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Ageing and capacity to work: research evidence

In this chapter we review the research evidence relating to the impact of ageing on capacity for
work. This involves research findings about health, functional status and ability to work, ageingrelated changes in functional capacity (respiratory and cardiovascular, sensory, musculoskeletal,
psychological, cognitive), capacity for learning and training, productivity and health and safety
risks. The chapter concludes with a summary of the contributions and challenges of an ageing
workforce and an overview of the myths associated with older workers balanced against research
findings.
Research Questions Addressed
¾ What is known about ageing-related health conditions and ability to work? What
population groups are at greatest risk of acquiring such conditions?
¾ What is known about the relationship between workforce participation and health?
¾ Does the research establish a relationship between stress-related conditions and age? Which
age groups appear most at risk of acquiring stress-related disorders?
¾ What is known about older workers in terms of capacity for ongoing training and
contribution to the workplace?
¾ What does the research tell us about the positive impact of older workers in the workplace?

3.1 Ageing-related health, functional status and ability to work
Age is only one of a number of determinants of health that are equally as (if not more) important
than lifestyle, nutrition, fitness, education, socio-economic status and quality of health care
(Benjamin & Wilson, 2005: 3). Many of these determinants are interdependent. Longitudinal
research has found factors within individual control, such as, lifestyle and fitness, are greater
predictors of health in old age than chronological age (Vaillant & Western: 2001).
The general health of older Australians has been improving for many years. The 2001 National
Health Survey by the Australian Bureau of Statistics (ABS), older Australians reported
overwhelmingly that they had good, very good or excellent health. In fact, at least 60% of people
in the 65-74, 75-84 and 85 and over age groups reported good to excellent health. Hence many are
continuing to actively contribute to the community not only through paid employment, but also
volunteer activities, extended family support, and participation in community social, sporting
and cultural activities (AIHW: 2004).
Setting aside self-reported health, it is also the case that the health of older Australians is affected
by exposure to risk factors throughout their lives, and that these health effects are often
cumulative. People’s health in later life is affected by their health behaviour earlier in life (AIHW:
2004a). Therefore, the onset of many diseases and injuries in older Australians is affected by risk
factors present when they were younger, which are often preventable, and highlights the
importance of community education and health promotion. Some risk factors have a cumulative
effect over the life course, but there is potential for health improvement at all stages of life by
managing risk behaviours and early health prevention behaviour (AIHW: 2004a). The major
preventable risk factors for onset of disease and injury in older Australians are:

o
o
o
o

overweight and obesity;
inadequate physical activity;
smoking;
consumption of alcohol at levels considered at risk for health;

o
o

poor diet and nutrition; and
falls (AIHW: 2004).

In addition to these risk factors, high blood pressure and high blood cholesterol levels were major
long-term problems of middle and older age reported in the ABS 2001 National Health Survey.
These are risk factors for a range of cardiovascular diseases, but they can be managed with
appropriate medical treatment. Changes in diet, alcohol and tobacco intake, and amount of
exercise also treat and prevent such illnesses (Benjamin &Wilson: 2005). Risk behaviours tend to
interact with each other, for example, physical inactivity and poor diet can increase body weight,
blood cholesterol and blood pressure. Impaired glucose tolerance, a risk factor for Type 2
diabetes, is more common in older people where risk factors of inactivity and obesity exist
(AIHW: 2004a).
Rates of chronic disease and disability increase significantly with age, which may or may not be
work-related. While some long term exposures to occupational hazards are associated with an
increased risk of illness, it is also true that the incidence of chronic disease is higher in the older
population. This situation has been recognised as decreasing the safety margin which protects the
worker against injury and work-related disease. However, older workers have been found to
cope better with ill health than their younger colleagues (Ilmarinen: 1999).
The following data from the Australian Institute of Health and Welfare (2001) identify several
age-related trends in relation to a number of common chronic diseases:

o

In the 2001 ABS National Health Survey, over 550,000 Australians reported that they had
diabetes. Of these, 434,000 said they had Type 2 diabetes – which can be prevented with
appropriate diet and lifestyle. However, it is recognised that many more people have
undiagnosed diabetes, in part because the symptoms of the disease are not apparent in its
early stages. The prevalence of Type 2 diabetes rises with age. The highest prevalence rates
were among males aged 65-74 and females aged 75 and over.

o

Colorectal cancer is the second most frequently occurring cancer in Australian men and
women if skin cancers other than melanoma are excluded. In 2000, there were 12,405 new
cases (14.6% of all new cancer cases diagnosed), an incidence rate of 64.8 per 100,000
population. The risk of colorectal cancer increases with age, especially after the age of 45.
The highest incidence was found in people aged 85 and over.

o

According to the National Cancer Statistics Clearing House, lung cancer is the fifth most
commonly diagnosed cancer in Australia. There were 8,060 new cases in 2000, with an
incidence rate of 42.1 per 100,000 population. New cases of lung cancer currently occur in
males at more than twice the rate among females: 62.1 per 100,000 (age-standardised)
compared to 27.4 per 100,000. Lung cancer incidence increases with age, with the highest
incidence in those aged 75-79: 450.4 per 100,000 males and 156.4 per 100,000 females in
2000.

o

The incidence of coronary heart disease increases dramatically with age - rates among 7590 year olds were 18 times those of 40-54 year olds.

o

The prevalence rates of both osteoarthritis and rheumatoid arthritis increase with age, and
are highest among those aged 65 and above (AIHW: 2001).

