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Abstract
Objectives: The main objective of this study is to examine the relationship between health and an early exit from paid employment in the Finnish, Polish,
and Spanish populations. The authors have addressed the following 3 issues: who chooses not to work according to gender patterns, whether the health status is a determinant of being non-employed, and what diseases are associated with being non-employed. Material and Methods: The studied material consists of data from the Collaborative Research on Ageing in Europe (COURAGE in Europe) project. The analysis was based on a sample of 5868 individuals, including 1214 from Finland, 2152 from Poland and 2532 from Spain. In the paper, these data were complemented with the results of the PArticipation
To Healthy Workplaces And inclusive Strategies in the Work Sector (PATHWAYS) project. Results: The results of the study revealed that self-rated health
was a strong predictor of being non-employed for different reasons. Chronic diseases, such as arthritis, angina, diabetes, chronic obstructive pulmonary
disease, depression and hypertension, were typically associated with an increased risk of being non-employed due to health problems and early retirement.
Women more frequently reported arthritis and depression, while a higher proportion of men suffered from angina and diabetes. Conclusions: The results
obtained by the authors highlight the importance of evaluating gender patterns in work cessation and, at the same time, the importance of gender-focused
actions in terms of preventing withdrawal from the labor market. In principle, all chronic diseases have some impact on participation in the labor market.
It is worth noting, however, that each of them affects workforce participation in a different manner, depending on the specific disease, country and gender.
For this reason, tailored support to every individual’s needs is highly recommended. Int J Occup Med Environ Health. 2020;33(3):365–84
Key words:
self-rated health, unemployment, gender differences, workforce, chronic disease, work cessation
Funding: the study was financed from the financial resources for science in 2016–2018, granted for the implementation of an international co-funded project. This study
was supported by the European Union’s Health Programme (2014–2020) (grant No. 663474 entitled “PATHWAYS: PArticipation To Healthy Workplaces And inclusive
Strategies in the Work Sector,” project manager: Matilde Leonardi, Ph.D.) and by the Polish Ministry of Science and Higher Education (grant No. 3649/HP3/16/2017/2,
project manager: Prof. Beata Tobiasz-Adamczyk). This study was also supported by the European Community’s Seventh Framework Programme (FP7/2007–2013)
(grant No. 223071 entitled “The Collaborative Research on Ageing in Europe,” project manager: Matilde Leonardi, Ph.D.) and by the Polish Ministry of Science and
Higher Education (grant No. 1277/7PR/UE/2009/7, project manager: Prof. Beata Tobiasz-Adamczyk).
Received: April 20, 2018. Accepted: February 25, 2020.
Corresponding author: Aleksandra Piłat, Jagiellonian University Medical College, Department of Medical Sociology, Kopernika 7a, 31-034 Kraków, Poland (e-mail:
aleksandra.pilat@uj.edu.pl).

