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Abstract
Background and Objectives: Given their increasing prevalence with age, chronic health conditions (CHCs) are substantially
affecting older workers and organizations. An important question is whether and how flexible work arrangements and
organizational climates may help to reduce the work limitations experienced by older workers. Grounded on the Job
Demand–Resource model, we hypothesize that access to flexible work arrangements (working-time flexibility, workplace
flexibility, phased retirement) and supportive organizational climates (healthy ageing climate, psychological safety climate)
are vital job resources that are associated with fewer health-related work limitations among older workers experiencing
CHCs.
Research Design and Methods: Multilevel data were collected among 5,419 older workers (60–65 years) in 624
organizations in the Netherlands. Perceived health-related work limitations of older workers diagnosed with arthritis
(N = 2,330), cardiovascular disease (N = 720), and sleep disorders (N = 816) were analyzed.
Results: Multilevel ordered logistic regression analyses revealed that perceived access to flexible working hours and a
psychologically safe organizational climate was associated with fewer health-related work limitations among older workers
with CHCs.
Discussion and Implications: Facilitating longer working lives is a key policy challenge within organizations, in particular if
older workers are constraint by CHCs. This study shows that offering flexible working hours and ensuring a psychologically
safe climate, where older workers with health issues are inclined to share their work needs and preferences, are likely to
contribute to healthy ageing in the workplace.
Keywords: Successful ageing, Chronic illness, Environment, Work, Organizational policies and practices

With the increase in retirement age throughout the Western
world, more attention is being focused on how older
workers’ fitness to work can be maintained. Ageing is associated with a general decline in physical health and mental
capabilities, and an increased susceptibility to injury, communicable disease, and chronic health conditions (CHCs)

(McMahan & Sturz, 2006). Compared with injury and
communicable disease, CHCs contribute far more to mortality, ill-health, and the total burden of disease in old age
in Europe (Harbers & Achterberg, 2012).
As the prevalence of CHCs increases with age (Stattin,
2005) and the current labor market context requires
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& MacVicar, 2007). Organizational climate consists of
“a set of attributes that can be perceived about a particular organization, that may be induced from the way the
organization deals with its members and environment”
(Schneider, 1973). The current study operationalizes organizational climate as an organizational-level variable,
thereby providing a full picture of the general atmosphere
within each organization. The study of organizational climate, together with perceived access to FWAs, may allow
for a more encompassing understanding of the macro- and
microlevel impacts of organizational practices and workplace environments on health-related work limitations of
older worker with CHCs.
The third contribution of this study is that it uses an
innovative dataset with a multilevel data structure. Due
to a lack of appropriate multilevel data, previous studies
have not examined the effect of organizational climate, an
organizational-level concept, on health-related work limitations on older workers with CHCs. This study addresses
this gap. We collected multilevel data from 5,419 older
workers (aged 60–65 years) working in 624 organizations.
These unique multilevel data are necessary to accurately
study the role of organizational climate on health-related
work limitations. Additionally, it offers a rare opportunity
to distinguish between individual- and organizational-level
effects on health-related work limitations.
In the Netherlands, the retirement age for people born
after 1950 will increase from 65 years to 67 years by 2021.
Early exit routes into retirement have been blocked since
2006. These circumstances require older workers to work
longer than they previously expected, despite being substantially limited by CHCs (Harbers & Achterberg, 2012).
Since the current study may increase our understanding of
the practices through which we could successfully extend
working lives in regions with shifting labor market policies,
it might potentially benefit older workers, organizations,
and even the economy at large.

