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Abstract
Purpose To design a model based on the three pillars of new institutional theory (NIT), that facilitates cross-country com-
parison of labor participation (LP) of people with chronic diseases. This model should support getting a comprehensive 
overview of factors representing country differences, understanding these differences and should support estimating cross-
country transferability of policies and interventions in the context of Work Disability Prevention. Methods Based on NIT, 
a draft model was designed by means of (1) a literature review of empirical studies; (2) theoretical books and articles; (3) a 
focus group with six expert researchers. This draft model was (4) adapted in the context of academic education. Literature 
was searched on Web of Science and EBSCO host. Feedback on (use of) the model was received from the focus group, four 
different academic courses at 28 occasions and two international conferences. Results The cross-country comparison model 
for labor participation (CCC model for LP) of persons with chronic diseases is proposed consisting of five factors: (1) Leg-
islation; (2) Norms & values in practice; (3) Culture; (4) Organization of WDP in practice; (5) Labor market characteristics. 
Within these factors and based on (in)direct empirical evidence, subfactors are distinguished. The feedback received led to 
renaming (sub) factors, improved visual representation and a tool for estimating transferability. Conclusions The CCC model 
for LP of persons with chronic diseases allows for a comprehensive understanding of country differences and cross-country 
transferability of policies and interventions. The CCC model can be used for other populations when population-specific 
subfactors are included.
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Introduction

The employment rate of people with chronic diseases is 
lower than that of the general population [1, 2] although the 
exact number varies across countries [1, 3, 4]. These cross-
country differences in labor participation (LP) are not yet 
fully understood. Comparing countries could help to draw 
lessons from one another [5] and increase the employment 
rate of people with a chronic disease, an important aim of 
Work Disability Prevention (WDP) [6]. Policy researchers 

making cross-country comparisons would strongly benefit 
from a model [7]. Further, there is a need for assessing the 
transferability of legislation, public policy and interventions 
from one country to another, accounting for national dif-
ferences [8, 9]. Finally and more generally, in a globaliz-
ing research community, there is a stronger need for more 
systematic comparison of results from different countries 
[8–10]. There are thus practical, theoretical and empirical 
reasons for the development of a model to perform cross-
country comparisons regarding LP of persons with chronic 
diseases in the context of WDP. To the best of our knowl-
edge, such a model is not yet available.

This model should represent societal context factors, e.g. 
type of governance and culture [3, 11, 12]. Recently, Nielsen 
and colleagues [13] developed the IGLOO (Individual, 
Group, Leader, Organization and Overarching/social con-
text) model for the resources that promote return to work of 
persons with common mental health disorders. They point to 
the cascading effect that both national policies and negative 
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portraits of persons with disabilities in media can have on 
organisational policies and practices, and criticize the lack 
of cross-country comparisons [13]. Regarding cross-coun-
try comparisons of LP of people with chronic conditions, 
a few studies compared welfare regimes, sickness absence 
systems, labor market and macro-level policies, and inter-
ventions for people with chronic diseases and/or disabilities 
between countries [3, 10–12, 14]. These studies focused on 
only a few and apparently arbitrary aspects of the societal 
context without strong theoretical underpinnings.

New Institutional Theory (NIT) as a Theoretical Basis

We propose the New Institutional Theory (NIT), a socio-
logical theory, as a starting point for designing a model for 
cross-country comparison of LP of people with chronic dis-
eases. Institutions are the rules and norms [15] that give 
society its order and structure. NIT combines different 
institutional approaches and assumes that institutions shape 
behaviour by both constraining and empowering activities 
such as LP in our case [16]. We will use the three types of 
institutions distinguished by Scott [16] as basic factors for 
our model. These are the regulative, normative and cultural-
cognitive institutions renamed for the purpose of our model 
as legislation, norms and values, and culture respectively. 
The three types of institutions constitute a continuum that 
moves from the conscious (e.g. legal regulations) to the 
unconscious (e.g. taken for granted patterns) [16]. Institu-
tions interrelate: external constraints (e.g. legal regulations) 
as well as internalized models (e.g. taken for granted pat-
terns) may produce regular patterns of social behaviour. The 
patterns might become stronger and more stable over time as 
the institutions get internalized [17].Kümpers et al. [18], van 
Raak et al.[19] and Den Dulk et al. [20] have successfully 
used NIT as theoretical basis for understanding cross-coun-
try differences in health policy for elderly, re-integration into 
work after sickness absence, and the adoption of workplace 
work-life polices in Europe respectively. The basic factors 
are defined below.

(1) Legislation. Regulative institutions constrain and reg-
ularize behaviour. The major types are governmental 
legislation and policies. Regulative institutions are the 
rules combined with their enforcement mechanisms 
such as monitoring and sanctioning [16, 21], which 
are formally constructed and written down [22].

(2) Norms and values. Normative institutions are the nor-
mative systems that comprise values and norms in a 
certain group, such as a professional group. Values 
represent the views of the preferred or the desirable. 
Norms specify ‘how things should be done’ and define 
the legitimate means to pursue valued ends. Norms and 
values are trained in (professional) education. Norma-

tive institutions impose constraints and at the same time 
empower and enable behaviours [16, 23], e.g. depend-
ing on the content, norms of health care professionals 
regarding paid work could encourage or discourage 
persons with chronic diseases to participate in paid 
work.

(3) Culture. Cultural-cognitive institutions involve shared 
meanings, common modes of interpretation and shared 
understanding of experiences within a certain culture. 
These common understandings allow daily activities to 
become routinized and taken for granted [24]. A pat-
tern that is taken for granted may be perceived as an 
external constraint, even though the individual is not 
totally conscious of this pattern [25]. This type of pat-
tern is reproduced daily and legitimated by the social 
environment in a more indirect way than norms and 
values. Although there is some discussion on the topic, 
cultural-cognitive institutions can be regarded as ‘cul-
ture’ [18, 22]. Cultural-cognitive institutions are able 
to both constrain and enable behaviours [26].

