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Background The concept of work ability (WA) has a 30-year history in Finland, where it has been used exten-
sively in occupational health (OH) research and practice. The extent to which WA has been inte-
grated into UK OH practice is unclear.

Aims (i) To compare knowledge, understanding and use of WA among OH nurses and physicians in the 
UK and Finland and (ii) to identify factors that influence the use of WA in Finnish OH practice.

Methods An online questionnaire administered to OH practitioners in the UK and Finland.

Results A total of 436 UK and 97 Finnish OH practitioners completed the questionnaire. Though famili-
arity with the term ‘work ability’ was similar among Finnish and UK respondents, substantial dif-
ferences were found in understanding of the term. Ninety-five per cent (Finland) and 7% (UK) 
of respondents reported using the Work Ability Index (WAI), a validated measure of WA, in their 
practice. Finnish respondents indicated that they used the WAI results primarily for individual case 
management, understanding population health trends, health promotion and determining WA across 
age groups. UK respondents primarily attributed failure to use the WAI to lack of training. Primary 
factors influencing use of WA in Finland included it being considered common practice and an effect-
ive system by which to conduct individual assessments.

Conclusions There are large differences between Finland and the UK in the assessment of WA in OH practice. 
Differences may reflect contrasting OH legislative frameworks.

Key words Finland; occupational health nurses; occupational health physicians; United Kingdom; work ability; 
Work Ability Index.

Introduction

In recent years, the work ability (WA) construct has 
become an increasingly popular focus of attention in 
occupational health (OH) research [1,2]. WA and its asso-
ciated measurement instrument, the Work Ability Index 
(WAI), have also been used extensively in OH practice 
in a number of countries [3–7], in addition to Finland, 
from where they originate [3,8]. Anecdotal evidence sug-
gests that OH professionals in the UK have begun to use, 
or express interest in using, WA in response to its increas-
ingly widespread use in OH research, the gradual accu-
mulation of information from Finland on its potential 
uses in OH practice and the challenges presented to OH 
management by an ageing workforce. To date, there is no 
scientific evidence on the extent to which UK-based OH 

professionals are aware of, understand and consider WA 
in their practice. This study explores these issues among 
OH nurses and physicians from the UK and Finland. 
Comparisons are made to highlight possible areas for 
developing the use of WA in UK-based OH practice.

WA can be defined as a worker’s capacity to manage 
their job demands in relation to their health and mental 
resources. It takes into account all the factors that may 
influence that capacity and make the job more or less 
manageable [9]. Given that work demands are likely 
to change over the course of a career, the challenge 
over time is to balance demands and capacity in 
order to optimize the ability to work. Ilmarinen [10] 
describes the 30-year development of WA and the WAI 
in Finland in three key phases. The evolution stage 
(1980–89) involved the development of the WAI as a 
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self-reported measure of seven dimensions of WA and 
functional capacity. During this period longitudinal 
WA research in Finland demonstrated WA decrements 
as workers age. The second stage, of conceptualization 
and implementation (1990–99), involved the training of 
Finnish OH physicians and nurses in the use of the WAI 
and the development of Finnish programmes promoting 
the use of WA in the workforce. The third stage (2000–
09) involved translation of the WAI into 24 languages 
[8], presentations at numerous international conferences 
[11–13] and the development of further age management 
research activities across Europe.

In light of the challenges produced by an ageing 
workforce in the UK, and the Finnish and interna-
tional evidence which demonstrates the utility of 
WA in OH practice, UK OH professionals might be 
expected to have embraced WA. However, the extent 
to which this is the case remains unclear, and a recent 
Google Scholar search, using the keyword ‘work abil-
ity index’, produced 1960 articles, of which as far as 
the authors are aware only three were UK specific 
[11,13,14].

Therefore, this study had two related aims:

(i)   To compare knowledge, understanding and use of 
WA among OH practitioners in the United Kingdom 
and Finland.

(ii)  To identify factors that influence use of the WAI in 
Finnish OH practice.

