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Abstract 

BACKGROUND: The number of older workers will expand during the next decades. Older 

workers have more long-term health problems and related limitations.  

OBJECTIVE: This study examined supportive actions provided in occupational healthcare 

services to older workers after vocational rehabilitation. An additional purpose was to explore 

occupational healthcare professionals’ views on how to realize and improve adequate support 

activities. 

METHODS: Qualitative and quantitative methods were used, including a postal 

questionnaire and focus group discussions. Sixty-seven occupational healthcare service units 

participated in the postal questionnaire. Eight occupational healthcare professionals 

participated in two focus group discussions. The qualitative data was analyzed using 

qualitative content analysis.  

RESULTS: The qualitative analysis resulted in one theme (Act with respect), and four 

categories (Need for cooperation, Collaborative resources of involved stakeholders, Individual 

needs for support, and Gender as homogenous and separate groups). Quantitative results 

revealed that the workers’ initiative strongly influenced the support carried out. 

Recommendations from the rehabilitation clinic were almost always considered when 

deciding on supportive actions. Focus group discussions brought up gender differences 

especially highlighted in the category Gender as homogenous and separate groups.  

CONCLUSIONS: Appropriate support of older workers requires cooperation between 

involved stakeholders, including occupational healthcare services. Provided support should be 

based on individual needs, but a mutual practice of determining needed support is requested.  

 

Keywords: work ability, occupational health, aging, gender, support  
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1. Introduction 

Longer life expectancies and lower birth rates are impacting the demographics of the 

European Union workforce. The number of older workers will expand during the next 

decades. The 55-64 year age group will increase by about 16% between 2010 and 2030, while 

all other age groups will decline. The proportion of workers over age 55 years will be at least 

30%. Currently, more than half of older workers leave the workforce before a customary 

retirement age. This will affect societies, and longer work careers with good work ability are 

needed to finance the higher costs of longer life [1].  

 

Work ability is described as human resources in relation to work demands. Human resources 

are defined as health, education and competence, values and attitudes, and motivation. 

Resources are related to work demands, work environment, work community, and work 

management [2]. Work ability is a complex and dynamic process that changes throughout 

one’s work life [3; 4]. Aging and its effects on human resources, as well as changes in the 

nature of work, are factors that induce changes in work ability [2]. Questions have been raised 

about motivation as a part of work ability. Apart from basic health-related motivation, 

motivation should not be described as a part of work ability [5]. A worker who lacks 

motivation to work, but has motivation to do other interesting things, still has good work 

ability. 

 

The term older or aged worker has been used in the literature, in legislation, and in public 

discussions to describe the workforce over 55 years of age [6; 7]. The justification for the 

term has been that two thirds of workers over 55 have one or two diagnosed chronic 

symptoms that affect their work ability and reinforce their thoughts on retirement [6]. 
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The number of chronic diseases increases with age. Therefore, the proportion of workers with 

chronic health problems and related limitations will increase with longer work careers [1; 8]. 

In order to support threatened work ability and health, and to retain workers, a 

comprehensive, multidisciplinary, vocational rehabilitation program (cVR) is often used in 

Finland [9]. There is evidence that this program improves worker likelihood of continued 

work. Nevertheless, a correlation between a greater number of diseases and poorer work 

ability has been noticed, even after completion of VR. Continued support after the completion 

of a rehabilitation program has been considered important for lengthening work careers. 

Cooperation between worker, employer and occupational healthcare (OH) was emphasized as 

being crucial in this process [10]. In addition to rehabilitation programs, different operation 

models to prolong work life careers have been developed [11]. However, the evaluation of 

these models revealed that the most important need that emerged was for a support person, for 

example an OH professional (OHP), who closely follows the worker throughout the process 

of finding optimal solutions for continued recovery. Despite these recommendations, the 

worker usually becomes an anonymous citizen after completed VR, until a new rehabilitation 

need arises later in life [12]. Thus, there appears to be a gap between recommendations and 

practice, and therefore a need for further clarification of the support given.  

 

The purpose of this study was to examine support actions given in OH services to older 

workers after completion of a comprehensive, multidisciplinary, vocational rehabilitation 

program. An additional purpose was to explore occupational healthcare professionals´ (OHP) 

views of how to realize and improve adequate support activities.  
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2. Methods 

2.1. Study design  

The study used multi-methods [13], including a postal questionnaire [14] and focus group 

discussions (FGDs) [15; 16], and had an exploratory design. A questionnaire was chosen 

because it is an appropriate way to reach a large population in a widespread area [14]. A FGD 

is suitable to interpret [15] and deepen answers in a questionnaire [16]. FGDs can help 

participants to explore and clarify specific topics, and each participant may highlight a unique 

attitude and priority during the discussion. The concurrent use of quantitative and qualitative 

data explains complementary aspects of the same phenomena, including the nature and 

magnitude of the studied phenomenon [13].   

