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Aim. To examine the extent to which people with a somatic chronic illness par- ticipate in 

paid jobs, volunteer work, informal care and social activities, and to investigate the separate 
and joint effects of physical and mental health on partici- pation. 

Background. Compared with healthy people, people with a chronic illness experi- ence more 
difficulties with respect to participation in several life domains. Methods. Data were collected 
within the National Panel of the Chronically Ill and Disabled by means of questionnaires. Data 
of 1456 panel members diagnosed with a somatic chronic disease(s) were used, and analysed 
using univariate, bivariate and multivariate analyses. 

Results. About half of the working age people with a chronic illness were in paid 
employment, 25% carried out volunteer work, 18% performed informal care and 

58% of the people participated in social activities. Main effects were found for physical 
functioning and pain on paid work, pain and mental health on volunteer work and physical 
functioning on informal care. An interaction effect was observed for pain and mental health on 
both paid and volunteer work; as mental health is better, less pain is associated with a greater 
chance of paid work and more pain is associated with a greater chance of volunteer work. 

Conclusions. The findings emphasise the importance of mental health for partici- pation in 
people with a chronic somatic illness, besides physical health. 

Relevance to clinical practice. In contrast with many of their physical limitations, the mental 
health state of patients with a chronic illness could be improved. Health care providers, 
including nurses, should take into account patients’ mental health states and make efforts to 
treat mental health problems. 

INTRODUCTION 
 
In recent years, researchers and health agencies have stressed the growing burden that chronic diseases put 

on population health in Europe as well as worldwide (World Health Organization 2005, Mathers & Loncar 
2006, Pomerleau et al. 2008). The increasing number of people diagnosed with one or more chronic 
diseases not only has consequences for the organisation and costs of healthcare, but will also affect social 
structures. Compared with healthy people, people with a chronic illness experience more problems with 
regard to participation in several life domains such as education, employment, social relationships and 
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leisure activities (Pinder 1995, Boonen et al. 2001, Calsbeek et al. 2002, Geuskens et al. 2007). Several 
studies have shown that labour participation is negatively affected by chronic illness (Baanders et al. 2002, 
Geuskens et al. 2008). Chronic illness has also been found to relate to lower participation in volunteer work 
(Baanders 2001, van den Brink-Muinen et al. 2009). Participation in life domains has been regarded as an 
important component of quality of life. It is therefore important to gain insight into the factors that promote 
or impede participation in people with a chronic illness. 

BACKGROUND 
Participation in society of people with a chronic illness, for example, participation in paid work, appears to 

be strongly related to the severity of the physical limitations experienced (Baanders et al. 2002, Geuskens et 
al. 2008). Nevertheless, there are still considerable differences, for instance, in labour participation, 
between people suffering from similar levels of physical disability. Personal (such as age, motivation and 
competences) and environmental factors (such as attitude of colleagues and type of work) have been found 
to play a role (Chorus et al. 2001, Boot et al. 2008). At the same time, mental health may also be a factor of 
importance. There is considerable evidence that mental distress is associated with restrictions in the 
employment domain. Several studies have demonstrated that depression has a major impact on the ability to 
work (Kouzis & Eaton 1994, Kessler et al. 1999, 2003a). Ormel et al. (1994) found a consistent association 
between common mental disorders and limitations in diverse domains such as occupational role 
functioning, physical functioning, and disability days in a large primary care sample spanning 14 countries. 
A more recent study by Buist- Bouwman et al. (2006) showed that mental disorders are associated with a 
similar or even higher negative impact on daily functioning than arthritis and heart disease. Mental distress 
may result in participation restrictions via, for example, cognitive and motivational capacities, affect regu- 
lation, social perception and a tendency to amplify physical symptoms such as fatigue and pain (Alonso et 
al. 2004). 

