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The decision to award a disability pension includes a 
formal procedure that varies between countries. Medi-
cal doctors are often used as experts in this process, 
sometimes they also make the final decision. The study 
by Dell-Kuster et al (1) shows how evaluations can 
differ among physicians. The judgments between the 
physicians who treat the patients and a group of special-
ized physicians differed considerably. The differences 
reported in the study are probably greater than in a ran-
dom sample of patients who apply for disability pension 
as the study includes cases that have been referred for 
further investigation by a disability insurance officer due 
to inconsistencies in the assessments. However, the dif-
ferences raise a question about the validity of judgments 
and justice – do similar cases have the same evaluation?

The criteria for disability pension vary between coun-
tries, but they include an evaluation of the disease and 
the functional impairments caused by the disease, and 
also the possibilities to work and get a job despite the 
impairments. Work is a not a clearly defined subject. You 
can work in the garden (ie, take care of your roses) but 
be unable to perform most paid work if your “productiv-
ity” is too low for employers’ needs. Many people with 
diseases work. A Finnish study of public employees 
around 60 years of age found that 74% had at least one 
chronic disease (2). Also workers with decreased pro-
ductivity may work. An average decrease of 34% for 
productivity was reported among Finnish workers with 
upper-extremity disorders who were not on sick leave (3). 
A Dutch study found a considerable loss of productivity a 
year after workers had returned to work after having being 
on sick leave for musculoskeletal disorders (4). 

The possibility to work while having a disease 
depends on the individual’s possibility to adjust his 
work. Geuskens et al (5) followed persons with newly 

onset arthritis during 12 months and found that 39% 
adapted the work, mainly through changing the work 
environment or working time. They also found that 
clinical factors and reduced coping had no influence 
on sick leave when pain and function were taken into 
account. Both coping strategies and external factors (eg, 
lack of support from colleagues and supervisors) have 
been reported as barriers to or facilitators of working 
with arthritis (6–8). Thus, a claim for disability pension 
due to disease is not just dependent on the severity of 
the disease(s), but also the employer’s willingness to 
adjust the work and perhaps accept a lower level of 
productivity along with the willingness of colleagues to 
adapt accordingly.

Several studies have indicated determinants for a 
person to have disability pension, eg, showing that low 
socioeconomic class, poor health, obesity, and smok-
ing habits influence the risk. However, there are rather 
few studies on those who assess disability pension. The 
inter-rater agreement was reasonable (average 76%) 
when Dutch insurance physicians assessed the physical 
and mental functional capacity of written structured 
evaluations from trained nurses, while the inter-rater 
agreement was poor when physicians assessed the num-
ber of hours the claimant could function daily (9). A 
previous Dutch study – where four insurance physicians 
all examined and evaluated the same 30 patients with 
low-back pain – also showed poor inter-rater agreement 
(10). Another Dutch study of insurance physicians found 
modest inter-rater reliability in assessing patients with 
depressive disorders (11). 

A rather high inter-rater variability is common 
among medical specialists, eg, there is considerable vari-
ability among radiologists interpreting mammographies 
or describing lesions in sonography and pathologists 
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describing dysplasia in the gastrointestinal system (12, 
13). Among physicians (GP, internists and cardiologists) 
who rated the risk for coronary event and the need for 
lipid-lowering treatment in the same nine cases (14), 
there were considerable differences in rating risk and 
need for therapy even among physicians of the same 
specialty (eg, the concordance in risk estimates in high 
risk cases was only 0.31 among cardiologists). Further-
more, many more internists than GP wanted to start 
therapy in low-risk cases (45 versus 27%). High inter-
rater variability may also occur in asthma diagnosis. 
In a study from Gothenburg, Sweden, 86 patients with 
asthma diagnosis from two primary healthcare units 
were re-evaluated by a specialist in allergic diseases. 
Asthma was verified in 57 patients (66%) (15). Fourteen 
pediatric asthma specialists were asked to classify eight 
patients classified as having asthma or asthma-symp-
toms (16).The agreement for diagnoses of  asthma was 
very low: the kappa (κ) was 0.29. Their agreement was 
ever lower regardless when they based their classifica-
tion on symptoms or pulmonary functions tests (κ=0.19).

  Dell-Kuster et al (1) indicated that financial inter-
ests may influence the assessments and the insurers paid 
the Swiss expert evaluators in their study. It is well-
known that financial conflicts of interest may influence 
evaluations. Scientists with links to the pharmaceutical 
or tobacco industry make evaluations more favorable 
to the industry than neutral reviewers (17). It would be 
astonishing if physician evaluations were not influenced 
by those who pay them.

From the point of the single claimant, the differences 
in evaluations may seem unacceptable. Medical doc-
tors are typically trained to diagnose and treat patients. 
However, they have far less training in evaluating the 
capacities needed in working life. In the present working 
life, skills such as social capacity, learning new things, 
coping with stress etc are important for most workers 
in western societies. The solution is hardly to find the 
ultimate expert but rather to allow groups of “experts” 
with different types of expertise to give arguments for 
and against disability pension. The use of experts with 
no affiliations with either the insurer or the patient is a 
way to reduce bias caused by financial interests.

Training experts and making them aware of the 
variability in evaluations would also be valuable. The 
use of video presentations for education and training 
of physicians have been suggested (18). Most patients 
have more than one diagnosis and several rather unique 
characteristics making algorithms less useful. Measur-
ing the subjectivity involved in the evaluations and the 
variability between evaluators will contribute to improve 
the processes and make the assessors more humble to 
the sometimes difficult decision of deciding who shall 
have disability pension. 
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