 

2.2.Ethical considerations 

The study was approved by the Ethical Review Board at Novia, University of Applied 

Sciences, in Vaasa, Finland, and was conducted in line with the ethical principles delineated 

by the Declaration of Helsinki. Both OHPs participating in the postal questionnaire survey 

and OHPs participating in FGDs gave informed consent. Participants in the postal survey 

were informed that completing the survey meant consent to participation in the study. The 

participants in the FGDs signed a written informed consent.   
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2.3. Participants 

A total of 189 out of 387 private and public OH service units within the Swedish-speaking 

area of Finland were invited to participate in the postal questionnaire. The inclusion criteria 

were service provision in Swedish, an occupational health nurse working at the unit, and that 

the unit could consult occupational physicians and occupational physiotherapists when 

necessary. The 198 units that did not meet inclusion criteria were not invited to participate. 

Another 80 units were excluded during the study because they did not meet the inclusion 

criteria, the company had stopped or merged with another occupational unit, the address was 

part of another unit, or the unit did not offer OH services. Finally, a total of 109 OH service 

units were invited to participate (Figure 1). Table 1 shows the characteristics of the 

participants. 
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Table 1. Demographic data of the respondents in questionnaire study n, (%)  

 

All units 
(answered) 

Experience of 
cVR 

No experience 
cVR No answer 

Occupational health professionals in the units n=67 n=43 n=23 n=42 

Occupational health nurse 66 (99) 43 (100) 23 (100) 42 (100) 

Occupational physiotherapist 44 (66) 31 (72) 13 (54) 30 (71) 

Occupational health physician 54 (81) 38 (88) 16 (67) 36 (86) 

Occupational psychologist 36 (54) 25 (58) 11 (46) 26 (62) 

Other (experts, administrative staff) 27 (40) 14 (33) 12 (50) 33 (79) 

     Professionals answered the questionnaire  n=67 n=42 n=24 
 Occupational health nurse 58 (84) 36 (86) 21 (88) 
 Occupational physiotherapist 3 (4) 2 (5) 1 (4) 
 Occupational health physician 4 (6) 4 (9) 0 (0) 
 Occupational psychologist 0 (0) 0 (0) 0 (0) 
 Human Resources 2 (3) 0 (0) 2 (8) 
 Women 63 (94) 40 (93) 22 (96) 
 Men 4 (6)        3 (7) 1 (4)   

     

 
n=43 n=34 n=2 

 Occupational work experience in years, m (md) 16(16) 16(16)* 14(14)* 
                                                                           SD 8.5 8.6 8.5 
 

 
n=56 n=19 n=17 n=34 

Number of employees in the occupational health 
unit, m (md) 13 (9) 8 (6)* 14(11)* 17 (14)* 

                                                                          SD 13.7 5.9 12.6 15.0 

*Differences between the groups Independent Samples T-test NS p>0.05  
cVR=comprehensive vocational rehabilitation program 

 

OH professionals in service units within Ostrobothnia, Finland, were invited to participate in 

FGDs. The participants were strategically selected, with the aim to include different 

professionals from two different units that represent public and private sectors, as well as 

urban and rural areas. Two FGDs were held, each consisting of four participants. Four OH 

nurses, two occupational physiotherapists, one physiotherapist, and one occupational health 

physician participated. All of the invited psychologists declined to participate. The 

demographic characteristics are shown in Table 2.   
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Table 2. Demographic data of participants in focus group discussions 
(FGD) (n=8)   

 

FGD 1, 
 public sector 

FGD 2,  
private sector 

Women (n) 3  4  

Age  (range, years) 41-55 26-56 

Occupational work experience (range, years) 1-25 2-25 

Persons with occupational health care education (n) 4  3  

 

 

2.4. Data collection and procedure 

Data was collected between September and November 2014. A postal questionnaire with 

Likert-type items and open-ended items was designed to identify supportive actions offered to 

older workers after completed of a cVR program, how supportive actions are chosen, what 

affects the choices, how support can be improved, and the importance of rehabilitation for the 

support. cVR was chosen since participation requires a large amount of sick leave and 

threatens work ability, but the intention is to regain work ability. The questionnaire was pre-

tested by three OHP, and then the questions were revised. These questionnaires are not 

included in the study. 

 

FGD invitations were made by e-mail. FGDs were held in a conference room at the 

participants’ workplace, and the time and place were chosen for participant convenience. An 

interview guide with semi-structured questions was designed to facilitate the discussions. 

Questions included topics such as the need for worker support after completion of 

rehabilitation, cooperation between the worker, employer and OHP, OHPs’ ability to offer 

support to workers, supportive methods offered to women and men, the impact of 

rehabilitation,  and worker motivation and responsibility for provided support. FGDs were 

started with engagement questions. The first exploration question was “What abilities does the 

occupational health service have to support older workers after completion of rehabilitation?” 
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Finally, OHP ideas on how to develop supportive actions were discussed, and participants 

were given an opportunity to add key topics of their own. The interview guide was not 

followed rigorously, as the purpose was to be open to participant viewpoints. The FGDs were 

led by the first author (SW), who aimed at creating an atmosphere of confidence that enabled 

participants to talk freely. Each discussion lasted for 60-75 minutes, was recorded, and 

transcribed verbatim by the author (SW). 