Several studies have demonstrated that people with somatic chronic illness are at an increased risk of 
mental distress (Wells et al. 1988, Verhaak et al. 2005, Ha¨rter et al. 2007), although the relationship is not 
straightforward and personality and disease characteristics have been found to interfere (Ormel et al. 1997, 
Hansen et al. 2001). It can be expected that mental distress in persons with a somatic chronic illness may 
affect their chances to participate, in addition to their physical limitations. For instance, Calsbeek et al. 
(2006) showed that besides physical complaints and disability in endurance, depressive symptoms obstruct 
adolescents and young adults with chronic digestive disorders to participate in social activities and 
education. Results of the National Comorbidity Survey, a nationally representative general population 
survey of Americans (aged 15–54 years), demonstrate that co-morbid physical and mental disorders are 
more role impairing (number of work loss and work cut- back days during 30 days) than either pure mental 
disorders or pure physical disorders (Kessler et al. 2003b). In the Netherlands Mental Health Survey and 
Incidence Study, a survey among adults in the general Dutch population (aged 18–64 years), mainly 
additive effects of physical/mental co- morbidity were found regarding work loss days (Buist- Bouwman et 
al. 2005). 

Aim 
To our knowledge, no studies have been performed with regard to the joint impact of physical and mental 

health problems on broader aspects of societal involvement in people with a somatic chronic illness. The 
present study aimed to investigate these effects, not only on labour participation, but on participation in 
volunteer work, infor- mal care and social activities as well. To investigate the joint impact, we assessed 
both additive and synergistic effects of physical and mental health on participation. The following research 
questions were formulated: 

1. To what extent do people with a somatic chronic illness participate in paid jobs, volunteer work, 
informal care and social activities, and to what extent are sociodemographic and disease 
characteristics related to participation rates? 

2. How do people with a somatic chronic illness experience their physical and mental health? 
3. What are the separate and joint effects of physical and mental health on participation in paid jobs, 

volunteer work, informal care and social activities of people with a somatic chronic illness? 
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METHODS 
 
The study sample comprised a representative group of patients with a somatic chronic illness, derived 

from the National Panel of the Chronically Ill and Disabled (NPCD), a nationwide prospective panel-study 
in the Netherlands (Rijken et al. 2005). NPCD has been set up to provide information with respect to the 
consequences of chronic illness and disability from the patient’s perspective. NPCD supplies core data on 
the health status, the use of health services and social participation. Panel members are people aged 15 
years and older with one or more medically diagnosed somatic chronic disease(s), i.e. cardiovascular 
disease, diabetes mellitus and/or moderate-to-severe levels of physical disability. Participants fill in two or 
three postal questionnaires per year for maximally 5 years and are considered a representative sample of the 
Dutch population of adult, non-institutionalised people with a somatic chronic illness and/or physical 
disability. Every year, approximately 500 panel members with a somatic chronic disease are selected via a 
standardised procedure applied in a random sample of general practices throughout the country. Additional 
panel members are selected from several national population surveys on the basis of the presence of 
moderate-to-severe physical disability. NPCD is registered with the Dutch Data Protection Authority; all 
data were collected and handled according to the privacy protection guidelines of the Authority. In 2007, 
the panel consisted of more than 3000 participants with a chronic illness or disability. For the purpose of 
this study, we only used data of panel members diagnosed with somatic chronic disease(s) recruited via 
general practices, who filled in three questionnaires: one questionnaire in April 2007 (response rate 87%; 
1679/1934) and two questionnaires in October 2007 (response rate 84%; 1536/1824, response rate 83%; 
1515/1824). As subjects had to respond to all three questionnaires to be included in this study, the final 
sample consisted of 1456 people with a chronic illness. 

DATA COLLECTION 

Labour participation 
Labour participation was defined in conformity with Statis- tics Netherlands (CBS), as performance of 

paid work for at least 12 hours per week. Participants were asked to indicate the number of hours per week 
spent on paid employment in October 2007. For the purpose of this study, the data were recoded into a 
dichotomous variable indicating whether or not respondents (aged 15–64 years) performed paid work for at 
least 12 hours per week. 

