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Labour Force Survey 
 
Ad hoc module 2002 on ‘Employment of disabled people’ 
 
Questions and Answers 
 
The LFS 2002 ad hoc module on the ‘Employment of disabled people’ is described in 
Commission Regulation (EC) No 1566/2001 of 12 July 2001, and published in the 
Official Journal L208/16, 1.8.2001. 
The Eurostat Working Group Employment Statistics Doc. E1/EMPL/04/2001-
Revised contains this regulation (part 1 of the document), and also the explanatory 
notes (part 2) and the ‘suggested questions’ (part 3). This document is available at the 
Working Groups’ CIRCA site in 11 languages. 
While preparing the fieldwork for (pilots on) the module, MS have asked Eurostat a 
number of questions, in particular in recent weeks. This document contains these 
questions and the replies given. In principle, all questions and replies are given in the 
original form. ‘Editing’ of the originals before going into this document was limited 
to a minimum: some errors were corrected and when the question would disclose the 
identity of the questioner, this was avoided by deleting the name of a person or 
country. 
In this document, the questions are in normal print, the answers are in italics. The 
answers were prepared by the undersigned, but always in consultation with Howard 
Meltzer who developed the module. Further support was also provided by Marleen 
De Smedt, Ana Franco and Alois Van Bastelaer. 
 
Please do not hesitate to contact me if you have further questions or comments. 
 
Jaap van den Berg. 
Eurostat, unit E3 
section Health and Safety. 
Tel: +352 4301 32693 
Email jaap.van-den-berg@cec.eu.int  
 
 
General questions 
 
What is the reference period for the LFS ad hoc module 2002? Is the reference period 
for the ad hoc module the same as the reference period for LFS? 
 
If you mean by 'reference period' the survey period during which the module should 
be in the field: this is the second quarter of 2002.  
If you mean the period we want the respondents to take into account when we ask the 
filter question: this is 6 months for the health problem/disability - please also refer to 
the explanatory notes on 'longstanding', page 14 of the document. 
 
 
Scope: the target population consists of the persons aged 16 to 64, which causes slight 
statistical problems, since our extrapolation coefficients are stratified by 5-years age 
group. Would it be acceptable to ask the module items only to people aged 20 to 64? 
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In our view limitation to 20-64 is not acceptable because it would hamper 
international comparability. We need this information also from young people: 16-19 
may be a relatively small group with disability, but with a large number of years to 
go. If you prefer a fit with the usual 5 years age groups you could interview 15-64, as 
some other countries do (for the 'European extrapolation' we will use 16-64). No 
country has proposed exclusion of 16-19. 
 
 
In the pilot, interviewers reported difficulty with proxy (indirect) interviews. 
Respondents were uncomfortable when asked for information about the health of 
other members of the household, particularly where they were not related, and in 
many cases refused to divulge such information. Interviewers also believed that where 
information was received in this format it was unlikely to be reliable. Can we restrict 
the information we request from indirect interviews to 220 and 221/222 only or 
incorporate a filter that would only ask these questions in an indirect interview if the 
respondent was directly related to the proxy? While I appreciate that this change 
would have a considerable impact on the module, I think it would lead to a more 
accurate final dataset. 
 
Proxy interviews: this is (also) a difficult problem, and it may be more difficult in one 
country than in another. The issue of including proxies for this module was also 
discussed in the Working Group on Employment Statistics, and it was decided to put 
'don't know' codes in the coding frame to deal with cases where the proxy could not 
give an answer. It was presumed that normally the proxy is a close relative, who 
could give information on the health and needs of the other person; if this is not 
possible, the don't know code could be used where necessary. 
It was felt that excluding all the proxies would mean that we loose too much 
information. In some countries the percentage of proxies exceeds 50, but even when it 
is 25% or less the damage of having to do without would be great. Usually proxy 
interviews are performed for a selective group (also with respect to health) and it is 
not possible to construct a 'weighting factor' in order to arrive at correct results for 
the ad hoc module. We realise that the quality of the information may be limited in 
some of the indirect interviews; to the extent possible we will analyse and take into 
account the quality afterwards. My experience with health surveys is that indirect 
interviews are usually possible for the type of health questions as included in this 
module.  
 
(follow up to the reply above): 
Proxy interviews: our request to restrict proxy interviewing to those cases where the 
proxy is a relative would appear sensible. There is an issue here with regard to the 
sensitivities of both the respondent and interviewer. Asking an unrelated third party to 
give information on the disability of another individual in the household we feel is 
inappropriate. Apart from the fact that the individual may not want to respond there 
could be a perceived 'invasion of privacy' issue for proxy respondents on such a 
sensitive issue. Will the proxy have given the third party permission to provide 
information on their disability? 
 
In follow up to our telephone conversation: with respect to proxies by relatives my 
summary of our talk is, that the interviewer will try and start the interview for the 
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module, but will terminate when the proxy is not able or willing to give (further) 
answers. Please tell me if my summary is not (fully) correct.  
 