Theory and Hypotheses
The Job Demand–Resource (JD-R) model states that a
balance between job demands and job resources is associated with high level of employee well-being (Schaufeli &
Bakker, 2004). Where job demands are defined as “physical, social or organizational aspects of the job that require
sustained physical or mental effort and are therefore associated with certain physiological and psychological costs,”
job resources are operationalized as “physical, social or
organizational aspects of the job, which may: (a) be functional in achieving work goals; (b) reduce job demands and
the associated physiological and psychological costs; and
(c) stimulate personal growth and development” (Schaufeli
& Bakker, 2004, p. 296). Hockey (1997) argues that, for
older workers, job resources are important to accommodate their health-related difficulties. The current study is
based on the notion that the circumstances experienced by
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individuals to work into old age (Henkens et al., 2017a),
the prevalence of CHCs in the workplace is increasing and
substantially impacting older workers and organizations
(Boot et al., 2014). Existing research shows that CHCs in
older workers increase the likelihood of an early exit from
work and reduce their work productivity, work ability, and
work functioning, due to experienced work limitations
(Leijten et al., 2014). Despite these negative effects, our
understanding of how flexible work arrangements (FWAs)
and organizational climates may help reduce or prevent
health-related work limitations among older workers with
CHCs is limited.
Existing studies that do examine the influence of work
conditions on the effect of CHCs on work ability or work
limitations of older workers focus solely on work sector,
years of paid work, shift work/non-shift work, working
hours, decision latitude, psychological and physical job
demands, and job strain (Al Dhanhani, Gignac, Beaton,
Su, & Fortin, 2014; Koolhaas, van der Klink, de Boer,
Groothoff, & Brouwer, 2014). By overlooking the influence of FWAs and organizational climate within the study
of work conditions, these studies offer a limited perspective
on the work conditions of older workers. This is remarkable given that the development of age-based FWAs and
positive organizational climates are deemed crucial to facilitate longer working careers (van Dalen, Henkens, & Wang,
2015). The current study aims to address this gap in knowledge by questioning the extent to which older workers’
perceived access to FWAs and the organizations’ climate
are associated with perceived health-related work limitations among older workers suffering from three highly
prevalent CHCs, namely arthritis, cardiovascular diseases,
and sleep disorders.
Our study contributes to the literature in three ways.
First, we bring together the literature from health and organizational sciences, by highlighting the health-related
work limitations experienced by older workers suffering
from three CHCs in pre-retirement years (60–65 years).
We focus on arthritis, cardiovascular disease, and sleep
disorders, because these are among the most prevalent
and burdensome conditions among older workers (Dregan
& Armstrong, 2011; OECD, 2016; WHO, 2018). These
CHCs have also been found to severely restrict the work
functioning of older workers (Chong, Fryer, & Gu, 2013).
Moreover, the nature of our dependent variable, healthrelated work limitations, provides a measure of work limitations that are a direct result of the CHC. Thereby, our
study will provide a clearer understanding of the direct impact of arthritis, cardiovascular disease, and sleep disorders
on health-related work limitations of older workers.
Second, this study is the first to analyze the impact
of the older workers’ perceived access to FWAs and organizational climate on health-related work limitations
on older workers. FWAs are “any policies and practices,
formal or informal, which permit people to vary when
and where work is carried out” (Maxwell, Rankine, Bell,

The Gerontologist, 2019, Vol. XX, No. XX

The Gerontologist, 2019, Vol. XX, No. XX

older workers at their workplaces—their perceived access
to FWAs and organizational climate—are likely to shape
their health-related work limitations. We elaborate on these
factors below.

Because older workers with CHCs are a heterogeneous
group, varying in their needs, CHC diagnoses, and personal circumstances, FWAs can accommodate their specific
needs and circumstances (Atkinson & Sandiford, 2016).
Following Loretto, Vickerstaff, and White’s (2007) recommendation to disentangle different aspects of FWAs,
we study the impact of three FWAs, namely working-time
flexibility, workplace flexibility, and phased retirement, on
perceived health-related work limitations. While workingtime flexibility allows older workers to choose the times
at which they work, workplace flexibility allows them to
choose the location. Along the same lines, phased retirement provides older workers with the ability to reduce
working hours in a stepwise manner prior to their full
retirement.
The need for and use of FWAs increase with age (Kooij,
Jansen, Dikkers, & De Lange, 2010). Earlier studies have
shown that FWAs prolong employment (Damman &
Henkens, 2018), enhance work functioning (Amick et al.,
2017), and delay retirement among older workers (Moen,
Kojola, & Schaefers, 2016). Older workers experiencing
a CHC may feel helpless and out of control due to the
symptoms of their disease and the need to work under
strict organizational rules (Gignac, Cott, & Badley, 2000).
Recently, Dropkin, Moline, Kim, and Gold (2016) argued
that FWAs offered more comfort (e.g., working from
home), autonomy (e.g., less face-to-face managerial supervision), and control (e.g., control over work hours), thereby
reducing stress, increasing job satisfaction, enhancing
work–life balance, and managing CHCs. In line with the
JD-R model, perceived access to FWAs is assumed an important job resource for older workers with CHCs. Our
work flexibility hypothesis presumes that perceived access
to working-time flexibility (a), workplace flexibility (b),
and phased retirement (c) is associated with fewer healthrelated work limitations experienced by older workers with
CHCs.

