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Abstract
Purpose Health problems among employees with a lower socioeconomic position (SEP) often result from an interplay of 
problems on multiple life domains. Contextual factors greatly affect implementation of interventions that aim to solve these 
type of problems. The aim of this study was to gain insight into the organizational and socio-political context for implemen-
tation of preventive interventions that consider multiple life domains among employees with a lower SEP. Methods In total 
16 semi-structured interviews were conducted with stakeholders at organizational level, occupational health service (OHS) 
level, and at socio-political macro level. Thematic analysis was performed to identify themes that describe the perceptions 
of stakeholders about the impact of contextual factors on implementation. Results The following themes were identified: 
(1) the importance of addressing problems on multiple life domains among employees with a lower SEP, (2) unclarity of 
responsibilities for solving problems on multiple life domains, (3) necessity of better collaboration between occupational 
and curative healthcare, (4) insufficient investments in prevention by employers, (5) difficulties in early identification of 
employees at risk for health problems, and (6) risk of conflicting role for supervisors in addressing problems on multiple 
life domains. Conclusions Implementation of preventive interventions considering multiple life domains among lower SEP 
employees is challenging, due to various contextual factors. To improve the feasibility, many different stakeholders both 
in- and outside occupational health practice need to be involved, collaborate, and need to be convinced of the added value 
to prevent problems on multiple life domains among employees with a lower SEP.
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Introduction

In developed countries there are important health differences 
between people with a lower and higher socioeconomic posi-
tion (SEP) [1], which is determined by occupation, educa-
tion and/or income [2]. People with a lower SEP have a 
higher risk for health problems, which negatively affects 
their work participation and increases their risk for prema-
ture dropout from the labor market [3, 4]. This points out the 
importance of preventive interventions that actively support 
employees with a lower SEP to solve their health problems, 

who are defined as workers with manual labor (e.g. construc-
tion worker) or with lower educated and/or lower income 
occupations (e.g. administrative worker or truck drivers). In 
the past decades, many interventions have been developed to 
prevent health problems among employees with a lower SEP 
[5–8]. These interventions mainly focused on work and life-
style related health problems, while health problems among 
employees with a lower SEP often result from an interplay of 
problems on multiple life domains, such as unfavorable psy-
chosocial factors and unhealthy living conditions [2, 9, 10].

A complex interplay of problems among employees with 
a lower SEP, asks for an intervention that can tackle mul-
tiple problems in various life domains. For this, the Grip 
on Health intervention was developed to support employees 
with a lower SEP to improve their health from a broader 
perspective, and thereby prevent health problems. This inter-
vention is based on the Participatory Approach (PA) [11], 
and identifies and solves problems on multiple life domains 
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that affect healthy functioning at work. The current study 
builds on a pilot study in which the Grip on Health interven-
tion was implemented in occupational health practice and 
the implementation process was evaluated (not published 
yet).

The process evaluation focused on factors on the level of 
the intervention itself (i.e. design and content of the inter-
vention) and the users of the intervention (i.e. employees 
who received the intervention, and occupational health 
professionals (OHPs) who facilitated the intervention). The 
results of the process evaluation showed that the intervention 
was perceived as relevant by the users of the intervention, 
but difficult to implement in practice. The next step is to 
investigate contextual factors (i.e. organizational and socio-
political factors) [12, 13]. This can provide more insight into 
the implementation process of preventive interventions that 
takes into account multiple life domains among employees 
with a lower SEP. Research shows that implementation is 
much more dependent on contextual factors, as opposed to 
the design and content of interventions [14–16]. Contex-
tual factors are less easy to adjust or influence, and there-
fore require careful consideration prior to implementation. 
This means that the implementation of interventions often 
requires a system approach [17, 18], wherein the complex-
ity of structures and systems in occupational health practice 
are taken into account. Therefore, this study examined the 
organizational and socio-political context for implementa-
tion of preventive interventions that consider multiple life 
domains among employees with a lower SEP, and explored 
contextual factors that affect implementation of these type 
of interventions.