 

2.5. Quantitative and qualitative data analyses 

PASW statistics 22.0 (SPSS Inc., Chicago, IL, USA) was used for analysis of quantitative 

data. The mean, median, standard deviation, and percentage rates were calculated. Differences 

between groups were evaluated by independent sample t-tests. Fisher’s exact chi-square test 

was used for Likert-type items.  

 

Open-ended questions in the questionnaire and the qualitative data from FGDs were analyzed 

by qualitative content analysis. Content analysis is a useful systematic method of analyzing 

written or verbal communication [17; 18]. The research team included two occupational  

physiotherapists; one with extensive experience in delivering vocational rehabilitation in 

Finland (SW), and the other with lengthy OH experience in Sweden who is experienced in 

qualitative research (AFW). To become familiar with the material and to understand the 

material contents in context, the recordings were listened to in their entirety and transcripts 

were read repeatedly. Sentences and phrases relevant to the purpose of the study were 

identified and sorted into meaning units by the author (SW). Each meaning unit was 

condensed close to the text, and labelled with a code. To find similarities and differences, the 

codes were compared and interpreted repeatedly. Codes were sorted into sub-categories and 

categories that corresponded to the meaning of the material, the topic, and the aim. The  
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underlying meaning was interpreted in a theme that indicated the recurring relationships 

between the categories. To confirm the credibility, investigator triangulation was used. Both 

authors read and coded the transcribed text independently of each other, and afterwards codes 

were compared until agreement was reached. An example of the analysis process is shown in 

Table 3.   

 

3. Results 

The analysis is presented in two parts: the first provides descriptive questionnaire results, and 

the second presents qualitative content analysis of the open-ended questions and FGDs. 

 

3.1. Supportive actions offered 

Different forms of support were offered. Emotional support was offered in terms of empathy, 

recognition and encouragement; informative support included advice in health and work-

related matters; instrumental support considered, for example, how to solve ergonomic 

challenges; and appraisal support was made available to deal with the workers’ goal 

attainment. The response rate in the questionnaires was 61% (n=67). Seventy-four percent of 

OHP reported that they always/often knew the workers they were responsible for that were 

taking part in a cVR program. Fifty-five percent stated that they also knew when the 

Table 3. Example of the analysis process 

Condensed meaning unit Codes Sub-category Category Theme 

How you are as a person… if you want 
support, do you want to talk to someone, are 
you looking for contact or do you want to be 
alone… affects the need for support  

Personality affects Individual Collaborative 
resources of 
involved 
stakeholders 

Act with 
respect 

 

Who follows up is determined based on the 
client's needs, health problems and the 
nature of the work  

The client's needs, 
health problems, the 
nature of the work  

   

Supportive actions are based on client's 
individual needs, each client is unique 

Individual needs, 
each client unique 

      



11 
 

rehabilitation program ended, while 17% seldom/never knew. In 90% of the cases, worker 

initiative always/often influenced the supportive actions that were provided to all participants. 

Among 73%, worker initiative also affected the type of supportive actions offered. Report 

recommendations made by the rehabilitation team were almost always considered when 

supportive actions were chosen (97%). Two thirds of the OHP thought that the 

recommendations always/often were clear. Occupational health nurses and physicians often 

read the rehabilitation reports. 

 

Some support was offered to two-thirds of workers after completed rehabilitation. The most 

common method of providing support was visiting the OHP (52%), the OH nurse, the 

physiotherapist, and/or the physician. Visits usually occurred on one occasion, at 3-12 months 

after completion of rehabilitation. Phone calls occurred in 45% of all cases. The OH nurse or 

the physiotherapist most often made the phone calls. Workplace visits were used in 41% of 

cases, and most often completed by the physiotherapist (97%) and the OH nurse (94%). There 

were no significant gender differences in supportive actions offered (p=0.9).  

 

3.2. Act with respect 

One theme, “act with respect”, and four categories, “Need for cooperation”, “Colloborative 

resources of involved stakeholders”, “Individual needs for support”, and “Gender as 

homogenous and separate groups”, emerged from the qualitative analysis (Figure 2). The 

theme describes respectful action, support of the worker based upon prevailing circumstances, 

and includes treating the aging worker with respect, respecting the worker’s individual needs, 

and taking socio-cultural norms into account when necessary. The categories are presented 

below with participant quotes. 
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3.2.1. Need for cooperation 

To achieve adequate support, an effective cooperation was needed between the older worker, 

OHP, and the employer. Decisions about feasible supportive actions and which OHP 

professional would carry out the follow-up were mutual decisions made at multidisciplinary 

team meetings. Decisions concerning goals and supportive actions were to be made in 

agreement with the worker. Employer cooperation was needed to provide support and make 

necessary changes at the workplace possible. When an older worker was participating in a 

cVR program, cooperation with the rehabilitation clinic was essential. The recommendations 

made by the rehabilitation team were said to be of crucial importance. The rehabilitation 

report needed to be as informative as possible, and should be sent to the OHP person who was 

supposed to conduct the follow-up. According to OHPs, recommendations from rehabilitation 

were sometimes tersely or too vaguely expressed, without referring to the most convenient 
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supportive actions or mentioning which of the OHPs should provide the support. It was also 

found that some rehabilitation clinics no longer send the report to OH services. Instead, 

workers are expected to convey the rehabilitation report to their own OH service. 

