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Morbidity among unemployed and work-incapacitated men
in The Netherlands
by Frans GEM van der Horst, PhD,' Jean WM Muris, MD,1 Frans IN Nijhuis, PhD2

van der HORSTFGEM, MURIS JWM, NIJHUIS FJN. Morbidityamong unemployedand work-inca­
pacitated men in The Netherlands. Scand J Work Environ Health 1993;19:168-74. As yet, the rela­
tionship between unemploymentand physical health has not sufficiently been clarified. With a longi­
tudinal approach a representative Dutch panel study and a study on a health center population were
carried out. They involved work-incapacitated and unemployedmen between 21 and 65 years of age.
Men incapacitated for work were in poorer health than matched working men; the same was true in a
three-year follow-up. Unemployed and working men were shown to be equally healthy. The physical
health of the incapacitated men decreased with time but that of the unemployed men did not. This
finding implies that unemploymentper se does not lead to poorer health. Differences in social securi­
ty systems seem to interfere with an internationalcomparison of the consequences of unemployment
on health. International researchshould distinguish moreexplicitlybetween those who are unemployed
for economic reasons or incapacitatedfor work for medical reasons.
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Although the findings regarding the effects of unem­
ployment on nonphysical health aspects are relatively
clear, the effects of unemployment on physical health
are not clear at all (1-7). Several authors have
shown that it must be kept in mind that poor health
might play an initial role in becoming unemployed.
It has even been suggested that the increased mor­
tality of unemployed men simply reflects their health
status before unemployment (8-10). Therefore, the
possibility should be considered that different and
contradictory findings may reflect differences in so­
cial security systems between countries. As a con­
sequence unhealthy jobless people receive the label
unemployed in one country and work-incapacitated
in another.

Thus far, Brenner's (11) macroeconomic findings
that unemployment would lead to poorer health and
even death in some countries but not in others have
been heavily criticized by other researchers who did
secondary analyses on the same research data. The
latter have pointed out that the differences can be
explained by variations in social, cultural, and eco­
nomic settings. Pitfalls in macroresearch have been
widely discussed (12-16).

As stated, a disturbing factor in the relation be­
tween morbidity and unemployment can be found in
differences between social security systems. In oth­
er words some people without a job may be defined
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as work incapacitated in The Netherlands, whereas
the same people might be defined as unemployed in
Belgium as a result of differences in the social se­
curity systems of the two countries. The importance
of this possibility becomes clear when one realizes
that the number of persons granted invalidity pen­
sions per 1000 inhabitants in The Netherlands is three
times as high as in Belgium and twice as high as in
what once was West Germany (17).

The Netherlands has two relevant social security
laws in relation to unemployment and health: the
Unemployment Insurance Act and the Incapacity In­
surance Act. These two acts result in two separate
groups of jobless people. First there are those who,
due to illness or disability, have been jobless for
more than a year. They receive a pension under the
Incapacity Insurance Act, which provides more in­
come security over a longer period of time than does
an unemployment benefit. This category of disabled
individuals is large in The Netherlands as compared
with other countries. Second, there are unemployed
people looking for ajob.

Many who are considered incapacitated in The
Netherlands are considered unemployed in other
countries. In these other countries this lack of delin­
eation might lead to higher morbidity among the un­
employed. In our study we have therefore differen­
tiated between people unemployed for economic rea­
sons and people unemployed for medical reasons (in­
capacitated).

Another cause of diverging research findings
might be the cross-sectional nature of many previ­
ous studies. We therefore decided to set up a longi­
tudinal survey. The question under study then was:
Is unemployment a cause of poorer physical health
among men?
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Table 1. Reasons for the work·incapacitated (N =:= 179)and u~.
employed (N=49) men dropp ing out after the first survey rn
1981.

physical complaints, health asses sment, and self­
medication.

