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Chapter 6 
Missing a framework for returning to work:  
the role of the social partners in Romania

Adela Elena Popa, Felicia Morândău, Radu-Ioan Popa and Mihai Stelian Rusu

1. Introduction 

Population ageing and the increasing prevalence of chronic illness constitute demograph-
ic developments which are influencing labour markets across the European Union with 
a likely higher impact on those countries, such as Romania, where welfare and health-
care systems are already challenged. The Romanian case is interesting as it has a specific 
profile among other countries in Europe: poorer labour market and health indicators 
compared to the EU average and a weak and ineffective trade union movement. We detail 
these three aspects below; for a more detailed presentation, see Popa et al. 2021).

First, labour market indicators have improved in the last few years, but there remain 
ongoing difficulties. After the employment rate reached its lowest point of 63.5 per cent 
of the working age population in 2009, it increased slowly but steadily to 66.7 per cent 
in 2019 (Eurostat and Trading Economics 2020). Despite this upward trend, Romania 
is still slightly below the mean employment rate for the EU-27 (73.1 per cent in 2019). 
Moreover the duration of working life in Romania was 35.9 years in 2019, below the 
EU-28 average of 36.4 (Eurostat 2020), while the activity rate (the labour force as a 
percentage of the country’s total population) was, at 72.3 per cent in 2017 (European 
Commission 2019), also behind that of the EU-28. The unemployment rate reached 
its lowest level in December 2018 (3.8 per cent), while the long-term unemployment 
rate (those unemployed for more than 12 months) is low compared to other European 
countries – 1.6 per cent in 2019 (Eurostat and Trading Economics 2019). However, 
a good share of this category either remain unemployed (73.2 per cent) or become 
inactive (13.2 per cent).

Second, the healthcare system in Romania has, since 2017, been based on social and 
health insurance contributions paid by the employed population out of their salaries. 
Before 2017, such contributions were shared equally with the employer. The state pays 
the contributions for several vulnerable social categories (the unemployed, pensioners 
with low retirement incomes, people receiving social benefits) while coverage for other 
categories (including disabled people and those with chronic illness) is provided out 
of the contributions of employed people. Despite the neoliberal policies which have 
been implemented in the healthcare system during the last decade, it remains both 
chronically underfinanced – 4.7 per cent of GDP went on health expenditure in 2018 
(Eurostat 2018b) – and centralised. Romania also has problems with healthcare 
outcomes (high infant deaths, low cancer survival rates, a high number of deaths before 
age 65) and it faces problems in prevention and the range and reach of the healthcare 
services provided (Björnberg and Phang 2019). 
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The main cause of morbidity and mortality in Romania is represented by cardiovascular 
diseases. The mortality rate from ischaemic heart disease is three times higher than 
the EU average (OECD/European Observatory on Health Systems and Policies 2019). 
Another relevant, although indirect, indicator of the prevalence of chronic illness in 
Romania is given by hospital discharge rates. Romania is discharging patients with 
diseases of the circulatory system, which are among the most prevalent chronic 
illnesses in the country (Eurostat 2018a), at an increasing rate and here it ranks eighth 
among EU countries. Romania has a standardised death rate around 2.5 times higher 
than the EU average (Eurostat 2017). Cancer is the second cause of morbidity and 
mortality, with lung cancer being the most frequent cause of death in this category 
(National Institute of Statistics 2020). 

Furthermore, around 46 per cent of people beyond the age of 65 suffer from at least one 
chronic illness, women being more affected than men. It is additionally estimated that 
more than 3 per cent of the country’s population suffers from one form or another of 
rheumatic disorder with the active population being significantly affected. More than 
half of absenteeism in the workplace and around 60 per cent of permanent incapacity 
for work are caused by musculoskeletal diseases in Romania (Dorobantu 2018). Thus, 
besides the pressure on the healthcare system, such diseases are having an important 
socioeconomic impact upon the labour market and the welfare state. 

In the last year, the Covid-19 pandemic represented an extra burden for all workers 
including those with chronic illnesses. In January 2021 the number of Covid-19 
cases diagnosed since the beginning of the pandemic stood at 728 743 among which 
there were 674 594 cured cases while 106 196 people had been immunised through 
vaccine (Covid-19. Date la zi 2021). The peak number of cases was in November 2020 
(around 10 000 a day). No official data is currently available in Romania regarding the 
return to work after Covid-19 or about its longlasting health effects which can lead to 
further absence from the labour market. Even though some employer associations and 
federations of trade unions are involved in making sure that preventive measures are 
taken in the workplace or in advocating the benefits of teleworking, there is no data 
available which allows us to draw conclusions on their impact. 

Third, the type of industrial relations system in Romania may be described as central 
and eastern European neoliberal and decentralised (Bechter et al. 2012; Bohle and 
Greskovits 2012). Traditionally Romania had a strong trade union movement and 
a coordinated system of collective bargaining until the reform of social dialogue 
legislation in 2011. This legislation changed how trade unions were established and 
how they functioned. The result has been a decrease in collective bargaining from 
100 per cent (in 2010) to around 35 per cent (Stoiciu 2016), a figure which contemporary 
sources also support (ETUI 2020). According to the same data source, the trade union 
membership rate is 33 per cent but the numbers vary depending on the source. At 
present, social dialogue is weak and largely ineffective as responsibility for bargaining 
is placed at company level and actors in the companies have not fully assumed their 
role. Of all the issues addressed by trade unions, their influence on health issues is 
rather limited. 
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The rest of the chapter is structured as follows: section 2 describes the Romanian policy 
framework for the return to work after chronic illness; section 3 provides analysis 
regarding the involvement of the social partners in the return to work at national level; 
section 4 analyses the same issues at company level; and section 5 provides concluding 
remarks.

