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SELF-REPORTED COMPETENCE LEVEL OF OCCUPATIONAL HEALTH CARE

PROFESSIONALS IN WORK ABILITY RISK MANAGEMENT AND ANALYSIS

BACKGROUND: The management and analysis of work ability risks is important to support
well-being at work and requires multidimensional competence. Competence evaluation in
Occupational Health Care professionals’ (OHCP) practice is essential for their professional

development and promotion of quality of care.

OBJECTIVE: To describe OHCPs' self-reported competence level to manage and analyze

work ability risks.

METHODS: A descriptive, cross-sectional study design was applied. The data were collected
electronically from May to June 2018 using the Comp-WARMA instrument (scale 1 = poor —
4 = excellent) from Occupational Health Care professionals working in Finnish private medical

centers (n=169, response rate of 10%). The data were analyzed statistically.

RESULTS: The levels of knowledge and skills of OHCP in work ability risk management and
analysis were mainly at good level (3.22 on average), but some deficient were still identified.
The knowledge and skills of the work ability risk management and analysis were associated
with the number of customer organizations they worked with, their attendance of supplementary
training regarding work ability risk management and analysis, their amount of work experience,

their type of employment, age, and gender.

CONCLUSIONS: OHCP self-reported competence levels in work ability risk management
and analysis was at good level. There is a need for development in all areas of work ability risk

management and analysis. OHCP could benefit from in-service education on work ability risk



management and analysis. Further validation of the Comp-WARMA instrument in larger

sample is needed.
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1. Introduction

Competence in work ability risk management and analysis is important in promoting the health
of the working-age population and preventing disability. Work ability promotion is an
important socio-political objective because work disability is a significant cause of expense to
society as well as loss of earnings and human suffering for individuals [1, 2, 3]. Work ability
risk management and analysis requires the multidimensional competency of Occupational
Health Care professionals (OHCP). Competence evaluation in OHCP practice is essential for

developing and promoting the quality of care.

Work ability risk management and analysis is a relatively new and evolving concept in
Occupational Health Care and can be described as a cross-cutting continuous process that brings
together the key functions of work ability management (promotion), early response (primary
prevention), sickness absence management with sick leave follow-up (secondary prevention)
and return-to-work support (tertiary prevention), implemented by occupational health services
[comp. 4, 5, 6]. Professional competence means the ability to perform the tasks assigned to an
organization in accordance with certain criteria [7]. The key areas of professional competence
can be divided into the knowledge base, skills base, attitude base, and experience base. Skills
are closely linked to practical performance [8]. This study focuses on the knowledge base and

skills base of competence.

Research on OHCP competence in managing and analyzing work ability risks is limited and
the previous literature offers no clear definition of what such competence constitutes. In studies,
definitions bypass the management and analysis of work-related risks and only partially define
the topic. However, some studies on occupational health professionals’ understanding,
knowledge, or perceptions of the concept of work ability can be found. For example, Coomer

& Houdmont [9] compared knowledge, understanding, and use of the work ability concept



among occupational health nurses and physicians in the UK and Finland and identified factors
that influence the use of work ability in Finnish Occupational Health Care practice. That study
identified large between-country differences in the assessment of work ability in Occupational
Health Care practice, and indicated that the differences may reflect contrasting Occupational
Health Care legislative frameworks [9]. Another study assessed the perceptions of occupational
safety and health professionals of the concept of work ability in Norway and showed that there
were significant comprehension disparities in the understanding of the concept [10]. Previous
studies seemed to focus on work ability assessment and promotion on a general level. However,
studies investigating OHCPs’ competence to manage and analyze work ability risks seem to be

lacking.

As Occupational Health Care aims to promote work ability and prevent work-related health
problems, competence in managing and analyzing work ability risk is essential. By having
competence to manage and analyze work ability risks it is possible to detect workers' work
ability problems earlier and thus promote their work well-being. In some countries, for example
in Finland, legislation defines the qualification requirements and training requirements for
professionals working in Occupational Health Care where one part of competence in assessing
work ability [11]. Therefore, competence in managing and analyzing work ability risks is a key
aspect of high-quality Occupational Health Care. However, there is a lack of evidence on
Occupational Health Care professionals’ competence level in work ability risk management
and analysis. This research aims to fill this gap to improve the situation and develop operations

in Occupational Health Care.

