Disability and Rehabilitation

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/idre20

Prevalence, types, and combinations of multiple
problems among recipients of work disability
benefits
Kor A. Brongers, Tialda Hoekstra, Pepijn D. D. M. Roelofs & Sandra Brouwer
To cite this article: Kor A. Brongers, Tialda Hoekstra, Pepijn D. D. M. Roelofs & Sandra Brouwer
(2021): Prevalence, types, and combinations of multiple problems among recipients of work
disability benefits, Disability and Rehabilitation, DOI: 10.1080/09638288.2021.1900931
To link to this article: https://doi.org/10.1080/09638288.2021.1900931

© 2021 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.
View supplementary material

Published online: 31 Mar 2021.

Submit your article to this journal

View related articles

View Crossmark data

Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=idre20

DISABILITY AND REHABILITATION
https://doi.org/10.1080/09638288.2021.1900931

ORIGINAL ARTICLE

Prevalence, types, and combinations of multiple problems among recipients of
work disability benefits
Kor A. Brongersa,b,c

, Tialda Hoekstraa,d

, Pepijn D. D. M. Roelofsa,d,e

and Sandra Brouwera,d

a
Department of Health Sciences, Community and Occupational Medicine, University of Groningen, University Medical Center Groningen,
Groningen, The Netherlands; bResearch Center for Labour Expertise, Nijkerk, The Netherlands; cDutch Social Security Institute: The Institute for
Employee Benefits Schemes (UWV), Amsterdam, The Netherlands; dResearch Center for Insurance Medicine, AMC-UMCG-UWV-VU University
Medical Center Amsterdam, Amsterdam, The Netherlands; eResearch Centre Innovations in Care, Rotterdam University of Applied Sciences,
Rotterdam, The Netherlands

ABSTRACT

ARTICLE HISTORY

Purpose: For persons on disability benefits who are facing multiple problems, active labour market policies seem less successful. Besides health problems, these people perceive personal, social, and environmental problems. Since very little is known about these “non-medical” problems our aim was to explore
the prevalence of clients experiencing multiple problems, the types and number of perceived problems,
combinations of perceived problems, and associated characteristics in a group of work disability benefit recipients.
Methods: We performed a cross-sectional study, using self-reported data on perceived problems and
socio-demographics, and register data from the Dutch Social Security Institute on diagnosed diseases and
employment status. A convenient group of labour experts recruited eligible clients on work disability benefit.
Results: Of the 207 persons on work disability benefit, 87% perceived having multiple problems. Most
reported problems were related to physical (76%) or mental (76%) health. Health problems most frequently occurred together with a mismatch in education, financial problems, or care for family members.
Clients with lower education experienced significantly more problems than clients with an intermediate
or high educational level.
Conclusions: Clients with multiple problems face severe and intertwined problems in different domains
of life, and need tailored multi-actor work disability management.
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ä IMPLICATIONS FOR REHABILITATION

 Clients with multiple problems face severe and intertwined problems in different domains of life;
therefore, interventions tailored to deal with needs related to specific problems might be more
effective than traditional programs.
 Interventions should match experienced barriers, and involve multi-actor work disability management
with all the challenges of mutual cooperation.
 For persons with multiple problems a focus on pure medical barriers is too narrow, because personal,
social, and environmental factors might also obstruct participation in work.

Background
To improve the labour market prospects of persons with disabilities, over the past decades several countries within the
Organisation for Economic Cooperation and Development have
reformed their disability programs. These programs are designed
to foster labour market integration of people who, due to illness
or disability, face challenges in staying or (re-)entering in the
workforce [1]. So-called active labour market policies have proved
to be effective for unemployment benefit recipients. However, for
persons on disability benefit, or unemployed people facing

