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ABSTRACT

Objective: The inadequacy of preventative measures to combat the harmful effects of
the working environmentleads to circumstances where workers develop occupational
diseases. Workers lose their good health and also experience other challenges in
various aspects of their daily lives such as being forced to quit their jobs or showing
poor performance at work. This study was carried out to observe, understand and
analyse the psychological and social consequences that occupational diseases may
give rise to. Methods: It is a quaWlitative study and involves in-depth interviews
with workers who were diagnosed with occupational diseases. Interviews, that were
conducted with 20 participants through the use of a voice recorder, cover both medical
and legal aspects. A targeted sample, chosen to represent the full spectrum of illness,
was taken from those who had received medical or legal confirmation of occupational
disease. The data was generated manually by the researchers and generated through
the thematicanalysis technique, again, by the researchers withoutthe use of a software.
Results: We found that the process of diagnosing occupational disease was in itself
a stressor and workers experienced negative effects on their mental health, family
relationships, gender roles as well as their individual, social and daily living skills.
Conclusion: These effects were manifested in the lives of participants suffering from
occupational diseases as stigmatization, depression, social adjustment disorders,
concerns about the future, fear of unemployment, impaired gender role and loss of
status. The main contribution of this study to the available studies is to demonstrate
the necessity to include “stigma-related information” in the diagnosis and treatment
processes of occupational diseases.
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Below the Tip of the Iceberg

0z

Amag: Koruyucu onlemlerin ¢alisma ortaminin zararl etkileriyle micadelede
yetersiz kalmasi, calisanlarin meslek hastaligi gelistirmelerine neden olur. Isciler
sagliklarim1 kaybedebilir ve ayni zamanda giinlik yasamlarini etkileyen islerini
birakmaya zorlanmak veya iste kotii performans gostermek gibi baska zorluklarla
da karsilasabilirler. Bu g¢alisma, meslek hastaliklarinin yol acabilecegi psikolojik
ve sosyal sonuclar1 gozlemlemek, anlamak ve analiz etmek amaciyla yapilmistir.
Yontem: Bu niteliksel bir alan arastirmasidir. Veri olusturmada derinlemesine
gorisme teknigi kullanilmis, ses kaydi alinarak meslek hastaligi tanis1 konmus 20
katilimca ile goruisiilmiistiir. Meslek hastalig: icin tibbi veya yasal onay almis olan
isciler arasindan meslek hastaliklarini genis yelpazede temsil etmek tizere bir
orneklem olusturulmustur. Veriler, tematik veri analizi teknigi ile, arastirmacilar
tarafindan bir yazilim olmaksizin analiz edilmistir. Bulgular: Meslek hastalig1 teshisi
surecinin bash basina bir stres unsuru oldugu saptanmistir. Meslek hastaliginin
calisanlarin ruh saghgi, aile iligkileri, cinsiyet rolleri ile bireysel, sosyal ve giinliik
yasam becerileri lUzerinde olumsuz etkiler olusturdugu goérulmiistir. Sonug: Bu
etkiler, meslek hastalig1 olan katilimcilarin yasamlarinda damgalanma, depresyon,
sosyal uyum bozukluklari, gelecege yonelik kaygilar, issizlik korkusu, cinsiyet
rollerinde bozulma ve statii kaybi seklinde kendini gostermistir. Bu calismanin
mevcut ¢calismalara temel katkisi, meslek hastaliklarinin tani ve tedavi siireglerinde
“damgalanma ile ilgili bilgilerin” yer almasinin gerekliligini gostermesidir.

Anahtar kelimeler: Mesleki saglik, meslek hastaliklari, psikolojik ve sosyal etkiler,
niteliksel arastirma, damgalama

Introduction

One factor driving health inequality
is business life. Inadequate health and
safety measures in workplaces have
adverse consequences not only in the
form of physical disease and injuries but
also in the form of psychological and
social effects and human suffering. Two
outcome-related key occupational health
indicators are accidents at work and
occupational diseases. Both contribute to
the total ill-health caused by working life.!
According to the International Labour
Organization (ILO), the current hidden
epidemic  of  occupational diseases
needs to be properly recognised in
order to address these issues properly.?

