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Abstract.
BACKGROUND: A considerable proportion of workers that recover from an acute phase of COVID-19 are confronted
with post COVID-19 symptoms of varying severity and duration. Employers have an important role in addressing this new
condition.
OBJECTIVE: The aim of this study was to review organisational practises that could help employees suffering from long
COVID-19 return to work and to link these suggestions to theoretical frameworks from the field of work and organisational
psychology.
METHODS: Since scientific publications on post COVID-19 are published daily, but sound empirical studies are still scarce,
the synthesis of the scientific and professional literature was performed in the form of a narrative review.
RESULTS: The results were organised according to the healthy workplace model and explained through the lens of the job
demands-resources theory. The role of the employer has three aspects: collaboration, instructional pillars, and key actors.
The main guidelines for implementation of the policies are an individualised approach, flexibility, and support. Supportive
policies, practises, and relationships might have a direct impact on workers’ psychological resources.
CONCLUSIONS: The model could help employers understand the conditions and necessary adaptations for workers with
post COVID-19, as well as advance research in work and organisational psychology.
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1. Introduction

As the COVID-19 pandemic continues, more
patients are reporting prolonged symptoms after
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being infected with the SARS-CoV-2 virus. This
persistence of symptoms is known as long or post
COVID-19 (PC). In October 2021, the World Health
Organization (WHO) [1, p. 11, 2, p. 4] published the
following clinical definition of PC: “Post COVID-
19 condition occurs in individuals with a history of
probable or confirmed SARS-CoV-2 infection, usu-
ally 3 months from the onset of COVID-19 with
symptoms that last for at least 2 months and cannot
be explained by an alternative diagnosis. Common
symptoms include fatigue, shortness of breath, cogni-
tive dysfunction but also others which generally have
an impact on everyday functioning.” Symptoms may
occur in different patterns - as a continuation of the
acute phase, they may recur after the acute phase,
but they may also occur with a “relapsing-remitting
pattern”[1, 2, 3, p.122]. Several studies suggest a sig-
nificant percentage of those infected by COVID-19
experience long-term symptoms. Arnold et al. [4]
demonstrated the persistence of symptoms at 8–12
weeks in 74% of patients hospitalised for COVID-19,
even those admitted with mild forms of the disease. In
an Italian study, only 12.6% of participants were com-
pletely free of any symptoms related to COVID-19 at
the time of evaluation, two months after the onset of
the first symptoms (a third had one or two symptoms
while over a half of participants had three or more,
even after none showed any signs or symptoms of
acute illness) [5]; as of 6 June 2021, an estimated
962,000 people living in private households in the
UK (1.5% of the population) were experiencing post
COVID-19 [6], while Rajan et al. [7] report an estima-
tion that between 5 and 20% of COVID-19 sufferers
have post COVID-19 (PC).

While the knowledge about PC is still emerging,
research suggests that some people, even after a mild
acute phase of COVID-19 [8–10] may experience
a variety of symptoms such as fatigue, shortness of
breath, muscle, and joint pain, altered cognitive abil-
ities, and sleeping problems that can last for varying
lengths of time and change dynamically over time.
The mechanisms and processes associated with this
condition can affect one or more organs. Dennis et
al. [11, p. 8] report “in low-risk individuals, there
were chronic symptoms and mild impairment in the
heart, lung, liver, kidney and pancreas 4 months post-
COVID-19.” PC is more likely to occur in some group
of workers [7]. During the pandemic, health and
social workers are “key workers” [12, p. 2], frontline
workers who are also the most exposed to infection,
but it is not yet clear whether this is associated with
more severe or higher incidence of PC [3].

Studies also show that the COVID-19 outbreak and
social interventions to contain the epidemic impacted
the perceived stress levels and anxiety in the general
population, which depend on sociodemographic and
individual psychological characteristics [13–16]. A
meta-analysis by Salari et al. [15] focusing on the
prevalence of mental health problems in the general
population during the COVID-19 pandemic showed
a high proportion of the prevalence of stress, anxiety,
and depression connected to the situation. Further,
higher levels of perceived stress associated with the
COVID-19 pandemic correlate with higher levels
of depression, fear, obsessive-compulsive anxiety,
neurasthenia, and hypochondria – albeit, as found by
Yan et al. [16] most of the population demonstrates
resilience and adaptive coping strategies.

The most reported symptoms related to PC are
cognitive dysfunction, fatigue, weakness, and short-
ness of breath [17–19]. One study found that 85.1%
of participants had experienced cognitive dysfunc-
tion, specifically poor attention or concentration,
difficulty thinking, difficulty with executive function-
ing (planning, organising, figuring out the sequence
of actions, abstracting), difficulty problem-solving
or decision-making, slowed thoughts, and memory
problems [17]. Other studies corroborate these find-
ings. For example, Zhou et al. [20] found that patients
who had recovered from COVID-19 still exhibited
impaired sustained attention 2-3 weeks after infec-
tion. A smaller study by Miskowiak et al. [21] found
that between 59 and 65% of its patients demonstrated
clinically significant cognitive impairment, with ver-
bal learning and executive functions being most
affected, 3-4 months after hospital discharge. Other
studies also point to long-term cognitive symptoms
in patients after the acute phase of COVID-19 inde-
pendent of possible covariates, such as demographic
characteristics, age, mental health problems and pre-
vious anamnestic data [22, 23]. These observations
reflect previous research on other coronaviruses.
Follow-up studies ranging from 6 weeks to 39 months
post-infection with other SARS-CoV or MERS-CoV
indicated that more than 15% of patients reported
ongoing emotional lability, impaired concentration,
impaired memory, insomnia, and fatigue [24]. Miche-
len et al. [19] report weakness and malaise as the most
prevalent symptoms among its sample, while fatigue
was experienced by 77.7% of participants and post-
exertional malaise by 72.2% in a study by Davis et al.
[17].