When assessing the importance of general health on the structure of the workforce, it is
particularly important to note that ABS data indicate that health or injury was the primary
reason for retirement in approximately one-third of Australian men in 1997 (ABS: 2000). Research
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by the Australian Institute of Family Studies (Wolcott: 1999) also confirmed that health concerns
were a major reason for retirement, with one-third of men and one-quarter of women citing their
own or their partner’s poor health as instigating their retirement. Premature retirement on health
grounds creates a self-selection factor that needs to be taken into account when assessing the
likely impact of older workers on workers compensation costs.
Given current policy directions which are designed to prevent premature retirement and to
encourage prolonged workforce participation, health and injury are of critical importance to the
retention of older workers. Poor health can be expected to have a negative impact on the ability
to participate in the workforce, and chronic health conditions not only progress with age
(depending on individual lifestyle) but are an acknowledged indicator of reduced labour force
participation among mature age workers, leading to early retirement (Murphy: 2003; McGarry:
2002).
However, the relationship between health and premature retirement is not straightforward
because of the relationship between good health and higher income. Having a higher level of
retirement income can be a motivator for retirement, so that workers in good health may well
leave the workforce before the usual retirement age years. It is also important to take into account
individual skill levels, as some skills enable workers with health challenges to move into
occupations that can accommodate these. Analysis by the Australian Treasury concludes that
deteriorating health is probably a better predictor of mature age workers’ continued participation
in employment than poor health per se, significantly influencing retirement expectations than
other variables, such as, changes over time in income (Murphy: 2003).
There is also increasing evidence that people with chronic disease are more likely to leave the
paid work force (Crotty et al: 2002) and analysis of HILDA (Household, Income and Labour
Dynamics in Australia) survey data shows that differences in the participation rates of people
rating there health as ‘poor’ or ‘fair’ had lower rates and that this trend was more pronounced in
older age groups, and among women compared to men (Murphy: 2003).
Current expenditure on those aged 65 and over is around four times more per person than those
under 65, rising to 6 to 9 times more for people over the age of 85. Rising healthcare costs are
often attributed to the higher usage of services by older people. However, Australian Institute of
Health and Welfare analysis indicates that ageing as a single variable adds 0.6% to annual health
sector expenditure, while changes in medical practice due to technological innovation add
significantly to health costs – at an estimated rate of 1.9% per person for the past 22 years (AIHW,
2000: 316). While ageing has been the smallest of the contributors to increased health
expenditure, the impact of current ageing trends is in its early stage and is projected to have
greater effect on the future rate of health expenditure (Productivity Commission, 2004a: 20 - 23).
These findings highlight the importance of activities that promote health and prevent illness,
with the workplace having a key role to play in workforce health. A study by de Boer et al (2004)
showed that targeted intervention (including scheduled consultations with an occupational
physician, and development of a detailed work plan and regular assessment) for those ‘at risk’ of
early retirement resulted in greater retention, improved work ability and less burnout. These
impacts were present for 18 months post-intervention. The substantial research undertaken over
the years by the Finnish Institute of Occupational Health (Ilmarinen, Tuomi and colleagues)
shows that health promotion and prevention of illness is not solely the responsibility of public
policy, nor is it effective if the work environment is excluded (Comcare: 2003; Ilmarinen: 1999).
… deteriorating health is not an inevitable consequence of ageing…. there is strong evidence that
people aged 55 or older who follow an active lifestyle, have the daily functioning equivalent to less
active people aged 15 years younger.
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…the relationship between health and ageing is also affected by a range of other factors (such as,
gender, marital status, education, income, occupation and employment, and country of birth, and …
strategies to promote a healthy old age must … continue throughout the life course – including
during the employment years. During these years the need for strategies to reduce damage (such as
avoiding smoking), to protect against damage (such as by improving ergonomic intervention, job
design and good nutrition), and to prevent loss through lack of use (such as through physical
activity) have been identified (Comcare, 2003: 5-6).
3.1.1

Separating age-related ability to work from age-related working conditions

The European Foundation for the Improvement of Living and Working Conditions (EFILWC) has
undertaken numerous studies designed to identify the impact and implications of an ageing
workforce, including the European Working Conditions Survey which was undertaken in 2005 for
the fourth time since 1995. The fourth wave of the survey involved a sample of 29,680 workers
from 31 European Union countries. Survey findings were analysed against four areas – career
and employment security, health and well-being, skills development, and reconciliation of
working and non-working life. Findings highlight significant differences in the working
conditions of younger and older workers and therefore, in the way work life is experienced. A
summary of some of the findings against the four analytical themes is provided in the chart
below.
Analytical theme

Key findings

Career and

⇒

Oldest and youngest groups face the highest risk of age discrimination in the workplace

employment

⇒

Temporary employment contracts are concentrated among younger workers but increase
among oldest age groups, especially women

security
Health and well-

⇒

Older workers report higher exposure to risks associated with heavy workloads, repetitive

⇒

Involvement in High Performing Work Organisations (HPWOs) is low among older workers,

⇒

Work intensity decreases while work autonomy increases with age

⇒

Young workers are least aware of the impact of work on their health while those aged 45-

⇒

The presence of discrimination or violence in the workplace, or low security employment

being

movement, physical position
but more widespread among younger workers

54 are significantly more likely to recognise this
contracts, significant reduce expectations of remaining in the same job at 60 years of age
Skills

⇒

Workers with low education levels are mainly older workers

development

⇒

Older workers receive less training than younger workers, and women have less training

⇒

The largest improvement in the use of computers at work has occurred over time with

opportunities than men
older workers
Reconciliation of

⇒

Inflexible work arrangements are likely to discourage older workers from continuing to

life

⇒

Older workers have a higher likelihood of caring for an elderly or disabled relative than

⇒

The proportion of workers who have autonomy in structuring their work time increases

work and non-

work due to work-family imbalance
other age groups
with age

One of the conclusions drawn from the findings is their implications for preventing premature
retirement. The authors recommend a focus on those aged between 45 and 54 years to identify
work conditions that will encourage their continued participation in the workforce, and to take a
preventive approach in doing so.
Research on the issue of older workers’ employability … has pointed out how the low participation of
older people in the labour market is the result of a combination of wage conditions, rigidity in
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workplace organisation, inadequate skills and competencies and poor health status, rather than the
wish to retire early (Villosio, 2008: 4).
An additional factor causing premature workforce retirement is negative employer attitudes and
behaviours (Harper et al: 2006). Drawing on the findings of a global ageing survey on the future
of retirement 1 , the Oxford Institute of Ageing concluded that employers did not regard older
workers in a less positive light than younger workers, with countries with more advanced
economies being generally more positive to older workers but agreeing that they could be
offering them more opportunities to pursue new kinds of work. Less than one-third offer the
opportunity to work fewer hours, while some two-thirds offer them the opportunity to mentor
younger colleagues. Despite widespread workforce ageing, most employers did not regard the
potential loss of a significant portion of their workforces as an immediate issue (Harper et al:
2006).
3.2

Changes in functional capacity

Ageing has a wide-ranging impact on functional capacity which is not uniform because of
individual differences in lifestyle, nutrition, fitness, genetic predisposition to illness, educational
level, and work and other environments. It is clear from the research that ageing per se is not the
determining variable for decline in capacity, but that it interacts with a range of other factors that
together affect functional capacity. The trend in findings is for differences in capacity to work to
occur in relation to individuals rather than in relation to age groups (Ilmarinen: 2005).
Nevertheless, numerous stereotypes and myths prevail about the ability of mature age people to
participate effectively in work, and in life in general. These are discussed in the conclusion to this
section of the report.
In reviewing the literature, we have drawn from a wide range of studies, but have focused on the
findings of two literature reviews that have screened research for its methodology and have
provided an overview of available data on older workers’ injury and illness rates (Harper &
Marcus: 2006; Benjamin & Wilson: 2005). In addition, we have given particular attention to the
findings of the rigorous Seattle Longitudinal Study, (Schaie: 1996) which has continued at sevenyear intervals since 1956, and is the only three-generation research undertaken in the USA, and
possibly world-wide. Some 6,000 people ranging in age from 22 to 101 years, have participated in
the study. In addition to the main study, data have been collected from the sample’s relatives to
determine family similarity (for example, between parents and children), and some participants
have received training designed to slow or remediate changes in cognitive function. Finally,
much of the review is informed by the work of the Finnish Institute of Occupational Health
(Ilmarinen: 1995, 1999, 2001, 2005; Tuomi et al: 2001, 1998).
In structuring research findings about functional change due to ageing, we have adopted the
categories used by Harper & Marcus (2006) and isolated their workplace implications:

o
o
o
o
o

1

Respiratory and cardiovascular
Sensory
Musculoskeletal
Psychological, including capacity to deal with stress
Cognitive.