2019 ILO data revealed that 7,500 people
die everyday due to unhealthy working
environment, 6,500 people are being
diagnosed with occupational diseases, and a
million people getinjured due to work-related
activities.> As expected, the psychosocial
ramifications of such a hidden epidemic
are just as invisible. Despite efforts, the
difficulties produced by psychological strain
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in the workplace and their psychological
manifestations remain under-researched.

Although occupational stress and
psychosocial problems have been discussed
in occupational health literature, the
psychosocial effects stemming from
occupational diseases have not been
adequately  addressed.*”  Psychosocial
problems due to work accidents,
unemployment or chronic diseases have
been among the main topics of interest
but research on the psychosocial effects
of occupational diseases due to chronic
occupational conditions are very limited.®3

Nonetheless, occupational diseases and
accidents do have a significant effect upon
the quality of life, imposing limitations
on daily activities, impairing physical and
psychological functioning and affecting
the level of self-respect of individuals.
Additionally, they result in declining levels
of trust in patients themselves and those
around them and have the potential to
ruin the relationships in the workplace.
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Below the Tip of the Iceberg

The lack of fitness and ill-health in the
workplace can provoke stigma, produce
tensions within families, impact on gender
roles and cause a loss of status. Despite the
widespread, significant and varied effects
brought about by occupational ill-health, our
knowledge on this particular topic remains
woefully limited.* According to Dembe, the
research on the psychosocial consequences
of occupational injuries is in its infancy.!?

Taking the complexity of these relationships
into account, the main purpose of this study
is to understand the individual, familial
and social impacts of occupational diseases
through analysing its psychological and
social consequences. By doing so, this
research aims to contribute to filling the gap
in the literature which rises out of the lack of
attention afforded to variety of effects caused
by occupational diseases and injuries.!*

Material and Methods

This study is a qualitative field research.
This section follows the Consolidated
Criteria for Reporting Qualitative Research
(COREQ) guideline (Supplementary File).
The data were collected through in-depth
interviews. Before commencing the project,
the study was registered with the Ethics
Committee of Acibadem University, and
the required ethical approval was obtained
(Date: 12/11/2015; No: 2015/13/5).

All of the interviews were conducted by the
researcher who was working on a master’s
thesis in the Occupational Health and
Safety Program at the Institute of Health
Sciences at Acibadem University. The
researcher, who is a woman, had previously
been interviewed in a qualitative field
study on “Violence Against Physicians”
and conducted in-depth interviews herself
prior to this research. She did not have any
information about the participants, except
that they had medical diagnoses due to
occupational damage before starting the
research. Likewise, the participants did not
have any information about the researcher,
except for the purposes of their research.
The principal researcher conducted the
interviews. The interviews were carried
out at the Istanbul Occupational Diseases’
Hospital after obtaining the necessary
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permissions from the Istanbul Health
Directorate. The participants had received a
medical diagnosis of occupational disease and
received legal recognition after completing
any health insurance process. The interviews
were conducted in 2016 for five months.

The Health Board of Istanbul Occupational
Diseases Hospital was consulted and the
registration data of patients in the hospital
were used in sampling. To reflect the variety
of diagnosis, the sample was selected from
among those who were hospitalized in this
hospital due to occupational disease, who
were previously hospitalized, who were
diagnosed with occupational disease, who
were under follow-up, and who received
different disease diagnoses. The purposeful
sampling technique was used to identify
participants without discrimination of age
and gender, with maximum diversity in mind.
(Table 1). Apart from the individuals accessed
through the hospital, the sole female patient
in the study was contacted through a doctor
who diagnosed the occupational disease of
the patient. She was interviewed in the same
hospital astherestofthe participants. She was
noted to be of particular value for this study
because almost all of the other occupational
disease patients were men. Thus, a total
of 27 participants were contacted. The
participants were interviewed face-to-face.