Unfortunately, according to OHPs, workers often forget to forward the report, which means 

that OHPs are not aware of the recommended support.  

 

“If there is something that has emerged (during rehabilitation), where it’s important for this 

person to get support from occupational health professionals,… it is the physiotherapist who 

should be involved, or the doctor…or is it the psychologist? Or should they visit us? 

(occupational health nurse)… ” (FGD2) 

 

3.2.2.  Collaborative resources of involved stakeholders 

The internal resources of the older worker were important when supportive actions were 

chosen. Age itself did not seem to influence work ability. Illnesses and health problems were 

said to drain resources, and they were therefore regarded as a major cause of reduced work 

ability. Work ability was also influenced by worker attitude, life and family situations, and 

leisure activities, especially physical activities. According to OHPs, failing physical and 

mental energy for work was affected by savings at the workplace, reorganizations, impaired 

mental work environments, and physically demanding jobs. Workers often fostered thoughts 

of early retirement, and these thoughts were perceived to be hard to change. Missing internal 

resources could take away a worker’s initiative to even try to cope with their work situation. 

Sometimes it was not possible to regain lost resources. OHPs said that cVR often started too 

late, after the worker was already aged, but that such rehabilitation could prolong a work 

career. The older worker seemed to have more internal resources and need less support shortly 

after completion of rehabilitation.  
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“One illness that wastes time is enough, taking away the ability to have energy and to try… 

slowly surrendering work ability… then fatigue arrives and you have no energy to change the 

situation, and then you are in the vicious circle… and it’s hard to have the initiative to even 

try to have the energy (to work)… then retirement slowly starts to allure you and then it’s 

hard to change that kind of thought.” (FGD2) 

 

According to OHPs, older workers had to find the motivation to implement and maintain the 

life changes required for sustaining work ability. Acceptance of the goals, purposefulness, and 

the worker’s own activity were necessary to achieve the goals and to actively cope with their 

own health. The worker’s desire and inner motivation were crucial to achieve a lasting change 

because changes and effort were made for one’s own sake. If inner motivation was lacking, a 

tendency to give priority to others´ needs, a need for greater support from others, and a need 

to demonstrate results to others was revealed. If agreed-to changes at the workplace were not 

made, motivation deteriorated. In contrast, when efforts had observable results, the improved 

knowledge and group fellowship increased motivation. Stimulating motivation was perceived 

to be difficult, although OHPs said they always supported motivation. 

 

“They have to find out what kind of improvements or health improvements they want to 

make… what is possible…they have to express it themselves, we should not advise them (on 

the improvements) … I think that’s important… (to) express it themselves” (FGD1)  

 

A larger workplace was felt to provide more support than a smaller one. Employer willingness 

to cooperate and understanding of the worker’s situation were crucial for helpful support and 

long-lasting changes. To prevent prolonged disability, OHPs urged employers to increase the 
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use of existing models for early work ability supports. A mentor educated in supportive 

actions could also be beneficial in guiding supervisors and employers.   

 

“I don’t think it’s so much a question of financial resources… understanding and 

will…without those, there are no preconditions” (FGD1) 

 

”Supervisors need more practice and education so they can think a little more about actions 

and such things” (FGD1) 

 

There were conflicting opinions about resources available within the OH service. Limited 

resources, such as staff shortages, poorly functioning teams, and missing information from 

rehabilitation, led to limited support. Economic reasons were an obstacle to follow-ups and 

participation in cooperative meetings during rehabilitation. Sometimes OHPs faced 

expectations of their services that were too high. The worker was expected to actively contact 

OHPs when support was needed. Still, OHPs wanted to participate in supportive actions. They 

emphasized the importance of continuing the process that started during the rehabilitation. 

Despite limited resources, OHPs stated that they had enough resources for support if they 

knew which worker wanted and needed support. 

 

“In today’s economic situation, we are also very controlled from here (occupational 

healthcare service), and of course everything we do has a payer. And I have experienced it as 

a limitation, of having contact with rehabilitation, participating in team meetings, or keeping 

in touch, for example” (FGD2) 
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Government laws and regulations were stated to be both an obstacle and a benefit. Changes in 

laws led to more time-consuming administrative tasks, which resulted in less time for 

practical work. Some laws restricted exchange of information between professionals, and 

others improved cooperation between professions. Laws assisted employers in acting 

correctly when a worker returned to work after a long sick leave. 