Several authors point to the similarity of the
symptoms of PC to those of post-infectious
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(post-viral) fatigue syndrome (PVFS) or myalgic
encephalomyelitis [25–28]. The former, however,
often has different characteristics compared to PVFS
[27]. PVFS is a long-term, dynamic condition [29]
that follows pandemic, non-pandemic, or non-viral
infectious diseases [25] with persistent or recurrent
chronic fatigue and other symptoms. The Centers
for Disease Control and Prevention [30] defines
three primary symptoms of PVFS: (i) significantly
reduced ability to perform daily activities accom-
panied by fatigue that persist for six months or
longer, (ii) worsening of symptoms after physi-
cal or mental activity, and (iii) sleeping problems.
Besides these and other possible symptoms, at least
one of the following two must also be present for
the PVFS diagnosis: cognitive problems (problems
with memory, attention, concentration, not being able
to think clearly – i.e., “brain fog”) or “orthostatic
intolerance” (worsening of symptoms if a person is
standing or sitting upright) [30]. PVFS results in
impaired functioning with biopsychosocial disabil-
ities and impairments in performing everyday social
roles [29]. A recent review [31] estimates the over-
all prevalence of PVFS in the general population to
be 0.89%, with estimated prevalence varying by par-
ticipant, diagnostic criteria, and diagnostic methods.
Although PC symptoms resemble those of PVFS, a
narrative review [27] concluded that current knowl-
edge does not support conclusions that COVID-19
causes PVFS as known and described in relation to
previous infectious diseases and diagnostic criteria,
and point out that stress, connected to the pandemic
itself and viral infection, might have an additional
role.

Much of the literature on PC is focused on health-
care workers or the general population. However,
there is research to suggest that the working popu-
lation is most affected. Some evidence shows that
people younger than 70 are more commonly and
severely infected by PC [32]. According to the
same report, the UK’s Office for National Statistics
PC [6] estimated that the prevalence of symptoms
was highest among 35–49-year-olds and 50–69-year-
olds, compared to the general population five weeks
after testing positive for COVID-19. Furthermore, in
the working population, fear of job loss and future
job insecurity, quarantine, unsafe work environments,
infection and/or spreading the infection to those close
to them for those working in “frontline” jobs, and
COVID-19 related discrimination and/or stigma are
all additional factors that may worsen the psycholog-
ical state of the individual [33]. These adverse effects

of PC on the working population can potentially cre-
ate a significant societal burden.

1.2. Working capacity and post COVID-19

Patients experiencing PC suffer not only from the
health problems associated with their condition, but
also report the adverse effects on their working capac-
ity and quality of life, which is especially troubling
considering the prevalence of PC in the working age
population. Davis et al. [17] report that only a third of
respondents with persisting symptoms who worked
before becoming ill were working as many hours as
they were prior to becoming ill at the time of survey.
Nearly half of unrecovered respondents were work-
ing reduced hours, and more than a fifth were not
working at all as a direct result of their illness at the
time of the survey. Moreover, many respondents who
did return to work experienced relapses triggered by
the mental exertion and stress related to work, often
needing to go back on leave [17].

Regarding the quality of life of individuals affected
by PC, almost half of patients experienced a worsened
quality of life [5]. In another large survey, 634,000
people (65.9% of those with self-reported PC)
reported that their symptoms adversely affected their
day-to-day activities and 178,000 (18.5%) reported
that their ability to undertake their day-to-day activ-
ities had been “limited a lot” [6] . Before becoming
symptomatic, roughly two thirds of respondents said
they were very/moderately physically active, and, at
the time of the survey, a similar percentage of partic-
ipants reported being sedentary or mostly sedentary
[34]. Over time, the symptoms and related functional
ability, work productivity, and quality of life of people
with PC improve, yet a large proportion of symptoms
and associated reduced ability persist after six months
from the initial illness, such as fatigue, dyspnoea,
muscle and joint pain, headache, dizziness, heart pal-
pitation and others [35].

1.3. Chronic diseases and return to work

Chronic diseases and conditions are not only a
problem for the health, social and labour law systems,
but also for the economy. In a systematic review of the
literature and a meta-analysis of previous research,
Sanchez-Ramirez et al. [36] find that although an
average of 8 out of 10 patients with COVID-19 return
to work without a change in their working capacity,
the relationship between PC and the working capac-
ity 6 months from the onset of the first COVID-19
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symptoms is still not clear. Rayner and Campbell
[3] point out that a very small proportion of workers
with PC will likely qualify for ill-health retirement,
although such a solution, given the proportion of the
population with PC and the currently untapped reha-
bilitation possibilities, is not the most viable in an
economic sense. The participation of employers in
the return to work of staff with PC is therefore also
the social responsibility of organisations and com-
panies, and not only the health and social systems.
Experience from previous viral outbreaks [37] shows
that the biggest changes following acute-phase recov-
ery are those affecting the capacity of workers, and
that these changes may persist for years after infec-
tion, manifesting as partial or complete incapacity for
work such as reduced working hours or reduced phys-
ical capability. Few PVFS patients who have been
on sick leave for two to three years and have other
negative prognostic factors (related to their work,
individual characteristics, or health status) return to
work. Moreover, those who return to work have part-
time and less demanding jobs [38]. Although some of
the more common therapeutic approaches [39, 40] do
not restore the ability to work to patients with PVFS,
other approaches, such as a period of enforced rest,
as well as flexible management of job demands and
workloads adjusted to the capacity of workers, are
likely to contribute to a better prognosis [38]. Simi-
lar to what Rayner and Campbell [3] point out in the
case of the potential disability retirements of people
with long-term and severe PC symptoms, research on
the economic impacts of PVFS on individuals and the
society as a whole [41, 42] shows that evidence-based
therapies that allow people with PVFS to return to
work are a more appropriate approach than disability
retirement, when an individual’s medical condition
allows it. Reynolds et al. [41] find that about a quar-
ter of people with PVFS who would otherwise be
actively involved in work are no longer working,
while those who continue to work see their average
monthly income reduced by a third, which represents
a significant financial loss on both individual and
social levels and is comparable to the loss associated
with other diseases.

1.4. Aims and methodology of literature review

While guidelines for establishing support and
assistance systems for people with PC in different
areas, levels of society, and health and social systems
are developing [7], more time and research will be
needed to set up a comprehensive system. Therefore,

there are many who point out that in the interven-
ing period, employers have an important role to play
as they can directly identify and support individuals
coping with the long-term effects of COVID-19 who
are returning to work [43–45]. The review of scien-
tific and professional literature provides an overview
of such calls and proposals for action.

The goal of our study was thus to review the
organisational practices that could assist employees
suffering from PC in their return to work. In addition,
we connected the existing proposals of organisational
practices aimed at supporting employees with PC
with theoretical frameworks from the field of work
and organisational psychology.