2. The policy framework on the return to work in Romania 

This section summarises the policy framework for sickness, invalidity and the return 
to work in Romania.1 Data were collected initially by desk research and then compared 
with information from individual interviews with health and social security experts. 
Of the four groups of countries described by Belin et al. (2016), Romania belongs to 
the third group with an ad hoc approach, i.e. not planned and supervised but usually 
determined on a case-by-case basis. The main target groups are disabled workers and 
those with occupational conditions or injuries and, in respect of some provisions, 
workers with chronic illnesses. Few actors are formally mentioned as having a role in 
the return to work and there are no statutory programmes for it.

2.1 The sickness and invalidity system in Romania

The Romanian social security system is based on social insurance (which pays for 
invalidity benefit) and health insurance (which pays for sickness leave). Different 
government departments formulate the criteria and supervise the requirements for 
sickness leave and invalidity benefit: Ministerul Sănătăţii (Ministry of Health) is 
responsible for the sickness leave provisions, named temporary work incapacity in 
Romanian law, while Ministerul Muncii și Protecției Sociale (Ministry of Labour and 
Social Protection; MMPS) is responsible for invalidity benefit, disability benefit (since 
2019) and other related payments. The provisions for sickness absence and invalidity 
are established in law and thus the system is rather centralised with the state having 
the key role while other actors, including employers, trade unions and employer 
associations, make a less significant contribution to how these systems function and 
how policies are shaped.

Different measures are established for accidents at work and occupational diseases 
compared to diseases not related to the workplace.

2.1.1 Sickness leave provisions 

All workers are eligible for temporary work incapacity on a conditional basis, i.e. if 
they are insured by the public social insurance system, have a contribution record of 

1. The analysis here focuses on several pieces of legislation: Law 19/2000 (public pension system); Law 263/2010 
(the unitary system of public pensions); Emergency Ordinance 158/2005 (temporary work incapacity and social 
security); the Labour Code (53/2003); Government Decision 355/2007 (employee health monitoring); Law 
448/2006 (protection and promotion of the rights of disabled people); Law 319/2006 (security and health at the 
workplace); and Government Ordinance 137/2000 (preventing and sanctioning all forms of discrimination).
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at least one month and can provide a medical certificate. The duration of incapacity is 
a maximum of 183 days (six months) in one year and workers cannot be fired during 
this period. After an initial period of 90 days, the period of incapacity can be extended 
up to the 183-day limit with the approval of an expert social security physician. For 
several specific diseases (such as tuberculosis, some cardiovascular diseases, AIDS 
and cancer), the duration can be longer than six months. 

Temporary work allowance is generally paid by the employer for the first five days of 
sickness leave and then out of the public social insurance budget (Fondul Naţional Unic 
de Asigurări Sociale de Sănătate; National Fund for Social Health Insurance; FNUASS) 
until the end of the period of incapacity. Generally the level of benefit is 75 per cent of 
average monthly income earned in the six months prior to the month when the illness 
occurred; however, it is 100 per cent when the illness occurred through an accident at 
work or an occupational disease or if the illness is tuberculosis, HIV/AIDS or cancer.

The timing of the considerations about the return to work is the end of the period of 
sickness leave. The sole early intervention is an obligation on workers with sickness 
leave longer than 90 days to follow a medical rehabilitation programme which is set 
out in the following sections. The return to work is usually done informally, it is not 
planned and is rarely phased (part-time work then full-time work). When resuming 
work, the occupational physician must give an assessment but is not really involved in 
the return to work process. 

2.1.2 Invalidity benefit provisions

Workers who are assessed as having lost more than one-half of their work capacity 
due to accidents at work or occupational diseases, tumours, HIV/AIDS, schizophrenia 
or accidents and diseases not related to work can apply for invalidity benefit provided 
they have completed the required contribution period (also related to the age of the 
worker). There are three degrees of invalidity. The first degree means a total loss of 
work capacity and self-care ability; the second degree represents a total loss of work 
capacity while preserving self-care capacity; and the third degree represents the loss 
of at least half of work capacity (the worker can work corresponding to a maximum 
of one-half of normal working time). The assessment of work capacity is carried out 
by expert social insurance physicians from Casa Națională de Pensii Publice (the 
National House of Pensions; CNPP) which is a part of MMPS. Invalidity benefit, which 
is paid by CNPP, can be extended up to retirement but every 1-3 years the person is 
reassessed by an expert social insurance physician. Several situations may halt benefit 
payment. The contributors to this fund are salaried workers, employers and the self-
employed. Invalidity benefit can vary as it is calculated based on gross salary and the 
contribution period. 

During the period of invalidity, beneficiaries must follow a medical rehabilitation 
programme recommended by the expert social insurance physician; benefit will be 
stopped if the beneficiary does not comply. After the invalidity benefit ends, the worker 
must usually find another job. Here, too, the occupational physician must give an 
assessment but is not really involved in the return to work process.
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2.2 Policies on the return to work in Romania

The Romanian legislation thus makes several stipulations for sick leave and invalidity 
which are indirectly related to the return to work. In addition, there are other 
provisions which can also be indirectly related to this issue. These provisions are 
general, indicating broad principles rather than specific actions designed to facilitate 
the return to work. No specific measure, procedure or intervention is provided by law 
after the period of sickness leave ends and the return to work is not specifically planned 
although employers may allow a worker to resume work on a part-time schedule 
initially (depending on the type of job). Specific roles in the return to work process are, 
however, allocated to the treating physician, the employer, the occupational physician 
and the local public employment agency. No other actors have a role, while that of the 
employer is marginal. Furthermore no active labour market policies targeting workers 
who have been on sickness leave are in place. 