Nofer Institute of Occupational Medicine, Łódź, Poland

365

ORIGINAL PAPER

    A. PIŁAT ET AL.

INTRODUCTION
In most European countries, workforce ageing and labor shortages are among the most important challenges.
In 2030, at the European Union (EU) level, the proportion of mature employees will reach a peak. However, in
the case of individual European countries, the intensification of this process will be different in terms of the character and rate. For example, in the coming decades, the share
of people aged 45–64 in 12 out of 28 EU countries will
reach ≥50%, and even 53–54% in the case of Slovakia,
Poland, Romania and Latvia [1]. Most of these people
will remain out of paid work or they will withdraw from
the labor market prematurely. The decline among women
will be even more significant due to different patterns of
workforce participation for women and men. Statistically
speaking, women are less occupationally active than men.
In 2017, among people aged 20–64, the share of working
women in Europe reached 66.5% and the share of working men – 78%. In Spain, for example, <60% of women
were working compared to 71.5% of men [2]. For people
aged >50, these differences are getting even bigger. For
example, in Poland, the activity rate for women aged 50–64
in 2017 was 51.1%, and for men 67.2%. Taking into account
only people aged 60–64, this rate was 22.1% of working
women, compared to almost 50% of working men [3].
Workforce participation depends on many factors. Some
of them have been examined by various researchers. Special attention has been paid to both health and chronic
conditions, as well as the integration and reintegration into the labor market. People with chronic diseases
(PwCDs) (defined by WHO as diseases characterized with
long duration and a generally slow progression, which are
not transmitted from one person into another) often experience some negative impact on their working life [4]. This
dependence has been widely discussed in many research
studies and from many perspectives. On the one hand,
a systematic review conducted by Rijn et al. [5] revealed
that the presence of ≥1 chronic disease was a risk factor
366
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for transition into a disability pension or unemployment.
On the other hand, a Finnish empirical study [6] exploring
unemployment and various aspects of health found that
people of poor health were likely to belong to the group
of people who eventually become unemployed. Hence,
this study stressed that self-rated health (SRH) does not
change as such with the occurrence of unemployment.
However, the main focus in this study was on specific diseases, not only on the general health status. The authors
limited their review of the existing literature to the analysis
of the relationship between specific chronic diseases and
the situation on the labor market. For example, a study
based on the longitudinal Survey of Health, Ageing and
Retirement in Europe (SHARE) data demonstrated
the impact of cardiovascular diseases and diabetes on
the increased probability of an early exit from paid employment via disability benefits or early retirement and, to
a smaller extent, via unemployment or other exit routes [7].
Yet another study by Rumball-Smith et al. [8], which examined the impact of diabetes on leaving the workforce across
16 countries, found that people with diabetes had a 30%
increase in the rate of workforce exit, compared to people
without the disease. Moreover, about 1 in 17 cases of nonparticipation in workforce could be attributed to chronic
obstructive pulmonary disease (COPD) or asthma [9].
An Australian study which examined the impact of several chronic diseases on the probability of workforce participation confirmed that the impact of such diseases was
significant although it differed depending on gender and
age [10]. It is well known that morbidity in most chronic
diseases also differs according to gender. Firstly, there
are some differences in how these diseases affect men
and women: it has been stressed that “these diseases and
their risk factors are very much influenced by the roles
and expectations in the society” [11]. In consequence,
women tend to be affected by chronic diseases at younger
ages than men, and they live longer with their diseases
or disability. For example, epidemiological studies have
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proven that men and women face different risks and have
different outcomes with cardiovascular diseases [12]. In
European countries, more women than men have been
found to suffer from depression, asthma, and high blood
pressure [13], while ischemic heart disease is the most frequent cause of death among men [14].
There are also differences between gender, chronic diseases and workforce participation. A study conducted
in Australia demonstrated gender patterns in workforce
participation among PwCDs: men with depression or arthritis were less likely to work full time, whereas women
with depression “preferred” part-time jobs [15]. Tunceli
et al. [16], in a longitudinal study focused on the effect of
diabetes on the labor market, demonstrated a greater association between diabetes and work-lost days for women
than for men.
The health status is the indicator mostly connected with
the occupational situation. From the employers’ perspective, problems are focused on the cost of accommodation and the lack of knowledge about the needs with respect to workplace adaptation; employers are not aware
enough of how to deal with workers with disabilities, and
they are afraid of the PwCDs’ employment condition [17].
On the part of employees, long-term health problems increase fatigue or the lack of understanding, sometimes
also the feeling of shame attributable to diseases and
stigmatization [18]. In consequence, PwCDs are less frequently employed than others [19]: only 34% of them are
employed in Europe [20]; among people aged 50–59 in
2013, 74% of men and 63% women with 1 chronic disease,
and 61% of men, as compared to 48% of women, with
≥2 chronic diseases, were employed [21]. Furthermore,
employees with chronic diseases have fewer opportunities
to get a new job once they are made redundant [22].
As previously described, non-communicable diseases
(NCDs) have a significant impact on the labor market
structure, workers, employers, and the society as a whole: in
terms of workforce participation, hours worked, job turn
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over and, obviously, early retirement [23]. About 555 000
European citizens of working age died of chronic diseases
in 2013: assuming that those people would have been occupationally active to the age of 65 at the same employment
rate as the rest of the population, and based on the average salary of workers in the EU, this amounts to a yearly
loss of EUR 115 billion [21]. In European countries, an
average cost of social benefits due to ill-health expenditure
on disability and paid sick leaves corresponds to 1.7% of
the gross domestic product [21]. The awareness of this relationship could support policy makers, scientists and advocacy groups in creating solutions and systems focused on
the retention of employees at the workplace.
To the best of the authors’ knowledge, there have been no
comparative data which would identify gender and country
patterns of people with specific health conditions, and being out of workforce. Most of the existing studies regarding
health and workforce participation are focused only on people approaching their retirement age or on older workers.
One of the most important databases covering this group is
the SHARE study [24], which is the first multidisciplinary,
longitudinal European project of micro data on the health,
socio-economic status, and social and family networks of
individuals aged ≥50. There is also some research including people of working age. Garcia-Gomez et al. analyzed
the relative role that health plays as a determinant of both
exit from and entry to paid employment [25]. They found
that a health shock (a sudden deterioration to health) was
an important factor in the transition from the labor market for both younger and older workers. Most of the existing research concentrates only on 1 disease [26–30] or
on a general measure of health, frequently based on SRH
[31], and none of them has identified gender patterns as
a determinant of unemployment.
Aim
The main aim of this study is to examine the association
between the health condition and an early exit from paid
IJOMEH 2020;33(3)
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employment in the Finnish, Polish and Spanish populations. More precisely, the authors have tried to identify:
– whether men and women decide not to work for different reasons,
– whether the health status is a determinant of being
non-employed,
– which diseases are associated with being non-employed.
The outcome of the study is discussed in the light of the innovative approaches to promote the occupational integration and reintegration of PwCDs, and to improve their
employability.
MATERIAL AND METHODS
Study design and sample
In this paper, data from the Collaborative Research on
Ageing in Europe (COURAGE in Europe) project were
used. Information was gathered through household interviews, where interviews were conducted face-to-face
by computer-assisted personal interviewing (CAPI).
All the interviewers participated in a training course for
the administration of the survey. Quality control procedures were implemented during fieldwork. The study
sample size covered 10 800 individuals aged >18, in total: Finland (N = 1976), Poland (N = 4071) and Spain
(N = 4753). The authors used a stratified multi-stage random sampling method. In Poland and Spain, the respondents were randomly selected from among the inhabitants of households from a certain age group, according to
the geographical administrative regions and the number
of people living there. In Finland, the design was a stratified 2-stage cluster sampling design, and the strata were
created based on the largest cities and university hospital
regions. A systematic sampling of people was conducted
so that the sample size in each stratum was proportional to
the corresponding population base. The response rate was
53.4% for Finland, 66.5% for Poland and 69.9% for Spain.
These countries were selected to broadly represent different European regions, representing the north, the east
368
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and the south of Europe, respectively, taking into consideration their population and health characteristics [32].
In the paper, 1111 subjects out of the whole sample were excluded due to the fact that they had never worked. Next, 3691
were excluded as they were not in the working age category.
Due to the Polish legal solutions regarding retirement age
(65 for men and 60 for women), the authors adjusted working age to 18–59 for Polish women. For women in Finland
and Spain, as well as for men in every analyzed country,
working age was defined as 18–64. Finally, the sample size
available for the research purposes was 5898 individuals,
including 1214 from Finland, 2152 from Poland and 2532
from Spain. The unemployment rate among those included
in the study was 32% in Finland, 40% in Poland and 47% in
Spain. More details are presented in Figure 1.
Data from the COURAGE in Europe project were complemented in the discussion section with results of the PArticipation To Healthy Workplaces And inclusive Strategies in
the Work Sector (PATHWAYS) project. The general aim of
the PATHWAYS project was to identify innovative strategies
to adapt the workplace to the needs of PwCDs, and to improve
their integration and reintegration into the workplace.
The COURAGE in Europe project (that interviewed
nationally representative samples of adult populations
from 3 European countries: Finland, Poland and Spain)
constituted a trigger to this study. The COURAGE in Europe project was scientific, quantitative research, whereas
the PATHWAYS project was more focused on practical
solutions: providing useful insights for a more inclusive
labor market. Both projects contained data according to
chronic diseases; somatic and mental, as well as occupational situations of people suffering from chronic diseases
in European countries.
Measures
Health status
Based on the COURAGE in Europe project dataset,
the following 7 common chronic diseases which impact
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The COURAGE in Europe project
(N = 10 800)

