Returning to work: a forgotten aspect of rehabilitation for heart failure?
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“Health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity”
For the past 60 years, the World Health Organization has defined health in this way.1 With advances in therapy, heart failure (HF) can now be considered to be a chronic condition with which many individuals will live for some, if not many, years. Reducing morbidity and improving quality of life are important therapeutic aims.2,3   Traditionally, returning individuals to a more optimal state of health was the province of cardiac rehabilitation (CR) programs  - initially focused on patients after myocardial infarction or coronary artery bypass surgery – but now opened more widely to those after any coronary intervention and, at last, to those with HF. At the core of CR programs is the desire to return individuals to their optimal physical, mental, medical, psychological, social, emotional, sexual, vocational, and economic status.4
When reading HF clinical guidelines one could be forgiven for thinking that no patient with heart failure was in employment, or would seek employment. In the USA, an American Heart Association (AHA) Presidential Advisory was issued in 2011 calling for a multi-pronged effort to increase the low referral rates to cardiac rehabilitation/secondary prevention programs after a cardiac event.5 This advisory specifically mentioned vocational counselling. The most recent AHA/American College of Cardiology HF guideline awards a Class IIa level recommendation (‘it is reasonable to offer’) was made for rehabilitation,2 although return to work is not listed as a potential benefit. The 2016 HF guidelines from the European Society of Cardiology do not discuss occupational issues – although the recommendation is made for a ‘seamless system of multidisciplinary care that embraces both the community and hospital’ and mention is made of the value of a ‘social worker’. 3 Even more detailed guidelines on heart failure disease management programs go as far as to label heart failure a ‘cardio-geriatric syndrome’, with no reference to vocational rehabilitation.6 This is despite the fact that in the UK, a typical northern European country, 14% of people admitted to hospital with heart failure are likely to be below the age of 65.7
Even ignoring the personal cost of never returning to work - the economic cost to society is large. In the most recent AHA update, the annual cost of HF in the USA was estimated to be $30.7 billion.8 Of this total, 68% was attributable to direct medical costs but an additional $9.8billion related to indirect costs of lost productivity from morbidity and premature mortality.9
The novel analysis by Rørth and colleagues in this issue of Circulation throws all of these issues into sharp relief.10 They report the return to work after a first hospitalization for heart failure in Denmark from1997-2012. Denmark is able to link national health and administrative registries through an individual’s unique personal identification number, thereby allowing tracking of vital status, healthcare utilization, drug prescription, and welfare payments.

Rørth and colleagues followed a cohort of individuals aged 18-60 years at the time of their first hospitalization for heart failurewho were also employed (or at least available for work) at the time of that admission. During a four year follow-up period none of these individuals crossed the official retirement age for Denmark (65 years). Data were collected on co-morbidities coded during any hospitalization prior to, and including, the index event.

In this cohort, the mortality at 12 months after discharge was 7% – but only 68% returned to the workforce. Those aged 18-30 were three times more likely to return to work than those aged 51-60. Few clinical variables were available for analysis, but those most likely to return to work were younger men with higher educational attainment (and higher income) - perhaps because their jobs were less likely to require physical exertion or because there was more choice available, or their

expectations were higher. A history of stroke, diabetes, chronic kidney disease, chronic obstructive pulmonary disease, or cancer reduced the chances of returning to work – but a history of hypertension, coronary artery disease, or atrial fibrillation did not. A longer initial admission was strongly associated with a lower probability of returning to work - presumably related to the severity of disease or presence of co-morbidity.

Of the 87% of individuals who did return to work for at least some timemore than half did so ‘shortly’ after hospitalization, and 75% by 6 months. However, retention in the workforce was not high – of those who returned to work by 12 months 52% were detached at some point during the subsequent 3 years, and even allowing for sickness leave for up to 12 weeks, 38% were detached by 3 years. Keeping individuals with heart failure in work is obviously challenging.

Interestingly, the prescription of angiotensin converting enzyme inhibitors or angiotensin receptor blockers, beta-blockers or digoxin were associated with an increased likelihood of return to work (presumably reflecting a patient who is well-treated and who is able to tolerate these drugs) but taking loop diuretics or an aldosterone antagonist were associated with a lower rate of return to work – presumably reflecting patients with greater disease severity.

The authors speculate that lack of return to work may be due to the functional limitations of the disease or co-morbidities, or that it may be due to the psychological effects of a HF diagnosis. It is possible that the healthcare teams involved with such patients do not often consider a return to work possible, are concerned about the risks, or lack competence in vocational counselling or rehabilitation. It is not known how many of the patients in this study were offered (or took up) a formal CR program, or whether workplace occupational health services were involved.  Many questions remain unanswered, and it is likely that attention is required at each point in the journey from hospitalization to potential return to work, and from each stakeholder involved in those transitions. Ultimately, giving an individual a badge of ‘heart failure’ may trigger that individual, their family, and their employer to assume that work is no longer possible. Recent publications from one Swedish cross-sectional survey suggest that positive encounters with healthcare professionals and ‘social insurance officers’ are associated with a higher perception of the ability to return to work.

Those on lower income in this survey tended to have lower perceptions of their likelihood of returning to work, and had less positive encounters with such professionals.11,12.
Welcome as the new data are, is the situation in Denmark likely to apply to other countries outside Northern Europe? Denmark is a small, wealthy country in Northern Europe, with high taxation, low unemployment and high public social expenditure.13There is a national health service funded by taxation. In contrast, the USA is much larger, but is even wealthier and with lower unemployment. In contrast to Denmark, the tax rate is lower but much more is spent on healthcare (largely due to a much larger private contribution) but public social expenditure is considerably lower. The pressure to return to work may therefore be higher in such a setting, particularly if employment brings better (or more affordable) healthcare access. The situation is likely to be markedly different in less affluent countries, where an even higher proportion of individuals with HF may be of working age but likely with lower income and educational achievements. Further research is required, but policies and programs to optimize return to work are likely to look very different in different countries.

Referral of all HF patients to a CR program should increase the chances of return to work – but only if that program includes appropriate vocational counselling and skills. Referral to occupational health services, provided they have an up-to-date concept of heart failure and its therapy, may be invaluable. Multiprofessional/multidisciplinary care teams will be essential for those with co-

morbidities – such as a young person who survives cancer but has developed HF as a result of oncological drugs. Even more fundamentally, at each contact with a person of working age (and their family), the topic should be raised; legitimizing this for both patient and professional. Better communication between the healthcare team and the employer may also improve the outcome: return to work need not be ‘all or none’; staging is entirely possible as may be reallocation of heavier manual tasks. If the opportunity to address these issues during hospitalization and in the early period thereafter is missed, return to work may never be achieved. Those with lower educational attainment and lower income will struggle more and are likely to require additional support.

Ultimately, HF programs should be judged not only on the use of disease-modifying therapy or low readmission rates, but on a patient’s quality of life and vocational status. If a patient with heart failure is no longer working – why not? And what can the healthcare team do to optimize the chances of return to work? These are questions we should be asking ourselves more often.
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