Methods

Study Design

This study used a qualitative, explorative design to obtain in-
depth information on the organizational and socio-political 
context for implementation of preventive health interven-
tions that consider multiple life domains among employees 
with a lower SEP. The information was obtained by conduct-
ing semi-structured interviews among different stakeholders 
in the organizational and socio-political context of occupa-
tional health practice. The Medical Ethics Committee of the 
VU University Medical Center approved the study protocol 
and decided that the Medical Research Involving Human 
Subjects Act does not apply to this study. All stakeholders 
signed informed consent before participation.

Context

In the Netherlands, The Working Conditions Act forms 
the basis for general rights and duties for employers and 
employees to ensure a safe and healthy working environ-
ment. All employers have the obligation to seek support 
on health and safety from OHPs, that provide professional 
advice and guidance for a safe and healthy working envi-
ronment [19]. In case of long term sickness absence of an 
employee (more than 6 weeks) there is a legal obligation 
for employers to ask for professional advice from an occu-
pational physician (OP). Also, not sick listed employees 
have the possibility by law (Working Conditions Act) to 
ask for advice from an OP without permission from their 
employer. Furthermore, employers are obligated to offer 
employees an occupational health examination and evalu-
ate the risks for health and safety at the workplace. OHPs 
can either be self-employed or employed by occupational 
health services (OHSs). OHSs or self-employed OHPs 
offer various types of contracts to employers, such as 
rather basic contracts in which only advice is provided on 
a single occasion at the request of the employer, up to con-
tracts with continuous in-house services of multiple OHPs. 
Moreover, employers can also have an in-house OHS. The 
Works Council or employees representatives must approve 
the content of contracts with the OHS. In practice, the 
content of these contracts vary widely, however there are 
still employers that do not fulfill the Working Conditions 
Act or do not have any contract at all [20, 21].

In summary, employers and employees are both respon-
sible for healthy and safe working conditions in an organi-
zation. Sometimes employees in an organization are rep-
resented by a Works Council or employee representative. 
Employers and employees receive advice from OHPs and 
OHS managers on how to achieve a healthy and safe work-
ing environment. OHPs and employers are represented by 
OHPs associations and employer associations. There are 
also trade organizations that inform and support employ-
ees, employers, OHPs and/or OHSs. Evidently, employees 
can also visit a health professional in curative healthcare 
(e.g. general practitioner (GP)), and these professionals 
are also represented by associations. Relevant stakehold-
ers in (occupational) health practice in the Netherlands are 
shown in Fig. 1.

Recruitment

Stakeholders were selected within the organizational 
and socio-political context of occupational health prac-
tice in the Netherlands and were divided in three type 
of levels; (1) organizational level, (2) OHS level and (3) 
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socio-political macro level. The organizational level con-
tains stakeholders that work for an organization or com-
pany with lower SEP employees and focus on improving 
and maintaining the health and safety of employees in an 
organization (e.g. human resource manager or manager 
health and safety). The OHS level contains stakeholders 
that work for an OHS (e.g. manger OHS) and focus on 
supporting organizations in achieving a healthy and safe 
working environment. The socio-political macro level 
contains stakeholders that work for an organization that 
provides support or advice on healthy and safe working 
conditions at a higher level than stakeholders working for 
an OHS (e.g. representative of trade association). Stake-
holders at organizational level are part of the organiza-
tional context, and stakeholders at OHS and socio-political 
macro level are both part of the socio-political context of 
occupational health practice. To recruit stakeholders on 
different levels, we used a combination of purposive and 
snowball sampling. For purposive sampling, stakeholders 
needed to have a profession related to occupational health 
(e.g. manager health and safety) and they must represent 
a relevant stakeholder in occupational health practice in 
the Netherlands, as shown in Fig. 1. Stakeholders meeting 
the predefined criteria were approached by using existing 
contacts of the research team—i.e. snowball sampling. 
Stakeholders were invited by email and provided with a 
short description of the aim of the study. If stakehold-
ers had additional questions about the study, the primary 
researcher (RS) answered these questions during the inter-
view. In total, 16 semi-structured interviews were con-
ducted; three with stakeholders at organizational level, 

four with stakeholders at OHS level and nine with stake-
holders at socio-political macro level (see Table 1).