Finland
(N = 1976)

Excluded:
– never worked: 73
– age criterion: 689 (F: 408, M: 281)

Available for analyses: 1214
– employed/working: 822 (F: 450, M: 372)
– non-employed: 392 (F: 227, M: 165)

Poland
(N = 4071)

Spain
(N = 4753)

Excluded:
– never worked: 397
– age criterion: 1522 (F: 1015, M: 507)

Available for analyses: 2152
– employed/working: 1281 (F: 670, M: 611)
– non-employed: 871 (F: 487, M: 384)

Excluded:
– never worked: 741
– age criterion: 1480 (F: 668, M: 812)

Available for analyses: 2532
– employed/working: 1343 (F: 648, M: 695)
– non-employed: 1189 (F: 648, M: 541)

Figure 1. The design of the Collaborative Research on Ageing in Europe (COURAGE in Europe) project (2009–2012)

on work ability were selected: diabetes, rheumatic dise
ases, hypertension, COPD, as well as asthma, heart
diseases, and depression. The respondents were asked
to indicate any chronic diseases they had ever been diagnosed with. The question about those diseases was: “Have
you ever been diagnosed with/told you have: arthritis/a
heart disease/diabetes/chronic lung disease/asthma/high
blood pressure/depression?” If the respondents answered
“Yes,” they were considered to have the disease.
The diseases analyzed in the PATHWAYS project were:
musculoskeletal disorders (back and neck pain), mental
health conditions (depression), metabolic disorders and
diabetes, cardiovascular diseases, respiratory diseases,
and neurological diseases (migraine). They were selected
based on their contribution to the years lost due to disability (YLDs) in Europe in 2015 [33], and they were similar
(except neurological diseases and hypertension, and with
a difference between musculoskeletal disorders in the
PATHWAYS project and arthritis in the COURAGE in
Europe project) to those analyzed in the COURAGE
in Europe project.

Self-rated health –
data from the COURAGE in Europe project
In the study, SRH was also taken into account. It was elicited by the following question: “In general, how would
you rate your health today?” The answer was assessed on
a 5-pt scale, from the best (“very good” – 1) to the worst
(“very poor” – 5).
Employment status –
data from the COURAGE in Europe project
Firstly, the authors excluded from their analysis people
who had never been working; more precisely, those who
answered “No” to the question: “As you know, some people take up jobs for which they are paid in cash or in-kind.
Other people sell things. Have you ever in your life done
any type of work (not including housework)?” Therefore,
the non-employed outcome was defined by the dichotomous question: “Have you worked for at least 2 days during the last 7 days?” Between “No” responses, exclusions
were performed for the student category, voluntary job,
no economic need, and no permission. The category of
IJOMEH 2020;33(3)
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seasonal work was added to the working people group.
Then, self-defined reasons for being non-employed were
classified into 5 categories: being a homemaker instead
of being employed, being non-employed due to care providing, being non-employed due to difficulties in finding
a job, being non-employed due to early retirement, and
being non-employed for other reasons.
Statistical analysis
Basic characteristics of the participants included in
the analyses have been presented separately for women
and men across the 3 countries considered (Finland, Poland and Spain). Differences between men and women
were tested by the χ2 test as all the analyses fulfilled the expected value ≥5 criterion. The risk of being non-employed
was estimated by logistic regression models. The models calculate the relative odds (the odds ratio [OR]) for
the outcome of interest among the defined group, as compared to the reference group. The OR was used as a proxy
measure of withdrawal (being non-employed) from the labor market. Different outcomes were considered, i.e.:
– being a homemaker instead of being employed,
– being non-employed due to care providing,
– being non-employed due to difficulties in finding a job,
– being non-employed due to early retirement,
– being non-employed for other reasons.
The risk was estimated for different SRH levels with
the reference group of individuals who reported their
health as very good by the ordinal logistic regression models. The second part of the analyses focused on the association between the diagnosis of a specific disease (with
no disease as a reference) and being non-employed by
the nominal logistic regression. The results are presented
as ORs and 95% confidence interval (CI) limits. The significance of variables in the model was based on the Wald
statistic. Results with the p-value of <5% were considered
statistically significant. All the analyses were performed
using IBM SPSS Statistics version 24 for Windows.
370
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RESULTS
Considering SRH, a statistically significant difference between gender groups was observed only in Poland, and
there were fewer women than men who reported having
a poor and very poor health status. The health status was
also assessed by physicians who reported the presence of
diagnosed diseases. The observed pattern was very similar
in each of the analyzed countries. Women more frequently
reported arthritis and depression, but a higher proportion
of men had angina and diabetes. There were also some
country-specific differences, as COPD was observed more
frequently among men in Poland only, and high blood
pressure was reported by a higher proportion of men
in Poland, compared to a higher proportion of women in
Spain (Table 1).
Some details about employment and the current working
status are presented in Table 2. A higher proportion of
working men, compared to women, was observed in Spain,
and also in 2 other countries the direction of the difference
was the same, although it was statistically insignificant.
The distribution of reasons for being non-employed also
varied in the 3 countries under analysis. The main reason
in Finland was early retirement for both women and men;
in Poland, it was health problems in women and early retirement in men, and in Spain difficulties in finding a job for
both women and men (Table 2). The distribution of other
reasons for being non-employed showed that more women
than men declared being homemakers as an argument for
not being occupationally active in Finland (4.6% vs. 0.4%),
in Poland (6.8% vs. 1.6%) and also in Spain (14.4% vs.
0%). Care providing as the reason for being non-employed
was much more common among women in Poland (2.4%)
and Spain (3.2%).
In the second part of the statistical analyses, the authors
tried to reveal whether the health status was a determinant of being non-employed for a specified reason (so,
if a person was non-employed due to difficulties in finding
a job, the analysis tried to answer whether this fact was
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somehow linked with the person’s health status, i.e., to
check if health deterioration increased the probability of
being non-employed due to difficulties in finding a job).
As regards being a homemaker instead of being employed,
health deterioration decreased the probability of this outcome in Finnish women, and in Polish women and men.
However, a reverse effect was observed for Spanish women, among whom a worse health status increased the probability of being a homemaker in that group. No associations were observed between being non-employed due to
care providing and the health status of the respondents.
Typically, health deterioration was linked to the increase
in the risk of being non-employed due to difficulties in
finding a job.
Significant trends showing a continuous increase in
the risk across health categories, from very good to poor
or very poor, was observed in Finnish women, Polish men
and women, and Spanish men and women. Moreover,
a poor health status was a very strong predictor of being
non-employed among women in Finland (OR = 13.87,
95% CI: 2.28–84.2) and in Poland (OR = 11.4, 95% CI:
3.11–42.0). The number of individuals reporting very poor
health in the study population was too small to perform reliable analyses in the majority of the analyzed subgroups,
except men in Poland among whom it was found that very
poor health increased the risk of being non-employed due
to difficulties in finding a job by approx. 20 times. The other part of data just confirmed these expectations, showing
a clear association between a decrease in the subjective
health status and an increased risk of being non-employed
due to health problems. In addition, a strong significant
association was observed in each of the analyzed groups
across all the countries under consideration.
Finally, the authors addressed the question of how SRH
influenced the risk of being non-employed due to early
retirement. People with deteriorated health were more
likely to start their retirement earlier. The risk of being
non-employed for this reason among individuals with poor
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health was almost 5 times higher among men in Finland
and Spain, and 16 times higher among men in Poland.
As regards women, the risk of being non-employed due to
early retirement associated with poor health (as compared
with women with very good health), was 6 times higher in
Finland, 12 times higher in Poland, and >18 times higher
in Spain. Very poor health had an even stronger effect
(Table 3).
As the last part of their investigation, the authors performed analyses to determine which diseases were associated with being non-employed for different reasons.
The first reason, i.e., being a homemaker instead of being
employed, was linked only with arthritis, but this disease
increased the risk of being non-employed only among
women in Spain (OR = 2.24, 95% CI: 1.49–3.34). There
were no associations between different diseases and being non-employed due to care providing for the majority
of diseases except hypertension among women in Spain
(OR = 3.38, 95% CI: 1.68–6.80).
Considering the risk of being non-employed due to difficulties in finding a job among women in Finland, diabetes, depression and hypertension were the conditions
associated with an increase (Table 4). Hypertension was
the only statistically significant factor for men in Finland
and for women in Poland. In Spain, diseases which were
significantly linked with this outcome included arthritis,
depression and hypertension in women, and diabetes in
men. The diagnoses of arthritis, angina, diabetes, COPD
(except in Finland), as well as depression and hypertension, were typically associated with an increased risk of
being non-employed due to health problems. The disease
which failed to show any association was asthma, which
was significant only among men in Spain (Table 4). All
the aforementioned diseases were also somehow linked
with an increased risk of being non-employed due to early
retirement. The strongest predictor in Finland was angina for both gender groups; in Poland, it was diabetes for
women and hypertension for men, and in Spain hypertenIJOMEH 2020;33(3)
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23
3