 
I am not 100% clear about the status of the proposed questions. What I remember is 
that we are free to use other questions but for harmonisation of the results it is better 
to use the proposed questions? As we have some experience in this field I think we 
will alter some of the questions but one thing that we think is very essential to capture 
the essence of the survey is the introduction. In the introduction we want to add some 
categories like problems with lungs, speech and voice problems and allergies. Is this 
OK? 
 
Indeed these are 'proposed questions', only the variables are in the regulation and 
thus obligatory for the MS. But I agree with you that it is better for harmonisation if 
the proposed questions are used whenever possible. The proposed introduction to 
question 1 was made after consultation of the WG Employment Statistics (originally 
we had proposed a shorter version). Of course, even the now proposed long 
introduction could be made a lot longer by introducing more examples of diseases/ 
disabilities, but again with an eye on harmonisation: I would advise against it. It is 
likely that a disease/disability explicitly mentioned in the introduction will be 
reported more frequently than if not mentioned - for this reason I would prefer the list 
of examples to be the same in all MS. Of course the current selection may give some 
bias in the results - although this may only be for the 'not severe cases': a person with 
a severe disease/disability will report it, irrespective of mentioning in the introduction 
to the question. 
 
 
Variable 1, column 220 
 
Existence of a longstanding health problem or disability 
 
1 Yes 
2 No 
 
 
Variable 1 and 2 (column 220, 221-222). 
Is it desirable to introduce variable 2 with the specification that we are referring to 
health problems that have a consequence (even if small) in the daily life? Our 
experience in the HIS suggests that code 07 and 08, for example, are overestimated. 
Moreover, in Variable 6 (col.226), we ask the consequences of the health problem in 
the work, but not in the daily life. We are not able to know if the health problem is an 
obstacle for the life as a whole, or only in the work context. Do you think that this 
introduction may underestimate our numbers and influence the international 
comparability? 
 
This problem was discussed in early stages of development of the module, also in the 
WG dealing with the LFS. The outcome was that no reference should be made to 
consequences of health problems/disabilities in vars 1 and 2, and that vars such as 
6,7 and 8 would focus on work (not daily life). Indeed the information is 'limited', but 
given the purpose and place (LFS) of the module, the focus on 'work' is justified. The 
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introduction you mention to var 1,2 is not desirable; variable 6,7 and 8 should ask for 
work related consequences only.  
 
 
We would like to emphasise the time restriction in Q1 by putting the 6 months limit 
within brackets already in the question not only as an instruction to the enumerator. 
Within brackets is of course also an instruction but much more obvious. Comments? 
 
No comments, this seems OK to me. 
(But see also explanatory notes, page 14: ‘the six month period should be seen as a 
guide to understanding the term longstanding, rather than defining an absolute 
period of time.) 
 
 
How to code a person who had an accident (injury)? Time of treatment was 8 month 
and time of rehabilitation was 3 month. The treatment and rehabilitation was finished 
at the time of survey. But the person has a permanent after-effect (for example a 
person is still lame of a leg). 
 
This person should be coded ‘yes’ on this variable, because the person has a 
longstanding disability – problem with leg. Even if the time for treatment plus 
rehabilitation would have been (much) less than 6 months, the code should be ’yes’ 
here because of the longstanding after-effect. 
 
A person had a traffic accident. Time of treatment is 5 month and time of 
rehabilitation is 3 month. Is it longstanding health problem? 
 
Total duration is in this case 5+3 months, so the person should be coded ‘yes’ 
because the problem is longer than 6 months. But if treatment and rehabilitation are 
finished at the time of interview, the code is ‘no’ (but again ‘yes’ when there is a 
longstanding after effect, as in your first example). 
 
A person has scars after accident. How to code this person? Is it a longstanding health 
problem? 
 
The explanatory notes (page 16 of the English version) say  
‘Code 7: severe disfigurements include scars, birthmarks, …….’ 
This implies that only ‘severe’ scars and ‘severe’ birthmarks should be included 
although in some cases it may be difficult to decide if it is ‘severe’. (When in doubt: 
code ’yes’). See also reply to next question. 
 
Which of scars and birthmarks are included in longstanding health problems? Can 
you write me concrete example? 
 
For practical reasons ‘small problems’ (with high prevalence, but usually no lasting 
serious consequences for the people concerned) are excluded. But the more severe 
cases, such as severe scars/birthmarks in the face, are included. 
 
Is anaemia, nightblindness, a longstanding health problem?  
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It is a longstanding ‘health problem’ and the related ‘disability’ is also clear. So the 
answer is ‘yes’. The exception we have made for people with ‘sufficiently effective’ 
glasses/contact lenses does not apply here. 
 