(4) How practice is organized. In order to study cross-coun-
try differences, it was thought important to add this 
fourth factor. Over time, institutionalized institutions 
might lead to the development of social structures [16, 
27, 28], social entities that have a certain order, organi-
zation or hierarchy and a degree of stability in time 
and space [29]. Legislation–a regulative institution–
often introduces certain professionals or organisations. 
Also, the exertion of legislation on work disability goes 
together with the availability of a social insurance insti-
tute with insurance physicians. The combination of 
institutions with their (formal) organizations is called 
‘configuration’ [18]. Institutions might prevail over 
organisations, though. In a study on how, in practice, 
career success was defined in multinationals, country 
differences were large and could be explained by insti-
tutional differences [30].

Designing a Model for LP of Persons with a Chronic 
Disease: Adding Subfactors

Legislation, norms and values, culture and ‘how practice 
is organized’ are thus regarded as the four building blocks 
of the model. However, these are broad and general fac-
tors, and we propose to identify subfactors that represent 
the background of cross-country differences in the LP of 
persons with a chronic disease, to allow for a comprehensive 
understanding.

Contributing to Transferability Studies

We further argue that a model built on NIT will also con-
tribute to studying cross-country comparison but also to 
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studying transferability of legislation, policy and interven-
tions, and will add to existing checklists for assessing trans-
ferability in economic evaluation studies [8, 9]. Transferabil-
ity relates to the degree to which the institutional context of 
the initial legislation, policy or intervention is comparable 
with the new institutional context. Higher transferability 
implies better implementation, while worse transferability 
implies that the legislation, policy or intervention first needs 
to be adapted to the country’s context [30]. The above-men-
tioned checklists are not theory-based and neglect institu-
tions such as cultural factors that might be important barriers 
to implementation. For example, in a study at the begin-
ning of this century, Dutch sickness absence legislation was 
badly implemented compared to Belgium because the Dutch 
lacked a culture of routine use of the new legislation [25].

Being Useful for Academic Teaching

Finally, cross-country comparisons and assessing transfer-
ability of legislation, a policy or intervention to another 
country are important topics for researchers and policymak-
ers, but also for the academic teaching curricula. Therefore, 
our model needs to be instructional for its users. Following 
a participatory design perspective, academic education and 
conferences can be used to improve a model [31].

The objective of this paper is thus to design a model for 
making cross-country comparisons of LP of persons with 
chronic diseases, having NIT as theoretical basis, and further 
using empirical literature and expert knowledge. Specific 
aims are that the model should be helpful in:

(1) Getting a comprehensive overview of (sub)factors rep-
resenting institutional differences between countries

(2) Understanding the background of such differences in 
LP of persons with chronic diseases

(3) Estimating the degree of transferability of legislation, 
policy or interventions from one country to another 
country

(4) Teaching on cross-country comparisons of LP of per-
sons with chronic diseases in academia.

Methods

Starting from institutional theory and the four factors pre-
sented in the introduction, we designed a model for cross-
country comparison of the LP of persons with a chronic dis-
ease using four methods: (1) a literature review of empirical 
studies; (2) consultation of theoretical books and articles, 
(3) a focus group with experts and (4) using and adapting 
the model in the context of academic education and inter-
national conferences during 6 years. On the basis of (1) and 
(2), a draft model was developed, which was adapted after 
(3) and (4).

The initial literature review was performed in 2014, in 
the Web of Sciences and EBSCO host (including Business 
Source Premier, CINAHL, ERIC, SocINDEX and MED-
LINE databases), topic specific electronic journals (Inter-
national Journal of Comparative Labour and Industrial 
Relations, LABOUR Review of Labour Economics and 
Industrial Relations, E-journal of International and Com-
parative labour studies, Chronic Illness, Labour Capital and 
Society, Socio-economic Review, and International Journal 
of Disability Management). We searched for articles pub-
lished between 2004 and 2014. First the search terms in the 
three first columns of Table 1 were used, and on the basis of 
the selected articles, search terms were added (fourth and 
fifth columns of Table 1) to search more specific studies. The 
reference lists of the retrieved articles were also searched.

Inclusion criteria were that the articles should address 
country comparison, LP and contextual social factors (insti-
tutions and labor market characteristics, although they might 
have been phrased differently). These first two steps were 
explorative and iterative and resulted in a selection of 93 
articles selected by title. Then, the abstracts were read, 
which resulted in 30 relevant articles that were all read and 
analysed. The articles were discussed by two of the authors 
(AdR and KCN) and from each relevant article, the infor-
mation about the relationship between the four factors, and 
with LP of people with chronic conditions was extracted and 
summarized. Upon agreement between the two first authors, 

Table 1  Key words for literature review

Population Phenomenon Comparison Social context

Chronic disease(s) Labour participation Comparison Welfare state Norms

Chronic illness Labour Cross-country Welfare state regimes Values
Illness Work Countries Comparative welfare state Sick role
Sickness Employment International differences Health care system Work values
Chronically ill Cross-cultural differences Health care access Culture

Health service accessibility Context 
and social 
meaning
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the subfactors mentioned in the articles, were categorized 
according to the four factors based on NIT introduced in the 
introduction: legislation, norms and values, culture, and how 
practice is organized. Within these categories, a distinction 
was made between theoretical and empirical literature and 
between literature focusing on labor participation and/or per-
sons with a chronic disease, and general literature.

Second, books on NIT, social structures, culture, cross-
country comparisons, comparative politics and welfare states 
were consulted by KCN. The information was summarized, 
and then whether and how this theoretical information 
supplemented the empirical studies or not was discussed 
between the two first authors. After this process, a draft 
model was made.

Third, the draft model was discussed in a focus group 
of researchers in the field of LP and/or international com-
parative research with the aim to refine or adding factors 
in the model, based on expert knowledge. Five researchers 
participated in this focus group; an additional individual 
meeting was held with a sixth researcher who was unable 
to attend the focus group. The meetings were recorded, and 
written notes were taken. Under the Dutch legislation, eth-
ics approval by an ethical committee for a focus group of 
researchers with the aim to exchange thoughts and knowl-
edge –the regular professional activity of scientists–and not 
exchanging personal experiences, was not mandatory. The 
authors of this manuscript followed the Helsinki Declaration 
though, including anonymous and confidential treatment of 
recordings and notes.

