 70% of the minimum wage.

Sheltered work for disabled persons
in the ordinary environment

Subcontracting contracts allow the establishment of relationships between the ordinary
work environment and establishments in the sheltered environment. Sheltered work
establishments enjoy considerable additional appeal as subcontractors of companies in
the ordinary environment with prices that are often lower than market prices, a low rate
of accidents at work, marginal absenteeism and partial exemption from the obligation to
hire.

The disabled worker employed in a sheltered workshop can be provisionally made
available to another employer33 but remains under the responsibility of the authority of
the sheltered workshop, or may be authorised to carry out his/her professional activity out-
side the latter. The external activity must be of a professional nature. The person provi-
ding work may be a physical or moral body (individual, company, local community).
Disabled workers must be able to continue to benefit from their usual medical, educa-
tional and social treatment. The disabled worker involved is not party to the contract
established between CAT and the provider of work, which is a contract of a maximum
duration of one year, which may be subject to renewal. He/she continues to number
among the workforce of the people accommodated by CAT and remains protected in the
same way as any other salaried employee with regard to insurance for accidents at work.
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Vocational training of disabled persons

Any disabled adult who has left compulsory education can benefit from rehabilitation,
re-education and vocational training34.

Apprenticeship and training [13]

The goal of an apprenticeship is to provide a vocational qualification resulting in a tech-
nical education diploma. It is available to everyone and, thus, also to disabled persons.
Arrangements35 are possible for young disabled workers who have been guided by
COTOREP and who sign an apprenticeship contract36. The duration of the apprentice-
ship can vary between one and three years. It may be prolonged in the case of failing the
examination, dispensation on the start date of the apprenticeship or suspension of the
contract for reasons not pertaining to the will of the apprentice. Remuneration, which is
determined in relation to working hours, is fixed as a percentage of the minimum wage.
It depends on the age of the apprentice and on the length of the apprenticeship contract.

Aids may encourage apprenticeships, namely an apprenticeship bonus and an integra-
tion bonus that are paid to the employer37 and a fixed subsidy for the disabled appren-
tice38.

Vocational training of disabled persons

This represents one of the key elements of professional integration. Disabled persons may
have access to “ordinary” vocational training plans of action or to specialised structures.

The “ordinary” training plan of action

The disabled person can access the ordinary training plan of action, either within the
context of his/her work contract, in the context of all training policies or in the context
of various block-release integration contracts.

Within the context of his/her work contract, the disabled person has access to all the
plans of action relating to continued vocational training.

Continued training within the company: any employer is obliged to organise and
finance training for his employees. The object of this obligation is to enable salaried
employees to adapt to the evolution of technologies and work conditions and to favour
his/her social promotion39.
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34. Article L323-15 of the Labour Code.
35. Article 119-5 of the Labour Code.
36. Article L115-1 of the Labour Code.
37. For the conclusion of a contract of indeterminate duration or a contract of determinate duration of at
least 12 months at the end of the apprenticeship contract.
38. Fixed subsidy of  1 524,49 paid by AGEFIPH (in 2003).
39. Article N901-1 of the Labour Code.



Individual leave for training (CIF) is an authorised absence granted by the employer
to the salaried employee so that the latter can pursue training independently of his/her
participation in internships included in the company’s training plan. Any salaried
employee may request a CIF if he/she has been a salaried employee for 24 months, whe-
ther consecutively or not (36 months for companies with fewer than 10 salaried
employees), of which 12 months have been in the current company.

Block-release integration contracts are offered by centres of the Association for
Vocational Training of Adults (AFPA) and institutional community or professional busi-
ness training centres to guarantee accelerated vocational training of the employee40.
Supervised by the Ministry of Labour, they are part of the plan of action for the rehabi-
litation, re-education and professional training of disabled workers.

Specialised vocational training centres

Disabled adult training relies on three main types of specialised training centres that pur-
sue a double objective of “re-education” and “rehabilitation”, which presupposes that the
disability arose after initial professional experience. These are centres of re-education-
rehabilitation and of vocational training that were created by the state, by a public group
or by a public establishment such as the National Office of War Veterans (ONAC), state-
approved private centres of re-education and vocational rehabilitation, such as the
centres created by Social Security, and back-to-work training centres, managed by a
group or a company subject to a ministerial agreement.

Professional re-education schools of the National Office of War Veterans41 were initially
destined for servicemen of the two last wars and have progressively opened their doors
to other groups. Currently, 90% of interns are persons who sustained an accident at work
and who belong to various social insurance programmes42. Basic training lasts 21 months
and is spread over two school years with eight to twelve weeks spent on an internship in
a company. It may be preceded by preliminary training of three to six months destined
to refresh general knowledge. Diplomas are awarded upon completion of these forms of
training (vocational training certificate (CAP) and technical school certificate (BEP)),
which are issued by the Ministry of National Education.

Private centres of vocational re-education, whether profit-oriented or not, are subject
to the double protection of the ministry responsible for Social Security and the ministry
responsible for labour and employment. They provide a wide spectrum of training ran-
ging from level V bis (preparation within one year for the certificate of primary studies:
CEP) to level III (preparation for the higher technical certificate: BTS). A vocational trai-
ning certificate issued by the Ministry of Labour is awarded at the end of the training
provided. Admission depends on age (less than 45 years) and psychotechnical level.
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41. According to the law of January 2, 1918.
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Financial reimbursement of the costs of the internship and remuneration stem, in part
from national solidarity, i.e. the state, and may be completed by AGEFIPH financing43.

The aim of corporate Back-to-Work Training Centres is to allow salaried employees
who had to interrupt their professional activity following disease or accident to resume
work and – after a brief period of time – to resume his/her previous position or – if this
fails – to have direct access to another position. Any establishment (or group of esta-
blishments with the same professional activity) with more than 5000 salaried employees
must guarantee – following a medical opinion – retraining for work and vocational re-
education for ill and injured persons belonging to the group or the establishment or
group of establishments44.

The aim of the Back-to-Work Contract45 (CRE) is to get people back to work who
– because of their disability – have become unable to carry out their function or who will
only be able to do so after a new adaptation. It provides essentially practical vocational
training either in a new job or in the carrying out of the former job. The CRE is only used
to an extremely low degree although it makes it possible to provide training in an ordi-
nary environment at a low cost, simplifies vocational reintegration and often leads to
employment.

Remuneration

Unemployed disabled workers who are undertaking a training internship authorised by
the state or a region and who carried out a salaried activity for six months in a twelve-
month period or for twelve months in a 24-month period receive monthly remunera-
tion46 equal to their former salary, adjusted by a revaluation coefficient47. Unemployed
disabled workers who do not fulfil these conditions as well as young disabled individuals
who are seeking a first job receive fixed remuneration48 when they pursue a training
internship that is authorised by the state or a region.

A placement bonus49 can be paid to the disabled worker at the end of a re-education,
rehabilitation or vocational training internship if he/she fulfils several conditions, in par-
ticular having been admitted to a retraining, rehabilitation or vocational training intern-
ship, of having pursued this internship in full under conditions considered to be satis-
factory by the director of the centre or the employer50.
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43. Measure no. 11.
44. Article L323-17 of the Labour Code.
45. Article L432-9 of the Social Security Code.
46. Decree of April 15, 1988.
47. Within the limits of a minimum of 4225.50 French francs and a maximum of 12676.50 French francs
(2003 value).
48. Fixed at 3803 French francs in 2003.
49. Article L323-16 of the Labour Code.
50. The amount is fixed as a sum between € 76.22 and € 152.45  (2003 value).



Financial aid for the employment
of disabled persons

Financial aids that favour the employment of disabled persons in a company comprise:
apprenticeship bonuses, aids for managing work situations, salary reductions, AGEFIPH
aids, financial aids and exemptions from paying social security contributions for hiring
and aids for machine constructors.

Apprenticeship bonuses

Heads of companies who train disabled apprentices may obtain51 a bonus destined to
compensate for the additional expenses or the “lack of earnings” that may result there-
from.

Aids for managing work situations

The state may grant financial aid to establishments, organisations or employers who are
subject to the obligation to hire disabled workers for the adaptation of workplaces and
the additional supervision costs to facilitate the employment or resumption of work in
an ordinary environment. These aids may apply to the adaptation of machines or tools,
work post management (individual equipment necessary for the disabled worker to
occupy his/her position), access to the workplace, the evolution of work posts thanks to
new technologies. The cost of technical assistance provided by an external ergonomist
may also be taken into account.

They also allow compensation for additional supervision costs to cover salary
expenses, social security contributions and, generally, all expenses directly linked to the
employment of staff guaranteeing the specific supervision of disabled workers.

Salary reductions

The salary of a disabled person cannot be lower that that resulting from the application
of the provisions of the collective labour agreement that applies in the company.
However, when the professional productivity of the disabled worker is manifestly dimi-
nished, reductions in salary can be authorised under certain conditions. The percentage
of the reduction is fixed by COTOREP, either when it places the disabled worker in
category B or C, or on request of the parties to the work contract. Reductions are limited
and, in category B, cannot exceed 10% of the salary normally allocated to an
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able-bodied worker carrying out the same task and, in category C, cannot exceed 20%
of the salary evaluated as above. Classification in category A does not authorise any
salary reduction.

AGEFIPH aids

The allocated aids do not replace those of the state or the territorial communities, but
complete them and are allocated after checking the appropriateness and examining the
costs Companies and employers in the private sector, irrespective of their legal form,
public companies, organisations and establishments that are subject to private law may
benefit therefrom. The AGEFIPH intervention programme comprises different mea-
sures in favour of access for and retention in employment of disabled persons. It
consists of information on and awareness of the law of 1987, diagnostic analysis and
advice on the issue of employing disabled persons in the company, an evaluation and
guidance balance sheet, training, apprenticeship aids, integration support and follow-
up, management of work situations, accessibility of workplaces, secondment to com-
panies of people working in a sheltered environment, bringing the sheltered environ-
ment closer to the ordinary environment, job retention, integration bonuses, support
for integration in the ordinary environment and aid for innovations. It may be possible
to combine these different forms of aid. The file requesting intervention must be sub-
mitted to the regional AGEFIPH delegation and each subsidised action is the subject of
a meeting.

Other work incentive aids

The aim of vocational integration contracts is to plan for a duration of three years the inte-
gration policy for disabled workers. These contracts are concluded between the state and
the employers. They appear to have become obsolete.

“Light employment” covers particular jobs in the ordinary production sector, which
are part-time and destined for disabled workers who cannot be employed in a normal or
full-time rhythm because or their physical or mental condition. They are destined for
workers suffering from a severe physical or mental disability who, in principle, require
work in a sheltered work environment, but cannot work there because there are no esta-
blishments of this kind close to where they live or because their condition or family situa-
tion does not allow this.

Tele-work is interactive long-distance work that utilises all means of telecommunica-
tions as well as possibly telematics and information technology. It is particularly adapted
to certain disabled persons and covers eight main employment groups: secretarial work,
accounting, information service, commercial action, management, file management,
communication and studies.

Machine constructors who make adjustments to their machines to enable disabled
persons to use them, can obtain financial aid from the state.
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Financial resources and protection for victims
of an accident at work or suffering
from an occupational disease

Independent resources following an accident
at work or occupational disease

Disabled adult subsidy (AAH)

This subsidy aims to guarantee minimum resources to severely disabled individuals and
is paid like a family benefit. It is paid to French nationals, European Union nationals and
to persons with residence permits and residing in France in the case of permanent inca-
pacity of at least equal to 80% or between 50 and 80% with a recognised impossibility52

of obtaining employment because of the disability. Beneficiaries need to be older than
20 years of age and younger than 60 years of age and their resources may not exceed the
fixed limit for the calendar year preceding the one in which the law starts to apply53. The
decision to pay this allowance is taken by COTOREP for the duration of at least one year
and at most five years. The monthly AAH amount is equal to one twelfth of the overall
total allowance paid to old salaried workers.

Compensation allowance

Irrespective of the preceding subsidy, the compensation allowance is destined to com-
pensate for the costs that arise through having to rely on a third person for essential acts
of everyday life and/or the supplementary costs that arise through carrying out a profes-
sional activity. It is paid to people between 16 and 60 years of age when the incapacity is
at least 80% according to the same means tests as is used for the AAH. It varies from 40%
to 80% depending on the nature and the permanence of necessary aid and depending on
the level of supplementary costs. It comes on top of the AAH and any old-age or invali-
dity benefit.

Accommodation allowance

This is destined to reduce rent for accommodation to a level that is compatible with
means.
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Health, maternity and old-age insurance

Disabled persons benefit from health insurance and maternity [3] benefits if (i) they
carry out a professional activity and are covered by their activity’s system; (ii) they bene-
fit from the disabled subsidy (disabled adult subsidy or AAH) and are covered by the
general social security system; (iii) they have the rights of those paying social security
contributions; (iv) they benefit from universal healthcare coverage (CMU)54 and from
old-age insurance under common law.

Particular resources following an accident at work
or occupational disease

Benefits in kind [1]

The insured party does not need to pay for any treatment. The health insurance compa-
nies transfer the allowances (payment by a third-party system) to the practitioners, phar-
macists, medical assistants, service providers and to the care establishments55. Apart from
reimbursing medical, surgical and pharmaceutical costs, these benefits in kind56 com-
prise the supply, repair and renewal of prosthetic and orthopaedic devices, the repair or
replacement of devices that have become useless because of the accident, transport costs
and the reimbursement of costs necessary for treatment. The period of professional re-
education is taken into account for calculating old-age pension rights57.

Cash benefits

Compensation for temporary incapacity

The insured party receives daily compensation starting from the first day of work being
stopped as a consequence of the accident at work for the whole period of time he/she is
unable to work (including the period of functional re-education and vocational rehabi-
litation)58. This period of inability to work ends with complete recovery, either with
consolidation of the injury – this corresponds to recovery without sequellae – or with the
stabilisation of the medical state – with or without sequellae – or with death. Daily com-
pensation can be maintained totally or in part if work is resumed if this resumption of
work is of a nature that will favour recovery or consolidation of the injury, or can be paid
once more after consolidation in the case of regression or worsening.
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54. Any person who does not carry out a professional activity and does not benefit from any social reimbur-
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56. Article L431-1 of the Social Security Code.
57. Article L432-6.
58. Article 431-1.



Daily compensation is calculated and is equal to a proportion of the daily salary. It is
set at 80% of the latter from the 29th day after work is stopped as a consequence of the
accident59. The total amount of compensation may not exceed the normal salary of wor-
kers in the same professional category or, if it is higher, the salary on which the daily com-
pensation calculation was based.

Compensation for permanent incapacity

In the case of permanent incapacity, the victim of an accident at work benefits from com-
pensation in the form of capital calculated using the rate of incapacity of the victim and
determined by a scale that is fixed by decree (official scale for accidents at work). This rate
depends on the nature of the disability, the general condition, age, physical and mental
faculties of the victim, his/her aptitudes and professional qualification.

Work protection measures

The work contract is suspended for the whole time that work is stopped and during the
waiting period and period of any rehabilitation, re-education or professional training
internship. The employer cannot terminate the working contract except in the case of
serious misconduct on the part of the salaried employee or because of an external factor
making it impossible to maintain it. Priority is guaranteed in terms of access to profes-
sional training actions. When work is taken up again, a study of placement possibilities
needs to be carried out between the employer, the salaried employee and the company
physician. This study must be backed up with regard to the common-law obligation. In
the case of redundancy, compensation is doubled. Incidentally, the victim of an accident
at work profits from provisions relating to the obligation to hire disabled workers or
those in a similar category in the ordinary work environment.

Conclusion [12]

In December 2001, the active disabled population in France numbered 840,000 indivi-
duals in work and 218,000 individuals seeking work. This population of job seekers dif-
fers from the general job-seeking population in three main characteristics: older, predo-
minantly male and under-qualified. In addition to the medical problems and functional
consequences thereof, this population is confronted by a situation of social disability. In
response to the problems of this population, the plans of action and structures of voca-
tional rehabilitation in France are weighty and complex. This comprises the complexity
of the COTOREPs, the length of time required to access the plans of action for specific
forms of training, the uneven spread of training centres around France, the relative rarity
of sheltered work structures such as sheltered workshops. There is a clear imbalance bet-
ween “administrative” and medical-social reimbursement, which is predominant, but
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often occurs late in the rehabilitation process, and “health” and medical reimbursement,
which is less developed and even non-existent in some areas and which should occur at
an earlier stage. Where it exists, this “health” reimbursement is sometimes oriented
towards certain pathologies (for example, common lombalgia) and is not generalised. In
response to this imbalance, the “COMETE” structures were put into place a few years ago.
Their aim is to reintegrate disabled persons vocationally at an early stage of their re-edu-
cation and they support vocational rehabilitation departments of the services and centres
of physical medicine and rehabilitation.

Nonetheless, despite this state of affairs, new perspectives are opening up. On the
occasion of his election in 2002, the President of the French Republic put forward as a
national priority taking care of disabled persons. The guideline law of 1975 is in the pro-
cess of being revised and consists of 75 propositions, some of which express a true desire
to deal with obstacles in the way of vocational integration (for example: the current
impossibility of drawing salary and allowance at the same time). One of these proposi-
tions aims to redefine existing allowances around integral disability compensation.
Finally, COTOREP and CDES should truly become places where people listen to and eva-
luate the needs of individuals so that they can work out a life plan with them.
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The paradigm shift – introduction

The introduction of Social Security Code IX (SSC = SGB – Sozialgesetzbuch) on
01.07.2001 represented a milestone in vocational rehabilitation, in particular, and in the
participation of human beings in working life. It saw the start of a paradigm shift in poli-
cies for the disabled in Germany. This “Draft legislation to promote the training and
employment of the severely disabled” is a further development that will become effective
after passing the arbitration commission. The following path is being pursued: from the
welfare and passive care given to the disabled (also to people threatened by disability)
through to participation and active self-determination. This represents a change in role
for all involved: providers are in the role of customer-oriented service providers while the
people concerned assume the active role of self-determined service claimants. In order to
achieve this goal, SSC IX has summarized the regulations that apply uniformly to several
social security sectors and their bodies. In addition, supplementary regulations were
created.

Overview of important facts created
by Social Security Code IX

Creation of a uniform concept of disability that is measured on the basis of a condition
typical of a person’s age without any functional health problems. This means: if physical
function, mental ability or emotional health are extremely likely to deviate from this
“typical condition” for longer than six months and – participation in life in society – is
affected. For the first time, people threatened by disablement are included.

Particular aspects:

– prevention has priority;

– priority of benefits for the purpose of participation;

Vocational rehabilitation and participation
in working life:
the German model

H.M. Schian



– coordination of benefits, combined effect of the services of the seven rehabilitation
agencies, obligation of rehabilitation agencies to cooperate, formation of joint cross-
agency service points to advise, inform and accompany those concerned, priority given
to the promotion of self-help, principles designed to assure quality in rehabilitation.

In principle, legislators have followed the concept of the International Classification
of Functioning, Disability and Health, WHO 2001. The paradigm is the participation
model, the active participation and active involvement of those concerned to attain this
goal. In order to achieve this, the right of beneficiaries to request and to choose was intro-
duced and combined with the possibility of receiving a personal budget in order to
handle their own path to rehabilitation by themselves. The possibilities open to organi-
zations for the disabled are clearly reinforced.

Important key aspects with reference
to vocational rehabilitation and integration
to facilitate participation
in working life – an overview

Sign language is compulsory in the field of assistance and advice for the hearing-impai-
red.

Accompanying benefits to achieve participation in working life. They are not listed
here individually.

Due consideration is given to the special requirements of the problems encountered
by disabled women and children.

Due consideration was given to more recent findings on the participation of people
with mental problems.

The gradual resumption of work based on time and content is legally binding for all
rehabilitation agencies. The coordination instruments between agencies, those concer-
ned, general practitioners, work doctors and companies are regulated.

Working assistance for people with particularly pronounced disablement in working
life is increased.

Fundamentals for job-site integration management
Integration teams can be formed in companies or integration services can operate for

smaller companies as external service providers. The integration agreements, which can
be compiled in agreement between the tariff partner and/or employer and employee
representation as well as union workplace representatives for the severely disabled in
companies with the enlistment of the help of experts in occupational rehabilitation form
an important element.

Another possibility is the conclusion of company agreements within a company that
integrate integration agreements.
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What is of particular importance, however, is that job-site integration management
is based on integration, a method that also clearly follows preventive targets. Put simply:

Exclusion from working life must be prevented with all available means, integration
into working life “as a one-stop system” must be promoted with all available means.

Overview of benefits for the participation
of disabled people with due regard
for the seven rehabilitation agencies

Figure 1 shows the seven rehabilitation agencies that are now covered by Social Security
Code IX. The table in Figure 2 shows the “Benefits for the participation of the disabled”
as an overview. The second column (Fig. 2) contains the benefits for participation in
working life, which are of special significance for vocational rehabilitation in Germany.

Social Security Code IX spells out the benefits and thus spreads a cooperative and
organisational net over the seven rehabilitation agencies. Their individual benefit rights
are described in the relevant social security codes and are only reproduced here in the
form of an overview. With regard to Figures 3, 4, it will be clear to the reader that the
coordinating statutory intention of Social Security Code IX with its participatory para-
digm shift was absolutely imperative.

Overview of a summarizing, simplified description
of the services of the seven agencies (q.v. Figs. 1, 2
in this connection)

Health insurance: (SSC V) the treatment of the sick and the integration of the disabled,
the payment of sickness benefits, no matter whether this is a private accident, an acute or
chronic sickness. Using the instrument of gradual reintegration, health insurance has a
direct effect on the goal of participation in working life.

In cases of sickness and accidents (if these are not clearly caused by work such as
occupational diseases and accidents at work), compulsory health insurance is responsible
for outpatient and inpatient treatment irrespective of cause. (Under certain circum-
stances, income, etc. private health insurance can be an alternative).

From the first day of working incapacity caused by illness, the employer pays for six
weeks, what is more or less a wage benefit, (wage continuation, compensation payment).
The responsibility of the statutory medical insurance begins from the seventh week on;
it pays sickness benefits (for 78 weeks). If working incapacity threatens or takes place, the
pension insurance takes over with medical and/or vocational rehabilitation and the cor-
responding financial coverage (transitional payments).
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(Healthcare insurance: care benefits and introduction, coordination and provision of
participatory benefits, care services, healthcare payments, etc. – it is not included in SSC
IX, but naturally has a supplementary effect).

Pension insurance: (PI-SSC VI) On the one hand, pensions due to a reduction in ear-
ning capacity, on the other hand, the integration of the disabled, particularly into gain-
ful employment:

In principle, it can be assumed that – if the prerequisites for claims are fulfilled and
reduction in earning capacity is imminent or present – the statutory pension insurance
is responsible for medical or occupational rehabilitation. For the purpose of speeding up
the introduction of medical rehabilitation procedures, one of the special examples of
inpatient rehabilitation is what is known as the follow-up healing process. This is made
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Fig. 2 – Rehabilitative measures.

Medical measures

Especially:
– Medical and dental
treatment 
– Medication and
bandages
– Remedies including
physiotherapy, kine-
totherapy, speech the-
rapy and occupational
therapy 
– Prostheses, ortho-
paedical aids and
other aids 
– Work tolerance tests
and work therapy,
also in hospitals, reha-
bilitation facilities

Vocational
rehabilitation

Especially:
– Assistance in maintai-
ning or getting a job 
– Measures for finding a
job, work tolerance tests
and preparation for the
job
– Vocational adaptation,
education, further trai-
ning and retraining
– Other assistance for
furtherance of the eco-
nomic activity or occu-
pation in the general
labour market or in a
workshop for disabled
persons

Measures for integration
in school age pre-school
age, measures for social

integration,
others measures

Especially assistance:
– In developing the mental
and physical abilities
before the child gets to
school age
– For an appropriate edu-
cation in school including
the necessary preparation 
– For disabled persons,
that can only be trained in
practical work, in order to
enable them to participate
in society 
– In carrying out an appro-
priate occupation, as far as
measures for vocational
promotion are impossible 
– In making communica-
tion possible or easier 
– In maintaining, impro-
ving, restoring the physical
and mental flexibility and
the emotional equilibrance 
– For making it easier or
possible to keep the hou-
sehold
– To improve housing ac-
commodation 
– In organizing leisure
time and in other kinds of
participation in social and
cultural life

Supplementary
measures

Especially:
– Transitional payment,
sickness benefits, injury
benefit, special sickness
benefit for war disabled
people
– Other assistance in
life-supply
– Contributions to the
statutory health-, acci-
dent- and pension insu-
rance and to the federal
labour office 
– Paying the costs that
are associated with mea-
sures of vocational pro-
motion
– Financing travel ex-
penditures 
– Rehabilitation-sports
in groups under medi-
cal surveillance 
– Housekeeping assis-
tants



possible by a direct transition from inpatient hospital treatment to inpatient rehabilita-
tion establishment. If an application for vocational rehabilitation is approved, the range
of benefits provided by pension insurance also includes financial cover for the person
concerned as well as almost all flanking measures.