The term return to work has several meanings. It
can denote a state – either the final state, the goal,
or the result of the treatment or rehabilitation – but
also the process itself, which requires involvement of
various experts in occupational rehabilitation [46].
This review will focus specifically on the role of the
employer in the return to work of persons with PC
– in the situation wherein a person’s sick leave has
ended, and they have been assessed as able to return
to work. Since PC is a new condition with various
symptoms, however, those returning to work may not
be able to perform the same work assignments as
before the infection, and a return-to-work process or
rehabilitation is necessary.

In the time of writing this paper, scholarly publi-
cations on COVID-19 and PC are being published
daily, but sound empirical studies are still sparse.
Therefore, we synthesised the scientific and profes-
sional literature (recommendations for practice) in
the form of a narrative review. We have included
works published in the period from July to October
2021. The scientific literature has been searched in
APA PsycInfo® database, APA PsycArticles®, Aca-
demic Search Complete, SocINDEX with Full Text,
Business Source Premier, and MEDLINE. Profes-
sional standards and guidelines were searched using
Google. The literature review also includes scien-
tific and professional literature on working capacity
and PVFS [47], although a great deal of caution is
required when drawing conclusions in this regard,
as the characteristics of PC and PVFS are often dif-
ferent [3] – or as noted by Parkin et al., [47, p.7]:
“traditional models of ‘fit to work’ do not meet the
health needs of this new cohort of returning workers”
after COVID-19.

As a leading framework for systematising the col-
lected data, we used the Healthy Workplace Model
of the WHO [48]. The explanations of organisational
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Fig. 1. Employers’ roles in supporting employees returning to work with PC.

measures, good practices and policies, their effects,
and underlying mechanisms, were formed based on
the Job Demands-Resources Theory (JD-R) [49,
50] and other relevant psychological concepts and
theories.

2. Results

In the first section of the literature review, we sum-
marize the Healthy Workplace Model (HWM) [48]
and present the key premises of JD-R theory [49,
50]. The next four sections present a set of measures
and their basis according to the four pillars of the
HWM [48]. The literature review is followed by a
discussion and conclusion sections, where the dis-
cussed measures are summarised and organised into
a worker support model (Fig. 1). We conclude with
the limitations of the reviewed literature and provide
guidelines for further psychological research on PC
and returning to work.

2.1. WHO healthy workplace model as a
framework for employer’s action and job
demands-resources theory as an
explanatory mechanism

HWM [48] describes the operational areas, pro-
cess, key stakeholders, and approaches to providing

safe and healthy workplaces on a permanent basis.
It identifies four key areas of planning and imple-
menting activities for healthy workplaces and work
environments: (i) physical work environment, (ii)
personal health resources, (iii) enterprise community
involvement, and (iv) psychosocial work involve-
ment. Table 1 summarises the areas in the provision
of healthy workplaces according to the WHO model
[48].

According to the HWM, the key actors in the
process of creating healthy workplaces are the man-
agement of an organisation and the actively involved
workers, who account for and propose the implemen-
tation of the process of establishing, developing and
maintaining health and safety in an organisation [48].
The four pillars of the WHO model [48] are linked
to the JD-R theory, which describes the dynamics of
the interrelationships among the pillars of a healthy
workplace and explains the processes concerning the
individual pillars or work environment factors that
affect the health of employees and their work engage-
ment. According to JD-R [49], a workplace can be
shaped and modified by considering two elements: (i)
job demands and (ii) resources. Job demands are the
physical, psychological, social, and organisational
characteristics of the job that require a substantial
effort and can thus negatively affect the well-being
of workers. Job resources are not necessarily directly
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Table 1

Key pillars of the HWM

Pillar [48, p. 3] Description

Physical work

environment

Factors of an outdoor or indoor work environment that can be directly perceived or measured: machinery,

furniture, structure/architecture, products, substances, materials and processes that may affect physical or

mental safety and health.

Psychosocial work

environment

Work-related stressors associated with the organisational and social aspects of work – relationships,

climate, culture, leadership. These factors can be characterised as prevailing beliefs, attitudes and values, as

well as formal or informal organisational practices that can affect the well-being and health of workers.

Personal health

resources

Emotional, informational, and material support available to workers in a work environment – support

environment, health services, information, resources, opportunities, and the degree of flexibility in an

organisation that supports workers in their efforts to maintain and strengthen their physical and mental

health.

Enterprise

community

involvement

Interconnectedness and interdependence of an organisation with the environment of its operation. The

activities, expertise and resources that the organisation exchanges with the local as well as wider

environment.

related to job demands, but refer to the physical,
psychological, social, and organisational aspects of
the job that facilitate workers’ performance, reduce
workloads or job demands, and promote individual
development [49]. The two factors – demands and
resources – affect workers in different ways, and
these impacts may also be interconnected or inter-
act: resources lead to positive outcomes (intrinsic
motivation, commitment, improved work perfor-
mance), while demands result in negative health
and work-related outcomes [51]. The model further
includes personal psychological resources, which
represent positive self-assessments, and are pos-
itively affected by job resources, such as social
support [52]. Personal psychological resources mod-
erate (strengthen or reduce) both the negative impact
of job demands on health outcomes and the posi-
tive impact of job resources on intrinsic motivation
[50].

One of the key social measures in responding to
a pandemic of a new disease is ensuring that the
population is adequately informed, thus preventing
the spread of false information, an increase in stress
levels, and the disregard of the guidelines for effec-
tive measures [53–55]. With the ongoing pandemic,
however, it seems that proper actions and information
needed goes beyond the spread of the disease itself
and includes the prolonged coping with the aftermath
of the infection. In that sense, PC is a new situation
for both employees and employers and is thus difficult
to understand [54]. Therefore, to ensure appropriate
action on the part of organisations and employees,
reciprocal communication between the organisation

and the local and wider environment, especially the
expert community, is necessary.