Three individuals declined to be interviewed.
Two of those were individuals with
severe hearing loss who were particularly
nervous about speaking to people. The
other potential informant, who had been
diagnosed of silicosis 13 years ago, declined
the interview by stating, “I have been in
the hospital countless times and nothing
much has changed. What's going to happen
if I meet you? Am I going to get better?
What's in it for me?”. Thus, a total of 24
in-depth interviews were able to be held.
All of the interviews were conducted in the
hospital. For those patients who were lying
down in bed, the interviews were done on
the ward or in a health committee meeting
room within the hospital upon the consent of
other patients and hospital administration.
For one meeting, an informant who was
diagnosed with silicosis in the previous
month and had a high level of anxiety was
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accompanied by his brother in the meeting.
The brother was present throughout the
interview but, other than providing some
reminders about dates and times, did not
get involved in the interview itself. The
informant felt the need to seek approval for
what he was saying, asking to his brother
repeatedly, “Am I saying the right thing?”.
His brother explained after the interview
that the man had a low level of intellectual
ability, was overly obsessed with his disease
and felt anxious. He stated that they always
went to meetings together for these reasons.

A demographics questionnaire, together
with semi-structured interview guide, was
utilised. The three initial interviews were
pilot interviews which were included in
the analysis. Upon the pilot interviews,
the following sub-headings were added
to the semi-structured interview guide:
“exposure to colleagues”, “information-
sharing with colleagues”, “being fired
and the fear of remaining unemployed”,
“witnessing or having an accident at
work” and “forming a worker’s union”.

Before each interview, the principal
researcher explained the purpose of the
interview and obtained the consent to
proceed.Duringtheinterviews,aliasesthatthe
participants chose were used. The interviews
were recorded with a voice recorder upon
the consent of the participants and were
afterwards transcribed verbatim and
analysed using grounded theory approach.
For some interviews, the principal researcher
took notes of observations relating to the
participants at the end of the interview. The
interviews lasted between 25-55 minutes.

Three recordings (cases related to hearing
loss, occupational asthma and exposure to
solvents) were deleted due to corruption
with a computer virus. Notes from one
of these deleted interviews (the case of
occupational asthma) were included in the
data analysis. Three individuals suffering
fromlead poisoning from the same workplace
were interviewed upon loss of data. Only
one case, where the individual’'s disease
progressed, was included in the analysis.

Out of 27 individuals who were contacted
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between January and May, 24 individuals
participated in the interviews. From these
24 interviews, 20 individual interviews
were sufficient to reach data saturation
and the present study was produced
based on these interviews. Transcribed
interviews were not altered either for
the sake of the participants or for study-
related reasons. The participants were
not given feedback related to the research.

Both authors worked on the transcriptions.
General notes taken during the interviews
were included in the analysis. The themes to
be included in the data analysis were clarified
in advance. The principal investigator coded
the themes and the second author went
through all the codes and added several sub-
themes emerged during the pilot interviews.
The findings related to gender roles were
created afterwards in the data analysis were
granted special significance. The data were
manually analysed and generated by the
researchers without using any software.

Result

The demographic characteristics, work
environments and the details on occupational
diseases are set out in Table 1 and the results
are presented according to the themes.

The work environments and factors that
caused the occupational disease occupied
an important place in the findings. For
sufferers, the reason why they became ill is
as important as their disease. Long business
hours, shift system, production and time
pressure overwhelmed safety precautions
and made workers sick. They expressed
both anger and sorrow when discussing
their work environments. Workers are fully
aware that they would not have developed
any disease if the necessary precautions had
been taken and audits had been performed.

Only four of those interviewed had received
legal recognition for their disease (Table
1). Indeed, the whole legal process itself
constitutedoneofthemajorfactorsinfluencing
the suffering of these individuals, involving a
process in which they were constantly subject
to accusations of lying and felt humiliated.
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Table 1: Demographic details, work environments and range of diseases

Profile of patients Categories Number
30-39 10
Age 40-49 6
50-59 4
Female 1
Sex Male 19
[lliterate 1
Elementary school 7
Educational level
Junior high school 3
High school 3
Average duration of working life 20.05 years
Shortest period of working 10 years
Longest period of working 42 years
8 hours 11
10 hours 2
Length of working day 17 hours c
More than 12 hours 2
Yes 18
Shift system No >
Musculoskeletal disorder 11
Hearing loss 2
Polyneuropathy 1
Medical diagnosis —
Lead poisoning 2
Occupational asthma 1
Silicosis 6
Achieved 4
Legal recognition of diagnosis None 16
. o Yes 10
Occupational injury No 0