Volunteer work and informal care 
Respondents were asked to indicate whether they performed volunteer work or informal care at the time of 

the survey (October 2007). Volunteer work was defined as carrying out volunteer work for an organisation, 
institution or society. Informal care was operationalised as care given to relatives or acquaintances (not 
members of the household) who are in need of help. 

Social participation 
Respondents were asked in October 2007 to indicate on a four-point scale how often they participated in 

social activities (1 = weekly, 2 = monthly, 3 = a few times a year, 4 = (hardly) ever). Social activities were 
operationalised as: (1) practising sports in a sporting club at least once a week, (2) participating in societies 
such as a reading circle or hobby club for at least a few times a year, or (3) participating in religious 
meetings for at least a few times per year. Calcu- lations resulted in one dichotomous variable indicating 
whether or not respondents participated in social activities. 

Physical and mental health 
In April 2007, physical health and mental health were assessed by four scales of the Medical Outcomes 

Study 36- item Short Form Health Survey (SF-36): physical functioning, vitality, bodily pain and mental 
health (Ware & Sherbourne 1992, McHorney et al. 1994, van der Zee et al. 1996). The physical functioning 
scale consists of ten items. Participants were asked to indicate to what extent their health obstructs them in 
several daily activities (e.g. climbing several flights of stairs). Items were rated on a three-point scale (1 = 
yes, limited a lot, 2 = yes, limited a little, 3 = no, not limited at all). The vitality scale comprised four items 
(e.g. How much of the time during the past four weeks did you feel worn out?). Items were rated on a six-
point scale (1 = all of the time to 6 = none of the time). Bodily pain was assessed by means of two items 
[‘How much bodily pain have you had during the past four weeks?’, ‘During the past four weeks, how 
much did pain interfere with your normal work (including both work outside the home and housework)?’]. 
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Items were rated on a six-point scale (1 = none to 6 = very severe) and a five-point scale (1 = not at all to 5 
= extremely) respectively. The mental health scale consists of five items and contains questions on feelings 
of depression and nervousness (e.g. How much of the time during the past four weeks have you felt 
downhearted and blue?). Items were rated on a six-point scale (1 = all of the time to 6 = none of the time). 
The score of each scale was transformed into a 100-point scale (0–100) with higher scores signifying a 
more favourable health status. We calculated Cronbach’s alpha for each of the four scales to explore the 
reliability (i.e. internal consistency) of the scales. Cronbach’s alphas for the scales in the present study 
indicated good internal consistency: 0,94, 0,82, 0,88 and 0,87 for physical functioning, vitality, bodily pain 
and mental functioning respectively. 

Sociodemographic and disease characteristics 
Sociodemographic characteristics included gender, age, edu- cational level, living situation and degree of 

urbanisation. Educational level reflected the highest level of education completed and was classified as low 
(no, primary, or lower vocational education), intermediate (secondary or intermediate vocational education) 
and high level (higher vocational education or university). Living situation referred to whether or not one 
lived with a partner. Degree of urbanisation was calculated on the basis of the density of home addresses in 
the respondents’ living environment, and was divided into five categories (extremely, strongly, moderately, 
hardly and not urbanised). 

Disease characteristics were provided by the general practitioners (GPs) of the patients at inclusion. GPs 
registered the type of chronic disease(s) diagnosed (up to four chronic diseases) and the ‘physician 
assessed’ health status. Indicators of the physician-assessed health status included the extent to which the 
respondent’s health condition was: (1) progressively deteriorating, (2) life threatening and (3) characterised 
by an episodic course. Diagnoses of chronic diseases were coded according to the International 
Classification of Primary Care (Lamberts & Wood 1987). In case of more than one chronic disease, the 
disease that had been diagnosed first (oldest diagnosis) was considered the index disease in this study 
(Schellevis & van Lisdonk 1993). For the purpose of this study, the index diseases were categorised into 
eight diagnostic categories (see Table 1). We also computed the number of chronic diseases per respondent 
on the basis of the diagnoses registered by the GPs (categories: one, two, and three or more chronic 
diseases). 