 
Variable 2, column 221/222 
 
Type of health problem or disability (Code main problem) 
 
1. Problems with arms or hands (which includes arthritis or rheumatism). 
2. Problems with legs or feet (which includes arthritis or rheumatism) 
3. Problems with back or neck (which includes arthritis or rheumatism). 
4. Difficulty in seeing (with glasses or contact lenses if worn). 
5. Difficulties in hearing (with hearing aids or grommets, if used. 
6. Speech impediment. 
7. Skin conditions, including severe disfigurement, allergies. 
8. Chest or breathing problems, includes asthma and bronchitis. 
9. Heart, blood pressure or circulation problems. 
10. Stomach, liver, kidney or digestive problems. 
11. Diabetes. 
12. Epilepsy (include fits) 
13. Mental, nervous or emotional problems 
14. Other progressive illnesses  (which include cancers NOS, MS, HIV, 

Parkinson’s disease) 
15. Other longstanding health problems 
 
 
We a have already discussed the introduction to Q1, but with this rather long 
introduction (that we want to make even longer) our idea is that the enumerator 
should not read all alternatives in Q2, but just mark all the alternatives mentioned by 
the respondent. A question on the principal one will then follow. This is the technique 
that we have already used. This means that it is very important to have a rather 
complete enumeration in the in the introduction. Not to miss "6 Problems" with 
speech and allergies (as we have already discussed) we want to add "It can also be 
allergies or speech and voice problems" Comments? 
 
I have no comments to ‘just mark all the alternatives mentioned by the respondent’ in 
Q2 – this seems OK to me. With respect to comments on the introduction I refer to our 
previous discussion. 
 
 
Code 1.  Problems with arms or hands (which includes arthritis or rheumatism). 
 
What is the main disability (columns 221/222: code 01 or 02, maybe 03?) for a 
tetraplegic (what should we tell our interviewers?) 
 
2- The limitation of coding only the 'main type' of disability, which is mainly a result 
of the discussions with the Working Group, may cause problems in cases like the one 
you refer to ('tetraplegic'). If in a particular case the coding instruction with respect 
to "...impact on the life of the individual" and "...which respondents think limits their 
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work activities the most" really do not help, our advice is to code the first that applies 
(code 1 in the case of a tetraplegic).  
 
 
Code 4.  Difficulty in seeing (with glasses or contact lenses if worn). 
 
"Difficulty in seeing (with glasses or contact lenses if worn)": does this mean that 
someone suffering from an eyesight problem, not too serious... but with consequences 
on the professional life (example: professional boxer who is allergic to lenses, so has 
to wear glasses, and must give up his job), should be given code 04 (implying code 1 
= yes for column 220), while a person suffering from the same problem (sight + 
allergy to contact lenses), but whose job is compatible with wearing glasses, answers 
no to the introductory question (column 220)? 
 
For practical reasons the (50+ per cent) of the population with "sufficiently effective" 
glasses/contact lenses, or hearing aids, was excluded from the target group for this 
module, despite the fact that persons who have no good eyesight without glasses or 
contact lenses are excluded from a variety of jobs. In principle, your boxer, who can 
see sufficiently with glasses, should be coded 'no' in the introductory question. This 
may cause disagreement between the boxer and your interviewer - I presume that 
your questionnaire has 'remark fields' for the interviewer to report respondents views 
which do not fit into the questionnaire. 'Statistics' is always a simplification of reality. 
 
 
Is there any size of dioptria which distinguish strong form of a short-sighted 
(respectively long-sighted) from light form? Or what size of dioptria is considered as 
long-standing health problem? 
 
With respect to your question on eyesight problems: these should not be reported if 
glasses or contact lenses are 'sufficiently effective' (explanatory notes, page 16). The 
'number of dioptria' is not relevant as long as the person can see well with glasses/ 
contact lenses. 
 
 
Code 5.  Difficulties in hearing (with hearing aids or grommets, if used. 
 
In some earlier surveys it has always been considered a health problem to have 
problems with your hearing regardless of hearing aids or not. What I am trying to say 
is that even if you consider your hearing as OK when wearing hearing aids it is a 
health problem or handicap. In the module hearing problems are only considered if 
they still exist when using hearing aids. Correctly understood? 
 
Yes, this is correctly understood. But only if, as read the explanatory notes, the 
hearing aid is 'sufficiently effective' the case is excluded.  
 
 
Code 7.  Skin conditions, including severe disfigurement, allergies. 
 
According to the explanatory notes "hay fever (severe allergic rhinitis) should be 
excluded except where it aggravates the effects of an existing condition". Hay fever 
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can be a serious problem (actual instance of someone who had to take her holiday in 
May, and leave the country); I feel that this fits with "problem restricts amount of 
work that can be done" - code 2 in column 227; of course, it's a bit late to object, 
while other countries exclude hay fever, but in practice, the interviewer might register 
"yes" as the answer to column 220, and hear next that the alleged disability is "just" 
hay fever, which "doesn't count"... 
 
Hay fever was excluded for practical reasons (high prevalence, but usually no lasting 
serious consequences for the people concerned), despite that sometimes it may have 
serious impact on daily life and working capacity. Again, the interviewer should have 
possibility to report the opinion of the respondent. We would appreciate if, after the 
fieldwork, you could give us a rough estimate on the frequency of these cases. 
 