Fear of unemployment

The study participants wanted to work and
receive treatment, but when they received
a medical diagnosis, the employers were
looking for an opportunity to lay them off,

whilst the workers themselves feared
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losing their jobs and being unable to work
once they had such a diagnosis (70% of
the participants feared the disease). They
seemed to be trapped in the paradoxical
situation of needing to preserve their
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livelihood at the expense of their well-being.
These quotations describe how workers
view what they have been through:

“Looking at it like that, it plays with your
mind. I've taken loads of nerve pills. I've
got doctor’s notes. I mean, you are a mess
psychologically. This is an age of surviving
financially. You run the risk of both wrecking
your health and becoming jobless...” (Male, 51,
Polyneuropathy, hearing loss, musculoskeletal
disorder)

They also pointed out that some individuals,
fearing this, felt unable to go to hospital,
even though their bodies were being crushed
by labour that is more suitable for robots
to perform. One of such workers whose
bodily pain is unbearable due to performing
repetitive tasks explains the situation as
follows:

“There are machines, assistive robots that
can hold the parts for you. They don'’t let us
use them because they say it slows down
production. When there is pressure to work
fast and do many things, you get backache,
neck pain, knee pain, aching arms and painful
wrists and ankles. There are some people
in the workplace who cannot work up the
courage to go to the occupational diseases’
hospital. They are worried about being
sacked and remaining unemployed.” (Male,
40, Musculoskeletal disorder)

A worker explains how he feels useless due
to his illness preventing him from continuing
his job:

“They put you aside like a broken toy. They
make use of you and then, dump you when
you break down.” (Male, 39, Occupational
asthma).

Limitation of daily activities

Diseases were responsible for the difficulties
experienced by the patients in both
working and daily life. Those with hearing
loss reported frequent experience of
communication and safety issues. Another
individual stated that he had continued to
work for a prolonged period with an elevated
level of plasma lead because the results of his
regular check-ups had been withheld from
him. Despite receiving therapy, he stated
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that his muscle and joint aches continued
and he was using a crutch due to pain, and
he was regarded as a disabled person when
he took public transport. One subject, who
was a welder and had a polyneuropathy,
explained that he had injuries all over his
body due to sensory loss. When asked about
the most basic domestic tasks, e.g. carrying a
shopping bag, the individuals suffering from
musculoskeletal disorders all commented,
with tears in their eyes, that they could not
perform domestic tasks anymore. They also
described the difficulty of sleeping at night
due to pain.

Reshaped gender roles

Difficulties were not limited solely to loss of
function, but also involved a loss of prestige
in society. The vast majority of the male
participants were unable to fulfil the roles
expected of them, and this caused significant
pressure leading to loss of status both within
the family and beyond, depression and
stigma. For these individuals, being male
entailed being the breadwinner, doing their
duty as a father and appearing powerful
in the eyes of women. The chronic pain
that accompanied many musculoskeletal
conditions precluded the sufferer from
every aspect of the male role. The “husband’s
duty” and being a “complete man” was how
they described their sexual lives and it was
adversely affected by the situation, and their
authority within the family was called into
question.

The sole female interviewee attributed her
difficulties to gender role as a woman. Whilst
affirming that her husband was of great
help to her in daily chores, she expressed
difficulties in conducting tasks such as
cooking, washing, and cleaning which are
considered as “women’s work”. “I have to
take care of these. I am a mother and I have
a husband. I am the woman of my house.”