Statistical analysis 
To answer the first research question, descriptive statistics were computed to describe the extent to which 

people with a chronic illness participate in paid jobs, volunteer work, informal care and social activities. 
Relationships between sociodemographic and disease characteristics on the one hand and participation on 
the other hand were assessed by means of chi-square tests. To answer the second research question, 
descriptive statistics were computed to assess the physical and mental health of the respondents. The third 
research question was answered by conducting logistic regression analyses, to assess the main effects of the 
indicators of physical and mental health on participation in the four domains (paid work, volunteer work, 
informal care and social participation) and to asses the interaction effects of the products of the mental 
health scale with the physical health scales on the four participation domains (using the logistic regression 
method described by Jaccard 2001). Sociodemographic and disease characteristics were included to control 
for their confounding effects on the four participation indicators. 

[TABLE 1] 

RESULTS 

Sample characteristics 
 
Table 1 shows the sociodemographic and disease character- istics of the sample. The sample of 1456 

chronic illness patients were aged between 18–92 years, with a mean age of 61,6 years (SD = 13,6 years). 
Fifty-seven per cent of the patients were female. Almost three quarters (72%) were living with a partner. 
Degree of urbanisation was differently distributed in our sample compared with the total population of the 
Netherlands in 2007 (Statistics Netherlands 2009a): our sample consisted of less people living in extremely 
urbanised areas (10,1% vs. 19,2% of the Dutch population) as well as less people living in non-urbanised 
areas (7,9% vs. 20,1% of the Dutch population), whereas the degrees of urbanisation in-between were 
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overrepresented in our sample. When considering the disease characteristics of the sample, most people 
suffered from asthma/chronic obstructive pulmonary disease (COPD), cardiovascular disease, 
musculoskeletal diseases or diabetes. These four categories together account for two-thirds (67%) of all 
index diseases registered by the GPs. About one-third of the sample had been diagnosed with more than one 
somatic chronic disease. 

Labour participation 
 
Within the group of people of working age (15–64 years old), 50,5% of the people indicated to perform 

paid work for at least 12 hours per week (M = 30,80 hours per week (SD = 10,26), range = 12–60 hours per 
week). More men than women were employed (for at least 12 hours per week) (Table 2). Labour 
participation was higher among people aged between 15–39 years than among people in the age of 40–64 
years, and the higher the educational level, the higher the employment rate. The results also showed an 
association between labour participation and the number of chronic diseases diagnosed: the employment 
rate was lower in respondents with more chronic diseases. Lastly, associations were found between labour 
participation and the extent to which the chronic condition had a progressive course and was life-
threatening. Labour participation was lower among people whose condition was more progressive, and 
among people who had a condition that was life-threatening to a neutral extent (compared with those with a 
condition of lesser or greater life threat). 

Participation in volunteer work 
Within the total group 25,2% of the respondents performed volunteer work. People with an 

intermediate/high level of education carried out volunteer work more often than people with a low level of 
education (Table 2). Furthermore, the results showed that people in the age of 75 years and older carried out 
volunteer work less often than people aged 15–74 years. No associations were observed with respect to 
disease characteristics and participation in volunteer work. 

Participation in informal care 
Within the total group, 18,3% of the respondents carried out informal care. More women than men 

performed informal care (Table 2). People aged 15–64 years and people with an intermediate/high 
educational level performed informal care more often than people aged 65 years and older and people with 
a low level of education. No associations were found between specific disease characteristics of our 
respondents and whether or not they performed informal care. 

Social participation 
More than half of the respondents (58,4%) participated in social group activities, which means that they 

practised sports in a sporting club on a weekly basis or took part in societies or religious meetings at least a 
few times per year. More women participated in social activities than men and people who were higher 
educated appeared to be involved in social activities more often than people with a low level of education 
(Table 2). Furthermore, the results showed that people living in less urbanised areas carried out social 
activities more often. Disease characteristics were not associated with social participation. 