 

3.2.3. Individual needs for support 

According to OHPs, supportive actions after cVR were not different from support after other 

rehabilitation programs. They were based on the worker’s individual needs, they were of both 

pragmatic and encouraging nature, and aimed to advance the rehabilitation process. Support 

was often needed for coping with psychosocial matters, maintaining motivation, accepting 

limitations in health, and accepting guidance in self-care, physical activities, ergonomics, 

general health matters, and individual arrangements at the workplace. Both individual and 

group supports were offered. Despite a low participation rate, group follow-up was seen as a 

good support model.  Because of low participation, group follow-up was arranged through 

activities already organized by the employer, public healthcare, or the rehabilitation 

participants themselves. Social networks were also said to be a useful support.  

 

“We are not convinced that systematic follow-up after comprehensive rehabilitation produces 

good results. We use individual methods instead of conventional methods.” (Q) 

 

“It depends on how you are as a person. If you… want to do it yourself, or want someone with 

you, want to talk to somebody or… want to be alone.” (FGD1) 
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Participants emphasized that older workers had already received a great deal of support when 

they participated in a cVR program. Therefore, workers were supposed to manage with 

minimal support from OHP after rehabilitation, to take responsibility for their health and life 

situation, and to implement life changes. Because of the workers’ different needs, it was felt 

to be difficult to support individual responsibility. The participants understood that life 

changes were hard to realize. Finding workers who needed additional support was a big 

challenge.  

 

“I have started to ask a very simple question: ‘How do you see your own responsibility in 

this?’…Quite straightforward… we all have responsibility for our own health… so is not easy 

to blame others… to make someone else responsible, because you have the question… and 

then I do not let them go … you can’t be impolite… but in some way (you) emphasize that… 

finally I have responsibility for my own health, even if there are a lot of hopelessly tough 

circumstances, you have to face one piece at a time.” (FGD2) 

 

The key position and commitment of the supervisors were highlighted. Supervisors can find 

appropriate solutions and implement workplace changes. They are an important link between 

workplace and rehabilitation, and therefore, their participation in collaborative meetings with 

work supervisors, OH staff and the worker was essential during rehabilitation. Supervisors 

were expected to discuss possible supportive actions with the worker at an early stage of 

reduced work ability. Supervisors often became aware of the need of support through large 

amounts of sick leave or changes in sick leave. Supervisor attention to the occurrence of 

repeated sick leave was helpful in identifying workers with fewer resources. Participants said 

that the supervisor’s views of people and attitudes towards work, older workers, and company 

productivity affected their involvement in supportive actions. Supervisors often had a high 
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workload, and this was thought to negatively influence support. To prove supportive actions 

were useful was very challenging.  

 

“It’s important that the supervisors take part in rehabilitation work, that they are involved as 

much as occupational healthcare, because they (older workers) are going to continue 

functioning at this workplace… it is at the workplace that the opportunity has to be offered to 

give them the strength to work their final years before retirement.” (FGD2) 

 

OHPs argued that OH should arrange support after completed rehabilitation, although 

resources made this challenging. OHPs have expertise about workplace issues and play a 

central role in maintaining work ability. The rehabilitation report was most often read by the 

physician, who evaluated the need for further support and the needed professionals to provide 

support. Follow-ups were often done by the occupational physician or another physician who 

was familiar with the worker’s needs. Workers discussed health-related worries with the 

physician, but seldom discussed worries related to the rehabilitation process. For this reason, 

follow-ups should be done by the occupational nurse or physiotherapist. Despite this, 

physiotherapists only performed supportive actions if they were specifically requested.  

 

“Occupational health service could play an important role there… we can advocate different 

kinds of arrangements to help a person get energy… some employers see older workers as a 

resource and others see them as a burden.” (FGD2) 

 

According to OHPs, the support is based on individual needs, goal-oriented, continue 

regularly and over a sufficiently long time after completion of rehabilitation. For changes to 

occur, supportive actions should be well-planned, well-defined, concrete, realistic, and robust. 
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In order to continue the process, support should be active, with an emphasis on self-care, and 

start shortly after completed rehabilitation. The ideal start time was estimated to be 2-3 

months after rehabilitation with an additional follow-up after six months. Support from OHP 

should be scheduled by the worker, and preferably happen during the last week of 

rehabilitation. The rehabilitation team should view follow-up as important and allow planning 

time during rehabilitation. An employer who pays for the support should be clearly informed 

about supportive actions as a part of the worker’s rehabilitation process, and that OH will 

charge for follow-ups. 

 

3.2.4. Gender as homogenous and separate groups 

There were disagreements among the participants about support given to women and men. 

Some participants did not think there were gender differences in supportive actions. They saw 

discrepancies as differences between individuals’ needs, and not due to gender. Other 

participants said that there were differences in provided support. Women were more often 

referred to psychological counseling, and men were more frequently referred to rehabilitation 

programs. OHPs believed that men did not always ask for support even if they needed it.   