Organizational Climate
Organizations differ in their perspectives on the employability of older workers and their actions toward them
(van Dalen et al., 2015). Organizations that have a supportive organizational climate creates a positive workplace,
employee satisfaction, and organizational productivity,
while mitigating social, psychological, and work-related
problems (Qureshi, Rasli, & Zaman, 2014). We will
study the impact of two distinct constructs of organizational climate—healthy ageing climate and psychological

safety climate—on health-related work limitations of older
workers with CHCs.
Per the World Health Organization (WHO, 2015) definition, a healthy ageing climate is one that supports the
development and maintenance of the functional ability of
older workers, while enhancing well-being in older age.
A healthy ageing climate is a relatively novel yet increasingly popular concept. Bousquet and coworkers (2015)
proposed that a healthy ageing climate is assumed to prevent health decline, while developing health and improving
quality of life of older workers. Similarly, Zacher and
Yang (2016) suggested that a healthy ageing climate may
increase older workers’ job satisfaction, organizational
commitment, and motivation to continue working past retirement age. A healthy ageing climate can be viewed as
a resource that enriches the work conditions experienced
by older workers. In our healthy ageing climate hypothesis,
we posit that working in organizations characterized by a
climate that supports healthy ageing of their employees is
associated with fewer health-related work limitations experienced by older workers with CHCs.
Psychological safety refers to workers’ perceptions
of the consequences of taking interpersonal risks in their
workplaces (Edmondson & Lei, 2014). Studies on psychologically safe workplace climates suggest that they encourage
employees to share information and knowledge (Siemsen,
Roth, Balasubramanian, & Anand, 2009), and express
their ideas (Liang, Farh, & Farh, 2012). Along the same
lines, we assume that psychologically safe climates also embolden older workers to express their needs and difficulties,
especially those related to CHCs. For example, Gignac and
Cao (2009) found workers with arthritis to be more likely
to self-disclose their health difficulties in a supportive work
environment. A work climate that enhances disclosure—a
psychologically safe climate—is a job resource, because it
allows open communication, thereby increasing the likelihood of receiving work accommodations, which may lower
health-related work limitations. Hence, we propose the psychological safety climate hypothesis, which postulates that
psychologically safe organizational climates are associated
with fewer health-related work limitations experienced by
older workers with CHCs.

Methods
Study Design and Sample
This study used data from the first wave of the NIDI Pension
Panel Survey conducted in 2015 (Henkens, Van Solinge,
Damman, & Dingemans, 2017b). This is a prospective cohort study. The survey is carried out among employed older
workers (60–65 years at baseline) enrolled in three of the
bigger pension funds in the Netherlands (ABP, PfZW, and
BpBouw). A stratified design was used. First, a sample of organizations was drawn from the files of the pension funds.
Next, within the selected set of organizations, older workers
were randomly sampled in each organization, who worked
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Measures
Dependent variable
Health-related work limitations were measured using the
Limiting Long-Standing Illnesses (LLSI) measure (Bajekal,
Harries, Breman, & Woodfield, 2004). The LLSI is a twopart harmonized single-item measure, which captures
1: perceived disabling effects of CHCs, and 2: perceived
work limitations due directly to that CHC. The LLSI asks
respondents “Do you have one or more of the following
longstanding diseases (as diagnosed by a doctor)?,” then
proceeds with the question “Do these longstanding diseases
limit your performance at work?” which has three possible
responses: 3 = severely limited, 2 = moderately limited, and
1 = not limited. The LLSI has been widely used in censuses
and surveys (Bajekal et al., 2004). The LLSI has high validity and is a stable measure of health-related work limitations (Bajekal et al., 2004).
Independent variables
Perceived access to FWAs. As access to FWAs depend on
individual characteristics of older workers, such as occupational status (Danziger & Boots, 2008), it has been
operationalized on the individual level as older workers’
perceived access to FWAs. Information on perceived access

