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Abstract

Purpose – The purpose of this study is to evaluate the Healthy Retirement Program’s effectiveness toward
skills improvement and evaluate changes in subjective health.
Design/methodology/approach – A quasi-experimental, pre and posttest of the comparison groups was
conducted. Teacherswhowere going to retire within one year were recruited into the experimental (n5 47) and
the comparison groups (n 5 43). Questionnaires were administered at baseline, posttest and at the 6-months
follow-up. An independent t-test and Mann–Whitney U test were applied to determine the differences in
outcomes between groups.
Findings – The results revealed different effects regarding teachers’ health status. In those who had no
chronic disease, the experimental group had higher skills to understand health information at posttest and at
follow-up (p5 0.036, 0.028). Skills to apply health information was also greater at follow-up (p5 0.042). Among
those suffering froma chronic disease, skills to access and apply health informationwere significantly higher in
the experimental group than that of the comparison at follow-up (p5 0.011, 0.046). Greater perceived health of
the experimental group was also indicated (p 5 0.032).
Originality/value – While the health conditions of teachers at the preretirement period are inconsistent,
healthy lifestyle management after retirement is a crucial skill for retirement adjustment. Supporting teachers
to be health literate should be included in the retirement planning program which emphasizes preretiree’s
ability to understand and take control of their health.
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Healthy aging, Thailand

Paper type Research paper

Introduction
Thailand’s increasing aging population is set to become a serious economic challenge due to
the budget required to support the needs of the growing elderly population. The Thai
government has provided health care benefits for all Thai civil servants for their entire life, as
a result of which the government budget for the health care costs of Thai retired civil servants
have increased considerably in the past decade [1]. This reflects that the government has
financially supported a high ratio of unhealthy retirees.
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In recent years, the number of Thai retired teachers in the government sector is rapidly
increasing. A recent report showed that more than 110,000 teachers are due to retire in
2019–2022 [2]. This situation requires an evidence-based response, but the existing action is
stillminimal [2]. After retiring, teachers face several changes (e.g. a decreasing income, reduced
social interaction and altered daily life activities) that affect their well-being in later life [3].

Currently, the Thai government provides support to retired teachers with their retirement-
related problems [4] including decreasing income served by pension and lump sum
allowance. Furthermore, health care benefits cover the costs of disease treatments and health
check-ups. In addition, retired teachers were recruited to be contract teachers, and this
supported their income and perceptions of their retirement status [5].

Considering the global development, the World Health Organization published the first
World Report on Ageing and Health which outlines the framework to promote healthy aging
[6]. The term healthy aging was redefined as a process of developing and maintaining the
functional ability that enables well-being in old age. All sectors in the public can contribute to
achieving the same goal of maximizing the functional ability of older persons. Focusing on
Thailand, the first National Long-term Plan for Older Persons was established in 1986 [7].
Until now, the secondNational Plan for Older Adults mainly emphasized social welfare, a free
health care program, and long-term saving and social engagement [7]. However, the concept
of healthy aging has not been adopted into practice.

Retirement adjustment leads some retirees to develop unhealthy lifestyles after retiring [8].
Accordingly, a higher incidence of health problems that need long-term carewas reported [9–12].
These reflect that retirees require the ability to manage healthy lifestyles after retirement.

Adequate retirement planning influences better retirement outcomes [13–15]. Thus,
retirement planning programs were conducted and reported the benefits to raise perceptions
of retirement-related changes and to manage the retirement goal [16–20]. However, no
existing program emphasized healthy lifestyle management for those who are imminently
due to retire.

The present study developed a Healthy Retirement Program (HRP) which emphasized
healthy lifestyle management for Thai government teachers. The HRPwas evaluated toward
the improvement of perceived changes regarding retirement and skills to manage a healthy
lifestyle after retirement. This study also determined whether the HRP had positive effects on
retirement well-being through the changes of perceived health and life satisfaction. The
findings can guide the necessity of healthy retirement in a retirement planning program.

Methodology
Research design and setting
A quasi-experimental, pre- and posttest for the comparison groups was conducted in Sakon
Nakhon (SN) at one of eighteen regional education centers located in this province. Sakon
Nakhon Primary Educational Service Area (SN-PESA) was divided into three PESAs.
SN-PESA1 and SN-PESA2 were randomly assigned to be the experimental and the
comparison groups.