Depending on the situation of the individual case, all (seven) rehabilitation agencies
can be involved in medical rehabilitation. They do so irrespective of the cause (q.v. pre-
viously mentioned exceptions, however).

Statutory accident insurance: (SSC VII) A peculiarity as here, consequentially caused,
compensation by means of financial payment is combined with all the “one-stop” bene-
fits for the integration of the disabled into working life. The other task is occupational
and health protection as well as prevention.

In the case of an occupational disease or accident, full responsibility for all benefits
rests with the statutory accident insurance. The involvement of the latter is more or less
only over when healthcare, medical and vocational rehabilitation have resulted in inte-
gration into gainful employment. In addition, the statutory accident insurance pays – in
accordance with certain rules – compensation that is income-related, i.e., it also pays the
pension resulting from disability or sickness if working capacity can no longer be attai-
ned. The degree of reduction regarding working capacity as interpreted by accident insu-
rance on the general labour market serves for the percentile assessment of compensation
obligation and not the reduction in earning capacity as interpreted by the statutory pen-
sion insurance.

Federal Labour Agency: (SSC III – Promotion of labour) Procurement of training and
further training places, finding work for the disabled in gainful employment by means of
placement service. For this purpose, there are links with the business world and with
individual employers. In the case of imminent or actual unemployment, the federal
Labour Agency pays unemployment benefits and assistance, intercedes and bears exclu-
sively qualifying shares in occupational rehabilitation among a wide range of different
specialist institutions for qualifying occupational rehabilitation.

Law of social compensation in the case of health impairment: Special assistance in indi-
vidual cases, including occupational promotion as well as pension payments. These are
subsidiary benefits, which – dependent on the situation of each individual case – can
encompass all the benefits required including medical and vocational rehabilitation.

Help for young people: Help in education and integration, in particular for mentally
disabled children and young people.

Simplified schematic description
of the path following illness or accident
from acute treatment through to integration

This path can best be followed using Illustrations 3 and 4 below. The stages given there
correspond to the overviews in sections 3, 4 and 5 and are described in detail in section 7.
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Acute disease

Defined impairment

Indefined impairment

Family doctor
and specialised
physician

Health service
Hospital

Medical rehabilitation 

Medical follow up  

Individually general prevention and
linked to the work conditions

Differences between functional
capacity and work conditions

Therapy
Training
Counselling
Medical report with vocational
rehabilitation proposals

Lack of an alarm system to prevent
chronic evolution

Observation and counselling in:

- resolution of psychosocial problem
- supplementary need in rehabilitation
- vocational rehabilitation
- job analysis and work conditions

Accident

Complete reinsertion

Continued on

Fig.4

Fig. 3 – Graphic simplified and schematic representation of the path from the treatment of the
actue phase to the reinsertion after a disease or an accident.

Progressive reinsertion
functional evaluation

trying out for work
Complete
reinsertion

Follow up with aid to 
the reinsertion 
if necessary 

Working as guided process or after 
"try and error" mode 

Management and close watch
 of a follow up 

Changes in work conditions and jobs  

Measures of vocational
 development 

Complete and sustainable loss
of working ability

Transitory loss of  
working abilitiy

working ability

Kind of practice in 
partial allowances: 

- partial allowances  
- partial time work  

Complete
reinsertion

Options:
socio-
vocational
workshops

Sheltered
workshops

Search of a job

Job completely or partially suited
to the situation

Redeployment (retraining)

Continuation of Fig.3

Partial loss of 

Integration agreement 

Fig. 4 – Counselling and support by the insurance carriers.
Particular models: institutional services.
Specialised services in reinsertion after the new law on disability.

Institut für Qualitätssicherung in
Prävention und Rehabilitation (GmbH)
an der Deutschen Sporthochschule Köln

Institut für Qualitätssicherung in
Prävention und Rehabilitation (GmbH)
an der Deutschen Sporthochschule Köln

Institut für Qualitätssicherung in
Prävention und Rehabilitation (GmbH)
an der Deutschen Sporthochschule Köln



Current state of affairs created by SSC IX

The overviews given in the beginning of this chapter and illustrations 1 to 4 are indivi-
dually described below and arranged in accordance with SSC IX.

Introduction

There is not one single independent social benefit fund which holds responsibility for
participation-oriented benefits as a whole or even individual benefit categories; instead
they are part of the miscellaneous tasks of a number of benefit funds which, in the
context of participation-oriented benefits, are referred to as rehabilitation funds.
According to section 6 of Book 9 of the Social Code:

– medical rehabilitation benefits are provided by the health insurance, pension insu-
rance and occupational accident insurance funds as well as by the funds providing com-
pensation benefits in the event of damage to health;

– benefits aimed at participation in working life are provided by the Federal
Employment Service, the pension and occupational accident insurance funds as well as
by the funds providing compensation benefits in the event of damage to health,

– benefits aimed at participation in community life are provided by the occupational
accident insurance funds and by the funds providing compensation benefits in the event
of damage to health.

Because of their comprehensive range of responsibilities, the funds responsible for
public youth welfare and social assistance step in as subsidiary funds in the case of all
benefits aimed at participation where the required benefits cannot be obtained from
funds responsible in the first place because the respective eligibility requirements are not
met in individual cases. On the whole, participation-oriented benefits are provided by
seven categories of rehabilitation funds:
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Occup. Fed.
acci- Social Health Pension employ- Social

Benefit dent compen- insu- insu- ment Youth assis-
aimed at ins. sation rance rance service welfare tance

Medical X X X X X X
rehabilitation
Participation X X X X X X
in working life
Participation X X X X
in community life

The question as to which benefits aimed at participation are provided by which reha-
bilitation fund and under which conditions depends on the benefit laws applying to the
individual rehabilitation funds (section 7, clause 2, of Book 9 of the Social Code); this



takes account of the fact that the system consists of various branches. Thus pension insu-
rance benefits may only be granted to persons who are covered by that scheme, and social
assistance benefits only to those who meet the requirements of that scheme; the relevant
regulations are laid down in the respective Books of the Social Code and in other laws on
benefits. In contrast, regulations on the nature and objectives of participation-oriented
benefits which can be similar for various social benefit areas are to be found only in one
place – in Book 9 of the Social Code – which is also meant to illustrate that the common
objective – a participation of disabled persons and persons who are in danger of beco-
ming disabled in the life of society to the largest possible extent – is generally pursued in
the same way by all rehabilitation funds that are responsible in individual cases. Due to
the consolidation of regulations which apply uniformly to several social benefit areas,
Book 9 of the Social Code is similarly effective across the board as the regulations of
Books 1, 4 and 10 of the Social Code already were before. Because of the particularities
of a system which consists of various branches, these uniform regulations can only apply
if the benefit legislation applicable to the individual rehabilitation funds does not pro-
vide otherwise; in the context of the drafting of Book 9 of the Social Code, however,
many special regulations of individual benefit laws were repealed, replaced by references
to Book 9 of the Social Code or adjusted in terms of their contents.

Section 11 of Book 9 of the Social Code provides that in so far as it is necessary in
individual cases, the responsible rehabilitation fund examines at the time when medical
rehabilitation benefits are initiated, while they are provided and after their completion
whether the earning capacity of a person with disabilities or in danger of becoming disa-
bled may be preserved, improved or restored by means of suitable benefits aimed at par-
ticipation in working life. If it becomes evident during the provision of medical rehabi-
litation benefits that it may be difficult for a person to keep his present job, the question
whether benefits aimed at participation in working life are necessary is clarified without
delay in consultation with the person concerned and the responsible rehabilitation fund.

In addition to the benefits aimed at participation in working life that are granted if
the requirements are fulfilled, severely disabled persons may also receive special benefits
and other assistance under Part 2 of Book 9 of the Social Code to attain this objective;
further details are given in nos. 92 to 107. These benefits are financed from the compen-
satory levy which employers have to pay if they fail to meet their obligation to employ
severely disabled persons. The benefits of the statutory long-term care insurance whose
funds do not belong to the rehabilitation funds are described separately.

Benefits aimed at participation in working life

Vocational training cannot guarantee permanent participation in working life; it is
nevertheless indispensable, since disabled persons can only survive competition in wor-
king life with non-disabled persons if they have the best possible vocational qualifica-
tions. It is therefore a primary task of educational and social policy together, also and par-
ticularly in case of problems on the labour market, to provide comprehensive training
opportunities for disabled persons in order to give them the greatest possible degree of
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equality of opportunity when competing with non-disabled persons for permanent
employment.

According to section 33 of Book 9 of the Social Code, benefits aimed at participation
in working life should include all forms of benefits necessary to sustain, enhance, gene-
rate or restore the earning power of disabled persons or persons in danger of becoming
disabled in accordance with their capability, thereby assuring their permanent participa-
tion in working life, if possible. The selection of benefits aimed at participation in wor-
king life must take sufficient account of the aptitude, inclinations and earlier occupation
of the disabled person as well as of the situation on and development of the labour mar-
ket. It is ensured that disabled women enjoy equal opportunities in working life.

Other benefits aimed at participation in working life, in addition to those mentioned
under no. 67-73, are, in particular:

– assistance to keep or obtain employment, including counselling and placement ser-
vices, training measures and mobility aids;

– preparation for employment, including basic training necessary due to the disabi-
lity;

– vocational adaptation and further training, also if benefits include a school-leaving
diploma required for participation in the measures;

– vocational training, also if benefits include, for less than half of the time, school-
type training;

– bridging allowances in compliance with section 57 of Book 3 of the Social Code, to
be provided by the rehabilitation funds according to section 6(1), no. 2-5;

– other forms of assistance to promote participation in working life in order to allow
disabled persons to obtain and keep appropriate employment or self-employment.

There is, partially, a legal right to the benefits required in each individual case for par-
ticipation in working life; partially, benefits are subject to dutiful discretion.

In numerous cases, benefits such as technical equipment for the workplace, aids for the
disability-specific adaptation or for the acquisition of a motor vehicle – the details are
regulated by the Motor Vehicle Assistance Regulation –, training subsidies and integration
assistance to employers are sufficient to achieve the goal of rehabilitation. However, voca-
tional training measures form the core of benefits aimed at participation in working life.

The primary objective of vocational training for disabled persons is training in an
officially recognised training occupation under section 25 of the Vocational Training Act or
section 25 of the Handicrafts Regulation Act. This is to take place, whenever possible, in
a company or administration along with non-disabled persons; at the same time, this
training is supplemented in accordance with the legislation of the Länder by attendance
at a vocational school (dual training). On-the-job training is often made possible by pro-
viding training subsidies to employers.

The special circumstances of disabled persons are taken into account, where appro-
priate, for training in an officially recognised training occupation. This possibility is
granted by section 48(1) of the Vocational Training Act and section 42b(1) of the
Handicrafts Regulation Act. Recommendations adopted by the Central Committee of the
Federal Vocational Training Institute contain information as to how the special concerns
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of disabled persons may be taken into account in intermediate, final and qualifying exa-
minations. For instance, individual training units may be dispensed with where these are
of secondary importance as far as subsequent employment is concerned. If there is a need
to modify the standard required in examinations due to the candidate’s disability, this
fact will be recorded on the certificate.

For young people who cannot be trained in officially recognised training occupa-
tions, despite extra assistance and the possibility of derogating from training regulations,
because of the nature or severity of their disability, section 48b of the Vocational Training
Act and section 42d of the Handicrafts Regulation Act give the competent regional
authorities the possibility of creating regulations on training outside officially recognised
training occupations to take account of the special circumstances of disabled persons. The
special training courses are intended to lead to a final qualification which can be used to
seek employment in the labour market and guarantees access to officially recognised trai-
ning occupations. According to Federal Employment Service statistics, the number of
young disabled persons participating in these special training courses was 21,372 in
December 2002. A large number of these special courses were in the metalworking
trades, followed by housekeeping and the building and allied trades. To obtain some
degree of uniformity in these training courses, the Federal Vocational Training Institute
drafted, as part of the recommendations put forward by its Central Committee in 1978,
standardised forms of nationwide training courses in the form of model recommenda-
tions, the regional implementation of which is subject to the decisions of the relevant
chambers and the other “competent bodies” under the Vocational Training Act and the
Handicrafts Regulation Act.

The aforementioned principles governing the vocational training of disabled persons
also apply to the further training of adults rendered necessary because of a disability; it is
possible for adults, however, to be retrained in other professions than the officially reco-
gnised training occupations. Section 37 of Book 9 of the Social Code provides that under
normal circumstances the duration of payment of vocational further training benefits
should not exceed two years.

Where appropriate conditions exist, both disabled and non-disabled persons should
receive training in companies and administrations; the same applies to further training of
disabled adults or adults who are in danger of becoming disabled. Experience shows that
such training offers particularly good opportunities for lasting participation in working
life since it enables the trainees to grow accustomed to the conditions and demands of
everyday working life, and trainees are normally taken directly into employment after-
wards. If the company and the vocational school are willing and able to provide training
while taking adequate account of disabilities, priority is also given to this kind of training
for disabled persons. At the end of December 2002, 147,254 disabled persons assisted by
the Federal Employment Service in the context of participation in working life were
taking part in work preparation or vocational support measures, 45,719 of them in the
new Länder. Of these persons, 59,651 completed vocational training courses and 33,917
further training courses, 24,356 took part in support courses and 18,049 in measures car-
ried out in the context of the admission procedures and in the vocational training sec-
tions of workshops for disabled persons.
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Where training measures carried out within companies make it necessary, because of
the nature or severity of the disability or in order for participation to be successful, to
accommodate the persons away from their own or parental home, expenses for board and
lodging are covered (section 33(7), no. 1, of Book 9 of the Social Code).

Where it is required by the nature or severity of the disability or in order to guaran-
tee successful participation, vocational training measures are implemented in special
centres for vocational rehabilitation (section 35 of Book 9 of the Social Code). These
centres for the initial training of young disabled persons (50 vocational training centres
with around 13,000 places) and for the retraining of disabled adults (27 vocational retrai-
ning centres with around 15,000 places) are equipped with the necessary specialist
(medical, psychological, educational and social) services. In the case of these measures,
the rehabilitation fund responsible accepts all expenses related to the benefit, including
board and lodging. The training programmes are to take account of the inclinations and
abilities of persons undergoing rehabilitation and be geared to the progressing demands
of the labour market and adapt these training programmes to developments in techno-
logy. The fact that the work done by vocational training and retraining centres is suc-
cessful is, for example, shown by the good placement results of those who complete the
courses at these centres: according to surveys carried out among former trainees one year
after the payment of benefits has ended, they amount to roughly 70 per cent (covering a
wide range of different professions). The success of participation in working life is due
not least to the fact that participants in these benefit measures are continually introdu-
ced to modern technologies such as numerical control machines, computer-controlled
drawing systems, modern data processing equipment and microelectronics and, there-
fore, have greater opportunities than others for employment in modern industries. For
the future, however, increasing placement difficulties must be expected so that more fol-
low-up care will be necessary for those having completed courses in rehabilitation
centres.

In addition to the vocational retraining and vocational training centres, particular
importance is assigned to the centres for medical and occupational rehabilitation (18 with
3,915 places) where, in the case of certain (e.g. neurological) illnesses, initial steps of
vocational assistance (e.g. assessment of aptitude for work and work testing, benefits for
further training) are already initiated while benefits for medical rehabilitation are being
paid. These centres bridge the gap between purely medical-based centres for acute treat-
ment and primary care on the one hand and the occupational rehabilitation centres on
the other, which provide training and further training.

When paying benefits aimed at participation in working life, the rehabilitation fund
responsible usually provides cash benefits (training allowance for initial training, bridging
allowance to assure subsistence), provided that the eligibility criteria of that particular
fund are satisfied, and also pays social security contributions (section 44(1), no. 2, of
Book 9 of the Social Code). The bridging allowance usually amounts to 68 per cent of
previous regular earnings (80 per cent of previous earnings, but no more than the full
amount of previous net earnings), rising to 75 per cent if the beneficiary has at least one
child within the meaning of section 32(1), (3) to (5) of the Income Tax Act or if the spouse
with whom the disabled person shares a home is unable to obtain gainful employment
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due to taking care of the beneficiary or because this spouse is in need of care also and is
not entitled to benefits from the long-term care insurance. In addition to this, other
supplementary benefits and benefits to guarantee subsistence are possible such as:

– rehabilitation sports or functional training if prescribed by a doctor (section 44(1),
no. 3, of Book 9 of the Social Code),

– travelling expenses (section 53 of Book 9 of the Social Code),
– domestic help or help at work (section 54(1), (2) and (4) of Book 9 of the Social

Code), and
– costs linked with child care (section 54(3) of Book 9 of the Social Code).

For a course of study at a university, college or similar educational establishment, disa-
bled persons can normally only be given assistance according to the Federal Education
Assistance Act; in many instances, however, there is also a need for intervention by social
assistance, which also classifies this type of training as vocational training for disabled
persons (section 13 of the Integration Assistance Regulation).

Special forms of assistance are often required to facilitate participation in working life
– for example, immediately after successful completion of some form of vocational trai-
ning. To facilitate the taking up of employment, the relevant stipulations in section 33 of
Book 9 of the Social Code provide for benefits to the disabled persons themselves or their
employers. Forms of assistance available to the persons concerned include:

– the coverage of costs linked with course fees, examination fees, expenses for study
aids, working clothes and working equipment;

– motor vehicle assistance according to the Motor Vehicle Assistance Regulation;
– compensation of unavoidable loss of income arising for the severely disabled per-

son or a person accompanying the disabled person due to travelling to and from training
measures and job interviews;

– costs for work assistance which the disabled person may need in order to find a job;
– costs for aids which may be necessary due to the type or severity of the disability in

order to exercise an occupation, participate in benefits aimed at participation in working
life or increase the safety of the disabled person travelling to and from the workplace and
at the workplace itself, unless the employer has an obligation in this respect or such bene-
fits can be granted as medical benefits;

– costs for technical aids necessary to exercise an occupation due to the type or seve-
rity of the disability, and

– reasonable costs for procuring, equipping and maintaining a home fit for disabled
persons.

Of the funds responsible for benefits aimed at participation in working life, the Federal
Employment Service is almost exclusively responsible for the initial participation of disa-
bled persons in working life and in many cases bears the responsibility for restoring par-
ticipation in the event of disabilities occurring at a later stage. The accident insurance and
social compensation funds, on the basis of their obligations, have a clearly defined group
of persons to assist. Pension insurance provides discretionary benefits aimed at partici-
pation in working life especially where the earning capacity of an insured person, after
15 years of paying contributions, is substantially threatened due to a potential disability,
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where a pension on account of reduced earning capacity is paid, or would have to be paid
without these benefits, or where such benefits are to be provided directly after benefits
for medical rehabilitation granted by the pension insurance funds.

Because of the comprehensive nature of benefits aimed at participation in working
life from other funds, social assistance benefits are relevant only in individual cases.
However, these benefits are of great importance for workshops for disabled persons (see
also nos. 108-112). To assist disabled persons in obtaining a type of work which is suited
to their disability, assistance is also given as part of integration assistance to support work
at home. In all other instances, the general regulations on working at home (Homework
Act) apply to disabled persons.

For the whole area of benefits aimed at participation in working life, the Federal
Employment Service also has the special task, over and above its function as one of the
funds responsible for rehabilitation, of producing, upon request of another rehabilitation
fund, a report on the need for, the type and the scope of benefits, while taking into
account their effectiveness with regard to prospects in the labour market (section 38 of
Book 9 of the Social Code).

Special forms of assistance for participation
of severely disabled persons in working life

To improve the opportunities of severely disabled persons in working life, special forms of
assistance are available, in addition to the benefits aimed at participation in working life,
which can also be claimed by severely disabled persons under Part 2 of Book 9 of the
Social Code. In order to secure employment for the disabled persons covered by this
legislation and at the same time improve the individual conditions, this Act provides for
the following, in particular:

– the duty of public and private employers to fill 5 per cent of the positions with seve-
rely disabled persons or pay a compensatory levy for unfilled compulsory places (sections
71 et seq. of Book 9 of the Social Code);

– special responsibilities of employers toward severely disabled employees (sections
81 et seq. of Book 9 of the Social Code);

– a special protection against unlawful dismissal for severely disabled employees fol-
lowing expiry of a six-month period (sections 85 et seq. of Book 9 of the Social Code);

– protection of the interests of severely disabled persons at work by the representa-
tives for severely disabled persons (sections 93 et seq. of Book 9 of the Social Code), and

– supplementary benefits granted by the Federal Employment Service and the inte-
gration offices to severely disabled persons to facilitate their participation in working life
(sections 101 et seq. of Book 9 of the Social Code).

On the basis of the “Points of reference for those issuing medical reports” published by
the Federal Ministry of Health and Social Security, the compensation office determines
which persons are to be classified as severely disabled. The severity of the limitation is
expressed as a “degree of disability” in increments of ten degrees between 10 and 100. The
fact that this determination is made on a general basis and not in relation to a particular
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job means that severely disabled persons are also and particularly protected in jobs where
their disability has little effect. Severely disabled persons may receive a pass upon appli-
cation, which verifies the degree of disability ascertained and makes it easier to exercise
certain rights and obtain compensation for disadvantage. If disabled persons having a
degree of disability of less than 50 but of at least 30 are unable, because of their disabi-
lity, to find or retain suitable employment, they are accorded equal status with severely
disabled persons by the employment office upon application.

Part 2 of Book 9 of the Social Code obliges all employers to examine whether persons
with severe disabilities or persons of equal status could be employed when vacancies are
to be filled. The same Act also provides for work to be adapted to accommodate the disa-
bility by:

– equipping workplaces with the requisite technical equipment;
– designing and maintaining the working environment, furnishings, machinery and

appliances with the aim of allowing the highest possible number of severely disabled per-
sons to be employed;

– employing severely disabled persons in such a way that they are able to fully deve-
lop and use their knowledge and skills, and

– promoting occupational advancement and facilitating participation in on-going
vocational further training.

The special regulations and principles for filling civil service and judicial posts are
also to be formulated in such a way that the engagement and employment of severely
disabled persons is promoted and there is an appropriate percentage of severely disabled
persons amongst civil servants and judges.

The employment obligation is of particular importance for securing the participation
of severely disabled persons in the labour and training places market. Employers with a
workforce of 20 or more are obliged to ensure that at least 5 per cent of their workforce
is made up of severely disabled persons. This obligation applies not only to private, but
also to public employers. In calculating compulsory places, the employment office may
take into account more than one, at most three, compulsory places for one severely disa-
bled person if participation of that person in working life is particularly difficult.

Fulfilling the employment obligation is not always easy if no suitable severely disabled
candidate is available when a vacancy arises; yet solutions can often be found with good
will and by drawing upon all available forms of assistance. Nevertheless, many employers
obliged to employ severely disabled persons are still not willing to meet their obligation
and pay the compensatory levy.

Of the 151,595 employers who were subject to the employment obligation in 2001,
30,900 (around 20 per cent) had fulfilled their obligation or were above the obligatory
number. However, 80 per cent of all employers failed to meet their obligations or did not
meet them in full. In 2001 the employment rate amounted to 3.8 per cent in Germany.

The compensatory levy payable by employers monthly per unfilled compulsory place
amounts to:

– € 105 in the case of an annual average employment quota of 3 per cent up to less
than 5 per cent;
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– € 180 in the case of an annual average employment quota of 2 up to less than 3 per
cent;

– € 260 in the case of an annual average employment quota of less than 2 per cent.

The revenue from the compensatory levy may only be used for participation pur-
poses of severely disabled persons; the details are embodied in the Severely Disabled
Persons Compensatory Levy Regulation.

The revenue from the compensatory levy – around DM 1,013 million in 2001 – is
used primarily for the engagement and employment of severely disabled persons, which
means that the greater part of it is returned to employers. A 55 per cent share goes to the
integration offices of the Länder (which used to be called “main welfare offices”) where
it is used for benefits to boost the supply of jobs and training places for severely disabled
persons, benefits towards supplementary assistance in working life and other measures
for the participation of severely disabled persons. Forty-five per cent of the revenue is
invested in the Compensation Fund set up by the Federal Ministry of Health and Social
Security to promote nation-wide benefits aimed at participation of severely disabled per-
sons in working life. The Compensation Fund allocates to the Federal Employment
Service the resources necessary for the special promotion of the recruitment and employ-
ment of severely disabled persons. In addition, it promotes nation-wide projects for par-
ticipation of severely disabled persons in working life.

