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ABSTRACT

Objective: Due to their clinical status, coronary heart disease (CHD) patients experience difficulties during their daily activities, which includes 
their work life. Their quality of life, in general, is negatively affected. The aims of this study were to determine changes in employment status 
after diagnosis of CHD and sociodemographic, clinical and work-related factors affected.

Methods: This is a retrospective cohort study. Participants were selected from the Manisa Public Health Directorate database; of Turkey. 
Inclusion criteria encompassed residence in inner Manisa Districts, employment at an income-generating job, and a diagnosis of CHD for the 
first time (n=41) by a doctor between 01.12.2012–01.12.2013. A cohort of without CHD (n=73) was also recruited for the study for comparison. 
Chi-square tests and logistic regression analyses were performed to exam the relationship between dependent and independent variables.

Results: It was found that 76% of patients returned to work within a year after receiving a diagnosis of CHD. However, the lay-off rate was found 
to be significantly higher among employees with CHD than others (p<0.05). There was no relationship found between being laid off and having 
a comorbidity (p>0.05). In the evaluation of all study participants, blue-collar and private sector employees had significantly higher lay-off rates 
compared to white-collar and public sector employees.

Conclusion: After a CHD diagnosis, 24% of CHD patients cannot return to work. People in a lower occupational class experience a higher rate 
of lay-off, which may make life economically worse for these individuals. Social life and working conditions should be taken into consideration 
when evaluating whether CHD patients should return to work.
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After the 1960 s a significant reduction was observed in the incidence 
of coronary heart disease (CHD), especially in developed countries. 
However, until the 1990’s, while CHD incidence was decreasing in the 
United States and Western Europe, it was still increasing in Eastern 
Europe (1). In recent years, despite a decrease in CHD mortality and 
morbidity in developed countries, it continues to be responsible 
for one-third of deaths in people over the age of 35 (2). CHD is also 
one of the leading causes of disease burden in developing countries 
(3). As a result of increased longevity, CHD prevalence is expected 
to maintain its importance over the coming years (4). In many 
developing countries, CHD and risk factors have increased faster 
than the development of policies for chronic disease management or 
necessary regulations in the health systems. Thus, the CHD epidemic 
in developing countries continues to increase (3). According to a 
recent estimate based on CHD trends in developing countries, CHD 
is expected to increase in prevalence from 1990 until 2020, by 120% 
in women and 137% in men (5).

A study performed in 2011; found CHD prevalence in men ages 
35–44, 45–54, and 55–64 in Turkey, to be 1.2%, 5.0%, and 10.9%, 
respectively. Similarly, CHD prevalence in women in the same age 
groups were 0.5%, 2.0%, and 6.9%, respectively (6). CHD is a major 
problem in particular for men between the ages of 45–64. This 
factor is important when considering work-life; because 15–65 
is regarded as working age in Turkey (7). While the labor force 
participation rate (labor force divided by the total working-age 
population) of people without any health problems was 56.6% in 
Turkey, the labor force participation rate of people who had any 
chronic disease and cardiovascular disease were 40.0% and 31.7%, 
respectively (8). Likewise, it has been proven that chronic illness, 
poor health conditions and poor health perceptions lead to an 
early exit from work-life (9, 10).

While the life expectancy and the employment rate of older age 
individuals have increased, there have also been increasing workday 
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losses due to chronic illnesses (11). People with some chronic illnesses 
leave work because they think they are not fit to work, and as a result, 
they then have to fight against poverty (11). Thus, it is important for 
people who have a chronic illness to continue to work to prevent 
further deterioration of their social life as well as to ensure social 
justice and economic sustainability of the population at large. There 
are many factors including social, economic, and familial that may 
affect a patient’s return to work after CHD (12). A qualitative study 
has shown that CHD patients have different problems involving their 
work conditions (13). Therefore, it is crucial to understand these 
factors to improve the quality of life for these patients. The aim of this 
study was to determine the lay-off rate among patients diagnosed 
with CHD and as the sociodemographic, clinical status and work-
related factors affected.

METHODS

This was a retrospective cohort study, performed between October 
2013 and June 2015. The study cohort consisted of 30 to 55-year-
old people, who lived in inner Manisa Districts and worked in an 
income-generating job, that were diagnosed with CHD for the 
first time according to the ICD-10 code system (including I20-I25) 
between 01/12/2012 and 01/12/2013.