During the follow-up 28 men dropped out, a~d 12
others found work again (table I) . As for the Inca­
pacitated and unemployed men, the.number of dr~p­
outs for health reasons (death and sickness) was SIg­
nificantly higher among the incapacitated men
(P<0.05).

General practitioner study

The possibility of including a physician's opin.ion on
their patients ' health status was seen as a v.ahd rea­
son for carrying out our study among the patient pop­
ulation of general practitioners.

The patients of our primary health center at the
time of the study numbered about 10 000 - 60% of
whom were insured in the state-controlled social
health insurance scheme. In March 1987 all of the
men between 21 and 64 years of age were sent a
questionnaire with an accompanying letter from their
general practitioner and the head of the Department
of General Practice of the University of Limburg.

The questions referred to background variables
such as age, gender, marital status, and insurance. In
addition, data on family structure , socioeconomic sta­
tus (last profe ssion), and previous education were
collected. The work situation was explored in terms
of training, military obligations, unemployment, in­
ability to work , early retirement, and ~~nsioning.
From their patient files the general pracuuoners ex­
tracted a "problem list" of these men.

In March 1990 a follow-up study took place which
was intended to reveal which patients from the co­
hort had died in the preceding three years. In order
to establish whether men belonging to the cohort had
died between 1987 and 1990, we consulted the files
of deceased patients. If patients had left the practice
(eg, because they had moved away) , their new gen­
eral practitioners were consulted.

In the general practitioner study, health status was
determined in terms of diagnoses and chronic com­
plaints, as derived from the medical records (23). The
procedure for collecting the diagnoses w~s su~port­
ed by the Registration Network of the University of
Limburg (24). Diagnoses were categorized accord-

Incapacitated Unemployed
men men
(N) (N)

12

15

28

11

9

15

47

82

Reasons

Found work again

Severe morbidity

Death

Other (reluctance, moved,
not at home)

Total dropout

Subjects and methods

The following two sources of information were used:
(i) a (national) panel study based on data gather~.d
from a nationwide panel during 1981-1983 and (ii)
a study based on data gathered from general practi ­
tioners during 1987-1990.

Panel study

The panel study consisted of a representative sam­
ple of nonworking and working men and women who
were between the ages of 21 and 65 years and were
interviewed in 1981 and 1983. Their cooperation was
not sought as part of a study on the relation between
health and unemployment, but in the context of a
health survey, which was the original purpose of the
study (3, 18, 19).

Moreover, only the last part of the interview dealt
with work status. It has been suggested that people
who are not employed tend to give biased answers
to health questions. The direction of this bias would
depend on the cause of unemployment. Those who
have lost work due to economic reasons - the un­
emplo yed - may pretend better health in order to
show their willingness to work. Those who have lost
work because of poor health - the incapacitated for
work - may pretend worse health in order to jus­
tify their status of being incapacitated (20). As a re­
sult, some of those who are incapacitated for work
are suspected of having a health condition with which
they are actually able to work. They are the so-called
"hidden" unemployed among the work-incapacitat­
ed. In 1986 the Dutch government estimated the size
of this group to be approximately 50 % (21, 22). With
this set-up an attempt was made to prevent poten­
tial bias in the answering of health questions. The
panel included both employed and jobless respond­
ents. The latter category consisted of some unem­
ployed persons and some people Incapacuared for
work. It was decided not to include women In our
study, mainly because the numbers of unemployed
and work-incapacitated women were too small .

The questions repeated in 1981 and 1983 ~na~lcd
us to carry out a cross-sectional and Iongitudinal
study on the relation between work status and health
changes. The cross-sectional comparisons were an­
alyzed with the use of an analysis of variance. As
for the longitudinal study, matched pairs were made
of unemployed and work-incapacitated men on one
hand and employed men on the other, with regard
to age , marital status, socioeconomic status (educ a­
tion and last profession), district, and degree of ur­
banization. In the longitudinal study differences be­
tween matched groups in 1981 and 1983 were test­
ed with the Mann-Whitney U and the Wilcoxon rank
score W tests. The differences for the matched groups
between 1981 and 1983 were based on Wilcoxon's
matched pairs test.