moderate

poor

very poor

132

hypertension

b

a

Degree of freedom = 4 for all p-values.
Degree of freedom = 1 for all p-values.
* Pearson’s χ2 test.

81

10

COPD
135

31

diabetes

depression

8

angina

asthma

226

arthritis

Chronic disease

375

good

b

102

19.6

20.0

12.0

1.5

4.6

1.2

33.5

0.4

3.4

25.7

55.4

15.1

127

53

48

13

45

25

148

4

19

155

276

83

23.6

9.9

9.0

2.4

8.4

4.7

27.6

0.7

3.5

28.9

51.4

15.5

%

n

n

%

men
(N = 537)

women
(N = 677)

very good

Self-rated health

a

Health status

Finland

0.087

<0.001

0.086

0.235

0.007

<0.001

0.027

0.642

p*

262

150

52

49

56

41

209

9

76

378

547

147

n

22.6

13.0

4.5

4.2

4.8

3.5

18.1

0.8

6.6

32.7

47.3

12.7

%

women
(N = 1157)

343

59

47

64

86

58

142

17

103

315

395

165

n

34.5

5.9

4.7

6.4

8.6

5.8

14.3

1.7

10.4

31.7

39.7

16.6

%

men
(N = 995)

Poland

<0.001

<0.001

0.800

0.023

<0.001

0.012

0.018

<0.001

p*

240

354

90

55

72

18

248

20

134

369

586

187

n

28.6

27.3

6.9

4.2

5.6

1.4

19.2

1.5

10.3

28.5

45.2

14.4

%

women
(N = 1296)

285

157

63

56

129

52

122

8

108

356

585

179

n

23.1

12.7

5.1

4.5

10.4

4.2

9.9

0.6

8.7

28.8

47.3

14.5

%

men
(N = 1236)

Spain

0.005

<0.001

0.052

0.724

<0.001

<0.001

<0.001

0.140

p*

Table 1. Health status of the Collaborative Research on Ageing in Europe (COURAGE in Europe) project (2009–2012) participants by gender in Finland, Poland
and Spain
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41

186
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n
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n
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#
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p for trend

#
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Finland
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#
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#
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#
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1.21 (0.23–6.34)

Poland

Unemployment risk

<0.001

2.85 (0.27–29.36)

4.82 (2.16–10.72)

2.84 (1.52–5.31)

2.55 (1.40–4.65)

N = 834

women
(N = 1296)

Spain

<0.001

0.002

p*

#

#

#

#

N = 695

men
(N = 1236)

2.5

10.6

11.2

19.3

0.2

0.0

56.2

%

men
(N = 1236)

Spain

Table 3. Risk of being non-employed for different reasons, associated with the level of self-rated health in gender groups across countries:
the Collaborative Research on Ageing in Europe (COURAGE in Europe) project (2009–2012) participants by gender in Finland, Poland and Spain

b

a

Degree of freedom = 1 for all p-values.
Degree of freedom = 6 for all p-values.
* Pearson’s χ2 test.