 

“I have never thought about it in that way, that there could be any difference (in need of 

support) … I think there is a difference between individuals, it’s not due to gender” (FGD1) 

 

“It´s probably more common to send women for psychologist support and discussions, 

probably… and then for men in genuine male-dominating trades, there is more often some 

kind of rehabilitation for back pain… but nonetheless there are men under heavy stress, who 

need psychotherapy or similar therapies, but still it is more common for women. I have no 

statistics but a gut feeling.” (FGD1) 
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To begin physical exercise when physical health was weak was a major challenge. This was 

perceived to be harder for men than women. In pursuing an injury-specific exercise program 

at home, OHPs thought that there were no differences in the ability of women and men to do 

the programs. To find an alternative form of exercise, or to proceed with a group activity, was 

considered to be more difficult for men. Reasons that were given included that younger men 

generally practice tougher sports or team sports. In older age, there are fewer team sports 

offered, or health barriers prevent participation. Male role models were thought of as an 

obstacle and a reinforcement for exercise. The notion that “a man should be strong” could 

deter men from exercises if they do not see themselves as fitting into that role. On the other 

hand, men who are already participating in physical activities can be positive role models. 

The rehabilitation program was mentioned as a turning point, since it gave men an 

opportunity to try different exercises. According to OHPs, women have better opportunities 

and more social support for physical activities than do men. Women exercise together or 

participate in supervised group exercises from younger age. There are a great variety of 

supervised group activities for women, and despite health impairments or age, they can 

always find an “appropriate” group.   

 

“(Men) don´t participate in physical group exercise even if there is a group for neck and back 

pain… and that gym, there are a lot of men who are bigger and stronger, more or less.” 

(FGD2) 

 

“It’s easier for a woman to start exercising, because for her it’s a more social thing to 

participate in group exercise or to go for a walk together with a female friend and talk about 

something else at the same time. I feel that men maybe have… it’s like a higher threshold… as 
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women, we maybe have a greater social opportunity… as a woman you should participate in 

different kinds of physical group exercises.” (FGD2) 

 

4. Discussion 

This study explored OHC support to prolong older workers’ careers after completion of 

comprehensive rehabilitation, and ideas of how to improve support. The theme “act with 

respect” demonstrates the complex task of realizing support that is adapted to available OH 

resources. According to OHPs, support was given with recognition of the older worker’s 

individual needs. Concurrently, the OHPs had to respect to the older workers’ employers and 

their demands, consider the ability and willingness of employers to offer supportive actions, 

and take into account the requirements of a cost-effective OH business. In healthcare, 

professionals are supposed to respect patient autonomy and enhance this with support and 

encouragement [19]. Studies show that supportive actions and respect from healthcare 

professionals are important in rehabilitation and return-to-work among people on long-term 

sick leave [19-22]. Of note in our study, worker initiative greatly influenced the amount and 

kind of support received. Support was sometimes more pragmatic, including work 

arrangements, and sometimes encouraging discussions related to, for example, motivation or 

acceptance of health-related restrictions in life. Another study found that an individual’s 

internal resources determined the support received from external actors [23]. On the other 

hand, internal resources became stronger with support from others. Return-to-work should 

therefore be a shared effort, and all involved stakeholders must adopt a supportive approach to 

workers [22; 24] because support from healthcare professionals [19-21] and other actors are 

crucial in the process [25-27]. However, there is little discussion in clinical practice about 

how healthcare professionals can affect a patient’s return-to-work [28]. To best use available 
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resources, the right support should be given at the right time. OHPs must be attentive to 

workers who do not take initiative by themselves because they have weak resources.  

 

In addition to the worker’s activity, inner motivation emerged as crucial. This is in accordance 

with studies where motivation [29], positive feelings [30], active participation [24] and self-

efficacy [25; 31-33] were essential in return-to-work. Return-to-work is a complex human 

behavior change that involves motivation, physical recovery, behaviors, and interactions with 

involved stakeholders [34]. Although motivation is described as a part of work ability [2] and 

essential in return-to-work [29], it has also been questioned. Lack of motivation to work does 

not automatically mean that there is a lack of motivation to be involved in other activities [5]. 

Perceived work attitude, which reflects the degree to which a person wants to be engaged in 

work, is also a relevant predictor to return-to-work [25]. In our study, OHPs emphasized that 

the worker has to specifically find inner motivation to make the changes needed for 

sustainable work ability. Motivational factors contribute to and maintain behavior change in 

the process of adapting a healthy behavior [35; 36]. To maintain motivation for action and to 

maintain a behavior change, benefits from the change must exceed than the negatives [35]. 

Self-efficacy, defined as self-confidence in being able to carry out a set of specified activities, 

plays an important role in behavior change [37]. The readiness for change model defines how 

individuals progress through specific stages of change related to a given behavior [35; 36]. 