2.2.1 Sickness leave

No specific procedure in respect of the return to work which involves either the employer 
or an occupational physician is set down for this period. However, there are several 
stipulations regarding the recovery of work capacity which must be followed during 
the period of leave. Thus, to achieve the recovery of work capacity, workers who are 
on sickness leave for more than 90 days can benefit from medical and spa treatment 
of 15-21 days for recuperation, following an individual plan provided by the treating 
physician and approved by the expert social security physician. Individual medical 
rehabilitation plans are phased and mandatory and paid by FNUASS. 

2.2.2 Resuming work 

Workers who return to work after sickness leave of more than three months, or 
who change jobs, must obtain a medical certificate (fit note) from the occupational 
physician. The fit note can have four outcomes: able to work; conditionally able to work; 
temporarily unable to work; and permanently unable to work. Based on the fit note, 
measures for work adaptation can be established by the employer. 

If a worker lacks work capacity (validated by the expert social security physician), the 
employer has to offer another role compatible with the skills and/or work capacity of 
the worker. The worker has three days in which to inform the employer whether or 
not the new role is accepted. If the employer does not have vacant positions to offer, 
the employer must refer the worker to the local employment agency which will offer 
guidance on obtaining a new job according to the worker’s skills and capacity. The 
employer can dismiss the worker only if that person does not respond in three days to 
the proposal of an alternative role or only after referral to the local employment agency. 
If dismissed in this situation, the worker may receive compensation according to the 
individual work contract or the collective labour contract. 
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2.2.3 Provisions for disabled people

Some workers who have chronic illnesses have a disability certificate issued by 
Serviciul de Evaluare Complexa a Persoanelor Adulte cu Dizabilitati (Authority for 
the Complex Assessment of Disabled Adults; SECPAD) which is also part of MMPS. 
There are several provisions for people with such a certificate if they want to (re-)
integrate into work. Public authorities have the obligation to establish and maintain 
sheltered units and sheltered jobs and to initiate measures to incentivise employers 
to hire and maintain disabled people in work. Public authorities must also offer social 
services and counselling for disabled people and their families as well as for employers.

Employers with at least 50 employees have the obligation to hire disabled workers (a 
minimum of 4 per cent of the total number of employees) but alternative options are 
available for employers who cannot meet this requirement. Employers who hire disabled 
workers may benefit fiscally in many ways, including the deduction of their expenditure 
on workplace adaptation and in respect of vocational rehabilitation and guidance.

Disabled workers have the right to benefit from reasonable accommodation in the 
workplace, counselling and work mediation, the possibility to work fewer than eight 
hours daily (on advice from SECPAD) and exemption from payroll taxes. Employers 
have the obligation to adapt the workplace according to the needs of ‘groups sensitive 
to risks’ as set out in the law.

Other general provisions include the outlawing of discrimination based on chronic 
non-communicable diseases in the workplace and the concept of special medical 
supervision which refers to the assessment of the work capacity of workers with chronic 
illness carried out by occupational physicians. 

3. Involvement of the social partners in shaping return to work 
policies at national level 

This section presents findings from our survey of the social partners, the roundtable 
discussion, two separate discussion groups with employers and with trade unions and 
from interviews with national stakeholders. 

3.1 Actors and stakeholders in return to work policies 

A major characteristic of the Romanian policy-making system is its centralised nature. 
In the context of the return to work, the state plays the main role while the involvement 
of the social partners and other stakeholders is rather limited. Traditionally, and even 
more so since 2011, the practice of social dialogue in Romania has been weak. 

At national level, tripartite social dialogue is coordinated through institutional 
structures. At government level, Consiliul Național Tripartit pentru Dialog Social 
(the National Tripartite Social Dialogue Council) is composed of members of trade 
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unions and employer associations and members of the government (Ministerul Muncii 
și Protecției Sociale 2020). The technical secretariat role is carried out by Comisia de 
Dialog Social (Social Dialogue Commission) which functions within MMPS. Also at 
national level there are consultations between the government and Consiliul Economic 
şi Social (the Economic and Social Council), a civic dialogue body composed of civil 
society representatives. 

Besides these actors, there are five trade union confederations with representation at 
national level and with a more significant membership density in industry (75-85 per 
cent) than in public administration (30 per cent) (ETUI 2020). Since 2011 collective 
agreements are no longer negotiated at national level, only at industry or sector level, 
company level or for groups of companies. Negotiations are regulated by the law on the 
social dialogue under which only trade unions (and employer associations) that represent 
at least 7 per cent of employees (10 per cent of employers) in a sector of activity can 
negotiate at that level. When it comes to the company level, only one trade union can be 
representative of employee interests. In companies with more than 20 employees and 
no trade union, employee representatives can be elected (ETUI 2020). All companies 
with more than 10 employees should elect health and safety representatives, although 
their responsibilities are rather general in maintaining workplace health and safety. 
Concerning to whom companies turn when they need information on health and 
safety, Romanian companies turn mostly to labour inspectorates (in 82 per cent of 
organisations) and much less to employer associations (27 per cent) or to trade unions 
(11 per cent) (Irastorza et al. 2016). 

