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Abstract

Overview

The thesis offers an integrative reading of the relationship between health, illness, and disability
on the one hand, and the labour market on the other, situating the analysis within the broader
context of communities and institutions that shape real opportunities for social participation. The
approach weaves together multiple levels of observation, i.e. individual, organizational, and
public policy, and brings into dialogue theoretical and empirical tools from sociology, social
policy, public health, and industrial relations. The aim is twofold: to clarify the mechanisms that
encourage or block the return to work after chronic illness and to provide a realistic framework
for interventions and policies in a resource-constrained environment.

The academic trajectory of the candidate, Adela Elena Popa, unfolds in two stages. The first, up
to around 2013, was marked by exploration within a changing university system, with inquiries at
the intersection of educational psychology, sociology, and communication. The second stage,
after 2013, signals the consolidation of a clear direction: the professional reintegration of people
with chronicillnesses, especially cancer, rooted in international networks, comparative projects,
and applied research. This shift from the generic to the specific enabled the installation of
thematic coherence and an agenda with visible impact both in the scholarly literature and in
organizational practice and policy recommendations.

The conceptual architecture of the thesis starts from a simple observation: returning to work is
not a single moment, but a process. Seeing reintegration as a formal threshold reached on the
day of return ignores essential issues such as the fit between job demands and the effects of
illness and treatment, a realistic pace of readjustment, the role of support networks, and, above
all, the quality of coordination among the actors involved (employee, employer, occupational
health, unions, social insurance, patient organizations, and public institutions). From this
perspective, professionalreintegration is a chain of decisions and adjustments, a staged pathway
that succeeds or fails depending on how well interventions at the individual, organizational, and
systemic levels are synchronized.

Methodologically, the research underpinning this thesis combines qualitative and quantitative
analyses, documentary studies, and international comparisons. It investigates perceptions and
practices at the organizational level (for example, how managers and colleagues communicate
with an employee returning after treatment), maps regulations and institutional arrangements
that make returning to work possible or difficult and juxtaposes Romania’s experiences with
those of countries where activation policies are more clearly articulated. These endeavours have
been supported by national and European projects focused on the role of social dialogue, on



recognizing barriers and facilitators to reintegration, and on developing practical tools: analytical
frameworks, information materials for employees and employers, legislative syntheses, and
recommendations for decision-makers.

Research thematic areas proposed

The first major thematic area concerns health in a community context. The stake here is to
understand how resources and responsibilities are distributed territorially, how communities
participate in health-related decisions, and how the press and social media filter these
processes. In Romania, reforms and attempts at decentralization have often produced a
fragmented landscape: well-intentioned measures announced centrally have collided with
uneven local capacities, and the idea of community participation has sometimes been reduced
to form without substance. This tension, between principles and realities constrained by
resources, is directly relevant to the chapter’s topic, because professional reintegration
ultimately depends on services and decisions made close to the workplace, the community, and
medical facilities. If local actors are not supported and procedurally guided, the process remains
dependent on individual initiative and, inevitably, unequal.

The second thematic area brings together analyses of the health system and health policies. The
emphasis falls on how regulations specify rights and obligations, but especially on the extent to
which they are operationalized. In Romania, the legislative framework contains general principles
(references to reasonable accommodations or to the protection of persons with disabilities, for
instance), but the mechanisms that should translate these principles into concrete steps are
seldom detailed: who assesses work capacity after treatment, when, with which tools; what
obligations the employer has; what support the employer receives to implement adjustments;
how occupational medicine coordinates with the treating physician; what role unions play; and
how individuals are informed and accompanied. The absence of clear procedures fuels parallel
bureaucracies: each actor feels unguided and pushed toward ad-hoc solutions.

By contrast, countries with a tradition of activation policies introduce elements of mandatory
coordination: reintegration plans with set timelines, effective consultations between employee
and employer with specialized support, medical assessments integrated into organizational
decisions, and incentives linked to the attainment of plan milestones. These comparisons should
not be read as simple exercises in imitation, but as opportunities to distil transferable principles:
clarity of roles, accountability of actors, and the calendaring of interventions reduce uncertainty
and increase the odds of successful reintegration.

The third thematic area explicitly addresses the relationship between chronic illness, disability,
and work. The principal contribution here is to model the return-to-work process as a staged
pathway supported by a conceptual, theoretical, and analytical framework that connects three
levels: the person (with needs, fears, and resources), the organization (with its culture, practices,
and constraints), and the policy system (with its rules, instruments, and incentives). From the
individual’s perspective, the central challenge is the reconfiguration of professional identity and
daily rhythms after the illness experience; the benefits of successful reintegration are evident:
reduced isolation, regained control, and economic and psychosocial stability. At the
organizational level, a well-managed return means preserving skills, fostering loyalty, and



reducing costs associated with turnover. At the societal level, it increases labour market
participation and reduces passive expenditures.

The barriers, however, are substantial. At the legislative level, there is a lack of operational
procedures and secondary horms to translate generous principles into applicable steps. At the
organizational level, managers and colleagues need guidance: how to communicate
appropriately about illness and return, how to adjust tasks and schedules, how to evaluate
performance realistically in the first months, and how to prevent the doubling of stigma (diagnosis
plus temporarily reduced performance). At the individual level, reintegration is traversed by
fatigue, side effects, concerns about future evaluations, reluctance to ask for help, and
sometimes low confidence in the employer’s willingness to accommodate. When all actors feel
uncertain, the pathway becomes discontinuous: premature returns followed by absences,
tensions, and eventual withdrawal.

