Top 10 Commentaries in Occupational Health

Commentary
Integration and Return to Work of Workers with
Disabilities: A New Paradigm
Lilah Rinsky-Halivni1* and Julie Cwikel2
Department of Occupational Medicine, Clalit Health Services, Jerusalem
District and Braun School of Public Health and Community Medicine,
Department of Family Medicine, Hadassah-Hebrew University Medical
School, Israel
2
Professor and Director of the Center for Women’s Health Studies and
Promotion, Ben-Gurion University of the Negev, Israel
1

*Corresponding Author: : Lilah Rinsky-Halivni, Department of Occupational Medicine, Clalit Health Services, Jerusalem District and Braun
School of Public Health and Community Medicine, Department of Family
Medicine, Hadassah-Hebrew University Medical School, Jerusalem, Israel;
1 Louis Lipski St, Jerusalem, Israel, Email: lilah.rinsky@mail.huji.ac.il; Tel:
+972 52 4516510; Fax: +972 2 5713698
First Published March 29, 2019
Acknowledgment, Funding and Conflict of Interests: None declared.
Copyright: © 2019 Lilah Rinsky-Halivni and Julie Cwikel.
This article is distributed under the terms of the Creative Commons
Attribution 4.0 International License
(http://creativecommons.org/licenses/by/4.0/), which permits
unrestricted use, distribution, and reproduction in any medium,
provided you give appropriate credit to the original author(s) and
the source.

2

www.avidscience.com

Top 10 Commentaries in Occupational Health

Introduction
Occupational Health (OH) has gone through a shift in focus
that extends the classical emphasis on workplace hazards to include:
the medical aspects of prevention and reduction of occupational disability, managing prolonged absences from work and the integration
of disabled workers in the workforce. This paradigm shift poses new
challenges to the field that requires the OH practitioners to adopt new
working strategies and to improve their competencies. This is in order
to anticipate the risk of labor market withdrawal of their patients, and
enhance job retention and to encourage return to work practices for
patients with disabilities.
Employees who experience the onset of long-lasting or permanent disabling health conditions (whether from occupational or
non-occupational causes), that challenge their ability to work, may
be at risk for exclusion from society and employment. Detachment
from the work environment as a possible consequence of disability is
detrimental for the worker’s physical and mental wellbeing, and may
increase socio-economic pressures as the worker becomes dependent
on social benefits [1-3].

Epidemiology
People with disability consist about 15% of the world’s population, which amounts to more than a billion persons [4]. The rate of
self-reported disability in the OECD countries ranges from 5% to 20%
of the working age population [5]. Over the years, disability rates have
been increasing, concurrent with the increasing inflow into disability
social welfare plans. This inflow is of people of working age acquiring
new criteria for determining disability that exempt them, partially or
fully, from the workforce. Of all new disability benefit claimants in
the OECD, one-half to three-quarters were previously employed [5].
Morbidity from mental and musculoskeletal disorders are reported as
leading causes for disability among working age populations around
the world [6]. In developed countries, the disability benefit inflow is
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predominantly due to mental health problems [7], while low back
pain is the number one cause of disability globally, and is the primary
reason for work loss in middle and low income countries [8]. The
increase in working age disability worldwide is partially explained by
the aging of the population, the later retirement age, the prolonged
life expectancy among people with chronic diseases and the changes
in disability entitlements and legislation [9, 10]. Work disability contributes a considerable economic burden on society with a global cost
that exceeds one trillion US dollars, representing around 4% to 5% of
the American gross domestic product (GDP) [11]. The employment
rate of people with disabilities is much lower than people without disabilities (44% vs.75% in OECD countries) [5]. These low employment
rates for people with disabilities coupled with the substantial growth
in disability beneficiary rates over the past two decades are concerns
for policy-makers. To address to this concern, many governments
have introduced policies and programs to promote employment opportunities for job-seekers with disabilities, job retention by people
who acquire a disability while in employment, and return to work
after prolonged sick leaves [12,13]. Over 130 countries have ratified
the UN Convention on the Rights of Persons with Disabilities aimed
at promoting, protecting and ensuring human rights for people with
disabilities and local legislation has been enacted in many countries
[14].