Population and samples
Three hundred and twenty six eligible participants were selected from teachers due to retire
at the mandatory age in the fiscal year 2016. They were working in primary schools under
SN-PESA1 (N 5 162) and SN-PESA2 (N 5 164). The study population was identified using
inclusion and exclusion criteria. Teachers were recruited if they were able to participate in the
eight-week program and complete data collections at baseline, posttest and six months after
retirement. They were excluded if they reported any life-threatening medical condition or
planned to relocate from the research setting within one year after retirement. Eventually,
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a total of 310 teachers comprising 150 in the experimental, and 160 in the comparison groups
met these criteria. Then, PESA invited those teachers to enroll in the study by official letter.
After receiving research information, 265 samples of which 141 were in the experimental and
124 in the comparison groups voluntarily participated (94 and 77.5% of the study
population).

The HRP development
Relevant theories and concepts. The current knowledge identified multilevel factors
influencing retirement planning and retirement well-being [21]. The HRP applied three
relevant theories to address at the individual, interpersonal and organizational levels. Self-
efficacy enhancement strategies guided by social cognitive theory were included in the
program’s activities [22]. Meanwhile, the HRP applied four supportive types to enhance the
functions of social support among teachers’ relationships that could promote healthy
lifestyles after retirement [23]. In addition, the stage theory of organizational change was
applied to encourage PESA to develop a new policy and practices that would contribute to
healthy lifestyles for retirement planning [24].

The HRP components. The HRP aimed to improve perceived changes regarding
retirement, and skills to manage healthy lifestyles after retirement. Three learning themes for
preretired teachers were designed as an 11-session workshop. Firstly, “the changes and
effects of retirement” was to understand retirement-related changes and their effects on
health and well-being. Secondly, “life skills to manage healthy lifestyles after retirement”
focused on decision-making to set retirement goals and create an actual retirement plan.
Third, “heath skills to manage healthy lifestyles after retirement” was designed to interpret
individual health status and to encourage control over individual health, for instance, exercise
and diet in old age, brain exercise and seeking social groups.

Several learning strategies were applied in the HRP to enhance self-efficacy to manage
healthy lifestyles after retirement. For example, retired seniors with different lifestyles were
selected as role models in case studies. Training improved a set of skills to interpret physical
andmental health examination results, and control over health, andThai traditional medicine
andmassage. Verbal persuasion was provided by the researchers, implementors and a group
of preretired teachers. Good emotional states of learning were created by relaxing activities.
The workshops totaled eight sessions at eight weeks before retirement and were followed by
three sessions at the eighth week.

Reinforcement to convince adopting or continuing retirement planning was provided
through an eight-week implementation period via a social media group. Messages relevant to
learning topics were provided two to three times per week to remind participants of learning
or to give information. The groupmembers included preretired teachers, administrators, staff
members, health professionals and researchers. Group discussion and sharing topics were
proposed, and members were allowed to share their ideas or experiences. Then, the members
were prompted to give feedback to each other while the researchers and PESA’s staff
members provided feedback or answered any questions.

PESA’s physical and social environment were the major influences of retirement planning
for teachers. PESA’s contexts i.e. policy, projects and services related to retirement, and
PESA’s resources including staff members, budget and annual plan were taken into account
to design the activities for administrators and staff members. In order to change PESA’s
policy and practices to support teachers to manage healthy lifestyles after retirement, it was
agreed that the PESA contributed to passing each stage of organizational changes [24] at two
weeks prior to the implementation among preretired teachers. At the awareness stage:
administrators and staff members were provided with the information of retirement-related
changes and their effects and also given an idea of the HRP. At the adoption stage:
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brainstorming was performed to identify PESA resources and roles in providing support for
teachers. At implementation stage: PESA’s staff members developed an action plan of the
HRP implementation while administrators monitored its progress. At institutional change
stage: a lesson learned session aimed to identify PESA’s resources needed in adopting the
HRP into an annual plan.

Program feasibility was ensured by a group discussion of the HRP’s topics, activities and
evaluation with administrators and staff members of PESA and representative teachers.
A top-down approach was properly applied for the HRP implementation. Then, the HRP was
reviewed by experts and representative teachers. Finally, the HRPmanual guide was created
to ensure its reliability.

Data collection
A self-administered questionnaire was utilized at baseline and posttest. The baseline was
donewithin oneweek before the HRP implementation. Meanwhile, the comparison group also
received equivalent retirement information through leaflets and booklets. During the HRP
implementation, two samples in the experimental group reported health problems and
withdrew from the study. The overall adherence rate of the HRP was 98.6%. However, only
119 samples in the experimental and 81 samples in the comparison completed a posttest
questionnaire (drop-out rate were 15.6 and 34.7%). Then, follow-up took place at six-months
after retirement by mail-questionnaire. To prevent the weakness of high loss rates in the
follow-up by mail-questionnaire, the researchers reminded participants to complete the
questionnaire by phone at 7 and 14 days after post mail. After 30 days, unreturned
questionnaires were recorded as “lost follow-up”. Finally, 47 and 43 samples in the
experimental and the comparison groups successfully completed three sets of data collection
(the drop-out rate was 66.7 and 65.3%, respectively).