Special Promotion for severely disabled persons
with particular difficulties

Special promotion of engagement and employment of severely disabled persons
concerns those severely disabled persons who, as a result of their disability, old age or
other reasons, have particular difficulties on the labour or training places market. This
includes those severely disabled persons who require a special assistant or other excep-
tional expenses to enable them to work, whose employment will permanently cause
exceptional expenses for the employer due to their disability, whose performance is
obviously reduced considerably on a permanent basis due to their disability, or whose
degree of disability caused solely by a mental or psychological disability or pathological
fits reaches a level of 50, or who due to the type and severity of their disability do not have
a vocational training diploma as defined under the Vocational Training Act, as well as
severely disabled persons aged 50 and over (section 72(2) of Book 9 of the Social Code).
Where employers who fulfil or are not subject to the employment obligation engage seve-
rely disabled persons from the above groups, they may be entitled in accordance with sec-
tion 222a of Book 3 of the Social Code to receive wage cost subsidies from the Federal
Employment Service of up to 70 per cent of the wage paid to the severely disabled per-
son for up to three years, and in the case of older severely disabled persons, for up to eight
years.

Supplementary assistance in working life is implemented by the integration offices or
– on their behalf – by the local welfare offices in close co-operation with the Federal
Employment Service. The intention is to ensure that the social status of severely disabled
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persons does not decline, that they are employed in jobs in which they are able to fully
use and develop their skills and knowledge, and that they are enabled to assert themselves
at work and in competition with non-disabled persons.

In addition to the financial assistance provided by the integration offices, in particu-
lar for a disability-suited equipment of training places and workplaces and to compen-
sate for extreme difficulties resulting from the employment of particularly severely disa-
bled persons, the other forms of assistance they offer also play an important role. The
counselling of severely disabled persons, mainly at work, and company visits are of parti-
cular significance. The integration offices may also involve independent funds in the pro-
vision of psychological and social care as part of their supplementary assistance pro-
gramme in working life; such care is important not only for psychologically disabled per-
sons but for all severely disabled persons and persons of equal status (in the latter ins-
tance, the need for this type of care will depend upon the circumstances in each indivi-
dual case).

On the basis of experience and findings gained in model projects, and by involving
other existing services, local specialist services for integration were set up all over the coun-
try. These services are to support employment offices, the other rehabilitation funds and
integration offices in fulfilling their tasks, especially when it comes to counselling seve-
rely disabled persons before taking a job, when looking for a job, in application proce-
dures, after they have taken a job, and to assisting them in gaining mental and social sta-
bility; moreover, they can provide information, advice and support to companies and
administrations. In addition to focusing on severely disabled persons who are unem-
ployed or in danger of becoming unemployed, the activities of the specialist services will
also concentrate on the transition of severely disabled persons from workshops for disa-
bled persons to employment in the general labour market, and from school to employ-
ment under the conditions of the general labour market, if the persons concerned could
otherwise only be employed in a workshop for disabled persons.

Further special promotion

A further important instrument for securing and preserving jobs for severely disabled
persons is the special protection against dismissal; this commences six months after the
start of employment. The employer’s obligation to obtain the approval of the integration
office before giving notice of dismissal is intended primarily to examine all forms of assis-
tance which might secure continuing employment and to weigh the interests of both par-
ties; should these measures serve to show that the continued employment of the severely
disabled person is unreasonable, given the circumstances of the individual case, the dis-
missal is approved. This is what happens in the majority of proceedings initiated; conse-
quently, this protection against dismissal is not an obstacle to recruitment – a view which
is still held by many employers despite increased information.

The special interests of severely disabled persons are looked after by works and staff
councils in companies and administrations. Where more than five members of perma-
nent staff are severely disabled, a spokesperson as a representative for severely disabled
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persons is to be elected. The main task of this representative is to monitor adherence to
all provisions in favour of disabled persons and to support these persons by providing
advice and assistance. The representatives of severely disabled persons are able, on the
basis of their specialist knowledge and experience of procedures in companies and admi-
nistrations, to make a valuable contribution to improving participation of severely disa-
bled persons in working life.

Employers should normally ensure that these representatives are consulted when
determining whether vacant jobs or training places might be suitable for severely disa-
bled persons, particularly those who are registered with the employment service as
unemployed or seeking employment.

The representatives are entitled to be fully informed and to be heard. If a measure has
been determined without their involvement, its implementation or execution must be
suspended until the representatives have been involved.

They must be included in all monthly discussions between the employer and the
works or staff councils, since these may deal with matters affecting severely disabled per-
sons.

They must maintain constant contact with the local employment office and with the
integration office and cooperate closely with these authorities (section 99, clause 2, of
Book 9 of the Social Code).

Details of the election of representatives are set out in the Severely Disabled Persons’
Election Regulations.

According to section 104 of Book 9 of the Social Code, the Federal Employment
Service is responsible for the provision of vocational guidance and the placement of seve-
rely disabled persons into training and employment; it is also responsible for counselling
employers in cases where severely disabled persons may be recruited to fill vacant jobs or
training places. Special counselling and placement centres have been set up at the employ-
ment offices for the employment promotion and vocational assistance of disabled per-
sons.

The compensation for disadvantages experienced by severely disabled persons
includes entitlement to a paid supplementary leave of regularly five days per year (section
125 of Book 9 of the Social Code). Severely disabled persons must also be exempted on
their own request from working overtime (section 124 of Book 9 of the Social Code).

Workshops for disabled persons

For disabled persons who, because of the nature or severity of their disability and in spite
of every assistance, are not or not yet able to participate (again) in the general labour
market, workshops for disabled persons offer suitable vocational training and employ-
ment while paying wages that are commensurate with the disabled persons’ performance
(section 136 of Book 9 of the Social Code). According to this provision, the workshops
are open to all those disabled persons, irrespective of the nature and severity of their disa-
bility, who are capable of doing a minimum amount of economically useful work, at the
latest after having participated in measures in the vocational training section; the work-
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shops must make it possible for the disabled employees to develop, enhance or recover
their skills, abilities and earning capacity and, in so doing, further develop their persona-
lity. The technical requirements to be met by workshops for disabled persons and the
approval procedure are set down in the Workshop Regulation. In the year 2001, around
186,000 disabled persons were employed in 669 approved workshops.

The workshops for disabled persons are also meant for persons who, because of their
disability, require special personnel to provide care and individual assistance for them
and who, therefore, receive care and assistance in special support groups. Disabled per-
sons who do not or have yet to meet the requirements for employment in a workshop for
disabled persons may be admitted to institutions affiliated to the workshop.

To prepare for employment in the workshop, benefits are awarded in accordance with
section 40 of Book 9 of the Social Code for up to 3 months to promote participation in
measures in the entry procedure offered by approved workshops for disabled persons, and
in the vocational training section, benefits are awarded for up to 2 years, with the vast
majority of them being granted through the Federal Employment Service. It is the task
of the workshops to assist disabled persons in such a way that by the time they have com-
pleted the vocational training measures, they are in a position to deliver a minimum
amount of economically useful work; beyond this primary aim, the workshops’ task is to
assist and encourage each individual in such a way that he attains his full potential. To
fulfil these tasks, workshops for disabled persons must offer the widest possible range of
vocational training and actual work opportunities.

Assistance in the work section is generally one of the functions of integration assis-
tance for disabled persons, in accordance with section 40(1), no. 7, and section 41 of the
Federal Social Assistance Act in conjunction with section 41 of Book 9 of the Social Code;
according to section 100 of the Federal Social Assistance Act, the bodies responsible are
the social assistance funds, which in 2001 raised around 3,100 million EUR for this pur-
pose. Wages for disabled persons working in the workshops amount to an average of
€ 125 per month. In addition, those working in workshops and earning up to € 325
receive an employment promotion allowance of €26 per month. The involvement of
disabled employees in workshops for disabled persons is governed by the Regulation on
the Involvement of Disabled Persons in Workshops.

The disabled persons who are employed in the work section of the workshops nor-
mally have a legal status similar to that of employees. They are compulsorily insured with
sickness insurance, long-term care insurance, pension insurance and occupational acci-
dent insurance funds. After a period of employment of least 20 years they receive a pen-
sion on account of totally reduced earning capacity from the statutory pension insu-
rance.



The Greek social security system

Concept of social security [1]

The Greek social security system is a rather complex model of social protection that is
promoted through the application of three different techniques: social insurance for per-
sons within the labour market, social assistance for needy uninsured persons and a
national health scheme for all persons living in the Greek territory. As far as its adminis-
trative structure is concerned, the social insurance system is regulated and supervised by
the Ministry of Labour and Social Insurance, while health care and welfare policies are
monitored by the Ministry of Health and Social Assistance.

The social insurance system is the cornerstone of the domestic social security model.
Its function, as has been developed since the 1950s, aims at covering social risks of wor-
kers and employees through the provision of cash benefits and services, which address
problems related to the reduction or loss of income gained through employment. The
system is based on three insurance pillars:

– the first pillar corresponds to the public schemes of compulsory main and supple-
mentary insurance, which function through legal entities supervised by different minis-
tries;

– the second and the third pillar have not yet been developed equally with the first
pillar. Recently, the government adopted legislative measures to introduce occupational
funds with the aim to extend the protection of insured persons and to strengthen the
adequacy of insurance benefits; these funds will form the second pillar in Greece.

The Greek health care system today can be characterised as a mixed system: the health
care branches of the various social insurance funds co-exist with the national health care
system (E.S.Y. - ethniko systima ygeias). The national health system was established by law
in 1983, designed to guarantee free health care for all residents of Greece. Although from
a legal point of view the national health system constitutes the cornerstone of health care
protection, this harmonizing concept suffered serious drawbacks due to the parallel
functioning of the health care branches of the various social insurance schemes. Policy
makers have been seriously discussing since 1996 the possibility to integrate the health
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care branches of the various social insurances schemes into the general framework of the
national health care system.

The national health system covers the entire Greek population, without any special
entitlement condition, regardless of professional category or region. Health care services
are also provided to European Union and non-EU citizens on the basis of multilateral or
bilateral agreements.

Within the ESY context, primary health care services are provided through rural
health centres and provincial surgeries in rural areas, the outpatient departments of
regional and district hospitals, the polyclinics of the social insurance institutions and spe-
cialist in urban areas. Secondary care is provided by public hospitals, private-for-profit
hospitals and clinics or hospitals owned by social insurance funds.

The social assistance system forms the final safety net for needy persons without suffi-
cient means. It is based on categorical minimum income schemes, which cover specific wel-
fare target groups, such as the elderly, the disabled, the single parent families and the children
in need. These schemes were introduced in the 1960s and developed during the 1980s.

The categorical social assistance schemes normally require the Greek nationality and
permanent residence in Greece in order to qualify for the cash benefits and social ser-
vices. However, E.U. citizens are equally covered as welfare benefits fall into the definition
of social advantages, to which the principle of equal treatment is applied according to the
provisions of E.C. Regulation 1612/68.

The current system provides cash benefits, benefits in kind and personal social ser-
vices through decentralized legal bodies supervised by the Ministry of Health and Social
Assistance. Social services are also provided through local communities and a network of
voluntary bodies and NGOs actively involved in the framework of policies for children,
refugees and persons with special needs. Their role is influential as far as domiciliary ser-
vices and services for socially excluded persons is concerned.

Since, the introduction of the so-called “prefectural self-government” in 1993, regio-
nal public law bodies assumed responsibility for certain activities in the social welfare
area. In each prefecture there is a social welfare department, which bears responsibility
for the implementation of welfare programmes in the region; this department adminis-
ters cash benefits financed by the ministry of health and social assistance and promotes
personal social services financed both by the ministry and the prefecture concerned.

A national social care scheme was introduced in 1998. This scheme decentralizes per-
sonal social services and develops new forms of open care that tend to prevail over the
out of date institutional care.

Personal social services include institutional and domiciliary care. Institutional-type
services are mainly provided by centres for disabled and elderly persons. Open care ser-
vices are provided by rehabilitation centres for disabled and the Centres for the
Protection of the Elderly (KAPI). These centres function on a local level aiming at pre-
venting biological, psychological and social problems of the elderly; coordinating the
cooperation of competent institutions and the public sector in dealing with the problems
of the elderly and researching relevant matters. Their services include entertainment
(excursions, summer camps, further education); instructions for medical and pharma-
ceutical care ; social work; physiotherapy; occupational therapy and home help.
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Apart from direct cash allowances and personal social services, benefits for needy per-
sons in Greece include favourable tax treatment and tax credits. Relevant benefits were
introduced through the design of the first National Action Plan on Social Inclusion (sub-
mitted in July 2001 to the European Commission), aiming, among others, at the coverage
of poor persons in rural areas (they receive a lump-sum allowance equal to 293 euros per
year, under the condition that their annual family income does not exceed 2,200 euros
and the tax treatment of households with children under 16 (they receive marginal tax
credits, under the condition that their annual income does not exceed 2,990 euros).

The statutes and the administrative acts [2, 3, 4]

In the Greek context, the term statute must be understood as referring to acts that stem
from the plenum of the Parliament or departments thereof, as well as the legislative texts
issued by the government or, under certain conditions, by the President of the Republic.
Statutes dealing with pension issues are discussed by the plenum on a proposal by com-
petent ministries, followed by an opinion of the Chamber of the State.

The main social insurance legislation is to be found in the acts that regulate main and
supplementary schemes as well as in the new provisions on the modernisation of the sys-
tem adopted during the 1990s and finalised by the issue of the Law No 3029 / 2002. There
is no codification of the existing legal norms. Nevertheless, the Ministry of Labour and
Social Insurance will soon promote a codification process with the view to simplify admi-
nistrative procedures and to strengthen the access of citizens to social insurance funds.

The large number of the first tier social insurance schemes and the pluriformity of
supplementary funds and mutual aid societies are responsible for the fact that social
security law has been laid down in hundreds of legislative texts. A degree of harmonisa-
tion is urgently required and indeed efforts to this effect are currently being undertaken,
namely the introduction of general statutes in 1992, 1998, 1999 and 2002 that deal with
the unification of affiliation rules as well as entitlement conditions to receive benefits bet-
ween different first tier schemes. Already at this stage the legislative framework of the
social insurance institute (IKA: idryma koinonikon asphaliseon) scheme serves as a
model for the other social insurance schemes. IKA is the largest Social Security
Organization in Greece. It covers 5,530,000 workers and employees and provides 830,000
pensioners with retirement pension.

Through the right insurance scheme, an employee is entitled to an entire range of
benefits from both IKA and other Organizations, such as OAED 32 (the State
Employment Services of Greece), Ergatiki Katikia (equivalent to Council Housing
Services) and Ergatiki Estia (labourer’s Union).

The administrative organisation
of social insurance in Greece [4, 5, 6]

Social insurance policies in Greece were developed in a piece-meal way through the
establishment of main and supplementary funds for different socio-professional
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categories. There is no single universal scheme for all active persons but different schemes
according to the occupation of the relevant persons concerned.

In 2002 there were as many as 170 social insurance institutions, each of them being
more or less different from the others. The majority are supervised by the Ministry of
Labour and Social Insurance; four other Ministries are involved in the monitoring of
socio-professional based schemes (Ministry of Labour and Social Insurance, Ministry of
Defense, Ministry of Economy and Finance, Ministry of Marine, Ministry of Agriculture,
hellenic parliament, insurance agencies, mutual aid societies).

The plurality of the existing schemes and the function of relevant insurance funds
should be attributed to the adoption of socio-professional principles for the cover of per-
sons active in the domestic labour market, as identified in the following table.
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Number of funds supervised
by the Ministry of Labour

and Social Insurance Socio-professional categories

22 Employees and workers under private law
10 Employees in the banking sector
12 Persons employed in public utilities
6 Self-employed people

11 Independent professionals
6 People employed in the press
1 Farmers

17 Civil servants

Social Insurance Funds according to employment criteria.

The role of OAED in Greek society [3]

The task of OAED is completed by:

– the acquisition or/and improvement of the vocational skills of manpower through
training and its support with employment programmes, so that it will correspond to the
continuously changing conditions of the Labour Market and 

– the Social Security Benefits and Allowances granted to the social groups that have
already been mentioned. The Organization contributes with the best way possible to the
protection of the citizen’s right for employment and social welfare given by the
Constitution, contributing to the co-existence of development and social cohesion by
taking responsibility for finding the proper work placement for each unemployed person
and by delivering Social Security Services to the various groups of the population.

OAED is a member of CEDEFOR and participates in a 15-member Organizations
Network named EVTA (European Vocational Training Association).

OAED, in order to meet the differentiated needs of Labour Force, is going to have its
role and activities, structures, systems and functions redefined according to a master plan
which is going to be elaborated. Accordingly, its strategy and transition towards a new
model have to be decided.



Employed persons’ insurance schemes

Personal scope of application [6, 7]

There is no general social insurance system covering all active persons in the case of the
occurrence of any of the traditional social risks. Each first tier fund applies its own affi-
liation conditions. A common general characteristic is that, in order to be affiliated to a
scheme, a person must be engaged in employment. It depends upon the character of the
specific employment (sometimes also upon the region) to which social insurance insti-
tution a person belongs.

Manual workers and private employees are affiliated to the IKA. The affiliation condi-
tions for the IKA apply for the whole nation; if a person satisfies the affiliation condi-
tions, he is insured with the IKA wherever he works in Greece (or sometimes even out-
side the country). A worker is affiliated to the IKA scheme unless he is covered by ano-
ther insurance scheme for employees. Such special social insurance schemes exist, for
example, for employees in the banking sector and for employees of state companies.

Types of insurance forms [6, 7, 8]

The domestic social insurance schemes for employees and manual workers distinguish
between different types of insurance periods.

The most usual form of a permanent legal relation between an insured person and
the relevant fund is the compulsory social insurance period. Only the state or legal persons
under public law can be institutions of compulsory insurance. Other forms of social
insurance are the formal insurance and the voluntary insurance.

Formal insurance refers to the period in which a person contributes to a social insu-
rance scheme, for a reasonable time and in good faith, without actually fulfilling all the
legal conditions to affiliate to the concerned institution. Although the legal conditions
were not met, the social insurance institution, which accepted the contributions under
those circumstances must accept the contributor as a member.

Voluntary insurance takes three different forms. In the strict sense of the term, volun-
tary insurance is mainly created for Greek nationals living abroad. A second form is the
voluntary continuation of a interrupted compulsory insurance period. The third form is
the additional voluntary insurance for which a special branch has been established
within the IKA. In order to qualify for the second form of voluntary insurance the per-
son who was insured with IKA should request on termination of his employment to
continue the insurance relation in the pension, sickness and auxiliary insurances; the
voluntary insurance period can however not be taken into account for the completion of
the 10,500 working days required for entitlement to a full old-age pension.

Risks and Benefits [6, 7, 8]

The legal regulation of risks, eligibility conditions and benefits for those insured with the
IKA scheme is different according to the period during which the person in question
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is/was affiliated to IKA. As the conditions for entitlement for social insurance benefits
under IKA were changed in 1992 for the future, it will be important to make the distinc-
tion between persons who first joined IKA after 31-12-1992 and those already insured
before 1-1-1993.

Old age

Old age forms the main insurance risk in the light of funds used to guarantee the pay-
ment of pensions and the number of pensioners in Greece. The main benefits here
(contributory pensions) are supplemented by auxiliary contributory pensions and
means-tested non contributory supplements, while there are minimum amounts of pen-
sions that correspond to mixed social pensions.

Incapacity for work

Incapacity for work is regulated within the Greek social security system according to its
effects on the insured people. In respect of social insurance schemes a distinction is made
between sickness insurance and invalidity insurance.

As far as the IKA scheme is concerned, the sickness insurance branch covers medical
care and the loss of income as a result of sickness and maternity. Invalidity is covered
through the pensions branch; the benefits which are payable due to permanent incapa-
city to work often bear strong similarities to old age pensions.

The cover of sickness

The insured person unable to work due to illness, is entitled to sickness benefits which
include cash allowances and benefits in kind.

In order to be entitled to a sickness allowance, a person must satisfy the following
conditions:

– he/she must be incapable for work and abstain from work;
– he/she must have established a contribution record of at least 100 working days in

the year before the sickness or in the first 12 of the previous 15 months (in respect of
incapacity for work due to industrial accident or occupational disease there are no
contribution conditions ;

– he must not be a pensioner.

In principle, sickness benefit provides 70% of the estimated income of the insurance
class to which the claimant belonged the last 30 days of the previous year. A sickness
benefit is payable from the fourth day of incapacity (3 waiting days) over a period of
maximally 6 months. However, if the claimant has established a contribution record of
300, respectively 1,500 working days in the two, respectively five last years preceeding the
sickness, the maximum duration is 1 year, respectively 2 years. It must also be noted that
during the first month of sickness the employer is obliged to additional payments, as a
supplement on top of sickness benefit; so the last wage level remains intact.
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Benefits in kind include medical and health care treatment provided on the first day of
the disease. IKA employs salaried doctors who provide primary medical care and dental
services; IKA also contracts out private doctors for primary care services reimbursed on a
fee for service basis. IKA members receive free treatment in public hospitals of the national
health system or contracted private clinics. The insured people are also entitled to free
consultations from a local IKA practitioner (both general practitioners and specialists).

Furthermore, the costs of medicine on prescription of an IKA doctor, are covered by
the IKA subject to a personal change of 25% of the costs of the product. A personal
charge is not demanded if the patient is being treated in a recognized hospital, in cases of
pregnancy, when the patient is suffering a chronical disease or in cases when medicine is
prescribed in respect of an occupational disease or industrial injury. Tuberculosis
patients only pay a personal contribution of 10% of the costs.

Employees in higher earnings classes and their dependents may have a right to treat-
ment in hospital accommodation of a higher grade than the one to which persons from
lower earnings classes may be entitled. However, such a right is subject to extra working
days requirements.

The cover of invalidity

Invalidity benefits are payable after the right to sickness benefit has expired. The insured
person is regarded to be invalid when a medical committee assesses a serious illness or
physical or mental disability resulting in a radical reduction of the earning capacity. The
person concerned should therefore not be able to earn more than 50% of the normal ave-
rage earnings of a worker in the own profession and this for at least one semester.

The amount of the pension depends on the degree of invalidity:

– an invalidity rate of 80% or more opens a right to a full pension;
– an invalidity of 66,6% at least (but not 80% ) gives entitlement to 3/4th of the full

pension rate, unless the insured person has established a contribution record of at least
6,000 days or 20 years; in the latter case he receives a full-rate pension;

– an invalidity rate of at least 50% (but not 66.6%) entitles to half of the full rate pen-
sion, unless the insured person shows a contribution record of at least 6,000 days or
20 years; in the latter case he receives 3/4 of the full-rate pension.

The basic amount of the pension is increased by specific supplements for a depen-
dent spouse and/or dependent children. The spouse supplement is however only awar-
ded to persons insured with IKA before 1993; this monthly benefit amounts to one and
a half daily wage of an unskilled worker (22.35 euros in 2002).

Special supplements are provided to persons with increased needs due to invalidity:

– Paraplegics and tetraplegics who have established a contribution record of at least
1,000 days are entitled to a special monthly allowance equal to 20 times the minimum
daily wage of an unskilled worker (20 × 22.35 euros in 2002).

– Persons with an invalidity degree of 100%, who are in need of constant care by a
third person, are entitled to a monthly allowance equal to 50% of the basic pension rate.
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The minimum levels of invalidity pension are the same as those for old age pension;
also the method of calculation is the same as for old age pension (mutatis mutandis).

Industrial accidents and occupational diseases

Industrial accidents and occupational diseases are covered through the provision of sick-
ness benefits, invalidity and survivors’ pensions.

Sickness benefits (cash allowances and benefits in kind) are provided during a period
of six months, without any contribution requirements.

Invalidity pensions are also paid without any contribution requirements. Here, the
normal invalidity pension is payable, albeit that for persons insured with IKA already
before 1993, the minimum benefit level is 60% of the estimated income in the relevant
earnings class. The minimum rate for persons insured since 1993 is equal to the amount
of an old age pension paid after the establishment of a contribution record of 15 years.

Survivors’ pensions are paid in case of death of the insured person.