2.2. Enterprise community involvement for the
exchange of credible information and
reciprocal cooperation with professional
practice and the scientific community

Given the scale of the pandemic, many employ-
ers are currently already facing prolonged employee
absences due to PC [56], but also PC-related presen-
teeism [57, 58], defined as “situations where people
continue to work while unwell and not functioning
to their full capacity” [59, p. 70]. Gaber et al. [60],
for example, found that among health professionals
who experienced PC symptoms (fatigue, shortness of
breath, anxiety, sleep problems), only 16% consulted
a general practitioner and only 2% opted for sick
leave. There are numerous personal and work envi-
ronment factors that promote presenteeism [59], such
as: (i) health factors; (ii) personal factors (age, as
well as gender in some studies); (iii) job type and
position in the organisation, and form of employ-
ment (managerial positions, highly qualified jobs,
self-employed); (iv) socioeconomic factors (employ-
ment precarity, limited access to paid sick leave);
(v) people management practices and organisation
of work; (vi) organisational climate; and (vii) work-
ers’ attitudes towards work – the sense of belonging,
commitment, and satisfaction may motivate pres-
ence at work despite illness. In general, the diseases
and conditions that are the most common causes of
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sick leave absences (i.e., musculoskeletal disorders,
gastrointestinal symptoms, and mental health prob-
lems) are also the health factors most often associated
with health-related presenteeism; systems that link
rewards, penalties, or other “incentives” to workplace
presence, regardless of the reason for the absence
also promote presenteeism [59]. Furthermore, pre-
senteeism can be exacerbated by suboptimal work
schedules (long and extended working hours and
shift work), demanding and stressful work tasks, time
pressure, and low control over work (lack of auton-
omy), whereas a positive, supportive environment
and relationships may both prevent and encourage
presenteeism.

A cross-sectional study of almost 3,000 workers
[61] shows that in addition to many of the fac-
tors listed, workers’ health literacy also significantly
reduces the risk of health-related presenteeism. This
is also important in dealing with PC, as it is a con-
dition caused by a novel disease that has not yet
been fully studied. A qualitative study on a sample of
physicians [62] showed that even medical profession-
als dealing with PC face difficulties in understanding
the unusual, hitherto unknown, and persistent symp-
toms, as well as the feeling of not being believed
by their (own) professional community. As a result,
they find it necessary to emphasise the seriousness
of their condition to receive appropriate additional
treatment.

As coping with a new, unknown disease or condi-
tion can involve stress, anxiety, and sadness [63], the
return to work of people with PC should be planned in
an appropriate and expert manner, especially because
the often dynamic, nonlinear disease trajectories,
potentially also triggered by various job demands
and workloads [3], pose an additional challenge and
increase the risk of health-related presenteeism [58].

Work environments are also one of the key com-
munities in which individuals can help mitigate other
unwanted aspects of coping with a new disease or
with PC [64]. Patients with COVID-19, minorities,
and marginalised groups [64–67], and workers in
jobs that are more exposed to infection experience
stigmatisation and discrimination in association with
COVID-19 and PC [68–70]. Looking into PVFS,
Kingdon et al. [42] summarise that employers are less
willing to accommodate workers whose illness or dis-
ability is not readily identifiable or visible. Likewise,
employers’ attitude towards people with PVFS is not
necessarily positive or may be based on prejudices
and stereotypes, which also calls for attention when
dealing with employees experiencing PC.

Work environments play a significant role in
reducing stigma and discrimination, especially when
measures are taken to ensure a (bio-psychosocially)
healthy work environment, provide psychological
and financial assistance or support in obtaining it,
and implement internal organisational policies aimed
at reducing stigma and discrimination [64]. The first
step that employers can take to contribute to a healthy
work environment and support workers with PC is to
provide adequate information about COVID-19 and
PC. On the one hand, this will aid in reducing stigma
and discrimination, but awareness and knowledge
about the new disease and PC could also promote
adherence to public health measures. Because an
important element of the relationship between knowl-
edge and behaviour is the perception of the credibility
of information, sources on COVID-19 [55], infor-
mation, education, and counselling for employees
should be provided by experts in specific fields. On
the other hand, employers can also contribute to
knowledge about PC by being open to initiatives
from the scientific community, since much research
will be needed, especially into the return to work of
persons with PC [3]. Cooperation with the local envi-
ronment and the professional community in ensuring
the safety and health of employees is therefore the
necessary first step an organisation should take to
provide a safe and healthy environment for returning
workers who have recovered from COVID-19 and
have persistent PC symptoms.

2.3. Physical work environment: Re-evaluation
and individualised adjustment

The role of the physical aspects of the work envi-
ronment has long been the subject of study by various
disciplines. Prospective [71] and retrospective [72]
studies confirm the negative impact of the adverse
physical characteristics of a workplace on employee
health. For example, physical stress resulting from
poor working postures, lifting, carrying, pulling, and
pushing loads increases the risk of long-term absence
from work due to illness and the risk of early retire-
ment [71, 73]. The role of the physical environment in
workers’ health, however, can be either direct or indi-
rect – direct in terms of stress and physiological stress
response [71], and indirect when considering psycho-
logical variables such as negative affect, perception
of workloads, lack of control over work, reduced
motivation and productivity, as well as the interre-
lationships between the two kinds of effects [74].
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In connection with the COVID-19 pandemic, the
physical aspects of the work environment include
work-related factors that increase the risk of infec-
tion. Such factors were (or still are) present in jobs
where workers had to continue working under risk
of infection despite the outbreak (e.g., healthcare,
social services, and other areas of work involving
direct contact with people) [75]. Nguyen et al. [76]
note a significant increase in the risk of COVID-19
infection among healthcare professionals compared
to the general population, with this risk being highest
among employees who were in direct contact with
COVID-19 patients and reported lacking adequate
personal protective equipment (PPE) in the work-
place (or reported having to re-use it). Even with
adequate PPE, though, an increased risk of infection
was still present [76], highlighting the importance of
other infection control measures.

Previous research on PVFS and working capacity
shows that work-related limitations relate to, among
others [77, p. 263]: “difficulties getting to work, com-
municating, learning and remembering new material,
keeping appointments and meeting deadlines, mak-
ing more work-related errors, increased absenteeism
and lost hours, and difficulty having the energy to sus-
tain task-related effort and concentration.” Workers
in workplaces with high levels of physical stress [72,
73], especially those with less control over their work
[78], are at high health risk. In turn, a re-evaluation
of workplace risks is required before such workers
return to work, with the re-evaluation focusing on
the current working capacity of the person returning
to work [3]. The return to work of persons with PC
specifically should also be planned according to a
return-to-work procedure, which includes:

(i) an interview with the manager prior to return-
ing to work, during which the employer’s
representative and the employee agree on
the return-to-work process and the neces-
sary actions aimed at evaluating job demands
and the current working capacity, as well as
defining the form of support and assistance
provided to the employee regarding their cur-
rent state [44, 45];

(ii) medical examination or additional investiga-
tions, especially if the work is physically
strenuous [79], as PC may be associated with,
for example, organ dysfunction [11]. This is
especially important for workers who already
had health problems or conditions prior to the
infection [44, 45];

(iii) adjustment of work assignments and work-
loads in cooperation with the manager and
experts, adaptation of the physical work envi-
ronment through adjustments in the work
equipment and workspace, and various other
adjustments that reduce the workload of the
worker [44, 45].