In Finland, the occupational health services system is preventive health care that the employer
has a duty to arrange by law. Employers may organise curative care voluntarily [12, 11].
Employers can arrange Occupational Health Care services themselves, together with another

employer, by procuring the services from the wellbeing services counties or private service



providers [13]. At the end of 2018, there were 442 occupational health units in Finland, and
occupational health care agreements are estimated to have covered approximately 82% of
Finland's employed workforce and 91% of employees. The number of medical centers is in the
order of 70% of service providers. The occupational health units employed approximately 6,500

health care professionals [14].

The aim of this study was to describe and examine OHCPs’ self-reported competence level to
manage and analyze work ability risks. Ultimately the aim was to produce new knowledge
related to the knowledge and skills of OHCPs to evaluate and implement work ability risk
management and analysis and to identify development needs in this context. The specific

research questions were:

1. What is the self-reported competence level of OHCPs in managing and analyzing work
ability risks?
2. What factors are related to OHCPs’ competence to manage and analyze work ability

risks?

2. Methods

2.1 Design and participants

A descriptive, cross-sectional study design was applied according to STROBE statement [15].
One Finnish private medical center was selected purposively for this study. This center
represents approximately the average Occupational Health Care provider in Finland, having
about 650,000 personal care customers and approximately 25,000 customer companies under
its care. Total sampling at the organizational level included all OHCPs (N=1703) from the
center. The inclusion criteria were that the person worked closely with work ability support as
an occupational health nurse, occupational physician, psychologist, or physiotherapist. A

named contact person approached the potential participants by emailing a response link to an



electronic survey and an information letter about the study. The invitation to participate in the

survey was also promoted on the organization’s intranet website.

2.2 Data collection and instrument

The data were collected electronically between May and June 2018 using the Occupational
Health Care Professionals’ Competence in Work Ability Risk Management and Analysis
(Comp-WARMA) questionnaire developed for this study. The Comp-WARMA measures
Occupational Health Care professionals’ self-reported competence level in work ability risk
management and analysis. It is a 48-item instrument divided into four subscales (work ability
monitoring 15 items, early response 9 items, sickness absence monitoring 11 items, and return-
to-work support 13 items). The work ability monitoring subscale measured knowledge of
legislation and the roles of occupational health care, and skills to identify work ability risks.
Early response subscale focused on questions related to knowledge of working ability support
operating models used by customer companies and skills of using forms of rehabilitation. The
sickness absence monitoring subscale measured knowledge of the alert limits for sickness
absences in the customer companies and skills to use sickness absence data. The return-to-work
support subscale of the instrument inquired knowledge of social insurance tools and knowledge
of options for return-to-work support, as well as skills of evaluating the success of return-to-
work support. The response scale is a 4-point Likert scale (1=poor, 2=average, 3=good,
4=excellent). The Comp-WARMA was developed based on previous empirical literature [e.g.,
16, 17] in the fields of Occupational Health Care and the context of work ability promotion and
work disability prevention, as well as following national key legislation and regulations of
Occupational Health Care and Good Occupational Health Care Practice [11, 18, 5]. Good
Occupational Health Care Practice is a central guideline for Occupational Health Care services

in Finland [5]. The Comp-WARMA instrument was pilot tested with a sample of 22 OHCPs to



evaluate the clarity of the response instructions and item content. No modifications were made

after the pilot test.