The questionnaire measured different behavioral outcomes. The researchers had
developed questions for four scales to measure perceived changes of retirement, life skills,
perceived social support and perceived organizational support. Regarding the health skills
and self-efficacy questions, the researchers modified these from previous studies [25, 26]
while for the perceived health status and life satisfaction, the researchers applied the
questionnaire developed by Jenkinson et al., Diener et al. and Maher et al. [27–29].

The questionnaire was reviewed for its content validity and revised by three experts of
gerontology and health promotion research. Reliability was trialed among 30 preretired
teachers in a nearby province SN and reported by Cronbach’s alpha. The study’s primary and
secondary outcomes included:

Primary outcomes. Perceived changes of retirement. A perception of lifestyles and
environmental changes after retirement and its effects on health and well-being measured by
18 items, a 5-rating scale ranging from “strongly disagree” to “strongly agree”, for example,
“How much do you perceive decreasing income after retirement? “Does retirement lead to
more stress?” (r 5 0.922)

Life skills. Life skills comprised three dimensions (1) decision-making: the importance of
healthy lifestyles management measured by 10 items, 5-rating scale ranged from “not at all
important” to “very important”. For example, “I am concerned about practicing more self-
care” “I am interested in volunteering” (r 5 0.952). (2) Planning: measured frequency of
activities that were planned after retirement by 14 items with a 4-rating scale ranging from
“plan not to do” to “plan to do regularly”. For example, “I plan to do more exercise” “I plan to
have an annual health check” (r5 0.939). (3) Seeking support: a frequency of activities which
were planned if they needed help measured by 14 items in a, 4-rating scale ranged from “plan
not to do” to “plan to do regularly”. For example, “I will consult someone when I have a
problem” “I will ask someone for information I need” (r 5 0.930).
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Health skills. Health skills measured a perceived difficulty to access (5 items),
understanding (5 items) and applying health information into everyday life (10 items)
which was divided into three dimensions of health tasks including health care, disease
prevention and health promotion. A 4-rating scale ranging from “very easy to do” to “very
difficult to do” was modified from the European Health Literacy Survey Questionnaire [26]
(r 5 0.971). The six items of health care tasks were excluded in the samples who had no
chronic disease (any diagnosed chronic health problem under long-term treatment and
required taking regular medicine).

Secondary outcomes. Self-efficacy. Six items assessed perceived confidence to manage
healthy lifestyles after retirement modified from a short form of the General Efficacy Scale
[25]. The 4-rating scale ranged from “not at all true” to “exactly true” For example, “I can
practice more self-care if I am concerned about my health condition” “I can do extra jobs for
more income if my pension is not enough” (r 5 0.901)

Perceived social support. Ten items measured perceived support from friends and family
to manage healthy lifestyles by a 5-rating scale ranged from “strongly disagree” to “strongly
agree” For example, “My friends give me helpful information”, “My family encourages me to
be healthy” (r 5 0.912).

Perceived organizational support. Perceived support from the PESA and school to
manage healthy lifestyles measured by 10 items, 5-rating scale ranged from “strongly
disagree” to “strongly agree” For example, “PESA has a policy of healthy retirement”, “the
school provides me with retirement information” (r 5 0.964).

Perceived health. A standard 12-item Short Form Survey version2 (SF-12v2) [28]
comprised physical and mental health dimensions (r 5 0.807).

Life satisfaction. 10 items, 5-rating scale ranged from “strongly disagree” to “strongly
agree” or “not at all satisfied” to “very satisfied” that was modified from the Satisfaction with
Life Scale [27] and Australian Unity Personal Wellbeing Index [29] (r 5 0.936).

Data analysis
Chi-square test, Fisher’s exact test and the Mann–Whitney U test determined baseline
differences of general characteristics and the prior health status of those who completed all
data collection (n 5 90) and those who withdrew (n 5 175). The statistics indicated no
significant difference. The similarity of general characteristics and prior health status
between the experimental (n5 47) and the comparison groups (n5 43) were ensured by chi-
square test, Fisher’s exact test and Mann–WhitneyU test. An independent t-test determined
the differences between groups at posttest and six-month follow-up considering baseline or
Mann–Whitney U test if the normality assumption was violated. The changes within the
group through three observations were determined by repeated measured ANOVA. Health
skills were separately analyzed among the samples for those who had a chronic disease and
took regular medicine, and those who had no chronic disease.