Physical and mental health 

[TABLE 2, 3] 
Table 3 contains the means and standard deviations of the SF-36 physical functioning, vitality, bodily pain 

and mental functioning scores of the total sample. Furthermore, Table 3  
contains reference scores of a random sample (N = 1063) aged 18–89 years from a midsize town in the 

north of the Netherlands (van der Zee et al. 1996), and a nationwide random sample (N = 1742) of Dutch 
citizens aged 16– 94 years (Aaronson et al. 1998). Compared with the refer- ence scores of the population 
samples, our sample of patients with a chronic illness had lower scores (less favourable) on all four scales, 
although the differences in mental health scores were small. 

Predictors of participation 
The results of the multiple logistic regression analyses are shown in Table 4. We will describe the results 

predicting the four indicators of participation separately below. 
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Labour participation 
Model 1 in Table 4 explained a substantial part of the variance in labour participation: 42,4%. 

Sociodemographic characteristics appeared to be important predictors of labour participation in people with 
a chronic illness aged 15– 64 years; they accounted for 30,5% of the total explained variance (not shown in 
Table 4). Older age decreased the likelihood of having a paid job. Women are also less likely to participate 
in (paid) work. This also holds for people living in areas that are hardly urbanised compared with those 
living in extremely urbanised areas. People with a high educational level are more likely to have a paid job 
despite their chronic disease(s). Regarding the disease characteristics, having a chronic condition with a 
moderate life threat (compared with a less life-threatening condition) and having three or more chronic 
diseases (compared to one disease) significantly decreased the likelihood to be employed. The disease 
characteristics added 6,3% of explained variance, which was a significant contribution (not shown in Table 
4). 

When we consider the effects of the physical and mental health indicators, another 5,6% of the total 
variance was explained, which was also a significant contribution. A more favourable level of physical 
functioning (less physical dis- ability) was significantly associated with having a paid job. In addition, a 
more favourable experience in terms of bodily pain (less pain) reduced the chances of having a paid job. 
The model also shows a significant interaction effect of pain and mental health: a more favourable score on 
the bodily pain scale (less pain) combined with a better mental health was positively related to labour 
participation. This finding can be interpreted as that a better mental health weakens the negative main effect 
of a more favourable pain state on performing a paid job. 

 

Participation in volunteer work 
 
Table 4, model 2, displays the results of the regression analysis with volunteer work being the outcome 

variable. In contrast with the former model explaining labour participation, this model accounted for only 
8,4% of the variance in the performance of volunteer work by patients with a chronic illness aged 15 years 
or older. The sociodemographic charac- teristics accounted for 3,5% of the variance, which was a 
significant contribution (not shown in Table 4). The disease characteristics did not significantly contribute 
to the model (non-significant increase of 1,1%). Of all sociodemographic and disease characteristics 
included in the analysis, educa- tional level was the only significant predictor. People with an intermediate 
or high level of education are more likely to perform volunteer work. Adding the physical and mental 
health indicators increased the total explained variance significantly (to 8,4%). More favourable states of 
bodily pain and mental health increased the likelihood of performing volunteer work by people with a 
chronic illness. Also in this analysis, a significant interaction effect of pain and mental health was found, 
indicating here that when a more favourable bodily pain state (less pain) is combined with a better mental 
health, the positive separate (main) effects of bodily pain and mental health on performing volunteer work 
are weakened. 