Methods

A questionnaire to explore OH practitioners’ knowl-
edge and understanding of WA and use of the WAI 
was developed, including questions such as ‘What do 
you understand by the term work ability?’, ‘Have you 
heard of the WAI?’, ‘How did you hear about the WAI?’, 
‘Have you ever used the WAI?’, ‘How have you used the 
WAI?’ and ‘How have the WAI results been used?’ The 
full questionnaire is available from the corresponding 
author upon request. The questionnaire was hosted on 
an online survey facility. UK and Finnish OH prac-
titioners (broadly defined) were invited to complete 
the survey over a 2-month period in 2012. The current 
analysis is restricted to responses from the two primary 
respondent groups: OH nurses and occupational phy-
sicians. A link to the questionnaire was issued by email 
to members of the Society of Occupational Medicine 
(SOM), the OH nursing register hosted by SOM, the 
Finnish Association of Occupational Health Nurses 
and the Finnish Association of Occupational Health 
Physicians. In addition, the JISCMAIL OH mail-
ing list (OCC-HEALTH@JISCMAIL.AC.UK) was 
used. Ethical approval was granted by the Research 
Ethics Committee of the Institute of Work, Health, & 
Organisations at the University of Nottingham.

Results

The questionnaire was completed by 436 OH nurses 
and physicians who worked exclusively or primarily in 
the UK and 97 who worked in Finland. Respondents’ 
demographics and occupational characteristics are pre-
sented in Table  1. The authors did not have access to 
membership information for the participating groups so 
it was not possible to calculate response rates.

Data is presented in the form of frequencies. Two items 
involved open-ended responses; these concerned under-
standing of WA and factors influencing use of the WAI in 
Finland. Thematic analysis procedures were used to group 
responses into categorical themes [15].

All Finnish respondents and 96% of UK respond-
ents were aware of the term ‘work ability’. Respondents 
reported diverse understanding of the term (Table 2). 
Among the UK sample, WA was primarily understood 
to be an indicator of ability to work, while health and 
work balance was the most common response from the 
Finnish sample.

There was disparity between Finnish and UK respond-
ents regarding knowledge of the WAI: 39% (UK) and 
94% (Finland) had heard of the instrument. Among the 
UK sample, the majority of respondents aware of the WAI 
had heard about it from a peer-reviewed journal (49%). 
This was followed by OH and/or safety colleagues (34%), 
other journals/magazines (32%), conference/lecture 
(20%), having seen it in use (6%), training course (5%) 
and own research (5%). Among the Finnish sample, the 
most frequent source of knowledge of the WAI was hav-
ing seen it in use (92%). This was followed by OH and/
or safety colleagues (38%), training course (31%), con-
ference/lecture (30%), other journals/magazines (16%), 
peer-reviewed journal (15%) and own research (15%). 
Approximately half (48%) of UK respondents attributed 
failure to use the WAI in OH practice to a lack of training.

Table 1. Respondent demographic and occupational 
characteristics

United Kingdom, n (%) Finland, n (%)

Age (years)
 20–29 2 (<1) 2 (2)
 30–39 42 (10) 20 (20)
 40–49 166 (38) 30 (31)
 50–59 183 (42) 30 (31)
 60+ 37 (8) 15 (16)
 Not specified 6 (1) –
Gender
 Male 98 (22) 26 (27)
 Female 335 (77) 71 (73)
 Not specified 3 (1)
Occupation
 OH nurse 336 (77) 50 (52)
 OH physician 100 (23) 47 (48)
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Ninety-five per cent of Finnish and 7% of UK 
respondents reported that they had used the WAI. Both 
UK and Finnish respondents within these subgroups 
indicated that they primarily used it for individual case-
management activities. However, Finnish respondents 
also reported applications in workplace health 
promotion activities, health surveillance, as an element 
of an ageing workforce management programme and as 
a research tool.

Finnish respondents indicated that WAI scores were 
used to understand individual health trends (86%), 
understand working population health trends (70%), 
understand WA of all ages (71%), contribute towards 
health promotion and well-being initiatives (64%), pro-
mote rehabilitation back to work (58%), predict sickness 
absence (46%), understand the WA of older employees 
(33%), conduct WA research (24%) and understand the 
WA of younger employees (13%).

Factors reported by Finnish respondents as influenc-
ing use of the WAI in OH practice included the following 
(in descending order): its use being common practice; 
offering an effective system for individual health checks; 
and providing opportunities for organizational trend 
analyses, organizational policy and procedure, future 
workforce planning, rehabilitation, disability assess-
ment and health promotion. Two per cent of the Finnish 
 sample indicated they did not like using the WAI in their 
practice.

Respondents’ views on the professional groups that 
ought to use the WAI are presented in Figure  1. Both 
Finnish and UK respondents identified OH nurses and 
 physicians as the two main groups that ought to use the 
instrument. Finnish respondents identified researchers 
as a third eligible group; UK respondents suggested pri-
mary care practitioners.