Rayner and Campbell [3] point out that many
individuals with PC may currently not be properly
clinically evaluated and treated. Therefore, occupa-
tional medicine specialists should refer them to other
appropriate specialists or an evaluation centre if one
has been established. Furthermore, the organisations
should note that due to the dynamics of PC, symptoms
may also appear later – after the worker has recovered
from acute COVID-19 and returned to work. In both
cases (a return to work and/or that of a subsequently
identified need for rehabilitation or an extended return
to work process), it makes sense to use the concept of
“margin of manoeuvre” [80], which Durand et al. [81,
p. 197] define as “the possibility or freedom a worker
has to develop different ways of working to meet
production targets, without having adverse effects on
his or her health.” This concept considers the inter-
actions among the individual worker, job demands,
work methods and means, and the social work envi-
ronment, all of which are involved in the process of
workers adapting to reduced working capacity.

In cooperation with an occupational medicine spe-
cialist and other experts, the employer can contribute
to the adjustment of work assignments in physically
strenuous jobs, for example by introducing temporary
job rotation or changes in work assignments, reas-
signing work tasks among the team and shortening
working hours, as well as implementing modifica-
tions to directly reduce risks due to the physical
factors of the work environment (e.g., introducing
protective equipment, changes in the work space,
modifications of work machinery and other equip-
ment) [48]. Some of those measures (e.g., additional
protective equipment, agreement among the employ-
ees to temporarily distribute the more demanding
tasks among the team) can be implemented with-
out special formal legal procedures, while others
are related to labour law or disability procedures,
depending on local legislation. Because the imple-
mentation of such modifications can be lengthy, the
employer can also provide certain temporary exemp-
tions (with the worker’s cooperation and consent),
based on consultation with an occupational medicine
specialist and in cooperation with of the entire team
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(understanding, support, assistance), thus reducing
the workload and risks for the worker with PC. How-
ever, in implementation of any modifications, it is
also necessary to control for the workloads of other
employees so that they will not be overburdened as a
result [82].

Current literature on the return to work of per-
sons with PC is limited. Nevertheless, the existing
literature [44, 45, 82] confirms that an individualised
approach and flexible work planning and execution
are key to effective measures ensuring a safe and
healthy return to work in different environments [44,
45, 83]. In other words, as stated by The Society of
Occupational Medicine [44, p.3]: “Returning to work
is part of the recovery even if it must be flexible or
on a phased return at first,” with flexibility being also
one of the key elements in the next pillar of the HWM
measures [48].

2.4. Psychosocial work environment: Giving
support through decisions, policies,
practices and relations

Physical job demands are not the only source of
strain on workers. Job demands can also be psycho-
logical, social, and organisational [50]. Schreuder et
al. [84] report that white- and blue-collar workers
differ in the type of job demands they report – blue-
collar workers report higher physical job demands,
while white-collar workers report higher psycholog-
ical job demands. Nevertheless, physical problems
such as lower back pain, respiratory problems, and
fatigue are present in both groups of workers. In a
study based on a sample of nurses, Roelen et al.
[85] found that psychological job demands (work
intensity, time pressure, work effort, conflict of roles
or demands) affect sickness absences, and that this
relationship is partially moderated by mental and
physical health. Both studies demonstrate that differ-
ent types of demands affect both physical and mental
health of employees.

Within the HWM [48], the psychosocial work
environment includes a variety of work-related stres-
sors, formal and informal organisational practices,
relationships, climate, and culture. People manage-
ment practices and the psychosocial climate in an
organisation are also among the factors of the work
environment that increase the risk of presenteeism
[59]. According to the JD-R model, these factors can
act as job demands or job resources related to both
organisational and social aspects of work [49].

Based on a review of psychosocial measures to
improve the well-being of workers with PVFS [86]
and proposals to improve the working conditions
of workers with PC [44, 45], the psychosocial fac-
tors of the work environment are also an area where
the employer can make a significant contribution to
the well-being of people with PC. These measures
directly contribute to an individualised return to work,
and according to the HWM [48] fall into the category
of organisation of work and work time as psychoso-
cial elements of work:

(i) “Gradual return to work” [44, p. 6], as PC is
often manifested as an exacerbation of symp-
toms following exertion [17]. This entails
flexible agreement on the number of work-
ing hours [44] that a worker can carry out
without further straining their psychophysical
capacity, expressed as a percentage of work-
ing hours that they are supposed to carry out.
The formal legal system for gradual adjust-
ments to working hours differs from country
to country, and this process can involve a
general practitioner, occupational medicine
specialist, employer, and the employee who
reports on their working capacity and symp-
toms. The employer’s role is to participate in
this process and be flexible in adapting to the
capacity of the worker. Employer flexibility
and adaptability is also a key element in the
measures presented below.

(ii) Adjustments of to the work schedule [44, 82]:
the beginning and end of work and breaks
during work, which are individually adapted
to the worker’s current working capacity. The
currently known symptoms of PC [11, 17] also
suggest that night shifts should be temporarily
stopped for workers with PC.

(iii) Workload reduction [44, 82] in terms of
quantity and required intensity (the time an
employee is supposed to spend on a particu-
lar task), while setting clear work objectives
and systems of positive feedback.

(iv) Hybrid work or a combination of teleworking
and on-site work [44, 45], as PVFS research
also shows that the work commute can be
stressful for persons with chronic fatigue syn-
drome [77], although the use of screens may
be more stressful for some workers with spe-
cific PC symptoms [3].

All measures presented are in line with the
recommendations made by Löfgren et al. [87] for
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employers and workers with PVFS, as well as for
students with PVFS [83]. Adapting to the worker’s
current working capacity and providing the possi-
bility of flexible adjustments to working hours, the
work schedule, rest periods, and work tasks require
psychosocial support in a work environment from the
employer [49, 50, 52] – one of the main psychosocial
resources defined by JD-R theory. –In work and
organisational psychology, the concept of support
has long played an important role and is one of the
key elements in ensuring the well-being and perfor-
mance of workers, as seen in the theoretical context
of social exchanges – perceived organisational
support [88–90], organisational climate – the support
dimension of organisational climate [91], leadership
– supportive leadership [92], and the support of oth-
ers in the work environment – i.e. one’s co-workers
[93].