to FWAs was derived from the question “Are the following
human resource practices available to you in your organization?” This question was followed by a list of HR practices.
Working-time flexibility was measured by the item “Flexible
working hours,” while workplace flexibility was measured
by the item “Working from home,” and phased retirement
was measured by the item “Reducing working hours prior
to retirement.” All items were answered by choosing between 0 = Human resource practice is not available and
1 = Human resource practice is available.
Organizational climate. Healthy ageing climate and psychological safety climate were each measured on a Likert
scale using two items each. Healthy ageing climate was
measured via the items “In this organization a lot of attention is paid to health and safety at work” and “Health
and wellbeing of employees are important in this organization.” Healthy ageing is increasingly viewed through the
life course perspective, according to which healthy ageing
is a lifelong development involving all stages of life (Kuh,
Karunananthan, Bergman, & Cooper, 2014). Psychological
safety climate was measured via the items “At my work
many people are afraid to make mistakes” and “In this organization there is a culture of fear.” Participants responded
to these items on a 5-point Likert scale, which ranged
from 1 = completely agree to 5 = completely disagree. The
responses from the two items related to healthy ageing climate were first reverse-coded and then averaged to obtain
a mean individual-level score for healthy ageing climate
ranging from 1 to 5. The resulting score for healthy ageing
climate showed high reliability (Spearman–Brown prophecy
reliability estimate = .81). The responses for the two items
relating to psychological safety climate were averaged
to obtain a mean individual-level score of psychological
safety climate ranging from 1 to 5. The resulting score of
psychological safety climate showed moderate reliability
(Spearman–Brown prophecy reliability estimate = .61).
Next, organizational-level climate variables were developed by aggregating individual-level measures of
organizational climate by organization, based on the
direct-consensus composition model (a model that averages individual members’ responses to operationalize
organizational-level scores [Cole, Bedeian, Hirschfeld, &
Vogel, 2011]). These scale variables of organizational-level
climate ranged from 1 to 5. They were used in multilevel
regression analysis. Categorical variables of organizational climate were created for descriptive analysis. These
variables comprised of three categories with scores higher
than 3 indicating an organizational climate that supports
healthy ageing and enhances psychological safety.
Control variables. We control for demographic characteristics, comorbidity with diabetes, psychological disorders, and
other CHCs, and work-related factors. Within demographic
characteristics, we adjust for age, sex, marital status, and
wealth. We explicitly control for diabetes and psychological
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at least 12 hr per week. The selected older workers received
a questionnaire and accompanying letters sent by post from
their pension fund to their home address. Respondents were
given the choice to complete a paper or an online questionnaire. In total, 15,470 questionnaires were sent to older
workers, of which 6,793 were returned after two reminders.
This corresponds to a net response rate of 44%.
Following the guidelines of Van Mierlo, Vermunt, and
Rutte (2009) on ensuring the reliability of group-level
variables, we excluded 578 organizations (out of 1,202)
with fewer than three respondents. Item non-response
was low (<5%) and never exceeded 5% for any single
item. These circumstances permit less vigorous missing
data imputation methods than multiple imputation (Little,
Jorgensen, Lang, & Moore, 2014). We therefore dealt with
most missing data by single stochastic regression imputation (Enders, 2010, pp. 46–49) and mode imputation.
However, few respondents did not provide information
on their job, which resulted in 28 cases of missing values
among work-related factors, specifically job type and job
position. These respondents were excluded from further
analysis through listwise deletion. Consequently, the final
study population comprised 5,419 older workers employed
by 624 organizations.
We conducted our analysis independently for each
CHC. These subsamples are: older workers diagnosed with
arthritis (N = 2,330 in 567 organizations, 43.0% of total
sample), cardiovascular disease (N = 720 in 368 organizations, 13.3% of total sample), and sleep disorders (N = 816
in 396 organizations, 15.1% of total sample).
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Data Analysis
Descriptive analyses were conducted to examine distribution of the sample and to evaluate the extent of healthrelated work limitations among older workers experiencing
CHCs. Multilevel ordered logistic regression analysis
was performed to analyze the impact of perceived access
to FWAs, organizational climate, and control variables
on health-related work limitations experienced by older
workers with CHCs. Additionally, cross-level interactions
were analyzed to assess the robustness of our findings. The
analysis was carried out for the three CHCs independently.
To support the aggregation of climate variables to
organizational-level constructs and to reassure the necessity
for multilevel modeling, we estimated one-way analyses of
variance (ANOVAs), together with interrater reliability indices
(via intraclass correlation coefficients (ICC)). Interrater reliability indices supported the aggregation of individual-level
scores of healthy ageing climate (ICC1 = .18, ICC2 = .99) and
psychologically safe climate (ICC1 = .08, ICC2 = .99) to the
organizational level. In addition, ANOVA results revealed significant and pronounced differences in health-related work
limitations (F(623, 4804) = 1.13, p = .02), healthy ageing
climate (F(623, 4824) = 2.92, p < .001), and psychological
safety climate (F(623, 4824) = 1.76, p < .001) between organizations. Taken together, this evidence justifies the aggregation
of climate variables to organizational-level constructs and the
use of multilevel analysis. All analyses were conducted using
Stata/SE 14.0 (Stata, College Station, TX).