The participants were selected from the Manisa Public Health 
Directorate registries. There were 2066 people between 30–55 
years of age diagnosed with CHD for the first time according 
to the ICD-10 code system (including I20-I25). Of those, 932 
people were excluded from the study due to a lack of contact 
information. A flowchart of the study population is presented in 
Figure 1. The working status of 1134 people was checked using the 
database of social security records by the researchers and which 
resulted in an additional 663 people being excluded because they 
were not working in an income-generating job when they were 

diagnosed with CHD. Ultimately, 471 people were eligible for the 
CHD study cohort. Everyone were called at least two times on 
different days and were invited to the health center or visited at 
their home where questionnaires were administered by face to 
face interviews.

The dependent variable was employment status. Two types of 
employment status were defined as follows: people who continued 
to work (working group) and people who became unemployed or 
retired within one year after diagnosis (lay-off group).

The main independent variable was CHD diagnosis. To confirm 
their diagnosis, the following two questions were asked to the 
participants: ‘Were you diagnosed with CHD by a doctor? ‘and 
‘Were you treated due to CHD?’. If the participant answered yes 
to one of these questions, and confirmed their willingness to 
participate, they were included in the study as a CHD patient. The 
other independent variables were age, gender, educational level, 
occupational class, economic status, having another employed 
person in the family, retirement eligibility, employment sector, the 
level of physical requirements at work, time at the last workplace, 
psychosocial risk factors at the last workplace, having a history of 
angiography or angioplasty, or having a prior bypass operation 
or myocardial infarction or cardiopulmonary resuscitation, or 
comorbidity. This information was obtained through a self-
reported questionnaire. Comorbidity was defined as having at least 
one chronic disease such as congestive heart failure, hypertension, 
diabetes mellitus, or chronic obstructive pulmonary disease. All 
chronic diseases were covered by the question ‘Do you have any 
other chronic diseases diagnosed by a doctor?’. Psychosocial 
risk factors (quantitative demands at work, influence at work, 
control over working time, meaning of work, commitment to the 
workplace, social support, and job satisfaction) were evaluated 
using dimensions of the valid and reliable Turkish version of the 
Copenhagen Psychosocial Questionnaire (COPSOQ) (14).

Chi-square tests and logistic regression analyses were performed 
to exam the relationship between dependent and independent 
variables. We included independent variables (occupational 
class, having a CHD) which were significantly associated with a 
dependent variable in univariate analysis while building logistic 
regression models. We also adjusted the risk by age and gender 
according to the literature.

The significance level was set at p=0.05. SPSS for Windows (version 
15.0; SPSS Inc., Chicago, IL, USA) was used for data analyses. Dokuz 
Eylül University Ethical Committee has reviewed and approved 
the study protocol 2014/2205. Verbal and written consent was 
obtained from all participants. The project was funded the DEU 
Scientific Research Fund (Project number-2014. KB. SAG. 064).

RESULTS

Study participants included 36 (31.6%) women and 78 (68.4%) 
men. The percentage of CHD was significantly higher among 
men than women (p=0.02, Table 1). The mean ages of participants 

Fİgure 1. The flowchart of the study

The people who lived in inner 
Manisa Districts (Yunusemre, 

Şehzadeler) between 30-55 years 
old, of those diagnosed with 

CHD for the first time by ICD-10 
code system (including 120-125) 
between 01.12.2012-01.12.2013

1134 people

The study cohort: 471 people

The people who have 
diagnosed with CHD 

51 people

Participation rate
80.4%

(41 people)

Participation rate
17.4%

(73 people)

The people who have not 
diagnosed with CHD 

420 people

The people who have not 
worked in an income generating 

job between 01.12.2012-
01.12.2013
663 people

(They were excluded)
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with and without CHD were 44.4±5.9, and 41.7±6.7, respectively 

(p>0.05). All participants had health insurance. There were no 

significant differences between those with or without CHD in 

terms of educational level, occupational class, and economic 

status (p>0.05, Table 1). There were also no significant differences 

between those with and without CHD in terms of the presence 

of another employed person in the household, or the right to 

retirement (p>0.05, Table 1). As could be expected, the general 

health perception of CHD patients was significantly poorer than 

others (p=0.03).

