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PREFACE

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



Vocational rehabilitation

C. Gobelet and F. Franchignoni

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



4 Vocational Rehabilitation

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).

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.

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

Surveys 29,0 17,0 6,9 7,0 58 3,1 50 2,2 1,6 - 80 164 - 17,1 18,8
ECHP 12,5 12,9 17,3 17,4 9,9 153 229 82 7,8 10,9 16,5 18,6 184 — 18,8

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
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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).



Vocational rehabilitation 7

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).

1 2 3 4 Rehabilitation 5 6
= ) £ o | Returnto
é § g 4a [4b Vocational rehabilitation g work
o ©n
A | & | 2| 2 IMedial S ?
~ 0 .
5 o % :e.g.: functional
= ® =8 Irestoration program Disability
= § 1 pension
g |
=2
=
=
<} .
=] Non medical
e.g.: education, work
training, modified work

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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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
Rothenbiihler).
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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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Table 3 — Treatment procedure flowchart as proposed by the Association of British
Insurers [37].

Workplace
Insurer Inj y nt Safety
nsure jury eve investigation
Acute care
Privately funded e State funded
(employerfinsurer) | e | e
Post-acute
care inpatient
or outpatient
Medical
rehabilitation J
Medical plateau
. ! 1
Alternative Functional & Return to
dispute vocational original
resolution rehabilitation employer
Liability claim
Damages award Return to work

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.
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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 ef 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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The point of view
of the insurance company

W. Morger

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, [ 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.
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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 