Respondents were asked which version of the WAI 
they used. Only 13 UK participants responded to this 
question. Nevertheless, results indicated that all three 
versions were used: long version (39%) [16], short 
version (46%) [12], single-item version (15%) [17]. 

Among the Finnish sample (n = 83), a preference was 
expressed for the long version (63%), followed by the 
short (35%) and single-item (3%) versions. Thirteen 
Finnish respondents indicated that they use all three 
versions in their practice.

Discussion

Our study found that knowledge and understand-
ing of the WA concept was high and use of the WAI 
was viewed as common practice among respond-
ing Finnish OH professionals; in contrast, only 39% 
of UK respondents knew of the WAI and even fewer 
(7%) had used it. Lack of training was viewed by UK 
respondents as a barrier to the expanded use of WA 
and the WAI in UK OH practice. Our study is the first 
of its kind to examine OH practitioners’ knowledge, 
understanding and use of WA and the WAI in their 
professional activities.

The study was limited by the fact that it was not pos-
sible to sample from the entire population of OH nurses 
and physicians in Finland and the UK. Hence the views 
expressed may not reflect those of these populations as a 
whole. It is also possible that the exclusive use of English 
in the questionnaire may have presented a barrier to 
completion for some Finnish respondents. Further, it 
is possible that self-report bias may have produced an  
idealized view of practice [18].

This study did not seek to identify possible factors 
underpinning disparities between UK and Finnish 
respondents in understanding and applying WA. Future 
research might usefully explore whether the differ-
ences identified reflect contrasting OH systems and 
practice in these countries. Indeed the promotion of 
WA is enshrined in the Finnish Occupational Health 
Act of 2002 [19] and the Occupational Safety Act of 
2003, which state that ‘Maintaining work ability dur-
ing aging is our common goal’ [20]. No such provisions 
exist in UK legislation. Furthermore, Finnish employers 
are required to provide an OH service [19]; in the UK, 
where no such requirement exists, it is estimated that up 
to 70% of workers have no access to OH services [21]. 
As such, opportunities for UK-based OH practitioners 
to use WA are fewer.

The study found that all three versions of the WAI 
were utilized by OH practitioners in Finland and the 
UK. Among UK respondents, the short version was the 
most commonly used; among Finnish respondents, the 
long version. Both samples reported that the single-item 
version was rarely used. This is perhaps surprising given 
the benefits associated with use of brief questionnaires, 
including minimizing interruption to organizational 
activities, reduced cost, promotion of a strong response 
rate [22,23] and ease of interpretation. Research is 
warranted to further establish the reliability and validity 
of the short and single-item versions of the WAI in a 

Table 2. Respondents’ understanding of the term ‘work ability’

Finland, n (%) United Kingdom, n (%)

Health and work 
balance

26 (28) 75 (20)

Biopsychosocial 18 (19) 9 (2)
Fitness to work 17 (18) 67 (18)
Health and life 

balance
11 (12) –

Ability to work 11 (12) 144 (38)
Well-being 7 (7) 1 (<1)
Performance 

standards
4 (4) 22 (6)

Functional 
assessment

– 64 (17)



408 OCCUPATIONAL MEDICINE

variety of occupational and national contexts. There 
is evidence to suggest that UK OH physicians cite the 
primary reasons for failing to use questionnaires in 
their practice as lack of availability, insufficient time, 
negative attitudes towards questionnaires, insufficient 
evidence base and lack of endorsement by the Faculty of 
Occupational Medicine [24]. The existence of extensively 
validated short and single-item versions might generate 
further opportunities for OH practitioners to use WA in 
their activities, particularly in the UK where the concept 
is at present relatively novel and untested. Workplace 
interventions, to improve WA, have so far failed to 
demonstrate significant benefits [25], suggesting that 
further research in this regard is also required for WA 
to be accepted more widely. In addition, it is suggested 
that economic evaluation will increasingly play a role 
in decisions about OH interventions [26]. With these 
research needs in mind, the authors are currently 
engaged in a large-scale study examining WA in the UK 
manufacturing sector with a view to contributing to the 
evidence base to support the application of WA and the 
WAI in UK OH practice.

Key points

 • The assessment of work ability is common in 
Finnish occupational health practice but not in 
the UK.

 • UK occupational health practitioners report 
knowledge, understanding and use of the Work 
Ability Index that is substantially different to that 
of those in Finland.

 • UK occupational health practitioners cite lack of 
available training as the primary barrier to the 
application of work ability in their practice.
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