During the COVID-19 pandemic, support in the
work environment was confirmed as one of the key
elements in reducing work-related anxiety in jobs
with an increased risk of infection and higher patient
care workloads, such as nursing [94]. Lee [95] used
a qualitative approach to study the role of emotions,
psychological security, and organisational support in
the transition from office to work from home dur-
ing the COVID-19 pandemic. She notes that the
perceived support from the employer significantly
determined the psychological reactions of employees
during the COVID-19 crisis. In contrast to practices
of employee supervision, organisational practices
such as flexibility and employee safety and health
activities provide psychological security [95], which
reduces stress, anxiety, and perceptions of vulnera-
bility among employees.

The COVID-19 pandemic has also had a broader
social impact, which has put further strain on some
groups of employees. Meyer et al. [96] found that the
pandemic, the accompanying measures or demands
placed on the working population, and the resources
available to people during the nationwide lockdowns
(social support, autonomy at work), interacted as
determinants of emotional exhaustion. As the impact
of the pandemic on emotional exhaustion was only
found for women, and they conclude that the pan-
demic has affected women significantly more than
men, mainly due to the additional demands resulting
from public health measures and the strengthening of
the traditional social roles of women. Regardless of
gender, however, the pandemic has increased the need
for support mechanisms for the working population
[96].

Social support – either as enacted social support
or as perceived availability of social support – plays
an important role in various positive individual and
group activities that are important in this context:
maintaining health and coping with chronic illness,
coping with work-related stress, maintaining trust in
institutions and the community [97–99]. An impor-
tant element of the return to work of persons with
PC is therefore the perception that the organisation is
supportive, in addition to the actual or enacted sup-
port. The latter goes beyond “what people say and
do to help one another cope with stress” [98, p. 31],
and represents a “meaningful social action, situated
within particular contexts, and undertaken for pur-
poses by which its success may be evaluated” [98, p.
50]. The employees (partially) generalise the percep-
tions of enacted support, in the form of flexibility and
adaptability of working conditions and the demands
made by managers and other employer agents, to the
entire organisation [90]. If they perceive the organ-
isation as caring, they provide their effort, sincere
communication, and loyalty in return for recogni-
tion, sense of belonging, and emotional support [88].
The belief that others (the organisation and its agents)
will provide the necessary resources or support when
one needs them can help buffering the stress to the
same extent as enacted social support [99]. Perceived
organisational support is thus important even if the
PC symptoms appear later – when the person has
already returned to work after initial recovery from
COVID-19.

People who believe they will be treated favourably
in the event of another leave of absence, addi-
tional health treatment, or the need for adjusted job
demands, will likely report on their problems or
distress and act accordingly (e.g., seek appropriate
professional assistance), which could result in their
better mental and physical health, but also long-
term productivity. The perception of the organisation
as supportive further reduces health-related presen-
teeism [59], and social support influences one’s
perception of a situation and one’s own ability to cope
with it, while also promoting the ability to cope with
a stressful situation. This can reduce the likelihood or
intensity of maladaptive coping with stress [97] and
moderate the stress response directly and indirectly
through coping strategies [100].

In summary, social support has several functions
that are important for workers returning to the work
environment after illness and with reduced work-
ing capacity. These functions [101] are presented in
Table 2 and supplemented with examples of indi-
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Table 2

Functions of employer’s enacted social support towards employees with PC and examples of practices

Functions of

social support

[100, p. 89]

Examples of practice

Instrumental

support

Flexible organisation of work and working hours (work duration, schedules, break duration and intervals) in

accordance with the capacity of the worker and the recommendations of a general practitioner and an

occupational medicine specialist [44, 45, 82, 87].

Guidance and assistance in arranging legal, health-related, and, if necessary, financial matters in connection

with exercising the rights deriving from health and social insurances and labour law. Direct mutual assistance

of co-workers through the reassignment of work duties, or strengthening the work group/team, so that a worker

with reduced working capacity can still carry out their work.

Informational

support

Education or individual provision of information and counselling to employees on PC by qualified experts.

Provision of information on returning to work and the possible adjustments to make workers feels safe and

accepted, as providing accurate, understandable, and up-to-date information [53] is especially important in a

crisis involving an unknown medical condition.

Emotional support Respecting the workers’ privacy, including the privacy in relation to their health condition and occupational

adjustments such as reduced working capacity [44, 45, 82]. Creating a safe space [99] that enables and

encourages the expression of feelings and concerns related to PC and work. Expressing concerns, accepting,

allowing and encouraging the expression of insecurities, worries, and fears through communication [45, 82, 99,

101]. Providing a safe space for communication of symptoms that might be experienced after the recovery from

COVID-19 and return to work, or the change in their intensity; the workers need to feel safe about reporting to

their employer any changes in their situation and the impact their health condition has on their work.

Companionship

support

There will likely be more workers in the organisation who will face similar difficulties, PC symptoms, and the

process of re-adjusting to work, especially in occupations more exposed to infection. It is therefore sensible to

consider setting up internal support groups and activities for employees to share experiences, support, and

advice. This can be implemented following the examples of self-help support groups for persons with PC [7],

the IASC recommendations [53, p. 20], and the Society of Occupational Medicine [44, p. 6] on establishing a

“buddy system” within the organisation, which is intended to provide mutual support in the work environment.

At every step of this process, however, the workers’ privacy should be respected by not disclosing their health

information to their colleagues.

Validation Open, two-way communication that provides feedback for support and guidance [99]. Clear objectives and

mechanisms for verifying their achievement are an important element of support in the return to work of people

with PC [44, 45]. Clarity of work roles, as well as role conflicts, can potentially impact health outcomes [102].

vidual support functions implemented in accordance
with the possible measures for adapting the work
environment to the needs of workers with PC [44, 45]
and PVFS [87], as well as approaches to professional
therapeutic communication [99]. While managers,
direct supervisors, HR professionals [90], and occu-
pational safety and health professionals all play a
role in social support functions, these professionals
need support from top management in the form of
consent and mechanisms for establishing best prac-
tices to carry out their role. Additionally, employer
representatives must express sincerity in all activi-
ties, measures, and relationships they are involved in,
and thus act in a “discriminating way when express-

ing approving comments”, and “showing consistency
between words and deeds” [90, p. 178].