Terminology of Disability
The definition of “people with disabilities” is broad, and includes
various types of classifications (physical vs. mental, acquired vs. congenital, severe vs. mild, temporary vs. permanent) depending on the
perspective of the policy makers.
1. Disability income support definition - administrative definitions that enable eligibility for disability benefits, rehabilitation programs, etc. Traditionally, physicians evaluating the medico-legal (“forensic”) perspective, which translates the disability from degree and
type of impairment, claiming that pathology leading to impairment
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gives rise to functional limitations that result in work disability [15].
However, low reliability and high variability between evaluators requires a more complex relationship between impairment and work
disability [16,17]. Hence, the biopsychosocial approach, which perceives disability as a dynamic interaction between the clinical, personal, psychological and social factors as well as the work environment, is gradually being adopted worldwide [10].
2. Legislative definition - this definition is based on impairment
but is wider than merely the receipt of benefits, and defines disability
as “a physical or mental impairment that substantially limits one or
more major life activities” [18,19].
3. Perceived disability – the self-evaluation of people reporting
having disabilities. This subjective assessment is usually used in epidemiological surveys and based on answers to questions concerning
the existence of long-lasting health problems or a disability that limits
daily life activities [20]. This broader definition may include workers
who do not receive a disability benefit but encounter difficulties due to
their disability in their daily functioning. This definition also includes
people with perceived disabilities that are no longer in the labor force,
but do not receive any disability allowance or any other benefit ,which
accounts for 10% of the disabled persons in the OECD [5].

Sickness Absence as a Precursor for Disability and The Role of OH Practitioner in Return to Work (RTW)
Although most people return to work after a short period of
time, a significant portion stay out of work in a prolonged sickness
absence. Long-term sickness, translated as a temporary disability, is
considered a precursor to permanent disability accompanying labor
market detachment. This notion is supported by OECD reports that
50-90% of disability benefit claimants applied after a period of paid
sick leave [5]. Increasing rates of long-term sickness absence are,
therefore, correlated with increasing disability rates. Sickness absence
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can result in permanent disability, sometimes without a severe illness,
as patients become depressed, inactive, develop catastrophic beliefs
and become fixated on their disability. This is a process seen in many
cases of nonspecific low back pain [21]. Once recipients go on disability beneficiary programs they rarely exit them to return to work. This
can be due to: cases of a severe health condition, long term detachment from the work environment which erodes working skills, worker’s professional identity and feelings of self-efficacy. Limited access
to vocational rehabilitation in addition to strong economic disincentives for finding new employment add to the problem [22]. In fact, in
many OECD countries, the outflow rate from the beneficiary system
to work is about one percent [23]. Therefore, every effort should be
made to incorporate timely RTW processes, which can preserve employment continuity of workers whose work capacity was impaired,
better utilizing their remaining work capacity and avoiding the longterm sickness absence.
RTW practice is a vocational rehabilitation program that returns
the injured or sick employee to work as early as medically feasible,
within limits and accommodations as needed [24]. Since clinical
treatment alone has little impact on work outcomes [25], an effective vocational rehabilitation depends on work-focused healthcare
and accommodating workplaces. Thus highlighting the role of OH
practitioners.
Fitness for duty is an evidence-based medical assessment that
assists the occupational health physician (OHP) in the evaluation of
the work capacity of a disabled employee and enables the physician
to advice the employer and the employee on a suitable RTW plan.
This includes modification, limitations and adjustments required to
successfully re-integrate the employee [18,26]. The physician needs
to evaluate the impairment and disability severity while taking into
account the job’s duties, workplace environment, psychosocial aspects
and health and safety considerations. Examples of adjustments that
OHP might recommend include: job restructuring, reduce the employee’s problematic duties by allocating some to others and/or con-
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verting them to less problematic ones, part-time or modified work
schedules, reassignment to vacant positions; acquiring or modifying
equipment; special training to the employee; creating accessible facilities. Sometimes, a job trial in the workplace with periodic review is
the best way to evaluate capacity in the actual work environment, and
indicates the extent of modifications needed. The OHP has to comply
with disability legislation in making recommendations, and only if a
disability jeopardizes health and safety or affects the individual’s ability to perform the job and no reasonable adjustments could be made,
should the physician recommend dismissal or retirement on grounds
of disability.