No significant difference was observed between people who were 

laid off and others with regard to age, gender, educational level, 

or economic status (p>0.05, Table 2). The lay-off percentage was 

significantly higher for blue-collar workers compared to white-

collar workers (p=0.03). There was no significant relationship 

between people who were laid off and those who were not for 

the presence of another employed person in the household, or 

retirement eligibility (p>0.05, Table 2).

While 75.6% of CHD patients returned to work within one year 

after diagnosis, 24.4% of were laid off (12.2% were retired and 

12.2% were unemployed). In addition, 73.2% of CHD patients felt 

able to return to work after diagnosis and 68.3% of CHD patients 

stated that they continued to work due to economic insufficiency. 

Only 9.6% of the people without CHD were laid off (2.7% were 

retired and 6.9% were unemployed) in one year.

Table 1. The distribution of background characteristics by the presence of CHD

Coronary heart disease

Yes No 

n % n % p

Age groups
30-39 11 26.8 30 73.2

0.13*40-49 21 39.6 32 60.4

50-55 9 45.0 11 55.0

Gender
Men 34 43.6 44 56.4

0.02**
Women 7 19.4 29 80.6

Educational level

Secondary school 19 40.4 28 59.6

0.39*High school 8 34.8 15 65.2

University or higher 14 31.8 30 68.2

Economic status
Poor 16 43.2 21 56.8

0.23*Moderate 14 35.0 26 65.0

Good 11 29.7 26 70.3

Occupational class

White collar 22 32.4 46 67.6
0.33**

Blue collar 19 41.3 27 58.7

Another employed person in the family
Yes 21 31.8 45 68.2

0.28**
No 20 41.7 28 58.3

Deserving retirement
Yes 32 32.7 66 67.3

0.07**
No 9 56.2 7 43.8
* Linear-by-linear association.
** Pearson chi-square.

Table 2. The relationship between background characteristics and lay-off

Lay-off
Yes No 

n % n % p
Age groups
30-39 5 12.2 36 87.8

0.43*40-49 8 15.1 45 84.9
50-55 4 20.0 16 80.0
Gender
Men 10 12.8 68 87.2

0.36**
Women 7 19.4 29 80.6
Educational level
High school and lower 12 17.1 58 82.9

0.39**
University or higher 5 11.4 39 88.6
Occupational class
White collar 6 8.8 62 91.2

0.03**
Blue collar 11 23.9 35 76.1
Economic status
Poor 8 21.6 29 78.4

0.05*Moderate 7 17.5 33 82.5
Good 2 5.4 35 94.6
Another employed person in the family
Yes 10 15.2 56 84.8

0.93**
No 7 14.6 41 85.4
Deserving retirement
Yes 12 12.2 86 87.8

0.05**
No 5 31.3 11 68.8
* Linear-by-linear association.
** Pearson chi-square.
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Table 3. The relationship between work-related conditions and lay-off 

Work characteristics Lay-off

Yes No 

n % n % p

Employment sector
Public 1 2.8 35 97.2

0.01**
Private 16 20.5 62 79.5

Levels of physical workload required at work
Low 4 10.8 33 89.2

0.60*Medium 9 18.0 41 82.0

High 4 14.8 23 85.2

Working period at the last workplace
5 years or less 9 19.1 38 80.9

0.28**
More than 5 years 8 11.9 59 88.1

Quantitative demands at work
High 10 16.9 49 83.1

0.53**
Low 7 12.7 48 87.3

Influence at work
High 10 18.2 45 81.8

0.34**
Low 7 11.9 52 88.1

Control over working time
High 7 13.0 47 87.0

0.58**
Low 10 16.7 50 83.3

Meaning of work
High 10 14.3 60 85.7

0.81**
Low 7 15.9 37 84.1

Commitment to the workplace
High 4 7.8 47 92.2

0.06**
Low 13 20.6 50 79.4

Social support
High 7 12.3 50 87.7

0.43**
Low 10 17.5 47 82.5

Job satisfaction
High 6 10.5 51 89.5

0.19**
Low 11 19.3 46 80.7
* Linear-by-linear association.
** Pearson chi-square.