A worker explains how he and his wife ended
up almost in the divorce:

“Now think about it, what would you say?
What would you think if you felt only half-
complete? What would your spouse say if
you were half-missing? You're a woman, too
(he is asking the principal investigator). You
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would want your husband to be like a lion in
your eyes. If he is only half-complete... People
always want someone who is all there. Loads
of times we have been at the brink of getting
divorced.” (Male, 51, Polyneuropathy, hearing
loss, musculoskeletal disorder)

...and they talked about how things were
frayed in the family due to changing gender
roles:

“When you feel like a useless father to your
kids at home, a useless husband to your wife...
and alongside that, if you are continually
trying to prove something...well, it really does
your head in as a result. There’s a distance
between us now, sadly. When [ was at work, my
priority was my family, but now my priority’s
my health. I had to put them in second place.
Erm...all this has worn away at my family.”
(Male, 34, Lead poisoning)

Stigmatization

The number of individuals who thought or
felt excluded or were looked down upon was
rather high. Some 75% of the participants
said they felt stigmatised by society as a
“cancer victim” “tuberculosis sufferer”,
“patient”, “trickster”, “cripple”, “disabled”,
“handicapped”” incompetent”, “crazy”, “half-
person”, “deficient” or “guilty” or that they
considered themselves to be so.

The majority of participants said that they
were more intolerant, fragile, sharp-tongued,
suspicious, pessimistic and untrusting as
a result of their disease. One of the most
frequently encountered accusations was of
“faking it”. Most said they had been accused
by employers or colleagues of escaping from
work or malingering to get easier tasks,
and thus, they experienced exclusion and
the systematic increase of psychological
pressure.

Some reflections of the workers’ perspective
include:

“Of course, people now look down on us
even though they smile to our faces. You feel
humiliated. Getting left out happens. There
are people who just think there’s nothing
wrong with you. They reckon you are acting
sick just to get easy work.” (Male, 42, silicosis,
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musculoskeletal disorder)

“Pray to God nobody faces the same. This has
been very hard. They say things like ‘You're a
cripple, ‘who the heck are you?. It makes you
feel bad. Sometimes my daughter and family
even say it. To be honest, it really gets you
down.” (Male, 38, silicosis)

Depression

65% (n=13) of all participants stated that
they were depressed due to inability to
work, chronic pain and their disease, and
were receiving support in the form of
medication or psychotherapy or both. Two
individuals additionally carried a diagnosis
of adjustment disorder with depression in
addition to their occupational disease.

One patient with silicosis showed obvious
signs of depression by sobbing throughout
the interview.

“Of course, it affects your psychology. This has
been a really difficult time for us. You know...
They’ve always backed me up, my children,
you know, my family, my wife. They took it
all on the chin. These are hard things...erm...
you just can’t put it into words...I can’t do it...
(trails off). Some things are hard, can’t be put
in words (weeping)” (Male, 42, silicosis and
musculoskeletal disorder)

Three individuals stated they had thoughts
of suicide and one had attempted suicide:

“Many times, 1 was ready to hang myself
because of the psychological pressure at work.
Why should I lie about it? I fixed a rope up on
a crane. I had got to that state.” (Male, 38,
musculoskeletal disorder)

Those participants who were under medical
supervision and taking medication now felt
they were stigmatised as “crazy”:

“I had a total breakdown. I haven’t recovered
since then. I still don’t have much trust in
myself. I never used to be like this. It's like
you'll never get out of this situation. Other
people tell me to stop acting ill, and make me
feel like I'm the guilty one. I'm the patient, I'm
the victim, but also I'm treated as the guilty
party.” (Female, 55, musculoskeletal disorder).
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Besides stigmatization, workers with
silicosis also deal with a depression due to
their incurable disease:

“This isn’t one of those diseases where you can
recover, that much we know, and there is no
treatment. Now think about how that affects
someone’s psychology. You have jumbled
feelings. Like, when I die, what’s going to
happen to the loved ones I leave behind? You
have no idea. You don’t even know what will
happen to you. The doctor tells you there’s no
treatment, and gives you nothing to take for
it. He doesn’t tell you: “Eat this. Avoid that’.
He just tells you to have some clean, fresh air.
How would your psychology be? - that’s what
I'm asking.” (Male, 43, silicosis)

All the interviewees stated that their view
about the future tended to be pessimistic
and they felt unable to make plans. Many
had surrendered to their disease, felt like
they were unwanted and unneeded and had
neither hope nor drive to seek their rights.
Whilst the feeling of giving in to death is a key
finding amongst the patients, they stated that
their biggest loss was to never recover, never
go back to how they were, to be incapable of
working and not to see their families again.