Unemployment

Social insurance coverage due to unemployment is restricted to persons affiliated to the
IKA scheme. Eligible persons receive cash benefits and integration services from OAED
(the manpower employment organization), a legal body of public law supervised by the
Ministry of Labour and Social Insurance, acting as the responsible agency for integration
and passive employment measures within the Greek social policy context.

The main benefit is the ordinary unemployment benefit. In order to become entitled
to this benefit under OAED and IKA and the insured person must satisfy the following
conditions:

– to be capable for work;
– to be involuntarily unemployed;
– to be registered with the labour exchange;
– to establish a contribution record of 125 working days during a period of 14

months preceding the two months prior to the commencement of unemployment (in
cases of first claims, proof must be given of at least 80 working days in each of the three
years prior to the commencement of unemployment).

Benefit is paid after a waiting period of six days. The period during which the unem-
ployment benefit is being paid depends upon the contribution record the applicant esta-
blished during the 14 months before becoming unemployed.

Unemployed persons, who take part in vocational training programmes, enabling
them to acquire working experience are covered by IKA for risk of sickness (only for
benefits in kind) and for employment injuries. Beneficiaries who receive ordinary unem-
ployment benefits may also receive a training allowance during their participation in
vocational training programmes. Nevertheless, unemployment benefits are not paid
whether the rate of the training allowance exceeds their daily amount.
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As far as active employment measures are concerned, traditional vocational training
and job-placement schemes are supplemented by innovative measures developed during
the Greek National Action Plans for Employment (NAPs for 1998, 1999, 2000, 2001 and
2002). In fact, amongst the various initiatives planned within the framework of the
NAPs, over 50 programmes designed to promote employment and vocational training
for the unemployed were set up involving some 140,000 unemployed people with a view
to taking up employment and to acquiring vocational training.

Special subsidies have been planned for businesses which recruit older unemployed
people or the long-term unemployed. They will be obliged to complete 1,500 days of
insurance cover or five additional years of work in order to be entitled to a pension tota-
ling 4,500 days of insurance cover. The subsidy period may not exceed a total of
60 months and may not be less than 18 days per month.

Moreover, in accordance with recent regulations, unemployed people of any age (the
young unemployed up to 29 years of age, unemployed people between the ages of 29 and
55 and the long-term unemployed over 55) are entitled to receive free medical care
(benefits in kind).

The financing of social insurance

The funds required to cover the cost of social insurance branches in the Greek system
are obtained in different ways according to the distinction between the statutory first
pillar and the occupational second pillar. First pillar schemes are financed according to
a tripartite model in case of private employees (employers contributions, employees
contributions and state subsidies) and a bipartite model in case of self-employed, inde-
pendent professionals, farmers and civil servants (insured persons contributions, state
subsidies).

Vocational rehabilitation: the Greek model 337

Employees Employers State

Basic pension 6.67% 13.33% 10%
Sickness 2.55% 5.10% 3.80%
Supplementary pension 3% 3% –

Occupational schemes are financed by employers and employees contributions.

Government funds

The State itself also contributes towards the financing of the social insurance schemes
by means of periodical (mostly annual) subsidies to the social insurance institutions.
Thus the shortages of the IKA or other statutory schemes are annually made up out of
general taxation. In the last years the state subsidies have gradually increased. The State
finances most of the expenditure of the social insurance schemes for civil servants and
farmers.
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GREECE:  Health  Care [1, 2, 4, 9]
Applicable statutory basis
Applicable statutory basis Law of 14 June 1951

Law No 1902 / 92 last modified by Law No 2676/99 of
5 January 1999

Basic principles
Basic principles Compulsory social insurance scheme for employees

and assimilated groups

Field of application
1. Beneficiaries Employees and persons assimilated thereto

Pensioners
Unemployed

2. Exemptions from the compulsory No exemptions
insurance
3. Voluntarily insured No voluntarily insurance
4. Eligible dependants Dependant members of the insured family

Conditions
1. Qualifying period 50 days of work subject to contribution over the prece-

ding year, or in the 12 first months of the 15 months
preceding the illness

2. Duration of benefits Unlimited

GREECE:  Long-term Care [1, 2, 4, 9, 10]

Applicable statutory basis
Applicable statutory basis Old age and invalidity

No special legislation. The Law 1140/1981 (revised ver-
sion) JO 68A/20-3-81, provides for some benefits

Basic principles
Basic principles Old age and invalidity: insurance scheme

Guaranteeing sufficient resources: social welfare scheme

Risk covered
Definition Old age and invalidity:

Pensioners and persons affiliated to social insurance
institutions, suffering from paraplegia/tetraplegia and
absolute disability if the person is in permanent need of
supervision, care and support provided by a third party
Guaranteeing sufficient resources:
Elderly persons in need of care

Field of application
Field of application Old age and invalidity:

Persons affiliated to social insurance institutions
Guaranteeing sufficient resources:
Permanent residents

Conditions
1. Age No age limit
2. Qualifying period Old age and invalidity: 4,050 days of insurance

Guaranteeing sufficient resources: no qualifying period

Tables 
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GREECE:  Sickness - Cash benefits [4, 7, 9, 11]

Applicable statutory basis
Applicable statutory basis Law of 14th June 1951, modified

Basic principles
Basic principles Compulsory social insurance scheme for employees

with contribution-related benefits

Field of application
1. Beneficiaries Employees and persons assimilated
2. Membership ceiling No membership ceiling
3. Exemptions from the compulsory No exemptions
insurance 

Conditions
1. Proof of incapacity for work Incapacity for work certified by the Institute’s doctor
2. Qualifying period 100 days of work subject to contributions during the

previous year or the 12 first months of the 15 preceding
the illness (duration of benefit: 182 days)
300 days subject to contributions during the 2 years, or
27 months of the 30 preceding the illness (duration of
benefit: 360 days)
1,500 days of insurance during the last 5 years prece-
ding the incapacity for work due to the same illness
(duration of benefit: 720 days)

GREECE:  Employment injuries and occupational diseases [7, 8, 10, 11]

Applicable statutory basis
Applicable statutory basis No particular insurance exists, the risk being covered

under sickness, invalidity and survivors by specific
regulations

Basic principles
Basic principles No particular insurance. The risk are covered by insu-

rance systems for sickness, invalidity and survivors

Field of application
1. Beneficiaries Employees and persons assimilated
2. Exemptions from the compulsory No exemptions
insurance
3. Voluntarily insured No voluntary insurance

Risks covered
1. Employment injuries Accident injury occurred because of and during

employment
2. Travel between home and work Covered
3. Occupational diseases List of occupational diseases

Conditions
1. Employment injuries 1 day of insurance

Time limit for declaration: 5 days following the accident
2. Occupational diseases The list of occupational diseases fixes minimum affilia-

tion periods
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GREECE:  Invalidity [8, 10, 11]
Applicable statutory basis
Applicable statutory basis Law 1846 / 51 of 14th June 1951, last amelioration on 24th

December 1997 with the publication of Law No 2556/97

Basic principles
Basic principles Compulsory social insurance scheme for employees

with contribution-related benefits

Field of application
Field of application Employees

Exemptions from compulsory insurance
Exemptions from compulsory No exemptions
insurance

Risks covered
Definition A person is considered to be suffering from severe inva-

lidity when, as a result of illness or physical or mental
disability which appeared or worsened after affiliation,
he or she cannot earn more than a fifth of the normal
earnings of a worker in the same category or training
during at least 1 year
However, those who can no longer earn more than 1/3
of the normal earnings obtain 75% of the benefit and
those who can no longer earn more than 1/2 obtain
50% of the pension

Conditions
1. Minimum level of incapacity 50%
for work
2. Period for which cover is given From the date when invalidity is deemed to exist.

• Periodically (after 1 or 2 years depending on circum-
stances) the insured persons are reassessed by the
health committees

3. Minimum period of affiliation Persons insured before 31-12-1992:
for entitlement 4.500 working days during the whole active life requi-

red or period of contributions depending on age:
21 years: 300 days
22 years: 420 days
23 years: 540 days
24 years: 660 days
53 years: 4.140 days
54 years: 4.200 days
If none of these conditions are fulfilled, 1.500 working
days are required, 600 of those in the 5 years preceding
the invalidity

3. Minimum period of affiliation Persons insured before 31-12-1992:
for entitlement In case of employment injury and occupational disease:

no minimum period of membership. If injury is due to
an accident taking place out of the workplace, 2.225 or
750 working days (of which 300 in the last 5 years pre-
ceding the invalidity) are required
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Persons insured since 1-1-1993:
working days: 4,500 working days or 15 years of insu-
rance, 1,500 working days (600 within the 5 years pre-
ceding the invalidity) or 5 years of insurance
contribution period (depending on age):
Up to the age of 21 years: 300 days (or 1 year of insu-
rance)
This time increases progressively up to 1,500 contribu-
tion days, if for each year beyond the age of 21, an ave-
rage of 120 days (or 5 years of insurance) can be added
Employment injury and occupational disease: full eligi-
bility starts if one day insured 
Injury due to an accident not occurred at the place of
work: eligibility as soon as 50% of the conditions for
invalidity as result of normal disease are fulfilled

Vocational Orientation [3, 11]

The Vocational Orientation is an institution with an educational (pedagogical) nature
implemented by OAED, that refers to the employable manpower. The Directorate of
Vocational Orientation is the Service of the Organization which is consisted by four
Departments and is responsible for carrying out this task.

Apart from the Directorate of Vocational Orientation, there are the Local Services of
the Organization that deliver Vocational Orientation services.

The role of the Directorate of VO is to define the strategies of implementation and to
coordinate the local VO Services. In addition to this, it provides the VO Services with
necessary technical means for the delivery of VO and secures the quality of the services
offered.

Local VO Services have not yet been expanded to all Regions of the country. There
were three kinds of Services, where a person may get help with the VO.

VO and Information Services are the most advanced VO Units. Such Services exist in
Athens, Thessaloniki and Heraklio.

The VO Offices at regional level. The staff of these services are specialised and consist
of psychologists, VO councilors and VO supervisors.

The Employment Services where VO is offered in local level, as well as in the new
Employment Promotion Centres (delivering Vocational and Training Orientation plus
job-seeking techniques).



Hellenic Society
for Supported Employment (HELASE) [4, 11]

Supported Employment for individuals with disabilities places, trains and maintains
them with ongoing psycho-educational support in the open work market.

HELASE was founded in 1997 as a private, non-profit, social benefit organization.
The goals of the Association are:

– to organize, plan and develop work options for the disabled in service centres, orga-
nizations and job finding agencies for people with disabilities.

– to inform, educate and make the public more aware of Supported Employment and
so create new opportunities in the open work market.

– to represent Greece in European Union of Supported Employment (EUSE) as an
active participating member.

For the accomplishment of these goals HELASE aims to put in place the following
improvements throughout Greece:

– conduct collaborative programs with various service provider agencies for the disa-
bled in order to develop, enhance and upgrade their services in job finding, training and
employing people with disabilities;

– provide continuing education for staff working with the disabled;
– collaborate with various organizations (universities, public and private services and

European agencies) for the development of education and research programs which will
help promote and establish the practice of Supported Employment;

– compiling and publishing relative information, advertisements and use of media
for the promotion of Supported Employment.

Because Supported Employment means:

– enhancing quality of life for people with disabilities;
– development of self-esteem and self-confidence;
– opportunity in the world of actual employment;
– equal participation in social activity and everyday life - social inclusion.

People with disabilities [4, 10, 11]

For people with disabilities the interventions aim mainly at timely prevention, diagnosis
and rehabilitation as well as their integration and support within the family and social
environment and their integration in the labour market. These aims are achieved either
by means of ensuring working posts or through alternative forms of employment (shel-
tered work - social cooperatives).

An effort is also being made to convert closed care institutions into modern rehabi-
litation structures and at the same time steps are taken in order to de-institutionalize
people treated in these institutions.
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Centres of Education, Social Support and Training
for Persons with Disabilities (KEKYKAMEA) [12]

The Centres of Education, Social Support and Training for Persons with Disabilities
(KEKYKAMEA), according to the Law No 2646 / 1998, article 13, paragraph 1b, are
bodies belonging to the National Organization of Social Care.

The KEKYKAMEA aim at:
Timely diagnosis with the provision of advice and support in response to the biolo-

gical, sociological and psychological needs of people with disabilities and of their fami-
lies.

The provision of services and the development of programs for the social support of
people with disabilities as well as the more complete and equal social integration in
various areas of daily life (employment, independent leaving, sports, etc.).

The professional training of people with disabilities, their functional rehabilitation
and the support for their integration in all forms of our society.

The provision of reliable information and briefing to the people with disabilities and
to their families concerning issues related with disability.

Raising the awareness of the local society and briefing it on issues concerning people
with disabilities.

Addressing and guiding people with disabilities to specialised services on a local or
regional level.

The development of methods and techniques that will help in dealing with issues
concerning people with disabilities.

The development of policies and programs for these.
The KEKYKAMEA are staffed by specialised personnel: psychologists, special psy-

chiatrists for children, educators of special education, speech therapists, nurses, physio-
therapists, occupational therapists, social workers, health visitors, experts in the profes-
sional orientation, etc.

In some areas where the people with disabilities are far from the KEKYKAMEA there
will be guesthouses of hospitality for people with disabilities so that these people can pro-
fit from all the services offered by the KEKYKAMEA and so that the maximum number
of people with disabilities can be professionally trained.
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In Italy the legal source for protection of people with disabilities lies, first of all, in
Constitutional principles. Article 2 introduces the duty of political, economical and
social solidarity, and Article 3 states the need for the removal of social and economic bar-
riers limiting freedom and equality among citizens. Moreover, Article 38 specifies types
of intervention towards citizens incapable of work and without means of living and
workers with reduced or abolished work capacity.

Citizens incapable of work and “disabled” people have the right to a means of living
and social assistance. They also have the right to education and vocational training [1].
These rights are guaranteed by the National Health System (NHS) and Social Security
System.

The Italian NHS – rehabilitation services

In 1998 the Italian Minister of Health defined guidelines for the organisation of rehabi-
litation services as until then rehabilitation had been delivered in a non-structured
fashion across the country (i.e. treatments were performed in varying modes, times and
contexts for similar conditions) (Act 7th May 1998).

Therefore guidelines for medical rehabilitation were drawn up promoting a network
of structures included in the NHS. The guidelines were designed to preserve the auto-
nomy of the Italian Regions and leave them free to devise their own programs within a
framework of national regulations. Among others, the guidelines stress the importance
of appropriate individual rehabilitation projects and programs (in order to optimise the
effectiveness of the interventions), and the need for assessment of the residual capacity
of the disabled (more than of the severity of damage) and for a proper occupational and
social settlement of people with disabilities.

An efficient network among different clinical departments and units was established,
the main goal of which was to “take charge of the rehabilitation patient”, aiming at
ensuring the best level of autonomy and quality of life. The network is also intended to
provide systems for continuous quality improvement and program evaluation, and

Vocational rehabilitation: the Italian model

N. Pappone, C. Dal Pozzo and F. Franchignoni



progressively identify the best treatment protocols and practice standards. The proce-
dures to follow start from the early stages of the disease, pointing out the links between
emergency (either surgical or medical) departments and rehabilitation units.

The guidelines of the Ministry of Health take into account both “intensive” and
“extensive” rehabilitation programs. The “intensive” activities deal with significant
disabilities (particularly those due to severe brain damage and spinal cord injury) that
require major medical care and rehabilitation treatment in terms of complexity and
duration of intervention, while “extensive” rehabilitation activities (mainly delivered in
day care, outpatient services, long-term care facilities, nursing homes, home services,
etc.) are directed at the treatment of transient and/or minor disabilities, or of stabili-
sed functional conditions and require a lower intensity of therapeutic commitment.
Some NHS structures for rehabilitation interventions include laboratories for the
assessment of the residual functional capacities, and units for occupational therapy
and vocational training. These structures are identified as tools for both medical and
social rehabilitation aimed at (re-)allocating the disabled to work whenever possible;
they strictly collaborate with the Work Integration Services (see below). In particular,
according to the new ICF classification, the procedures to analyse the residual capacity
of disabled people consist of a comprehensive vocational evaluation, assessing the
whole person (on the basis of biological, vocational, and technical-professional cha-
racteristics) and the environment, and including abilities, skills, interests, physical
capacities and other crucial factors affecting vocational potential. Physiatrists (suppor-
ted by the rehabilitation team) play a pivotal role in this kind of assessment and inter-
vention.

The Italian Social Security System

The Social Security System in Italy is divided into two parts: one is based on public assis-
tance for citizens incapable of work (i.e. who never entered the labour market or suffers
from acquired disability); the other, for working citizens, deals with social insurance res-
pectively against: a) common illnesses; b) industrial injuries and occupational diseases.
Special categories are civil servants and military forces, which will not be specifically exa-
mined here.

This approach reflects the above mentioned Constitutional principles and the com-
plex history of Social Security System development in Italy. However, a debate has been
going on for years about the opportunity of merging different policies on disability and
offering disabled persons a global approach to managing their needs. The Table sum-
marises the economic and non economic benefits of our national Social Security
System.
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Social assistance: non contributory benefits

The Ministry of Economy and Finance administers non-contributory benefits to those
people who were born with disabilities or never entered the labour market or did not pay
the set contribution because of an acquired disability. Subjects below 18 years with per-
sistent disabilities have the right to an indemnity if they attend school. Subjects over
65 years receive health and social welfare assistance. Subjects between 18 and 65 years
(working age) with a reduced work capacity of over 33% qualify for Civil Invalidity, of
over 45% have right to “compulsory” employment (quota system) [2, 3], of over 74%
receive a monthly allowance when not employed. In the case of complete loss of work
capacity they receive a monthly pension. At any age the incapacity to walk or to perform
basic activities of daily living entitles the subject to an extra indemnity.

Insurance against common illnesses: contributory benefits

INPS (National Institute for Social Security) administers, besides short term sick pay, the
invalidity allowance and inability pension for people that become disabled during wor-
king life due to “common illnesses”. The term of reference for the invalidity allowance is
a more than two-thirds reduction of work capacity according to education and work
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Legal nature of Disabled People who People who become People who become
disability did not pay a set contri- disabled during working disabled during working

bution or never entered life (common illnesses) life (industrial injuries
the labour market (civil and occupational
invalidity) diseases)

Board Ministry of Economy INPS INAIL
and Finance

Cash benefits Not applicable Sick pay Temporary
(short term employment-injury
benefits) benefits

Cash benefits Monthly allowance for Ordinary invalidity Indemnity (lump-sum)
(long term unemployment periods allowance (>2/3 loss (6-15% reduction of
benefits) (>74% loss of work of work capacity) psychophysical

capacity) integrity)
Monthly benefit

Inability pension Inability pension (>16% reduction of
(100% loss of work (complete loss of work psychophysical integrity)
capacity) capacity)

Work (re-) Law 68/1999 (2) – Law 68/1999 and
integration Quota system (>45%) 38/2000 (2,3)

loss of work capacity) Quota system (>34%
loss of work capacity)

Table – Economic and non economic benefits of the Italian Social Security System.



experience. The requirement for the inability pension is the loss of all-work capacity.
These benefits represent a sort of early retirement [4, 5].

Insurance against industrial injuries and occupational diseases:
contributory benefits

INAIL (National Institute against Industrial Injuries and Occupational Diseases) admi-
nisters benefits granted to workers that become disabled due to an industrial injury or an
occupational disease.

The legal framework is complex. The former legislation (TU n. 1124/1965) was based
on the assessment of impairments causing reduction of work capacity (invalidity), so-
called “barèma”. The worker with an invalidity between over 10 and 100% was entitled to
receive a proportional monthly allowance. This law is still operating for some benefits
(i.e., long term allowance for continuing assistance for special categories of disabled wor-
kers, and as a basis for qualifying return to work in the quota system according to law
68/1999 [2] when invalidity is over 34%) but the core of the system is the statutory order
38/2000 [3]. The novelty of this small revolution is the introduction into an insurance
system of the principles of the liability. The term of reference is no longer the incapacity
for work but the reduction of psychophysical integrity of the individual assessed via a
legal baréma. This implies that the value of an individual lies not only in the capacity to
produce income but in all aspects of personal life (e.g. in the previous law scars were irre-
levant; today they must be assessed). The economic benefits are a daily compensation for
total temporary disability (as in the past); a lump sum for injury to psychophysical inte-
grity resulting in a 6-15% invalidity and a monthly annuity for invalidity over 16%.

The other major change brought about by law 38/2000 is the global approach to the
subject: not only is economic protection taken into account but all other relevant aspects
of social security, ranging from prevention to rehabilitation and return to work. In the
field of industrial injuries and occupational diseases it is common experience that small
impairments are easily compensated and return to work is relatively simple, particularly
in semi-skilled jobs, but - as the level of impairment grows - finding a job or returning
to work may be critical without intensive vocational rehabilitation programs and speci-
fic support for work integration (see below).

Role of the National Institute
against Industrial Injuries
and Occupational Diseases (INAIL)

INAIL is an integral part of the National Social Security System. As part of its main goals it
pursues the reduction of accidents at work (prevention), the insurance of workers involved
in risky activities and the re-integration into the labour market and in the social life of work
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accident or occupational disease victims. In the past the Institute’s aim was to protect only
a few categories of workers (such as factory employees and farmers), but more recently
many other categories have been included (e.g., clerical jobs, housewives and sporting pro-
fessionals). Moreover it is involved in the assessment of many other potentially disabling
conditions since the decree N° 179/88 of the Constitutional Court extended the protection
to any other disease that could be proved to have been caused by a working activity.

In recent years INAIL has had a growing interest in the areas of prevention, rehabili-
tation and research into all occupational diseases (“new and old”).

One could say that protection of workers is becoming a fully encompassing protec-
tion system aimed at re-integration in social and working life.

At present, clinical rehabilitation is provided by the National Health System (through
the local health authorities) and INAIL acts only to control and co-ordinate treatments
for its clients.

However, the Institute is committed to carrying out several initiatives in the field of
rehabilitation.

A major commitment of INAIL is in the supply of prosthesis and assistance to people
with work-related amputations, as well as the supply of all technological aids to increase
the activities and participation of its clients in social and working life.

The INAIL Prosthesis Centre at Vigorso di Budrio (BO) is an avant-garde research
institute at the forefront in both the production and research of prosthetics. The centre
implements customised prostheses and ortheses, as well as holding rehabilitation and
training courses aimed at a more effective use of these prostheses, which are a funda-
mental step along the individual path towards autonomy.

In the framework of rehabilitation INAIL has promoted several projects. In the field
of New Technologies, the Institute has implemented a call centre and a web portal for the
disabled called “SuperAbled”. This provides an integrated information and counselling
service on issues such as architectural barriers, autonomy and mobility, rules and regula-
tions, rehabilitation, technological means and prostheses, travel, sport and leisure.

In the field of return to work, INAIL gives a contribution to remove architectural bar-
riers at the workplace, at home and in public places.

With regard to work re-integration, a multidisciplinary team in each INAIL Unit car-
ries out an individual rehabilitation project for those clients qualifying for the “quota sys-
tem” (Law 68/99 see above). The method is matching the residual abilities with the requi-
rements of the workplace offered in the areas of residence. The individual rehabilitation
projects are vocational rehabilitation projects contracted to dedicated institutions or
associations and subordinated to a real job offer.

Italian policies for raising the employment level
of people with disabilities

All countries of the European Union have cash benefits for people with disabilities and
special policies to promote work integration. But, as in many other countries, a large
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number of Italian disabled people (regardless of aetiology) have remained on benefits
rather than been actively helped to return to work through special rehabilitation pro-
grams. In fact, rehabilitation - which should precede the economic phase of social pro-
tection - is not recognised in Italy as a pre-condition for a cash benefit. At present, in our
country (as more generally in Europe) people with disabilities have a rate of employment
at least 20-30% lower than that of the general population [4, 5].

For these reasons, enhancing the employment level of people with disability is an
Italian as well as European goal, as reported in the European Community Household
Panel (1994), the European Employment Strategy, the 1998 Member States’ National
Action Plans and many other official documents.

The strategy is to open the following fronts to tackle the unemployment rate of disa-
bled people:

Upgrading disabled people’s skills: improving education (mainstream); facilitating
transition from school to work (vocational training and counselling). Disabled people
are involved in the mainstream education with a support teacher if needed. Vocational
training is actively interfaced with the open labour market, within a continuing educa-
tion strategy, rather than limited to a pre-employment phase.

Creating suitable jobs for people with disabilities: facilitating self-employment; sus-
taining sheltered and supported employment; encouraging social cooperatives. Social
cooperatives, as non-profit organisations, are especially tailored to promote the work
integration of people with disabilities, have lower working costs and greater facility to
obtain work opportunities from public institutions.

