
Abstract  This article aims to explore the ex-
perience of long-term work disability (LWD) of 
users-workers in primary health care (PHC), un-
derstanding the therapeutic itineraries and the 
search for social protection, the elements that con-
tribute to the incapacitation process and the stra-
tegies constructed for living with this condition. 
LWD is a multidimensional phenomenon, with a 
negative impact on the lives of workers, families 
and society. PHC has an important role in caring 
for people on leave from work. This is a qualitati-
ve, descriptive-exploratory study of the daily lives 
of people in situations of LWD. The comprehensi-
ve perspective guides the analysis of data co-pro-
duced in interviews and field observation. Cross-
-cutting themes such as social lack of protection, 
lack of communication and co-operation between 
key actors that enhance or mitigate LWD were 
recognised. The social support network proved to 
be important to access health care and to avoid 
social decadence. The Family Health Strategy, 
with technical support in Occupational Health, 
emerges with potential in the production of care 
for worker-users, although the fragility of main-
taining long-term care.
Key words Occupational health, Primary health 
care, Vulnerability, Experience
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Introduction 

Long-term work disability (LWD) is one of to-
day’s main public health problems 1. It is under-
stood as the impossibility of remaining at work, 
or non-return to work due to a health condition 
whose duration exceeds six months1. It is a multi-
causal, multidimensional phenomenon, resulting 
from the individual-context relationship, which 
includes interaction with the systems of health 
and social protection, the workplace, family and 
community; and demands complex interven-
tions in the socio-cultural and politico-economic 
panorama2.

In Brazil, the equivalent of the term LWD 
is not used, and the inability to work (IT) is ad-
dressed distinctly by the following social security 
systems: Sistema Único de Saúde – SUS (Unified 
Health System), Sistema Único de Assistência 
Social – SUAS (Unified Social Assistance System) 
and Instituto Nacional do Seguro Social – INSS 
(National Institute of Social Security)3. The INSS 
defines labour disability as “the impossibility of 
performance of the specific functions of an in-
sured activity, function or occupation, as a conse-
quence of morpho-psycho-physiological changes 
caused by illness or accident”4 (p. 26).

Thus, what prevail in this diagnosis and fol-
low-up are the biomedical model, unidirectional 
and centred on medical decision3, which assesses 
the degree, partial or total; the duration, tempo-
rary or indefinite; and performance, when one, 
several or all occupational activities are adverse-
ly  affected. Retirement disability is configured 
when it is full, for a permanent or indefinite peri-
od, with unsusceptible recovery, or impossibility 
of occupational rehabilitation4.

In the Social Security system, there is no 
time limit for determining disability retirement, 
but, for the civil servant, the respective benefit is 
granted after leave for treatment for more than 24 
months, when there are no conditions to return 
to work5. Under SUAS, the worker, in order to be 
eligible for Benefício de Prestação Continuada – 
BPC (Benefit for Continued Service – BCS) due 
to disability, must present long-term (at least two 
years) impediments of a “physical, mental, intel-
lectual or sensory nature, which, in interaction 
with one or more barriers, can obstruct his/her 
full, effective participation in society on equal 
terms with others”(p. 43); among other require-
ments3.

The concept of deficiency and ability/disabil-
ity based on the bio-psycho-social model began 
to be incorporated into the BPC regulation in 

2009; it is stated in the Assessment of Deficiency 
in Law No. 13.146, issued in 2015 (LBI), and the 
2016 technical manual, Occupational Rehabilita-
tion Procedure4. The International Classification 
of Functionality, Disability and Health (ICF) is 
a reference for the bio-psycho-social model in 
these Brazilian public policies. The ICF defines 
deficiency as alterations in body functions or 
structures. Regarding disability, this encom-
passes activity limitation and restricted social 
participation; it results from negative aspects of 
the dynamic interaction between the individual’s 
health condition and his/her personal and envi-
ronmental factors4,6.