The eleven background variables included age (years), gender, profession, level of training of
physicians, length of working experience in Occupational Health Care (years), education level,
current working hours in Occupational Health Care, number of customer companies, number
of customers, number of coordinated customer companies and participation in continuing
education focused on the management and analysis of work ability risks. Education levels were
assessed based on the most recent education, which was divided into the following options:
College, University of Applied Sciences, University or Something else, what. Background
information on physicians' training was mapped with the options: completed specialization
training, ongoing specialization training, long training completed at the Finnish Institute of
Occupational Health or general practitioner. Background information about participation in
continuing education with an emphasis on the management and analysis of work ability risks
was divided into answer options: During the previous year, Within five years, More than five
years ago or Has not participated in continuing education. In addition, respondents’ perceptions
of work ability risk management and analysis in general (for example, the importance of
interprofessional cooperation in the management and analysis of work ability risks and the
sufficiency of working time to carry out the management and analysis of work ability risks)
were inquired with nine 4-point Likert scale questions (scale 1 = poor — 4 = excellent). Potential
sources of bias in this study were selection bias and information bias. Selection bias was tried
to minimize by having a predetermined recruitment plan of study participants. Selection bias in
evident as not all selected persons took part in the study, because the voluntary nature of the
study. Information bias could be present as the data were collected with newly but

systematically developed instrument [15].

2.3 Data analysis



The data were analyzed statistically using SPSS version 26.0 (SPSS for Windows, Release 26.0;
SPSS Inc., Chicago, IL, USA). The four-point response scale (poor, average, good, excellent)
of the self-assessed questionnaire items was used. Descriptive statistics (frequencies,
percentages, means, and standard deviations) were used to examine the study variables. Data
were classified into categories. The sum variables were formed by adding up the answer codes
of the variables related to the same theoretical entity and dividing the thus obtained sum by the
number of variables. The range of values of the sum variables is the same as that of the
individual questions, and the results are easier to interpret. The variables used in the
classification were age (years), gender, profession, level of training of physicians, length of
working experience in Occupational Health Care (years), education level, current working
hours in Occupational Health Care, number of customer companies, number of customers,
number of coordinated customer companies, and participation in continuing education. The
total value of the instrument was determined by calculating the average of the instrument's sum
variables by first adding up the scores and dividing the obtained value by the number of sum

variables.

The association of background variables with Comp-WARMA sum variables and possible
associations between Comp-WARMA study variables was tested using Multifactor ANOVA
(Multifactor Analysis of Variance, F-values with degrees of freedom (df) and p-value). Pairwise
comparisons between the levels of independent variables were performed using the Sidak
multivariate test. This test controls the Type | statistical inference error so as not to over-readily
interpret a difference as statistically significant. Internal consistency was assessed using
Cronbach’s alpha coefficient. Results with p < 0.05 were considered statistically significant

throughout the statistical evaluation [19].

2.4 Ethical considerations



The study followed good scientific practice [20] and ethical standards [21]. Ethical approval
was obtained from the University Ethics Review Committee (Ethical committee code:
67/2017), and formal permission to collect data was applied for in accordance with the
organization’s practices. The participants received written information on the research,
participation was voluntary, and confidentiality and anonymity were guaranteed. Responding

to the questionnaire was considered as informed consent.

3. Results

3.1 Participants

In total, 169 people responded to the questionnaire (response rate of 10%). The mean age of the
respondents was 46.5 (range 24-70, SD 11) years; the majority (86%) of the respondents were
female and occupational health nurses (55%, Table 1). Most of the physicians were
occupational health specialists (56%), and one-fifth had specialization studies in progress
(25%). The Occupational Health Care qualification training of the Finnish Occupational Health

Institute had been completed by 17% of the responding physicians.

Almost half (44%) had a university of applied sciences degree, followed by a Master’s degree
(34%), a college degree (17%), and some other degree (5%). Respondents’ work experience in
Occupational Health Care ranged from 0 to 48 years (mean 12.8 years, SD 10). Most (85%) of

the respondents worked full time in Occupational Health Care.

Respondents reported the number of occupational health care customer companies under their
care to be 0-700 and personal care customers to be 0-5,000. Respondents reported that the
number of coordinated customer companies under their responsibility varied. About a third of

them had 2-5 coordinated customer companies.