Results
Characteristics of Participants
Figure 1 demonstrates the extent to which arthritis, cardiovascular disease, and sleep disorders limit older workers’
performance at work. While about half of the respondents

experienced moderate health-related work limitations,
14.0% of respondents with arthritis, 14.7% of respondents
with cardiovascular disease, and 19.1% of respondents
with sleep disorders experienced severe health-related work
limitations. For all three CHCs, approximately a third of
respondents reported no work limitations at all.
Regarding access to FWAs, approximately half of the
respondents with CHCs reported that they had access to
working-time flexibility and workplace flexibility. A larger
proportion (71.1%) of respondents had access to phased
retirement (Supplementary Table 2). Concerning organizational climate, more than half of the respondents worked
in organizations that relatively supports healthy ageing
and enhances psychological safety. Approximately 1 in 10
respondents worked in organizations with a climate that
provides low levels of support for healthy ageing and psychological safety (Supplementary Table 2).

Influence of Perceived Access to FWAs and
Organizational Climate on Health-Related Work
Limitations
Table 1 presents the results of multilevel ordered logistic
regression analyses examining the relationships between
organizational factors and health-related work limitations.
Older workers’ perceived access to working-time flexibility
was associated with fewer health-related work limitations
(Table 1). This effect was statistically significant for arthritis (B = −.42, p < .001) and sleep disorders (B = −.38,
p < .05), and was borderline significant for cardiovascular
disease (B = −.33, p = .059). Hence, the work flexibility hypothesis - A was supported. Figure 2 illustrates the probability of older workers reporting severe health-related work
limitations when they perceived to have access to workingtime flexibility and when they perceived to have no access
to working-time flexibility. The figure shows that 21.3%
of older workers with sleep disorders who perceived they

31.9%

Arthritis

54.1%

42.2%

Cardiovascular diseases

Sleep disorders

43.1%

27.2%

0%
No limitations

20%

14.0%

14.7%

53.7%

40%

Moderate limitations

19.1%

60%

80%

100%

Severe limitations

Figure 1. Perceived health-related work limitations of older workers
with arthritis (N = 2,330), cardiovascular disease (N = 720), and sleep
disorders (N = 816).
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disorders because they are highly prevalent and comorbid
with other CHCs in old age (Barnett et al., 2012).
Work-related factors concern the size of organization,
sector, job type (blue-collar vs white-collar jobs), job position (supervisory vs non-supervisory position), proportion
of workers over 50 years, proportion of female workers,
and proportion of part-time workers. We control for size of
organization and sector because the demands and resources
of a job may differ based on these factors. In reference to job
type, research has found that, in comparison to white-collar
jobs, blue-collar jobs are characterized by high physical
demands, thus increasing the likelihood of job strain and
health impairments (Schaufeli & Taris, 2014). Likewise,
job position was controlled for because supervisors benefit
from more job control, fewer physical job demands, and
easier access to resources, despite the likelihood that their
job will be more mentally demanding (Bakker, Demerouti,
& Euwema, 2005). Additional information on all variables
is provided in Supplementary Table 1.
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Table 1. Covariates of Perceived Health-Related Work Limitations Experienced by Older Workers With Arthritis (N = 2,330,
Number of Groups = 567), Cardiovascular Disease (N = 720, Number of Groups = 368), and Sleep Disorders (N = 816, Number
of Groups = 396)