Since the 2011 reform of the social dialogue (Law 62/2011), social dialogue has been 
weak and ineffective. According to the results of our research study the provisions of 
Law 62/2011 are very restrictive as regards trade unions while favouring employers. The 
number of collective agreements negotiated at company level has dropped significantly 
and social dialogue has been reduced to focus only on a few points based on the minimal 
requirements of the labour code. Trade unions have been dealing mostly with financial 
issues and working conditions while health and safety issues, including the return to 
work, remain under-regulated.

Another institutional actor is Agenția Națională pentru Ocuparea Forței de Muncă 
(Public Employment Agency; ANOFM), alongside its regional agencies, but it deals 
mostly with unemployed people in good health and has only a formal and marginal 
role regarding workers returning to work after sickness or disability.

Civil society is also characterised by having little involvement in shaping return to work 
policies. For example, among the 135 associations and 33 foundations active in the field 
of cancer, only nine associations and one foundation are engaged in explicit activity 
facilitating work reintegration (Popa et al. 2016). Some initiatives could be undertaken 
by researchers active in this field as a result of the projects they carry out, but 
communication with the upper political layer is usually limited as there are no formal 
bottom-up ways to propose policies, or changes in policy, and public consultations are 
rarely organised as well as ineffective and usually non-transparent when they are.
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Discussions with stakeholders confirm that they are not directly involved in shaping 
policy at national level on the return to work following chronic illness. Employer 
participants in these discussions agree that the state (as the most important actor), 
employers (especially HR departments) and workers should all be involved more while 
some stress that specialist physicians should have greater involvement. Trade unions 
are only marginally involved and their involvement is usually restricted to financial 
issues. For their part, trade union participants also agree that the state is the most 
important actor, followed by trade unions, employers and the College of Physicians. 
Even so, all the participants see themselves as passive actors regarding their influence 
in shaping policies, acknowledging that they merely act within the context of the law. 
Here, a lack of initiative in shaping policy is explainable by a lack of mechanisms which 
strengthen cooperation between the political actors and stakeholders at lower levels. 

Half the social partners agree that, although marked by obstacles, cooperation between 
them and other stakeholders (government, members of labour market institutions, 
medical organisations, rehabilitation centres, NGOs, psychologists, therapists and other 
professionals) is vital in facilitating policy creation and implementation concerning the 
return to work.

 
3.2 Views and level of involvement of industrial relations actors in return  

to work policies

Seven Romanian social partner organisations participated in the research (including 
three employer associations and three trade unions), all involved in tripartite national 
social dialogue. Here, we supplement the responses with data from the roundtable 
discussion, stakeholder discussion groups and interviews with the social partners. 

3.2.1 Social partners’ perceptions of EU-level return to work policies 

Over half affirm that their organisations participate in EU-level social dialogue 
structures and that they have knowledge of EU-level policies supporting the return to 
work following chronic illness. Most trade union representatives agree that the agenda 
in this field should be part of an EU strategy and that the EU-level agenda should be 
more energised on this issue to the point of making binding recommendations for 
member states. Others also disagree with the idea that the EU-level agenda addresses 
policies appropriately and that no changes are needed, as well as that the return to 
work should feature more highly on the agenda of EU-level social dialogue. EU-level 
policies on the return to work should serve as the basis of a framework for national 
policies; while cooperation at EU level is considered both necessary and relevant.

3.2.2 Social partners’ perceptions of national return to work policies 

The main problem in Romania appears not to be the absence of an elaborate policy 
framework but the lack of proper implementation and enforcement, although almost all 
respondents agree that trade unions and employer associations should be more active 
in addressing the policy-making process in this area. Most respondents say they know 
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of the existence of national policies and measures in this area, even though Directive 
2000/78/EC establishing a general framework for equal treatment in employment and 
occupation is not a well-known measure, while two-thirds know of specific measures 
facilitating the implementation of return to work policies. 

The majority are occasionally involved and consulted in policy-making on the return 
to work yet respondents do strive for more active participation. Half of those involved 
assert that they take the initiative on the issue with the other half acknowledging that 
the initiative is driven by external factors (such as at national or EU level). Participants 
identify two important barriers to their involvement in shaping policy: governments 
who disregard their initiatives; and not being recognised as a relevant partner for 
policy-making in the area.

One-third have occasional involvement in policy implementation while the rest have 
limited, ad hoc or marginal involvement. The cause of this lower level of involvement 
in policy implementation is the lack of a national strategy or legislative framework 
to facilitate engagement. Half monitor how return to work policy is implemented at 
company level while one-third monitor it at national level. 

As highlighted in part by our own previous research (Popa and Popa 2019), participants 
in the stakeholder discussion groups identify several positive aspects of the current 
legislation on sickness leave, invalidity and the return to work. These include the labour 
code (considered as a good policy); sickness leave being generous and fully-paid in respect 
of some illnesses; the impossibility of dismissing a worker during sickness leave; and 
the stipulations on occupational diseases (some of them being chronic illnesses). On the 
negative side, participants highlighted the insufficient regulation of the phased return to 
work and working time flexibility; the non-existent counselling services; the insufficiency 
of rehabilitation services and the low degree of their accessibility; that sickness leave is 
granted only on a month-by-month basis, thus challenging the employer’s need to make 
long-term replacement plans; and the lack of facilities to help employers accommodate 
an employee’s return after chronic illness since the system is sanctions-based. 

In sum, the stakeholders are rather poorly involved in policy-making. They lack the 
proper means to participate and have somewhat withdrawn from this process in the 
context of the state being deemed to have the most significant responsibility. On the 
other hand, the social partners agree that the policy stipulations that are in place in 
this area are not specific enough. Here, they mention the need for a legal framework, 
reflecting EU-level strategy, with clear procedures for employers and other stakeholders 
supporting the return process. The social partners agree they should be more active 
but consider their power of influence to be limited.