Half of the respondents (52%) had participated in continuing education on the management and
analysis of work ability risks during the last five years, whereas one-third had not attended

continuing education at all.

Respondents rated that work ability risk management is important (mean 3.90) and that
interprofessional cooperation is a key part of the work (mean 3.51). Furthermore, the
respondents rated as the weakest that they had enough time to do their work (mean 2.72) and
that customer companies understand the importance of work related to work ability risk
management (mean 2.94). Overall, respondents rated their competence level in managing and

analyzing work ability risks as good (mean 3.14). (Table 2.)

3.2 Occupational Health Care professionals’ competence level in managing and analyzing

work ability risks

OHCPs’ knowledge and skills in managing and analyzing work ability risks varied. The
OHCPs’ mean level of knowledge and skills in work ability risk management and analysis was
3.22 (Table 3). Overall, the variable levels of work ability monitoring knowledge and skills was
rated highest (mean knowledge 3.33 / skills 3.37). The second highest was sickness absence
management knowledge and skills (mean 3.33 / 3.32), followed by return-to-work support
knowledge and skills (mean knowledge 3.10 / skills 3.30). Respondents assessed their early

response knowledge and skills to be weakest (mean knowledge 2.92 / skills 3.05).

3.3 Association of background variables with OHCPs’ competence in managing and

analyzing work ability risks



In the univariate analysis, OHCPs’ competence level in work ability risk management and
analysis was associated with the number of customer organizations worked with, attendance of
continuing education regarding work ability risk management and analysis, amount of work

experience, type of employment, age, and gender (Table 4).

Some factors related to OHCPs’ competence to manage and analyze work ability risks were
identified. Overall, variable-level work experience was associated with early response skills.
As work experience increased, the respondents were more able to provide early response at a
statistically significant level (3 = 0.025, p = 0.026). Age, work experience, and quality of
employment relationship were associated with sickness absence monitoring skills. Increased
age was associated with decreased skills (3 =-0.019, p = 0.007). Increased work experience
was statistically significantly related to sickness absence monitoring skills (8 = 0.028, p = 0.05).
Skills in sickness absence monitoring were statistically significantly higher (p = 0.015) for those
working full time in Occupational Health Care than for those working part-time. Gender and
participation in continuing education were associated with the level of knowledge about return-
to-work support. Men estimated that they knew more about return-to-work support (p = 0.044)
than women did. In addition, those respondents who did not receive continuing education knew
less about return-to-work support than those who had participated in the previous year (p =

0.009), the last five years (p = 0.005), and more than five years ago (p = 0.028) (Table 4).

4. Discussion

This study provided unique evidence of OHCPs’ competence level in work ability risk
management and analysis. OHCPs’ competence in managing and analyzing work ability risks

is at a good level, but some development areas were identified. The study demonstrated that



several personal and work-related factors were associated with competence levels in work

ability risk management and analysis.

Competence was assessed as mediocre on the Comp-WARMA instrument subscales, and there
were no major differences in the competence in the various aspects of work ability risk
management and analysis. An interesting result is that one-third of respondents had not attended
continuing education in work ability risk management and analysis at all. This result reinforces
the notion that more work ability risk management and analysis training is needed to address

skills gaps.

Managing and analyzing work ability risks was considered important, and interprofessional
cooperation was seen as a key part of the work. These results are in line with the contents of
the key Occupational Health Care legislation [11], the regulation [18], and Good Occupational
Health Care Practice [5]. In contrast, work ability risk management and analysis was assessed
to be only a fairly central part of day-to-day work, and the employer was assessed to value the
work related to work ability risk management and analysis fairly well. In addition, the OHCPs’
competence level in work ability risk management and analysis work was only fairly good. The
customer companies were assessed as understanding the significance of the work related to
work ability risk management and analysis only quite well. Still, the time available to complete
work tasks was only quite good. The results point to shortcomings in structural-level
collaboration and support previous research data [22]. Improving cooperation at the structural
level, both within the employer organization and in occupational health cooperation with
customer organizations, could increase the understanding of the importance of work related to

work ability risk management and analysis and allow for additional resources.