In view of this, absence from work usually 
begins with a health condition, and, in Brazil, ex-
tension of disability is largely related to barriers 
imposed on workers by the social security sys-
tems1,7. Absence from work greater than 12 weeks 
and delay in health interventions are regarded as 
negative prognoses for a return to work8,9. Lack 
of communication, unco-ordinated and contra-
dictory performance of the key actors and deci-
sion-makers involved, confuse the worker who, 
even wishing to resume work, feels insecure and 
even incapable of doing so2,9.

Consequently, LWD leads to material depri-
vation, compromising the subsistence and dai-
ly life of both worker and family2,10,11. The loss 
of rights and social participation in the work 
triggers a process of social decadence, identity 
deconstruction, occupational and health deteri-
oration, marking a biographical rupture for the 
individual and family7,10,11.

The growth of IT worldwide, its negative im-
pacts on the worker, family and society, along 
with the burden on countries’ economies, have 
aroused the interest of public and private insti-
tutions/organisations and society2,12. In Brazil, 
based on estimated data regarding social securi-
ty, the expenditure on disability retirement from 
2012 to 2021 was 545.7 billion reals (107.57 bil-
lion US dollars on 10/10/ 2023). In 2021 alone, 
22.3 thousand days of work were lost, and 1.8 bil-
lion reals were paid as assistance for work acci-
dents. These data are limited to salaried workers 
with a formal contract, thus excluding informal 
workers, the latter representing 40.1% of the oc-
cupied population13.

Changes in the world of work are based on 
competitiveness, individualisation and flexibili-
ty that require the worker to develop new skills 
to respond to the demands of, for example, the 
financial market and technological advance. Re-
search has been conducted on how much the 
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worker, who cannot keep up with this pace, is led 
to a process of social disruption, exclusion and 
illness configured in the LWD condition14.

Setbacks in the area of social rights impinge 
on labour by increasing informality and social 
vulnerability 14. This “informalisation” manifests 
itself in the growth of home-based productive 
and peridomicial activities, which mostly lack 
security, favouring “domiciliation of the occupa-
tional risk of damage to health and IT14-16.

Given the consequent economic and social 
impact of illness and work leave, studies have 
focused mainly on the challenges of disease 
certification by the medical profession and the 
difficulty in assessing the occupational and psy-
cho-social aspects. Ignorance of the environ-
ment, the process and the organisation of work 
limits the multidimensional assessment of the 
individual-context relationship, and hinder vo-
cational rehabilitation policies17,18.

Regarding SUS and the National Network of 
Integral Occupational Health Care (RENAST), 
worker care is situated in the context of Primary 
Health Care (PHC), whose preferential model is 
the Family Health Strategy (FHS). This is charac-
terised by the delimitation and understanding of 
the adjacent area in its diverse aspects, and link-
ing of the users to Family Health teams (FHS). 
It is intended that the role of the FHS in worker 
health  will provide cover ranging from disease 
prevention to the management of cases of remov-
al from work in order to prevent LWD19.

Despite the efforts and advances in the field 
of Worker Health, its institutionalisation in PHC 
is still inconsistent19. There is little visibility of the 
user as a worker, and the influence of work in the 
health-disease process, producing a rather inef-
fective approach in cases of removal from work 
due to illness, in addition to consequent subnoti-
fication of cases20.

This article explores the LWD experience by 
seeking understanding of the disabling process, 
indications from therapeutic itineraries and the 
search for social protection. Furthermore, it dis-
cusses the strategies adopted by the user(s) to 
cope with this condition within the PHC. This 
information will be important to support discus-
sion among technical teams engaged in Worker 
Health Care and FHS under the health-disabili-
ty condition for work, with a view to preventing 
LWD.