Workers’ perceptions are as follows:

“It’s like this; I've got no hope about the future.
I just go wherever life leads me, it’s not clear,
is it, I might die any day. Who knows? [ mean,
now there’s no-one defending us, speaking up
on our behalf. Nobody’s campaigning for our
rights either. What can you do to fight against
it, all by yourself? How will I get what I deserve
from the state? If you scream, they’ll just lock
you up and show no pity, no matter how much
you wail.” (Male, 43, silicosis)

“Having a permanent injury, being unable to
work, not to be able to do my bit for my family,
with the things I need to do increasing all
the time and me quite unable to do anything
since I'm all tied up in this situation, those are
my issues. It’s not about having to retire or
anything like that. Whether I want it or not,
this has really finished me off psychologically.
Even I have no idea where I can turn.” (Male,
34, lead poisoning)
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Discussion

Statistics were stressed to be inadequate
in revealing the true costs of occupational
accidents and diseases since the problem is
major in its nature and the ability to exactly
identify an occupational risk and diseases
associated with it is limited.™

This research, which was undertaken to
understand the psychological and social
effects of occupational diseases, shows
that the experiences during and after the
diagnosis have significant effects on mental
health, relationships with family members,
and individual and social life skills. The fear
of remaining unemployed, stigmatisation,
depression, social adjustment disorders,
desperation about the future and feeling
abandoned were all mentioned many times
by study participants. The lengthy and
complex formal process is seen as negative
as the disease itself in its effect on social and
work-related motivations.

Dembe conceptualized the consequences
of work-related diseases/injuries as a
combination of the characteristics of
individuals, their jobs, and their social milieu.
He grouped the contemporary research
related to factors influencing psycho-social
consequences of occupational diseases/
injuries into eight categories: compensation
experience, medical care experience,
domestic activities, psychological responses,
stress, occupational functioning, available
social support, and social justice.!? The
compensation process is also closely linked
to the psychological condition of injured
workers as explained by Lippel and Collie et
al.’>¢ The process of compensation involves
the acknowledgment of the illness or injury
as a work-related outcome, which involves
many resourceful actors such as doctors,
detectives, lawyers, judges, social workers,
employers, and the like. The worker, on the
other hand, must prove the illness or injury,
which deepens the suffering of the worker.'®

The results reveal that occupational disease
sufferers have lost more than their ability to
work - their ability to contribute to family
life is also gone. Those with musculoskeletal
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disorders, in particular, have trouble in
climbing the stairs, carrying shopping
bags, holding a child in their arms or
putting things away, and so on. Senthanar
et al. touched upon the repercussions of
occupational injuries on the family and
daily activities of the individual mostly
conducted for and around the family.'” The
respondents in this study also indicated that
they were permanently affected by the injury
in terms of their fulfilment of daily tasks in
and around the home, and the full extent
of this inability may amount to problems
within the family too. Traditional gender
roles and familial arrangements assign
men the task of being the breadwinner and
women that of feeding and caring for the
children.”® Employees with an occupational
disease forfeit the concept of “masculinity”
associated with their role in this context.
From our research, it emerges that the “duty
of a husband” and “being a complete man”,
which are terms referring to sexual lives, are
affected by the situation, and men cannot
preserve their status and authority within
the family. Even interviewees who said they
received close support from their family
stated their marriages were rocked by this
situation and they often reached to the point
of divorce. Furthermore, according to Beyan
et. al., the experiences of the patients with
occupational disease diagnoses within and
around their family may negatively influence
the patients’ perception of themselves as
“useless” or “half-man”, therefore, internal
stigmatization.!