multiple problems, these policies appear to be less successful
while these specifically focus on return to work instead of using a
more holistic way of supporting people, and addressing an integrated approach at individual, sociostructural, and environmental
level [2,3]. Besides health issues, they are often faced with personal difficulties such as relational, financial, domestic, addiction,
and/or educational problems [4]. Often, the difference between
long-term beneficiaries (unemployed for longer than 12 months
in the Netherlands [5]) and short-term beneficiaries is the presence not just of a single problem but of a cluster of problems.
Moreover, most of these barriers for return to work seem to
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interact with each other [6]. Studies in the UK and in the
Netherlands show that for individuals facing multiple problems,
including poor health, the probability of successfully returning to
work is lower than for persons facing unemployment only [7,8].
These studies also reported a clear negative association between
the number of problems and having paid employment.
In general, experiencing interacting multiple barriers to
employment is in itself the greatest barrier, rather than the type
of problems [9], as people often do not know where to begin,
and there is no single solution for return to work. People with
multiple problems seem to get into a vicious circle of solving one
problem only to be confronted with the next [6]. However, literature adequately addressing multiple problems among disability
claimants is scarce. Furthermore, the concept “multiple problems”
is defined and described differently in various studies, referred to
as multiple barriers, multiple disadvantages, numerous problems,
or just problems [7,8,10–14]. To comply with national studies, the
current definition of multiple problems was used: there are multiple problems in persons when they have to deal with two or
more related and possibly reinforcing problems for a longer
period of time, and the person concerned is unable to develop
and conduct adequate management with regard to control or
solve the problems, resulting in problematic participation in society and labour market [8].
It is important to gain more knowledge about the impact of
multiple problems on work disability recipients, especially since
identifying barriers can actually provide an incentive for action,
and helping disadvantaged clients to address barriers more effectively can lead to improved outcomes for them [15,16].
The aim of this study is to explore the prevalence of
clients experiencing multiple problems, the types and number of
perceived problems, combinations of perceived problems,
and associated characteristics in a group of work disability benefit recipients.

Recruitment
Recruitment took place in two stages. First, we had to recruit
labour experts willing to participate in the trial. In the Dutch
social security system, labour experts play a key role in supporting
the re-integration process of persons with a work disability and
remaining work capacity. In general, disability benefit recipients
are assigned to a labour expert when they are in need of support
for their participation and reintegration in work, resulting in the
labour expert being responsible for the more disadvantaged and
complex clients with multiple problems.
Second, these labour experts had in turn to recruit clients eligible to participate in the trial.
To recruit labour experts, we informed managers of The Dutch
Social Security Institute for Employee Benefit Schemes (UWV)
about the study. The managers selected and informed a contact
person per district. These contact persons then were asked to forward an invitation, written by the researcher to all labour experts
in their district, to participate in the study. In total n ¼ 353 labour
experts (within 11 districts in the Netherlands) were addressed for
participation. The inclusion period was between February and
March 2016, and ended after 40 labour experts had signed up for
the study. During a meeting, all included labour experts were
then further informed about their role in this study.
Participating labour experts were asked to recruit participants
from among their clients, and then to inform those who met the
inclusion criteria about the study.
From clients interested in participating in the trial, labour
experts then collected name, address, and e-mail address and
sent these to a research assistant. The research assistant then sent
to each participant a letter providing more detailed information
about the study, along with a consent form and the first questionnaire. After returning the informed consent form, participants
were included in the study. Clients were recruited by labour
experts between April and December 2016.
Measures

Methods
Design
The current study is a cross-sectional study using baseline data
from the longitudinal Comprehensive Approach to Reintegration
for clients with multiple problems study (CARm study) [14]. The
CARm study is a randomised trial to evaluate the effectiveness of
a training for labour experts to improve work participation by clients with multiple problems. All participants provided written
informed consent. The Medical Ethics Committee of the University
Medical Center Groningen (UMCG), the Netherlands, approved
recruitment, consent and field procedures (ref. M16.194601). The
trial, “The effectiveness of the CARm training for labour experts to
improve work participation of clients with multiple problems”,
was registered at the Dutch Trial Register (NTR5733).

Participants
For the trial, disability benefit recipients who met the following
criteria were included: clients who have been granted for a work
disability benefit and have been assessed with residual work capacity, but are unemployed or not working the complete number
of hours according to their residual work capacity, having an age
of 18–65, and being able to understand and write Dutch.