Adjusting work organisation to the needs of individuals with disabilities: building a
safer workplace (risk maps); harnessing new specific technologies. The framework on
handicap law 104/92 foresees Regional interventions aiming to introduce technical
equipment in the workplace of people with disabilities. At regional level the law 46/80
gives the NHS Units responsibility to take such action.

Building an equal opportunity environment (e.g. through non-discrimination pro-
visions, quota system, and persuasion measures), and enhancing the employability of
people with disabilities, moving from passive to active measures such as retraining,
rehabilitation, and work integration services.

The quota system (although regarded as one of the most significant anti-discrimina-
tion measures) has been revealed as insufficient to solve the problem of raising the
employment level of people with disabilities in Italy [2, 3]. As shown in Table, disabled
people who never entered the labour market with invalidity > 45% are entitled to enrol
in job centres (from 18 to 55 years) according to the law 68/1999; for people with work-
related invalidity the minimum level is set at 34%. Those people whose level of invalidity
is 74% or higher receive a monthly allowance for periods of unemployment. Low
employment growth and lack of enforcement of the previous law on compulsory
employment (Law 482/1968) has transformed the monthly allowance into a permanent
income replacement for many people with disabilities.

Data from the Ministry of Labour in 1995 showed that 158,416 disabled people entit-
led to a benefit according to the Law 482/1968 were employed (43%) versus 207,150 on
the waiting list (57%).
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In the meantime, at regional and local level, new procedures and active policies have
been tested to facilitate an exchange between disabled job seekers and businesses.

Work Integration Services (WISs) are special Guidance and Placement Services
within the Social Services of the NHS Units. They represent the interface between disa-
bled job seekers and local businesses. Typical tasks of WISs are: 1) to help the disabled
person to assess his/her potential and personal motivation and training needs; 2) to
understand the local labour market and increase awareness on the issue of work integra-
tion for disabled people; 3) to build a work integration project orientated to individual
training needs, adjustments of the workplace, choice of right tasks and support for rela-
tional problems; 4) to counsel companies on legislation and management of work inte-
gration.

In general, regional laws assign NHS Units’ specific functions to mediate between
people with disabilities and the labour market based on the assumption that leaving
them out of the productive context is not only economically expensive but – more
importantly – socially incorrect. As disabled people have different needs and capacities,
WISs develop flexible projects according to the individual’s characteristics and beha-
viours. The projects can include orientation (to assess in real work contexts the potential
and attitudes of the person with regard to independence, socialisation and learning in
view of a possible work integration), training (to promote development of personality,
enhancement of psychological, psychomotor and social functions, and learning of work
skills), and other kinds of support to promote specific job skills and obtain and maintain
a job. The instrument to carry out these projects is often that of a temporary engagement
or “stage” in real work situations. As an example, in the Veneto Region (4.5 million inha-
bitants), WISs users were 1,140 in 1991 and 2,805 in 1997 (69% physically disabled, 25%
mentally disabled, 5% addicts and 1% others). In 1997, 1,607 stages were promoted in
the Region in public employment (367), industry (323), social co-operatives (302), hand-
craft industries (251), trade (141), agriculture (46), and others (177): 56% of stages were
for training, 28% a mediation for employment, and 16% for work orientation. With
regard to the subsequent employment, industry employed the highest number of sub-
jects, followed by social co-operatives, trade, handcraft, public employment, and others.
Almost 70% of work contracts were made in private companies. Public employment is
keener to help in orientation and training projects rather than in employment.

For severely disabled people a social integration program within real occupational
contexts is a valuable alternative to sheltered workshops. It is not related to the quota sys-
tem and does not lead to an employment. However, severely disabled subjects who would
not be successfully integrated as workers in the labour market may benefit from spending
their time in real work contexts to practice their skills and to consolidate their level of
independence.

WISs work in co-operation with job centres, local offices of the Ministry of Labour
created to promote work integration for all unemployed citizens regardless of disability.
Job centres are contacted by enterprises with vacancies, and directly or via the mediation
of WISs may promote work integration. Job Centres have also been given responsibility
to receive subscriptions of those disabled people who are entitled to benefit of the quota
system, and to allocate them.



In conclusion, WISs promote co-ordination among forces involved in active work
politics, creating a so-called Guidance Group for employment of people with disabilities:
this includes local authorities, the national social security system, NHS units, training
centres, job centres, trade unions, user associations, and enterprises.
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Introduction

For the majority of people, work is central to their lives and to the way they think of
themselves. Disability may create a major disadvantage impacting upon quality of life at
all levels. The disability may arise from congenital conditions or it may be caused by
injury or disease. If serious incapacity arises from the disability, it may prove very diffi-
cult for an individual to enter or re-enter the world-of-work and to carry out the normal
and expected duties of the work environment in a chosen career or profession. It is the
case that the longer a person who is disabled from injury and is absent from the work
environment, the longer and harder it is likely to be before they can satisfactorily re-enter
fully into the employed environment.

The Irish model of vocational rehabilitation has changed fundamentally since 2000
following the Report of the Commission on the Status of People with Disabilities – A
Strategy for Equality (1996). From 1967 to 2000 the National Rehabilitation Board
(NRB), which reported to the Department of Health and Children, had statutory res-
ponsibility for advising and guiding vocational rehabilitation for people with disabilities.
NRB had a staff of professional vocational rehabilitation advisors throughout the coun-
try NRB also a psychology and medical department. Their role included arranging
training and placement of people with disabilities in employment and this was part of
the continuum of linking rehabilitation from health through to employment.

NRB was dissolved by the government in 2000 and responsibility for employment
and vocational training policies for people with disabilities was transferred to the
Department of Enterprise, Trade and Employment. The relevant vocational responsibi-
lities and services then became mainstreamed into other state bodies. This resulted in the
direct link between medical rehabilitation and vocational rehabilitation services being
severed. Responsibility for the rehabilitative life skills training and sheltered work for
people with disabilities remained with the Department of Health and Children.

Research shows that vocational rehabilitation plays an essential role in the process of
enabling a return to work [1]. The research also shows that employers have a pivotal role
to play in the provision of employment opportunities for people with disabilities. It fur-
ther shows that Vocational Rehabilitation professionals may be able to improve the
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employment outcomes of people with disabilities by assisting employers to recognize the
potential of employees with certain types of disabilities to perform the essential functions
in specific jobs.

This article highlights the current measures of support provided by the State to
people with disabilities to enter and remain in employment, and to improve their overall
quality of life. Future research into the assessment of the effectiveness of these supports
will determine whether the changes to the policies derived mainly from the work of the
Commission will require further adjustments or fundamental change going forward.

Policy Context

Report of the Commission on the Status of People with Disabilities - A Strategy for
Equality, which was published in 1996, is the key policy framework document that sets
out the overall approach to disability policy in Ireland.

The Commission engaged in the most widespread consultation with people with
disabilities and their families ever undertaken in Ireland. The membership of the
Commission was made up of over 60% people with disabilities and their families.

Three fundamental principles underpinned the recommendations of the
Commission:

– enabling Independence and Choice ;
– equality ;
– maximising Participation.

A key recommendation of the Commission [2] was the mainstreaming of services for
people with disabilities. Mainstreaming means the delivery of services for people with
disabilities by the public bodies that provide the services for the general population.

Following the adoption of the mainstreaming policy by the Government, all existing
government policies and services were examined and realigned to comply with this prin-
ciple. This review had immediate and widespread implications for the model of
Vocational Rehabilitation in Ireland.

The Department of Health and Children had responsibility for matters relating to the
vocational training and rehabilitation of people with a disability. Following the mains-
treaming policy this was seen as outdated and reflected the medical model of disability
rather than the social and rights model of disability, which is now the currently accepted
model.

The Department of Enterprise Trade and Employment now has responsibility for
employment and vocational training policies for people with disabilities and this is now
dealt with as part of general labour market policy.

A primary goal of the Department of Enterprise Trade and Employment is to achieve
improved integration of people with disabilities into the open labour market in a way
that maximizes their potential and contributes to economic growth and social cohesion.

The implication of this policy decision by Government was the dissolution of the
National Rehabilitation Board. This Board, which reported to the Department of Health
and Children, was responsible, among other things, for the Vocational Rehabilitation of
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people with disabilities. This function transferred to two government departments men-
tioned above.

Responsibility for the Rehabilitative Life Skills Training and Sheltered Work for
people with disabilities remained with the Department of Health and Children. Overall
the Department of Health and Children is responsible for the provision of the full range
of health and social services from acute hospital services to continuing care in the com-
munity.

Vocational rehabilitation in Ireland – a model in transition

The Model of Vocational Rehabilitation in Ireland is best understood within this context
of the mainstreaming policy and the adoption of the social and rights based model of
disability.

It may be described as a model in transition. As we have seen programmes and sup-
ports previously provided by the Department of Health and Children are now being pro-
vided by the Department of Enterprise Trade and Employment.

The implementation of the mainstreaming policy has led to increased fragmentation
of services to people with either an acquired or congenital disability as they engage with
vocational rehabilitation. With several government departments now taking a more
active involvement in the provision of services to people with disabilities there is a ten-
dency for each department to keep within its own boundaries. Linkages and pathways
between health and employment programmes and education programmes are diffused
and confused.

There is a marked absence of a Case Manager Role that provides a link between the
various strands of programmes. Prior to the dissolution of the National Rehabilitation
Board the Vocational Service of the Board provided a case manager role for individuals
undergoing vocational rehabilitation.

Of particular concern is the pathway from medical rehabilitation to the appropriate
vocational rehabilitation. Although provision of programmes to support individuals has
stayed at a constant level if not increased, the practical supports such as the case mana-
ger role, to engage individuals with these programmes are now more fragmented and
where available is linked to sets of programmes provided by individual departments
rather than between programmes.

A recent report by the National Disability Authority (NDA) summed this up when it
concluded a review of training and employment services for people with a disability by
stating:

“Though there have been some improvements in the mainstreaming of service provision
to people with disabilities this has been at the expense of greater fragmentation of responsi-
bility for policy development and service delivery. There is no evidence that mainstream ser-
vice training providers are increasing their intake of people with disabilities”. [3]
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Prevalence of disability in Ireland

In the Quarterly National Household Survey [4] held in the second quarter of 2002 the
figures showed that 10% of adults of working age have a longstanding disability or health
problem.

Over 10% (271,000) of all persons aged 15 to 64 indicated that they had a longstan-
ding health problem or disability. The prevalence of disability and health problems
varied by age group, with a quarter (84,400) of all persons in the 55 to 64 age group suf-
fering from a longstanding health problem or disability. This compares to less that 5%
(30,600) of persons in the 15 to 24 year age group.

Just over 40% (108,600) of all persons aged 15 to 64 with a disability or health pro-
blem indicated that they were in employment which compares to an overall rate of 65%
for the total population in the same category. Of the 108,600 in employment, over three
quarters were in full time employment. The majority of those in employment were
employees (87,600) with just over 20,000 falling into the self employed and assisting rela-
tive categories.

The most common reported disabilities/long standing health problems were chest or
breathing problems (41,500) followed by heart, blood pressure or circulation problems
(39,200) and back of neck problems (37,800).

Approximately 15% (40,500) of all persons with a disability/longstanding health pro-
blem have had their condition since birth. Just under one third (84,900) have had their
condition for ten years or more.

Assistance was provided to 8,900 (8.2%) of the 108,600 persons in employment who
reported a longstanding health problem or disability. Just over 3,000 worked in sheltered
or supported employment. Almost 22,000 persons with a disability or longstanding
health problem not in employment stated that they would require assistance in order to
work.

Legislative context

The legislative context in Ireland has changed in the last six years with equality and anti-
discrimination legislation providing a strong framework to support the equality agenda
pursued by people with disabilities.

Employment Equality Act 1998

This act outlaws discrimination both direct and indirect in employment on nine grounds
including disability.

The Equal Status Act 2000

This act prohibits the discrimination across nine grounds including disability in the pro-
vision of goods and services. The act requires providers of services to make reasonable
accommodation to meet the needs of people with disabilities. In 2002, 44 individuals
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with a disability made claims under the Employment Equality Act and 50 under the
Equal Status Act, this represents 14% and 5% of the claims.

Proposed Disabilities Bill

A new Disabilities Bill is currently being drafted. This Bill is intended to provide for an
independent assessment of needs for all people with disabilities. As yet the exact details
and provisions of this Bill are not in the public domain. Those representing the Disability
Groups have lobbied for an independent assessment of need supported by a rights based
delivery system.

A key issue for many people with disabilities, which they hope will be addressed in
the new Bill, is the separate and disparate access to fragmented services many of which
undertake or request a separate assessment of need. The intention is that the new
Disabilities Bill will provide a comprehensive assessment that will be applicable across
services and programmes.

National agreements and social partnerships

Since 1987 there have been five national agreements negotiated with the social partners
and the government. The social partners are made up of employers, trade unions, far-
mers and community voluntary sector representatives. These agreements are the overar-
ching agenda of government and the social partners. They are seen as a powerful way to
address issues and to reach consensus with the social partners.

The success of the Irish economy in the 1990s was attributed in part to the social
partnership approach to wage increases and economic development. Each successive
agreement has seen increasing commitments to improving and addressing the issues of
people with disabilities in Ireland. Many of these commitments include improved access
to employment, new schemes for accessing employment, reviews of sheltered work,
exploring the issue of a cost of disability payment, strategies for rehabilitation and
reviews of services to people with disabilities.

Medical rehabilitation

Responsibility for medical rehabilitation rests with the Department of Health and
Children. Individuals who have completed a period of medical rehabilitation are referred
on to the appropriate government agency. The main difficulty here is that there is, how-
ever, no single assessment gateway or route to retraining. The local area health boards
provide a Guidance Service to Rehabilitative Training and Sheltered Work. Foras
Aiseanna Saothair (FAS) the state Training and Employment Services agency provides a
gateway through its employment services for all of its services.

There is a marked absence of bridging programmes and supports for individuals to
move between programmes.
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Rehabilitative training

Rehabilitative training focuses on the development of an individuals core personal capa-
cities such as life skills, social skills. Some area health boards provide the training them-
selves or make provision with voluntary agencies. Rehabilitative training courses are deli-
vered in a range of locations from training centres, home based programmes and com-
munity based programmes. Health Boards have Occupational Guidance Officers who are
the first point of contact for the individual seeking retraining and rehabilitation.
Following assessment the Occupational Guidance Officer refers the individual to the
appropriate training programme that meets the needs of the individual.

In total there are 2,557 Rehabilitative Training Places provided throughout the coun-
try by the area health boards. Many of the Rehabilitative Training Programmes are pro-
vided by Voluntary Bodies that provide a range of other services such as residential ser-
vices, sheltered work and day care programmes.

The Department of Health and Children has responsibility for the development, fun-
ding and administration of rehabilitative training and sheltered work. These policies are
operationalised by local Health Boards (ten in total but soon to be reduced to four as part
of a wide ranging health services reform programme currently the focus of the govern-
ment’s attention).

Sheltered work

The traditional model of sheltered work is defined as work which people with disabili-
ties undertook in a sheltered setting. However, following concerns expressed about the
position of individuals in sheltered work, a re-definition of sheltered work is in the pro-
cess of taking place. A new code of practice on sheltered work is awaiting approval by the
Minister for Health and Children. A number of existing sheltered workshops will more
than likely be reclassified as employment. A report commissioned by the Department of
Health and Children in 1997 estimated that approximately 8000 individuals with a disa-
bility were in sheltered work in over 215 centres throughout the country.

Labour market services for people with disabilities

Employment and training are important routes for people with disabilities to achieve
economic and social independence.

To this aim, the Department of Enterprise Trade and Employment has taken a three-
pronged focus:

– provide employment skills to people with disabilities;
– promote the employment of people with disabilities to employers;
– provide employment supports to employers and people with disabilities.
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In practice, the mainstreaming of vocational training and employment services,
meant that FAS – the state agency responsible for the provision of training to the work-
force needed to provide services to people with disabilities in an integrated way offering
them more choice and options then were previously available. This means that FAS nee-
ded to ensure that people with disabilities have the same right of access to labour market
services as their non-disabled peers. To this aim, FAS:

– worked towards increasing the capacity of services already available through FAS,
such as FAS mainline service provision, Local Employment Services (LES), Job Clubs and
Community Training Workshops (CTWs), Community Employment (CE), etc.;

– designed and developed new grants for employers such as the Disability Awareness
Training Support Scheme (DATSS) and the Employee Retention Grant, as well as new
employment initiatives such as Supported Employment;

– promoted services and programmes for people with disabilities to potential users
and employers;

– assisted in the formulation and development of policies and strategies for the pro-
vision of labour market services for people with disabilities by working closely with
government departments, and other major stakeholders, including a National Advisory
Committee on Disability, to identify emerging issues and gaps in service provision.

FAS National Advisory Committee: This Committee, consisting of members who
represent organisations of and for people with disabilities, relevant government depart-
ments, FAS, ADM and the social partners, aims to assist and advise FAS on matters rela-
ting to the development and provision of services and programmes for people with disa-
bilities. Its inaugural meeting took place in June 2002 and it meets four times a year.

Vocational training

Vocational training is one of the primary routes available to people towards realising
their full occupational potential. Therefore, it is important that people with disabilities
have access to the widest possible vocational training provision whether that be provided
by specialist training providers or mainline FAS centres.

FÁS provides a large range of training courses of an industrial and commercial
nature, for unemployed and redundant workers, those wishing to update their skills or
change their career and for school leavers. These courses are designed to equip partici-
pants with specific skills which will enhance their prospects in securing employment
through training, and include:

– FÁS Training Centres;
– Community Training Workshops;
– Traineeships;
– External Training Courses.

FÁS also offers Interactive Training courses at its FÁS NetCollege.
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To increase participation of disabled people within these courses a number of inter-
ventions are available, namely:

– the provision of assistive technology in its broadest sense, such as braille text, JAWs
and close circuit televisions (CCTVs);

– the use of training support assistants and sign language interpreters; and
– assistance towards additional transport costs.

Additionally, because some people with disabilities may require:

– additional training duration;
– adapted equipment;
– enhanced programme content;
– reduced trainer to trainee ratios, and/or;
– staff, specially qualified in training people with disabilities, FÁS currently contracts

with approximately 20 specialist training agencies to provide this type of training -
Specialist Training Providers (STPs).

These Specialist Training Providers, for example National Training and Development
Institute (NTDI), provide Introductory and Specific Skills training to approximately
2,500 people with disabilities in 60 centres throughout Ireland. They are required to meet
minimum standards in relation to the design and delivery of training programmes and
all these programmes lead to nationally recognised certification. Therefore, employers
may be assured that if they employ a person with a disability, who has completed one of
these vocational training programmes, they are employing a person with certified skills.

Initiative to facilitate the employment
of people with disabilities

Many people with disabilities, having overcome significant barriers in normal day-to-day
activities, are often highly motivated, flexible and loyal, and will bring these strengths to
the workplace. Studies of organisations that employ people with disabilities have readily
identified these positive qualities. Discussions with employers, who have employed
people with disabilities, reveal other benefits such as enhanced customer relations. These
factors, coupled with the obligations on employers to comply with recent employment
equality legislation, make failure to attract people with disabilities an unnecessary waste
of human resource.

Employment Support Scheme

Whereby financial support is offered to employers who employ people with disabilities
whose work productivity levels are between 50% to 80% of normal work performance.
There are currently 460 people with disabilities on this Scheme, and the average weekly
subsidy is €66 per week.
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Workplace Equipment/Adaptation Grant

Whereby employers who have to adapt their workplace or equipment for an employee
with a disability, may apply for a grant of up to € 7,000 towards the cost.

Job Interview Interpreter Grant

Available to people with a hearing or speech impairment, who are attending job inter-
views.

Personal Reader Grant

Available to people who are blind or visually impaired and may need assistance with job
related reading.

All private sector employers are eligible for funding under these Grants, provided
they are:

– about to employ a person with a disability;
– continuing to employ a worker who has become disabled;
– if the person is self employed, with a disability.

FÁS also took over responsibility for the Pilot Employment Programme (PEP),
whose aim is to grant assist commercially viable enterprises, of which 50% of the
employees are disabled people.

From the onset, given the complexity of the tasks ahead of us, FAS realised that pro-
vision of existing services and programmes alone would not provide equality of access.
Many people with disabilities may be able to access the labour force with supports and/or
by overcoming barriers of attitude among the workforce. To broaden the labour market
options for people with disabilities, and to address these issues, a number of new initia-
tives are currently being developed and implemented by FAS. These are:

Supported Employment

Launched in 2000, this Programme is an open labour market initiative that works
towards the placement and support of people with different types and varying degrees of
disability, who genuinely need the initial support of a Job Coach to obtain and maintain
employment. Under this initiative:

– contracts were awarded to consortiums, consisting of organisations of and for
people with disabilities;

– Job Coaches provide the employee with a disability with the necessary support and
coaching in the workplace, and the employer and co-workers, in facilitating the integra-
tion of the employee with a disability into the workplace;

– nine hundred plus (900+) people with disabilities obtained employment in the
open labour market as a result of this initiative by June 2002.
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An evaluation to provide an assessment of the operation and impact of the national
pilot for Supported Employment has been completed. The evaluation will identify areas
which may be built upon to ensure that the Programme achieves maximum effectiveness
in meeting its objectives, and recommendations will be used to further develop the
Programme from the end of 2002, when the current round of funding will be comple-
ted.

Disability Awareness Training Support Scheme

One of the key factors in assisting the integration of people with disabilities into the
workforce is to overcome mistaken perceptions of people with disabilities and their capa-
city to work. To increase awareness, and overcome these perceptions, this grant is avai-
lable to employers to cover the cost of disability awareness training for their organisa-
tion’s staff and personnel. This grant has been available since January 2002.

Employee Retention Grant Scheme

The purpose of this grant is to assist employers to retain employees that acquire a disa-
bility that jeopardizes their employability. The aim of the grant is to identify the supports
and accommodations necessary to retain employees in their current job, or to re-train
them for another position in the organisation. To date this grant has been endorsed by
industry and unions alike, e.g. Irish Business and Employers Confederation (IBEC), Irish
Small and Medium Enterprises (ISME), Small firms Association (SFA), Health and Safety
authority (HAS) and Irish Congress of Trade Unions (ICTU), and the National Advisory
Committee on Disability.

This is a two-stage grant. Stage I provides funding to the employer so that he or she
may hire in an external specialist to develop a “retention strategy”. Stage II provides fun-
ding for the implementation of the “retention strategy”, including, where required, re-
training, use of job coaches, and/or an external co-ordinator to oversee and manage its
implementation. This grant has been available since October 2002.

Irish Income Maintenance System

Underpinning and a key element in the vocational rehabilitation of individuals with
acquired or congenital disabilities is the Income Maintenance System. Over the last ten
years and arising from the high unemployment in Ireland in the 1980s the Department
of Social and Family Affairs developed a range of innovative supports to assist the long
term unemployed regain entry to the workforce.

The income maintenance payments available under the Irish social welfare system
consist of social insurance benefits, social assistance payments and universal schemes,
all of which are administered by the Department of Social and Family Affairs.
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Social insurance benefits

Are payable to people who experience one of a range of internationally-recognised
contingencies, such as illness, unemployment, old age, maternity, etc. Entitlement to
these benefits is based on prescribed social insurance contribution conditions.

Social assistance payments

Which broadly complement the range of social insurance benefits, are means-tested pay-
ments that are payable to people without sufficient contributions to qualify for social
insurance benefits. Universal payments, such as Child Benefit and Free Travel, do not
depend on either social insurance contributions or means tests.

Traditionally the role of the income maintenance system was a passive one, with res-
ponsibility in this area primarily confined to providing income support to people during
periods of inability to earn an income. However, over the last decade or so, the Income
Maintenance System has taken a more pro-active role in dealing with people’s needs. This
is particularly so in the case of the unemployed, where various measures have been intro-
duced to support them to return to work. In recent years, these employment support
measures have been extended to other groups of social welfare recipients, such as people
with disabilities, lone parents etc. The table below shows the total cost of disability rela-
ted payments for 2002.