Fourth, the model that resulted from step 3 was used 
in 28 occasions (between 2014 and 2021) in four different 
academic courses for international groups of students at 
Maastricht University, the Netherlands: second year Health 
Sciences; Master Work, Health & Career; Master Medicine, 
and two occasions of a postgraduate international course 
for researchers and practitioners in the field of WDP organ-
ized by the Nordic Institute for Advanced Training in Occu-
pational Health (NIVA). Groups varied between 6 and 40 
students. Students were instructed about the model in an 
interactive lecture and received an assignment for a paper 
(Health Sciences) or presentation (other courses) to estimate 
the transferability of a work and health policy or intervention 
from one country to another (Health Sciences), or to com-
pare the LP rate of persons with chronic diseases between 
two countries (other courses). After each course, the stu-
dents’ assignments and regular feedback from students and 
tutors were checked for improvements in the clarity and 
feasibility of the model. Further, the model was presented 
at two international conferences: (1) the preconference 
“Extending working life beyond the age of 50; challenges 
in cross-national research” of the European Public Health 
conference (Vienna, 2016), where it was applied to the LP 
of older workers (with and without chronic diseases); (2) as 

a Key Note at the European Medical Association for Social 
Security (EUMASS) conference (Maastricht, 2018). Points 
from the discussions and the oral feedback from the audience 
(researchers and practitioners) were collected, additional 
literature to confirm or reject the comments was searched 
for, all was processed into an adapted model and tested in 
the next academic session by the first author. In December 
2021, the literature was checked for another cross-country 
comparison model for LP of persons with a chronic disease. 
The final model was agreed upon by all authors.

Results

The literature review and search for theoretical literature 
(methods 1 and 2) lead to five main factors: the three insti-
tutions, the organization of work disability prevention and, 
added on the basis of literature, the country’s labor market 
characteristics. Within these five factors, specific subfac-
tors were identified. Based on these findings we elabo-
rated a draft model (Fig. 1.) For most subfactors (some) 
empirical evidence on the direction of the relationship 
between the subfactor and the labor participation rate of 
persons with chronic diseases was found; a few relations 
could only be based on theoretical reasoning. The major-
ity of articles was from high income countries, with a bias 
towards European countries.

During the focus group, (method 3), subfactors were 
moved to another main factor and subfactors were more pre-
cisely defined. For example, type of welfare state was recog-
nized as part of legislation. Additionally, experts improved 
the definition of health care access which also includes type 
of payment and quality. Finally, and after a discussion on the 
implications of a culture of collectivism, they recommended 
to use the concept of “Culture types” instead of “Cultural 
values.” Regarding labor market, they added labor market 
flexibility, the type of employment besides working part-
time, being self-employed or not and quality of work.

The teaching and conference settings (method 4) mainly 
reflected unclarities about NIT and–as a consequence—the 
naming of the (sub) factors, their definitions, the visual rep-
resentation and how to assess transferability. The students 
and conference visitors understood how to use the model 
for comparing countries, but struggled with the use of the 
model for estimating transferability of WDP laws, policies 
and interventions. How can the model be used to get a global 
impression of whether for example, a new return-to-work 
policy presented at a conference, could successfully be trans-
ferred to one’s country? Therefore, several adjustments have 
been made in response to the focus group, students and con-
ference participants. First, we decided to replace the origi-
nal NIT terminology with more common sense names for 
the factors. Second, two visual representations of the model 
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were developed: (1) an easy-to–understand generic model 
including the five main factors; and (2) a comprehensive 
model including all subfactors. Several drafts were devel-
oped and tested in subsequent student groups before the final 
visual representations were composed (see Figs. 2 and 3). 
Students appeared to be able to find information on subfac-
tors by document study, literature review and interviewing 
stakeholders on norms, values and routines regarding the 
country’s WDP policy. Third, a simple tool to quickly get a 
first impression of transferability was developed along with 
the model, and its use tested in several student groups (this 
tool will be presented at the end of this section). Fourth, new 

empirical evidence was added in response to the focus group 
advice and along with keeping the lectures up-to-date and 
responding to student evaluations. Ultimately, subsequent 
student groups did not complain anymore about understand-
ing the model and saturation was achieved in perceiving the 
model as instructional for their assignments. The generic 
five-factor representation of the final cross-country com-
parison model for LP (CCC model for LP) of persons with 
chronic diseases is presented in Fig. 2.

Below, the five factors and their subfactors, based on the 
literature review, are explained (see also Fig. 3 for the com-
prehensive representation of the CCC model for LP, includ-
ing direction (+ or − ) of the relationship between subfactor 
and LP, based on empirical evidence).

Legislation

Legislation refers to the type of welfare state (including 
welfare regimes of high and of middle and low-income 
countries, health care system regulations and work disabil-
ity policy), employment protection legislation (ELP), and 
anti-discrimination legislation.

Type of Welfare State

Welfare Regimes in  High Versus Middle and  Low‑Income 
Countries The welfare regime is the role of the state in 
relation to education, health, housing, poor relief and other 

Fig. 1  Draft model

Fig. 2  Generic CCC model for LP
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social services [32] and can be categorized regarding the 
division of responsibilities between the interdependent 
sources of social welfare and security: government, civil 
society and the market [33]. Generally, welfare states shape 
how vulnerable citizens are treated [33] and employment 
structures [34], and both affect labor market outcomes [32, 
34].

There are different theories for the welfare regimes of 
high and of middle and low-income countries. Regarding 
high-income countries, Esping-Andersen [34] and Bam-
bra and Eikemo [35] distinguish three types of European 
welfare state regimes: Liberal (Residual or Anglo-Saxon), 
Corporatist-Conservative (Conservative or Bismarckian) 
and Social-Democratic (Scandinavian). More recently the 
Southern welfare state and Eastern welfare state have been 
added [35].

For middle and low-income countries, such as Chile, Bra-
zil, and Poland, the classification of Sharkh and Gough [36] 
distinguishes four types. First, Proto-welfare state regimes 
are characterized by a relatively important commitment from 

the state to provide welfare and relatively effective service 
delivery, reflected in moderate social security. Second, 
Successful Informal Security regimes combine a relatively 
good welfare outcome and service delivery with a low level 
of social spending by the state. Failing Informal Security 
regimes include two sub-clusters: (1) high illiteracy, low 
levels of women enrolment in secondary education, but more 
extensive democracy and income equality; (2) high literacy, 
and increased expenditure on and delivery of public social 
policies. Fourthly, Insecurity Regimes are characterized by 
low and decreasing life expectancy, low levels of public 
spending and social services and the absence of informal 
security mechanisms [36]. In these welfare state regimes, 
LP might still be relatively high, as no income protection 
will exist.