For this study, we used data from a self-reporting questionnaire,
including items on perceived problems and socio-demographics.
We derived diagnosed diseases and employment status from
register data of the Dutch Social Security Institute: the Institute
for Employee Benefit Schemes (UWV).
Perceived problems, severity, and multiplicity
We assessed perceived problems using a self-constructed questionnaire, asking the participants if they experienced problems in
the following areas: (1) physical health, (2) mental health, (3)
financial problems, (4) care for family or children, (5) educational
mismatch (too low or not appropriate), (6) problems with the
Dutch language, (7) problems with police or justice, (8) housing,
(9) addiction, and (10) domestic violence. These areas were
derived from the categories of multiple problems, selecting the
problems most suitable for the target population out of the four
domains (psychological problems, cultural problems, economic
problems, and normative problems) as reported by Statistic
Netherlands (CBS) [8]. For each reported problem, participants
were asked to score the severity of their problems on a four-point
Likert scale: (1) no barriers, (2) mild barriers, (3) moderate barriers,
and (4) severe barriers. Perceiving problems (yes/no) were defined
as experiencing mild to severe barriers on an item with a score of
2 or higher. Multiple problems (yes/no) were defined as experiencing two or more problems.
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Covariates
Socio-demographic characteristics included gender, age, living status, educational level, and paid employment. All data, except
employment status, were collected with a self-reporting questionnaire. Living status was operationalised with the question: are you
living alone or living together with others. Educational levels were
categorised as low (elementary, preparatory middle-level), intermediate (middle-level applied; higher general continued), and
high (university applied sciences; research university). Paid
employment was measured using data on gross wages and social
benefit pensions from the Dutch tax register, which were available
through data linkage with Polis register data from UWV. Data on
these income characteristics were available on monthly basis with
a follow-up period of one year from the time of enrolment in the
CARm trial. Paid employment was dichotomised into (yes/no)
regarding receiving income from employment according to the
register data of UWV during the month of the study inclusion.
Data on diagnoses were retrieved from the register data provided by UWV. When clients apply for disability benefits, insurance physicians use the Dutch Classification of Occupational
Health and Social Insurance (CAS) to categorise diagnoses, derived
from the International Statistical Classification of Disease and
Related Health Problems [17] (ICD-10). The CAS is based on the
International Statistical Classification of Disease and Related
Health Problems (ICD-10), a medical classification list from the
World Health Organization [18]. During the medical disability
assessment, insurance physicians can list up to three disorders. In
this study, we used only the primary diagnose, the one causing
the most important limitations to being able to work according
to the insurance physician. For generalisability reasons, diagnoses
were clustered into four groups: somatic diseases (e.g., cardiovascular disorders and lumbar disc disorders), intellectual disabilities
(e.g., mild mental retardation (IQ range 50–69)), psychiatric disorders (e.g., depressive episodes), and developmental diseases (e.g.,
autism spectrum disorders).

(range 1–9 clients per labour expert) provided informed consent,
returned the questionnaires, and were included in the study. The
study sample consisted of 95 male clients (46%), with a mean age of
36 years (SD 13.0). One-third (33%) were low educated, 35% lived
alone, and 14% were in paid employment. Most clients were diagnosed with a somatic disease (35%) or a psychiatric disorder (31%),
followed by developmental disorders (15%) and intellectual disabilities (14%) (Table 1).
Type and severity of perceived problems
Of the 207 included clients, 156 (76%, two missing value, n ¼ 205)
perceived physical problems, 49 (24%) perceived no physical problems. Furthermore, 156 (76%, one missing value, n ¼ 206) perceived
mental problems and 50 (24%) perceived no mental problems. In
addition, 57% perceived an educational mismatch, 43% perceived
financial problems, 38% experienced barriers due to care for family,
15% perceived housing problems, 13% perceived problems with the
Dutch language, 11% problems with addiction, 4% problems with
police or justice, and 3% because of domestic violence (Table 2).
About a quarter of the participants (25%) with physical health
problems rated these problems as severe, 19% perceived their
mental health problems as severe, and 16% perceived problems
regarding an educational mismatch as severe (Figure 1).
Number and combinations of perceived problems
A total of 179 (87%) participants reported multiple (two or more)
problems. On average, three (1.7 SD) problems were perceived,
and 12% reported having six or more problems (Figure 2). We
found several combinations of perceived problems. Of the 191 clients with mental and/or physical problems, 106 (55%) also
Table 1. Participant characteristics.
Characteristics

Analyses
To analyse the number, type, and severity of perceived problems
we used descriptive statistics (frequencies, percentages, means,
and standard deviations). To analyse combinations of perceived
problems, we visualised the combinations in a matrix, and in flow
chart structures. We presented the most informative structure,
based on frequency; this means starting off from perceived mental and/or physical problems and the three most reported additional perceived problems, up to three levels. Furthermore, we
dichotomised the diseases diagnosed by the insurance physician
as primarily physical or mental. We conducted subgroup analyses,
using frequencies to explore whether the perceived additional
problems were similarly distributed in both diagnosis groups.
We analysed associations of age, gender, educational level, living
circumstances, paid employment, and type of diagnosed disease
with the number of perceived problems, using univariable and multivariable linear regression analyses. We selected all variables with a
p < 0.20 in the univariable analyses for multivariable linear regression
analysis, as stricter p values can fail in identifying variables known to
be important [19]. In the multivariable model, we used p < 0.05 to
interpret as statistically significant. For all analyses, we used the statistical package SPSS version 25.0 (SPSS Inc., Chicago, IL).