Conducted in 21 countries in 2004 and 2005, involving some 10,000 people aged 18 and over
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3.2.1

Respiratory and cardiovascular function

Cardiovascular capacity and aerobic/respiratory power tends to decline with age, with examples
of decline including decreased lung function, breathing capacity, tissue elasticity and ability to
undertake aerobically demanding activities, as well as reduced cardiac output, increased heart
rate and blood pressure recovery time following exercise, increased blood pressure due to
thickening of arteries, and irregularities in heart beats (Harper & Marcus, 2006: 21).
This means that older workers are likely to have a reduced ability to do heavy work, particularly
at a fast speed, and more generally to do work which tends to cause shortness of breath, to work
in extreme heat or cold, a reduced capacity for shift work, and a need for longer recovery time
following exertion. The cardio-respiratory load of even moderate tasks can become particularly
critical for older unfit people (Comcare: 2003; ASCC: 2005; Harper & Marcus: 2006).
Workplace implications
Workplaces can be modified to address reduced respiratory and cardiovascular capacity through
such changes as –
⇒
⇒
⇒
⇒
⇒
⇒
3.2.2

Job re-design
The use of equipment (eg for lifting) and other assistive technologies
Restrictions on heavy lifting and physically exerting tasks
Training in appropriate lifting
Allowance for recovery following exertion eg through small breaks, increased breaks
Provision of workplace exercise and fitness programs (Harper & Marcus, 2006: 21).
Sensory function

There are a number of research studies identifying a decline in sensory and sensorimotor abilities
as part of the ageing process (Li: 2002). Sensory function is the only ageing-related change that
declines due to chronological age alone, and even this will vary with environment - for example,
ongoing exposure to loud noise and impact on hearing (Harper & Marcus, 2006: 20). Changes
have been identified in hearing as early as the mid-forties, in vision and touch in the mid-fifties,
in taste in the mid-sixties, and in smell in the mid-seventies.
However, loss of sensory abilities can be compensated – for example, through increased patience
and judgement observed in older workers (Shephard: 1997a), but allowances need to be made for
slower reaction time (Harper & Marcus: 2006). Deterioration in vision and hearing can be
accommodated through aids (such as, spectacles and hearing aids) and workplace design that
benefits all age groups while targeting older workers (for example, effective lighting and acoustic
conditions (Benjamin & Wilson: 2005). For most people, hearing is normal until the age of sixty
approximately, and then deteriorates due to such changes as damage to inner ear hair cells, loss
of sensitivity to high frequency sound. Changes in vision include a decreased ability to see objects
clearly, to function in low levels of lighting, to correctly judge distances, to perceive the speed of
moving objects and to distinguish certain colour intensities. Ageing also brings the increased
likelihood of conditions like glaucoma (especially if diabetes is present) and cataracts. In the 2001
ABS National Health Survey, 96-98% of men and women in each of the 65-74, 75-84 and 85 and
over age groups reported that they were suffering from long-term diseases of the eye (in AIHW:
2001).
A recent report to WorkCover SA (Access Economics: 2007) analysed claims data for the period
2000/01 to 2006/07 and found that an average of 380 workers were compensated for hearing loss
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each year in South Australia. Over half of these workers were aged 55 to 64 years and 97.5% were
male. A further 168 workers per year were estimated to incur hearing loss from uncompensated
workplace incidents. Other findings from this analysis were that –

o
o
o

Hearing claims represent some 1% of WorkCover SA claims and have risen a little in recent
years (no doubt due to the ageing of the workforce).
It is important to note that 93% of claims for hearing loss did not involve any days lost
from work, a further 2.7% returned to work within one week and approximately 5% had
either longer periods off work, or returned to partial duties or did not return at all.
There was a strong and positive relationship between degree of hearing loss and average
cost per claim. The median lump sum claim was $7,778 and of hearing aids was $5,860

Age-related changes in balance include greater difficulty in maintaining balance (due to changes
in sensory cells and receptors that control balance) bringing an increased likelihood of falling
over. Changes in touch, skin and thermoregulatory functions include reduced sensation to heat,
cold, pressure and vibration, reduced skin elasticity, reduced ability to maintain body
temperature (due to thinning of subcutaneous fat), reduced ability of sweat glands to be efficient
in keeping cool and skin taking up to four times longer to heal if wounded (Harper & Marcus,
2006: 21-22).
These changes in sensory function mean that –
a)
b)

c)

d)

In relation to hearing, older workers may not be able to hear alarms, instructions or be
limited in their ability to converse with co-workers
Older workers may be more sensitive to computer screen glare, less able to work in poorly
lit workplaces, and to work in occupations that require the ability to distinguish colour
intensity, gauge the speed of moving objects and to correctly judge distances (the last two
capabilities have particular implications for older people whose work requires night
driving).
Declining balance function can bring an increase in falls among older workers and this
highlights the importance of workplace design to minimise the likelihood of falls and the
need for training in awareness about appropriate footwear and carrying techniques.
Changes in touch, skin and thermoregulatory functions can increase susceptibility to
dermatitis in certain occupations, and the need for protection from ultraviolet light for
those working outdoors.

Workplace implications
Workplace conditions play a critical role in the impact of reduced sensory function on ability to
work effectively.
⇒

⇒

There is a need to reduce overall workplace noise levels wherever possible – for example,
by using quieter machines, or by reducing exposure time - and to offer protection to
workers in noisy environments as well as training that encourages the use of safety and
protective aids. Citing research by Daniell et al (2006), Harper and Marcus (2006) note that
in the USA twenty years of hearing regulation have had minimal impact on employers
(most doing little to reduce noise levels) and employees (most not using the protection
they were offered).
The provision of protective gloves and other clothing, reduced contact with dermatitisinducing working conditions (for example, contact with chemicals and other irritants) and
protection from ultraviolet sunrays are all preventive strategies in the workplace that
address age-related changes in thermoregulatory function, skin and touch.
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⇒

⇒

⇒

⇒

3.2.3

A preventive approach to hearing loss is also recommended by some researchers, for
example, through employers screening their workforces prior to exposure and monitoring
at regular intervals (NIOSH: 2004; HSE: 2005).
Workplace lighting plays a key role in the older worker’s productivity and safety, as does
the provision of large font size on computers and written documentation, and anti-glare
computer screens (Benjamin & Wilson: 2005).
A preventive approach to vision deterioration can include regular vision and workplace
lighting testing, with some researchers (Ball: 2003) recommending that testing for
functional ability (as opposed to diagnosing eye disorders or disease) be undertaken in the
workplace. UK employers are required to pay for eye testing for employees working with
display screen equipment (for example, computer users) every two years (Harper &
Marcus: 2006; Benjamin & Wilson: 2005).
A preventive approach to workplace safety risk due to balance function decline is also
identified, with effective lighting, tidy workplaces, non slip surfaces and clear walkways –
all of which are beneficial to the workforce as a whole (Harper & Marcus: 2006).
Musculoskeletal function