Within this context, social dialogue takes on strategic importance. It can transform reintegration
from an individual problem into a shared responsibility, wherein social partners contribute to
sectoral guidelines, framework agreements, or support mechanisms accessible to both large
companies and small and medium-sized enterprises. Connected with occupational health and
social insurance, social partners can support instruments such as reintegration plans with
clearly defined stages, realistic timelines, and identification of the resources needed for
reasonable accommodations. For this architecture to function, clear contact points and
problem-solving information materials, not merely legalistic texts, are essential.

With respect to knowledge transfer to the general public, one of the concrete steps has been the
development of a thematic platform dedicated to work and chronic illness
(muncasiboalacronica.ro). Its role is to gather, in a user-friendly space, legal and social
resources, explanations, and practical tools for employees, employers, medical staff, family
members, and decision-makers. Ideally, such initiatives are anchored in professional networks
and communities of practice to ensure continuous content updates and timely circulation to
those who need them.

Institutional contribution and future plans

Another field of impact is institutional. The contribution to the development of research
infrastructure — laboratory, equipment, databases — made it possible to conduct nationally
representative studies that are useful both for understanding transformations brought about by
crises such as the pandemic and for measuring needs for social and health services. This kind of
infrastructure not only supports a mature research agenda but also strengthens the local
academic community by giving students and doctoral candidates access to projects with public
relevance and to state-of-the-art methodologies.

The development plan for the coming years seeks to maintain and scale this work along three
lines: research, teaching, and institutional development. In research, four strategic lines are
pursued: the professional reintegration of people diagnosed with cancer; the reintegration of
people with chronic illnesses and/or disabilities; improving the quality of life of cancer survivors
and of people living with the consequences of chronic illness; and cancer prevention among
persons with disabilities. Operationally, the plan envisages a constant presence in national and



European funding competitions, the consolidation of international teams, the development of a
stable local team, and the involvement of students across the full training pathway, from
undergraduate to doctoral level. Special attention will be given to digital tools and artificial
intelligence, both for analysis and for the visualization and communication of results to diverse
audiences.

In teaching, curricular updates will aim to integrate research findings swiftly into courses, open
toward emerging topics (for instance, professional life and health in the context of online
technologies), consolidate competencies for critical policy analysis, and build practical skills for
organizational-level interventions. Courses will be designed to constantly connect theoretical
concepts with reflection on concrete practices of reintegration, organizational communication,
and policy design.

Institutional development seeks, on the one hand, the development of the research centre as a
hub of expertise and transfer and, on the other, the expansion of strategic partnerships with
public and private actors, professional networks, and patient organizations. These partnerships
support both the production of knowledge and its use in decisions and procedures. Ideally, every
research project will be accompanied by transfer outputs: accessible syntheses, practical
guides, policy proposals, and tools that organizations and institutions can adopt without
prohibitive effort.

The core message of the thesis can be summarized as follows: for professional reintegration after
chronic illness to be more than an aspiration, we need a careful re-allocation of responsibilities,
procedural clarity, and cooperation mechanisms. When legislation points to principles but does
not lay out steps; when actors have diffuse obligations and uncertain resources; when
communication is left to good intentions, then the process becomes risky. Conversely, where
there is a staged framework with clear roles, integrated assessments, and support for reasonable
accommodations, reintegration becomes plausible and sustainable.

The originality and relevance of this endeavour lie in the combination of three types of
contributions. First, the theoretical contribution: a framework that explains reintegration as a
multilevel process supported by a staged model, useful for both research and intervention.
Second, the empirical contribution: qualitative and quantitative evidence, comparative studies,
and analyses of the legislative framework that map, with nuance, the barriers and facilitators.
Third, the transfer contribution: tools, resources, and recommendations that put knowledge to
work in organizations and public policies.

A final emphasis is warranted on the Romanian context. Although many principles and models
are transferable, any solution must be calibrated to an institutional environment marked by
limited resources, territorial asymmetries, and organizational memory filtered through extended
periods of crisis. In such a setting, success comes from clarity and collaboration: explicit rules,
realistic plans, honest communication, and effective support for all actors. Concretely, this
means clear guidelines and procedures for assessing work capacity after treatment; protocols
for communication among occupational health, the employee, and the employer; genuine
consultations with social partners; and incentives for organizations that invest in reasonable
accommodations. Such an architecture not only increases the likelihood of successful



reintegration but also sends a broader signal: that society respects its members in moments of
vulnerability and offers them a credible path to continue their professional lives.

This thesis embraces precisely that ambition: to render the complexity of reintegration visible
and, at the same time, manageable. By clarifying stages, responsibilities, and cooperation
mechanisms, by grounding proposals in evidence, and by orienting toward concrete tools, the
proposal outlined here offers both a framework for interpretation and a working map. The road
ahead requires perseverance, but the direction is clear: from implicit compassion to explicit
cooperation; from general principles to applicable procedures; from sporadic solutions to
current, verifiable, and reproducible practices.
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