Variables
Perceived flexible work arrangements
Working-time flexibility
Workplace flexibility
Phased retirement
Organizational climate
Healthy ageing climate
Psychological safety climate
Demographic controls
Age
Sex (reference group – male)
Marital status (reference group – partner present)
Wealth
Comorbidity
Diabetes
Psychological disorders
Other chronic health conditions
Work−related factors
Size of organization (reference group—<50 workers)
  50–250 employees
   Over 250 employees
Sector (reference group—government and education)
  Construction
   Health and welfare
Job type (reference group—blue−collar workers)
Job position (reference group—supervisory position)
Proportion of part-time workers
Proportion of workers over 50 years of age
Proportion of female workers

Coefficient

SE

Coefficient

Model 3:
sleep disorders
SE

Coefficient

SE

−0.42**
−0.16
−0.00

0.10
0.11
0.09

−0.33#
0.02
0.11

0.18
0.19
0.16

−0.38*
−0.15
0.09

0.17
0.17
0.15

0.04
−0.32*

0.12
0.13

0.17
−0.45*

0.21
0.21

−0.45*
−0.48*

0.20
0.20

−0.06*
0.08
−0.14
−0.06*

0.03
0.11
0.11
0.03

0.02
0.01
−0.04
−0.07

0.05
0.20
0.21
0.05

0.01
0.18
0.42*
−0.07

0.04
0.18
0.18
0.05

0.25
1.39**
0.80**

0.16
0.18
0.09

0.49*
1.89**
0.82**

0.22
0.28
0.16

−0.02
1.33**
0.74**

0.24
0.21
0.14

0.04
0.02

0.17
0.18

0.53
0.50

0.28
0.29

−0.27
−0.31

0.27
0.28

0.25
−0.02
0.72**
0.02
0.00
0.00
0.00

0.20
0.14
0.13
0.11
0.00
0.00
0.01

0.20
−0.68*
0.59*
0.14
0.02
0.00
−0.01

0.29
0.26
0.22
0.18
0.01
0.01
0.01

0.18
0.25
−0.03
0.10
−0.01
0.01
0.01

0.36
0.22
0.22
0.18
0.01
0.01
0.01

Note: Dependent variable is perceived health-related work limitations experienced by older workers. Arthritis: Model is significant, p > χ2 = .00, log likelihood = −2111.77. Cardiovascular disease: Model is significant, p > χ2 = .00, log likelihood = −662.92. Sleep disorders: Model is significant, p > χ2 = .00, log
likelihood = −753.29.
*p < .05, **p < .001, #p = .07.

had no access to working-time flexibility experienced severe health-related work limitations (compared to 16.2%
for those who perceived to have access to work time flexibility). This difference was consistent across all CHCs. The
work flexibility hypotheses - B and C were not supported
for other aspects of flexible working—workplace flexibility
and phased retirement.
All models revealed that organizations with psychologically safe climates were associated with fewer health-related
work limitations among older workers. This effect was significant and consistent among older workers with arthritis
(B = −.32, p < .05), cardiovascular disease (B = −.45, p <
.05), and sleep disorders (B = −.48, p < .05), supporting
our psychological safety climate hypothesis. Figure 3
visualizes the association between psychologically safe

organizational climate and health-related work limitations
of older workers experiencing the three CHCs. The figure
shows that, approximately 40% of older workers with sleep
disorders who work in an organization with a psychologically unsafe climate experienced severe health-related work
limitations, while only around 10% of older workers with
sleep disorders who work in an organization with a psychologically safe climate experienced severe health-related
work limitations. This result was consistent across the three
CHCs. The healthy ageing climate hypothesis was supported
for older workers with sleep disorders (B = −.45, p < .05).
However, the expected association was not found for older
workers with arthritis or cardiovascular disease.
Findings on the influence of control variables showed
that comorbid psychological disorders or other CHCs were
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25%
Probability
of severe
healthrelated
work
limitations