Disability payments for 2002 [5]
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Payment No of Recipients Yearly Cost Million Euros

Disability Benefit 54,590 385 m
Invalidity Pension 52,147 404 m
Injury Benefit 828 12 m
Disablement Benefit 11,612 59 m
Disability Allowance 62,783 408 m
Blind Persons Pension 2,095 14 m
Totals 183,955 1,282 m

Employment/training supports for people with disabilities

Through the range of employment and training supports available, the income mainte-
nance system now aims to encourage and assist people on social welfare disability and ill-
ness payments to identify and take up available employment, training and other self-
development opportunities, where appropriate. This is achieved through a range of mea-
sures such as:



The Back to Work Scheme

Which provides people on long-term illness and disability payments with assistance on
a sliding scale for 3 years (or 4 years where they are engaged in self-employment) when
they move into full-time employment. In 2002 a total of 808 individuals with a disability
were beneficiaries of the Back to Work Allowance Scheme out of a total of 11,526.

The Back to Work Enterprise Scheme

Is similar to the Back to Work Scheme but is aimed at people with a disability who wish
to commence self-employment. In 2002 there were 465 beneficiaries with a disability out
of a total of 13,510.

Income disregards

In the case of means-tested payments (e.g. Disability Allowance and Blind Person’s
Pension), for those engaging in rehabilitative employment/self-employment and trai-
ning. The first 120 euros of income earned is disregarded. Approval must be sought from
the Department of Social and Familiy Affairs for the employment to be considered to be
rehabilitative. In some situations a letter from the individual’s doctor may be required.

Special rules applying to the contributory illness and disability payments

(E.g. Disability Benefit and Invalidity Pension), which encourage recipients to return to
work by engaging in employment which is considered to be rehabilitative or therapeutic
in nature and occupational retraining.

The Jobs Facilitator Network

Administered by the Department of Social and Family Affairs, which assists people to
return to work, training and education by advising them of the options available, encou-
raging them to take up these options and providing supports, where necessary.

The Family Income Supplement Scheme

Which provides financial support to low income families; and

Exemptions from liability for employer and employee PRSI contributions

In certain instances.

Back to education allowance

This seeks to raise the educational standards of the long-term unemployed in order to
help them meet the requirements of the labour market. The scheme allows people return
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to secondary, vocational or third level education. In 2002 there were 529 beneficiaries
with a disability out of a total of 6,860.

These supports allow people with disabilities to access training or attempt to inte-
grate into the labour market while retaining social welfare payments in full or in part. In
addition, the associated secondary benefits, such as medical cards, can be retained in
many instances. There are about 16,600 people who are ill or disabled availing of these
employment support measures. This represents 10% of all of the people on the social
welfare illness and disability payments.

Role of insurance and sick pay schemes

In Ireland most workers are covered by the Pay Related Social Insurance (PRSI) scheme
as outlined above. This assures all workers of a basic income should they become ill or
disabled. Thereafter individual employers and workers may provide or pay for additional
income maintenance schemes to cover the contingency of long term illness and absence
of work. Most employers would have short term sickness schemes. Entitlement to occu-
pational pensions due to long term illness or disability is varied. As soon as the worker is
absent from work the employer has little mandatory obligations. Inability to perform the
duties of the job that the person was hired to do due to illness or disability are not seen
as reasons for unfair dismissals under Irish Employment Legislation. The Law of Torts
and the adversarial system of proving negligence in cases where the worker is trying to
prove negligence in order to gain compensation mitigates against the early return to work
of injured and disabled workers.

The Income Protection Schemes are mainly provided by private insurance compa-
nies. The main thrust of these schemes is to ensure compliance with the terms of the
scheme. There is little emphasis on rehabilitation. Often the beneficiaries are wary of
engaging in rehabilitation and retraining in case their entitlement is jeopardised. This is
an area that requires further research and examination. At a broad level the major
employer representatives are supportive of employing people with disabilities. There is
no legally enforceable quota scheme in Ireland. The Civil and Public Service has an
employment quota of 3% of the workforce. This is being achieved. Monitoring is limited
and categorisation of workers as disabled is arbitrary.

Conclusion

Fundamental changes in the Irish model of vocational rehabilitation have taken place
since 2000. With the concept of mainstreaming, vocational rehabilitation remains out-
side the health area and is in a transitional phase; the continuum of care from the hospi-
tal to employment requires further development if we are to achieve a seamless service
for people with disabilities from the acute phase to return to the community and
employment.
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The current Irish model of vocational rehabilitation appears to rely on a compre-
hensive series of measures supporting people with disabilities. Since the change of model
in 2000, there has been no published evaluation available of the effectiveness of these
measures to date, it is therefore difficult to form any conclusion.

Abbreviations

CCTvs = Close Circuit Televisions
FAS = Foras Aiseanna Saothair
IBEC = Irish Business and Employers Confederation
ISME = Irish Small and Medium Enterprises
SFA = Small Firms Association
HAS = Health and Safety Authority
ICTU = Irish Congress of Trade Unions
PRSI = Pay Related Social Insurance
ADM = Area Development Management
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Introduction

The organisation of social security for workers suffering from disabling conditions cau-
sed by illness or disease in the Netherlands has undergone great changes during the past
decade. These changes are expected to continue for at least another five years before a
new and stable system is established.

Whereas the Netherlands, by the end of the previous century, had almost a million
workers suffering from long-term work incapacity as a result of illness or disease, their
number has been reduced to 850,000 in 2004 and is expected to dwindle further still in
the years to come.

The causes of this reduction should be found mainly in a system modification which
has resulted in a higher entry threshold. One of the major factors involved is that res-
ponsibility for the reintegration of workers who have dropped out as a result of incapa-
city for work has been shifted from the public domain to the private market.

This chapter will successively discuss 1) the social security system for those who, as a
result of illness or disease, have lost their capacity for work, either partially or entirely;
2) the shift in responsibility from the public domain to the private market; and 3) the
methods applied in the new system to realize reintegration.

The social security system

The principle underlying the social security system in the Netherlands has been to insure
loss of income-generating capacity as a result of illness or disease.

The causes of illness or disease do not play any role when loss of income is assessed.
In the Netherlands, when entitlements to disability benefits are assessed, no distinction is
made between “risque professionel” and “risque social”. In other words, those who have
become incapacitated for work as a result of accidents in the private sphere (sports, hob-
bies, household activities) have exactly the same rights and are subject to the same regu-
lations as those who have become incapacitated for work as a result of industrial acci-
dents or occupational diseases.
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The amount of loss of income is determined by estimating the reduced capacity to
earn the same income as could be earned by someone with similar knowledge and skill
levels or professional qualifications (theoritical income). This reduced capacity to earn
an income is expressed in six categories varying from zero to 100% (0-15, 15-35, 35-50,
50-65, 65-80, >80%) and determines the amount of disability benefit allowed.

When workers have been incapacitated for work for two years, an assessment is made
to establish their work incapacity pension. The aim is to assess the worker’s disability to
work. It must be objectively demonstrated that the disabilities have been caused by illness
or disease. The disabilities found are used as a basis to estimate the reduction in the
worker’s capacity to earn an income as compared to other workers with similar levels of
training and education and experience; if a person is still able to realize 50% of his    theo-
ritical income, then his work incapacity is reduced by 50%.

Work incapacity is assessed two years after a worker stopped working as a result of a
specific illness or disease. During the first two years of work incapacity, the employer is
responsible for the employee’s reintegration process. The reintegration process may be
aimed at achieving placement with the same employer in a specially adapted position or
in a different position or it may be aimed at finding a place with a new employer.

The objective of the process is to motivate both employer and employee to realize
early employee recovery, either in the employee’s previous position, which may be tem-
porarily adapted, or in a different position, either permanently or for the time being.

If employer and/or employee have failed to make sufficient efforts during those two
years to find work – in adapted form or otherwise, in a different type of work or in a dif-
ferent position – a financial sanction can be imposed on the employer or the employee.

Employers may take out a reinsurance against the costs of illness and/or work incapa-
city of their staff during the first two years. This reinsurance on the illness period (up to
two years) must be concluded with a private insurance company. When employees receive
work incapacity benefits (“WAO benefits”) after two years, they are paid by the UWV, a
public social fund for the implementation of – statutory – employee insurance schemes.

Summarizing, the implication is that if diseases or disabling conditions cause workers
to stop working, their employer will be responsible for their reintegration for a period of
two years. At the end of that period, a review is made to establish whether employer and
employee have made sufficient reintegration efforts. It is only when the review outcome
is positive that the employee may be eligible for disability benefits.

The work incapacity system of the Netherlands will change greatly between now
and 2007. Major principles involved in those changes will include:

– Reintegration will be of primary importance.
– Work incapacity insurance will demonstrate a shift towards a complementary and

partially privately realized wage addition: everyone will be “obliged” to realize any remai-
ning capacity for work.

It will be a highly restricted group who will receive disability benefits. These benefits
are intended exclusively for those people who have lost every chance of returning to
work, in whatever form.
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Physical examinations will be tightened considerably and employees will receive
benefits only if they have lost every capacity to earn an income while their disease results
in permanent disabilities.

What are the implications of these developments
for vocational rehabilitation in the Netherlands?

The effect of these developments is that reintegration in the Netherlands has turned into
a two-track policy.

Firstly, if workers have become incapacitated for work at their jobs, their employer
will be responsible for their reintegration for a period of two years. This type of reinte-
gration can be characterized as Disability Management.

Secondly, if an employer-employee relationship no longer exists or has never existed
at all – for example, when people have become disabled at an early age or when
employees have lost touch with their employer after two years of being incapacitated for
work – this is said to be a case of vocational rehabilitation.

Disability Management: principles

Disability Management is understood to be the sum of those activities which are desi-
gned to prevent workers from being absent from work (primary prevention), to support
their recovery (directing function) and to develop reintegration activities [1]. Disability
Management can be seen as a coordinated and coherent strategy aimed at cost-effective
prevention and early intervention, both removing the causes of work incapacity and sup-
porting workers to resume work as quickly and adequately as possible. Disability
Management focuses on workers suffering from chronic and/or functional disabilities,
on restoring individual work and functional capacities, but also on preventing individual
capacities from deteriorating. Disability Management is aimed at developing and rein-
forcing the individual’s capabilities and at removing and/or reducing obstacles in the
worker’s environment which might reduce functional capacities. Essentially, it combines
two perspectives: utilizing, encouraging and improving the individual capacity for work
of those who have disabilities on the one hand, and the methods used by the organisa-
tion to deal with prevention and reintegration on the other. In this approach, the focus
is on employees suffering from disabilities and Disability Management activities are desi-
gned to learn to cope with disabilities and to reintegrate into the work organisation.
Special attention is paid to the continuity of the relationship designed disabled worker
and employer. In other words, the aim is to realize early resumption of work within one’s
own organisation [1]. These views correspond with the prevailing approach in the
Netherlands, which was discussed earlier, that reintegration activities should take place as
soon as possible, i.e., from day one of being incapacitated for work.
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Disability Management: procedure

In Disability Management the focus is on returning to work as soon as possible. The first
step in this approach, therefore, is to find or create a temporary workplace where the
disabled employee can return to work as early as possible. The underlying assumption
is that the disabled worker will carry out other work activities during the time between
falling ill and – if possible – 100% recovery. Within the context of Disability
Management policy-making, this specific type of early intervention is called “transitio-
nal work”. Transitional work is started after an average of two weeks following the first
day of illness.

Transitional work is designed to support the capacity for work, for example by pro-
viding relevant training. It is a provisional measure and it has a hierarchy of work activi-
ties in which the focus is on realizing a gradual transition to former work activities within
the possibilities which the disabled worker has currently available. Transitional work can
be said to exist when several preconditions have been met. Firstly, a thorough assessment
should be made to establish both possibilities and impossibilities and the – potential –
capacities of the worker involved. Next, job strain, job content and job requirements
must be known for a great number of positions in order to realize optimum matching
between job and individual. In addition, however, alternative positions may also be deve-
loped, knowing their job strain, job content and job requirements. This should be follo-
wed by regular monitoring in order to establish any health improvements that have
occurred and to readjust work activities to newly developed conditions in order to rea-
lize a gradual return to the old position [2].

Several studies have shown that beginning to work or resuming work is one of the
major factors to improve health. In this respect, the function of transitional work is two-
fold. On the one hand, the disabled worker is productive and, on the other hand, his/her
recovery is facilitated [2].

In order to get this DM policy started in an organisation, reintegration policies within
the organisation should be arranged and coordinated with the requirements of swift
interventions. The first step to introduce a DM policy is to appoint a DM committee
which will focus particularly on early intervention by using transitional work. Both
employees and other interested parties will be on the committee. The DM committee will
closely cooperate with both the medical officer and the immediate superior of the disa-
bled worker. In addition, the DM committee also maintains relations with the other
actors who have a role to play in early reintegration (family physician, medical specialists,
etc.). The main focus will be on the disabled worker, who is invited to participate in all
activities undertaken by the DM committee. In most cases the employee is contacted
within two weeks after falling ill at most. Employees are invited to have an exploratory
interview in which the employee and, possibly, his or her superior can participate in dra-
wing up a first plan of action. In all cases, the plan is submitted to the medical officer,
who will need to give his permission to go through with it. If the medical officer feels that
the agreed transition work does not present any medical problems to the employee invol-
ved, then action can be taken to have it realized.
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Thus, Disability Management distinguishes itself from existing reintegration policies
by emphasizing – remaining – employee capabilities as well as the collaboration and
commitment of the parties involved in order to provide custom-made solutions and to
facilitate an early return.

Disability Management: preconditions

Early intervention activities such as those taking place within the context of a Disability
Management programme have a chance of success only if the activities are embedded in
organisational policy-making and if several specific organisational principles have been
met [2].

In the first place, the DM policy principles should be supported throughout the
organisation. All the groups that are part of the organisation should take their own res-
ponsibilities, based on the same DM philosophy. Thus, this philosophy or approach
should be adopted by both higher and middle management, staff support departments
(personnel department, Occupational Safety and Health Service) and the workers
themselves. Secondly, it is necessary to appoint a Disability Management coordinator
who will ensure the collaboration and support of all the parties involved when a worker
is in the process of resuming work. Finally, monitoring and assessment are important
methods in reintegration policies as they provide some idea of the costs and benefits
involved in reintegration. Apart from these three elements, what is also needed is moti-
vation, commitment and flexibility on the part of both workers and managerial staff.
Employees should accept that their daily work activities may be changed temporarily
while managerial staff should actively think along about alternative work activities
which, perhaps temporarily, can be performed by the worker involved. At company level
there must be flexibility, for example, in offering flexible working hours, lenient atten-
dance requirements (e.g. teleworking), custom-made positions and tasks and the possi-
bility to create new – temporary – positions.

All these things are then laid down in detailed protocols. After all, they can be incor-
porated into the company structure only if all the processes, activities and responsibili-
ties are formally laid down in writing. A natural consequence will be that agreements are
formalised and that employees make themselves familiar with reintegration.

There is great variation in the implementation of Disability Management pro-
grammes. In all cases, however, Disability Management is an inseparable part of the orga-
nisation’s HRM policy, either as an addition to the existing programme or as an overall
concept for reintegration policy-making [1].

Companies which have drawn up these programmes have achieved considerable cost
reductions while at the same time improving the position and commitment of their wor-
kers – both with and without disabilities [2].
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Vocational rehabilitation

Vocational rehabilitation: principles

In a great number of cases, disabled workers have not yet developed relations with an
employer or their relation has ceased to exist. These cases include:

Youth who, as a result of congenital or acquired disabilities, are faced with a very high
threshold to enter the labour market. Mostly, they are youth with very severe physical or
mental handicaps.

Previously employed or self-employed workers who, as a result of disease or disabi-
lity, have been unable to work for a long time and who have lost their capacity to earn an
income which they would have earned, in view of their training and experience, if they
did not have their disabilities. In addition, their disease or disability has caused them to
break off relations with their employer.

Both categories of disabled workers involve individuals who find themselves at a great
distance from the labour market and who want to have a job again, with their disabili-
ties. Typically, they mostly involve workers who have been disabled further still as a result
of the social process of work incapacity. One of the effects of curative medical care has
been that they tend to be strongly focused on their disabilities, i.e., what they are no lon-
ger able to do, rather than on what is left of capabilities that can be developed. Even the
opinions of insurance medical officers are based on limitations rather than possibilities.
Moreover, the social environment frequently is protective rather than encouraging
resumption of work.

Not only the disabled worker and his environment feel trapped by obstacles and disa-
bilities, the employer’s ideas, too, are framed in terms of impossibilities, additional super-
vision, reduced productivity and increased absence risks. Even if studies have shown that
these are highly exaggerated, preconceived ideas and stereotypes, this representation still
reduces the probability of finding employment [3].

Thus, the vocational rehabilitation process can be characterized as a combination of
activities aimed at:

The worker personally. In view of the preceding disabling process it is necessary to
help the worker to boost both his or her confidence and self-direction (empowerment).

Achieving the best possible match between job and individual, using training, educa-
tion and work adaptations.

Linking disabilities to positions available at the labour market. In a number of cases,
depending on the possibilities left, it may be practical to investigate regular positions, with or
without special adaptations. Or, if this is not possible, it will be necessary to find a job in a pro-
tected environment, perhaps even under permanent supervision (supported employment).

Activities focused on both the prospective employer and prospective colleagues
which are designed to remove any prejudices and to create an adequate working envi-
ronment that presents as few obstacles as possible [4].

The objective of vocational rehabilitation can be characterized as follows. Based on
an assessment of the capabilities of potential trainees, training and support activities are
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initiated which should result in improved opportunities in the labour market and which
should lead to increased individual effectiveness in finding more adequate ways of
dealing with the social and individual problems which persons suffering from disabilities
may have to face [5].

Vocational rehabilitation: procedure
In order to realize a successful reintegration path, even if it has a difficult target popula-
tion, it is based on a process model of labour integration (Fig. 1).
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Assessment

Reintegration plan

Training and Education

Coaching and support

Employment introduction

Placement and follow-up

Fig. 1 – Process model of labour integration [6].

The process model of labour integration entails all those activities which are designed
to analyse the starting position of disabled workers and to use this analysis as a basis for
developing a custom-made plan of reintegration and mediation.

The first phase in this process is a comprehensive assessment to investigate the indi-
vidual’s possibilities. Next, these qualities or characteristics are compared with the
demands made by employment. In doing so it is necessary to take as a starting-point the
remaining capacities and the possibilities that have developing potential (potential capa-
cities) rather than the disabilities that are currently present. It is on the basis of this
assessment that a personal route plan is developed, taking into account work-related
social and professional skills. More specifically, the disabled workers will be taught skills
that are required in order to deal adequately with both their social environment and their
work situation, if the latter exists. Finally, the workers will get support in terms of finding
them employment in order to apply the knowledge and skills acquired.

In cases where it is impossible to find regular employment and the worker is forced
to rely on permanent support then the method of supported employment is applied. The
aim of this method, which is used mainly to help individuals suffering from psychiatric
disorders or mental disabilities, is to find the disabled worker a regular employment posi-
tion in which the individual is trained and supported on the job.

The method of job coaching has five steps:

– To explore the wishes and capabilities of the individual involved (assessment).
– To find an appropriate employment position (job finding). This requires relevant

knowledge of the local labour market as well as a thorough understanding of positions
and work processes. Having good relations with an employer in this case is a prerequi-
site. Also, the job finder must be able to estimate the capabilities of the individual invol-
ved in relation to the positions available.



– To analyse job activities and workplace (job analysis). The coach must be able to
analyse jobs in order to establish whether those jobs, with or without any special adapta-
tions, are suitable for the disabled worker involved.

– To bring together job and individual (job matching) in order to realize the best pos-
sible match between the individual’s capabilities and the requirements made by the job.

– To coach the worker on the job with the intention of achieving long-term place-
ment (job coaching). This includes “training on the job”, i.e. teaching required knowledge
and skills. In addition, it may also be one of the tasks of a job coach to educate the indi-
vidual worker’s environment. Depending on the needs of both the disabled worker and
the company involved, a long-term coaching plan is then developed.

The difference between the two methods described is found mainly in how they see
relations with the employer and with the job. In the method described first, skills are ini-
tially taught which are designed to minimize current limitations in a new job. In the
second method, more active matching initially takes place between a person’s disabilities
and job requirements.

Vocational rehabilitation: preconditions

The process of vocational rehabilitation cannot really be successful until a number of
preconditions has been met. The first one is that the professionals who are expected to
build the process are able to do this properly. This requires a thorough understanding of
assessment methods: the professional must be able to make adequate estimates of an
individual’s capabilities or else to gather the required knowledge through other agencies.

Secondly, the professional must be able to motivate disabled workers (counselling
skills), making sure that they will make a choice in relation to their capacity for work. It
is also important that there is a growing understanding of how people can be motivated
to start working again following a long invalidation process.

Thirdly, the professional involved must be able to coach disabled workers in making
decisions about how they wish their capacity for work to be developed (counselling
skills).

Finally, they should also allow for the specific problems involved. It is well-known
that the total population of disabled workers is highly varied, both in terms of the nature
of their disabilities and their social and demographic backgrounds. The implication is
that different custom-made change strategies must be developed for the various target
populations in order to bring them back to work. In addition to relevant knowledge
about specific target groups, this also requires expertise in the disabilities caused by spe-
cific diseases or handicaps.

The matching process

Reintegration as described here can be seen as a continuous matching process between
the employee and the job. The steps to be made can be found in Figure 2. It is possible
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that the health status and the related disabilities can develop in a positive way (increase
of health status through training), but also in a negative way (decrease in health status).
Therefore the model should be regarded as a continuous matching process.
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Function

Function analysis

Possibilities Function
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Matching

No difference Little difference Large difference

Placement
Adjustments

Start again

Coaching/
guidance

Person with a
disability

Fig. 2 – The matching process.

As mentioned before, this matching process will only reach a high quality level when
making use of a good assessment. A good assessment tool kit should make it possible to
provide the user with answers on the remaining capacities and the possibilities for deve-
lopment of an employee. This assessment tool kit should also provide the user with an
indication of the employee related demands of the workplace.

In practice, these assessments will mostly be carried out when evaluating the capaci-
ties and possibilities of an employee with a specific health problems and/or specific
health related diagnosis (e.g. TBI, Diabetes, MS, CAD, etc.).



This implies that evaluations of the physical and psychological capacities of an
employee need to be based on a thorough assessment.

If a person is not able to return to his/her former job after sick leave, an estimation
needs to be made about his/her specific interests and capacities with respect to specific
elements of jobs. This estimation should lead to a concrete idea about future labour rela-
ted activities.

In many cases, the occupational health service and its professionals are perfectly
capable of making decisions about the possibilities. Also these occupational health ser-
vices are capable of deciding on the necessary adjustments and/or adaptations in the
future labour position as well as other labour related activities necessary for reintegration
of the worker into the workplace.

If more complex situations play a role, e.g. a more severe disability, an organisation
can be advised about how to (re)integrate this employee. The advice should be based on
a thorough assessment in relation to the function and demands of the workplace. A tai-
lor-made approach should be used when working with people with severe disabilities.

Practical implementation of reintegration care

Now that the privatisation of social security has been increasing, it can be concluded that
public government agencies have lost many of their tasks to support incapacitated or
unemployed workers. In contrast, a great number of private organisations have been
established to achieve specific parts of the reintegration objective for those same subca-
tegories of unemployed and/or incapacitated workers. Although some 700 reintegration
agencies were initially established, ten years later about 300 of them are left. Whereas
reintegration agencies were focused primarily on those workers who no longer had any
relationship with an employer – or never had one at all – the increased reintegration obli-
gations of employers have produced a considerable shift in attention toward coaching
workers who have stopped working or who are at risk of having to stop working as a
result of health complaints or diseases.

Consequently, the reintegration agencies have now taken a competitive position
against the occupational safety and health services, whose primary task was to provide
workers with support and counselling in order to achieve “long-term” employment.
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Purpose and characteristics
of vocational rehabilitation

The primary objective of vocational rehabilitation is to enable persons with a disability
– whether caused by a disease or an accident – to hold a regular job position in a public
or private company where they can work and interact with other employees who have no
disability, with an employment contract that provides the same salary and professional
rights as the other employees. Vocational rehabilitation is used in a wide range of disa-
bling diseases, such as spinal cord injury, stroke, traumatic brain injury, arthritis, multiple
sclerosis, congenital or orthopaedic difficulties, cumulative trauma or chronic pain disor-
ders, developmental and learning disorders, mental disorders and occupational accidents
and diseases.