 
We are just preparing the national questionnaire and I have a question concerning 
Variable 2 (Type of health problem or disability), Code 7 and 8:  
Is it correct, that skin related allergies are included in Code 7, but allergies in 
combination with breathing problems in Code 8? This means, that hay fever should 
(f.e.) be included in Code 8, too! 
 
Yes, code 07 ("Skin conditions, including severe disfigurement, allergies") is also for 
skin related allergies, as you mention. 
With respect to hay fever I refer to the explanatory notes on variable 2 Code 8, which 
say that "hay fever (severe allergic rhinitis) should be excluded except where it 
aggravates the effects of an existing condition". In a few cases the respondent may 
have replied 'yes' to the filter question (variable 1, column 220) and then it turns out 
that it is 'only' hay fever. The reply to the filter question should be changed then (if 
there is no other health problem/disability). This may cause disagreement between the 
respondent and your interviewer - I hope that your questionnaire has 'remark fields' 
for the interviewer to report respondents views. 
 
(follow up to the reply above):  
We don't have "remark fields" for the interviewers on the questionnaire. Therefore, if 
the respondent in Variable 1 replies "yes, I have a longstanding health problem", 
namely "hay fever", this should be indicated in Variable 2, Code 8, by the 
interviewer. Otherwise the interviewer-instructions would be more complicated; why 
an exception only in the case of "hay fever"? 
Do you agree to these coding instructions? 
 
Thank you for getting back to me. 
With respect to allergies expressing themselves in skin reactions you are right: only 
these allergies belong to code 7 (which includes all skin conditions). 
With respect to hay fever: a 'simple hay fever' was excluded for practical reasons 
(high prevalence, but usually no lasting serious consequences for the people 
concerned). But the more severe cases, expressing themselves in aggravating 
respiratory problems, such as leading to asthmatiform bronchitis, are included - code 
8. The problem that interviewers may sometimes have to go back to the filter question 
can not be avoided. Please check if it is possible for you to instruct your interviewers 
that hay fever is not included. 
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We might add one category in Q2 namely allergies. It is already mentioned under 7 
"skinproblems" but there are other allergies than the ones affecting the skin. 
 
Allergies, other than code 7 (skin conditions). 
With respect to hay fever I refer to the explanatory notes on variable 2 code 8, which 
say that 'hay fever (severe allergic rhinitis) should be excluded except where it 
aggravates the effects of an existing condition'. A 'simple hay fever' was excluded for 
practical reasons (high prevalence, but usually no lasting serious consequences for 
the people concerned). But the more severe cases, expressing themselves in 
aggravating respiratory problems, such as leading to asthmatiform bronchitis, are 
included - code 8. No problem with extra codes for 'allergies' if you want to have this 
information separate, but please make sure to be able to recode afterwards to 7 and 
8.  
A person suffers severe second-degree (or third-degree) burns or frost-bites. Time of 
treatment is longer than 6 months. How to code this longstanding health problem? Is 
it code 07 or code 15?  
 
It is code 07  
 
 
Code 9.  Heart, blood pressure or circulation problems. 
 
How to code varicose veins? 
 
Varicose veins is a problem with the circulatory system and is code 9. 
 
 
Code 10.  Stomach, liver, kidney or digestive problems. 
 
How to code the urine tract? 
 
Urine tract is an anatomical description not a disability nor a health problem. If we 
assume that the answer is urinary tract infection then that is not really a longstanding 
illness and is cured by antibiotics. However, when it is longstanding than it should go 
in code 10. 
 
 
Code 13.  Mental, nervous or emotional problems 
 
Our question on variable 2 concerns mental disability, e.g. CP, Down syndrome etc. 
Should these conditions be coded as 13, together with mental illnesses and less severe 
disorders such as depression and phobias? This will make code 13 quite a mixed 
group. 
 
Code 13 should include all 'mental problems' you mention; it is as you say 'quite a 
mixed group' - discussions on this module in the Working Group made clear that 
more distinctions would not be feasible for some Member States. Here again I would 
say: no problem if you do more on national level. 
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Could you tell us whether "obesity" and "anorexia" should be given a code 10 
"Stomach, liver, kidney or digestive problems" or rather a code 15 "Other 
longstanding health problems”? 
 
Obesity (severe overweight) is often regarded as an endocrinological and metabolic 
problem. The only one of these in the survey is Diabetes but we can not put Obesity 
there so I suggest it is coded in the "other" category. 
Anorexia should be coded as a "Mental Health Problem", code 13. 
 
Regarding eating too much or to little:  
We agree that anorexia could be coded as a "Mental Health Problem" (although 
"Mental Health" is already such a huge, heterogeneous category!). "Obesity" can have 
various causes ("it's all in the head" - or related to a metabolic disease); should we ask 
the respondent whether (s)he considers the problem to be rather nervous (code 13) or 
physical (code 10 if digestive, or else code 15)?  
 