Table 4. The relationship between health conditions and lay-off

Health conditions Lay-off

Yes No

n % n % p*

Coronary heart disease
Yes 10 24.4 31 75.6

0.03
No 7 9.6 66 90.4

Angiography history
Yes 10 28.6 25 71.4

0.006
No 7 8.9 72 91.1

Angioplasty history
Yes 5 33.3 10 66.7

0.03
No 12 12.1 87 87.9

Bypass operation history
Yes 0 0.0 2 100.0

0.55
No 17 15.2 95 84.8

Comorbidity
Yes 8 18.6 35 81.4

0.39
No 9 12.7 62 87.3
* Chi-square test.
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People who worked in the private sector were more likely to be 
laid off (p=0.01). No significant difference was observed between 
those who were laid off and those who weren’t with regard to 
physical workload requirements, time at the last workplace, 
quantitative demands at work, influence at work, control over 
working time, meaning of work, commitment to the workplace, 
social support, or job satisfaction (p>0.05, Table 3).

A total of 17 participants had a history of myocardial infarction 
and 2 of them had a history of cardiopulmonary resuscitation. The 
people who had CHD, and a history of angiography or angioplasty 
were laid off significantly more than others (p<0.05, Table 4). There 
was no relationship found between being laid off and having a 
comorbidity (p>0.05, Table 4).

Those with CHD had significantly higher odds of being laid off 
than those without CHD (age, gender-adjusted OR=3.77, 95% CI: 
1.19–11.69), and the odds remained higher after adjustment for 
age, gender, and occupational class (OR=3.64, 95% CI: 1.12–11.87) 
(Table 5).

Of CHD patients, 61% thought that their work had a negative 
effect on the course of their illness and 48.8% thought that their 
disease reduced their employment opportunities.

DISCUSSION

According to our study, the lay-off rate of CHD patients in one year 
was 24.4% and this was higher than that for participants who were 
not diagnosed with CHD when adjusted for possible confounders. 
It is known that CHD patients may experience mental problems 
such as depression, anxiety, and fear of death, and feel physically 
inadequate to work after myocardial infarction (MI) (13). In many 
studies, it has been found that a depressive mood, heart failure, 

arrhythmia, and other chronic diseases or physical deficiencies 
reduced the possibility of a return to work after MI (12, 15–17). In our 
study, the people who had a history of angiography or angioplasty 
were more prone to be laid off. While examining CHD patients, 
mental status was found to be more important than physical status 
with regards to return to work (15). The decision to return to work 
generally depends upon the patient’s own feelings (16).

According to many studies, it is known that the most important 
non-clinical factor associated with being laid-off is age and 
the chances of being laid of increases with age (15, 16, 18, 19). 
Although the lay-off rate supposedly increases with age, no 
significant relationship was observed in our study. In Turkey, in 
the past, the retirement pension has started earlier than in many 
other countries, so it was difficult to find workers older than 55 
years of age. For this reason, our study population was limited 
to those between the ages of 30 and 55 due to early retirement. 
Thus, we may not have found a significant relationship between 
age and lay-offs due to the narrow age range of participants in 
our study.

It is known that people of low-social status are more likely to 
have cardiovascular disease and have lower return to work rates 
after illness (19). In our study, the lay-off rate was higher for low 
educated and blue-collar workers than others. The CHD patients 
employed in low-skilled manual occupations were at significant 
risk to lose their jobs compared to professional workers with the 
same diagnosis (20). The probability of CHD patients returning 
to work was reportedly highest among the highest educated 
and those with higher level occupations (21, 22). It was found 
that high educational level and high income favored continued 
employment in a population based study (22).

The lay-off rate of workers in the private sector was found to be 
significantly higher than those in the public sector in this study. 

Table 5. Association of sociodemographic variables and CHD by multivariate analysis 

N

Lay-off

Univariate Model 1* Model 2**

OR (95%Cl) OR (95% Cl) OR (95% Cl)

Age groups
30-39 41 1.00 1.00 1.00

40-49 53 1.28 (0.39-4.25) 1.08 (0.31-3.74) 1.04 (0.29-3.72)

50-55 20 1.80 (0.43-7.60) 1.66 (0.36-7.65) 2.40 (0.47-12.23)

Gender
Women 36 1.64 (0.57-4.73) 2.59 (0.80-8.40) 3.16 (0.91-10.98)

Men 78 1.00 1.00 1.00

Coronary Heart Disease
Yes 41 3.04 (1.06-8.74) 3.77 (1.19-11.69) 3.64 (1.12-11.87)
No 73 1.00 1.00 1.00

Occupational Class
Blue-collar 46 3.25 (1.11-9.54) - 3.97 (1.22-12.93)