31

450

%

n

n

%

men
(N = 537)

women
(N = 677)

being a homemaker

Non-employedb

Currently workinga

Employment status

Finland

Table 2. Employment status of the Collaborative Research on Ageing in Europe (COURAGE in Europe) project (2009–2012) participants by gender in Finland,
Poland and Spain
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#
#
#

moderate (OR (95%CI))

poor (OR (95%CI))

very poor (OR (95%CI))

2.64 (0.82–8.44)
13.87 (2.28–84.2)

moderate (OR (95%CI))

poor (OR (95%CI))

92.50 (14.96–571.6)

poor (OR (95%CI))

6.16 (0.93–40.8)

poor (OR (95%CI))

p for trend

<0.001

#

3.52 (1.37–9.01)

moderate (OR (95%CI))

very poor (OR (95%CI))

1.31 (0.52–3.28)

N = 515

Early retirement

good (OR (95%CI))

<0.001

p for trend

#

13.82 (3.21–59.45)

moderate (OR (95%CI))

very poor (OR (95%CI))

2.23 (0.50–9.90)

N = 514

Health problems

good (OR (95%CI))

<0.001

p for trend

#

0.92 (0.29–2.88)

good (OR (95%CI))

very poor (OR (95%CI))

N = 484

N = 399

#

#

#

#

N = 372

men
(N = 537)

<0.001

#

4.86 (0.42–55.71)

6.08 (1.76–20.98)

4.24 (1.32–14.80)

N = 438

<0.001

#

53.5 (11.18–256.1)

5.83 (1.68–20.16)

1.84 (0.51–6.55)

N = 426

0.140

#

14.6 (0.79–269.6)

5.32 (0.64–44.2)

6.63 (0.87–50.6)

Finland

Difficulties in finding a job

p for trend

#

N = 451

women
(N = 677)

good (OR (95%CI))

Care providing

Unemployment odds according
to the level of self-rated healtha

36.91 (5.02–271.2)

10.20 (1.35–76.63)

N = 735

<0.001

19.57 (1.10–346.5)

4.07 (1.19–13.90)

2.81 (1.17–6.72)

1.11 (0.44–2.76)

N = 664

#

#

#

#

N = 612

men
(N = 995)

3.48 (1.16–10.39)

1.73 (0.57–5.21)

N = 752

0.016

2.42 (0.38–15.11)

2.15 (1.08–4.28)

1.36 (0.84–2.19)

1.10 (0.70–1.73)

N = 865

0.052

10.0 (0.84–118.5)

2.81 (0.59–13.21)

2.32 (0.74–7.21)

1.82 (0.60–5.48)

N = 689

women
(N = 1296)

<0.001

20.60 (1.11–379.4)

12.58 (3.90–40.55)

6.57 (2.55–16.88)

2.66 (1.03–6.88)

N = 793

<0.001

47.53 (5.29–426.5)

<0.001

78.2 (7.70–795.9)

16.31 (6.22–42.70)

7.96 (3.54–17.91)

3.95 (1.75–8.90)

N = 767

<0.001

1507 (88.1–25768)

N = 833

0.048

#

1.84 (0.86–3.95)

1.23 (0.78–1.93)

0.82 (0.54–1.26)

N = 933

#

#

#

0.59 (0.05–6.65)

N = 698

men
(N = 1236)

<0.001

60.00 (7.16–502.1)

18.75 (3.91–89.89)

4.64 (1.03–20.78)

5.96 (1.40–25.29)

N = 708

<0.001

<0.001

8.07 (0.47–136.3)

4.76 (1.97–11.52)

2.23 (1.17–4.21)

1.13 (0.60–2.11)

N = 826

<0.001

100.0 (19.59–510.4) 339.0 (26.81–4285.5)

151.5 (34.44–666.5)

13.11 (3.11–55.21)

4.33 (1.01–18.44)

Spain

14.08 (6.22–31.86) 262.5 (34.55–19995) 47.8 (16.07–142.1)

2.65 (1.39–5.05)

0.67 (0.34–1.34)

N = 814

<0.001

#

11.4 (3.11–42.0)

3.34 (1.12–9.89)

2.34 (0.81–6.76)

N = 739

0.616

#

2.86 (0.24–33.2)

1.94 (0.39–9.55)

2.55 (0.58–11.18)

N = 698

women
(N = 1157)

Poland

Unemployment risk

Table 3. Risk of being non-employed for different reasons, associated with the level of self-rated health in gender groups across countries: the Collaborative Research
on Ageing in Europe (COURAGE in Europe) project (2009–2012) participants by gender in Finland, Poland and Spain – cont.
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0.92 (0.32–2.68)
10.57 (2.16–51.73)
#
0.10

moderate (OR (95%CI))

poor (OR (95%CI))
very poor (OR (95%CI))
p for trend

4.86 (0.42–55.71)
#
0.377

1.26 (0.29–5.47)

0.86 (0.21–3.41)

N = 388

1.04 (0.21–5.09)
#
0.428

0.55 (0.23–1.32)

0.51 (0.23–1.11)

N = 714

2.59 (0.82–8.13)
#
0.918

0.37 (0.12–1.09)

0.57 (0.25–1.31)

N = 645

0.37 (0.46–3.03)
#
0.320

0.72 (0.30–1.77)

0.69 (0.31–1.54)

N = 688

#
#
0.029

0.37 (0.13–1.05)

0.44 (0.19–1.02)

N = 726

Being a homemaker (OR (95%CI))
arthritis
angina
diabetes
COPD
asthma
depression
hypertension
Care providing (OR (95%CI))
arthritis
angina
diabetes
COPD
asthma
depression
hypertension

Unemployment odds according
to the diagnosis of a particular disease
N = 479
0.33 (0.11–0.96)
#
#
#
0.54 (0.12–2.36)
1.65 (0.68–4.00)
0.18 (0.02–1.38)
N = 449
#
#
#
#
#
#
#

women
(N = 677)

men
(N = 537)
N = 374
3.37(0.20–54.55)
#
15.90 (0.96–262.9)
#
10,24 (0.62–167,5)
#
#
N = 372
#
#
#
#
#
#
#