Anorexia as well as Bulimia should go into mental health problems, but ‘normal’ 
underweight and overweight, resulting from eating too much or too little, but not 
extremely and not really compulsive, should go into 15. In addition it is not likely that 
persons with normal over/underweight will report this as a health problem/disability.  
I do not expect it will be needed frequently, but it is a good idea to ask the respondent 
whether (s)he considers the problem to be rather nervous (code 13) or physical (code 
10 if digestive, or else code 15). 
 
 
Code 14.  Other progressive illnesses (which include cancers NOS, MS, HIV, 
Parkin-son’s disease) 
 
According to the translation code 14 should include "cancers not mentioned above". 
What does this mean? Should cancers be coded primarily according to their kind, e.g. 
stomach cancer under stomach problems or lung cancer under chest problems? Or is 
this just a misunderstanding and all cancers should be coded 14? And what about 
cancers in remission (no symptoms at the moment), should they be included at all? 
 
Cancers should be coded primarily to their kind, as you indicate. Your question on 
'cancers in remission (no symptoms at the moment)': should be included because not 
yet fully cured - there may also still be consequences for work capacity. 
 
 
Code 15.  Other longstanding health problems 
 
How to code longstanding problem of the nervous system (concrete brain and spinal 
cord damage or disease)? 
How to code balance damage and total loss of smell? 
 
'Brain and spinal cord damage or disease', 'balance damage' and 'total loss of smell' 
are neurological problems. The only neurological disease/disability we have is 
epilepsy and I feel that code 12 should be kept purely for that. Therefore the cases 
mentioned go in code 15 (depending on whether it is progressive illness, some cases 
of 'brain or spinal cord disease' can go into code 14). 
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Variable 3, column 223 
 
Time since onset of health problem or disability 
 
1. Less than 6 months 
2. At least 6 months but less than a year 
3. At least a year but less than 2 years 
4. At least 2 years but less than 3 years 
5. At least 3 years but less than 5 years  
6. At least 5 years but less than 10 years 
7. 10 years or more 
8. Don’t know 
 
 
If the answer is "less than 6 months" the interview should continue when it is clear 
that although it has not yet lasted 6 months the total expected duration will be more 
than 6 months. Comments? 
 
Indeed the duration need not yet have been 6 months; ‘expected duration of at least 6 
months’ also counts – so also after ‘less than 6 months’ in Q3, the interviewer should 
continue with Q4. 
 
 
Variable 4, column 224 
 
Cause of health problem or disability 
 
1. Born with it or birth injury 
2. Work-related accident or injury  including traffic accidents at work 
3. Traffic accident or injury (not work related) 
4. Household, leisure and sports accident or injury (non-work related) 
5. Work-related diseases 
6. Non-work related diseases 
7. Don’t know 
 
 
In our country, the diseases related to work are regulated by a specific law, which 
gives the list of the occupational diseases. Should we consider only this list and 
submit it to the respondent? 
 
Variable 4 relates to the main cause (in the terms as listed under variable 4) of the 
main health problem/disability reported under variable 2. As indicated under 
'rationale' in the explanatory note on this variable, for practical reasons we ask here 
for 'broad conditions, etc..', and not for 'details concerning specific illnesses or 
injuries'. Please use the descriptions as given in variable 4, for international 
comparability. If you need to use also the national list you mention, please try to find 
a wording and place for it which does not affect comparability. 
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-In question 4 there is a problem with "the onset" of a health problem. It can be there 
from birth but not detected later like dyslexia. Is the distinction important?  
-We also have a problem here with the more and more common long-lasting health 
problem that emanates from work related stress "to be burned out" or "hit the wall" as 
we say (maybe the are international expressions) Is that code 5? 
 
-I would say, that even if detected later, ‘from birth’ should be coded here. For this 
module it is not important to know about the distinction. 
-Work related stress/burn-out/hit the wall. I would prefer code 5 (work related 
disease) here.  
 
 
I would like to put you a question concerning the variable 4 - Cause of health problem 
or disability. This question applies to all those who said they had a longstanding 
health problem or disability. I have had done several tests using different situations 
and I have concluded that persons that never worked may respond that the cause of 
their health problem or disability is work-related accidents or work-related diseases. 
Should this happen?  
 
The intention of variable 4 codes 2 (work related accident...etc.) and 5 (work related 
diseases) is to measure if the health problem or disability is (mainly) a consequence 
of 'working'. Indeed this means that usually people who have 'never worked' should 
not get these codes.  
May be some respondents have here a different from LFS view on what is 'never 
worked' - perhaps they include work without payment? Or perhaps they include 
occasional work (different from the LFS definition). I think that in cases like these we 
could accept the respondents' answer; in the analysis we can always detect the cases 
with codes 2 or 5, but 'never been in employment according to LFS'.  
But if there is a misunderstanding such as: 'respondent thinks that the disability with 
which he/she was born is 'work related' because he/she cannot work, or only part- 
time, then the code should be 1, and not 5. 
 