White-collar 68 1.00 - 1.00

R2 0.061 0.106
* Simultaneously adjusted for age and gender.
** Simultaneously adjusted for age, gender and occupational class.
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This situation can be attributed to the fact that job security in 
the public sector is higher than in the private sector (23, 24). 
Accordingly, it is stated that public sector employees have better 
health outcomes than those working in the private sector and this 
relationship is highly dependent on job (in) security (25). It is also 
known that there is less health inequality among the social classes 
of public employees (25). Moreover, it has been shown that job 
security is one of the reasons for increased motivation at work 
(26). At the same time, the presence of job security was a factor 
that supported the return to work after MI or by-pass surgery 
(27). In a qualitative study, some patients who were dissatisfied 
with their working conditions stated that their ability to withstand 
bad working conditions after a diagnosis of CHD decreased 
significantly and they were less likely to work (13). In accordance 
with this, the rate of return to work after MI is significantly higher 
in workers who were satisfied with their job (16, 28). While social 
support from colleagues and personal arrangements in the 
workplace were facilitators for returning to work after a CHD 
diagnosis, a lack of motivation and the negative effects of the job 
were found to be barriers (17). Support for CHD patients at work 
and in their social life is very important for these people to adapt 
to life after diagnosis.

It was found that a high level of social support after a CHD 
diagnosis has a positive effect on healthy life behaviors, coping 
with stressful situations, and treatment compliance (29). CHD 
patients with a low level of social support have returned to work 
significantly later than those with a high level of social support 
(18). It is thought that social circles in the family and workplace 
should be educated on the optimal interaction with CHD patients 
and this may encourage them to return to work (29).

This is the first study which evaluated the differences between 
public and private sector working conditions in conjunction 
with a CHD diagnosis. It is important that this research was a 
community-based cohort study. It shows the time relationship 
between lay-off and CHD diagnosis. In addition, the people did 
not have any systematic reasons for leaving work and there was 
no loss to follow up due to the retrospective design of the study.

Limitations of the Study
Those who had no phone number in the Manisa Public Health 
Directorate database were excluded from the study cohort at the 
beginning. These people may represent a disadvantaged group 
using health and social services which may result in selection bias. 
Therefore, the relationship between socioeconomic status and 
lay-off reported in other studies might not be determined in our 
study.

In accordance with the interviews conducted by the researchers, 
only 51 (10.8%) of 471 people with an I20-I25 diagnosis according 
to the ICD-10 code were confirmed to have a CHD diagnosed by 
a physician, while 420 people who were registered as having CHD 
according to the ICD-10 code did not confirm they had a CHD. It 
may be important to show that the diagnosis and coding system 
databases are largely inconsistent for use in epidemiological 
studies in Turkey. Due to the inability to reach people because 
of the premature death of those with poor general clinical status 
among CHD patients, their lay-off rate might be underestimated. 
There may also be a lack of memory and measurement or 
notification bias due to the retrospective interrogation regarding 
psychosocial risks at the last workplace. Face-to-face interviews 
were important to obtain reliable information from participants 
of different educational levels.

CONCLUSION

This study found that being laid off after having CHD is also 
dependent on whether one works in the public or private sector. 
It is important to understand that people of a low social class 
are more vulnerable to being laid off. Social security systems 
should understand and take these inequalities in work-life into 
consideration. Chronic illness and poor health conditions cause 
early exits from work-life. Young age and good mental status are 
the most important predictors for returning to work after a CHD 
diagnosis. To our knowledge, no prior study has investigated 
possible work conditions and employment status which may 
be related to CHD patient lay-off rates. People in the lower 
occupational class have higher lay-off rates, which may put CHD 
patients out of work and economically worse off. Working in the 
private sector may pose a significant risk for lay off. Our study 
showed comorbidity and physical workload requirements are not 
as important as expected with regards to being laid off. Social life 
and working conditions should be taken into consideration when 
evaluating the return to work of CHD patients. New regulations 
may be implemented to encourage CHD patients to remain in 
working, especially in the private sector. It should be noted that 
lay-off rates also depends on the socio-political situation of the 
labor force.

Informed Consent: Informed consent was obtained from the patients themselves.

Compliance with Ethical Standards: Dokuz Eylül University Ethical Committee has 
reviewed and approved the study protocol 2014/2205

Peer-review: Externally peer-reviewed.