Older Workers with Arthritis

21.3%

20%

16.4%

15.8%
15%

50%

16.2%

Predicted 40%
probability
30%

12.8%

11.2%

60%

20%
10%

5%
0%

0%

Older workers with
arthritis

Older workers with Older workers with sleep
cardiovascular disease
disorders

0

1

2

3

4
5
Psychologically safe climate

Older Workers with Cardioascular Disease

Working-time flexibility - Accessible

Working-time flexibility - Inaccessible

60%
50%

60%
Probability
of
moderate
healthrelated
work
limitations

52.9%

56.8%

53.1% 54.8%

50%

Predicted 40%
probability
30%

41.7% 45.3%

20%

40%

10%

30%

0%

20%

0

1

2

3

10%
0%

Older workers with
arthritis

Older Workers with Sleep Disorders

Older workers with
Older workers with sleep
cardiovascular disease
disorders

Working-time flexibility - Accessible

60%
50%

Working-time flexibility - Inaccessible

Figure 2. Illustration of the effects of perceived access to workingtime flexibility on the probability of experiencing moderate and severe health-related work limitations among older workers with arthritis
(N = 2,330), cardiovascular disease (N = 720), and sleep disorders
(N = 816). Predicted values were calculated based on observable data
with all variables at their mean value.
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associated with more health-related work limitations. In addition, employment in a blue-collar job was associated with
greater health-related work limitations for older workers
with arthritis (B = .72, p < .001) and cardiovascular disease
(B = .59, p < .001). This association was not statistically
significant for older workers with sleep disorders.
Using cross-level interactions, we analyzed several interaction effects. First, we tested whether effects of FWAs differed by
the climate within the organization. Second, we tested whether
the effects of organizational climate differed based on job type.
We also looked for interactions between job type, sex, and size
of organization. These analyses revealed no significant effects.
Third, we explored whether the effects of FWAs and organizational climate differed by older workers’ experience of comorbidity. A significant interaction between comorbidity with
other CHCs and healthy ageing climate was evident among
older workers suffering from arthritis (B = −.75, p = .03). This
means that a healthy aging climate is associated with fewer
health-related work limitations among older workers who simultaneously experienced both arthritis and other CHCs.

Discussion
Many older workers experience CHCs that limit their
work. To date, no studies have assessed whether and how
FWAs and organizational climates may help to reduce the

4
5
Psychologically safe climate

3

4
5
Psychologically safe climate

Severe health-related work limitations

Figure 3. Illustration of the effects of a psychologically safe organizational climate on the probability of experiencing moderate and severe
health-related work limitations among older workers with arthritis
(N = 2,330), cardiovascular disease (N = 720), and sleep disorders
(N = 816). Predicted values were calculated based on observable data
with all variables at their mean value.