 
How to code an employee who suffered accident or injury during the sport event 
(which is organised by employer) 
1. during working time 
2. during working time and outside working time too (whole day) 
 
The accident/injury is not ‘work-related’ (not happened while doing his/her work). 
Code 4 is applicable here, even if the sport event was organised during working time. 
(But if the victim is a professional in some sport, and the accident happened when 
doing his/her work, then code 2.) 
 
 
How to code an employee who suffered accident or injury during a business trip 
abroad? For example: 
1.  Accident or injury which occurred during working time of workshop, meeting or 
seminar. 
2.  Accident or injury which occurred outside working time of workshop, meeting or 
seminar for example during leisure, traffic accident. 
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1. Accident happened while the victim was doing his/her work, so code 2. 
2. Accident during leisure time is code 4 (also when leisure time is abroad). Traffic 
accident is code 3 (during business trip: for instance travel from hotel to meeting 
place, or from hotel to restaurant). Only ‘traffic accidents at work’ get code 2. 
Traffic accidents during travel to and from work, also business travel abroad, get 
code 3. 
 
 
Variable 5, column 225  
 
Whether works in sheltered or supported employment 
 
1. Yes 
2. No 
3. Don’t know 
 
 
Sheltered employment. I have a feeling that it has been said that we should be given a 
list, country specific, what is to be included. Is that so? 
 
It appeared that it would not be possible to sort this out in time centrally. Also 
referring to the explanatory notes, page 17, we ask MS to give their own examples. 
Take into account the cases where in a MS there is a ‘contingent’ of workplaces 
especially available for persons with a disability – not seldom these jobs are in the 
(semi) public sector. And/or there may be the jobs in the typical ‘sheltered 
workplaces’ supported by funding through (central/local) government or other 
sponsors. Usually a part of the salary of the employed, disabled person is subsidised. 
And/or also the ‘subsidised salaries’ in regular workplaces, where the salary of the 
disabled person is subsidised depending on the ‘reduced productivity’ as compared to 
the other workers.  
 
 
Supported employment. Is this through "job coaches" or should also support via 
"wage subsidies" be included? 
 
Wage subsidies should be included here; see also reply above to ‘sheltered 
employment’.  
‘Job coaches’ should be reported under variable 9/10/11 (of course, it may take place 
in sheltered employment, then Q5 as well as 9/10 get ‘yes’ (reply to 11 depends on 
what the respondents experiences as the ‘main type’). 
 
 
This question should be related to the list of types of supported employment in our 
country. 
 
OK 
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Respondents who were self-employed with a disability or long-term health condition 
were asked the sheltered employment question (column 225) which was not felt to be 
applicable in our country. If someone is self-employed in our country they do not 
work in a sheltered employment situation. 
Can we change the filter for this question to exclude people who are self-employed? 
 
Given the fact that this variable is not applicable for the self-employed in your 
country, you can code them 2 in column 225 without asking the question. 
 
 
Variable 6, column 226 
 
Whether health problem restricts kind of work that can be done. 
 
1. Yes, considerably 
2. Yes, to some extent 
3. No 
4. Don’t know 
 
 
We have just completed a pilot of this module and a number of issues arose which I 
would like to draw your attention to. 
Considerable difficulty was reported with items 226, 227 and 228. These items were 
found to be inappropriate for respondents who had not worked in a long time, who 
had never worked because of their condition and those who don't intend to return to 
work either because of their health condition or because they had retired. 
Can we restrict these questions to those who are working or who have worked at some 
time in the recent past. We would like to omit all those who have already indicated in 
the core of the questionnaire that they have retired for health reasons, those who have 
never worked and those who are not looking for work because of illness or disability? 
 
Variables 226, 227 and 228: we are interested in the replies from all, in order to get a 
complete picture of limitations as well as assistance needed/provided. I hope the 
question wording makes clear that we are looking at capacity, not at performance. 
For some people in the groups you mention (retired for health reasons, never worked, 
not looking for work because of health reasons) the questions may seem 
'hypothetical', but other people in the same groups may welcome the opportunity to 
report on their limitations and needs for assistance. It seems not appropriate to 
exclude these whole groups from the questions because we would miss too much 
information from people we are very much interested in. But I agree with you that 
there should be an escape for 'impossible cases': a 'don't know' if the respondent can 
not or refuses to answer these questions - even after the interviewer has explained 
about 'capacity and not performance' and has stressed the importance of getting an 
answer even from people who may feel that they will never get work (again). 
 