Participation in informal care 
 
Table 4, model 3, displays the results of the regression analysis with informal care being the outcome 

variable. This model explained 11,5% of the variance in the performance of informal care by patients with a 
chronic illness aged 15 years or older. Women are more likely to carry out informal care. Further- more, the 
results showed that people with an intermediate level of education are more likely to perform informal care. 
None of the disease characteristics was significantly associated with the performance of informal care. The 
sociodemographic characteristics explained 6,4% of the variance (significant contribution) (not shown in 
Table 4). The disease character- istics added 1,3% of explained variance (non-significant increase). Adding 
the physical and mental health indicators to the model, the percentage of explained variance increased to 
11,5%, which was a significant contribution. A more favour- able state of physical functioning increased 
the likelihood of performing informal care by people with a chronic illness. 
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Social participation 

[TABLE 4] 
Table 4, model 4, presents the results of the regression analysis with social participation being the 

outcome variable. In this model, the sociodemographic variables accounted for the largest part of explained 
variance: 5,5% (significant contribution) of the 9,2% total explained variance (not shown in Table 4). Being 
older and being female both increased the likelihood of being socially active. Furthermore, social 
participation is more likely for patients with a chronic illness who are higher educated and for those who 
live in areas that are hardly urbanised or not urbanised (compared to extremely urbanised areas). Whether 
or not one lives together with a partner does not make a difference regarding social participation. 

The disease characteristics did not significantly contribute to the model (non-significant increase of 1,6%), 
but the physical and mental health indicators taken together did (2,1%). Nevertheless, none of them made a 
significant contribution on its own. Neither main effects nor interaction effects with mental health were 
significant. 

DISCUSSION 
The findings show that about half of the people with a chronic illness of working age had a paid job for at 

least twelve hours per week. To put this percentage into perspec- tive, in 2007, approximately two of three 
people of the Dutch working age population participated in paid labour (Statistics Netherlands 2009b). 
Twenty-five per cent carried out volun- teer work, 18% carried out informal care and 58% partic- ipated in 
social activities. According to Statistics Netherlands, in 2007, 44% of the adult Dutch population was 
involved in volunteer work and 28% carried out informal care (Statistics Netherlands 2010). No norm 
scores are available with respect to social activities. We wish to mention that our sample comprised more 
female and older persons than the total adult Dutch population in 2007. Notwithstanding that, our results 
suggest that labour participation and participation in volunteer work and informal care are indeed lower 
among people with a chronic illness than in the general population. The average scores on the physical and 
mental health scales we found in our study were also lower than the scores of Dutch general population 
samples, although the differences in mental health scores were small (van der Zee et al. 1996, Aaronson et 
al. 1998). 

Before discussing the separate and joint effects of physical and mental health on participation, we wish to 
consider the adequacy of the total model to explain participation of people with a chronic illness in several 
domains of life. We were able to explain a substantial part of the variance in labour participation in our 
sample of people with a chronic illness, but the explanatory value of the model for the three other types of 
participation was rather low. This means that whether or not a person with a somatic chronic illness 
participates in volunteer work, informal care or social activities depends for the largest part on other factors 
not studied here, for instance, personality characteristics (e.g. personal goals, competences) or 
environmental factors (atti- tude of colleagues, available facilities). Apart from degree of urbanisation, we 
did not take environmental factors into account. We wish to state that providing a full explanatory model of 
participation was not the purpose of our study. Nevertheless, considering the total amount of explained 
variance is relevant to place our findings into context. 

Sociodemographic characteristics such as age, gender, educational level and degree of urbanisation 
appeared to be all significant predictors of participation in both paid jobs and social activities, although 
their effects were different for these two types of participation. For instance, being older, being female and 
living in an area that is hardly urbanised (compared with extremely urbanised areas) reduced the likelihood 
of having a paid job, but increased the chances of being socially active. Educational level was the only 
consistently significant predictor of participation in all four domains. Our results also show that 
characteristics of the chronic illness were of low predictive value for participation. None of the disease 
characteristics (type and number of chronic diseases and physician assessed health status) was significantly 
related to participation in volunteer work, informal care or social activities. The type of chronic disease was 
not associated with labour participation either. Having three or more chronic diseases, however, reduced the 
likelihood of having a paid job. This was also the case for having a health condition which is life-
threatening to a neutral extent (compared with a less life-threatening condi- tion). We found that people 
who have an illness which is life- threatening were more likely to be employed than people who have a less 
life-threatening condition, although the result of the regression analysis was not significant. This finding 
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might be explained by the fact that the group of patients (aged 15– 64 years) with a life-threatening illness 
was small (N = 41). When interpreting these results, it should be emphasised that the study group 
comprised people who all suffered from a chronic illness; consequently, the results do not give an insight 
into the impact of having a chronic condition, compared with no chronic condition, on participation. 