Competence was highest in work ability monitoring and weakest in an early response. The

lowest competence in early response may indicate that early response focuses on anticipating



work-related risks, which is an abstract sub-area compared to other aspects of work ability risk
management and analysis; thus, its implementation in practice can be challenging. However,
the result is clinically interesting, as recent emphasis has been placed on early response in

promoting work ability.

The key results on the promotion level of work ability support and work ability management
showed that respondents rated their knowledge and skills to be only good in Good Occupational
Health Care Practice as well as legislation considering work ability management and analysis.
Nevertheless, at the same time, the results indicated that respondents were able to act in a work
ability-oriented, ethical way, and in the manner required by the obligation of professional
discretion. These results are contradictory because, without a good knowledge of occupational
health legislation and Good Occupational Health Practice, it is impossible to work as required.
The self-reported competence levels in the comprehensive monitoring of work ability and the
functional capacity of customer companies’ personnel was also deficient. This result does not
meet the shortcomings set for the care of the customer companies in occupational health
services, as the service should be holistic and focus on a proactive approach [11]. Further, on
the level of primary prevention and early response for the promotion of work ability, practical
measures to support work ability, such as ability to negotiate, knowledge of the rehabilitation
system, the customer company’s early response approach documents, and occupational safety
risk assessment documents, was only known quite well. The competence level in these areas is
significant because, in order to support and maintain work ability, OHCPs need to be familiar
with various instructions and procedures so that work ability risks can be systematically
screened [23] and the advice and guidance required by law implemented effectively [24].
However, it would seem that more guidance is also needed, for example, to support decision-
making and ensure follow-up procedures. It is a disquieting result that the rehabilitation system

is not known in the best possible way. A good level of competence in utilizing opportunities in



the field of rehabilitation is needed in Occupational Health Care in order to refer to the scope
of rehabilitation [25] and thereby reduce lost labor input and early retirement [26]. In addition,
the results of sickness absence monitoring at the level of secondary work ability prevention in
terms of promotion showed that individual-level sickness absence monitoring was well-known.
The result is important because the individual’s own opinion predicts their future ability to work
in terms of both the duration and frequency of sick leave. [27, 28.] However, the competence
level in sickness absence monitoring at the customer company level was weaker. The result
indicates an ambiguity in the follow-up of sick leave in terms of cooperation with the customer
company. It is essential to agree on and know the procedures for monitoring sickness absence
in occupational health cooperation. Effective cooperation would help reduce sick leave and
achieve cost savings [16]. Finally, the results of the study on the level of tertiary prevention in
terms of work ability support and return-to-work support showed that the competence level in
assessing possibilities of work modifications, assessing the success of return-to-work, and
supporting the customer company in the implementation of the return to work were only fairly
good. Overall, various options for return-to-work support, such as partial sickness benefits,
were not known flawlessly. These factors impact what kind of return-to-work support measures

are used and recommended by OHCPs [29].

There were several factors associated with OHCPs’ competence level to manage and analyze
work ability risks. Most of these results were consistent, but some were contradictory. For
example, the age of the respondents was related to their competence level in sickness absence
monitoring. The older the respondent, the less well they were able to manage and analyze work
ability risks. Furthermore, the respondents’ work experience was related to their competence
level in sickness absence monitoring. The more work experience respondents had, the better
they managed and analyzed work ability risks. These two factors related to the competence

level in sickness absence are inconsistent unless the result is explained by the fact that older



respondents are more critical in assessing their competence, or their previous work experience
has been acquired at least in part outside Occupational Health Care. In addition to the
conflicting results, there was also a worrying result in the factors related to the competence
level of work ability risk management and analysis. The results showed that participation in
continuing training in work ability risk management and analysis increased self-assessed
competence to support the return to work. The fact that almost half of the respondents had not
participated in continuing education can be considered a worrying result. The lack of
participation in training of occupational health personnel may impair their competence to

manage and analyze work ability risks.