(follow up to the reply above): 
Variables 226, 227, 228: I appreciate your concerns regarding a possible loss of 
information by excluding whole groups from answering these questions. However one 
must always assess the 'value added' that will accrue from asking questions of certain 
groupings. Basing statistics on hypothetical situations is unwise and can distort the 
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true picture. Answers to hypothetical questions can suddenly change when a 
particular situation becomes real i.e. the theory versus practice scenario. Our original 
suggestion relating to the filters for these questions still stands i.e. to extend the filters 
to col. 220=1 and col. 24=1,2. 
Secondly our comments are not based on feelings or interpretation of the situation, 
but reflect the feedback received from the pilot exercise. In our experience it is 
unwise to ignore feedback from the pilot as it very much reflects what will happen in 
the live environment. The whole point of having a pilot is to identify actual problems 
and rectify them where possible. 
I am aware that discussions on these issues have been going on now for some time. 
Our contributions made to date give a very clear and accurate reflection of the actual 
situation with regard to this module. Disability is a sensitive issue and I think we need 
to take cognisance of that fact. The success of the survey depends very much on the 
good-will of our respondents (the public) and also our interviewing staff. I am 
reluctant to jeopardise this goodwill by asking questions that may make the 
respondent or interviewer feel uncomfortable.  
I want to thank you for your contributions to this debate so far and would appreciate 
your comments on the points made above. 
 
In follow up to our telephone conversation: with respect to the (im)possibility of 
asking 226-228 from people who are not in work (for a long time): my summary of the 
outcome of our talk is, that normally the interviewer will try and ask the question, but 
no 'pressure' on the respondent to give a reply if this is too 'hypothetical' for him/her. 
Thank you for talking with me on the telephone, I much appreciate your concerns and 
efforts for getting good quality data. Please do not hesitate to mail/call me again. 
 
 
I would like to make sure about col. 226-228. 
For example person with serious walking problems, who is using (to-hand-adjusted) 
car from/to work, who’s workplace is on the groundfloor, and is working with PC 
(sitting all the time), does not feel any restriction in work activity. 
What should he answer in col. 226-227: 
- code 3 (thanks to special car, working environment with no barriers, kind of work, 
he is not limited) 
- code 1-2 (because if he did not have any assistance (car, environmental 
arrangements etc.) he would feel some restriction. 
So should he take into account the provided assistance in answering these questions 
or not? 
 
In your example the codes be 1 or 2, because the health problem/disability limits the 
work the person can do and the mobility to/from work. The question is not whether 
the person 'feels' a restriction, but: 'does your health problem/disability 
restrict....etc.'. The provided assistance should not be taken into account in this 
question, but in the one on provided assistance (col 229)  
 
 
1) The person has very grave illness, for example an advanced stage of cancer, very 
heavy states after heart attack. His/her state of health is very serious and does not 
suppose his/her next working activities. 
Is it necessary and ethical to ask column 225-231? 
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2) The person has been heavy mentally retarded (or person with autism) since birth. 
This person (with this health problem) has never attended school or worked and it is 
impossible the person will have ever a job. 
Is it necessary to include this person in target population or is it necessary to ask 
column 225-231? 
 
One of the main aims of this disability module is to find out if people with health 
problems/disabilities are supported in their work, or -if not working- would need 
support in order to work. But in exceptional cases it may be extremely embarrassing 
when questions about limitations in work, or need for assistance, are asked. For 
persons as described by you, we know that the answers are 'yes, considerably' to the 
questions on limitations in work, and also for the question if assistance is needed we 
could say that we know the answer is 'yes'. 
Please give your interviewers the instruction, that whenever possible all questions are 
asked. But if it is 'really impossible', 'not ethical' to ask some question(s) then in 
principle the answer should be 'don't know' to that question(s), except when the 
answer is fully clear without asking: then the interviewer could code without asking.  
 
 
Variable 7, column 227 
 
Whether health problem restricts amount of work that can be done 
 
1. Yes, considerably 
2. Yes, to some extent 
3. No 
4. Don’t know 
 
 
We are supposed to give the main health problem in Q2. The main problem is ‘the 
one that is limiting your ability to work most’. Then it is a bit acquired to in Q7 ask if 
this health problem limits the amount of work that can be done when we per 
definition know that it does. Any comments?  
 
Indeed for persons with more than one health problem/disability we may already 
know after Q2 that (at least) one of the problems limits work capacity, But this does 
not always mean that we know the replies to Q6 (kind of work) as well as Q7 (amount 
of work). And we do not know if the respondent would say if it is ‘considerable’ or ‘to 
some extent’. I agree that it may be a bit awkward sometimes, but I hope that 
respondents (and interviewers) understand that not all situations can be built-in in a 
simple questionnaire, and reply patiently to our sometimes partly overlapping 
questions. 
 
 
Whether health problem restricts amount of work that can be done…...How can I 
understand the term "amount of work "?  Does this term only refer to restricted 
working time of a person? Would you explain me this term better? 
Is the restricted amount of work meaning the same as restricted working time?  
How can I understand the term "amount that is/can be earned"? Would you show me a 
concrete example? 
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'Amount of work' can refer to working time - (limited) number of hours a person with 
a disability can work - but for instance also to the pace/speed with which a person 
can work. 
For persons who have a job this question relates to his/her work, for persons who 
have no job the question relates to work he/she could do. 
A limited capacity with respect to the amount of work, may lead to a lower 'amount 
that is earned' (for persons who have a job), or a lower 'amount that can be earned' 
(for persons who have no job). 
 