Considering the effects of the various aspects of physical and mental health, our findings show that these 
variables did not contribute to the explanation of being socially active by people with a chronic illness. 
With respect to labour participation, we found significant main effects of physical functioning and pain. A 
better physical functioning appeared to contribute to labour participation, which is consistent with previous 
findings (Baanders et al. 2002). A more favourable pain state (less pain), on the other hand, reduced the 
chances of having a paid job. Due to the design of our study, this finding could also be interpreted that 
having a paid job increased the likelihood of experiencing more pain (compared with not having a paid 
job). Mental health, however, appeared to interfere with pain. The significant interaction effect indicates 
that as mental health improves, a more favourable pain state (less pain) is associated with a greater chance 
of employment. Alonso et al. (2004) suggest that mental distress may lead to a tendency to amplify physical 
symptoms such as bodily pain, thus indicating an exacerbating effect of mental distress. Our results point to 
a positive effect of a good mental health on labour participation of people with a chronic illness, but only 
for those who experience low(er) levels of pain. 

With respect to informal care, we also found a significant main effect of physical functioning. A better 
physical functioning appeared to contribute to the performance of informal care. 

Less pain and a better mental health were predictive of participation in volunteer work (main effects). 
Again, we found a significant interaction effect of pain and mental health, but this time, the interaction 
negatively affected the chances of performing volunteer work. Thus, a better mental health weakened the 
main (positive) effect of a favourable bodily pain state (less pain) on performing volunteer work. Or 
otherwise, a more favourable bodily pain state (less pain) weakened the main (positive) effect of a better 
mental health on performing volunteer work. Performing volunteer work may function as a substitute for 
participation in a paid job for some people with a chronic illness. If these two ways of participation are 
substitutes, our result might be caused by the fact that people with a chronic illness who experience both a 
good mental health and less pain prefer paid work above volunteer work. To explore this possibility of 
substitution, we computed a cross-table of labour participation (yes/no) vs. participation in volunteer work 
(yes/no) for our respondents aged 15–64 years and performed a chi-square test. The result showed that 
people with a paid job participated less in volunteer work than people without a paid job. However, the 
difference between the groups did not reach the level of significance and therefore does not support the idea 
of substitution. 

Strengths and weaknesses of the study 
It is important to note that the present study did not have a longitudinal design, which means that no 

conclusions can be drawn with respect to the causality of the found relationships. Consequently, it is not 
clear whether participation is a cause or a result of physical and mental health. A strong aspect of this study 
is that it was carried out within a large and heterogenic group of somatic chronic ill patients, which 
increases the ability to apply the study findings to the general population of people with a chronic illness. 

Conclusion 
This study emphasises the relevance of considering mental health as an important factor in explaining 

participation rates among people with somatic chronic illness, besides their physical limitations. The 
relationship between mental health and participation of people with a chronic illness is not straightforward. 
A good mental health is of additive value to participation in volunteer work (in addition to less pain), but 
also interferes with the relationship between bodily pain and participation in paid or volunteer work. 

Relevance to clinical practice 
Healthcare providers, including nurses, involved in care for people with a chronic somatic illness should 

be more aware of the mental health states of their patients. In contrast with many of their physical 
limitations, patients’ mental health state could be improved. In the Netherlands, mental health is not yet a 
primary area of attention in clinical care for people with a chronic somatic illness. More efforts should be 
made to signal and treat mental health problems in people with somatic chronic illness. Use of screening 
instruments might be helpful to detect comorbid mental disorders in patients with chronic somatic diseases 
and identify patients in need of psychological treatment (Härter et al. 2006). 
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