Theoretical methodological path

It constitutes a qualitative study of a descrip-
tive, exploratory nature, inspired by the social 
phenomenology of Alfred Schutz21, for under-
standing the experiences in the quotidian of 
worker-users with LWD in the ambit of a Fam-
ily Health Unit (FHU). The first author, a phys-
iotherapist, a Family Health specialist, acting at 
the Extended Centre for Family Health Support 
(NASF-AB), participates in the Worker Health 
Project at PHC in close liaison with the Worker 
Health centres of reference, CEREST/CESAT.

According to Social Phenomenology, every-
day life lies within the world of life that, albeit 
placed on a stage with a full range of meanings, in 
which social action is produced in intersubjective 
interactions, in a continuous flow of communi-
cations, acts and reactions composing the expe-
riences. Each individual modifies these, produc-
ing his/her own world, according to motivations, 
inventory of knowledge from personal and prior 
experience of others, and his/her biographical 
situation. Two types of motives drive the indi-
vidual to act, “the reason for”, the intention for 
which the process of the action will be taken and 
the “reason why”, which refers to the causes that 
determined the act after being performed21.

The research participants are workers with 
LWD resident in an area close to an FHU in a 
district of Salvador, Bahia, with a population 
of 12,095. The FHU is organised in five family 
health teams, each with a total of six community 
health agents (ACS), who receive support from 
NASF-AB.

This district has a socio-demographic and 
geographical heterogeneity; it is characterised by 
a contrast between luxurious condominiums and 
shantytown agglomerations, comprising upper 
middle class and poor populations, as well as by 
having social and public facilities of the health 
care network22.

The participants in the research were pre-
sented by ACS and NASF-AB physiotherapists, 
considering the inclusion criteria: workers resi-
dent in the USF area, engaged in the formal/in-
formal economy; both sexes; age range 18 - 65; 
with LWD; at least six months after suspension 
from work due to illness or interlocutory appeal, 
whether related to work or not.

In-depth interviews were conducted with 
eight worker-users, guided by the initial ques-
tion: “Tell me about your life/tell me your sto-
ry.” The interviews were conducted in the users’ 
neighbourhood at a meeting place, from October 
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to December 2019, recorded in audio, duration 
25-65 minutes. For this article, the interviews of 
six of the eight users were used.

The interviews were transcribed and re-
viewed, followed by successive readings, pro-
ducing an initial synthesis of each interaction. 
The thematic analysis proposed by Braun and 
Clarke23 was adopted and developed in six stages: 
familiarisation with their data, generation of ini-
tial codes, search for themes, theme review and 
suggestion of themes, report production; presen-
tation of results: Working Life, Past and Present 
and the Process of Becoming Ill and Disabled in 
relation to Work, Configuration of the Disability 
for Work, Trajectories between the Therapeutic 
Itinerary and the Bureaucratic Itineraries.

This final theme formed the theoretical foun-
dation for this article, in which the following 
categories emerged: Health treatment and lack 
thereof; Uncertainties in meetings with Social 
Security and Assistance; Occupational rehabili-
tation; and Non-return to work.

The research project was approved in Opin-
ion no. 3.463.410, dated 21/05/2019, issued by 
the Research Ethics Committee of the UFBA 
Faculty of Medicine.

The consent form was presented, clarified 
and signed, observing the bioethical principles 
of the research presented in the Resolutions of 
the National Health Council no. 466/2012 and 
510/2016. Names were replaced by pseudonyms.

Results and discussion

Table 1 shows the participants in this study, 
presenting their different LWD experiences in 
which intersectional oppression and socio-eco-
nomic inequalities permeated both their bodies 
and their everyday lives. There were four women 
and two men, white and black, age range 41-53, 
with incomes of one to two minimum salaries. In 
all cases, discontinuous schooling predominated: 
only three had completed secondary school, and 
two had not been educated beyond the primary 
level. Two men were single, one was married, 
and three women were separated single mothers. 
Four had their own homes and two lived rentfree 
in houses provided by their families.

The group was composed of unemployed 
and informal workers in various activities. Their 
working lives had started in childhood, and they 
had entered the labour market in the informal 
economy with fragile links to the formal mar-
ket. Their predominant health conditions were 

musculoskeletal disorders (MSD), one was in a 
typical work accident situation, and one was in a 
post-cerebral vascular condition due to a stroke.