3.2.3 Social partners’ perceptions of the role of national industrial relations  
in returning to work 

The social partners are involved mostly in activities related to collective bargaining 
and less so in raising workers’ awareness of their rights, lobbying public institutions 
and providing assistance to individual workers.
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All stakeholders consider that the trade union role could extend to negotiations on 
health funds and bonuses for workers with chronic illness. Industrial relations are 
judged as important in the return to work; yet the framework within which the actors 
could function effectively is missing. Stakeholders also agree on the importance of all 
the social partners, at all levels, in shaping and implementing policy through social 
dialogue. However, they see the main objective of their involvement in the context of 
improving the policy proposals of MMPS, as the main actor. 

3.3 Outcomes of social dialogue regarding return to work policies 

Our findings suggest that, overall, the outcomes of social dialogue on the return to 
work are poor. Interviews with various stakeholders pointed to the presence of little 
cooperation with industrial relations actors. Where such cooperation does exist, it is 
mostly with trade unions although, even then, it is only limited. An individual (tailored) 
approach at company level is considered more useful and using collective bargaining is 
common practice. An example was offered in which the trade union had negotiated that 
a worker would receive a lump sum of two years’ salary before being made redundant 
following the loss of work capacity. More often, however, trade unions help employees 
financially with their treatment and offer informal support and encouragement for the 
return to work. 

3.4 Views on the potential for action on the return to work and  
the contribution of the industrial relations actors

The very few examples of best practice which the social partners were able to offer 
concerning return to work policies were rather abstract. Several measures were 
proposed as a means of improving social dialogue co-operation: to elaborate better 
legislation; to offer fiscal advantages for employers supporting an appropriate 
environment for employees with chronic illnesses; to include return to work on 
the collective bargaining agenda; and to build a culture at company level based on 
the argument that organisations with good performance take care of their human 
resources.

Our evidence confirms that current approaches are based on informal action and the 
employer’s willingness and good intentions, similar to the findings of other studies 
(Tiedtke et al. 2012; Stepanikova et al. 2016). There is, however, a need for clear 
strategy and procedures from national legislative level to company level. Here, our 
interview participants make two notable suggestions. The first is to change the law to 
include an option to allow a phased return to work of 2-4 hours (at present, if a worker 
wants to return to work for 4 hours, sick leave is suspended). The second is to introduce 
a reintegration incentive (a financial incentive for those who go back to work earlier). 
Both suggestions are similar to those that apply to maternity leave. Another important 
recommendation is to establish an agency, or at least a virtual platform, where workers 
could access all services needed for the return to work in one place – rehabilitation, 
counselling, legal advice and medical advice. Such a service could function as a ‘safety 
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net’ for people who fall between the different systems (i.e. medical, employment and 
social security). 

Participants also identify that employer associations should have a more active role 
in the return to work and there should be training for employers and employees in 
raising awareness about health, disease prevention and work-related issues. Another 
suggestion is to give small companies special attention and support in that they might 
have other priorities because of the high burden of legal obligations and taxes.

Based on the level of cooperation between trade unions and employer associations, 
one participant advanced the view that trade union representatives are less involved 
and less open to cooperation and dialogue since their expectations had developed 
exclusively around possible benefits and ready-to-go solutions rather than in active 
participation. Instead, cooperation with employee representatives was better as they 
engaged more actively in negotiation with employers and were less conflictual and 
more flexible than trade union representatives.2 

Stakeholders nevertheless stress that trade unions and employers should play an active 
role in improving rehabilitation and the return to work. Here, cooperation between the 
occupational physician and the HR specialist is considered essential if the return is to 
be successful. One expert social insurance physician explained that most workers on 
long-term sickness leave following chronic illness preferred to go for retirement even if 
they still had some capacity for work. In his opinion, this preference could be explained 
via the lack of available counselling and vocational support and a lack of support from 
the employer as well as through the inflexibility of the provisions for part-time work. 
Instead, the return to work for those with a low level of employability (workers with only 
half of their work capacity left, i.e. the third degree of invalidity) could be facilitated by 
cooperation between three actors: ANOFM; occupational physicians; and the expert 
social security physicians. There is, additionally, a lack of cooperation between the 
expert social insurance physicians and social workers even though this is essential for 
an accurate assessment of work capacity. Capacity is therefore evaluated based only on 
medical documents and patient declarations and not on a social investigation carried 
out by a social worker within the patient’s own environment, which can negatively 
influence the correct assessment. Another suggestion is that there could be financial 
incentives for employers to hire workers with reduced work capacity following chronic 
illness, perhaps akin to the incentives for taking on unemployed people. 

Stakeholders agree that the greater involvement of ANOFM is necessary although 
the Agency itself points out that each career counsellor usually works with 3 000 
unemployed people and that the serious shortage of career counsellors is responsible 
for their low involvement in return to work issues. ANOFM has no targeted programmes 
for workers with chronic illness looking for job reorientation. 

2. Trade union and employee representatives are distinct entities in the Romanian social dialogue law.  
In organisations which do not have a trade union, employees can elect a representative who has the same rights 
as the trade union representative.
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4. The return to work process at company level and  
the involvement of the social partners 

Following this analysis, we turn next to information describing the current situation 
concerning the company-level return to work process and the involvement of the social 
partners.