Self-reported health was determined from. the
number of chronic diseases, number of consultations,
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ing to the International Classification of Primary Care
(ICPC) (25) and were fed directly into the health
center computer. The ICPC can be divided into cat­
egories referring to organ systems. With this instru­
ment the general practitioner can also record psycho­
logical and social health.

Diagnoses were attributed active status if, in the
general practitioner' s opinion, they presented a threat
to the subject' s health or caused so much distress in
the patient 's daily life that they required the atten­
tion of the general practitioner. This criterion applied,
for instance, to special diets, medication or specific
therapies, ongoing investigations, a progressive
course of complaints or diseases, and regular moni­
toring by physicians.

For a compari son of the unemployed and incapac­
itated men, matched pairs were made for the varia­
bles age, marital status, socioeconomic status, type
of insurance, and practitioner.

Results

Response
The response rate for the total panel was 73% in 1981
(N =1278) and 70% in 1983 (N =1193). Of the 1981
population, 69% also took part in the 1983 study. The
new respondents in 1983 were approached to fill the
gap in the study population. Table 2 presents the
number of unemplo yed, work-incapacitated, and

Table 2. Number of unemployed, work·incapacitated, and ern­
ployed men In a Dutch pane l study for the years 1981, 1983 ,
and 1981-1983."

employed men who were interviewed in 1981 and
1983. It also shows the number of those interviewed
twice and the number of unemployed and work-in­
capacitated men who were matched with workers.
When comparing those who were matched with those
who could not be matched, we found no differences
in the health parameters and demographic variables.

Of those who were unemployed in 1983, 25% had
been without work for more than two years, and 75%
of those who were incapacitated for work in 1983
had been without work for more than two years.

Of the men who were without work in 1981, 23
had found work in 1983, 12 of whom had been un­
employed in 1981 and II of whom had been inca­
pacitated for work.

The population of the health center was about
10 000 patients. There were 2158 men between the
ages of 21 and 65 years. The response rate was 65%.
Table 3 shows the number of unemplo yed, work-in­
capacitated and employed men, excluding students
and those who were partly incapacitated, had part­
time jobs, had early retired, and the like. Those who
were matched successfully did not differ from those
who were not matched on the demographi c and
health variables involved.

Cross-sectional comparisons of morbidity
In the panel study the unemployed subjects and the
workers did not differ in health in 1981 and 1983.

Table 4. Comparison between the work-incapacitated and un­
employed men and their matched groups of employed men
with respect to their diagnoses.

Number of problems

• Matched with the incapacitated men.
e Matched with the unemployed men.
•• , P <O.OOl.

Mean SO Range Median

Un- lncapacl- Employed
Year employed tated menmen men (N)(N) (N)

1981 49 179 381

1983 89 155 413

1981-1983 (inter-
viewed twice) 21 97 274

1981-1983 (matched) 17 55 72

Incapacitated men
(N = 90)
Employed men' (N =90)

Unemployed men (N = 43)
Employed men>(N =43)

3.2
1.8

2.0
1.5

1.8
1.4
1.6
1.5

0-8
0-6

0-7
0-7

2.5'"
1.2

0.98
0.74

a Work status was based on information received in 1981 and
1983 , excluding those who had died or were found to be
severely ill in 1983 .

Table 3. Unemployed, work -lncapacttated, and employed men
among the patients of a Dutch health center."

Table 5. Distribution of health problems among the matched
incapacitated (N = 90) and employed (N = 90) men according to
seven diagnost ic categories of the International Classification
of Primary Care (ICPC).

Number of healt h problems

Un- Incapaci-
Employedemployed tated men Totalmen men (N)(N) (N)

Populat ion 1987 63 170 923 1156·

1987- 1990
matched ' 43 90 133 266

, Work status was based on the situation In 1987, Including those who
died between 1987 and 1990.