Age is also associated with reduced elasticity in almost all tissues of the body, leading to a
decreased range of movement, and increased time needed to repair damaged tissue. These
changes in musculoskeletal capacity can begin in the mid 40s as bone density begins to decrease,
in both men and women (Harper & Marcus: 2006). Bone density reduction is a key risk factor for
osteo-arthritis, a leading cause of disability in industrialised countries and is particularly
significant for women. Common musculoskeletal function changes include –

o
o
o
o

Decreased bone mass which increases the likelihood of fractures at the proximities of long
bones and the spine.
Decreased muscle mass and subsequent decrease in muscle strength.
Reduced elasticity, tensile strength and ability to regenerate the connective tissue in the
ligaments and tendons.
Decreased mobility (Harper & Marcus: 2006; ASCC: 2005).

These changes can also bring a deterioration of overall physical health, with back or neck pain
being evident intermittently (Harper & Marcus: 2006). Risk factors for sickness due to low back
pain identify a complex interaction between psycho-social work variables (such as, degree of
autonomy and control) and musculoskeletal factors (Hemingway et al: 1997, cited by Harper &
Marcus: 2006). The combination of flexion and rotation of the trunk, lifting, low levels of job
satisfaction and low levels of social support in the workplace have been identified as risk factors
for sickness absence due to low back pain (Hoogendoorn et al: 2002, 2000; Kerr et al: 2001, cited by
Harper & Marcus: 2006).
These ageing-related losses in physical capacity are a particular concern for those working in
physically demanding jobs. Some researchers note reductions in physical capacity can lead to
excessive fatigue, loss of quality and an increased risk of industrial accidents (in ASCC: 2005).
One such common industrial accident is falling. Laughton reports that older adults demonstrate
increased amounts of postural sway, which may ultimately lead to falls, although the
mechanisms contributing to age-related increases in postural sway and falls in the elderly remain
unclear (Laughton: 2003). When comparing key muscle function characteristics of older ‘fallers’
and ‘non-fallers’, the non-fallers demonstrated significantly greater muscle activation and coactivation compared with young subjects. The study suggests that high levels of muscle activity
are a characteristic of age-related declines in postural stability and that such activity is correlated
with short-term postural sway. These findings provide some insight into the reasons for falls
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being common in older workers and for the rate of injury due to falls being significantly higher in
older workers than their younger counterparts.
However, physical strength and endurance is specific to individuals and is influenced by a
number of factors of which age is only one. Consequently, some older workers can be as strong
or stronger than their younger colleagues (Benjamin & Wilson: 2005; Shephard: 1997; Ilmarinen:
1997), and it is difficult to separate age from other causal changes to physical function - such as,
work, fitness - (Ilmarinen: 2001). Researchers are also clear that physical strength and endurance
can be improved upon, or compensated for (Shephard: 1997; Benjamin & Wilson: 2005).
Workplace implications
These changes have implications for tasks where workplace layout requires work at extremes of
posture, although individual differences can be significant and can be enhanced through physical
activity. Furthermore, the rate and extent of deterioration varies greatly from one person to
another, depending on individual physical condition - for example, fit and active older workers
may be able to outperform more sedentary younger workers. It is also evident from the research
literature that while a range of individual, psycho-social and workplace variables determine the
extent to which musculoskeletal deterioration causes sickness based absence from work, the way
in which this occurs is less understood (Harper & Marcus: 2006).
⇒

⇒

⇒
⇒

3.2.4

Due to individual differences, the way in which the workplace is modified to address
musculoskeletal change and vulnerability needs to be tailored to the needs and condition
of each worker.
It is important that workplace culture and occupational health and safety policies are
designed to encourage workers to identify any impact of musculoskeletal change on their
ability to perform their work role.
Given the important role of physical fitness, workplaces can play a key role in supporting
and encouraging workers to be fit and active prior to and during their older years.
Workplace culture is also important in encouraging workers to notify as early as possible
about musculoskeletal difficulties in order to obtain early treatment and redesign of work
activity and work space to accommodate these. Training programs that enable workers to
understand the nature of musculoskeletal injury and the importance of early notification
are part of developing a culture that promotes a preventive approach to health and safety.
Psychological function

As with physical deterioration associated with ageing, psychological impacts are not necessarily
correlated with chronological age, as many individual and environmental factors influence
individual capacity to manage stress.
A number of research studies have found that older workers are more susceptible to depression
than other age groups with symptoms including increased irritability, declining interest in
activities that are normally enjoyed, changes in weight and appetite, disrupted sleep patterns,
reduced energy levels, lowered self-esteem, and decreased ability to concentrate or make
decisions (Harper & Marcus: 2006). In their review of the literature Marcus & Harper (2006)
identified numerous studies that found an elevated risk of adverse psycho-social health due to
workplace stress (Pikhart et al: 2004; Godin et al: 2005; Weyers et al: 2006; Muntaner et al: 2006).
Consistent with many other studies of occupational mental health, a Finnish study concluded
that high levels of job strain compound the existence of stress and recovery from stress -
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… psychologic distress is associated with long-term medically certified sickness absence in a large
contemporary working population. High job strain has an adverse effect on prognosis among
employees with psychologic distress (Virtanen et al, 2007: 186).
WorkCover SA data show that in 2006-7, some 313 stress-related claims were made by workers
aged 55 years and over, out of a total of 1,798 stress-related claims for all workers 2 . This means
that 17.4% of stress-related claims were made by those aged 55 and over, which is a greater
proportion of claims than for all injury/illness types (approx 13%).
By contrast, Comcare data did not reveal a direct relationship between ‘psychological injury’
claims and age (but it needs to be noted that their data pertain to a more restricted number of
industries than those of WorkCover SA and are not directly comparable). Nevertheless, Comcare
data show two peaks in average total cost per claim for this type of injury – the highest for the 5054 year group, and the second highest for those aged between 30 and 34 years. Those aged 55 and
over had much lower rates, leading to ComCare to conclude that factors other than age are
needed to explain these trends (2003: 11).
While it is difficult to directly compare the stress experience of younger and older workers due to
the great number of variables that may impact on coping ability, there is some evidence to
suggest that older workers experience significantly fewer problems with personal control on the
job that might trigger stress, as well as less job tension, less generalized stress, less depression,
and fewer stress-related disruptions of job performance (Hansson et al: 2001). Furthermore,
Hansson et al note that while older men (aged 55 and over) reported more problems with health
compared to men aged 45–54, they actually reported fewer problems associated with work.
However, stress can be a significant issue for older workers with particular triggers/causes of
stress that include the fear of redundancy, lack of opportunities for career development, financial
insecurity heading into retirement, and the capacity to adapt to changing technologies (Hansson
et al: 2001). Ageist assumptions often underpin these triggers, and there are a number of research
studies that have documented these among employers (Selby-Smith et al: 2007; Taylor & Walker:
1998). Analysis of data regarding the Canadian workforce’s participation in an Employee
Assistance Program (EAP) 3 found that older workers were more likely than younger workers to
report more grief due to loss of family members and friends, less likely to report relationship
problems, slightly more likely to report work relationship and conflict and workplace stress
issues, slightly more likely to report personal stress, and more likely to access financial planning
and eldercare support services (WarrenShepell: 2004).
3.2.5