Welfare State and LP of Persons with Chronic Diseases 
There is widespread evidence from cross-country compari-
sons that the type of welfare state affects LP of persons with 
chronic diseases [37, 38]. In a study comparing 26 Euro-
pean countries, it was demonstrated that people with chronic 

Fig. 3  Comprehensive CCC model for LP of persons with a chronic disease, including subfactors
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diseases had the lowest unemployment rate in the Scandi-
navian welfare regimes and the highest in the Anglo-Saxon 
and Eastern welfare regimes [38]. This is in line with the 
study of Anema et al. [12] who found that the high-income 
countries which have more generous welfare regimes pro-
duce more sustainable LP, explained by a stronger focus on 
return-to-work policies [12] (see below as well).

Health Care System Regulations Health care is the largest 
area of welfare state service provision [39] and legislation 
can affect people with chronic diseases in particular [40, 
41]. Health care systems are categorized according to how 
they fulfil their four basic functions: financing, service pro-
vision, resource generation and stewardship [42]. Financing 
is the process by which revenues are collected, accumulated 
and relocated to specific health actions, and represented by 
two subfactors:

• Total per capita health spending [2].
• The share of prepayment for health expenditures, in con-

trast to out-of-pocket spending and reflecting the degree 
of protection against major health costs s [43]. Service 
provision refers to the combination of inputs to deliver 
health actions and interventions [44, 45] and represented 
by two not mutually exclusive subfactors:

• Coverage for health care: the part of the population that 
is guaranteed of receiving a core set of health care [46].

• The extent to which the Chronic Care Model (CCM) is 
adopted. The CCM includes several components, and the 
following subfactors have shown to improve quality of 
care and clinical outcomes among chronically ill [47, 48]:

• Self-management support: the process of providing infor-
mation and support that allow the individual affected by a 
chronic illness and its family to care better for his or her 
health condition.

• Delivery system design: must favour productive and 
satisfying interactions, around chronic illness, between 
patients and health care teams.

• Decision support by health care providers. At the same 
time, health care providers must have access to the nec-
essary expertise to care for patients with chronic condi-
tions.

• Clinical information systems that include disease registry 
or database that allows access to all information about the 
care process and outcomes of care in the patients.

Health Care System and LP of Persons with Chronic Dis-
eases With respect to health care financing function, the 
share of prepayment varies by country and improves access 
to and use of health care, which might be advantageous for 
persons with chronic diseases and their LP. Among OECD 
countries, it has been shown that the out-of-pocket medi-
cal spending (excluding long-term care health expenditure) 

ranges from 4.6% (Chile, México and Korea) to 1.5% 
(United Kingdom, Turkey and Netherlands) of the share of 
final household consumption (OECD average is 2.9%) [46]. 
The United States (US) had the highest out-of-pocket spend-
ing as compared to Australia, Canada, France, Germany, the 
Netherlands, New Zealand, the United Kingdom (UK) [49]. 
Relatively high out-of-pocket spending creates a barrier to 
health care access and use [46], which is clearly confirmed 
for the U.S. [33, 50].

Coverage for health care can also affect access to health 
care. When health care coverage is not universal (e.g., in the 
US), more citizens have difficulties accessing health care 
[46, 51]. Conversely, in the UK, with universal health care 
coverage, adults are less likely to report access problems 
and disparities in quality of care are small or absent [33, 34]. 
A cross-country comparison that included persons of fifty 
years and older from Sweden, Germany, the Czech Republic, 
the UK and the US showed that US had the poorest level of 
physical health and UK had the highest level. In all coun-
tries a positive association between household wealth and 
health was found, with a remarkably strong association in 
US explained by the lack of universal coverage and expen-
sive private insurance system [52].

As regards health care provision, evidence suggests that 
people with chronic diseases who receive effective treat-
ments, self-management support and regular follow-up have 
better health outcomes. This might affect their LP positively 
[33, 53].

Work Disability Policy Chronic diseases often relate to 
(partial) work disability, thus work disability policy is an 
important contextual factor for LP of persons with chronic 
diseases [14]. Work disability policy has two main dimen-
sions: income compensation or protection, and integration 
into work [1, 14, 54]. The first dimension relates to the 
characteristics of the disability benefits scheme, and the 
integration dimension corresponds to all measures focused 
on employment and rehabilitation [14]. Countries differ in 
the emphasis that they put on one of these two dimensions 
[1, 11, 12, 14]. The OECD (1) developed two “disability 
policy indicators” to facilitate cross-country comparison 
of work disability policy: the compensation dimension and 
integration dimension. A higher score on the compensation 
dimension indicates greater system generosity and a higher 
score in the integration dimension indicates a more active 
approach towards participation in work. The latter is also 
referred to as Active Labor Market Policies (ALMPs) [37].

Work Disability Policy and LP of Persons with Chronic 
Diseases Large differences are found between countries 
regarding their work disability policy [1, 11, 12, 55], and 
there is widespread evidence that this affects LP among 
persons with chronic diseases [12, 56]. In a comparison of 
26 European countries, welfare generosity and spending on 
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ALMPs was associated with higher LP among persons with 
chronic diseases. Iceland had the welfare state with the high-
est level of generosity and the lowest unemployment rate, 
and also the other Nordic countries with social democratic 
welfare systems have such positive results. One explanation 
might be that in circumstances of less insecurity, vulnerable 
citizens have higher self-esteem and ability to cope [37]. 
Anema et al. [12] found also that the generous social-dem-
ocratic welfare state was better for returning to work as it 
allows persons with chronic diseases in the benefit system 
when their health condition detoriates. Other studies confirm 
the positive effects of state ALMPs expenditure on the LP 
of vulnerable groups, as this allows them to bounce back [1, 
56, 57]. Some studies show that accessibility and generosity 
of disability benefits reduce the employment rate in disabled 
persons, but these studies are of weak quality tend to neglect 
the adverse effects of poverty [57]. Overall, the evidence for 
system generosity increasing the LP of persons with chronic 
diseases is more convincing.