• ExclUding early retirement (N =41), part-time jobs (N =79), studen ts
(N =38), others or missing (N=88).

c MatChed pairs on the basis of age, marital status , socioeconomic sta­
tus , type of insurance, and pract it ioner . Percentage matched: unem­
ployed men 68%, incapacitated men 53%, employed men 14%.
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ICPC category

Digest ive
Circulatory
l ocomo tor
Psychological
Respiratory
Metabo lic or endocrine
Social

Total

•• P<O.Ol .

Incapacitated
men

27
35 "
33
38"
19
14"
15

181

Employed
men

19
17
26
12
14

5
8

101
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Table 6. Comparison betwe en the matched unemployed and employed men with respect to reported health (N =17 pairs).

Chron ic Vis its to a Physical Health seu-
diseases phys ic ian complaints assessment" medicat ion

(%)a (mean) (mean) (mean) (%)a

Unemployed men

In 1981 18 2.5C 3.9 3.9 590
In 1983 18 l.l d 3.3 3.9 23d

Employed men

In 1981 20 1.9c 6.1 3.9 53
In 1983 27 4.1 5.4 3.9 53

a Percen tage of group.
b 1 =very poor, 2 =poor, 3 =moderate, 4 =goo d, S=very good.
c P< 0.05, 1981 versus 1983 fo r the same group of workers.
d P<0.05, unem ployed workers versus employed workers in same year.

Table 7. Compa rison between the matched wor k·incapacitated and employed men with respect to their health (N =55 pairs).

Chron ic Visits to a Physical Health Self·
diseases physician complaint s assessments medication

('Io)a (mean) (mean) (mean) ('Io )a

Incapac itated workers

In 1981 76c 5.8c 8.5O• d 3.20 510

In 1983 69C 5.70 7.40 3.3c 530

Employed wor kers

In 1981 20 1.9 3.6 4.0 33
In 1983 20 2.1 3.1 4.1 43

a Percentage of group.
b 1=very poor , 2 =poor , 3 =moderate , 4 = good, 5 = very good.
c P<O.OOl , inca pacitated work ers versu s employed workers in same year.
d P<O.OOl , 1981 versus 1983 fo r the same group of wo rkers.

The incapacitated men had poorer health than work­
ers in 1981 and 1983 (P < O.Ol) on all of the health
parameters when demographic variables were con­
trolled for. In the general practitioner study the
number of ICPC diagnoses was compared for the
matched incapacitated and unemployed subjects and
workers (table 4). The incapacitated men had more
diagnoses than the workers, and the unemployed men
did not differ from the workers in their number of
diagnoses. Furthermore unemployed and incapacitat­
ed men, matched with employed men, were com­
pared according to the ICPC categor ies (table 5).
Whereas the unemployed men did not differ from the
workers, the incapacitated men did differ from the
workers with respect to circulatory, psychological ,
and metabolic/endocrine problems.

A longi tudinal approach

In the panel population the health status of those who
were interviewed twice and who had the same work
status in 1981 and 1983 were compare d. The results
for the unemployed and incapacitated men are pre­
sented separately in tables 6 and 7. The unemployed
and employed men did not differ in either 1981 or
1983. The unemployed men tend ed to have better
health than the employed men in 1983 in that they

had made fewer visits to their doctor and had a small­
er percentage using self-medication (table 6).

The incapacitated men were in considerably poorer
health than the employed men in both 1981 and 1983
(table 7). The main conclusion was that being out of
work for a longer period of time due to incapacita­
tion does not lead to poorer health. There is a tend­
ency towards fewer physical complaints, although the
number of complaints among the incap acitated men
remained considerably higher than among the em­
ployed men.