The granting of social security sickness ben-
efits ranged from four months to ten years. Dis-
continuous social security contributions justified 
non-granting of benefits. Social assistance was 
received through the Bolsa Familia (Family As-
sistance) scheme, and the bureaucratic process 
for granting the BPC, in the most severe case, was 
dragging on with no end in sight.

Faced with restricted social participation in 
work, and limitations due to their health con-
ditions, the worker-users sought subsistence by 
engaging in odd jobs, such as selling popsicles 
or rendering domestic services. Among those 
restricted to their homes, one sold cosmetics, 
clothes and shoes online using WhatsApp, and 
another provided advice to people nearby on 
how to maintain their clientele.

The previous and recent experiences of these 
workers range from the family life arrangement, 
child labour, the difficulty of schooling, the in-
termittent engagement in precarious work, 
form part of the biographical situations of these 
persons, and these are stored in their stocks of 
knowledge21. Individual psycho-social and so-
cio-demographic aspects were identified as pos-
sible preditors of LWD1, as a barrier to the return 
to work, and portray the social disadvantage that 
subalternised groups face to be able to stay in the 
world of post-illness/accident employment24,25.

Aggravation of health and imminent work 
removal constitute a moment of rupture; It in-
terferes with the representation of the disease, 
exerts an important impact on the worker’s life 
and imposes reorientation to prepare for other 
activities to mitigate the problem1,7. The process 
of recognition and legitimation of disease, and 
its interpretation, in the logic of Social Security, 
as an inability to work, is widely described as the 
first significant challenge to workers7,26.

The legitimation of illness plays a role in per-
mission to unveil this suffering and its repercus-
sions on individual behaviour, opening up pos-
sibilities to initiate a therapeutic itinerary, which 
is conceived in a non-linear movement of deci-
sions, actions and interactions between individu-
als and services27. It is considered that two orders 
of explanation influence the decision-making: 
one a cognitive order, related to values, emotions, 
representations, and the other the socio-eco-
nomic order regarding social inequalities and 
their relationship with social class, gender, race, 
family and community matters27.
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Chart 1. Characterisation of the participants in the research.

Name Age Education Work record and 
occupation

Marital 
status and 
children 

(M/F)

Health 
condition

Monthly 
family 
income

Situation in relation 
to social security/
social assistance

Mércia 54 secondary 
(complete)

Worked in 
childhood

Manicure and 
hairdresser for 33 
years (initially as 
formal employee 
and self-employed 
later

single DME*
involving 
arms, and 
cervical and 
lumbar region 

Less than 
minimum 
salary

No benefit, 
intermittent 
social security 
contribution, denied 
sickness benefit 

Célia 41 secondary 
(complete)

Events decorator 
(self-employed)

Separated
1 child 
(F)

Polytrauma**
(after fall on 
workplace 
stairs

Less than 
minimum 
salary

No benefit, 
intermittent 
social security 
contribution, denied 
sickness benefit

.Janete  41 secondary 
(complete)

Cosmetics 
demonstrator 
(formally 
employed)

Manicure and 
hairdresser (self-
employed)

Separated
2 children 
(M)

DME mainly 
involving 
lumbar region

No 
income

Received sickness 
benefit for 4 months, 

Solon  52 secondary 
(incomplete)

Worked in 
childhood

Formally employed 
and self-employed 
in different 
occupations

Shop Shelf Loader

Separated
2 children 
(M)

 DME 
involving 
shoulder

Up to one 
minimum 
salary

No benefit

Contributed to social 
security for 22 years, 
received sickness 
benefit for 4 months, 
denied renewal

Received family 
benefit

César 56 primary 
(complete)

Worked in 
childhood in the 
family

Self-employed 
painter in civil 
construction. 
Formally employed 
in a hotel.