Employment Protection Legislation

Employment protection legislation (EPL) comprises the 
regulative rules of hiring and firing workers, in order to 
safeguard workers against job loss and the society against 
the costs of job loss [40]. The strictness of employment pro-
tection clearly varies across countries [40, 58]. The OECD 
[58] developed the EPL index, that includes eighteen basic 
items classified into three groups: (1) employment protection 
of regular workers against individual dismissal; (2) specific 
requirements for collective dismissal; and (3) regulation of 
temporary forms of employment. The EPL index ranges 
from 0 to 6 points score, with a higher score representing 
stricter regulation [39].

Employment protection legislation and LP of persons 
with chronic diseases The degree of labor market flexibil-
ity and de-regulation may have an impact on persons with 
chronic diseases [11], who have higher risk of unemploy-
ment [41]. EPL can be protective against dismissal. Reeves 
and colleagues [59] found that EPL had a protective effect 
against job loss among people with chronic conditions, espe-
cially women, except during periods of economic recessions. 
In a comparison between UK, Canada, Denmark, Norway 
and Sweden, these three latter countries showed the highest 
EPL index and had a better employment rate of persons with 
chronic diseases [56]. EPL does not affect unemployment 
but stringent EPL affects the entrance of young people into 
the labor market negatively [60]. Thus, too strict EPL could 
prevent persons with chronic diseases to be hired.

Disability Anti‑Discrimination Legislation

Disability discrimination might occur when employers in 
recruitment processes use “disability” as exclusion criterion 
[61, 62]. Given the vulnerability of disabled people, includ-
ing persons with chronic diseases, regarding discrimination 
at work, several countries have enacted disability anti-dis-
crimination laws [63]. Since 1997 (Amsterdam Treaty) the 
European Union principle of non-discrimination in the labor 
market was extended to disability [64] for Europe.

Anti-discrimination legislation and LP of persons with 
chronic diseases A comparison of the effects of anti-discrim-
ination legislation in the US and in Canada showed some 
differences. The Americans with Disabilities Act (ADA) in 
the US have made important improvements in the acces-
sibility of disabled people to physical environments such as 
buildings, schools, transport and so on. However, in terms of 
access to employment ADA has shown to be ineffective, and 
courts do not help to accommodate people in the workplace. 
Canadian courts were more protective of disabled people 
against discrimination in the workplace than US courts. 
However, Canadian legislation has made no improvement 
in terms of physical environment accessibility for disabled 
people, and showed no impact on improving their LP rate 
[65]. Similarly, Bell and Heitmueller [66] found that the Dis-
ability Discrimination Act in the UK had no impact on LP 
among disabled people. The existence of anti-discrimination 
legislation correlates with higher levels of disability benefit 
recipients [1]. The failure of anti-discrimination legislation 
in raising the LP among persons with chronic diseases may 
be explained by its case-wise approach, and many workers 
with chronic diseases might lack the financial, energy and 
intellectual resources to go to court.

Norms and Values in Practice

Particularly in meritocratic societies, work, action and hav-
ing control are highly valued [32], and as such are strong 
normative institutions. In this social context, persons with 
chronic diseases might experience stigma [32, 67], frus-
tration, guilt and suffering associated with the inability to 
accomplish expected roles such as being productive and able 
to work [67, 68].

Work‑Related Norms and Values

Beliefs about work vary across societies [69]. Generally, 
having a paid job is a positively valued activity, and being 
unemployed has less social value than being employed [32, 
70, 71], but particularly the function and meaning of work 
can vary across societies. Buchholz [72] distinguished 
five different belief systems about the nature of work [72]. 
According to the humanistic belief system, work is a way 
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of personal development and fulfilment. Thus, personal 
growth and development on the job are more important 
than work outputs such as money. Marxist-related beliefs 
hold that work must be a way of personal fulfilment, but in 
reality, workers are alienated from work and exploited by 
the ownership classes of society. In the organizational belief 
system, work should help the individual to obtain a better 
status within the organization. According to the leisure ethic 
belief system, work has no meaning in itself and is only a 
means to produce goods and services, and earning money to 
buy them. Finally, the work ethic belief system sustains that 
work is good in itself and working is a way to be a useful 
member of society [72].

More recently, Bambra [32] described the value of work 
at three levels: work as economic relationship, work as self-
identity, and work as social contract between society and the 
work. “Work as economic relationship” represents exchange 
of labor for money, which parallels the leisure ethic belief 
system of Buchholz [72]. “Work as self-identity” links to 
the humanistic belief system and involves workers as crea-
tive persons, attached to particular jobs, skills and location. 
Work provides additional rewards such as responsibility, 
achievement, pride and social support. Finally, “work as a 
social contract” considers work as a service to society and 
a mean of social integration and links to the organizational 
belief system [72].

Work-related norms and values and LP of persons with 
chronic diseases Schulz [73] found cross-country differences 
in the motivations of being a hard worker, which seem to 
align with Buchholz’s belief systems explained above [72]. 
Among American professionals, the economic aspect of 
work was most important (which aligns with the leisure 
work ethic system), among French and Norwegian profes-
sionals stimulating work tasks were (which aligns with the 
humanistic belief system). In India, economic factors, com-
plying with expected social roles, and the desire to develop 
skills or to contribute something positive to society were 
motivations to engage in paid labor [71]. In Sweden a group 
of disabled workers were motivated to seek a job mainly 
because the need of being an efficient citizen, which links 
to the work ethic belief system but these workers identified 
work as an important part of their identity, which aligns with 
the humanistic belief system [74]. Moreover, employment 
commitment seems to vary in relation to the welfare regime. 
In a study comparing 18 European countries, people in Scan-
dinavian welfare states have a higher employment commit-
ment than people living in other welfare state types, even 
disadvantaged groups such as people with chronic diseases 
[75]. These findings suggest that cross-country differences 
exist in work-related norms and values, but some evidence 
for effects on the LP of persons with chronic diseases is 
only available [74, 75] for the work ethic belief system [72] 
and regarding work as a social contract [32]. Further, an 

interaction between the more generous and activating social-
democrat system and higher work-commitment, also in per-
sons with chronic diseases, was found [75].