Data Collection

Semi-structured interviews were conducted by telephone or 
video-conference between May and November 2020. A topic 
guide was used to examine the perceptions of stakeholders 
on preventive health interventions that consider multiple 
life domains and to explore related contextual factors. The 
following topics were discussed: (1) addressing problems 
on multiple life domains in occupational health practice 
(2) how problems on multiple life domains are dealt with 
and which stakeholders play a role in dealing with these 
problems; (3) the extent to which prevention is important in 
occupational health practice, (4) the implementation of pre-
ventive services in organizations; (5) collaboration between 
organizations, OHSs and OHPs in occupational health prac-
tice; (6) the organization of occupational healthcare in the 
Netherlands in relation to addressing problems on multiple 
life domains; and (7) the collaboration between occupational 
healthcare and curative healthcare. Within these topics, 
questions were based on contextual factors that could affect 
implementation, which were identified by Fleuren et al. [12]. 
Furthermore, in case employees with a lower SEP were dis-
cussed within these topics, this group of employees were 
conceptualized as workers with blue-collar occupations 
or a lower educational level, who more often have health 
problems on multiple life domains and an increased risk to 
drop out of the labor market, as compared to workers with 
white-collar occupations or a higher educational level. For 

Fig. 1  Relevant stakeholders in (occupational) health practice in the Netherlands
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each stakeholder the interview topics were the same, but 
questions were stakeholder-specific to align the questions to 
the profession and background of the stakeholder. Interviews 
lasted around 30–60 min and were conducted in Dutch by 
the primary researcher (RS).

Data Analysis

The interviews were audiotaped and transcribed verbatim. 
The data was coded using Atlast.ti. Thematic analysis was 
used to analyse the data [22]. The analysis started with re-
reading the transcripts, listening to audio-tapes and making 
summaries of each transcript to become familiar with the 
data. Thereafter, open coding of the transcripts was per-
formed using an inductive approach. During this process 
an initial list of codes was produced by the first coder (RS). 
Another coder (FS) read several transcripts and checked the 
codes. Next, the data was searched for similarities and dis-
crepancies to combine and group codes. There were several 
meetings to discuss and categorize the codes into sub-themes 
(RS, FS, MH). This ultimately resulted into broader themes, 
which were depicted in code matrices. After 12 interviews, 
the themes were discussed with the whole research team 
(RS, FS, MH, CB, JA), wherein we came to the conclusion 
that we did not yet achieved data saturation. Some underly-
ing factors influencing implementation were still unclear and 
it became clear that trade associations were an important 
stakeholder that were not yet interviewed. Therefore, four 
extra interviews, of which three with representatives of trade 
associations, were additionally performed to achieve data-
saturation. Open coding was performed for the additionally 
performed interviews. Another coder (AB) also read several 
transcripts and checked the codes. The remaining steps were 

repeated to adjust and finalize codes, (sub-)themes and code 
matrices. Moreover, sub-themes were categorized according 
to stakeholder level, which provided an overview of simi-
larities and discrepancies between stakeholder levels for the 
different sub-themes. The last stage consisted of meetings 
with the whole research team to reach consensus on the final 
themes.

Results

Themes were identified on the perceptions of stakeholders 
on the impact of the organizational and socio-political con-
text for implementation of preventive health interventions 
that consider multiple life domains among employees with 
a lower SEP. These themes also include contextual factors 
that may facilitate or impede implementation in occupational 
health practice. The different themes and related contextual 
factors are presented in Table 2 and discussed below. An 
overview of themes, sub-themes and codes can be found in 
Table 1 of the supplementary materials, wherein the stake-
holder level that endorsed a sub-theme was also described.