Author Contributions: Concept - CŞ, YD; Design - CŞ, YD; Supervision - CŞ, YD; Fundings 
- CŞ, YD; Materials - CŞ, YD; Data Collection and/or Processing - CŞ, YD; Analysis and/or 
Interpretation - CŞ, YD; Literature Search - CŞ, YD; Writing Manuscript - CŞ, YD; Critical 
Review - CŞ, YD

Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: This study was funded by the Coordination Unit for Scientific 
Research of Dokuz Eylul University projects (Project NO: 2014. KB. SAG. 064).



Sahan & Demiral. Factors on employment status of CHD patientsJ Basic Clin Health Sci 2020; 1:44-50

50

REFERENCES

1. Marmot M, Elliott P. Coronary heart disease epidemiology: from 
etiology to public health. In: Marmot M, Elliott P, editors. Coronary 
Heart Disease Epidemiology: From Etiology to Public Health, 2nd ed. 
Oxford: Oxford University Press; 2005. p.3–7.

2. Mozaffarian D, Benjamin EJ, Go AS, et al. Heart disease and stroke 
statistics –2015 update: a report from the American Heart Association. 
Circulation 2015;131:e29–e322. [CrossRef] 

3. Gaziano TA, Bitton A, Anand S, Abrahams-Gessel S, Murphy A. 
Growing epidemic of coronary heart disease in low- and middle-
income countries. Curr Probl Cardiol 2010;35:72–115. [CrossRef] 

4. Ferreira-Gonzalez I. The epidemiology of coronary heart disease. Rev 
Esp Cardiol (Engl Ed) 2014;67:139–144. [CrossRef] 

5. Leeder S, Raymond S, Greenberg H. A Race Against Time: The 
Challenge of Cardiovascular Disease in Developing Countries. New 
York: Trustees of Columbia University; 2004. [CrossRef] 

6. Ünal B, Ergör G, Horasan GD, Kalaça S, Sözmen K. Republic of Turkey 
Ministry of Health. Chronic Diseases and Risk Factors Survey in 
Turkey. Ankara: Public Health Agency of Turkey; 2013. [CrossRef] 

7. Türkiye Cumhuriyeti Emekli Sandığı Kanunu 2006. [CrossRef] 

8. Sağlık Sorunları ve Faaliyet Güçlükleri Yaşayanların İşgücü Durumu 
Araştırma Sonuçları, 2. Dönem 2011: TUIK; 2011. [CrossRef] 

9. Cai L, Kalb G. Health status and labour force participation: evidence 
from Australia. Health Econ 2006;15:241–261. [CrossRef] 

10. Alavinia SM, Burdorf A. Unemployment and retirement and ill-
health: a cross-sectional analysis across European countries. Int Arch 
Occup Environ Health 2008;82:39–45. [CrossRef] 

11. Black DC. Working for a healthier tomorrow. London: TSO; 2008. 
https://www.rnib.org.uk/sites/default/files/Working_for_a_healthier_
tomorrow.pdf

12. Bhattacharyya M, Perkins-Porras L, Whitehead D, Steptoe A. 
Psychological and clinical predictors of return to work after acute 
coronary syndrome. Eur Heart J 2007;28:160–165. [CrossRef] 

13. Sahan C, Demiral Y, Kilic B, Aslan O. Changes in Employment Status 
after Myocardial Infarction among Men. Balkan Med J 2016;33:419–
425. [CrossRef] 

14. Sahan C, Baydur H, Demiral Y. Copenhagen Psychosocial 
Questionnaire-3 (Copsoq-3): Turkish Validation Study. Occup Environ 
Med 2018;75:A136–A137. [CrossRef] 

15. Brink E, Brandstrom Y, Cliffordsson C, Herlitz J, Karlson B. Illness 
consequences after myocardial infarction: problems with physical 
functioning and return to work. JAdv Nurs 2008;64:587–594. 
[CrossRef] 

16. Mirmohammadi SJ, Sadr-Bafghi SM, Mehrparvar AH, et al. Evaluation 
of the return to work and its duration after myocardial infarction. 
ARYA Atheroscler 2014;10:137–140. [CrossRef] 

17. Slebus FG, Jorstad HT, Peters RJ, et al. Return to work after an acute 
coronary syndrome: patients’ perspective. Safety Health Work 
2012;3:117–122. [CrossRef] 