Occupational health services cannot act and respond in accordance with the requirements and
expectations set for them by law [11] and Good Occupational Health Care Practice [5] if the
competence of Occupational Health Care personnel is deficient. In order to prevent the
sustainability gap, it is important to support careers and raise employment rates. The most
important task of Occupational Health Care is to support work ability. Occupational Health
Care can function as integrated into various social and health services, many benefits, and
rehabilitation. In order to manage and analyze work ability risks in Occupational Health Care,
it is important to ensure that OHCPs are adequately qualified to perform this demanding task
consistently and effectively. The results of this study showed that both basic and continuing
education are needed for occupational health risk management and analysis work for
Occupational Health Care professionals. The education could be, for example, courses offered
by a university or the Institute of Occupational Health. In addition, it could be possible to
increase competence by describing effective methods of managing and analyzing work ability
risks in multiprofessional cooperation in occupational health care. For example, an electronic

guide that presents the role of different occupational health care professionals in managing and



analyzing work ability risks could be a new useful tool in the development of occupational

health care.

This study has some limitations regarding the newly developed instrument and data collection.
The Comp-WARMA instrument was constructed systematically based on earlier studies and
national legislation. It showed high internal consistency with a Cronbach’s alpha coefficient of
0.98 for the full scale (range in sum variables from 0.79 to 0.94) [30]. High internal consistency
may indicate redundancy in items, and therefore, further development of the instrument should
be conducted to identify unnecessary items and adjust the number of items. The needs for
further development of the instrument include testing the construct validity of the Comp-
WARMA and stability with test-retest of Comp-WARMA. Additionally, the instrument
requires further validation with larger sample to analyze construct validity and responsiveness.
In the future, the equivalence of the instrument should be evaluated to determine possible bias
and measurement errors [31, 32]. In the study selection bias may exists due to selective non-
participation that might have biased the estimates and that data are cross-sectional. This limits
conclusions on causality and the direction of associations. The Comp-WARMA instrument
focused on assessing self-reported knowledge and skills around work ability risk management
and analysis. In the future, to cover all the theoretical dimensions of competence, enlargement
of the items to cover attitudes and experiences could be beneficial. However, this study
provided a preliminary version of the Comp-WARMA instrument to measure the self-reported
professional competence level of OHCPs in managing and analyzing work ability risks. The
instrument produced both statistically and clinically significant results that apply to the practical
work of Occupational Health Care, for example, in the assessment and development of the
competence of OHCPs. The number of responses relative to the population size (N=1703)
remained quite small (n=169), which undermines the generalizability of the study. To increase

the number of respondents, the response time was extended by one week, and one reminder to



respond to the survey was posted on the organization’s website. Despite these efforts, only a

few responses were obtained.

5. Conclusion

OHCPs self-reported their competence in managing and analyzing work ability risks partly as
good, partly as variable, and partly as deficient. The knowledge and skills of OHCPs in the
management and analysis of work ability risks do not fully meet the objectives of Occupational
Health Care legislation or Good Occupational Health Care Practice. In work ability risk
management and analysis, there are development needs at all levels of work ability promotion,
both in the theoretical and at the practical level. Therefore, OHCPs need more information and
education on work ability risk management and analysis to ensure high-quality, appropriate,

and effective care.

Future competence-related research could benefit from including an assessment of OHCPSs’

attitudes and experience in managing and analyzing work ability risk.
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Table 1. Respondents’ background information.