In a study by Lou et al. [103], healthcare work-
ers considered the support of their family and friends
as the most useful resource during the COVID-19
pandemic. At the level of the work environment, the
most useful resource was the availability of adequate
protective equipment and support from colleagues,
while resources at the system level included job pro-
tection, information about COVID-19, and public
health measures. Thus, social support is one of the
main resources that can directly increase motivation
and reduce the negative impact of job demands on
an individual [50, 103]. Furthermore, social support
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plays an important role in strengthening the individ-
ual psychological resources of the worker [50, 52].

2.5. Personal resources: Psychological
characteristics that strengthen the effect of
positive organisational practices and
promote (self)regulation of work activities

As defined by HWM [48], personal resources
are individual psychological variables that employ-
ers can influence directly (e.g., healthy lifestyle
programmes) and indirectly (supportive work envi-
ronment) through measures, programmes, policies,
and practices aimed at empowering individuals who
are returning to work. Personal resources are thus a
mediating variable between work environment fac-
tors and the employees’ responses [104], which
are reflected in the process of regulation or self-
regulation of job demands and working capacities
in a return-to-work situation [80]. Such regulation
can also be identified in work activities, for exam-
ple in seeking and developing appropriate approaches
to work, or in strategies adapted to work situa-
tions and individual working capacities. The concepts
of personal resources [48] and regulation of work
behaviour [80] correspond to the concepts of psycho-
logical resources and job crafting in JD-R theory [50].
In this theory, personal psychological resources are
perceptions, beliefs, expectations, and stress-coping
strategies [104]; in other words, “beliefs people hold
regarding how much control they have over their
environment” [50, p. 275], such as self-efficacy,
resilience, hope, and optimism [52].

According to JD-R theory, work resources and
personal psychological resources increase work moti-
vation, which is reflected in job crafting [50]. This is
a relatively recent concept that describes behaviours
such as [105]: (i) adding or subtracting tasks, increas-
ing, or reducing effort, and reorganising work tasks
(task crafting); (ii) establishing and maintaining
productive relationships (relational crafting); and (iii)
viewing work as important and meaningful (cogni-
tive crafting). The relationship between job crafting
and resources is not unidirectional: job crafting
also strengthens job resources and psychological
resources of the worker [49]. The reverse, nega-
tive process, according to JD-R theory, is one that
leads to exhaustion, stress, and other negative work
and health outcomes. High job demands, which the
worker has no influence over or a lack of suffi-
cient personal resources to moderate the impact of
high job demands on health can lead to exhaustion

[49]. Chronic exhaustion or burnout then reinforces
the negative relationship between job demands and
exhaustion, and reduces the positive effects of job
resources, personal resources, and intrinsic motiva-
tion. This results in a closed feedback loop among
exhaustion, decreased efficiency, negative percep-
tions and emotions, and, consequently, an increased
burden on the worker [106], from which they find it
difficult to exit on their own.

Current research relating to the COVID-19 pan-
demic and negative emotional outcomes confirms the
role of personal resources in coping with the crisis.
In a longitudinal study, Joie-La Marle et al. [107]
found that in stressful situations, general self-efficacy
acts as a stable personal psychological resource that
influences adaptive performance or effective self-
regulation in work activities. An intervention study
by Sylvia et al. [108] confirmed the positive effects
of stress management and resilience interventions
on a sample of front-line healthcare workers, with
the positive effects of the programme being great-
est for workers with fewer personal resources and
high levels of anxiety and depression prior to the pro-
gramme. In a study using a sample of nurses, Roberts
et al. [109] found that age and years of work expe-
rience significantly predict depression and anxiety.
On the other hand, resilience, a personal psychologi-
cal resource for coping with stressful situations, was
significantly determined only by the age of the partic-
ipants, which confirms the importance of experience,
knowledge, and skills in coping with new stressful
situations.

Taken together, support activities in stressful sit-
uations, which also include the reduced working
capacity due to PC, should thus be focused on
strengthening the belief in the ability to control one’s
environment. In this sense, Servellen [99] highlights
the importance of two forms of control – cognitive
control and behavioural control, that is, control over
plans, decisions, and one’s own behaviour and atti-
tudes. Enabling such control in a work environment
requires appropriate supportive communication and
a relative degree of autonomy of workers, which
ensures the involvement of individuals in the plan-
ning of goals and the activities to achieve them [44,
45]. While psychological resources can be developed
[49], this is a long-term and systematic process to
which employers can contribute. Thus, they can aid
in strengthening the psychological resources of work-
ers with PC, while also aiming for primary rather than
tertiary prevention in the return to work of workers
with a reduced working capacity through:



K. Babnik et al. / Some of the workforce face post COVID after the acute phase of the illness 269

(i) Dialogue with the employer involving work-
ers with PC in planning of all work
adjustment activities, continuous positive
feedback that builds and maintains self-
esteem [49]. Employers must gain feedback
from the worker, rather than just providing
it themselves. They must verify whether the
work adjustments, such as reduced working
hours and reduced workload, are still suitable
and whether the worker is satisfied with them
[82, 110];

(ii) Relative degree of work autonomy (har-
monised with job demands and the type of
job to ensure health and safety at work), which
allows self-regulation [80] or job crafting [49]
in modified conditions for workers with a
reduced working capacity;

(iii) Training [49, 80] or enhancing knowledge and
work skills in accordance with the reduced
capacity of the worker;

(iv) Provision of information and education about
PC and the systemic support measures
available in the workplace and the wider
(healthcare, social, labour law) context. This
improves health literacy, which is an impor-
tant element in the prevention of presenteeism
[61], while also allowing the public to be
better informed and follow health protection
measures [55, 99];

(v) Validated programmes for strengthening psy-
chological resources, such as resilience [108],
or other professional programmes with a simi-
lar purpose [49], which help in the successful
management of job demands. However, the
need for additional research into the effects
of various intervention programmes should
be highlighted, as some of these programmes
have not been shown to be effective for people
with PVFS [39, 40];

(vi) Providing workplace support in form of job
resources, which strengthen individual psy-
chological resources [49].

3. Discussion and conclusions

While scientific knowledge about PC is still evolv-
ing, it is evident that a significant share of workers
is recovering from an acute phase of COVID-19 and
facing an onset of PC symptoms of varying sever-
ity and duration, which may affect their functional
abilities and working capacity [3, 7, 17, 43–45, 82].