The Importance of Addressing Problems on Multiple 
Life Domains Among Employees with a Lower SEP

The majority of the stakeholders recognized that employees 
with a lower SEP more often have problems on multiple 
life domains, as opposed to employees with a higher SEP. 
Although, several stakeholders representing all three levels 
described that employees with a higher SEP also encounter 
problems on multiple life domains, it was more important to 
address these problems among employees with a lower SEP. 

Table 1  Stakeholders

Levels Stakeholders

Organizational level HR manager logistic company
HR advisor facility department hospital
Manager health and vitality steel company

Occupational health service level Department coordinator occupational social workers
Department coordinator occupational nurses
Two managers of an occupational health service

Socio-political macro level Policy officer Netherlands Trade Union Confederation
Board member Royal Dutch Medical Association
Representative guideline development & research Dutch College of General Practitioners
Board member Dutch Association of occupational labor experts
Two policy officers Confederation of Netherlands Industry and Employers
Board member Netherlands Society of Occupational Medicine
Board member trade association for service providers of occupational health care
Three policy officers trade association for organizations in the construction sector
Representative trade association for service providers of occupational health care
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Table 2  Overview of themes and related contextual factors

Theme Contextual factors

The importance of addressing problems on multiple life domains 
among employees with a lower SEP

• Problems on multiple life domains are recognized among employees 
with a lower SEP

• Addressing problems among employees with a lower SEP requires 
more attention

• Difficulty to solve problems on multiple life domains among employ-
ees with a lower SEP

• Employees with a lower SEP are hard to reach for participation in 
preventive interventions

Unclarity of responsibilities for solving problems on multiple life 
domains

• Low sense of responsibility experienced in occupational health 
services

• Employers eventually determine the content of occupational services 
provided

• Employers who see their employees as valuable feel responsible
• Employers with sufficient resources feel responsible
• Employers of employees with a lower SEP do not always act in the 

interests of employees
• Low sense of responsibility experienced in small and medium sized 

enterprises
• Limited influence of employees with a lower SEP on occupational 

health policies
• Low sense of responsibility experienced in occupational and curative 

healthcare
Necessity of better collaboration between occupational and curative 

health care
• Two separate options to discuss problems on multiple life domains
• Lack of collaboration between occupational and curative healthcare
• Collaboration between occupational and curative healthcare is per-

ceived difficult
Insufficient investments in prevention by employers • Prevention of health problems and (long-term) sick leave is an impor-

tant priority
• Lack of attention for prevention in contracts
• Less resources for prevention in smaller organizations or organizations 

in a crisis
• Employers not seeing their employees as valuable invest less in 

prevention
• Results of prevention are often unclear and cannot always be quanti-

fied
• Employers focus on short term results and only act in case there are 

problems
• Employers without support from key stakeholders in organizations 

difficult to convince to invest in prevention
Difficulties in early identification of employees at risk for health 

problems
• Methods for the identification of employees at risk mainly focus on 

indicated prevention
• Limited availability of occupational physicians to preventively address 

problems on multiple life domains
• Occupational social workers or occupational nurses more accessible 

than occupational physicians to preventively address problems on 
multiple life domains

• Organizations not always willing to invest in preventive conversations 
with occupational health professionals or in preventive interventions

Risk of conflicting role for supervisors in addressing problems on 
multiple life domains

• Supervisors play an important role in the early identification of work-
ers at risk for health problems

• Supervisors play an important role in referring employees to an OHP 
on time

• Supervisors discussing problems on multiple life domains may disad-
vantage employees

• Privacy regulations to discuss problems on multiple life domains are 
unclear



 Journal of Occupational Rehabilitation

1 3

Employees with a lower SEP more often have unhealthy 
working and living conditions, and other problems in- and 
outside the workplace, such as unhealthy lifestyles or finan-
cial problems. Problems pile up and could further accumu-
late if not addressed on time, which makes it even harder to 
solve problems. As a result, stakeholders at all three levels 
described that employees with a lower SEP risk ending up in 
a negative spiral, wherein one problem perpetuates another 
problem or one problem makes it difficult to solve another 
problem.