Cognitive function

In assessing change in cognitive function with age, the quality of research methodology is critical.
Longitudinal studies following individuals over time, find smaller amounts of age-based
cognitive decline than do cross-sectional studies, wherein people of different ages are compared
with each other at a single point in time (Benjamin & Wilson: 2005; Ardila et al: 2000). Harper &
Marcus (2006: 24) concluded from their review of the literature that many studies of the effect of
age on cognitive and other functional abilities lacked methodological soundness because they
used small samples or samples that do not enable comparison between age groups or across the
2 Note: the definition of ‘stress-related’ claim was made based on the aggregation of data for ‘injury types’ that are directly related to stress or anxiety. It is
likely that claims for other injury/illness types are also stress-related (either directly or indirectly).
3 A national strategy designed to address and reduce psychological problems in the workplace. An EAP is a confidential, independent, early intervention

counselling service for employees addressing issues that may be affecting employee performance. EAP services are provided by clinical and registered
psychologists through a centralised phone system. The issues that may be addressed through the use of an Employee Assistance Program can be
Personal (eg anxiety or depression, grief and loss, emotional or physical abuse), Family (financial, legal, relationship issues, work-life-balance issues) or
Work (eg relationships with co-workers, managing conflict).
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life spectrum. From those studies considered to be reliable they concluded that a gradual
deterioration in mental and cognitive functions occurs with age, involving functions like
memory, learning, thinking, concentration and attention. More specific changes that can be
problematic include –

o
o
o
o
o

putting information into memory and retrieving it;
understanding text;
ability to concentrate;
making inferences;
working memory capability – the amount of information that can be used without losing
any of it (Harper & Marcus, 2006: 24).

Considerable individual variability occurs in the timing, order and occurrence of cognitive
changes, and some researchers dispute the assumption that age-related changes have negative
implications for performance capacity. Others disagree, for example, Skirbekk (2004) cites a
number of studies suggesting that cognitive speed, reasoning and episodic memory decline
significantly from the age of 50.
In assessing cognitive capacity for different age groups, it is important to address the influence of
other intervening factors, particularly level of education and training. Robertson and Tracy (1998)
concluded that age-related changes in intellectual functioning are typically minimal for healthy
workers with high levels of education and training who are exposed to appropriate stimulation
by their surroundings. Level of education can protect against age-related cognitive deterioration
(Ardila et al: 2000).
A number of studies have identified education as a useful predictor of return-to-work outcomes.
For example, the likelihood of disability insurance claimants returning to work increases with
every additional year of education. Improved outcomes for workers with higher levels of
education may be attributed to greater adaptability to injury-related impairments and greater
ability to accept changes in occupational activities and/or new job skills (Aust Institute for
Primary Care: 2006).
Other studies have shown that while older workers were inferior to younger workers in
laboratory tests, ‘on the job’ performance deficits were less apparent. It is evident from the review
of research that the assessment of age-related ability needs to occur in real life environments,
rather than relying solely on laboratory-based analysis. Task demands usually only cause a
problem for older workers when they are accompanied by time constraints and where the
employee has no control over such constraints (for example, Comcare: 2003; Skirbekk: 2004).
Some of the participants in the Seattle Longitudinal Study, (Schaie: 1996) have undergone cognitive
training designed to slow or remediate cognitive change, enabling comparison with their peers
who have not had such training. Among the study’s findings are the following –

o
o
o

4

Decline in most psychometric 4 abilities does not occur before age 60, even though there is a
slowing in response speed during the testing process.
Some individuals show earlier decline due to other individually-based factors, including,
genetic makeup and social disadvantage.
By age 74, decline is evident on all psychometric abilities, but individual differences occur,
and even at age 81, less than half of those tested had shown decline in the preceding seven
years.

That is, measured knowledge, abilities, attitudes, and personality traits
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o
o

o

The data suggest that there has been a slowing in the rate of average decline over
successive generations.
The variables that reduce the risk of cognitive decline in old age include –
⇒ absence of cardiovascular and other chronic illness;
⇒ participation in an environment marked by complex and stimulating activities;
⇒ a favourable environment mediated by high socioeconomic status;
⇒ a flexible personality style at midlife;
⇒ high cognitive status of spouse/life partner;
⇒ maintenance of high levels of perceptual processing speed.
Decline is reversible and is likely to be a function of disuse. Approximately two-thirds of
those studied showing significant improvement following cognitive training, and some
40% of those who had declined significantly over a 14 year period were returned to their
pre-decline level (Seattle Longitudinal Study web site) 5 .

Of relevance to the workplace is the potential for reaction times to slow as a consequence of
cognitive changes arising from the ageing process. These involve a general slowing of the
functions controlled by the frontal lobe which is one of the first parts of the brain to be affected by
ageing (Zimprich & Martin: 2002). However, reaction times have been found to vary with the
type and complexity of task and the time given for decision-making. The more complex the task,
the more time is needed (Harper & Marcus: 2006; Haight: 2003). Age differences in performance
have been found to dissipate when older workers are familiar with job requirements and are
given longer periods of training, and can perform at the same level as younger colleagues when
they can compensate for reduced speed (WarrenShepell: 2004). As the Seattle Longitudinal Study
demonstrates, the environment in which the person is functioning is critical to cognitive
response, and can be enhanced to improve that response. Modifying workplace time demands to
meet the needs of individual workers is thus important, and is beneficial to all age groups, not
only those who are older. Age-related cognitive decline is cumulative across the life course, and
cognitive function relies not only on cognitive ability but also on motivation and persistence
(Salthouse: 2004).
Importantly, cognitive impacts need to be differentiated from learning capacity. Ilmarinen (2001)
asserts that actual functions of information processing change very little in the course of one’s
career and that moreover, some cognitive functions, such as control of use of language, complex
reasoning skills and the ability to problem solve, improve with age. Further, even though the
speed of learning may slow with age, the actual learning process is not dependent on a person’s
age (see also Section 3.3). Strong motivation to learn can also compensate for the slower learning
speed. Ilmarinen’s review of the literature found that some mental characteristics can also
strengthen with age. The positive and negative impacts on cognitive ability as people age are
presented in Ilmarinen’s model below.