Finland

N = 749
0.94 (0.49–1.80)
1.35 (0.39–4.67)
1.35 (0.39–4.67)
0.97 (0.28–3.30)
1.37 (0.46–4.06)
1.80 (0.94–3.44)
1.01 (0.54–1.90)
N = 698
0.87 (0.29–2.57)
#
1.26 (0.16–9.83)
#
0.95 (0.12–7.31)
1.09 (0.32–3.73)
2.43 (1.07–5.53)

women
(N = 1157)

men
(N = 995)
N = 627
1.14 (0.25–5.12)
1.5 (0.19–11.79)
2.35 (0.51–10.75)
4.01 (0.85–18.80)
2.42 (0.52–11.10)
1.56 (0.19–12.30)
2.13 (0.78–5.83)
N = 612
#
#
#
#
#
#
#

Poland

Unemployment risk

N = 834
2.24 (1.49–3.34)
#
1.79 (0.87–3.65)
1.59 (0.71–3.56)
1.30 (0.69–2.46)
1.29 (0.88–1.90)
2.55 (1.70–3.82)
N = 689
0.92 (0.35–2.40)
3.21 (0.36–28.17)
2.81 (0.92–8.52)
0.78 (0.10–5.99)
1.26 (0.37–4.29)
0.95 (0.43–2.11)
3.38 (1.68–6.80)

women
(N = 1296)

Spain

N = 698
#
#
#
#
#
#
#

N = 695
#
#
#
#

men
(N = 1236)

Table 4. Risk of being non-employed for different reasons, associated with the diagnosis of a particular diseases in gender groups across countries: the Collaborative
Research on Ageing in Europe (COURAGE in Europe) project (2009–2012) participants by gender in Finland, Poland and Spain

Ordinal logistic regression.
a
Very good as a reference.
#
The logistic regression model did not provide reliable estimates due to no observations or too few observations.

0.45 (0.17–1.18)

N = 482

good (OR (95%CI))

Other reasons
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3.59 (1.13–11.41)
4.59 (0.89–23.68)
2.05 (0.85–4.97)
5.68 (2.76–11.69)
2.32 (1.06–5.08)

diabetes

COPD

asthma

depression

hypertension

2.28 (0.80–6.46)
2.37 (0.46–12.00)
1.29 (0.60–2.78)
4.15 (2.37–7.26)
2.59 (1.44–4.68)

diabetes

COPD

asthma

depression

hypertension

1.76 (0.57–5.45)
#
0.80 (0.33–1.96)
1.28 (0.65–2.53)
4.22 (2.42–7.36)

diabetes

COPD

asthma

depression

hypertension

3.07 (1.75–5.38)

1.04 (0.38–2.82)

0.84 (0.31–2.23)

3.93 (1.08–14.34)

3.18 (1.46–6.92)

37.16 (4.27–323.5) 12.79 (4.88–33.50)

angina

1.80 (1.03–3.16)

1.70 (1.00–2.89)

N = 438

3.77 (2.07–6.88)

4.91 (2.41–10.02)

1.52 (0.63–3.64)

3.58 (0.87–14.79)

3.61 (1.60–8.13)

5.43 (1.65–17.79)

3.13 (1.74–5.63)

N = 426

2.36 (1.01–5.49)

2.22 (0.71–6.89)

0.81 (0.18–3.61)

#

#

#

1.18 (0.48–2.89)

N = 399

men
(N = 537)

arthritis

N = 513

#

angina

Early retirement (OR (95%CI))

2.24 (1.32–3.81)

arthritis

N = 512

13.51 (0.82–220.9)

angina

Health problems (OR (95%CI))

1.77 (0.87–3.59)

N = 482

women
(N = 677)

Finland

arthritis

Difficulties in finding a job (OR (95%CI))

Unemployment odds according
to the diagnosis of a particular disease

3.52 (2.33–5.33)

0.81 (0.40–1.62)

1.55 (0.65–3.68)

1.05 (0.39–2.78)

3.70 (1.74–7.84)

0.85 (0.25–2.94)

1.85 (1.17–2.91)

N = 793

2.90 (1.95–4.32)

3.39 (2.17–5.31)

1.51 (0.67–3.43)

2.45 (1.23–4.90)

4.28 (2.14–8.55)

3.11 (1.47–6.57)

1.95 (1.28–2.97)

N = 814

2.10 (1.20–3.67)

1.55 (0.75–3.17)

1.17 (0.34–3.98)

#

1.02 (0.23–4.48)

1.02 (0.23–4.48)

1.10 (0.57–2.13)

N = 739

women
(N = 1157)
N = 664

men
(N = 995)

3.20 (2.23–4.60)

2.49 (1.28–4.54)

0.67 (0.28–1.64)

2.77 (1.37–5.58)

2.56 (1.44–4.53)

1.37 (0.63–3.00)

1.98 (1.24–3.15)

N = 767

2.74 (1.85–4.08)

3.72 (1.94–7.13)

0.56 (0.19–1.62)

6.39 (3.41–11.99)

3.95 (2.25–6.92)

4.07 (2.17–7.62)

2.54 (1.57–4.12)

N = 735

1.18 (0.64–2.19)

0.45 (0.06–3.39)

#

1.10 (0.25–4.83)

0.98 (0.29–3.32)

0.88 (0.20–3.83)

1.21 (0.52–2.79)

Poland

Unemployment risk

3.92 (2.19–7.01)

2.62 (1.51–4.55)

1.78 (0.72–4.40)

1.65 (0.47–5.73)

2.36 (0.86–6.43)

2.18 (0.25–18.96)

2.20 (1.17–4.13)

N = 708

3.53 (2.20–5.67)

4.42 (2.87–6.79)

1.70 (0.82–3.54)

3.71 (1.72–8.00)

5.44 (2.83–10.43)

10.71 (3.43–33.43)

5.05 (3.22–7.92)

N = 752

1.71 (1.13–2.59)

2.30 (1.64–3.21)

1.45 (0.81–2.60)

1.20 (0.52–2.76)

1.12 (0.51–2.45)

1.80 (0.42–7.60)

1.94 (1.31–2.87)

N = 864

women
(N = 1296)

N = 933

men
(N = 1236)

3.05 (2.05–4.55)

3.30 (2.01–5.43)

0.57 (0.20–1.64)

2.12 (0.86–5.19)

2.37 (1.36–4.14)

2.44 (1.04–5.75)

1.57 (0.84–2.94)

N = 826

2.68 (1.81–3.97)