Rehabilitation as a comprehensive medical speciality should be managed in active co-
operation with the individuals affected, in order to enhance their personal, social and
occupational integration. The ideal approach taken with disability policies should move
toward the use of proactive actions rather than obsolete protective methods. For ins-
tance, policies on rights (for residual abilities) versus compensation policies (payments,
favourable discrimination for functional losses, financial benefits), training versus adap-
tation, mutual benefits versus one-way benefits, self-assessment versus expert assess-
ment, analysis of the person versus analysis of the disability, positive outlook versus nega-
tive outlook, analysis on the basis of gender, race, ethnic origin, economic level, age, etc.,
versus analysis on the basis of handicaps and disabilities.

According to a survey on disabilities, impairments and health status [1] conducted by
the Instituto Nacional de Estadística (INE, National Statistics Institute) of Spain in 1999,
more than 3.5 million individuals in Spain have some degree of disability. This figure
represents 9% of the population, with women accounting for more than half (58%) of
all disabled persons in Spain. The same survey estimated that 25.8% of all individuals of
working age (16 to 64 years) have some kind of disability. The problem clearly has far-
reaching consequences for the economy, workforce and social health, and is causing gro-
wing concern among the persons affected and those with political or professional
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responsibility in the field. For the first time, a collective effort to conduct an objective
analysis of the problem and seek the best solutions is evident.

Legislative history

The history of vocational rehabilitation in Spain dates back to 1887 with the founding of
the Asilo de Inválidos para el Trabajo (Handicapped Workers Asylum). In 1922 this orga-
nisation became the Professional Work Re-education Institute for the Disabled, and in
1933 the National Re-education Institute for the Disabled. Its objective was to provide
retraining and vocational re-education for disabled workers. Although the organisation
has had various names and functions throughout its history, it still remains to the pre-
sent day [2].

With the precedent set in Bismark’s Germany where labour laws were created in 1884,
the Occupational Accident Act was passed in Spain in 1900 to protect persons disabled
in their jobs. In 1903 the Regulation for certifying occupational disabilities was created.
This was followed by the Instituto Nacional de Previsión (INP, National Welfare Institute)
in 1908, and the Retiro Obrero y el Plan de Seguros (Work Retirement and Insurance Plan)
of the INP in 1919. These measures provided specific benefits such as indemnities, pen-
sions, insurance, disability certification systems, etc., to individuals who had experienced
an occupational accident.

Wars and conflicts in Europe, including World War I and II, led to the appearance of
large numbers of war-related disabilities, and significant efforts were made in the field of
rehabilitation, including the founding of the early rehabilitation services. This was parti-
cularly evident after World War II. The goal of rehabilitation was physical and functional
recovery of the patients and the possibility to return to work. In Spain, the first rehabili-
tation service was created in 1933 under the name of Instituto de Rehabilitación del
Inválido (Invalid Rehabilitation Institute).

In its Universal Declaration of Human Rights (1948), the United Nations (UN)
devoted several of its articles to the disabled, stating that they have a right to work, social
services, education and an adequate standard of living. In 1955 the U.N. approved an
international rehabilitation programme for the physically disabled. In keeping with these
guidelines, the Lucha Sanitaria Nacional contra la Invalidez (National Health Struggle
against Disabilities) was founded in Spain in 1949 [3]. In 1961 an insurance programme
was established for persons with occupational diseases or major disabilities, and for chil-
dren who were orphaned as a result of occupational accidents or diseases. Since 1970 the
disabled worker has been recognised and theoretically protected in the job market with
a law establishing that 2% of all job positions in companies with 50 or more workers were
to be reserved for disabled persons; incentives were provided for the Social Security pay-
ments. However, the law was not actually implemented. The Labour Relations Act of
1976 established the special nature of jobs held by the disabled, but the administration
regulated the centres providing protected work opportunities more for the subsidies they
might receive than to satisfy their technical and staffing needs. No provisions were made
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for personnel or for the technical, commercial and business assistance needed to carry
out their activities. These places were occupational workshops rather than work centres.
The laws were founded on paternalistic, benefit-based concepts and were fragmented
and biased to these ends. Moreover, the various ministry departments regulated their
own areas of responsibility without relating to the other departments and without any
overview of the problem as a whole.

The definitive change came when the Spanish Constitution [4] was passed by the
Cortes on 31 October 1978 and ratified by the Spanish people in a referendum held on
6 December 1978. In one of the preamble sections, the Constitution states its intent to
“promote the progress of culture and of the economy to ensure a dignified quality of life
for all.” Section III devotes two articles to the protection of the disabled:

– Article 41, in general terms, states that the public authorities are obliged to “main-
tain a public Social Security system for all citizens guaranteeing adequate social assistance
and benefits in situations of hardship”;

– Article 49, in more specific terms, indicates that “the public authorities shall carry
out a policy of preventive care, treatment, rehabilitation and integration of the physically,
sensorially and mentally handicapped by giving them the specialised care they require,
and affording them special protection for the enjoyment of the rights granted by this Part
to all citizens”.

The ratification of the Spanish Constitution also led to the restoration of the
Autonomous Governments, starting with the historic autonomous areas (Catalonia,
Basque Country and Galicia) and later extending this empowerment to the remaining
regions of the country. This has involved a gradual transferral of powers for certain areas
such as health, social affairs, transit, etc., as well as occasional differences in the applica-
tion of some laws.

Based on Article 49 of the Spanish Constitution, the Social Integration Act of
Disabled Persons (LISMI) was passed in 1982 to further advance the constitutional
rights. This law was the first step toward addressing the assistance provided to the disa-
bled in a specific, definite manner with a focus on rehabilitation and integration, and
without paternalistic bias. In terms of management and funding, the Spanish govern-
ment has undertaken an administrative reorganisation of its overall assistance plan for
persons with a psychological, physical or sensory disability. Government funding for full
assistance to the disabled is contemplated in the General Budgets of the Spanish govern-
ment and in the budgets pertaining to the autonomous communities and local authori-
ties.

The law regulates several occupational systems: 1) the system of regular jobs in both
public and private companies, 2) protected jobs for individuals unable to work under the
usual conditions, whether temporarily or permanently, and who will be employed at spe-
cial job centres, and 3) occupational therapy centres not directly integrated in the job
market, but offering an intermediate step for rejoining the work force in the event that
the person has a temporary disability.
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Two key documents have been issued since the LISMI was passed:

1. Plan of Emergency Measures for the Promotion of Employment for Disabled
Persons, endorsed in 1996 by the Consejo Español de Representantes de Minusválidos
(CERMI, Spanish Council of Representatives of the Disabled).

2. Action Plan for Individuals with a Disability for 1997-2000, drawn up and co-ordi-
nated by the Instituto de Migraciones y Servicios Sociales (IMSERSO, Migration and Social
Services Institute), approved by all the autonomous communities and social organiza-
tions, and ratified by the Spanish government in 1996. This document contains the
results from various previous reports written ten years after the LISMI was passed [5, 6]
and shows that there were still many gaps in the available assistance to this population,
particularly with regard to rehabilitation, job creation, and implementation of a state
policy for the prevention of disabilities. As a result of these previous reports, in 1991 the
Ministry of Social Affairs agreed to prepare a preliminary Action Plan for Individuals
with a Disability that was undertaken in December 1992 by IMSERSO. The plan has two
key objectives: to achieve maximum autonomy and independence among this group, as
well as greater, more active participation in the job market and in society. Its efforts focus
on five areas: 1) the promotion of health and the prevention of disabilities; 2) full health
care and rehabilitation; 3) integration in schools and special education; 4) participation
and integration in the job market; and 5) community integration and an independent
life [7]. The section on participation and integration in the job market discusses voca-
tional rehabilitation, job creation and job protection policies. The priority objectives of
the programme are to ensure that disabled persons have access to high-quality jobs and
to promote a coherent support and adaptation system that guarantees their financial
independence. This plan also addresses the need to promote transport, communication,
architectural and urban accessibility as an essential factor in assisting disabled persons to
join the work force and integrate in society. In this case, the IMSERSO and the
Confederación Coordinadora Estatal de Minusválidos Físicos de España (COCEMFE, State
Co-ordinator Confederation of the Physically Handicapped in Spain) and the
Organización Nacional de Ciegos de España (ONCE, Spanish National Organisation of
the Blind) have combined their efforts. The plan is funded by the General Budgets of the
Spanish government, as well as by contributions from local corporations. In 1997, final
budget allocations amounted to 5,984,393.76 euros (997 million old pesetas).

In November 2000, the Executive Committee of the CERMI approved “an employ-
ment plan for persons with disabilities for the 21st century” which addresses the Plan of
Emergency Measures on behalf of Employment for Disabled Persons of 1997, for the
purposes of improving their working conditions in the early 21st century. An agreement
between the Spanish government and the CERMI in 1997 has been completed and deve-
loped almost in its entirety, although several major issues are still pending. These include,
for instance, support for partially protected employment through working enclaves in
ordinary companies, the DISCAP programme to promote extensive creation of jobs in
standard working environments, and enhancement of CERMI’s participation in organi-
sations that design and implement policies which affect the hiring and training of
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individuals with a disability. This plan is part of a new socio-political context defined by
several factors:

– new political context in Europe, resulting from the entry in force of the Treaty of
Amsterdam, which contains a non-discrimination clause on behalf of the disabled (Art.
13), along with approval of an EU Council Directive to promote equal treatment in
employment, and a European Strategy for Employment, whereby the common guide-
lines on employment provide a general framework for co-ordinating the employment
policies of the Member States;

– related to the above, a new plan of Structural Funds for 2000-2006 with major allo-
cations of loans from the European Regional Development Fund (ERDF) and European
Social Fund (ESF) to support training and employment programmes;

– improved job market for the general population in Spain;
– acceleration of social and technological changes in connection with the informa-

tion society;
– consolidation and unification of the association movement with the creation of

CERMIs in the autonomous communities;
– decentralisation of active job market policies, transferring them from the Instituto

Nacional de Empleo (INEM, National Employment Institute) to the autonomous com-
munities;

– growing role of the social stakeholders (labour unions and business organisations)
in the management of continuous training.

General agreement signed by the ONCE and the government in 1999, whereby
ONCE agrees to create 20,000 jobs and provide 40,000 training activities for disabled
persons during 1999-2008.

One of the most important measures in promoting vocational integration is to
encourage the creation of specialised services in the Public Employment Offices under
the auspices of the INEM (or the autonomous communities, if such powers have been
transferred). The provision of complete, high-quality services with vocational rehabilita-
tion and counselling that targets the adaptation of job positions should be guaranteed in
these services, an effort that requires co-operation with the IMSERSO and the respective
organisations of each autonomous community [8].

Financial benefits

The financial benefits in Spain for sick leave and for disabilities due to occupational
diseases or accidents are regulated by the General Social Security Act (LGSS) and are fur-
ther advanced through the Social Security system itself and its collaborating entities
(occupational accident and disease insurance programmes of the Social Security system)
and the official agencies of the autonomous communities to which these powers have
been transferred.

Occupational accident and disease insurance programmes of the Social Security are
considered to be those that are duly authorised by the Ministry of Labour and Social
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Affairs and which have been founded as non-profit organisations for this purpose. These
programmes are regulated by Section 4 of the LGSS, with the Ministry of Labour and
Social Affairs holding the authority for management and protection.

The joint collaboration with the Social Security system includes co-operative efforts
to manage the contingencies related to occupational accidents and diseases, the perfor-
mance of prevention activities, functional and professional recovery, and other efforts
provided for in the LGSS, as well as co-operative efforts to manage the financial benefits
for the occupationally disabled due to common contingencies. The benefits for which an
employee is eligible in the event of an occupational accident or disease include the fol-
lowing: a) medical and surgical treatment, pharmaceutical prescriptions, and in general
any kind of diagnostic or therapeutic technique deemed medically necessary; b) ortho-
paedic devices, prostheses, walking aids, wheelchairs, etc.; c) plastic surgery and surgical
repairs; d) functional rehabilitation; e) vocational counselling and training for job rein-
tegration; and f) therapy required for non-vocational recovery when the severity of the
injury makes vocational recovery impossible [9].

There are two types of financial benefits: pensions for temporary disability or persons
undergoing physiotherapy, and indemnities (e.g., lump-sum or pension, as applicable)
when the worker has a non-disabling injury, or when a permanent disability (partial,
total, absolute or major disability) has been certified.

In the event of sick leave taken because of an occupational accident or disease, the
benefits are paid from the day after sick leave is started, and the employer is responsible
for paying the full salary. When the sick leave is taken because of an ordinary illness or
non-occupational accident, that is, incapacidad laboral transitoria (ILT, temporary work
disability), the Social Security system pays the full benefits for a maximum period of
12 months, except for benefits provided for the 4th to 15th day, which are paid by the
employer. These Social Security benefits can also be renewed for an additional 6 months.

In the case of pensions for permanent disability, there are two types of benefits:
contributory and non-contributory. A contributory benefit is the benefit received when the
disabled worker has paid contributions to the Social Security system. For the contributory
modality, a permanent disability is considered to exist when the worker has undergone
the prescribed treatment and has received a medical discharge, but still retains severe
anatomical or functional deficits that can be objectively assessed and are predicted to per-
sist indefinitely, and that decrease or impede the person’s ability to work. A permanent
disability is also considered to exist when the disability remains after the temporary disa-
bility has ended upon completion of the maximum period of 18 months. Any permanent
disability, regardless of cause, is classified as a function of the percent reduction of the
individual’s capacity to work. This is assessed according to a list of diseases, approved by
law, as follows: a) partial permanent disability; b) complete permanent disability; c) abso-
lute permanent disability; and d) major disability.

The classification into different disability grades is determined as a function of the
percent reduction in the legally established capacity to work, also taking into account the
incidence of reduction in the capacity to work in the individual’s former profession. The
financial benefit for partial permanent disability for the individual’s former profession
consists in a lump sum and the right to return to work. The financial benefit for complete
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permanent disability consists in a lifetime pension that can, as an exception, be replaced
with a lump-sum indemnity if the beneficiary is under 60 years of age. If the beneficiary
is likely to encounter difficulties for being hired in another vocation because of a lack of
general or specialized training or because of the social situation and job market at his or
her place of residence, the pension can be increased by the percentage set forth by law.
The financial benefit for absolute permanent disability consists in a lifetime pension. For
major disability, a lifetime pension is awarded, along with a 50% increase for remunera-
tion paid to the caregiver. If a person is classified as having a major disability and requires
institutionalisation, this 50% increase is used to pay this kind of care [10].

Non-contributory benefits are understood to mean the pension received by a disabled
worker who has never made payments to the Social Security system. These amounts are
small. Persons eligible for the non-contributory modality are those over 18 years and
under 65 years of age who have resided in Spain and for at least five years, who have
insufficient income or no earnings, and who are affected by a disability or chronic disease
classified as 65% or more.

Organisation and access to vocational rehabilitation

Generally speaking, individuals who have had a disease or accident that usually requires
rehabilitation therapy account for 25% of all hospital admissions. A large percentage of
these individuals should take part in vocational rehabilitation programmes because they
are of working age. Nevertheless, the number of disabled individuals enrolled in voca-
tional rehabilitation programmes is still low. The reasons for this situation include the
“subsidy culture” that still exists among many disabled persons and workers who have
had an occupational accident, as well as the limited presence of multidisciplinary teams
specialised in vocational rehabilitation within the public healthcare system for the
various disabling conditions.

The concept of comprehensive, integrated rehabilitation goes beyond the scope of
any specific sector, although partial vocational approaches and planning efforts between
independent services with little co-ordination still have significant weight. The organisa-
tion of, and access to vocational rehabilitation in Spain has been evolving in line with the
legislative changes.

Rehabilitation efforts can fall under various ministries (Health, Education, Labour,
Social Affairs). The responsibilities are divided between the central government and the
autonomous communities, however. The basic problem lies in interconnecting hospital
services for acute patients with other health resources (primary care, convalescent
centres) and other structures that offer definitive rehabilitation, such as early care, spe-
cial education, vocational rehabilitation and community integration. Despite progress in
this area, much work remains to be done in order to achieve rehabilitation therapy pro-
grammes with a holistic approach toward the patient and with special attention to main-
taining continuous care.
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In the case of occupational accidents and diseases, the patient is usually cared for at
the occupational insurance hospitals and is then enrolled in the vocational retraining
programme at the same hospital, while also participating in the rehabilitation therapy
plan. This programme includes the social worker, the vocational counsellor and the
representatives of the company where the injured person works, and often involves voca-
tional re-adaptation or training courses if the employee must acquire a new profession.
Such an approach calls for the active co-operation and explicit interest of the injured per-
son in rejoining the work force. At the time of hospital discharge, the patients undertake
the vocational rehabilitation plan on an outpatient basis until they are able to return to
the workplace.

For conditions not related to the person’s job, vocational reintegration is regulated by
Spanish law through two legal standards, the LGSS and the LISMI, as detailed above in
the section on legislative history.

Most disabled persons, regardless of the cause for their disability, are attended in the
National Health Service acute hospitals and primary healthcare services by multidiscipli-
nary rehabilitation teams responsible for prescribing the therapy plan and determining
the indication for prostheses, orthopaedic devices, walking aids, wheelchairs, etc. This
healthcare level has no multidisciplinary team for vocational assessment and counselling,
and one of the difficulties is interlinking patient care at these levels with the various out-
patient vocational assessment and counselling teams assigned to the care centres for the
disabled. The vocational assessment and counselling teams are either in private organi-
sations or within the public system, in which case they are included in the social services
or, depending on the autonomous community, are under the auspices of the Department
of Health and Social Affairs. Vocational training is provided on the basis of reports issued
by the multidisciplinary teams and takes into consideration the previous training, exis-
ting employment opportunities, motivation, aptitudes and preferences of the disabled
person. Vocational training may include general preliminary training and may be taught
at special centres or companies. When carried out at companies, a formal vocational
training contract (internship) is required.

Vocational assessment and counselling teams in the public system are composed of a
physician, psychologist and social worker. Assessment by this team can classify the disa-
bled person as non-productive or productive, with the latter implying the possibility of an
employment contract. For non-productive individuals, there are specialised care centres
all over Spain for severely disabled persons that also provide healthcare services and there
are occupational centres for moderately disabled persons that provide occupational the-
rapy services. Catalonia also has occupational integration services for disabled persons
who are eligible for the occupational centres or special work centres and who are awai-
ting a vacancy.

In the productive category, including those with a mild disability who are capable of
productive work, the approach taken is usually the open (ordinary) job market.
Additional measures include efforts to foster employment, for instance, subsidies,
bonuses and fiscal measures for the employers (provided permanent employment
contracts are signed), as well as mandatory measures in which certain companies (those
employing over 50 workers) must reserve 2% of their jobs for the disabled. The job
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integration services and the aided-work programmes are intended to promote hiring in the
job market. These job integration services are teams that work within private organisa-
tions, private endeavours and with government funding, and which have the goal of
placing disabled persons in companies with ordinary jobs. In Spain these teams can be
located on the premises of private organisations. In Catalonia the ECOM Federation has
pioneered the creation of a job integration service network in conjunction with local
organisations. These services are housed in public buildings (city halls, county boards),
and the staff is composed of a job counsellor (psychologist), employment expert (labour
law specialist), staff intern, job trainer, and administrative assistant. The aided-work pro-
grammes, which fall under the auspices of the Labour Department, are involved prima-
rily in the promotion of training courses, after which the disabled person can be hired by
an ordinary company or by a specialized job centre. These centres represent another job
opportunity for disabled persons classified as productive, i.e. those with a mild disability
who are working. At least 70% of the workers in these companies are disabled persons.
The company receives 9,000 euros per disabled worker if 70% to 90% of the workforce
is composed of disabled employees, and 12,000 euros if more than 90% are disabled.

Finally, Spain also has Centros de Recuperación de Minusválidos Físicos (CRMF,
Recuperation Centres for the Physically Handicapped) that fall under the jurisdiction of
the IMSERSO. Their main objective is to offer these physically and/or sensorially disa-
bled persons of working age all the training and counselling they need to obtain
employment. These centres teach vocational training courses in the fields of computer-
aided design, jewellery, carpentry, electricity, book-binding, shoe repair, electronics, com-
puter repair and data processing. IMSERSO has five CRMF centres in Albacete, San
Fernando (Cádiz), Lardero (La Rioja), Salamanca and Madrid [11].

In short, although vocational rehabilitation in Spain has improved significantly in the
last 25 years, there is still a need for further progress in various areas. Particular efforts
must be made to co-ordinate the various assistance-providing services and enhance the
National Health Service teams, within a political will to defend the public system. Such
efforts do not produce optimum results in the short-term. The process is rather one of
continued interaction that involves educational integration and promoting a competitive
culture on the part of the disabled, a willingness to overcome prejudices on the part of
employers (both public and private), removal of architectural barriers, transport and
communication facilities for the disabled, and adaptation of job positions.
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Vocational rehabilitation in Sweden – the problem

Absence due to sickness is much higher in Sweden, Norway and the Netherlands than in
Denmark, Finland, Germany, France and the United Kingdom [1]. Also, it varies much
more over time in the first mentioned three countries. However, differences in composi-
tion of the labour force between the countries influence the sick leave situation.
Underlying differences in the composition of the labour force (gender, age, types of
industries, number of part-time workers, and employment conditions) explain about
one fifth of the differences of the rate of sick leave in Sweden and the average of the
countries with the lowest rate in the above-mentioned study of European countries [1].
Age seems to be the most important factor in Sweden, where a comparatively high share
of employees has reached an age at which the risk of being ill is higher. Although these
factors are important, the main part of the differences between the countries remains to
be explained. One interesting area is the differences between countries in design of the
system for financial compensation. An example is that generous compensation from
public systems, as well as through occupational agreements, could lead to a higher rate of
sickness absence, but other differences may also play a role [1].

Another – but related – problem in Sweden is the high rate of disability pension. This
means that a period of long-term sick leave often ends with a decision by the national
insurance office to grant a disability pension – and not with a decision to provide voca-
tional (or medical-plus-vocational) rehabilitation aiming at resuming working life [2, 3].
Even the government considers this to be a major Swedish economic problem, leading to
a too small proportion of the population gainfully employed in relation to the propor-
tion living on disability allowance. The efficiency of the system for vocational rehabilita-
tion is of great importance here. The effectiveness of the various rehabilitation pro-
grammes provided is one important aspect, the skill in co-operation of the different
rehabilitation actors is another, and also important is the proportion of long-term sick
leavers who actually receives a vocational rehabilitation measure from the public sys-
tem [4, 5].
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Who is responsible
for vocational rehabilitation in Sweden?
How is the vocational rehabilitation organised?

Main bodies involved in rehabilitation aiming
at resuming working life

There are several actors in the area of vocational rehabilitation. Below follows a descrip-
tion of the main organisations with some kind of official responsibility for vocational
rehabilitation; the employers, the health and medical service, the national insurance
office, employment offices, and social services [6]. In addition, the patient/client has res-
ponsibilities, e.g. for actively participating in rehabilitation measures granted, and to a
certain extent the patient, are supposed to be involved in the selection of rehabilitation
measures.

The employer

According to Swedish law, employers have extensive responsibility for the working envi-
ronment of the employees. The employer shall take into account the particular qualifica-
tions of the employee for the work task, by adapting working conditions or by taking
appropriate actions. The employer must ensure that there exist within the company pro-
grammes for adaptation and rehabilitation. Large companies often have staff assigned for
this work, but the resources of small companies vary.

In principle, the employer has responsibility for ascertaining and investigating needs
of vocational rehabilitation, for the actions to be brought about, and for the financing of
those actions. A governmental investigation [7] has observed that this responsibility is
not clearly perceived by all employers. In reality the national social insurance office has
been pressing on for the investigations to be carried through and for changes to occur.

An employer must initiate a rehabilitation investigation when: (i) an employee is on
sick leave more than 4 weeks; (ii) an employee has repeated short term sick leaves; (iii)
when the insured person (the employee) wants it [6].

Public organisations

The responsibility for rehabilitation in public institutions is divided into four parallel
sectors: the public health and medical service of the county councils, the social service of
the municipalities, the employability offices of the state, and the national social insurance
system.

The health and medical service

The public health and medical service is, in addition to regular medical examination and
treatment, responsible for medical rehabilitation and should occur at least to some extent
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in all levels of the medical service system: specialist rehabilitation is found in some 30
public clinical departments of rehabilitation medicine located in the various counties.
The goal of rehabilitation of the public medical service is to restore functioning as far as
possible in all aspects, analysing function in terms of impairments, activity limitations
and participation restriction taking into account environmental factors according to the
principles of International Classification of Functioning, Disability and Health – ICF [8].