5

www.geron.psu.edu/sls/researchers/index.htm
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Relatively recent research using brain-imaging techniques suggests that the older brain functions
differently rather than less effectively compared with younger adults. This is attributed to the
humans’ lifelong ability to compensate for decline in cognitive functioning by activating other
parts of the brain (Reuter-Lorenz: 2002). Earlier research indicates that while some cognitive
abilities may slow with age (for example, the speed of processing visual information), other
abilities (such as, knowledge) remain the same or even increase (Griffiths: 1997). Certain skills,
such as, vocabulary and writing speed, have been found to peak around the 40 to 50 year age
period (Shephard: 1997) and cognitive abilities like the ability to process complex information in
demanding situations, and the ability to reason, deliberate and comprehend a total situation,
actually improve with age (Ilmarinen: 2001). Workforce ageing should be seen as a series of
trade-offs rather than a problem, with any functional decline compensated for by increases in
experience and knowledge, further training and the development of new abilities (Kumashiro:
2002).

Workplace implications
As with much of the other research findings on age-related functional change, the impact of
individual health and educational level is critical, and for many people, interventions can be
undertaken to address deterioration. The workplace can play a significant role in avoiding the
creation of environments that exacerbate cognitive deterioration and in addressing this through
training and work redesign.
⇒

⇒

Workplaces that require employees to make decisions in the face of time pressure are
unlikely to provide appropriate environments in which older workers can perform to their
maximum cognitive and psychological ability, and may also risk injury or illness.
Conversely, making allowances for individual differences in response rate, and reducing
the need for constant rushing to complete tasks, will create an environment that maximises
the functioning of workers of all ages, especially those who are older.
It cannot be assumed that all older workers will be inhibited by cognitive decline as
individual health, education and training will be critical to performance. Workplaces have
an important role to play in supporting older workers in these three areas – all of which
are critical to overall workplace and broader economic productivity.
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⇒

⇒

3.3

Individual workers have a responsibility over the life course to remain fit and healthy, and
to participate in ongoing (formal and informal) learning opportunities. Motivation to do
this is essential and likely to be most effective when employers and employees work
together to create workplaces that maximise participation for all age groups.
Shift work has been found to have a significant impact on cognitive function which
appears to increase in later life (Harper & Marcus: 2006; ASCC: 2005). Tolerance for shift
work itself also seems to reduce over time, which is likely due to age-related changes in
circadian rhythms and preferred timing of sleep as well as reduced flexibility in sleep
patterns (EFILWC: 2003). However, a study specifically designed to test the impact of shift
work on older workers (Harma et al: 2006) found that a ‘fast forward rotating shift system’
improved psychomotor performance and alertness on the night shift and on general well
being (cited in Harper & Marcus, 2006: 24).
Ageing and the capacity for learning and training

Ageism is no more evident than in the myths that exist, particularly in the work environment,
regarding older workers’ capacity for training and re-training. Some researchers report that older
workers do not feel motivated or encouraged to participate in training activities, or face barriers
based on perceptions that older workers are ‘less trainable’ than their younger counterparts,
disinterested in training, represent a lower return on training investment, and are less competent
because of their age (Taylor & Urwin: 2001; Taylor & Walker: 1998). Researchers have found that
the older workers get, the less likely they are to receive training (EFILWC: 2003; Griffiths: 1997)
which of course has the compounding effect of losing skills and confidence, creating a ‘self
fulfilling prophecy’ of not being ‘trainable’.
A key factor in the ability to benefit from training is confidence, with some researchers finding
that mature workers may need to be encouraged and supported to participate in formal training,
especially if they have lower levels of literacy and numeracy and little ongoing learning
experience (Selby Smith et al, 2007: 16).
However, this does not mean that mature-aged workers should be ‘pathologised‘(Barnes, Bimrose
and Brown, 2006). Rather, mature-aged workers need to be carefully encouraged by their employers
to undertake training. This may be particularly true of assessment, where the fear of failure will be
greatest and where demonstration of competency may be a major source of stress for mature-aged
workers (Selby Smith et al, 2007: 17).
The way in which work-relevant training is delivered is always critical to its success, across all
age groups. Research findings indicate that older workers prefer workplace based learning which
is presented in a way which links the training to the workplace environment (Bowman and
Kearns: 2007; Selby Smith et al: 2007) and self-paced learning with sufficient opportunity to
practise or collaborative training where they can help and be helped by their peers (Filipczak:
1998). Older adults, like any age group, benefit from training that is tailored to individual need
and this reflects good practice which is beneficial to workers of all ages (Benjamin & Wilson:
2005).
Other researchers have studied the appropriateness of new technologies in training older people,
challenging the perception that older people do not respond well to learning modes that
incorporate new technologies. For example, Wallen & Mulloy (2006) showed that computerbased training incorporating text, graphics and audio narration is most appropriate for workers
over the age of 45 while Van Gerven et al (2003) found that multi-media learning tools are
suitable and effective for older learners.
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The mode or mechanism of training for older people has also been considered in the research.
The emergence of cognitive load theory (CLT) is particularly relevant for older learners, as it aims
to stimulate a learner to use more efficiently working memory which may be diminished with
age (Van Gerven et al: 2003). It is acknowledged that even healthy older people are likely to
experience a decline in working memory and cognitive speed, as well as the ability to suppress
irrelevant information. Speed of learning can slow as part of the ageing process (Ilmarinen: 2001)
and older workers may take longer to learn new information because of the time taken to filter
pre-existing knowledge and experience (Filipczak: 1998). Van Gerven et al propose that CLT
presents a framework for dealing with this decline while optimising learning opportunities for
older people. In practical terms, this means designing instructional tools and processes in such a
way that irrelevant operations (and information) are minimised and the most relevant operations
maximised.
Motivation to learn can compensate for slower learning speeds (Ilmarinen: 2001). Research
findings indicate that people’s age and life phase shape the reasons they have for undertaking
training – with graduates aged 45 and over being more likely than those 25-44 years to identify
‘personal development’ as the primary reason for training. For both groups, however,
employment-related outcomes are the most significant driver (Karmel: 2007; Kennedy & Da
Costa: 2006). Mature age workers are the fastest growing sector in the vocational education and
training system (Selby-Smith et al: 2007) pursuing the dual goals of vocational and personal
development. In the ‘second age’, lifelong learning and continuous education are particularly
useful tools in enhancing participation and work ability. This requires a shift away from the
‘front end loaded’ rather than life-course approach of post secondary education, which
traditionally has produced a student population profile dominated by younger people (Karmel:
2007; Martin: 2007). A key conclusion from research by Walker (2002) is that perceptions of
trainability and interest in training for older workers should be the emphasis of future workforce
education strategies.
Managing the functional changes brought by the ageing process so that older workers can
participate in paid employment in a way that maximises their strengths and enables ongoing
learning is usually referred to as ‘age management’. Examples of this are provided in Chapter 4,
with a number of the case studies identifying training and education as a mechanism by which
workforce participation and safety can be enhanced for older workers.
3.4