6.82 (4.38–10.61)

2.40 (1.29–4.46)

7.13 (3.71–13.70)

3.50 (2.12–5.79)

6.75 (3.49–13.05)

4.87 (3.03–7.85)

N = 832

0.92 (0.63–1.36)

1.01 (0.58–1.74)

0.47 (0.19–1.14)

1.47 (0.65–3.33)

1.82 (1.12–2.97)

0.64 (0.21–1.91)

1.07 (0.61–1.89)

Spain

Table 4. Risk of being non-employed for different reasons, associated with the diagnosis of a particular diseases in gender groups across countries: the Collaborative
Research on Ageing in Europe (COURAGE in Europe) project (2009–2012) participants by gender in Finland, Poland and Spain – cont.
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1.04 (0.39–2.73)

0.82 (0.31–2.19)

sion for women and depression for men. The only disease
which did not show any significant effect either in women
or in men, in any of the countries under consideration, was
asthma (Table 4).

Nominal logistic regression.
#
The logistic regression model did not provide reliable estimates due to no observations or too few observations.

1.31 (0.62–2.75)
1.32 (0.61–2.83)
1.03 (0.38–2.78)
hypertension

1.09 (0.30–3.93)

1.24 (0.36–4.23)
1.31 (0.62–2.75)
#
2.35 (1.08–5.11)
1.05 (0.39–2.83)
depression

1.82 (0.39–8.45)

0.61 (0.08–4.60)
0.41 (0.05–3.07)
0.51 (0.06–3.87)
2.58 (0.85–7.77)
2.22 (0.91–5.40)
asthma

#

#
2.54 (0.72–8.95)
1.75 (0.39–7.81)
1.17 (0.27–5.13)
#
COPD

#

0.90 (0.21–3.92)
#
0.49 (0.06–3.75)
2.50 (0.71–8.82)
1.79 (0.39–8.17)
diabetes

1.06 (0.13–8.40)

1.25 (0.16–9.70)
#
0.68 (0.09–5.18)
1.63 (0.36–7.24)
#
14.38 (0.87–235.5)
angina

N = 726
N = 688

0.34 (0.08–1.47)
1.06 (0.36–3.11)

N = 645
N = 714

0.38 (0.11–1.26)
2.02 (0.71–5.73)

N = 388
N = 480

0.74 (0.32–1.70)
arthritis

Other reasons (OR (95%CI))