Those workers who have had their health
damaged also fear the loss of employment.
Fear of being unemployed has a significant
negative impact on mental health, as other
research  demonstrates.'” The results
of a recent study on the psychological
consequences of unemployment reveal
that only 5.7% of unemployed participants
did not endure symptoms of anxiety, and
higher anxiety scores correlated with
individuals’ coping tactics of negative
kind such as “negation strategies, self-
distraction, self-blame, disconnection, and
substance use”?® Those who lose their jobs
often experience decreased self-confidence,
increased depression, have higher levels
of stress, reduced expectation from life,
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have an overall decrease in health and well-
being.?! Chin et al. investigated the overall
perceived quality of life after occupational
injury.?? The results exhibit that changes in
physical appearance led to a downgraded
physical and psychological perception in
the quality of life. Individuals who could
not hold a stable job and income were less
satisfied as opposed to those who could
secure stable employment after an injury.
From the employer’s standpoint, those
with occupational diseases are considered
“imposters”. Lippel states that employees
with occupational health problems report
being prone to stigmatisation and being
“treated like criminals”, especially during
the compensation process.’®> According to
Beyan et. al, individuals with suspicion
of occupational disease may wait as long
as possible in order to be not diagnosed
with occupational disease which can lead
them to being fired and the inability to find
another job.! To avoid being jobless or being
stigmatized in the workplace, the individuals
with occupational diseases try to do anything
they can to hide themselves.!

Goffman defines stigma as “an attribute
that is deeply discrediting”, leading to an
individual's being disqualified from the full
social acceptance.”® Stigma can be either
“enacted”, which implies discrimination by
others, or “felt” which denotesaninternalised
sense of shame and blame that is mostly
accompanied by a fear of being discriminated
against. According to previous research,
patients with chronic health problems can
be subject to more stigmatisation compared
to patients of temporal health conditions.?
The stigma endured by people with chronic
conditions is multifaceted. = Research
emphasises how, owing to the suffering being
both invisible and immeasurable, sufferers
are subject to stigmatisation from a variety
of sources, including employers, physicians,
workmates, neighbours and family members.
Stigmatisation from these sources appears
in the form of “suspicion” or “distrust”. In
our study, the participants were stigmatised
in their environment by being viewed as
“deficient, handicapped, inadequate” and
by employers and colleagues as wanting to
escape from work or receive compensation
by “malingering and lying”. It is not yet
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fully clear if this type of stigma has unique
characteristics that differ from other types
of health-related stigma. We suggest that this
point requires further investigation.

We have seen that several stigma-related
questions can be beneficially added to
the standard occupational history-taking
questionnaires. Setting up a contact point
to encourage people who suffer from stigma
due to any chronic occupational condition
to ask for help is another potential action to
be taken. We also believe that the inclusion
of discussion of “stigma” in undergraduate
medical curricula would raise awareness
among medical professionals at an early
stage in their careers. Current research
contributes to the literature by pointing out
to practical changes that needs to be made
in relation to “stigma-related information”
in the diagnosis and treatment processes of
occupational diseases.

The findings both in the literature and in
this research point to a vicious cycle that
can be transformed into an easier and more
positive process for any worker who has
already been harmed by the negative effects
of work. We believe that there should be a
way to break this vicious cycle and protect
physical and mental health of the workers.
Those who enact the law are responsible for
reviewing and guaranteeing the international
agreements stipulating that all workers have
the right to dignified work under protective
measures and safe and healthy conditions.
The state has the power to ensure that the
disease itself and its aftermath are dealt with
in a dignified manner, and its attention to the
matter and resolution will determine the
attitude of employers.

In addition, the support and awareness-
raising actions of civil society organisations
regarding this topic would contribute
immensely. It is also vital that more academic
or social research are conducted in this area
which focus on the “human suffering” related
to occupational diseases/injuries in addition
to ensuring that occupational diseases and
related deaths are included in the statistics.

The fact that all of the interviews took place
in the hospital environment and the high
number of study participants diagnosed with
work-related musculoskeletal disorders can

Turk ] Public Health 2021;19(2)

be considered as limitations of this study.
The results of this study might have been
different if the interviews were conducted
outside the hospital i.e. the participants’
own environment. It is known that pain
and functional limitations caused by
musculoskeletal disorders contribute to the
psychological complaints of individuals.?>2627
The fact that half of the participants were
selected from those diagnosed with work-
related musculoskeletal disorders can be
seen among the limitations of this study.
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