Married 2 
children 
(M)

DME 
involving 
cervical 
and lumbar 
regions, and 
shoulder

Up to 2 
minimum 
salaries

No benefit
Suspended from 
work for 10 years, 
attempts to return, 
received sickness 
benefit in this 
period.

 Sueli 43 primary 
(complete)

Formally employed 
as a domestic 
servant for a short 
time.

Self-employed 
hairdresser 
(megahair 
application)

Single
3 children 
(M)

AVC*** with 
main sequel 
in upper right 
arm 

Less than 
minimum 
salary

No benefit
Awaiting BPC
Received family 
benefit

*MSD – musculoskeletal disorder, ** foot and right arm fractures due to work accident, ***AVC – cerebral vascular accident (stroke).

Source: Authorsh
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The therapeutic itinerary of people in socially 
vulnerable situations, such as these users, is ini-
tially marked by self-medication, such as the use 
of teas and repetition of previously prescribed 
medicines, followed by searching for informal 
services, such as traditional care and/or formal 
health services, depending on results28,29. In the 
case of symptoms that interfere with work activi-
ty and a need for them to be covered up, the main 
resource was self-medication25,30. For Janete, 
working while in pain was usual; when exacer-
bated, she would take analgesics without a pre-
scription, and teas: [...] fellow churchgoers used to 
bring me herbal teas, and used to say: “Take this. 
Take that”, but nothing worked. They thought no 
medicine would solve the problem (Janete).

Although indiscriminate self-medication and 
the absence of long-term monitoring can cause 
damage to the individual’s health, there are also 
access barriers imposed so that informal and 
unemployed workers use health services less, 
even when presenting more serious health con-
ditions29.

Health treatment and lack of it  

Mércia used to be attended at a Basic Health 
Unit (UBS) in another district to deal with part 
of her health problems; when they worsened 
and adversely affected her work, she went to the 
Emergency Care Unit (UPA). Upon reaching the 
limit of this search for official confirmation of 
her pain, she decided it was necessary to resort 
to the private sector, within a narrow margin of 
possibility to bear the cost of this “medical con-
sultation”. For Mércia, confronting this situation 
was embarrassing:

[...] when I got there, shamelessly, as I knew it 
was a private service, I spoke to the security guards 
[...] ‘The cost of the consultation will be 80 reals, 
and if I paid by card, it’d be 150’, [...] I had 100 in 
my handbag [...] I said: “so I’ll make an appoint-
ment here”. Then I had to pay for a rheumatolo-
gist, who arranged for me to undergo a series of 
exams. As a result, I found out the diagnosis was 
carpal tunnel syndrome (Mércia).

The construction of social support networks 
involving help from family members, neighbours 
and social institutions, such as churches and as-
sociations, comprise the therapeutic itineraries 
to confront the vulnerabilities27,30. Some studies 
point to access barriers erected by the service 
organisation, expressed in the form of difficul-
ty making an appointment or finding a vacancy 
during the health unit’s opening hours; as well as 

geographical barriers to users who work in an-
other district and are not considered registered 
FSU patients, or in the absence of a Basic Health 
Unit near the workplace. The extension of open-
ing hours to include a night shift is an attempt to 
minimise access barriers to the worker20,32,33.

The choice of individuals in search of care also 
stems from previous experiences in social rela-
tions and health services. Mércia, ended up mov-
ing away from SFU after an uncomfortable situ-
ation, as can be understood from the following:

[...] I couldn’t take it any more [waiting]. Then, 
when it was about five and a bit, I started saying 
to myself: “My God, I’ll leave. I no longer have any 
condition to be attended by this woman [doctor], 
because, if she comes out of that door and calls 
me, this appointment will be terrible”. So I left, 
annoyed, and never went back. I always kept on 
going to Chame-Chame, the clinic at Santa Terez-
inha church; There it was good (Mércia).