1.95 (0.65–5.80)
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DISCUSSION
The results of the COURAGE in Europe project indicated that having a long-term chronic disease increased
the probability of withdrawing from or never entering
the labor market. The PATHWAYS project focused on innovative strategies that could improve the participation of
PwCDs in the labor market. This study showed that the effects of the health status on various forms of unemployment were significant, but different for women and men.
The results obtained by the authors highlighted the importance of gender patterns in work cessation. Women more
often declared chronic diseases, while men rated their
health worse than women. A difference was observed also
in terms of the reasons of being non-employed and genders. Chronic health conditions as well as poor SRH were
related to people’s decisions of withdrawal from the labor
market.
Diseases evaluated in both projects, such as depression,
a heart disease, COPD or diabetes, have some relevant
implications for the labor market structure in terms of
the employment rate/withdrawal from/no entry to the labor market. As the authors were able to prove, these effects strongly differ between countries and genders.
The authors observed a strong effect of SRH as a reason
for being non-employed. Perceiving one’s health as poor,
or in some cases as very poor, demonstrated even stronger associations than any of the long-term diseases under
analysis. Those respondents who assessed their health
mostly as moderate had more odds for not being occupationally active for most of the reasons under consideration.
The relationship between poor or very poor SRH and being non-employed was noticed in every country, for both
women and men. It also constituted an important factor as
IJOMEH 2020;33(3)
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regards difficulties in finding a job in the Polish workforce
in general, and in the Finnish and Spanish women. For
early retirement decisions, poor SRH played an important
role in Finland, Poland and Spain.
In accordance with the findings of this study, a past
study confirmed that poor subjective health was a strong
predictor of various types of non-participation in workforce. Schuring et al. found that in European countries
poor health was a risk factor for remaining unemployed,
becoming unemployed or retiring [31]. Evidence from
the Finnish panel data demonstrated that persons who
declared poor SRH, regardless of the reason, were likely
to belong to the group of unemployed [6]. Van den Berg
et al. presented the crucial role of SRH for disability pensions and unemployment [34], and their results are in line
with these findings. Research conducted in 10 European
countries, including Spain, confirmed a poor SRH impact
on different exit routes from the labor market: being unemployed, being retired, or taking care of a household
[35]. Contrary to this study, Alavinia and Burdorf did not
include Finland and Poland, so not all the results could be
compared. However, another research based on a Finnish
cohort of men demonstrated that poor SRH was a strong
predictor for non-illness-based early retirement [36]. This
research just confirmed these findings: in every analyzed
country, SRH was crucial for early retirement decisions.
This effect was observed despite the discrepancy between
countries with respect to retirement age, as well as different attitudes to retirement. For example, retirement
age in Poland is one of the lowest in Europe. According
to the Organisation for Economic Cooperation and Development (OECD) data, the average age of Poles who
withdraw from the labor market is 62.6 for men, and 59.8
for women [37]. In the case of both genders, Poland is
rated among the countries where people decide to retire
at the youngest age.
Nevertheless, the direction of the relationship between
SRH and being non-employed is not obvious: perceiving
378
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health as poor has also been reported as a consequence
of becoming non-employed [38]. For example, in a Swedish longitudinal study, SRH was found to decrease together with job loss [39]. Another case was demonstrated in
a 2-year follow-up study among older U.S. workers which
confirmed that, with the advent of unemployment, the risk
of depressive symptoms increased [40]. Declaring poor
health, especially among non-employed men of working
age, could also be a way of justifying one’ workforce status.
This thesis, commonly referred to as the “justification assumption,” has been confirmed in many studies [41–43].
A review of the existing literature on employment and
the health status has highlighted that having a long-term
chronic disease constitutes a risk factor for not entering
the workforce, or for becoming unemployed or non-employed. The results of the PATHWAYS project revealed
that the factors having a negative impact for the PwCDs’
occupational situation are: workplace, work structure and
schedule, as well as workload [44]. A community-based
study conducted in the UK provided evidence for longterm diseases and job loss, especially among those who
suffer from musculoskeletal disorders and mental illnesses [45]. Research conducted on Belgian middle-aged
workers demonstrated the importance of the work environment in the attendance behavior of individual workers
[46]. The results of the PATHWAYS project showed that
a modification of work-related aspects, such as the adaptation of working hours, working tasks and workload, could
improve the situation of PwCDs on the labor market [47].
Those work-related aspects correspond to the most frequent needs declared by PwCDs [44]. In turn, national and
European stakeholders emphasize the need to focus on
the capacity of PwCDs rather than on their inability, as
well as to develop a more integrated system of the integration and reintegration of people with NCDs [45]. These
solutions indicate that a more holistic approach to PwCDs,
along with the focus on individual needs, could constrain
the withdrawal from the labor market. The adaptation of
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the workplace and of workload to the capacity and needs
of an individual should encourage him/her to remain occupationally active.
When studying the relationship between being non-employed or unemployed, and having mental health problems, especially depression, the literature has mostly
focused on the influence of job loss on the development
of depression [48,49], or on work-related factors and
the development of depression [50–53]. Limited evidence
suggests that individuals suffering from depression have
more odds for being occupationally inactive. The results
of the SHARE study based on the population of older
workers have shown that depression is the most important
health problem associated with workforce exit [35]. Data
for a younger cohort (the Coronary Artery Risk Development in Young Adults – CARDIA study) also indicate
the associations between depressive symptoms and unemployment [49]. Also these findings show depression as an
important factor contributing to not being occupationally
active in Spain and Finland.
Until recently, mentioning depression constituted a taboo
in the Polish society. This could be one of the reasons for
the lack of the relationship between this disease and workforce participation in this study. Actually, depression in Poland is one of the most common reasons for absenteeism:
only in the first half of 2016, due to mental disorders, Poles
took up to 9.5 million days off work. In the PATHWAYS
project, much attention was paid to mental health problems. The category of working dissonance was indicated as
the most disturbing factor, according to people with mental disorders. This category consists in the fact that people
distance themselves from colleagues, which is likely to
lead to social isolation [44]. To reduce absenteeism due
to mental health problems, factors influencing effectiveness strategies were identified in the PATHWAYS project.
One of the most important strategies, in the stakeholders’
opinion, was the integration of employment services with
the mental healthcare team [54], as well as interventions
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tailored to individual needs, which was also found in previous literature [55].
Comparing the results for men and women showed only
minor discrepancies. Slight differences between genders
were also demonstrated in a study conducted in Denmark, and they were mostly focused on sick absences and
women’s pregnancies [56]. This research revealed a rather
significant relationship between the presence of longterms chronic diseases and workforce participation. For
example, arthritis was significant only for women in Spain
as regards being a homemaker, while hypertension was
a significant factor for men in Finland and for women in
Poland.
Strengths and limitations of the study
In the paper, the authors used 2 separate studies performed in European countries, focusing on the role of different determinants of specific chronic diseases on the occupational situation. They used the results of the COURAGE in Europe project as the background for the practical
implementation of the PATHWAYS project. The strength
of this study includes the use of community-representative
data, with a wide sample of people of working age from
3 different countries. The sample varied with respect to
factors such as gender, place of residence, marital status
and socio-economic backgrounds. The authors also used
the results of other European projects, in addition to
the COURAGE in Europe project results. The analysis
conducted in this study has a number of advantages with
respect to the impact of diseases and work. The authors
used specific diseases as potential risk factors of labor
market performance. This study also included a subjective
health assessment, which could be even more sensitive in
health monitoring than external measures of health [57].
Nevertheless, some limitations must be taken into account
in this study. The major limitation is related to the crosssectional analysis and self-reported data, which precludes
the authors from making an inference about any causal
IJOMEH 2020;33(3)
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relationship. It is especially important due to the ill-health
direction: the cross-sectional data do not permit any
further explanation whether the health condition determines being non-employed, or whether health is a consequence of withdrawing from workforce. The association
between poor health and unemployment may also partly
reflect a reverse causation (unemployment may lead to
health-endangering behavior and environment) or/and
a common background, such as poverty and a low level of
education (poverty and a low level of education increase
the risk of poor health [58,59] as well as the risk of exit
from paid work [60]). The authors were unable to include
information about the formal lack of employment due to
a small proportion of respondents who answered questions regarding the time when they started and finished
their careers.
CONCLUSIONS
In conclusion, the results of the COURAGE in Europe
project suggest that the presence of chronic conditions
as well as low SRH increase the probability of an early
withdrawal from the labor market. The reverse effect was
found to differ among specific chronic diseases countries,
and especially gender. These findings supplement the suggested actions of the PATHWAYS project.
The shrinking labor market resources have their main
causes in ageing populations, the trend of early retirement, as well as the growing number of chronic diseases
and people with disabilities. The first practical policy
recommendation from the study is a holistic approach to
the problem. It is highly recommended to educate people
in the field of old age and diseases. There is a need to raise
social awareness of the characteristics of people’s needs
depending on specific diseases, and to understand how to
deal with them. The other issue which should be raised
is the importance and possibility of continuing work despite old age and/or chronic diseases. Such interventions
could include courses on active ageing, work value, as well
380
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as the specificity of the most popular chronic diseases,
such as diabetes, depression, heart diseases, and others.
The lack of awareness could cause a fear of employing
PwCDs, also leading to the reluctance of PwCDs to enter
or return to the labor market.
The study implies that policy makers and employers
should focus on people’s needs and develop strategies
such as creating a healthy workplace. It is also imperative
to pay special attention to gender differences. As can be
assumed based on the results of the PATHWAYS project,
the possibility of having flexible working conditions, one
of the most requested facilitators to stay at work/remain at
work/enter workforce, would probably increase the number of active employees with chronic conditions among
the workforce. This will increase the importance of fighting stigmatization, and changing the attitudes of managers and colleagues towards PwCDs [44]. These changes
could become preventive measures of the employees’
withdrawal from the labor market, especially in terms of
early retirement decisions and the increase in long-term
health problems.
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