To rule out any chance effects, we used the results
of the general practiti oner study over three years
(1987-1 990) in a mortality study. The results are
presented in table 8, which includes a reference group
of employed men. Table 8 shows that the number of
incapacitated men who died between 1987 and 1990
was higher than the number of deceased workers with
whom they were matched. There was no difference
between the unempl oyed subjects and their working
counterparts.

Discussion

Our research design was intended to facilitate a com­
parison between unemployed or work-incapaci tated

\7 \
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a Matched with the incapacitated men.
b Matched with the unemployed men.

Table 8. Causes of death during three years of follow-up of
work-incapacitated and unemployed men with their matched
groups of employed men.

men and employed men in cross-sectional and lon­
gitudinal analyses. The study was limited to men
only, one of the reasons being that unemployed and
incapacitated people in The Netherlands are predom­
inantly men. An explanation may be the Dutch tra­
dition that women do not usually have paid work
(70% of all women between 15 and 65 years of age).
Another, directly associated, reason is that the
number of unemployed and work-incapacitated wom­
en in the representative panel study was too small.

In our investigation one source of material was a
representative nationwide panel study on health
(1981-1983) and the other was a panel of all male
patients in a health center (1987-1990). In both
studies, the ages of the subjects ranged between 21
and 65 years. The general practitioner study had one
limitation, namely, it was not possible to determine
the work status of all of the male patients in 1990.
Therefore our investigation had the characteristics of
triangulation (26): a representative national sample,
a sample of patients of general practitioners (both of
them panel studies), and a validity study (based on
a comparison between self-reported health and health
status as assessed by family physicians). Both the
national surveys of 1981 and 1983 and the general
practitioner study of 1987 showed that (i) the unem­
ployed and employed men did not differ in physical
health, (ii) the work-incapacitated men were in poor­
er health than the employed men, (iii) long-term un­
employment led to a smaller number of general prac­
titioner consultations and less self-medication. The
similarity between the results of the surveys and the
general practitioner study also proved the validity of
self-reported health.

When the unemployed and incapacitated men were
followed in a longitudinal study over a period of two
years, physical health scarcely appeared to change.
What little change there was tended towards im­
proved rather than poorer health. Nevertheless, the
incapacitated subjects were always in poorer health

Incapacitated
men (N =90)

Employed rnen­
(N =90)

Unemployed men
(N =43)
Employed men>
(N =43)

Causes of death

Myocardial insufficiency (N = 3); carci­
noma of the thyroid with metastases
(N = 1); carcinoma of the stomach, died
during operation (N = 1), complication
of stomach operation (N = 1); unknown
cause (N = 1)
Carcinoma of the right lung with bone
metastases (N =1); acute myocardial in­
farction (N =1)

Carcinoma of the stomach (N =1)

No deaths

than their matched workers, whereas the unemployed
subjects hardly differed from the workers. The ques­
tion arises of whether there might have been a se­
lection effect. If "dropouts" due to severe illness and
particularly death are included in our national pan­
el, the following conclusion emerges: there remains
no difference in health between unemployed and
employed men, while incapacitated men differ con­
siderably from employed men.

If the death cases in the general practitioner study
over three years are included, the number of inca­
pacitated men who died in that period was much
higher than the number who died in a matched group
of workers. The unemployed men did not differ from
the matched workers in this respect. In other words
the different samples from the same populations re­
sulted in similar patterns. Therefore, it is our over­
all conclusion that incapacitated men not only have
poorer initial health than workers, but that their
health status also deteriorates with time. This is not
the case with unemployed men, and therefore it can
be concluded that physical health does not deterio­
rate as a result of being out of work, but as a result
of an autonomous process directly related to disease.

Still, the question remains of whether health sta­
tus is a contributing factor in finding a new job if
one is incapacitated for work. This matter was ex­
plored within the national panel study. The unem­
ployed men proved to have better chances to find
work again than the incapacitated men (24 versus
6%). The unemployed and incapacitated subjects who
had succeeded in finding work again since 1981 had
better health on some of our parameters than those
who remained without work. These results demon­
strate that finding work has an additional positive
health effect, and this result is in accordance with
the findings by Verkley (27).