Social Roles

Some values and norms are generally applicable, and oth-
ers apply only to a selected group of actors [16, 24]. Social 
role refers to the conception of appropriate goals and activi-
ties for particular individuals or specified social positions 
[16]. In the context of LP among persons with a chronic 
disease, several roles might be of relevance. The “sick role” 
represents the normative expectations related to an ill per-
son, such as legitimate withdrawal from social obligations, 
need of help and support to recover health. Further, a sick 
person must want to get well and must seek technically com-
petent help. Persons with a chronic disease are expected to 
deal with their “normal” social roles (e.g. father, mother, 
worker), social expectations (e.g. productivity) and their sick 
role simultaneously [76]. Professional roles include norms 
that are supposed to lead professionals from the same occu-
pation to have a similar behaviour and performance [77]. 
Professionalism comprises the ideals about the appropriate 
attitudes and actions of a person within a given profession 
[78]. This applies to WDP professionals. Finally, there is 
some evidence that gender roles influence LP [79].

Social roles and LP of persons with chronic diseases Due 
to the social expectations of their capabilities (the norms), 
the role-taking of persons with chronic diseases varies across 
countries. Normalization of the chronic illness can be the 
norm. In this case, the limitations associated with the illness 
are normalized to regain and maintain normal capacity, and 
the ideal role-taking of the person with a chronic disease 
is not giving in to illness [76]. Under these circumstances 
people might choose to hide their disability to show they are 
employable, and this might (unintentionally) be re-inforced 
by WDP professionals as they are trained to present their 
clients as dedicated and reliable employees in order to pro-
mote re-integration into work [80]. In these circumstances, 
social participation is thus put above exemption from nor-
mal social obligations [80]. In other countries, persons with 
chronic diseases are exempted from all social responsibili-
ties. For example, Gartrell [70] demonstrated that in Cam-
bodia, disabled people were regarded as inferior to healthy 
people, useless, and only capable of begging, and therefore, 
totally excluded from formal employment [38]. Professional 
norms might be supported by training but also by guide-
lines. Several countries have recognized the critical role 
of General Practioners (GPs) to reduce sick leave periods 
and stimulate return to work. To support GPs in this task, 
measures such as medical guidelines and clearer structural 
procedures for sick-listing practices have been implemented 
successfully [1]. Regarding gender roles, there is clear 
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evidence for cross-country differences [79], also between 
high-income countries [81]. In a study sample comprising 
12 countries, gender did not affect the LP of persons with 
chronic diseases, suggesting that gender norms might have 
a direct effect on their LP (countries with a positive gender 
norm have higher LP in general and thus also in persons with 
chronic diseases) [12, 82].

Culture

While norms, values and role-expectations affect behavior 
via group pressure, culture exercises its influence more cov-
ertly. Persons only notice the influence of one’s culture on 
ones behaviour when confronted with another culture. For 
example, a person from Chili visits a GP in the Netherlands 
with symptoms of a disease and is advised rest. She might 
only then notice that back home, symptoms of a disease are 
commonly treated with medication. Several scholars have 
developed and empirically tested cultural dimensions to clas-
sify countries [83–86].

Culture Type

All theoretical sources included in our searches include 
dimensions related to power. Hofstede distinguishes differ-
ent degrees of power distance, ranging from egalitarian to 
hierarchical cultures. In hierarchical cultures, less powerful 
members expect and accept that power is distributed une-
qually to a larger extent [83]. Schwartz distinguishes hierar-
chy and egalitarianism values. Hierarchical cultures legiti-
mize an unequal distribution of power, roles and resources, 
which leads to power differences and hierarchical systems 
and this also leads to specific values such as social power, 
authority, humility and wealth [84], illustrating the inter-
connection between culture and norms. In egalitarian cul-
tures, conversely, individuals recognize one another as moral 
equals who share basic interests as human beings, leading 
to societal values such as equality, social justice, freedom, 
responsibility and honesty [84]. Douglas has developed the 
“grid-group cultural analysis” which describes hierarchy 
an “up-down, down-up” culture. Douglas is more critical 
than Schwarz though and states that egalitarianism equals 
an inside-outside type of culture, that has strong barriers that 
identify and at the same time separate, the community from 
non-members [85].

The second dimension varies from a collectivism to indi-
vidualism. In collectivist cultures, the interest of the group 
prevails over the individual interest. People who grow up in 
a more collectivist culture think of themselves as a part of 
a group, an “ingroup”. This ingroup is the major source of 
identity, and protection and therefore, one owes loyalty to 
the ingroup [83]. Schwartz describes collectivism in terms 
of the value conservatism. According to Schwartz, cultures 

in which conservatism is predominant, persons are viewed as 
embedded in the collective and find meaning in life largely 
through social relationships, through identifying and sharing 
way of life with the group. This gives rise to societal values 
such as social order, respect for tradition, family security and 
wisdom [84]. Douglas distinguishes the degree of integra-
tion of the individual with the group, ranging from minimal 
incorporation to the complete incorporation [85].

Individualist societies, according to Hofstede, regard the 
individual interest as most important. One is expected to 
look after himself or herself and his or her nuclear family, 
in which children grow up learning to think of themselves 
as an independent person [83]. In Schwartz’s theory, indi-
vidualism is represented by the degree of autonomy, which 
refers to viewing persons as autonomous individuals who 
find meaning in their own uniqueness and seek to express 
their own internal attributes (preferences, traits, feelings and 
motives) and who are encouraged to do so [84]. For Douglas, 
an individualistic society would be the society where per-
sons have maximum freedom to negotiate with each other, 
and where “effective group boundaries” and “constrains in 
private dealings” are lacking [85].

Culture and LP of persons with chronic diseases 
Although direct empirical evidence is lacking, both ends of 
the hierarchical-egalitarian dimension seem advantageous 
for the LP of persons with a chronic disease. Hierarchical 
cultures have been positively associated to work centrality 
and the view of work as a duty [84], and as such might be 
favourable for LP of people with chronic conditions. Egali-
tarian cultures are associated with the norm of work as a 
right [84], and might treat persons with chronic diseases 
more often as individuals with equal value for society and 
with the right to work.