 
Variable 8, column 228 
 
Whether health problem restricts mobility to and from work that can be done 
 
1. Yes, considerably 
2. Yes, to some extent 
3. No 
4. Don’t know 
 
 
Variable 8 concerns mobility to and from work that can be done. In the rationale it is 
explained that mobility depends on the environment and the assistance provided. 
What remains unclear is the purpose of the question: should we inquire about the 
person's mobility restrictions with no assistance from equipment or people, or should 
we find out about the current situation, i. e. the person's mobility considering the 
assistance available at the moment? This is, obviously, very crucial concerning the 
results. 
 
Variables 6, 7 and 8 are asking about restriction in work that can be done. Therefore, 
they are asking about current capacity for work and the same conceptual framework 
underlies all of them. My view is basically a common sense one: if someone has a 
health problem and they have a specially designed job or need a piece of equipment 
to do their job, or get assistance from someone, then by the very nature of having 
some help, they are restricted in what work they can do (although they may not be 
restricted in what they actually do). I think this also applies to Variable 8 about 
mobility. I can not think of any situation in which a blind person or a wheelchair 
bound person would not say they were restricted at least to some extent in their 
mobility to and from work that could be done. Also the coding frame in variable 11 
includes assistance in getting to work as one of the items. 
 
 
Variable 9, column 229 
 
Whether some form of assistance is provided to work. 
 
1. Yes 
2. No 
3. Don’t know 
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In Q9 (and maybe also Q10) within brackets special equipment or special 
arrangements are mentioned but if the answer is like ‘my work place is specially 
designed for me’ or ‘my computer is designed for me’; where then to put the answer 
in Q11? 
 
The adapted workplace/special computer is an ‘environmental change’ which helps 
the disabled person to work. Depending on what it helps the most (type of work, 
amount of work) the code should be 1 or 2. 
Another possibility for using code 1 or 2 is, that a disabled persons’ work as such is 
‘adapted’ (code 1) or ‘reduced (code 2) – in the example on ‘special computer’ the 
person could do the ‘usual’ type/amount of work. 
 
 
In col. 229 and 230 we will lose information on people with some disability that is 
fully eliminated by some form of assistance (because they will say ‘no’ to 226, 227 
and 228).  
 
The questions on 'restrictions' (226, 227, 228) should also be answered 'yes' 
('considerably' or 'to some extent') when some form of assistance is already provided, 
because also in this case the health problem/disability 'as such' restricts type etc. of 
work that can be done. If this rule is followed, we do not loose information in 229 or 
230  
 
 
Variable 10, column 230 
 
Whether some form of assistance is needed to work. 
 
1. Yes 
2. No 
3. Don’t know 
 
 
Variable 11, column 231 
 
Type of assistance needed/provided to work (Code main type) 
 
1. Assistance with kind of work 
2. Assistance with amount of work  
3. Assistance with mobility to get to and from work. 
4. Assistance with mobility at work 
5. Support and understanding by superiors and colleagues 
6. Other 
7. Don’t know 
 
 
We intend to expand the code 5 in a specific question, because codes 1-4 have a 
different meaning with respect code 5. Anyway, code 5 will remain also in question 
col.231, in order to give you the comparable data. Moreover, in the same question we 
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ask which assistance is or would be most helpful. It is not the same: it can be that the 
person receives a type of assistance, but another type would be necessary too (answer 
yes to questions in col. 229 and col. 230). When we ask to put the most helpful, we 
don’t know if the answer is referring to the assistance given or desired. 
We prefer to distinguish clearly between the two cases and break the question in col. 
231 in two: 1. Which type of assistance do you get? 2. Which type of assistance do 
you need? Anyway, we can give you the data as you request in col. 231; it is 
sufficient to aggregate our two questions. 
 
As you know, the given limit of the module is '11 variables'. If more would have been 
possible, your suggestions would be most helpful. We ask now the minimum: 
assistance received by the working, assistance needed by the not-working. OK if you 
make additions to the end (!) of the module, and thank you for taking care that the 
minimum we ask here can be delivered in a real comparable way. 
 
 
Assuming someone (e.g. with leg paralysis) can work home thanks to a special 
computer connection, what should we indicate in column 231? Quoting from the 
explanatory notes:  
Code 1: "... Assistance could refer ...to the use disability equipment or adaptations to 
the workplace" - makes sense!   
Code 2: "The term, amount of work, includes ... attendance at work" – seems 
applicable too! 
Code 3 (Assistance with mobility to get to and from work) could also be given, as 
"getting to and from" is no longer a problem!  
Thus there are arguments for codes 1, 2 and 3; which one would you prefer? 
 
In this case we would prefer the choice for 'kind of work', because this special 
computer connection is the basic necessity for the type of work which is being done; 
we feel that coding ‘amount of work’ is less appropriate here because the amount 
depends on other things than the connection; 'mobility to and from work' is not 
appropriate because there is no mobility here.  
 