These users’ reports bring to light the difficul-
ties of access to health services, the lack of assis-
tance and fragmented care. The FHS catchment 
area is no guarantee of access to care. The organ-
isational and attitudinal barriers and dissatis-
faction with assistance lead users to seek health 
services in other districts, where they feel more 
welcome20,32,33. On the other hand, there were 
workers’ experiences in which they had managed 
to obtain access to PHC and received full treat-
ment, although there were gaps in worker health 
care34.

In this study, contact between the ACS and an 
NASF-AB professional is registered as social sup-
port in facing the situations, given the scarcity of 
material resources, such as in Célia’s case: 

ACS helped me, brought someone [physiother-
apist] here. So, I’m doing these exercises she taught 
me at home. For Janete, this relationship with 
the medical specialist is in contrast to that of the 
Family Health Service (FHS) team and NASF-
AB:

The doctor in the Family Health team asked 
me to see the expert, but it was very far; when I 
managed to go, an appointment was made [...], 
but when I got there, the doctor didn’t even look at 
me. They would say: “You have to have treatment,” 
but they did not refer me, did nothing. Who was 
doing something for me was the clinic, which had 
mobilised the physiotherapist who comes to do the 
physiotherapy, and the FHS doctor who accompa-
nies me (Janete).

In the therapeutic itinerary of informal work-
er-users, intermittent social security contributors 
and a health condition that restricts social partic-
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ipation at work, NASF-AB care has been a cen-
tral point in the face of the difficulty in accessing 
SUS secondary treatment, and the impossibility 
of paying even the low-cost clinics and transport.

At the meeting with the FHS there was also 
a record of care provision, as in the case of Sueli, 
a new arrival in the community, who, with the 
support of family members, restarted her life af-
ter suffering a stroke and becoming unemployed. 
She began to receive treatment for her various 
health needs, including support from NASF-AB’s 
occupational therapist in identifying new occu-
pational openings for her, especially in view of 
her need to take care of her children and earn an 
income. 

In the Sólon case, who used to access UPA 
and doctors in distant districts to treat diabetes 
and shoulder pain, the FHS with CESAT/CER-
EST support, in integrated worker health support 
(ST), welcomed him and issued proper referrals 
within the health care network and follow-up 
with the NASF-AB physiotherapist. Intersectoral 
articulation with the INSS was attempted, but it 
was frustrated by the rejection of the report is-
sued by CEREST/Salvador.

Despite the important advances, the diffi-
culties in ensuring integral care of the worker 
involve all levels of health care and background 
technical centres. ST care under PHC, with some 
exceptions, portrays the double invisibility20,21. 
On the one hand, the worker-user does not rec-
ognise the USF as a place to go to solve health 
problems20, as observed in César’s comment:

I knew, but I always used to go there for some-
thing for my son, vaccine, these matters; but I my-
self seeking service, never, because, at this clinic, 
for this problem of mine, usually you can’t find an 
orthopaedist or neurologist (César).

On the other hand, USF does not see these 
users as workers or the influence of work on the 
health-illness process, as observed in the evolu-
tion of the medical records. There was almost 
an absence of information about occupation, 
and, even when present, no association with the 
complaints presented by the user was observed, 
although work was recognised as a cause of their 
health problems, except for the user who had suf-
fered a stroke.

At meetings between professionals and users, 
this invisibility can manifest itself in three ways: 
a) the work is not mentioned; b) the user asso-
ciates his health problem with work, but this in-
formation is ignored by the professional; c) the 
professional notes the occupation, but without 
its deepening or specific developments. Thus, 

it is imperative to understand the complexity 
involved in the invisibility of work, not only to 
blame the professionals’ biomedical approach, 
but also to consider working conditions, the 
problems of the local area, the public adminis-
tration model, the politico-economic context, 
besides the gaps in the background specialised 
worker health services19.

Inefficient, fragmented performance of the 
health system, along with inconsistent diagnoses 
and opinions, and ineffective treatments, rein-
force the worker’s misunderstanding and insecu-
rity. An approach that disregards psycho-social, 
personal and work aspects, and guides user be-
haviour change in relation to work, is deficient 
and contributes to LWD by delaying user recov-
ery35,36.