4.1 Workers’ experiences with return to work at company level

The most prevalent diseases reported to us by Romanian workers are cancers (61.1 
per cent) followed at some distance by cardiovascular disease, musculoskeletal disease 
and diabetes.3 A majority say they had been concerned about their return to work, the 
biggest concern being that nobody would offer support followed by the fear of being 
left without any support from the employer. Otherwise, workers are concerned about 
pay gaps, worry that they need to return at full productivity right after treatment and 
that their employer would not be willing to adjust working conditions to their capacity 
for work.

Workers see the most important actors in offering support for their return to work as 
the HR department, the team leader or line manager and the head of the company while 
less frequent responses concern the external psychologist or occupational therapist, 
rehabilitation institutes and the trade union. Almost half of workers state that they 
were not at all, or only partly, satisfied with the help and support they received from 
the employer while just over half were not at all, or only partly, satisfied with the help 
and support offered by trade unions. 

Studies have shown that keeping in contact with manager and colleagues is important 
for a successful return to work (McKay et al. 2013; Isaksson et al. 2016). Four out of 
five workers in our sample were in touch with their colleagues during treatment while 
40 per cent were in touch with their direct manager and 20 per cent with the head of 
the company or HR department. Only a small share of respondents say they kept in 
touch with their trade union representative. The initiative on returning to work seems 
not to be work-driven since most workers say it was their personal initiative followed 
by that of the specialist treating their disease and then their family or the head of the 
company.

Workers most often see the family as playing the most crucial role in enabling their 
return to work followed by the specialist physician and work colleagues. At the other 
end of the scale, workers do not consider that NGOs, rehabilitation centres or nurses or 
their trade union representative play an important role in this area.

High percentages of workers receive no support in making adjustments to their work 
contract (63 per cent), in postponing deadlines, in making changes to daily working 

3. For more details, see the Romanian country report on the REWIR project website: https://www.celsi.sk/en/
projects/detail/64/ 
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time or in sharing tasks and responsibilities with colleagues. On the other hand, they 
were more likely to receive reasonable and extensive support in the work environment 
mostly in the form of time being made flexible to allow for medical appointments.

4.2 Perspectives of HR representatives, line managers and other relevant 
company actors in the return to work process at company level

Regarding the consequences that a worker’s absence has on the company, two-thirds of 
managers would choose not to replace the worker but to rearrange workflow and divide 
tasks between other employees. Slightly more than one in five thought that there would 
actually be no significant effect on the organisation.

In terms of the resources needed to support workers on sickness leave, managers value 
external counselling from doctors and therapists; being able to obtain information 
and advice on the types of chronic illness; external counselling and cooperation with 
dedicated professional and/or campaigning and patient support organisations; and 
information on adjusting the workplace and workstations in general. 

Company representatives disagree that individuals returning to work after chronic 
illness are unable to perform their duties as before or that workers will be less 
committed to work. Quite a large percentage agree, however, that a worker returning 
to work with reduced duties would increase the workload of colleagues while more 
than half agreed that a worker with chronic illness is likely to be absent from work 
more often than other workers. Even so, strong majorities agree that a worker should 
be entitled to adjustments to working duties (in terms of working time and workload) 
either at the organisation’s discretion (63 per cent) or in terms of legal entitlement (68 
per cent). A slim majority agree that workers should have the right to a phased return to 
work on full pay; two-thirds think it important to stay in touch with the worker during 
absence; and a small majority believe that returning to work during treatment helps 
with the return to normality and is encouraged in their organisation.

The return to work process is managed mostly by HR and, in a small number of cases, 
by the line manager or team leader or by general management. Respondents viewed 
this situation as adequate but one-third favoured the idea that, besides HR and line or 
team managers, a dedicated health and safety committee should manage this process. 

Company representatives tend to report that there is no defined adjustment plan 
available for each employee returning after a long illness and neither is there a 
common standard procedure for managing the return to work nor an ad hoc and 
flexible adjustment plan. Companies do, however, cooperate with other external 
organisations (for example, the occupational health service) when managing return to 
work situations. One key participant with extensive experience regarding the return to 
work after occupational diseases and accidents at work, gained from participating in 
organisational health and safety committees, stated that some employers do refuse to 
make necessary adjustments in order to avoid creating precedents for other employees.
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When asked what would improve the return process in their organisation, most point 
to better interpersonal relations between managers and workers returning from long-
term sickness leave, the organisation’s own policies being more progressive, legislative 
and institutional support coming into existence and clearer paths to cooperation with 
external stakeholders.

A majority of company respondents indicate that there is a trade union or other form of 
employee representation in their organisation. However, the return to work is addressed 
by fewer than one in five collective agreements although around one in three managers 
think that this is a suitable matter to be addressed in a collective agreement. In more 
than two-thirds of companies, over half of employees are unionised, yet only one in 
five company respondents agree that there is regular interaction between managers 
and trade unions on return to work issues. In a clear majority of companies, however, 
a trade union representative is part of the committee addressing occupational health 
and safety, with managers agreeing that this is important. 

4.3 Interactions between employers and employees in facilitating  
the return to work

The experience of returning workers and their interaction with their employer is no 
better than neutral and, in some cases, draws a rather negative picture. The shares of 
workers agreeing, disagreeing or being neutral to the statement that they felt welcome 
at their workplace are almost equal (around 30 per cent in each case). Regarding how 
well-prepared the employer was to accommodate the worker, more than two in five 
either disagree or are neutral. Most do not receive extensive mentoring or guidance 
from their employer and an even higher proportion (some two-thirds) do not receive 
mentoring or guidance from the trade union. Half do not consider their return to have 
been a process that had been well-coordinated between the company and their doctors. 
Three-quarters, however, are able to return to the same job position.