Collectivist cultures might affect the LP of persons with 
chronic diseases in two contradictory ways. Collectivist cul-
tures value conservatism, which is has been associated with 
the view of work as a duty or obligation to the group [84]. 
Thus, a collectivist society could exert social pressure on 
his members to work, which might lead to higher LP among 
the persons with a chronic disease. However, another char-
acteristic of collectivist cultures is that they promote social 
support between members of a group (e.g. extended family, 
work colleagues or neighbours) [87], and thus the group 
might take responsibility for his members and this might 
decrease the social pressure to work in case of a chronic 
disease.

Individualistic cultures have been associated with the 
value of work centrality [88], which relates to the societal 
norm of work as a right [84]. Moreover, individualistic cul-
tures might also promote being self-supportive and inde-
pendent. Thus, this culture could favour LP of people with 
chronic conditions as well but for other reasons than col-
lectivist cultures.
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Organization of WDP in Practice

As described in the introduction, the fourth basic factor of 
our model constitutes how practice is organized, including 
its professionals and organizations [16, 22]. With respect 
to the organizational structure of WDP in practice, some of 
the professionals involved are general practitioners (GPs), 
specialist doctors, professionals of vocational rehabilitation, 
professionals in the disability and insurance systems, social 
service professionals [6, 77, 78]. Generally, positive effects 
of the mere existence of a profession represented by shared 
professional norms, accreditation and professional training 
affected the quality of performance of medical professionals 
more that financial incentives [77].

There is vast support for the positive impact of the exist-
ence of organizations that support ALMPs, [3, 12, 57]. 
These are for example re-integration agencies, social insur-
ance institutes and occupational health agencies.

Organization of WDP in practice and LP of persons 
with chronic diseases The professionals involved in the 
specific case of supporting LP of people with chronic dis-
eases, as well as their training may vary across countries. 
Finally, employers might also be involved in promoting LP 
of persons with a chronic disease. Occupational Health and 
Safety (OHS) legislation in Europe defines the OHS tasks of 
employers, and employees with chronic diseases might profit 
from them. However, the implementation of this EU-Direc-
tive varies in practice, depending on the history of employer 
involvement and the quality of the Labour Inspectorate [89]. 
Moreover, larger formal employer responsibilities in return 
to work (RTW) guidance do not seem to guarantee more 
positive effects on the return to work of cancer survivors 
[90] and the labor participation of persons with chronic dis-
eases in general [90].

Labor Market Structure

The characteristics of the labor market demands and supplies 
constitute the fifth factor and differ across countries [91]. 
Most Western countries have now experienced labor market 
transitions from a predominant industrial production sector 
to the service sector [92]. Moreover, technological changes 
and globalisation have increased the need for skilled workers 
and made the labor market more competitive [93]. Several 
developments have increased non-standard types of work 
such as temporary or part-time work [1, 76].

The formal labor market includes regulations and labor 
market institutions to protect workers, which are absent in 
informal labor markets [94]. The informal economy plays a 
major role though in employment creation, income genera-
tion and production in many countries. Informal employ-
ment includes persons employed within informal sector 
enterprises, employees in informal jobs, contributing family 

workers and own-account workers that produce goods for 
use by their household [95]. The proportion of workers 
engaged in informal employment is particularly high in mid-
dle and low income countries [96].

The type of contract is characteristic for the labor market 
structure. In the EU, now 40% of the workers has a non-
standard work contract [97]. The percentage of permanent 
jobs is decreasing and it is possible that permanent jobs con-
centrate in specific groups [98]. Many labor markets allow 
part-time employment, which can provide flexibility for 
workers and for employers. Self-employment represents 15% 
of total employment within the EU and is on the increase 
[97, 99]. Self-employed workers are the workers who work 
on their own account or in association with other partners 
[95]. This type of employment can provide more flexibility 
than conventional types of work [99, 100].

At the supply side, labor population characteristics can 
reflect the opportunity that a job seeker with certain charac-
teristics can effectively find a job [95] and thus is a competi-
tor to a persons with chronic diseases. The labor population 
can be characterized first by national labor force participa-
tion rate (LFPR), the relative size of the supply of labor 
available. Second, the employment-to-population ratio is 
the proportion of the working-age population employed in 
a given country, reflecting the ability to create employment 
within an economy. Thirdly, unemployment rate represents 
the proportion of people that does not have a job and is 
actively looking for work [101].

Labor market characteristics and LP of persons with 
chronic diseases Informal work is often associated with job 
insecurity and precarious work conditions [96]. Sustaining 
labor under these circumstances may be more difficult and 
detrimental to persons with chronic diseases thus, this group 
may abstain to engage in this type of work. However, if an 
important share of a country’s employment is available in 
this sector, persons with chronic diseases may have lower 
LP or unsafe working conditions.

Temporary contracts might be disadvantageous for per-
sons with a chronic health condition, because they might 
have more difficulties to re-enter the labor market when they 
compete with many healthy unemployed. Part-time work 
can allow persons with chronic diseases to participate in 
the labor market [1, 67, 102, 103]. Part-time jobs can facili-
tate workers coping with fatigue and other symptoms that 
are often associated with chronic conditions [67]. In fact, 
persons with chronic diseases are more likely enrolled in 
part-time jobs than fulltime jobs [67, 68].

Self-employment can also provide flexibility for individ-
uals with chronic conditions to accommodate their health 
condition with work [99, 100]. Persons with a work-limiting 
condition are more likely to be self-employed, particularly 
when they are male [100] or living in Southern European 
countries such as Greece and Portugal [99]. It might provide 
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equal or higher levels of work satisfaction among people 
with a disability compared to the healthy population [90].

High unemployment, such as during an economic reces-
sion, might increase the competition between the healthy and 
unhealthy working population, and appeared to be disadvan-
tageous for persons with mental health problems in a study 
across 27 European countries [104]. High unemployment 
might thus be disadvantageous for the LP of persons with 
chronic diseases.