When people make behavior changes, the time spent varies during their progress. Different 

kinds of support are needed at different stages of change [35]. The same support topics 

addressed during rehabilitation were also needed after rehabilitation. This may indicate that 

the right support was not offered in the right time. The readiness for change model can be 

applied to return-to-work behaviors and offer stage-specific support tailored to the worker’s 
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needs [38]. The model also integrates the important roles of the worker, workplace, 

healthcare, and insurer [34].  

 

Good cooperation between the older worker, OHPs, workplace, and rehabilitation clinic, as 

well as recommendations in the rehabilitation report was emphasized in our study. This is in 

agreement with previous studies, where cooperation between the stakeholders mentioned 

above was important in the return-to-work process [26; 27; 39]. According to OHPs, the issue 

of responsibility between involved stakeholders was a challenge. There was a major shift in 

responsibility during the rehabilitation process. Prior to rehabilitation, the OH service had the 

main responsibility for work ability. During rehabilitation the responsibility was shifted to the 

rehabilitiation clinic only to return to the OH service again after rehabilitation was completed. 

The workers were responsible to transfer information from the rehabilitation clinic to the OH 

service and to choose to whom, and if, information was given. Nevertheless, workers are 

finally responsible for their own health. Yet, workers may need support to continue the 

rehabilitation process due to weak internal resources or failure to make progress. There was a 

risk that cooperation supported stakeholders’ own actions rather than the rehabilitation 

process. This is concordant with a study by Sormunen at al [39]. The shift in responsibility 

and need for a coordinating case manager was also emphasized by Liukko & Kuuva [27]. In 

our study, there was no common practice in provided support. Although support should to be 

individualized, common practices could be useful in identifying workers who need additional 

support because weak resources prevent them from actively seeking support by themselves. 

OHPs suggested ways to address cooperation during and after rehabilitation, and these should 

be considered when planning support. The fact that participants in cVR received the same 

support for maintaining work ability as participants in other rehabilitation programs points to 

the need for distinct communication. Increased cooperation between the rehabilitation clinic, 
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worker, and OH is emphasized in a model for vocational rehabilitation. In the description of 

the new model, OHP is obligated to cooperate as an active partner during rehabilitation and to 

ensure that OH has enough resources for this purpose [40].  

 

The important role of the supervisor in support of sustainable work ability was highlighted in 

our study. Previous studies have emphasized the supervisor as key to success in return-to-

work [23; 24; 26; 41]. Workers who have positive experiences of workplace support have 

better self-perceived work ability [42; 43]. With no involvement from the workplace, 

rehabilitation program results are limited to personal health and well-being [41]. The ability to 

provide social support is viewed as an important characteristic of a supervisor [44]. Positive 

interactive communication between the supervisor and the sick-listed worker enables quicker 

return-to-work [45]. There is high variability worker perception of valuable leadership [44]. 

Different workers needed different leadership from the supervisor. The same study indicated 

that supervisors would benefit from a feedback system that enables them to use needed 

leadership qualities in a particular case. In our study, OHPs thought that supervisors do not 

know of the available supportive actions, and therefore need assistance from a mentor when 

supporting workers in return-to-work. Poor understanding of the worker’s capacities and 

limitations could hinder implementation of work accommodations [24]. Training to help 

supervisors implement work accommodations, and support from stakeholders, is important in 

successful return-to-work.  

 

Supportive actions should be chosen based on individual needs, and not because of gender. 

We did not find any statistically significant gender differences in provided support. However, 

in the focus groups, some OHPs articulated perceived discrepancies between support provided 

to women and men. Cultural expectations due to femininity and masculinity play a significant 
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role when women and men communicate illness experiences [46; 47]. Receiving emotional 

support is important for both women and men in disclosing illness at work. Emotional and 

practical support is important in successful coping with illness. Women tend to perceive 

higher support in coping with illnesses than men, but emotional support is important for 

women and men [48]. Men present their experiences of chronic pain in a physical and work-

related manner rather than subjective experiences of suffering and vulnerability [47]. In that 

study, the interviewer noticed that men suffered from emotional and social distress, and she 

was unwilling to ask questions about their emotional experiences. When men were asked, 

many of them were willing to talk about their emotional experiences. Healthcare professionals 

should be sensitive to cultural norms of gender and reflect on gender relations in meetings 

with patients [47; 49]. Stereotypes about women as emotional and men as rational could result 

in insufficient care. We gave examples above of women with physical symptoms (who were 

referred for psychological treatment) and men with depression (who were referred to physical 

rehabilitation). Healthcare professionals should be attentive of the variations within groups of 

women and men [49]. 

 

4.1. Methodological considerations 

A strength of this study was the use of multi-methods, including a postal questionnaire and 

focus discussion groups, that gave a broader and deeper knowledge of the topic [13]. Answers 

from the open-ended questions in the postal questionnaire were discussed in FGDs and 

deepened by the wide range of participant experience. The FGD participants had various 

professions, were members of the same team, and knew each other. The decision to have a 

whole team in the same FGD was motivated by the mutual foundation within OH, which was 

thought to facilitate the recruitment to the FGD and discussion. FGDs were easy to start and 
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the discussion was free and honest. Many opinions and thoughts were discussed, indicating 

that the topics were important to the participants.  