Workplace assessment of ageing-related health and safety risks, and productivity

3.4.1 Workplace assessment of ageing-related health and safety risks
In their review of the literature Harper & Marcus (2006) found few studies on the health and
safety needs of older workers, and extremely varied approach to addressing these issues between
occupations, and between countries. They note that ideally, risk assessment should be holistic,
taking into account ergonomics, design of workplace tools, equipment, workstations and
organisation of work. A Functional Capacity Evaluation (FCE) is a systematic approach to assessing
individual physical and functional capacity, matching performance to the demands of a specific
job, work role or occupation. An FCE can be used for recruitment, work modification and return
to work planning (Harper & Marcus: 2006).
In practice, assessment was found to be undertaken from the perspective of work rather than the
worker, and in contrast to principles of ‘workability’. What is consistent in their review of
research in different countries, are the following approaches to creating workplaces that enable
older workers to perform at optimal functional capacity –
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o
o
o
o
o
o
o
o

Health promotion activities in the workplace.
Continuous opportunities for learning and training.
Matching work to individual worker ability to prevent function-based capacities from
acting as barriers to performance.
Frequent risk assessments to monitor changing status and to design workplaces for age
management.
Providing age management strategies across the life course
Modifying the work environment through strategies that include improved lighting,
reduced noise, temperature control, avoiding excessive workload targets.
Flexible working patterns.
Ongoing training to update skills.
(Benjamin & Wilson: 2005; Scottish Executive: 2005; ASCC: 2005; HRSDC: 2005; APSC:
2003: OSSA: 2002; CCOHS: 2002).

3.4.2 Productivity and older workers
The filter of ageism means that older workers are often perceived to be less productive than
younger workers, and much depends on whether both quality and quantity of output are taken
into account (Benjamin & Wilson: 2005). Researchers have found that while some older workers
may have a slower speed of working, this is offset by a higher quality of output (WarrenShepell:
2004; Shephard: 1997).
Productivity does not simply decline with age. .... health, cognitive, physical and sensory
functioning; abilities to adapt to change and learn new information; and rates of absence and
accidents do not simply deteriorate with age. Productivity, therefore, … will be affected by factors
such as days lost from absence and accidents, and there will be great individual variations in
productivity with increasing age (Benjamin & Wilson, 2005: 20).
Longitudinal research in Finland, measured by the Work Ability Index (Ilmarinen: 1995) identified
a general decline with age as well as great individual variation in the ability to work – a variation
that increases with age. In other words, the trend to a general decline does not justify the
exclusion of older people from work and demands individual assessment of this. Ilmarinen’s
research found three groups of risk factors which affect the decline in ability to work –
1 excessive physical demand, for example, repetitive movements
2 stressful and dangerous work environments
3 poorly organised work, including lack of control or discretion over the way in which work
tasks are performed.
More recently, Ilmarinen (2005: 408) has presented findings on functional capacity in terms of
physical, mental and social functional capacity. These show that only physical function decreases
– and with individual variation, and depending on remediating or preventive interventions,
while social functional capacity improves with age. Mental function can improve in some areas
and deteriorate in others, again mediated by individual differences and subject to cognitive
training and practice. There is a trend for older people to use many of their physical and mental
capabilities less, especially if they are not working. Whether this is due to ageist expectations is
difficult to determine from existing research.
These three factors have an especially negative impact on older workers, but all are preventable
through appropriate workplace design and accommodation of individual workers. Summarising
the importance of the workplace in supporting their productivity, the WarrenShepell Research
Group draw this conclusion from their review of research –
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Older workers perform well when there are few time pressures and when quality of work is judged
over quantity. They especially thrive when they are allowed to compensate for age-related changes
and employers are willing to accommodate them...
Given the advantages and costs that have been linked to older workers, it is our position that older
workers are a net competitive advantage rather than a liability for employers. The advantages
outweigh the costs when workplaces are healthy, and programs and services exist to address their
unique needs and issues (2004: page 3, page 6).
A general conclusion of the studies that have been carried out is that differences in individual
performance and everyday work tasks are greater than the differences between age groups
reflecting differences in work experience, educational level, and profession (Ilmarinen, 2005:
126).
According to the concept of promoting work ability during aging, it is not only possible to obtain
good work ability and health, but also a high quality of work and production, a high quality of life
and well-being, and an active and meaningful retirement. An important conclusion …[is] that
health promotion should shift its focus from protection against illness to promotion of health and
work ability (Tuomi et al, 2001: 318
3.5

Summarising the contributions and challenges of an ageing workforce
It is important not to pathologise mature-aged workers. There is a tendency in the current debates to
view mature-aged workers as a “problem” which needs to be solved. This pathologisation of matureaged workers may arise from the prevalent bio-medical attention to old age in which older people
have been traditionally characterized as suffering from a range of problems – physical, social and
intellectual. This view of old age as a medical problem tends to colour our views of mature-aged
workers and their learning. In fact, recent theories of ageing have tended to depart from this
pathological approach and stress instead that old age is simply part of an ageing continuum and that
we should speak of successful ageing rather than the problems of old age (Selby Smith, Smith &
Smith, 2007: 44).

Ageism generates a number of myths and stereotypes about older people and the ageing process,
and these are particularly evident in relation to the perceived capacity for workforce
participation. Myths and stereotypes leave no room for individuality – they assume a
homogeneity that is not possible when such large numbers of very different people are involved,
and are evident in widely used terms like ‘the aged’ or ‘the youth of Australia’. Myths and
stereotypes are based on perceptions, rather than reality, and underpinned by prejudice. In the
face of a larger cohort of older people (the Baby Boomer generation) proportionate to the
population as a whole, coupled with the need to retain mature workforce members, ageism is
under siege. In drawing our conclusions from the available research, we present key myths and
assess them against research findings. The Chart below summarises all of this information.
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Workforce Ageing: Myths and Evidence
MYTH
Ageing brings ill
health and disease

RESEARCH EVIDENCE
⇒ Age alone is not the key determinant of health. Other factors include
education, lifestyle, fitness, nutrition, socio-economic status, and
environment.

⇒ These factors are more reliable predictors of health in old age than
chronological age. Much depends on the individual.
⇒ Rates of chronic diseases and acquired disability increase with age.
⇒ However, most chronic illnesses linked with older age can be minimised or
prevented.

Older workers have

⇒

based absence

⇒

Older workers take less non-certified sickness but more certified sickness

⇒

Ergonomic and workplace design addresses the most usual cause of

more sickness

Factors other than age affect sickness (eg individual health and fitness,
lifestyle).

absence. Non-certified absence can be of greater concern to employers.

absence in older workers – musculoskeletal issues. Workplace

environment, including degree of control/autonomy, plays a key role in

worker illness and injury, and absence
Older workers have

⇒

more injuries

There is little conclusive evidence to suggest older workers are a greater
accident or injury risk in the workplace.