Transferability and the CCC Model for LP: 
the LOLA‑tool

The academic groups that tested the model expressed a 
need for a simple tool for a first and global estimation of 
the transferability of a law, policy or intervention developed 
in the context of one country, to one’s own country. This 
need was noticed among students ranging from bachelor to 
post-graduate level as well among researchers and profes-
sionals attending conferences. To address this, we simplified 
the five main factors into four questions (norms and values 
were combined with organization in practice): addressing 
the similarity of Legislation, Organizations and the profes-
sional norms and values, Labor market characteristics and 
the degree of Amazement about the law, policy or interven-
tion (as cultural differences reveal themselves by taking one 
by surprise [83]) (LOLA, see Table 2). The LOLA-tool was 
introduced at the EUMASS conference in 2018, next pre-
sented at ten occasions and received well.

Discussion

In the context of WDP, this paper presents the CCC model 
for LP of persons with chronic diseases, based on theory 
(NIT), empirical evidence and expert feedback. The model 

is visually represented by a succinct 5-factor model (Fig. 2), 
and a comprehensive model representing the subfactors 
(Fig. 3). The model focuses on institutions related to LP 
in the context of chronic illness at the different layers of a 
society, and adds two factors: the organization of WDP in 
practice and labor market characteristics.

Researchers can use the model for qualitative comparative 
(multimethod) case studies, in order to better understand the 
country’s systems, similar to the use of NIT by Kümpers 
and colleagues when analysing cross-country differences 
in health policy for elderly [18]. Interviews, documentary 
research, quantitative data, and national as well as inter-
national registries can be used for such case studies. The 
model might also be used for quantitative studies that aim 
to explain differences in LP rates of persons with chronic 
diseases by multiple determinants, if LP measures are com-
parable between countries [10]. Up until now and as far as 
we know, no model for cross-country comparison in the 
context of WDP, nor for LP among persons with chronic 
diseases in particular, is available. A model for cross-country 
comparison of mental health care systems (WHO-AIMS) 
includes six domains of which five overlap with four of our 
factors (i.e. legislation, norms and values, culture, organiza-
tion): (1) policy and legislative framework that overlaps with 
legislation; (2) education of the public at large, that overlaps 
with norms and values and with culture; (3) mental health 
services, (4) mental health in primary care and (5) human 
resources, that overlap with organization. The sixth domain 
of WHO-AIMS, (6) monitoring and research, does not align 
with one of our five main factors while our factor ‘labour 
market characteristics’ was not represented in WHO-AIMS 
[105].

The CCC model can also be applied in academic educa-
tion. Academic teachers in the fields of e.g. public health, 
occupational health, law, medicine, health and social sci-
ences can use the model to teach students about the com-
plexities of cross-country comparisons of WDP law, policies 

Table 2  LOLA-tool for 
assessing transferability of X 
(law, policy or intervention in 
relation to LP of persons with 
chronic diseases) from one 
country to another country

Question Rating between 0 
(No, not at all) to 
10 (Yes, com-
pletely)

Is the Legislation similar?
2. Are the Organizations and professional views in relation to X similar?
3. Are the Labour market characteristics similar?
4. Am I not Amazed at all by X? (When assessing transferability to one’s own coun-

try) Will the people in country Y not be Amazed at all? (When assessing transfer-
ability to country Y)

Estimate of transferability Σ = 
(0 = not at 

all……40 = defi-
nitely transfer-
able)
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and interventions. Our experiences in 28 courses ranging 
from bachelor to post-graduate level, including participants 
from all continents, showed the model to be instructional.

Reflection on the Model

We would like to warn that the CCC model for LP is not 
normative with regard to the question whether LP is always 
better for persons with a chronic disease or disability. Labor 
participation might put too high a burden on the individual’s 
physical and mental wellbeing, particularly in the context of 
severe illness, low job quality, insecurity of income due to 
being self-employed or having part-time work [76], and pri-
vate demands such as care for children and parents. Quality 
of life or the experience of successfulness of LP [106] were 
not taken into account when developing this model. Our 
second warning is that this sociological model focuses on 
understanding and not on causal explanations. Causal rela-
tionships need to be tested in quantitative research, similar 
to the study on determinants of public health policy success 
across 43 European countries [107].

Methodological Considerations

The model’s advantage is its strong theoretical basis, which 
is the first of six quality criteria for cross-country compar-
isons in the context of health system and policy research 
[108]. NIT is a well-known and widely studied theory in the 
fields of economics, political sciences and sociology. Fur-
ther, the model builds on empirical evidence and includes 
inputs of researchers in the field of LP and cross-country 
comparative research. Although studies were biased towards 
Europe, results from global studies (e.g. by International 
Labour Organization, Organisation for Economic Co-oper-
ation and Development, World Bank, and World Health 
Organisation) were included as well as studies on beliefs 
and culture from the Middle East and Asia [69–71, 79, 83, 
85–87].

However, the search for empirical evidence for the rela-
tionships between subfactors and LP of persons with a 
chronic disease was not completely systematic and did not 
include an assessment of the quality of the empirical studies. 
Moreover, because of a lack of empirical studies, evidence 
for some subfactors was general and not specific for LP and/
or persons with a chronic disease.

Recommendations for Further Research

Research on cultural differences between countries is 
needed to further validate the model. The CCC model for 
LP can support the much needed cross-country compara-
tive research with case studies, aiming to learn from each 
other [107]. The 5-factor CCC model (Fig. 2) can support a 

systematic discussion of possible explanations for the cross-
country differences and similarities found in quantitative 
comparisons and systematic reviews. Further, the generic 
theoretical background allows for applying to slightly differ-
ent topics as the cross-country comparison of Occupational 
Health Physiotherapy practice in Australia and Japan [109] 
or, with some adaptation be applied to other target groups 
such as the older workers or workers with mental disorders.

Recommendations for Practice

Regarding practice, the simple LOLA-tool (Table 2) sup-
ports policy-makers and practitioners to estimate cross-
country transferability of a law, policy or intervention in 
relation to labor participation of persons with chronic 
diseases.

Conclusion

On the basis of theory, empirical evidence and expert knowl-
edge, the CCC model for LP of persons with chronic dis-
eases was developed (Figs. 2, 3). This model supports sys-
tematic cross-country comparisons with case studies with 
the aim of policy learning, estimating the transferability of 
laws, policies or interventions from one country to another, 
and to systematically interpret country differences found in 
quantitative studies.
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