Results
In total, 40 labour experts approached 418 eligible clients. After
sending the study documents, 207 clients of 38 labour experts
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Gender (male)
Age (mean ± SD)
Educational level
Low
Middle
High
Living alone
Diagnosis
Intellectual disabilities
Developmental disorder
Psychiatric disorders
Somatic diseases
Paid work (yes)
a

Total (n ¼ 207)a
n (%)
94 (45.4)
35.6 ± 13.0
68
99
37
71

(32.9)
(47.8)
(17.9)
(34.3)

30
32
65
72
29

(14.5)
(15.5)
(31.4)
(34.8)
(14.0)

Due to missing values per variable, numbers do not always add up to n ¼ 207.

Table 2. Type and number of perceived problems.
Perceived problems
Number of perceived barriers (mean ± SD)
Physical health
Mental health
Financial problems
Care for family
Educational mismatch
Dutch language
Police or justice
Housing
Addiction
Domestic violence
a

Total (n ¼ 207)a
n (%)
3.4 ± 1.7
156 (76.1)
156 (75.7)
89 (43.2)
78 (37.9)
115 (56.7)
27 (13.1)
9 (4.4)
31 (15.0)
23 (11.2)
6 (2.9)

Due to missing values per variable, percentages might differ and numbers do
not always add up to n ¼ 207.
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Figure 1. Severity of perceived problems (n ¼ 207).

Figure 2. Prevalence of perceived problems (n ¼ 207).

perceived a mismatch in education, 85 (45%) perceived financial
problems, and 75 (39%) perceived problems due to care for family
(Figure 3). When looking separately at the subgroup of participants with only mental or physical problems, we found similar
patterns. Although not many participants perceived problems
caused by domestic violence (n ¼ 6), all of those who did perceived a 100% combination of additional problems with mental
health, finances, and educational level (see Table 3 for more
details). Although 204 participants were diagnosed with a mental
or physical disorder, despite their diagnosis 12 participants (6%)
within this group reported no barriers due to these disorders. Of
the 12, 75% experienced problems due to mismatch in education
and 33% because of financial problems (Supplementary Figures).
Associations with number of perceived problems
In the univariable analyses, we found male gender, an intermediate or high educational level, and developmental disorders to be
associated with a lower number of perceived problems. In the
multivariable analysis, we found significant association of intermediate educational level (B ¼ 0.717; 95% CI –1.234 to 0.200),
and high educational level (B¼ 1.347; 95% CI 2.030 to 0.664)
with a lower number of perceived problems (see Table 4).

Discussion
Main findings
The aim of this study was to explore the prevalence, type, number, and combinations of problems experienced by disability
benefit recipients, and to study the associations of socio-demographic characteristics and type of diagnosis with the number of
perceived problems. The prevalence of multiple problems was
high; 87% of the participants reported at least two problems, and
the average number of problems was three. Most reported problems were related to physical health, mental health, and/or an
educational mismatch. Up to 25% of participants experienced
these problems as a severe barrier. The most frequent combinations of health problems occurred with a mismatch in education,
financial problems, or care for family members. In the multivariable model, the number of problems perceived by participants
was negatively associated with educational level; i.e., higher educated participants perceived fewer problems.
Comparison with other studies
To our knowledge, this study is the first to report the percentage
of disability claimants who face multiple problems, as well as the
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Financial
problems
(n=30, 16%

Care for
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(n=44, 23%)

Hous ing
(n=13, 7%)
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Financial
problems
(n=57, 30%)

Hous ing
(n=18, 9%)
Language
(n=16, 8%)

Care for
family
(n=13, 7%)
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(n=13, 7%)
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Language
(n=6, 3%)
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Financial
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(n=45, 24%)

Language
(n=9, 5%)

Housing
(n=17, 9%)

Language
(n=4, 2%)

Care for family
(n=75, 39%)

Figure 3. Most frequent combinations of problems.