 

Various professions in the same FGD could be a disadvantage because heterogenic groups 

may be less willing to share opinions and information, although we do not think this was the 

case in our FGDs. Another disadvantage with existing groups is that they may not discuss 

phenomena they take for granted [16]. One weakness with the FGDs was that only one 

physician participated and that none of the invited psychologists agreed to participate. 

Consequently, we are unable to take into account their views, which could have added 

valuable knowledge on how to support older workers with threatened work ability both in 

praxis and to a more profound extent. 

 

The interviewer’s preunderstanding at the time of data collection consisted of a long 

experience in comprehensive multidisciplinary vocational rehabilitation. In order to minimize 

the limitation of the pre-understanding, the interviews were semi-structured and an interview 

guide was created from the answers in the questionnaire to cover the desired topics. The 

interviewer was actively aware of her pre-understanding and sought transparency and interest 

in new phenomena that emerged during the FGDs and interpretation of the data. The data 

analysis followed a structured, analytical procedure in several steps as described by 

Graneheim and Lundman [17]. Triangulation between researchers was used to the increase 

credibility of our findings [13]. A discussion with private sector OHPs (n=14) was done and 

confirmed our findings. Confirmability was established by repeatedly going back in the 

encoding, and verifying the encoding to the meaning units and the transcribed text [17].  
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The disadvantage of a postal questionnaire that includes open-ended questions is the risk of a 

high number of dropouts [14]. In our study, we used open-ended questions to allow a greater 

breadth and depth of response. The questionnaire included issues of supportive actions for 

older workers who participate in a comprehensive rehabilitation program. Of the OHPs in our 

study, 35% had no experience with cVR. On the other hand, OHPs with cVR-experience said 

that supportive actions were similar to those in other kinds of rehabilitation programs. The 

participants were recruited from the Swedish speaking area of Finland, and this limits the 

external validity of the study. The majority of the OHPs offered service to both Swedish and 

Finnish-speaking people, so the findings of our study can likely be transferred to the Finnish-

speaking people in the coastal area of Finland. Still, it should be noted that earlier 

interventions have indicated that Swedish-speaking people in Finland are healthier and have 

better work ability compared to the Finnish-speaking population [50].  

 

Although vocational rehabilitation in Finland has developed since the data collection was 

made in the autumn of 2014, our results highlight important issues. The need for 

individualized support with respect to the worker’s resources remains relevant. While KIILA, 

a new vocationally oriented rehabilitation model in Finland involves workers, OHS, and 

employers to a greater extent, there are still challenges in terms of a need for developing 

genuine cooperation between relevant stakeholders throughout the whole rehabilitation 

process. This has also been emphasized elsewhere [11; 26; 27; 39]. In the new model, 

cooperation arenas enable involved stakeholders to be a part of co-planning and shared 

decision-making and demonstrate their commitment, responsibility and support [26]. An 

increase in rehabilitation coordinators responsible for the whole rehabilitation process is also 

seen, but their work is still under development and not regularly used in in-patient vocational 

rehabilitation programs arranged by The Social Insurance Institution of Finland.   
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5. Conclusion 

The type and amount of support received to enhance work ability was strongly influenced by 

a worker’s initiative and by recommendations from the rehabilitation clinic. Support was 

based on the worker’s individual needs and prevailing circumstances. Even though support 

should be individualized, common practices of how to realize support after completion of 

rehabilitation was requested. Supportive actions and interactions with OHPs should be 

initiated during the final week of rehabilitation. To realize appropriate support, cooperation 

between the involved stakeholders is very important. The important role of supervisors was 

emphasized. Although no gender differences were found in the quantitative results, gender 

differences emerged in FGDs. Healthcare professionals should be sensitive to gender norms 

and attentive of variations within the groups of women and men. 

 

The results of this study have clinical implications. Our results may be used in OH services 

and rehabilitation to evaluate and develop support routines to older workers after their 

completion of a rehabilitation program. The results can also be used to supplement the 

rehabilitation report by clarifying recommended support and what profession at the OH 

services should realize the recommendations. For workers, contact with OHPs may close the 

gap between the rehabilitation clinic and OHPs and, in cases of  weak internal resources, 

simplify the reception of support adapted to the workers’ actual stage of change. However, the 

supervisor’s involvement and cooperation were essential for work-related success, and 

therefore a key point in the support process.  

 

Further research is needed to evaluate both the extended cooperation between involved 

stakeholders in the new rehabilitation model and the use of rehabilitation coordinators and 
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their impact on the distribution of responsibility and support in the rehabilitation process. The 

implementation of rehabilitation at the right time has been evaluated, but there is also a need 

for further assessment of whether the rehabilitation content is individualized and adapted to 

the right stage of change with regard to the older worker. 
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