Uncertainties in the meetings 
with the social security and assistance  

Parallel to the therapeutic itineraries, work-
er-users are motivated to seek social security 
rights and social protection, subject to the bu-
reaucracy of the administrative processes. The 
experiences of salaried, self-employed and infor-
mal workers, each category with its own pecu-
liarities and different trajectories, are considered 
a true ‘via crucis’30,35,36. Janete, who was once a 
formal worker, and then switched to informality 
as a manicure and hairdresser at home, narrated:

 [...] In March, when I had another crisis, I ap-
plied for social security benefit (INSS). I was in a 
bad state, in a wheelchair [...] They told me I was 
outside the grace period, and so I was rejected; 
But, in fact, I was eligible, because I had received 
treatment a whole year ago, in 2018. Even so ... 
(Janete).

Informal workers often do not manage to 
maintain their social security contributions, es-
pecially as these are expensive. The situation of 
being without health cover or not fulfilling the 
grace period as a consequence of intermittent 
contributions, prevents recognition of the IT, 
thus forming a socially unprotected condition. It 
is urgent to rethink the social protection strate-
gies for informal workers in poverty, as well as 
preventive measures to minimise risks in the 
workplace36.

Three of the users who had worked formal-
ly, at some point, received sickness benefit. The 
tortuous trajectories of these workers included 
legal action, several appointments with lawyers, 
difficulties in arranging diagnostic examinations, 
and consultations with health professionals and 
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a medical expert26,30. According to Sólon’s expe-
rience:

[...] As I had undergone the ultrasound, they 
gave me four months’ leave, [...] but my arm did 
not improve; [...] When I returned, I was attended 
by another expert, and he thought of suspending 
the benefit; Then, I gathered other documents, [...] 
I went to have resonance [...] and went to the INSS, 
but I was rejected again; The magnetic resonance 
imaging is to see if it proves whether the person has 
a problem or not. As I had been rejected, I resorted 
to making an appeal last April (Sólon).

Sólon underwent more sophisticated exams, 
confident of their relevance to the legitimation 
of the IT, albeit in an unfair process that ignores 
clinical and occupational history, working condi-
tions, and places more value on high-tech exam-
ination to gauge the disease. Thus, the condition 
of chronic pain was neglected, despite its “im-
ponderable” and “immeasurable” character, to 
say nothing of the functional performance of the 
individual. Legal action is taken in the last resort 
for the few who can afford to bear the legal costs.

In the face of failures on the part of INSS, 
SUAS is the only alternative left open to the in-
formal worker. However, in the interaction with 
SUAS, it is required to demonstrate and measure 
the eligibility against the prerequisites established 
to obtain the BPC. On this theme, a study crossed 
the INSS data on 4,000 sicknesses benefits with 
BPC applications for social assistance. It was 
found that only 1.5% of these workers resorted 
to BPC, and only 32% of these were successful3.

Among the users, three received Bolsa Fa-
milia (family assistance), and one was awaiting 
assessment of eligibility for BPC by a medical ex-
pert. Sólon, unemployed, surviving on odd jobs, 
commented on the challenge to keep the family 
assistance benefit: 

I was receiving Bolsa Familia, but then it was 
cut; This ruined me; I even commented this to the 
staff there. I don’t know if they had done some-
thing; I just know that, after another appeal, I 
started to receive it again, but it took ages.

Successive failures in the worker-user inter-
action with social security and SUAS demon-
strated a blatant attitude of invisibility towards 
these workers, denying their rights and not rec-
ognising their vulnerabilities, causing a sense 
of humiliation. Beyond this humiliation, other 
authors identified emotional wear and tear, and 
worsening of health, consequences of the atti-
tudinal barriers at the social security reception, 
lack of hospitality, disregard for the information 
presented30,35.