number and combinations of problems they perceive. These findings are in line with a qualitative study which showed that sicklisted unemployed workers perceived several barriers to returning
to work [6]. This study also reported that not only health problems, but also low education, financial problems, and lack of
childcare facilities were perceived as barriers [6].
Only a small percentage of our study population perceived
problems with domestic violence. However, in this specific group,
almost all perceived additional problems with physical and mental
health, finances, educational mismatches, and housing, and about
half of them perceived problems with care for family, Dutch language, and addiction. Although the group who perceive problems
with domestic violence is small, it seems to be a very problematic
group, with people who experience many problems in different
facets of their lives, including work [20,21].
When exploring associations with the number of perceived
problems, we found that higher educated recipients of benefits
perceive fewer barriers. This is in line with earlier research, showing that those with lower educational levels encounter more barriers to employment [13,22,23]. A possible explanation for this
may be that higher educated people act sooner when a problem
occurs. It is known from the literature that higher education is
associated with social problem-solving [24]. Another plausible
explanation might be that higher educated people usually have
healthier lifestyles, better working conditions, they act sooner
when a problem occurs and are better able to adjust their working conditions [25,26]. Another possible explanation may be that
some of the problems in our questionnaire are known to be

associated with lower educational levels. People with higher education usually have a higher household income [13], and therefore
fewer financial problems. On the other hand, housing is a typical
problem for people receiving a low income [27]. Educational mismatches are also more often perceived as problems by lower educated unemployed workers [22,23].
Strengths and limitations
This study provided insight into personal and social environmental barriers towards working or participating in society beyond
the medical diagnose of an insurance physician. We were able to
include a geographically representative sample of clients from all
regions in the Netherlands, both rural and urban, and from economically strong and less strong regions. Furthermore, for
employment status and diagnosed disease we used register data,
which are more objective than self-reported data. To measure
multiple problems we unfortunately lacked a validated instrument, and therefore had to use a self-constructed questionnaire,
but the constructed questionnaire, based on areas reported by
Statistics Netherlands [8], seemed to work well in quantifying the
amount and severity of problematic areas. Due to selection bias,
we probably underestimated problems with the Dutch language,
as participants had to be able to understand, read and write
Dutch. Additionally, recruitment of participants was performed by
labour experts, therefore, only disability benefit recipients
assigned to labour experts were included in our study. These clients are in need for extra support with regards to participation
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Table 3. Heat map with additional problems (n ¼ 207)a
Perceived
additional
problems

Physical
health
n (%)

Mental
health
n (%)

Financial
problems
n (%)

Care for
family
n (%)

Educational
Mismatch
n (%)

Dutch
language
n (%)

Police
or justice
n (%)

Physical health (n ¼ 156)

!

–

Mental health (n¼ 156)

!

Financial problems (n ¼ 89)

!

74
(47.7%)
75
(48.1%)
–

Care for family (n ¼ 78)

!

64
(41.0%)
63
(40.4%)
47
(52.8%)
–

Educational mismatch (n ¼ 115)

!

87
(55.8%)
87
(55.8%)
59
(65.3%)
46
(59.0%)
–

Dutch language (n ¼ 27)

!

20
(12.8%)
25
(16.0%)
19
(21.3%)
11
(14.1%)
24
(20.9%)
–

Police or justice (n ¼ 9)

!

6
(3.8%)
7
(4.5%)
8
(9.0%)
5
(6.4%)
5
(4.3%)
4
(14.8%)
–

Housing (n ¼ 31)

!

Addiction (n ¼ 23)

!

Domestic violence (n ¼ 6)

!

119
(76.3%)
74
(83.1%)
64
(82.1%)
87
(75.7%)
20
(74.1%)
6
(66.7%)
25
(80.6%)
15
(65.2%)
5
(83.3%)

119
(76.3%)
–

Perceived problems

75
(84.3%)
63
(80.8%)
87
(75.7%)
25
(92.6%)
7
(77.8%)
28
(90.3%)
20
(87.0%)
6
(100.0%)

47
(60.3%)
59
(51.3%)
19
(70.4%)
8
(88.9%)
24
(77.4%)
10
(43.5%)
6
(100.0%)

46
(40.0%)
11
(40.7%)
5
(55.6%)
17
(54.8%)
8
(34.8%)
4
(66.7%)

24
(88.9%)
5
(55.6%)
24
(77.4%)
16
(69.6%)
6
(100.0%)

4
(44.4%)
7
(22.6%)
5
(21.7%)
3
(50.0%)

4
(12.9%)
2
(8.7%)
2
(33.3%)

Housing
n (%)

Addiction
n (%)

25
(16.0%)
28
(17.9%)
24
(27.0%)
17
(21.8%)
24
(20.9%)
7
(25.9%)
4
(44.4%)
–

15
(9.6%)
20
(12.8%)
10
(11.2%)
8
(10.3%)
16
(13.9%)
5
(18.5%)
2
(22.2%)
3
(9.7%)
–