Regarding their return to work experience, when prompted by an open question, 
workers tend to describe negative or mildly negative experiences. Some of the more 
negative experiences are as follows: 

 ‘I had a horrible experience [at] my former job, so I had to look for another.’ 
 ‘My employer, which is a public one, did not care about my disease, so after my 

return I have worked as much as the other employees. Nowadays, with Covid-19, 
my employer abuses and discriminates against me after I had the audacity to say 
that he was endangering my life and exposing me to this virus.’ 

 ‘I did not receive [the] salary rise that all the other colleagues received. They [i.e. 
the employer] said to me that I [had] lost this opportunity.’ 

 ‘I did not have the opportunity to return to the same position. They totally refused 
this.’ 

Among the more mildly negative experiences were returning to work but having to deal 
with extreme fatigue and exhaustion; returning to work without being physically fit 
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simply because the sickness leave period had expired; and returning to work without 
receiving any form of support. 

Turning to the perspective of managers, a considerable share do have contact with 
workers absent on sickness leave (regular or irregular) and only a small percentage 
has no such contact. During absences, most managers say they keep workers informed 
of work-related issues or involve them in these (such as asking for opinion, advice, 
involvement in planning and in decision-making, etc.)

Romanian companies do not usually have common standard procedures for the return 
to work but do plan to introduce them. The most common practice is cooperation 
with external organisations such as public employment agencies and occupational 
physicians. A lack of company-level procedures for the return to work is compensated 
by other ways of facilitating the workplace reintegration of workers following 
chronic illness. Thus, a majority of managers discuss the return with the worker in 
a meeting which is usually informal. Company-level actors also report that they offer 
adjustments, mostly as regards work tasks and workload, although less than one-half 
offer adjustments in working time. Half do offer adaptations of the workplace but only 
around one in three offer training to workers as well as to colleagues to prepare for the 
worker’s return. These results support the findings from another study carried out on 
Romanian employers (Popa et al. 2020).

Managers acknowledge that the most difficult workers to accommodate back into 
work are those with mental health illnesses (including alcohol and drug addictions 
and depression), some citing stories of return to work failures for workers with mental 
health disorders who were prone to violent behaviour. They tend to agree, however, that 
managers in general have to make a shift from being too focused on what returning 
workers cannot do in the company to focusing on what they can do. 

In terms of good practice, managers point to maintaining contact with employees 
during sickness leave, being aware of employees’ real needs, encouraging the return 
to work by letting workers know they are valued and adjusting working conditions. 
Other good practices are represented by the prevention of dismissal during workers’ 
sickness leave, the obligation to keep jobs open until they come back, a generous period 
of fully-paid sick leave in respect of some illnesses and good legislation on occupational 
diseases.

At the same time, an important deficiency in the legislation, which was the subject 
of intense discussion by our employer representatives, is the situation in which an 
employer cannot provide a new or adjusted job position for a worker who has received 
a ‘conditionally able to work’ assessment from an occupational physician. In such 
a case, the employer is legally required to refer the worker to the local employment 
agency before dismissing them. The problem here is that there are workers who have 
lost their jobs and are no longer patients but are too young to retire. Scarce and over-
long vocational rehabilitation programmes subsequently block them from the timely 
acquisition of new skills for a new job. Many of the employers we spoke to had such 
workers and it was a matter of regret to them that they could not find viable solutions. 
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4.4 Views on the potential for social dialogue to support the creation and 
implementation of return to work policies at company level

Over three-quarters of workers say they had not given thought to joining a trade union 
after a recent diagnosis in order to support or facilitate their return to work after 
treatment, although in half of the cases there was no trade union or any other form of 
employee representation in the workplace. Furthermore, the overwhelming majority of 
workers say that no negotiations took place between their employer and trade union or 
employee representatives about adjusting their work tasks and responsibilities. 

Looking at the role of trade unions in this process, most workers agree that trade 
unions should address health-related issues and that the return to work should be on 
the trade union agenda. Overall, the views about social partners are mixed in that most 
workers think this issue should be addressed through binding agreements with the 
employer, yet slightly more than one-half consider that trade unions are not powerful 
enough to facilitate the return to work. Moreover, most are not aware of other cases in 
which a trade union proved to be helpful in facilitating a return to work.

At company level and regarding what possible beneficial outcomes could result from 
cooperation with trade unions, company representatives highlight the following 
elements: the inclusion of specific provisions in binding collective agreements; 
training sessions for managers and team leaders directly exposed to interaction with 
workers with chronic illnesses; input from employee representatives on internal 
policies; informal agreement on the role of employee representatives in supporting the 
management of the return to work process; trade union involvement on the health and 
safety committee; training sessions for unions and employee representatives on issues 
connected with the return to work; and being able to have individual consultations 
between workers and trade unions. 

The most prevalent opinion at stakeholder level is that general legislation on the return 
to work is available, and capable of serving as a framework, but that it lacks specific 
recommendations for organisations actually facilitating returns. This opinion, coupled 
with the perception that the legislation is too general, indicates an important need of 
Romanian organisations – to have more specific policy recommendations with which 
to approach workers with chronic illnesses. Managers thus argue that the current 
legislation needs to be revised. Some participants gave examples of initiatives in 
connection with other areas than the return to work (for example, those related to 
maternity leave) through which they had tried to fill the gaps in the legislation. They 
suggested that such initiatives could be disseminated as examples of good practice and, 
later, generalised through state programmes.