work limitations experienced by older workers with CHCs.
This is surprising, since employers are deemed vital in the
process of developing policies and practices that facilitate
longer working lives of older workers, especially those
who are restricted by CHCs such as arthritis, cardiovascular disease, and sleep disorders. Through this study, we
find strong support for our hypotheses that providing older
workers experiencing CHCs with access to flexible working
hours and a psychologically safe organizational climate is
an important avenue in enhancing their employability.
We found older workers’ perception of whether they
have access to working-time flexibility to be associated with
fewer health-related work limitations. Flexible working
hours allows older workers to decide when they would
prefer to work during the working day—that is, flexibility
in scheduling within their regular full/part-time job. Older
workers with CHCs seem to prefer this time flexibility and
the resulting autonomy to make decisions on how to structure their day around their work, disease symptoms, and
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individual worker’s perception of access to FWAs (on the
individual level) and the organization’s social climate (on
the organizational-level) are associated with health-related
work limitations in a true multilevel research design among
older workers experiencing CHCs.
This study is, however, not without limitations. The
cross-sectional nature of the data limits our ability to test
causal effects. In specific cases, the experience of work limitations might even increase the CHC. For example, worries
about work limitations may increase sleep disorders. In our
design, we are also not able to capture the dynamic nature of
CHCs and changes within organizations. This calls for longitudinal studies, which can investigate causal mechanisms
and changes over time in the use of FWAs, aspects of organizational climate, and health-related work limitations experienced by older workers with CHCs. Furthermore, the results
of this paper might point to a more general effect of “good
employership.” Employers with a supportive organizational
climate, who offer FWAs, might also be employers who
stand out positively in other important aspects, such as more
social support from the management for older workers with
CHCs. In this study, we measured the perceptions of work
limitations of older workers with CHCs. Furthermore, we
lack information on the severity of the CHCs experienced by
older workers. Future research might also include objective
measures of work limitations and severity of CHCs. Our dependent variable—health-related work limitations—measures work limitations that are direct results of CHCs. Thus,
it restricts the study of older workers who do not experience
any CHCs. In principle, FWAs and supportive organizational climates may positively influence the working lives of
all older workers, not just those suffering from CHCs—this
could be an important avenue for future research.
Retirement ages are increasing and are expected to increase further in the coming decades. As a result, organizations with ageing workforces are challenged to accommodate
older workers who bring with them their CHCs and CHCrelated needs and difficulties. Based on our results, we conclude that providing workers with access to flexible working
hours and a psychologically safe organizational climate might
act as an impetus to mitigate health-related work limitations
and ensure the sustainable ageing of older workers who face
the double burden of longer working lives and CHCs. Taken
together, these results may ultimately benefit the healthy longevity of older workers, the growth of organizations, and the
development of the economy at large.
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health-related limitations and demands (such as doctor’s
visits) (Atkinson & Sandiford, 2016; Dropkin et al., 2016).
Interestingly, these effects were not found for workplace flexibility and phased retirement. Although workplace flexibility
allows older workers to work at home or any other place of
their choice, there is also an expectation to work during specific working hours. In addition, workplaces provide workers
with social contact (Jahoda, 1981, 1993), which positively
influences workers’ health and well-being (Paul & Batinic,
2010; Vander Elst, Näswall, Bernhard-Oettel, De Witte, &
Sverke, 2016). Phased retirement provides older workers
with the flexibility to reduce their work hours gradually until
they retire. However, the reduction of work hours will also
lead to lowered earnings over the last years of work, thereby
negatively impacting pension benefits, and in turn the desire to use phased retirement (Chen & Scott, 2003; Kantarci
& Van Soest, 2008). Moreover, older workers experiencing
poor health and CHCs may want to work longer in order
to compensate for the financial costs of their health issues
(Miah & Wilcox-Gök, 2007).
Next, this study found strong support for the hypothesis that the wider organizational environment has
a large impact on how older workers with CHCs deal
with their health-related work limitations. We found
organizations with psychologically safe climates to be
consistently associated with fewer health-related work
limitations among older workers with CHCs. This result suggests that the ability to express oneself openly
and disclose one’s issues in an organization that has a
climate in which one feels safe is associated with fewer
health-related work limitations (Gignac & Cao, 2009;
Liang et al., 2012; Siemsen et al., 2009). Our finding
corroborates our theoretical framework, which suggests
that psychologically safe organizational climates are a
job resource that enhance open communication within
organizations. Open communication and disclosure
of one’s limitations and needs within the organization would in turn increase the likelihood of receiving
work accommodations, which may help manage healthrelated work limitations. This result emphasizes the
need for interventions that target the organization as a
whole. The occupational health principle “hierarchy of
controls” (Halperin, 1996) proposes that interventions
addressed at the organizational level or in the work environment produce more sustainable effects on the health
of employees, than interventions that target employee
characteristics at the individual level. Our study suggests
that organizational-level interventions that improve psychological safety climates within organizations can be
expected to lower health-related work limitations of
older workers with CHCs and improve their well-being,
by increasing their confidence in the organization and
encouraging disclosure of difficulties and needs.
There are some noteworthy strengths to our study. The
core concept of the study brings innovation to the literature by simultaneously determining the extent to which the
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