Ethical consideration
The study protocol was approved by the Ethical Review Committee for Human Research
Faculty of Public Health, Mahidol University, Thailand (COA. No. MUPH 2016-092. Approval
date June 30, 2016).

Results
Table 1 shows the general characteristics of the experimental and the comparison groups.
There was no statistical difference between groups (p > 0.05). Tables 2–4 present the
differences of primary and secondary outcomes between groups and the changes within
groups.
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Regarding perceived changes, the experimental group had lower scores than the comparison
group at posttest (p5 0.034). Within-group, the analysis revealed steady levels of perceived
changes in the experimental group (p 5 0.625) while the comparison group significantly
increased over baseline and posttest and turned into baseline at follow-up (p 5 0.023).

Life skills revealed that seeking support was significantly higher in the experimental
compared to the comparison group at follow-up (p 5 0.013). Across the study, decision-
making and planningwere steady in both experimental (p5 0.885 and 0.605) and comparison
groups (p 5 0.948 and 0.657).

The analysis and results of health skills were separately presented in those who had no
chronic disease and those who had chronic disease and took regular medicine regarding their
health tasks. In those who had no chronic disease, both groups were significantly different in
understanding health information at posttest (p 5 0.036) and at follow-up (p 5 0.028).
Moreover, the experimental group showed greater skill to apply health information than the
comparison at follow-up (p 5 0.042). For those who had a chronic disease, a significant
difference was not indicated at posttest. At follow-up, significant differences between

Variables
Number (%)

p-valueExperimental group (n5 47) Comparison group (n5 43)

Age (years)
59 2 (4.3) 1 (2.3)
60 40 (85.1) 40 (93.0) 0.5481

61 5 (10.6) 2 (4.7)
Mean, SD 60.06, 0.38 60.06, 0.27

Sex
Male 16 (34.0) 18 (41.9) 0.5162

Female 31 (66.0) 25 (58.1)

Marital status
Married 35 (74.5) 37 (86.0) 0.1962

Single/Widow/divorced 12 (25.5) 6 (14.0)

Education
Bachelor degree or under 35 (74.5) 37 (86.0) 0.1962

Master degree 12 (25.5) 6 (14.0)

Perceived income adequacy
Adequate income and saving 13 (27.7) 17 (39.5) 0.4133

Adequate income with no saving 17 (36.15) 15 (34.9)
Inadequate incomewith/with no debt 17 (36.15) 11 (25.6)

Chronic disease
Yes 29 (61.7) 24 (55.8) 0.6692

No 18 (38.3) 19 (44.2)

Couple relationship satisfaction
Moderately to very satisfied 6 (12.8) 10 (23.3) 0.4082

Completely satisfied 26 (55.3) 26 (60.4)
Not answered 15 (31.9) 7(16.3)

Family relationship satisfaction
Moderately to very satisfied 7 (14.9) 13 (30.2) 0.1272

Completely satisfied 40 (85.1) 30 (69.8)

Note(s): (1)p-value showed the statistical differences between groups determined by 1independent t-test,
2Fisher’s exact test and 3Chi-square test

Table 1.
Number and
percentage of the
samples categorized by
general characteristics,
prior health status,
relationship
satisfaction
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experimental and comparison groups were found in skills to access (p5 0.011) and to apply
health information (p 5 0.046).

Focusing on self-efficacy, there was no significant difference between groups at posttest
and follow-up (p 5 0.334 and 0.063). The experimental group had steady levels overtime
(p 5 0.457) while the decline was found in the comparison group (p 5 0.002).

Perceived social support showed the differences between groups at posttest (p 5 0.041).
However, there was no significantly difference within groups.

Perceived organizational support in the experimental group was significantly greater
than that of the comparison by the end of the study (p5 0.021). It had decreased over time in
both groups but a significant decrease was found in the comparison group (p < 0.001).

In terms of health perception, the statistical analysis revealed significantly higher
perceived physical health among the experimental group compared to the comparison at
posttest and follow-up (p 5 0.028 and 0.032). However, the difference between groups of
perceived mental health was not found either at posttest or at follow-up (p5 0.208 and 0.061).
Within the experimental group, perceived physical health was steady (p 5 0.889) while
perceived mental health had increased overtime (p 5 0.006). Contrarily, the change was not
indicated when comparing both physical and mental health (p 5 0.848 and 0.508).