Obstacles to a Successful RTW Process
Despite the benefit demonstrated by the RTW process and employee retention following disability, implementing RTW can be suboptimal due to obstacles from several perspectives:

Physician’s Factors
The competencies essential to carry vocational rehabilitation of
disabled workers are unique to the curriculum for the specializations
in occupational medicine and rehabilitation; this makes the OHP an
essential part of the occupational health team [27]. However, despite a
joint initiative by the WHO and ILO that aimed to provide OH globally to all working people, only 5% to 10% of workers in developing
countries and 20% to 50% of those in industrialized countries have
access to adequate occupational health services [28]. Most OH services are available for large companies and public employers, and predominated by OH physicians [29,30]. Only a few countries maintain
access to OH services for all workers; in Israel, for example, occupational medicine services are socialized and accessible to all employees and employers without copayment, as part of the national public
health care system [31]. However, this contrasts with many European
countries and the United States, where the responsibility for evaluating fitness for RTW often falls upon family physicians and GPs,
mainly due to limited accessibility of OH to workers [32-34]. PHC
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(Primary Health Care) physician often lacks the education, training,
and resources for disability management in workplace, and only occasionally has occupational professional consultant access [35,36]. In
addition, returning a worker to the workplace, especially when there
is reluctance or workplace adjustments are needed, demands time and
effort, which is rarely financially compensated, and may involve patient-doctor conflicts [37]. Challenges faced by OHP during the RTW
process: such as concerns over the worker’s ability to perform tasks
related to the job profile without damaging their own or other’s health
and safety can tip the scales away from the placement of the worker
[38]. Moreover, when work-related activities are likely to be curtailed
because of impairment, OHP tend to decide that the worker is unfit
for duty and therefore recommend displacement, which may lead to
premature removal of these individuals from the labor market. In addition, under-recognition of the biopsychosocial approach to disability can also lead to RTW failure.

Patient’s Factors
Diminished motivation to pursue recovery, including RTW, can
occur when employees view illness or injury as exempting them from
their usual social roles or as protecting them from the demands and
stress of their life, including work, or if they have a poor relationship
with their employer, especially when there are economic incentives
to be absent from work [22,35]. In addition, the worker is sometimes
referred to OHP only after a long period of sick leave granted by PHC
physician because of lack of knowledge about working conditions.
Prolonged sick leave, especially when health care providers discourage the employer to RTW, may lead to suboptimal clinical and workplace management [36,39].

Work Place Factors
Many employers perceive the costs of training a new healthy
worker to be lower than the costs of retaining and adjusting in order
to maintain productivity with the existing worker with the disability.
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They prefer to allow the worker to quit and enroll in publicly or pension-funded income support [5]. This lack of incentive for employers to make employment modifications to retain these workers can
lead to a lack of cooperation with the RTW process recommended by
OHP [40].

Recommendations: What Can Be Done?
The OH system according to the emerging biopsychosocial approach should be established under multi-professional teamwork
models that include: physiotherapists, psychosocial, rehabilitation,
and ergonomic professionals, in addition to the OHP, nurses and hygienist etc. Such teamwork, which exists only in minority of countries
[30], can better recognize the psycho-social factors and provide comprehensive treatment regarding these aspects of disability, and promote successful reintegration of disabled workers into the workplace.
OH practitioners should widen their scope and take a more proactive role in promoting comprehensive approaches to health and
wellbeing within the workforce, by supporting active management of
workers who experience an injury or chronic health conditions, and
emphasizing the importance of long term maintenance of their working capacity. Both, the OH professionals and the employer, need to
monitor the potentially long-lasting health problems of the compromised worker, at an early stage, while minimizing additional workplace risks for the worker’s health and detect reduced work capacity caused by health conditions at the onset. Both these key players
should implement strategies and interventions to prevent disability
and promote workability, RTW and integration of disabled employees. Such workplace interventions have to take into account occupational, work environment, social and lifestyle determinants of health.
PHC physicians as well, should participate in continuing education
and training programs that teach disability management strategies, in
order to encourage RTW and prevent prolonged sickness absence and
possible worker exclusion from the labor market. Both employees and
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PHC physicians should be made aware of the adverse effects of not
having the worker return after prolonged absence or disability.
Insufficient availability of OH services for workers worldwide,
which results in inequities in OH provision, must be addressed by
strong legislative and governmental support, and integrate OH within
health system reform and funding allocation. OH provision in developing economies, the informal sector of developed economies, within
small/medium sized companies, and self-employed must be emphasized. Encouraging physicians and nurses to become professionals in
OH by constructing flexible training programs (e.g. e-learning), may
offset the current shortage of trained OH professionals. Inclusion of
OH topics at the undergraduate levels of health science education is
an additional way to gain awareness of the profession. Maintaining a
base of academically oriented OH professionals who focus on theoretical and applied research, can advance knowledge and disseminate
training. Delegating the responsibilities of OH to PHC practitioners
has been proposed as a solution for low OH availability. However,
this is unrealistic, as the WHO reports a current shortage of PHC
practitioners, who work under high workloads and psychological
stress, even without the need to acquire the competencies required
for OH practitioners. Therefore, the solution is to establish a professional skilled and trained occupational health system that will meet
the needs of the labor market.
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