Today, however, there is a lack of published research
on the impact of PC on working capacity and on the
return to work of workers affected by this condition
[3]. Furthermore, many countries are yet to imple-
ment uniform approaches to treating people with PC
at the healthcare system level.

Nevertheless, there are examples of good practices
with positive results. Our review of literature also
supports the notion that employers have an impor-
tant role to play in this process, although they may
feel powerless due to the lack of established and
validated approaches and the lengthy formal legal
procedures. To aid this process, we designed a set of
possible activities and their agents, and outlined the
cooperation between workers and the employer in the
return-to-work process through a narrative review of
the existing literature on the measures in the return
to work of persons with PC [3, 44, 45, 82] and
PVFS [87], as well as other theoretical and empir-
ical research into coping strategies adopted by the
working population during the COVID-19 pandemic,
and based on WHM [48], JD-R theory [49, 50], the
concept of return to work [80, 104], and social sup-
port [90, 98]. All these components are combined
into the model presented in Fig. 1. The measures
and activities depend on the degree of disability of
the worker, their health status, current level of per-
sonal resources, characteristics of their job and other
factors, and finally their personal life conditions and
level of support [96]. Nevertheless, the model can
serve as a basic guide for employers, and can inform
further research, as it presents the role of some of
employer measures adopted so far based on predom-
inantly psychological theories.

The presentation of the role of the employer in the
return to work of a worker who is facing long-term
symptoms and/or a sudden onset of new symptoms
has three key aspects: cooperation, instructional pil-
lars, and key agents. The key agents in this process
and condition are: (i) the worker who has returned
to work and is facing symptoms of varying sever-
ity and type after recovering from COVID-19, most
commonly fatigue [11, 17, 111]; (ii) management [45,
48, 82, 88], which enforces occupational safety and
health policies and practices, implements the neces-
sary measures to adjust job demands and resources to
workers with PC, allocates financial resources, and
cooperates with professional, social, and scientific
communities; and (iii) other experts employed by the
organisation (in the fields of human resource man-
agement and occupational safety and health) whose
role in this process is to advise top management
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and direct supervisors and assist the workers in the
process of adjustment by providing support in obtain-
ing information and exercising rights [82]. In this
process, the employer, and their representatives, as
well as the worker, follow the recommendations of
the occupational medicine specialist and the gen-
eral practitioner, who may also refer the worker for
additional examinations and treatment. The employer
supports the worker at every step of this process by
showing understanding and respect and by encourag-
ing the worker to participate in further diagnostic and
treatment procedures, if necessary [82].

Adjusting the physical aspects of job demands is
one of the primary preventive measures, especially
in physically strenuous jobs [44, 82], since strenuous
exercise, mental or physical activities, and stress can
all exacerbate the condition or cause a relapse of PC
symptoms [17]. Psychological factors can be present
in both job demands and job resources. Communica-
tion, climate, work organisation, and organisational
relationships [48] are work resources, provided they
are positive or supportive. Similarly, to workers with
PVFS [87], ensuring the flexibility of various aspects
of the work organisation, such as working hours,
schedule, work duration, break duration and intervals,
is particularly important for workers with PC [44, 82].
A key element is the gradual approach to the return-
to-work process and workload distribution [44, 82].
In the context of a return to work, this element (flex-
ibility and gradual approach to work organisation)
is one of the keyways in which the employer pro-
vides instrumental support to a worker with PC. Other
important facets of support include informational,
emotional and companionship support, and valida-
tion [101]. Emotional support is especially important
in times of stress and health-related uncertainty [99].
This type of support is primarily provided through
communication, which allows and encourages the
expression of feelings and concerns about stressful
situations, as well as work [99, 101]. Employee sup-
port is expressed both through instrumental support
(e.g., reassignment of work tasks among the team
to temporarily reduce the workload of workers with
PC), and in terms of companionship support [101],
that is, the support of co-workers who might be facing
similar PC-related problems. Informal communities
that connect people with similar experiences send
a direct signal to workers that they are not alone,
while also offering direct emotional support as a
space where experiences, insecurities, fears, and pos-
itive events can be shared and accepted. Measures,
policies, practices, and organisational relationships

that are supportive in nature can have a direct influ-
ence on the workers’ psychological resources, as
they empower individuals to face new situations and
health-related challenges [48]. Personal psychologi-
cal resources mediate the relationship between job
demands and reduced working capacities, and the
workers’ responses to this situation [104]. Along with
the long-term support of the employer, they con-
tribute to effective self-regulation [80], job crafting
[50], and adaptive employee performance [107]. Indi-
vidual psychological resources are strengthened by
job resources and adjustments in job demands, but
also by other direct measures aimed at promoting pos-
itive self-perceptions and the perception of control
over the environment and one’s role in it [99], such
as encouraging the acquisition of new skills, knowl-
edge, and competencies [49], providing information
and enhancing health literacy [61] with regard to a
specific health condition, as well as by programmes
and interventions specifically aimed at strengthening
individual psychological resources [108]. However,
such intervention programmes need to be validated
in different populations and for different levels of
disability before they can be put into practice. The
bottom left part of Fig. 1 presents the key guidelines
for implementing the measures and the entire pro-
cess: an individualised approach [3], flexibility [44,
87], and supportiveness [48, 50, 99] at the levels of
policy practices, decisions, and everyday relations.

Whether such a model can empower individuals,
increase intrinsic motivation, and improve self-
regulation at work for people with PC remains a
question for further studies. Therefore, the model
needs to be treated with great reserve – as a gen-
eral guide rather than a recipe for action. The present
literature review is one step towards improving the
environment and functional abilities of persons with
PC. However, much more research is needed, both
at the level of understanding the symptoms, their
duration, dynamics, and occurrence mechanisms, and
at the level of the impact this condition has on
working capacity [3], and the potential support pro-
grammes, interventions, and actions. The review is
thus primarily a theoretical framework for under-
standing the psychological factors and mechanisms
involved in the return to work and the role of employ-
ers in this process. Scientific articles and papers on
PC were published almost daily during the prepa-
ration of this review, so it was impossible to cover
everything. As knowledge about COVID-19 and PC
evolves, the validity and reliability of this review will
decrease. Nevertheless, it will hopefully contribute
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to practice (understanding the conditions and neces-
sary adjustments for workers with PC) and to further
theoretical research in the fields of occupational and
organisational psychology and occupational health
psychology.
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