The boundary line between medical rehabilitation and vocational rehabilitation is
somewhat blurred because the national insurance system with its health insurance has
the responsibility (and public resources) for the “working-life-oriented” rehabilitation.
Thus it has become a matter of how the definitions are made with respect to “rehabilita-
tion medicine” and “working-life-oriented” rehabilitation [7]. In reality, most of the
county-based bigger clinical departments of rehabilitation medicine run particular pro-
grammes aiming at returning to working life and programmes for assessing working
capacity, these run in parallel to or in combination with rehabilitation programmes for
other purposes. Many of these activities are at least partly financed by the national health
insurance and the county councils finance the other parts.

The social services

The Social Services of a municipality is responsible for the residents’ potential to live in
the society, irrespective of reason for the problems. Support of various kinds including
economic support is given. By tradition, the Social Services also have particular respon-
sibility for drug and alcohol addicts and people with chronic psychiatric disease and
social problems. Even if rehabilitation is not explicitly a responsibility for Social Services,
rehabilitation aimed at some kind of working situation is often a goal in the planning,
since it can end dependence on allowances from the Social Services [6].

The employment office

An employment office is responsible for rehabilitation of the unemployed. Their main
task is to help healthy people get jobs. However, the major employment offices have spe-
cial units – employability institutes – for the additional task of supporting unemployed
people with moderate or light disability to find, obtain, and maintain a job. The activi-
ties of these offices include the testing of working capacity, guidance about job seeking,
and organising opportunities to be a trainee or apprentice, or other training situations.
Even if the normal labour market is the normal long-term goal, an employment office
also has the option of placing a person in sheltered employment [6].

The task of Samhall AB, which is a big governmentally owned company with units
spread all over the country, is to provide meaningful jobs which will develop potential for
persons seeking a job through the employment office or its employability institutes, and
who have been unable to get a job on the normal labour market due to disability related
to physical, psychiatric, intellectual, or abuse problems. The group of companies provides
adapted work places [6].
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The National Insurance office

In addition to supplying insured persons with a variety of allowances, the National
Insurance Office is responsible for the co-operation between the various rehabilitation
actors. Other responsibilities are to initiate rehabilitation measures and supervise over
other vocational rehabilitation actors. The National Insurance Office has a great number
of local offices and has responsibility for the decision as to whether the person receives a
sickness allowance, rehabilitation allowance, or disability pension, using doctors’ certifi-
cates and other medical reports as a basis. The National Insurance Office may purchase
rehabilitation services to enable a sick leaver to resume work. Such services may include
investigations of functioning or measures aiming at facilitating return to working life
(e.g. education or measures to increase function or minimize disability) [6].

How is the access to the vocational rehabilitation organized?

In principle, all persons in the country between 18 and 65 years of age are covered by the
national health insurance (with only a few exceptions) and all manpower with sick leave
has the possibility (but not the right) to receive vocational rehabilitation. The request for
vocational rehabilitation can come from different sources, most often from the patient’s
physician. The doctor’s certificate form allows the insurance office of easily informing
about a need of vocational rehabilitation for resuming work. The employer, the patient,
or an officer of the insurance office can also suggest that vocational rehabilitation is needed.
In principle the employer has to initiate a request for rehabilitation (but in reality this
does not regularly occur at present). If the person is unemployed the insurance office per-
forms this function. If the local national insurance office approves the rehabilitation need
of the patient, and economic resources exist, the next step is that a plan for rehabilitation
is prepared at the insurance office. The proportion of patients with rehabilitation needs
who receives a vocational rehabilitation measure varies over time and places, depending
on the current economic resources and a sufficiency of staff to find and purchase the
rehabilitation measures. At present, about one fifth of the patients who are in need of
vocational rehabilitation receive it, at least in some measure [4, 5, 7]. That proportion
can, of course, be altered depending on political decisions and/or state of the market [9].

Accident and health insurance companies
and reimbursements of clients

The private accident insurance provides economic protection after acute injury and inva-
lidity. In principle it adds to the public insurance system, and may cover costs for medical
care, medicaments, damage to cloth or spectacles, compensation for pain and suffering,
scars and deformities, medical and economic invalidity or costs for a funeral.
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This kind of insurance can be taken out individually or collectively, e.g. at the work
place. Four criteria must be fulfilled for an injury to be defined as an accident. It must be
an injury that has occurred involuntarily as a consequence of a sudden external event.
Trouble as a consequence of overload, e.g. heavy lifting, is not regarded as injury due to
accident [10].

Private health insurance schemes are supplementary to the public insurance system,
and give reimbursement commensurate with the reduction of the working capacity that
it has led to a doctor’s certificate of illness, granted temporary disability pension or per-
manent disability pension. Since morbidity increases with age, the cost of insurance pre-
mium markedly increases too. At a great age it is often not economically worthwhile to
take out a health insurance. The insurance companies usually have the age of 59 years as
the upper limit for taking out a health insurance [11].

Organisation of financial compensation for loss
of earnings in case of accidents or illness
In the case of falling ill, or having an accident, the patient reports to the employer and to
the regional social insurance office (of the national insurance system). The first week of
sick leave is certified by the patient him/herself. On the 8th day a doctor’s certificate must
be available at the public regional social insurance office for the sick leave to be conti-
nued. At present, the employer pays sickness benefit the first 2 weeks, (except the first day
that is not paid at all) and 15% of full sickness allowance until it is finalized. The (public)
national health insurance pays 85% from the third week and on, and in principle, the
sickness allowance is unlimited in time in Sweden. Part-time sick listing is possible with
25%, 50%, 75% and full. Self-employed persons, too, can use the national health
insurance at varying levels of compensations related to their payment.

The level of benefit from the national health insurance may vary due to varying poli-
tical decisions and is at present 80% of the salary up to a ceiling (maximum salary
494 euros per week). The benefit is taxed. During the first two weeks sickness payment
from the employer, it may be at the same level as the public payment, but is more often
set by agreements concluded between employer and employee.

Organization of disability pensions
in case of accidents or illness
Usually after some time (e.g. one year) the regional social insurance office suggests a
change from sickness allowance to temporary disability pension. The patient’s physician
is contacted to give an opinion on the patient’s working capacity. The regional social
insurance office then decides about granting temporary disability pension and the num-
ber of years (one or two) until the next assessment. During this period of time rehabili-
tation measures are supposed to take place [9].
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At the next assessment working capacity is evaluated again. If full working capacity is
not achieved the regional social insurance office decides once more whether it will be
continued temporary disability pension or a move to permanent disability pension.
Permanent disability pension can be at different levels – 25%, 50%, 75% and full pension.
The payment is substantially lower than that for sickness allowance. The level of both tem-
porary and permanent disability pension is calculated in a way similar to that for old age
pension depending on, for example, the total number of years of gainful employment[9].
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Introduction [1]

Since the end of the 19th century and in line with its European neighbours, Switzerland has
devoted itself to setting up a system of social security. In 1890, the Federal Constitution
was completed with an article authorizing the Confederation to pass legislation on sick-
ness and accident insurance. Since then, Switzerland’s safety net of social security has deve-
loped in a piecemeal way over a long period at the mercy of economic crises and their
financial risks, which accounts for the lack of harmony in the benefits of the various insu-
rance schemes and makes coordination between the different systems indispensable.

In a statement for the Federal Assembly in 1919, the Federal Council proposed the
creation of Federal Disability Insurance (DI), linked to Insurance for Old-Age and
Survivors (OASI). Faced by financial difficulties, Switzerland chose to focus its social
efforts on Old-Age and Survivors’ Insurance (OASI: came into force in 1948) rather than
on Disability Insurance, which was enacted in 1960 [2].

Before the introduction of DI, one section of the active population had already been
eligible for Accident Insurance (from 1918), although the armed forces had obtained
benefits since 1902 (Federal Military Insurance: FMI), as had some employees in the
public or private sector affiliated with a pension fund. Compulsory Accident Insurance
for everyone was only introduced in 1984.

Since it came into force in 1960, DI gives priority to the principle of “Rehabilitation
before Pension”. Legislators also had to clarify the boundaries between DI and the other
branches of social insurance. In principle, DI is not intended to cover the benefits that
are normally the responsibility of health, accident and unemployment insurance but
should cover the real risk of disability.

The Swiss insurance framework

Accidents and health are governed by two laws: the Accident Insurance Law and the
Health Insurance Law.
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Every Swiss worker is compulsorily insured by his employer against accidents and
their consequences. The main Swiss accident insurer is Suva (Swiss National Accident
Insurance Fund), which insures all construction workers and manual workers in general.
Numerous private companies as well as mutual insurance companies provide the rest of
the Swiss population with accident insurance cover.

Where health insurance is concerned, each inhabitant is insured by around 69 diffe-
rent mutual insurance companies or groups.

The armed forces are covered for health and accident insurance by federal military
insurance, which is directly dependent on and financed by the Confederation.

The disabling consequences of an accident are paid for by accident insurance whereas
disability as the result of a disease is the responsibility of disability insurance (DI), finan-
ced by compulsory advance deductions from salaries, as is unemployment insurance.

At present, the various social insurances are in charge of the following benefits:

Disability insurance: vocational rehabilitation measures, technical and assistive devices,
disability allowances, daily benefits during rehabilitation, pensions in cases of disability as a
consequence of disease. Financing is based on advance direct deductions from the wages
of every worker.

Health insurance (compulsory): medical and pharmaceutical expenses, medical care,
maternity, hospitalisation, medical prescribed spa, supplementary cover against acci-
dents, complementary insurance, optional daily benefits. Health insurance does not
cover any benefits for vocational rehabilitation. Financing is by personal contributions
whereby employers can participate.

Accident and occupational disease insurance (compulsory): medical, pharmaceutical
and hospital costs, medically prescribed health spa stays, technical and assistive devices
and daily benefits until possibility to return to work or until the start of a disability pen-
sion (but not during rehabilitation measures provided under DI), disability pension fol-
lowing an accident or an occupational disease (possibly concurrent with a DI pension
but not in excess of a maximal fixed compensation), integrity compensation, disability
allowance. It is financed by employers by means of advance deduction from wages or by
individual contributions.

Military insurance: medical, pharmaceutical and hospital costs, technical and assistive
devices, disability allowance, rehabilitation measures, daily benefits while unable to work
and during rehabilitation, disability pension if due to illness or accident sustained during
a period of military service, integrity compensation. Financed by the Confederation.

Unemployment insurance: reintegration measures, unemployment benefits. Finance
by advance deductions from wages.

The diversity of these intervening parties is coordinated by the Federal Law on the
general part of the social security law, which:

– defines the principles, ideas and the institutions of the social security law;
– standardizes procedures and regulates the judiciary organization within the field of

social security;
– harmonizes social security benefits, and regulates the right of social security to press

claims against third parties.
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Close coordination between the various sectors is essential and cooperation between
insurers is imperative, at the risk of being penalized if some insurees are refused benefits
to which they are entitled.

The parameters of vocational rehabilitation

Disability insurance is responsible for vocational rehabilitation both in terms of financial
aspects and practical implementation by centres for vocational rehabilitation funded by
DI.

Epidemiological aspects

The statistics published by Suva [3], which insures 1,8000,000 employees, recorded
446,335 accident cases in 2002, 187,587 of which were occupational accidents and
diseases and 245,011 were non-occupational accidents (leisure time, vehicle, domestic)
while the total number of unemployed in Switzerland who suffered accidents amounted
to 12,023.

Since 1990, accident prevalence has changed, with non-occupational accidents
increasing to the figure mentioned above in 2002. 0.7% of accidents result in disability
and 3,061 new disability pensions were allocated by the Suva in 2002. The total benefits
paid out to accident victims in 2002 amounted to 3,1492 billion CHF for lost earnings
and 1,3145 billion CHF for pensions.

During the last years, an increase of 7% to 9% in the benefits was paid out. Among
the prevailing factors in this rise from 7% to 9% was the increase in average age of the
insurees, which caused a rise in the cost of healing and a rise in life expectancy. This
meant that disability pensions would be paid for a longer period of time.

A marked increase in mental complications is one of the factors that make the course
of an accident more serious. Unfortunately, there is no data at national level for the
various accident insurance companies and the figures given above only cover 50% of all
employees in Switzerland.

Any analysis of the consequences of disease is far more difficult due to the lack of
national data on the 69 mutual insurance companies or groups that cover health insu-
rance.

The annual statistics for 2001 for disability insurance [4], which is responsible for all
the disability pension due to disease show that expenditure amounted to 9,500 billion
CHF, of which 5,500 billion CHF were allocated to pensions, 300 million CHF to daily
benefits, 200 million CHF to disability allowances and 1,400 billion CHF to individual
rehabilitation and training measures.

DI insurance has 7.5 million insurees, of which 4.2 million pay contributions. In 2001
485,000 received benefits (285,000 men and 200,000 women). Thus the probability of
receiving disability benefits in 2001 was 7.4%. This probability is relative to age and
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gender and, for men, rises on a graduated scale from 3% for those aged between 20 and
24 to more than 20% for those aged between 60 and 64.

It should also be pointed out that the likelihood of receiving DI benefits has risen
from 5.5% to 7.4% during the course of the last decade.

When all the disability pension benefits (after accidents and diseases) paid out in
Switzerland by the various authorities are taken into account, they add up to about CHF
13 billions, which roughly corresponds to 1/3 of the health budget.

This gives a better idea of the financial impact that the disability can have on Federal
finances and of the need to develop structured rehabilitation measures to enable all those
with a disability to return, at least part-time, to an active working life.

Rehabilitation and the law on disability insurance (DI) [2, 6, 7]

Since its enactment in 1960, the law on disability insurance laid down a basic principle:
rehabilitation before pension. A series of measures have been formed around this postu-
late, the purpose of which is to allow persons afflicted by diseases or accidents to regain,
safeguard or improve their earning capacity.

As with any insurance system, certain conditions should be met first in order to
receive benefits.

Article 8 of the law on the general part of the Social Security Law* (which came into
force on 01.01.03) [4], article around which all the law on disability insurance revolves,
states that inability to earn (or disability) amounts to the permanent or long-term impossi-
bility of pursuing gainful employment on the entire job market as a result of health impair-
ment or disabilities and after exhausting all rehabilitation attempts and opportunities.

The main point of this idea of disability is the causal link between severity of the
disease or the accident and the loss of earning ability. With the term ability to earn, the
law on disability insurance means the ability of a person to obtain an income from an
activity adapted to his or her state of health that exists in a so-called balanced job market
(cf. paragraph below about self-rehabilitation). The confusion between disability and loss
of integrity is encountered very frequently; sometimes, patients are heard to say “I’ve paid
my contributions, I’m ill, I’m therefore entitled to compensation for the loss of my
health”. While this may be true within the framework of the law on accident insurance
(loss of integrity compensation), this is not the case with the law on disability insurance.

Evaluation of residual occupational capacity

Disability insurance has set specific structures in place that enable claimants’ state of
health and residual occupational capacity to be analysed.
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State of health is determined by a general practitioner (GP) and, in cases of doubt,
claimants are referred by the disability insurance’s office to a medical evaluation centre
specifically approved by disability insurance (COMAI: DI’s medical observation centre)
or to an acknowledged expert. At the end of the check-up, either COMAI or the expert
submits a report to the disability insurance office stating the claimant’s residual occupa-
tional capacity.

Vocational evaluation and, if necessary, vocational rehabilitation is carried out in the
DI’s occupational observation centres (COPAI) where a claimant’s skills are observed
and his/her immediate occupational capacity. The DI can also delegate this task to clinics
that are specialised in vocational rehabilitation or to private institutions that operate in
the same field. These institutions are similarly approached when handicapped people
have to be reintegrated into the working market.

Inability to work and inability to earn

There are other ideas that give rise to confusion, in particular those relating to an inabi-
lity to work and to an inability to earn. Both of these are the result of health impairment
but, where the former is concerned, a patient is partially or completely no longer fit for
work in his/her regular activities or sector while, with the latter, a patient is partially or
completely no longer capable of carrying out any gainful activities whatsoever, since
there is nothing in the job market that is adapted to his or her state of health. Whereas
inability to work is determined by the doctor, inability to earn is a matter for disability
insurance.

Example

Following an accident, a paraplegic who was previously employed as an office worker will
not receive any disability pension if the former job can be resumed once his/her health
has been stabilized with full-day presence and a 90% workload. Since the former activity
is considered suitable, the loss of ability to earn is 10%, in other words, disability of 10%
does not entitle a claimant either to a disability pension or to retraining via the interme-
diary of DI. On the other hand, this person will receive a one-off cash benefit from acci-
dent insurance as integrity compensation and a 10% pension in accordance with the law
on accident insurance.

Residual capacity in a modified occupational activity

Once an impaired state of health has been clearly established at medical level, the ques-
tion now arises of residual capacity in a modified occupational activity. In order to deter-
mine this, the DI office, in line with legislation, consults the general practitioner or the
specialists or even the occupational or the company physician who is in charge of the
patient.
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In this case, the DI office asks them to point out what the functional limitations are as
a result of the deficiencies or impairments.

If the DI office considers the information provided by the GP or other referred phy-
sicians to be insufficient, it can request an analysis by its own medical service or practi-
cal observation in specialized institutions or even an expert medical opinion. Pursuing
the principle of rehabilitation before pension, the DI office will then investigate whether
rehabilitation measures (medical, vocational, technical and assistive devices, etc.) will
safeguard a person’s ability to earn or even improve it.

Self-rehabilitation, prerequisites with the aim
of vocational rehabilitation

No insuree has a right to vocational rehabilitation for no matter what condition. The
insurance system not only involves rights but also obligations. Thus, having impaired
health and having to change one’s job is not sufficient for an automatic right to vocatio-
nal rehabilitation provided by DI.

Insurees are obliged to cooperate and to do everything possible to reduce the damage
sustained. Where jobs are concerned, this means that they must do their utmost to return
to occupational activity, without training, to ensure that any loss of earnings is kept to a
minimum thereby avoiding the need for the payment of a pension: as a result, the term
self-rehabilitation is used. If it is impossible to find a job that safeguards a person’s ability
to earn in a so-called balanced job market (abstract idea that postulates a job market
where there is a balance between supply and demand for work and where the range of
possible jobs is sufficiently extensive), the DI office will look into the possibility of initial
training for insurees who have never had any gainful employment or reclassification for
insurees who have had gainful employment.

In order to qualify for reclassification measures, the loss of earnings must be a mini-
mum of 20% between what the insuree’s wage was without health impairment and what
he/she could obtain without any training and taking into account the functional limita-
tions following health impairment.

Example

An unskilled construction worker suffers chronic low back pain following an operation
for a discal herniation. According to his physician, he has long-term 100% inability to
work in his normal job (bricklaying) but 0% inability in a suitable job that does not
involve carrying heavy loads, that saves him having to work in positions that are painful
for his back and allows him to alternate between sitting and standing.

Prior to his operation, this insuree’s annual wage was 57,000 CHF. If occupations
suitable for his residual capabilities are considered and which are open to him on the job
market (assembly work in the field of small-scale industrial production, quality control
for various goods, surveillance jobs, small goods delivery, etc.), an annual wage of around
52,000 CHF can be earned, this income being calculated on the basis of statistical surveys
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that establish the average wages for unqualified employees on the current Swiss job mar-
ket. The drop in annual wage of 5,000 CHF corresponds to an inability to earn of 9%,
thus not entitling him to either a pension (a minimum of 40% loss of earnings is requi-
red for entitlement to a quarter of the DI pension) or to retraining (a minimum of 20%
loss of earnings is required for entitlement).

Vocational measures can be requested right away from DI from the point in time when
it becomes evident in medical terms that a change of occupational activity is essential due to
permanent or long-term health impairment. In fact, it is unnecessary to wait for a full year
of partial or total inability to work (qualifying period) as is the case when applying for a
pension. It is important for the general practitioner to be familiar with this so that the reha-
bilitation measures offered by DI can be activated as quickly as possible so that they have the
greatest effect.

Example

A qualified baker develops asthma because of an allergy to flour. Once all the tests have
been conducted, a diagnosis made and even the decision taken on inability due to occu-
pational disease, the family doctor should urge his patient to submit a request for occu-
pational rehabilitation to DI as quickly as possible. There is no reason to sit out a whole
year of inability to work, which is the minimum legal period for entitlement to disability
pension benefits other than vocational rehabilitation.

What distinguishes the baker from the unskilled manual worker mentioned above is
their levels of vocational training. In contrast to the manual worker, the baker has a
Federal Certificate of Proficiency (FCP). In a case like this, even if the DI office concludes
that the baker is less than 20% disabled (theoretical payability), he can be considered for
vocational retraining based on the fact that, in contrast to the unskilled manual worker
whose income has peaked, the baker has both career and salary prospects and his loss of
income is therefore potentially more important (= principal of so-called equivalence).

Legal constraints and vocational training

With regard to the choice of retraining within the framework of vocational rehabilita-
tion, several fundamental principles indicate the route to be taken:

To reduce the claim, the law on disability insurance provides for simple and appro-
priate measures, the aim being to safeguard a person’s ability to earn. Such measures are
not necessarily the best possible ones, particularly from the standpoint of the insuree and
his doctor.

In connection with the choice of a new occupational area, the idea of equivalence
plays a central role. DI will permit an insuree to obtain new occupational qualifications
to the level of his own prior to health impairment (FCP/FCP) but not, in principle, to a
higher level (vocational college if previously FCP) unless this is the only way to safeguard
his ability to earn.

The principle of the sustainability and success of the measure, the point of which is for
the vocational rehabilitation measures taken to have an effect over a certain length of
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time with a minimum of success at the level of gainful activity. For example, DI will not
consider a 3-year training scheme for an insuree who is five years away from his old-age
pension.

The principle of proportionality: this aims at a reasonable balance between the
expenses incurred by the measures and the foreseeable result of the latter. This principle
is closely linked to the foregoing one.

In this way, the qualified baker who has an FCP can go in for training at the expense
of DI, the aim being to obtain a new FCP in any field whatsoever that avoids contact with
the allergen and dependent on his skills and interests.

Job placement assistance

What route is left to disabled patients who fail to cross the threshold that gives them the
right to vocational rehabilitation?

For unskilled insurees whose loss of income does not amount to 20%, the DI’s job pla-
cement service can be consulted to obtain help from DI experts at the DI office in finding a
suitable job: the preparation of job applications, help in finding work and in editing
advertisements, the preparation of job interviews, setting up work experience placements
or periods for learning basics. Like all the benefits offered by the DI, this right is subject
to restrictions. According to a recent court ruling, an insuree who is, in principle, fit to
work 100% in a suitable activity does not have the right to assistance from the DI office
in finding work unless hampered in looking for a job by his health impairment (blind-
ness, deafness, mobility disorders, behavioural difficulties, etc.). If this is not the case, the
unemployment insurance advisors will accompany him in this process.

In cases where the insuree’s ability to work in a suitable activity is greater than 80%
and less than 100%, he can receive assistance from the DI office’s job placement service.
However, the DI office is not obliged to place suitable work at the disposal of the insuree.

Example

The construction worker who was operated on for a slipped disc will not benefit from
the DI office’s job placement assistance service if his ability to work in a suitable activity
is 100% (loss of earnings of 9% in the example quoted above). On the other hand, if the
need to take frequent breaks (more frequently than what is generally provided for, i.e.
2 quarter-hour breaks per day) reduces his ability to work to 80% in comparison with a
normal employee, he could be assisted in his job-finding process by a rehabilitation advi-
sor. In this connection, it is not the rate of disability that is the determining factor but the
rate of ability to work in the suitable job.

Some data

In 2001, 375,000 individual measures were granted by the DI [4] for 301,000 beneficia-
ries. Preliminary investigation measures at specialist offices external to DI (COMAI,
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experts) affected 166,000 people at a cost of CHF 85 millions (measures intended to
verify the right to a DI pension).

One hundred and three thousand people benefited from medical rehabilitation mea-
sures at a cost of CHF 492 millions (average of CHF 4,769 per case). Vocational rehabi-
litation and training measures (the most expensive on a per-case basis) affected 13,000
people at an average cost of 21,298 CHF per case.

Concerning the results of vocational rehabilitation measures between 70,2% and
71,9% of the measures carried out between 1997 and 2000 were still effective two years
later. In 1997, the number of vocational measures was 4,577.

Conclusion

During the period of inability to work, the chances of work resumption and long-term
reintegration are considerably increased if insurance institutions intercede at an early
stage in the form of vocational rehabilitation measures. For this to take place and given
the complexity of the Swiss insurance system, inter-institutional cooperation (disability
insurance, unemployment insurance and social assistance) is absolutely vital since, if
these rehabilitation measures fail and for all that the inability to earn is greater than 40%,
disability insurance will be obliged to pay out disability pensions pro rata based on the
degree of disability.
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