Life satisfaction was not different between the two groups at posttest and follow-up
(p 5 0.435 and 0.396). Steady levels were observed over three observations.

Discussion
Themain findings indicated that the HRPwas able to improve skills to deal with life changes.
The program took into account not only increasing the perception of changes but also
enhancing the skills to manage the changes. Perceived changes had been transformed by life
skills and health skills enhancement, then the level of perceived changes was decreased.
These results supported the study by Glass and Flynn [30] that retirement planning was
associated with decreasing anxiety regarding the retirement decision. Therefore, the
experimental group perceived lower levels of changes after they were planning for
retirement. In contrast, the comparison group revealed an increase in the level of the
perceived change when it was closer to retirement similar to the study by Osuji [31]. These
results can be explained by the Precaution Adoption Process Model [32] that persons move
from the state of unawareness on health issues once they are making a decision and taking
action for new behavior. Contrarily, in Aguilera’s program that emphasized awareness of
changes with no further skills development, the increasing awareness of changes was
reported [16].

This current study had defined life skills in three dimensions as decision-making,
planning and seeking support. Life skills in seeking support had significantly changed in the
experimental group. This is similar to the study of Dube et al. [19] which showed significant
changes in decision-makingwhile this study reported significant changes in decision-making
in seeking support. However, the total HRP activities which focused on three dimensions of
life skills included only 5 of 15 hours of the workshop. This reflects that the activities for
changing life skills may be insufficient and should be redesigned. Moreover, the comparison
group had also received retirement information to support their decision-making as indicated
in the research protocol. Therefore, the changes in the comparison group had also been
identified.

Health skills enhancement had been included throughout the HRP training which has not
been emphasized in any previous study. A recent mentorship program was carried out and
reported health skills enhancement [20]. Thus, health skill enhancement activities may be
significant for future HRP and should be measured accordingly. Moreover, future HRP
should emphasize the difference in health status of preretirees since the results between
healthy and sick teachers were different.
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The HRP encouraged the changes within PESA to provide organizational support to
manage healthy lifestyles after retirement. Even though the level of organizational support
had declined over time, the experimental group reported less decrease than the comparison
group. Therefore, PESA plays amajor role to support healthy retirement. The results showed
that organizational support also continued postretirement. The HRP had developed the
bonding of social relationships among preretired teachers, administrators and staff members
of SN-PESA. Currently, only a few studies revealed the positive effects of organizational
support on retirement adjustment [33, 34]. Our results contribute to the literature that
adopting healthy retirement into PESA’s policy and practices are worthwhile and should be
provided in a few years before retirement.

This present study measured the changes in health perception in two dimensions,
however, our results revealed different changes between physical and mental health
perceptions. Perceived physical health levels were higher in the experimental group while the
comparison seemed to decrease over time. In this study, the experimental group had
improvedmore accurate health perception regarding health examination results. Thismay be
due to PESA policy and services that support teachers’ learning to interpret and relate health
examination results to physical, mental and environmental influences. Moreover, the HRP
effectively increased levels of mental health perception. Our program emphasized
psychological adjustment through the transition period from pre- to postretirement which
is similar to Chan et al. [17].

There was no significant change in life satisfaction in this studywhile a few programs had
reported significant changes [17, 20]. Previously, Atchley [3] proposed that retirement
adjustments might be the changing pattern across the time of transition. The literature also
supported that the significant change in life satisfaction was inconsistent at different points
of time [35]. Therefore, longer follow-up periods at different points after retiring may be
required to determine the changes in life satisfaction for the HRP.

Positive results of the HRP support the world strategy to promote healthy aging [6].
Growing older always requires adjustment through physical and psychological changes.
Enabling people to learn, grow andmake a decision are essential tomaximizing the functional
capacity of the elderly [6]. Thus, the HRP evaluation supports healthy aging practices that
could promote better health in retirees.

Conclusion
The HRP could enhance personal ability to control changes after retirement and also
influence changes in health perception after retirement. Therefore, PESA should adopt
healthy retirement practices as part of their policy and practices as they are helpful to
teachers who are approaching retirement.

Limitations
One of the limitations of this study was that the life skills component of the HRP may be
insufficient due to the limit in implementation time. Life skills were defined as decision-
making, planning and seeking support, but only 5 of 11 sessions emphasized these
dimensions. Moreover, broader generalizability should be discussed because this study was
conducted in a particular area of the country. Furthermore, the results may be biased due to a
large number of samples who dropped out from the baseline assessment.
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