Consistent with this, a large share of respondents in the company survey would welcome 
more specific provisions in law to guide the approach to the return to work at company 
level. For example, around one-quarter wish for more flexible legislation that would leave 
greater space for company-level decisions. However, none of the responding managers 
here would opt for legislation which stipulated binding regulations for the return to work 
and only a small group considered any change in the current legislation to be necessary.
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5. Discussion of research findings and conclusions

The main results from analysing the data converge towards the idea that returning to 
work is an issue insufficiently regulated by law and which does not generate sufficient 
involvement by stakeholders. Romania has a general policy framework on sickness 
leave, invalidity and disability, mostly concerning benefits and conditionality of access, 
but, turning to the social dialogue, it is evident that the state has the most substantial 
role with employers and trade unions occupying only rather minor ones. 

The relevant policy framework for sickness leave, invalidity and disability provides 
only general guidelines mostly in relation to benefits, eligibility and period of 
entitlement. The policy does not contain specific measures or interventions for making 
the return to work easier when the sickness leave or invalidity period is over, although 
some provisions do concern and facilitate this to some extent (e.g. the provisions on 
rehabilitation targeting the recovery of work capacity). The social security system is 
based on social insurance and health insurance and is coordinated by two ministries 
and several lower-level agencies and services. Several pieces of law regulate these issues 
and the process of applying for benefits is characterised by a considerable amount of 
bureaucracy. One positive aspect of the legislation, however, is a generous period of 
fully-paid sickness leave. 

Overall, the return process after sickness leave or invalidity is not planned, rarely 
phased and entails formal obligations for the specialist physician, the occupational 
physician and the local public employment agency, but only a marginal role for the 
employer. No active labour market policies specifically targeting the return to work 
after chronic illness are in place; and the existing law provides only general stipulations 
for resuming work.

Institutional actors at state level play the most important role in the return to work 
process. Based on our research data, the social partners are not currently involved 
in this to their full potential and see themselves as rather passive players, especially 
in terms of shaping policy, tending also to be content with the situation that the state 
should be the main actor. 

Romania does not have a dedicated return to work policy in the case of chronic 
illness, but more than half the social partners in our sample evaluated the policy 
framework as being sufficiently well elaborated but lacking in proper implementation 
and enforcement. They agree that the EU-level strategy should be reflected in this 
framework and that there is a lot of work ahead on policy implementation. Even so, 
trade unions and employer associations feel that they do not have sufficient power 
or instruments to shape policy. Our findings also highlight that the preferred way of 
approaching the return to work entails a more focused legislation which should also be 
flexible and give space for companies to implement tailored measures and initiatives 
for the workers affected.

All agree that trade unions and employee representatives should make an important 
contribution to the return to work. At present, however, there is little involvement of 
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trade unions, alongside reduced cooperation with other industrial relations actors, 
while the level of involvement that they do have tends to be limited to negotiating 
financially worthwhile outcomes for workers in difficult situations. Participants agree 
that employee representatives and trade unions could become more active opinion 
makers that could raise awareness of the issues related to the return to work process.

Workers have rather negative experiences of returning to work and they express 
dissatisfaction with the level of support they receive from both employer and trade 
unions. This support can be described as inconsistent, as other studies also highlight 
(Mak et al. 2014; Robinson et al. 2015). Most keep in contact with their colleagues at 
work but less do so with their direct or general manager. Workers’ families and their 
physicians are the two key actors offering support and influencing the success of their 
return. In terms of adjustments, they report receiving reasonable and extensive support 
mostly in terms of the flexibilisation of working time as well as some adjustments 
regarding the working environment and in their tasks and duties. However, their open 
feedback regarding their experience is largely negative, disclosing a continuum of 
adverse situations from indifference and lack of support to discrimination and abuse. 

In conclusion, other than for the government and its subordinate institutions (ANOFM, 
the regional work inspectorates and the regional CNPP offices), the other actors (trade 
unions, employers and NGOs) believe that they have a passive role in the return to work 
and that not much can be done to change this situation. Their ideas for improvement 
relate more to the state and the legislation and less to their own potential involvement. 
The best way to improve occupational reintegration following chronic illness would 
indeed be to have specific legislation with defined roles, steps and outcomes. However, 
even in the absence of such legislation there are ways to move things forward. 

First, the role of trade unions and employer associations is essential as they can be the 
‘voice’ of workers with chronic illnesses and of their employers. Thus, one opportunity 
for change regards the constant efforts of trade unions and employer associations 
to raise awareness of return to work issues, even when a change in policy is not 
immediately forthcoming. 

Second, a possible improvement for these workers could be accomplished by including 
return to work issues in collective agreements negotiated at company level. Yet, as 
trade union participants told us, only about a third of Romanian companies now have 
collective agreements and, among these, only approximately 5 per cent are negotiated 
in the company, the rest having a simulacrum of a collective agreement which is usually 
very brief. This situation is a consequence of the social dialogue reform in 2011 which 
dramatically decreased collective bargaining in Romania. 

Third, the interactions between employers and trade unions and employee represent-
atives could be intensified; currently there is little consultation with them on issues 
related to the return to work. Workers with chronic health conditions mostly trust 
their employers to offer support for their return to work but they do expect greater 
involvement from the trade unions. 
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Fourth, opportunities for policy change in this area might also develop from initiatives 
of researchers in the field who can indicate, based on their studies, the most effective 
ways of bringing about improvement. In Romania, studies in this area have started to 
accumulate only recently. It is essential for these studies to continue in order to gain 
knowledge about the return to work in specific policy and social contexts and to ensure 
that policy-making is informed by an evidence base.
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