18. Soejima Y, Steptoe A, Nozoe S, Tei C. Psychosocial and clinical factors 
predicting resumption of work following acute myocardial infarction 
in Japanese men. Int J Cardiol 1999;72:39–47. [CrossRef] 

19. Soderman E, Lisspers J, Sundin O. Depression as a predictor of 
return to work in patients with coronary artery disease. Soc Sci Med 
2003;56:193–202. [CrossRef] 

20. Holland P, Burstrom B, Moller I, Whitehead M. Socioeconomic 
inequalities in the employment impact of ischaemic heart disease: 
a longitudinal record linkage study in Sweden. Scand J Public Health 
2009;37:450–458. [CrossRef] 

21. Osler M, Martensson S, Prescott E, Carlsen K. Impact of gender, co-
morbidity and social factors on labour market affiliation after first 
admission for acute coronary syndrome. A cohort study of Danish 
patients 2001–2009. PloS One 2014;9:e86758. [CrossRef] 

22. Smedegaard L, Nume AK, Charlot M, Kragholm K, Gislason G, 
Hansen PR. Return to Work and Risk of Subsequent Detachment 
from Employment After Myocardial Infarction: Insights from Danish 
Nationwide Registries. J Am Heart Assoc 2017;6. [CrossRef] 

23. Munnell AH, Fraenkel RC. Public sector workers and job security. 
Boston: Center for Retirement Research at Boston College; 2013. 
http://crr.bc.edu/wp-content/uploads/2013/05/SLP31.pdf

24. Clark A, Postel-Vinay F. Job security and job protection. Oxford Econ 
Pap 2009;61:207–239. [CrossRef] 

25. Zhang W. The impact of public employment on health and health 
inequalities: evidence from China. Int J Health Serv 2011;41:647–678. 
[CrossRef] 

26. Purohit B, Bandyopadhyay T. Beyond job security and money: driving 
factors of motivation for government doctors in India. Hum Resour 
Health 2014;12:12. [CrossRef] 

27. Boudrez H, De Backer G. Recent findings on return to work after an 
acute myocardial infarction or coronary artery bypass grafting. Acta 
Cardiol 2000;55:341–349. [CrossRef] 

28. Fiabane E, Argentero P, Calsamiglia G, et al. Does job satisfaction 
predict early return to work after coronary angioplasty or cardiac 
surgery? Int Arch Occup Environ Health 2013;86:561–569. [CrossRef] 

29. Boutin-Foster C. Getting to the heart of social support: a qualitative 
analysis of the types of instrumental support that are most helpful in 
motivating cardiac risk factor modification. Heart Lung 2005;34:22–
29. [CrossRef] 

https://doi.org/10.1161/CIR.0000000000000152
https://doi.org/10.1016/j.cpcardiol.2009.10.002
https://doi.org/10.1016/j.rec.2013.10.002
https://www.earth.columbia.edu/news/2004/images/raceagainsttime_FINAL_051104.pdf
https://sbu.saglik.gov.tr/Ekutuphane/kitaplar/khrfai.pdf
https://www.mevzuat.gov.tr/MevzuatMetin/1.3.5434.pdf
http://www.tuik.gov.tr/PreHaberBultenleri.do%3Fid%3D13125
https://doi.org/10.1002/hec.1053
https://doi.org/10.1007/s00420-008-0304-6
https://doi.org/10.1093/eurheartj/ehl440
https://doi.org/10.5152/balkanmedj.2016.150611
https://oem.bmj.com/content/oemed/75/Suppl_2/A136.2.full.pdf
https://doi.org/10.1111/j.1365-2648.2008.04820.x
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4144381/
https://doi.org/10.5491/shaw.2012.3.2.117
https://doi.org/10.1016/s0167-5273%2899%2900157-6
https://doi.org/10.1016/s0277-9536%2802%2900024-2
https://doi.org/10.1177/1403494809106501
https://doi.org/10.1371/journal.pone.0086758
https://doi.org/10.1161/jaha.117.006486
https://doi.org/10.1093/oep/gpn017
https://doi.org/10.2190/HS.41.4.c
https://doi.org/10.1186/1478-4491-12-12
https://doi.org/10.2143/AC.55.6.2005765
https://doi.org/10.1007/s00420-012-0787-z
https://doi.org/10.1016/j.hrtlng.2004.09.002