3
(13.0%)
5
(83.3%)

3
(50.0%)

Domestic
violence
n (%)
5
(3.2%)
6
(3.8%)
6
(6.7%)
4
(5.1%)
6
(5.2%)
3
(11.1%)
2
(22.2%)
5
(16.1%)
3
(13.0%)
–

Note: Colors and percentages are based on the number of persons perceiving the problems in the first column.
Due to missings per variable, numbers do not always add up to n ¼ 207.

a

Table 4. Univariate and multivariate linear regression associations between sociodemographic characteristics and number of
perceived barriers.
Univariate analysis
Variable
Gender (female ¼ ref)
Age
Educational level
Low (ref)
Middle
High
Living alone (no ¼ ref)
Diagnosis
Somatic diseases (ref)
Intellectual disabilities
Developmental disorders
Psychiatric disorders
Paid employment (no ¼ ref)
p < 0.20.
p < 0.05.

Multivariate analysis

B
–0.375
–0.001

95% CI for B
–0.843 to 0.092
–0.019 to 0.017

B
–0.359

95% CI for B
–0.820 to 0.102

–
–0.721
–1.375
–0.258

–
–1.221 to 0.220
–2.026 to 0.724
–0.746 to 0.230

–
–0.717
–1.347

–
–1.234 to 0.200
–2.030 to 0.664

0.082
–0.459
0.297

–0.615 to 0.779
–1.144 to 0.227
–0.249 to 0.844

–
0.333
–0.615
0.236
–0.286

–0.371
–1.303
–0.319
–0.954

and reintegration to the labour market, due to their disadvantaged situation. Therefore, the results of our study are only generalisable to a subgroup of clients receiving work disability benefits,
i.e., those who are referred to labour experts for support on their
participation and reintegration.
Implications for practice and research
To encourage (re)employment of people receiving work disability
benefits, recognition of the existence of multiple problems and
how they affect employment chances is necessary [1,8].
Although in social security settings, new instruments have
been developed to assess individuals’ work capacity [28–30], the
focus is still mainly on barriers associated with health issues and
not on issues like domestic violence, financial problems, and
problems due to care for family. Involving multiple institutions
and disciplines in work capacity assessments could lead to a
broader overview of the perceived problems of the claimants,
although it would place high demands on cooperation and datasharing by all those involved [14].
A number of employment support and rehabilitation programs
are available to help people on disability benefits return to the

–
to
to
to
to

1.038
0.074
0.791
0.381

labour market. Some studies of these programs showed promising
results [31]; however, particularly studies involving disadvantaged
populations (lower educated, poor health) have reported poorer
outcomes and lower levels of adherence [32,33]. There are strong
suggestions that individually focused “downstream” interventions,
such as self-management support, have limited effectiveness in
these groups [34] because they fail to take into account potential
barriers within the person’s wider social context (e.g., literacy,
resources, and social supports) [35–39]. As clients with multiple
problems face severe and intertwined problems in different
domains of their lives, interventions tailored to their specific
needs and wishes might be more effective than traditional programs [14]. Such interventions, developed to match the person’s
experienced barriers, would involve multi-actor work disability
management, with all the challenges of mutual cooperation [40].
The limited availability of scientific evidence seems to warrant
further research on the impact of multiple problems and how
these interact. Currently, no validated questionnaire to measure
multiple problems is available. Although our constructed questionnaire, based on areas as reported by Statistics Netherlands [8],
seemed to work well, in future research it is recommended to
develop a validated questionnaire to measure multiple problems,

MULTIPLE PROBLEMS AND WORK DISABILITY BENEFITS

which can also be used in other studies. Fundamental work is
needed to further build a theoretical framework and validate
measures to assess multiple and combined problems. Practicebased scientific research should focus on what works for whom,
and develop interventions that tackle the complexity of multiple problems.

Conclusions
This study showed, among clients on work disability benefits, a
high prevalence of perceived multiple problems. Along with physical and mental health problems, subjects frequently reported
problems with mismatch in education, finances, and care for family. In addition to the medical diagnosis of the insurance physician, clients perceive a range of personal and social
environmental barriers that may hinder reintegration. Since these
problems are diverse, clients with multiple problems on work disability benefit might be better off with a more tailored reintegration approach, aimed specifically at their needs and wishes. A
focus only on physical or mental disorders is too narrow. Since clients experience a variety of personal, social, and environmental
factors which obstruct participation in work, a more integrated,
individual approach involving multi-actor work disability management might be more successful.
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