Our results thus far seem to contradict the find­
ings of Verkley & Spruit (28), who stated that un­
employment leads to deteriorating physical health.
We believe that their conclusions are dubious be­
cause of their operationalization of health. But we
can agree with their conclusion that, given their re­
search design and their health indicators, unemploy­
ment leads to a deterioration of mental health. A
comparable, national investigation of the differenc­
es between unemployed and employed subjects re­
garding their use of medication, general practition­
er visits, and days spent in bed for reasons of illness
did not reveal any differences (29).

Our findings do not mean that unemployment may
never lead to a deterioration of physical health. In­
deed, deterioration may occur, in The Netherlands
and abroad, as soon as changes in the safety net of
the social security system (in The Netherlands, the
Unemployment Insurance Act) leads to a further in­
come reduction. If that is the case, it is poverty as a
consequence of unemployment rather than unem­
ployment which would lead to poor health.
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Differences in social security systems might con­
stitute an explanation for seemingly contradictory
findings among unemployed men. One of the effects
of the Dutch social security system, as compared with
those of other countries, is that a distinction is made
between unemployed people with an illness or dis­
ability and unemployed people without an illness or
disability. It should be kept in mind, however, that
health selection criteria are often applied to employ­
ees with low job security. If the job market collapses,
employees who have lower capacities for work or are
economically less remunerative (ie , have defective
health) will be the first to become redundant. In the
literature this phenomenon is known as the healthy
worker effect. Incapacitated workers in The Nether­
lands have always received their disability pensions
at an earlier stage than those in other Western Eu­
ropean countries (17) . The Incapacity Insurance Act
provides employers with the opportunity to rid them­
selves of workers with some illness or inability with­
out being "socially irresponsible." The choice of dis­
ability pensions as study end points of unemployment
[eg, Westin et al (30)] is questionable, on the con­
dition that those who are unemployed for a long time
are more likely to be granted a disability pension
when they have an illness or disability than those in
the reference population who are unemployed and
who have an illness or disability as well.

In our neighboring countries, unhealthy employees
run higher risks of ending up receiving unemploy­
ment benefits than in The Netherlands because both
employers' and employees' interests in our country
encourage a strong tendency towards disability pen­
sions. In other words, those who are in poor health
and consequently are at risk of becoming unem­
ployed may use other methods to obtain insurance
benefits. Thus we can speak not only of a healthy
worker effect, but also of a healthy unemployed ef­
fe ct.

There is a relatively large proportion of healthy
people in both the unemployed and employed pop­
ulation. It is therefore not surprising that about 27%
of both employed and unemployed men have chronic
health complaints, whereas this figure is 83% for
those who are incapacitated (3). In other words the
number of "hidden unemployed" among the work­
incapacitated is much lower than the government's
estimate of 50% (21).

From our observations, it is not possible to make
direct extrapolations to health effects on long-term
unemployed workers in other countries. Neither can
findings from surrounding countries be directly ap­
plied to the Dutch situation.

When it comes to determining the physical health
effects of unemployment, it is not only important to
know the financial situation (poverty problem), but
also the assumptions of the health selection criteria
for those with long-term unemployment. Therefore,
if comparable longitudinal studies are carried out in
other European countries, excess mortality is likely
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to be found among unemployed as compared with
employed subjects, and such a finding leads to the
conclusion that "unemployment kills" - which
would be another contradictory result. If the same
studies were restricted to physical disorders, they
would lead to the conclusion that "unemployment
leads to disease." Thus the social security system
may be a crucial pitfall when the health effects of
unemployment are being investigated.

This situation calls for international research tak­
ing into account differences in social security sys­
tems and applying the same health measures in
studies of the health effects of unemployment.
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