Background variables n f % | mean | SD | range
Age 169 46,5 |11 |24-70
Under 29 years 16 |10

30-44 years 53 |31

45-59 years 79 | 47

Over 60 years 21 |12

Gender 169

Female 145 | 86

Men 24 |14

Profession/Title 168 | 171

Occupational health nurse 92 |55

Occupational health physician 30 |18

Physiotherapist 14 |8

Psychologist 3 2

Nationwide responsibility physician 13 |8

Something else? 19 |11

Educational background of physicians 48

Occupational health specialist (6+6 years) 27 | 56

Specialization training (6 years) in progress 12 |25

Long training at the Finnish Institute of 8 17

Occupational Health (15 credits)

General practitioner (6 years) 1 2

Latest level of education 169

College 28 | 17

University of Applied Sciences 75 |44

University 57 |34

Something else? 9 |5

Working experience in OHC, year 169 128 |10 |0-48
0-1 9 5

1-4 29 |17

5-9 3B (21

10-19 61 |36

20-29 22 |13

Over 30 13 |8

Type of work 167

Full-time 142 | 85

Part-time 25 |15

Number of customer companies under 152 66 76.6 | 0-700
treatment 46 | 25

0-29 55 |28

30-77 51 |26

Over 78

Number of customers under treatment 133 1414 | 927 | 0-5000
0-999 42 |25

1000-1499 47 | 28

Over 1500 44 | 26




Number of coordinated customer 147 29 161
companies 46 | 27

0-1 59 (35

2-5 42 |25

Over 6

Participation in continuing education 169

During previous year 37 |22

Within five years 51 |30

Over five years ago 17 |10

Has not participated 64 | 38

n = Number of respondents, f = frequency, % = The percentage of total, SD = standard
deviation

Something else:

U Occupational health nurse manager, Occupational physician manager, Physiotherapist
manager, Psychologist manager

2) Specialization studies in Occupational Health Care, Occupational health courses



Table 2. Respondents’ perceptions of work ability risk management and analysis in general.

Question/ Proposition Mean Median
Enough time to do work 272 3
Financial resources support the implementation of care 3.00 3
Significance of interprofessional cooperation 351 4
Significance of work ability risk management and analysis 343 4
Ability to manage and analyze work ability risks 3.14 3
Ability to use skills in work risk ability risk management and analysis 322 3
Importance of work ability risk management and analysis 390 14
Employer values toward work ability risk management 341 4
Customer companies’ values toward work ability risk management 294 3

Mean=1-4, Median=1-4 (© Sirkka J.)



Table 3. Descriptive results of OCHPs’ self-reported competence in work ability risk management and analysis.

Items n Min Max Mean SD  Item-to-total Inter-item o
correlations  correlations

Comp-WARMA-instrument 169 2.00 398 3.22 0.49 0.98
The sum of the variable
Work ability monitoring
Knowledge 5 169 120 4.00 333 052 0.64-0.75 0.48-0.73 0.87
Skills 10 168 210 4.00 3,37 047 0.56-0.75 0.34-0.66 0.91
Early response
Knowledge 4 168 125 400 292 059 0.50-0.64 0.36-0.67 0.79
Skills 5 169 120 400 305 0.69 0.67-0.83 0.52-0.85 0.91
Sickness absence monitoring
Knowledge 5 168 140 4.00 333 052 0.49-0.81 0.37-0.82 0.88
Skills 6 167 2.00 4.00 332 057 0.61-0.86 0.38-0.83 0.90
Return-to-work support
Knowledge 8 168 150 4.00 310 0.68 0.61-0.88 0.43-0.89 0.93
Skills 5 168 1.00 400 330 0.65 0.71-0.88 0.65-0.85 0.94

Items = Number of items / subscale, n = Number of respondents, Min = 1, Max = 4, o = Cronbach’s alpha coefficient



Table 4. The associations of background variables with occupational health care professionals’
competence in managing and analyzing work ability risks

Subscale Variables p -value

Work ability monitoring
knowledge -
skills -

Early response

knowledge -

skills work experience B =0.025,p=0.026 *

Sickness absence monitoring

knowledge -

skills age B =-0.019, p = 0.007**
work experience B =0.028, p = 0.05***
the quality of the employment p=0.015
relationship

Return-to-work support

knowledge gender p =0.044

skills participation in continuing p=0.009, p=0.005,p=
education 0.028

* B describes how much the average of the sum variable increases as one year of work experience
increases

** g illustrates how much the average of a sum variable decreases as the age increases by one year
*** 8 describes how much the average of the sum variable increases as one year of work experience
increases