⇒

Older workers have fewer accidents, but when they are injured, their
injuries are usually more severe.

⇒
⇒

However, older workers have a greater risk of fatal injury.

International research findings show that the incidence of injury decreases
with age, but much depends on the definition of the term ‘incidence’. If
defined as ‘injuries per thousand employed in that age group’, the

incidence of injury increases with age (based on WorkCoverSA claims

data). However, if the meaning of incidence is simply the number of
people injured in that age group, then it does decrease with age.

⇒

International research findings indicate that older workers may take

longer to recover from their injuries but WorkCover SA claims data do not

show any increased duration times for older injured workers.
⇒

Different types of injury are associated with different age groups (eg
sprains, falls are more likely for older workers).

⇒

These can be prevented or minimised through training and workplace
design.

⇒

It is not necessarily the person’s chronological age that predisposes them
to injury at work but their prolonged exposure to health and safety risk
factors over time.

⇒

Older workers usually are more responsible regarding health and safety
issues.
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MYTH

RESEARCH EVIDENCE

The increasing

⇒

Expenditure on people aged 65 and over is higher than for younger age

people are

⇒

However, the costs associated with advances in medical technology have a

groups.

number of older

greater impact on the health budget.

responsible for
rising health costs
Older people have

⇒

reduced functional

Cardiovascular and respiratory capacity declines with age, and this is
exacerbated if people are unfit.

capacity and

⇒

However, workplaces can be modified to address this.

therefore are less

⇒

Sensory and sensorimotor ability declines with age, but varies with the

able to work

amount of previous exposure to certain environmental factors eg loud
noise. These changes can begin in the mid-forty years.

⇒

However, accommodation can be made through aids (eg spectacles) and
workplace design (eg effective lighting).

⇒

Changes in balancing ability increase susceptibility to falls and changes in
thermoregulatory functions make it more difficult to manage extremes of
temperature.

⇒

Workplaces can be designed to address these issues.

⇒

Ageing brings declines in musculoskeletal functioning, increasing the risk
of injury and reducing physical strength and endurance.

⇒

However, appropriate training can reduce the risk of injury as can
workplace design. Individual physical strength and endurance can be

improved upon or compensate, and overall decline in this area can be
minimised through preventive measures (eg maintaining fitness).
⇒

Ageing can bring greater susceptibility to a range of psychological issues
including stress, but much depends on individual circumstances and on
workplace factors.

⇒

Cognitive functioning shows a gradual deterioration with age (eg in

relation memory, learning, thinking, concentration and attention) but with
considerable variation from one individual to another.

⇒

Decline in most abilities does not occur before 60 years, and is usually
evident around 74 years of age, and there has been a slowing in the rate
of average decline over successive generations.

⇒

Decline is reversible and usually due to lack of use of cognitive abilities. It
can also be prevented through active usage and practice.

⇒

Although speed of learning declines with age, this can be compensated

for by strong motivation to learn, and actual learning is not dependent on
a person’s age.
⇒

Some cognitive functions eg problem solving, complex reasoning, use of
language, improve with age

⇒

Individual health and education critically affects age-related functional
change.
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MYTH

RESEARCH EVIDENCE

Older workers lack

⇒

Learning is not dependent on age, but people learn in different ways at

training and re-

⇒

Learning is facilitated by educational level and older generations are now

in the use of new

⇒

The way in which training is delivered is critical. Older workers usually

the capacity for

different ages.

training, including

more highly educated than their predecessors.

technologies

need training to be applied to the workplace, and respond well to selfpaced learning and collaborative (eg with peers) learning. They usually
require more time to learn and to practise new learning.

⇒

Cognitive changes do not mean that older workers are unable to learn new

⇒

Therefore, training should be tailored to individual need – which

information but the way in which they learn is likely to be different.
represents good practice in training for all age groups.

⇒

Mature workers require confidence to benefit from training and may need

encouragement and support to participate in formal training, especially if
they have low levels of literacy and numeracy and little ongoing learning
experience.

⇒

Older workers tend to receive less formal training, reducing their

confidence to participate and increasing the perception that they are less
trainable.
Older workers

⇒

represent a lower

Although they may have less time until retirement, older workers usually
have lower turnover rates, which increases their potential return on a

return on the

training investment. In fact the training provided may ensure that they

training investment

are able to remain in the workplace.

⇒

Due to increased longevity, those currently in the pre-retirement age
group are likely to work for longer than previous generations, provided
they are given flexible working conditions and the training needed for
their work.

Older workers are

⇒

Older workers can adapt to change, including in the workplace.

less able to adapt

⇒

Adaptation is influenced by a range of factors, rather than by age.

to change

⇒

Resistance to change can be reduced through appropriate consultation,
training, support and flexible adjustment to individual need.

Older workers are

⇒

Productivity does not simply decline with age.

less productive

⇒

Much depends on individual health, cognitive functioning, ability to adapt
to change and learn new information.

⇒

Older workers are more likely to have a slower speed of working but this

is offset by a higher quality of output.
⇒

Reducing time pressures and giving preference to quality rather than

quantity of output enhances the productivity of older workers.
⇒

Three factors have been found to affect decline in ability to work –
1

Excessive physical demand, including repetitive movement

2

Stressful and dangerous work environments

3
⇒

Poorly organised work.

These are all preventable through workplace design.

21

As the above chart shows, there are some forms of decline associated with the ageing process, but
most of these can be prevented, minimised, reversed or accommodated. In addition, older
workers bring a range of positive attributes that have been identified by researchers, and which
more than offset any deterioration. Those benefits include the following –

o
o
o
o
o
o
o

Broader experience from having worked in a variety of jobs, industries and organisations
Wisdom acquired from having lived longer and having made mistakes over time from
which they have learned
Higher rates of retention;
Greater reliability;
Reduced ‘unsubstantiated absenteeism’;
Lower rates of absenteeism;
More responsible attitude to workplace safety (Benjamin & Wilson: 2005; Berger: 2005;
Brooke: 2003; Critchley: 2006; Ilmarinen: 2001; Selby Smith et al: 2007).

It is important to separate myth from reliable research findings, and to acknowledge that –
o
o
o

o
o
o

older workers are a diverse group whose ageing process will vary from one
individual to another;
chronological age is mediated by other variables, particularly health and education;
these other variables (eg healthy lifestyles, education, health promotion, healthy
workplaces) can be addressed in a proactive way which means intervening across
the life course, not just during the later years;
many of the functional changes associated with growing older can be delayed or
reversed through interventions involving training;
many of the workplace accommodations that address ageing-related need are of
benefit to all workers, not only those who are older;
the workplace has a critical role to play in promoting healthy workforces and
workforces whose productive ability is not age-dependent.

The scope that exists for the workplace is explored in Section 4, which provides a series of case
studies exemplifying good practice in enabling older workers to perform to their maximum
ability – an approach often described as ‘age management’.
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