Considering the biographical situation of the 
users, studies show inequalities in the scope of 
social security, related to race/colour, gender and 
education. The black population, the majority in 
precarious jobs in the informal market, has even 
greater difficulty in accessing benefits, often part-
ly due to lacking understanding of the bureaucra-
cy involved3,35.

Occupational rehabilitation 
and non-return to work  

In the formal worker’s trajectory, occupation-
al rehabilitation (OR) is a critical process for a 
sustainable return to work, considering individu-
al bio-psycho-social barriers and environmental 
aspects. The needs and preferences of workers 
influence the success or failure of this process2. In 
Brazil, the implementation of a bio-psycho-so-
cial approach by a multi-professional team, as 
provided for in the 2016 OR technical proce-
dure manual and the 2015 LBI, was harmed by 
publication of the 2018 version of the technical 
manual, as it centralised assessment of the work 
potential on the medical experts, and accentuat-
ed the biomedical perspective, insufficient for the 
PR process37.

César, although a formal worker, did not 
make the OR application for social security, and 
had to seek alternative physical rehabilitation via 
physiotherapy, in associated clinics and treat-
ment by SUS after losing his private health insur-
ance. His report below, from around September 
2006 till 2010, provides an insight: 

I had physiotherapy there in C., [...] I always 
had it there, but then it became H., I had already 
received physiotherapy at H. in Garibaldi. Then it 
became A., another health plan. It was 2017 when 
I began to improve a little. Then I had it there in 
Ar (clinic) (César).

Access to PR was under the responsibility of 
the worker himself, who underwent physiother-
apy care intermittently and was disarticulated 
from social security and the workplace. César 
spoke of his attempts to return to work. These 
were unsuccessful as they involved lifting trans-
port of heavy cargoes that worsened his symp-
toms:

The function they put me in there, [...] was in 
the warehouse first, but then [...] I had to carry wa-
termelons, and that’s when the crisis began [...] It 
didn’t work out. They transferred me to other floors 
[...] in the workplace. In one sector there was a car 
[...] Female employees would throw wet towels for 
me to catch and later move them to a larger vehi-
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cle [...] At certain moments I had to go downstairs 
to collect those heavy wet towels; I did this during 
the day. By the afternoon, my back was already 
painful. As I had to do certain types of postures, I 
was suspended again, and remained so until 2017; 
When I was cured, I had an appointment with the 
company doctor. He declared I was fit for work, so I 
returned to the company, but then I was dismissed 
(César).

César’s non-participation and that of a health-
care professional to discuss the most appropriate 
work activity for his health, made it difficult to 
return and remain at work. OR inefficiency also 
occurs by not offering work alternatives that 
consider functional limitation, while valuing 
the worker’s potential, and does not consider the 
participation of everyone involved25. Policies fo-
cused on disability for work act as “traps” for the 
LWD, a paradoxical action that perpetuates dis-
ability instead of a return to the workforce, as has 
also been analysed in other contexts2,36.

 

Final considerations 

The LWD process is not linear, and it is being 
configured as worker-users are vulnerabilised 
in the face of the lack of assistance, mismatches 
and disco-ordination in health, and social and 
work protection. Under these conditions, the 
construction of a family and community social 
support network has been important in averting 
social decadence.

Despite the weaknesses and limitations, the 
FHS presented some successful experiences 
in this study, thus reinforcing the need for the 
NASF-AB and CEREST safeguards, and articu-
lation with other services and sectors, such as the 
Social Assistance Reference Centre (CRAS), for 
the care of the worker-user with LWD, and for 
the planning of preventive action, health promo-
tion in the local area, with strategies to address 
situations that accentuate social inequalities.

Considering the condition of informal work-
ers, those in precarious employment, and unem-
ployed LWD workers, there is an imperative need 
to identify and uphold their rights, to strengthen 
the PHC, improve workers’ health care in this 
context, and reformulate the insurance model, 
in order to adapt to the reality of the Brazilian 
workforce.
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