S9 (socio-political macro level): “Yes, it more often leads 
to problems, in particular because it is not one aspect, it is 
often a accumulation of, and then lifestyle has a more nega-
tive effect. And there are more things that make them vulner-
able, and these things are also interrelated. So lifestyle can 
be hard, because they may need an investment or money to 
solve that, and if you have a low income or struggling to 
make ends meet, than you will not work on that (lifestyle), 
while your health is getting worse, and with a worse health 
they may find it difficult to get a job, you can see that the 
vicious cycle arises”.

The majority of the stakeholders expressed that employ-
ees with a lower SEP need more support in case they have 
problems on multiple life domains. Some stakeholders repre-
senting all three levels mentioned that this group of employ-
ees experience difficulties with finding the right health pro-
fessional to support them in solving their problems, as there 
are many different professionals working at different health 
organizations. Some stakeholders at socio-political macro 
level stated that it is more difficult for them to get an over-
view of their problems on multiple life domains. Another 
stakeholder of an OHS described that they need more sup-
port, as they are less surrounded with people in their envi-
ronment in- and outside the workplace that can help to solve 
their problems.

S5 (OHS): “Often they do not see a solution and they are 
in their own bubble, but that occurs to everyone, the moment 
that you are completely in your own bubble, then you cannot 
look beyond that bubble, and yes, the moment that you are 
regularly stimulated by your collegaues and your relatives 
to achieve behavioral change, well then you start thinking 
about that. In this group you often see that such stimulus 
does not come from the environment, because everyone is 
in the same type of bubble.”

Several stakeholders representing all three levels men-
tioned that employees with a lower SEP are difficult to 
reach for participation in preventive health interventions. 
Stakeholders at organizational and socio-political macro 
level mentioned that employees with a lower SEP do not 
easily ask for help and do not like to talk openly about their 
problems, due to for example mistrust in the workplace, or 
a certain group dynamic or culture at the workplace to keep 
on going, and not to complain. Though, some stakeholders 

at socio-political macro level stated that employees in gen-
eral don’t see the added value to participate in preventive 
health interventions when they do not experience any health 
complaints.

Unclarity of Responsibilities for Solving Problems 
on Multiple Life Domains

All stakeholders of an OHS expressed not being responsible 
to solve problems on other life domains than work. OHSs 
stated that these type of problems are discussed by OHPs, 
but no actions are taken to actually solve these problems. 
Many stakeholders, including OHSs themselves, indicated 
that OHSs are commercial organizatons that sell services 
to employers related to work and health issues, and that the 
content of OHSs services are eventually determined by the 
employer. Some stakeholders representing all three levels 
mentioned that services from OHSs are mainly perceived as 
an advice and that OHPs are seen as advisors for employers:

S7 (OHS): “But we have a responsibility to give the right 
advice to both the employer and the employee. So, we have, 
it might be good for you to realize that, we have obviously 
as an occupational health service, we do not have care tasks 
like a hospital. It is actually, an occupational health ser-
vice is not a healthcare facility and we deliver business-to-
business services. We deliver services to an employer that 
happen to be care related, and as an occupational health 
physician you have a legal obligation to deliver care, but in 
fact, it is mainly an advice what you deliver.”

Several stakeholders, including stakeholders at organiza-
tional level, mentioned that some employers feel a respon-
sibility to solve problems outside the workplace. Some of 
these stakeholders stated that these type of employers see 
their employees as valuable. Feelings of responsibility by 
employers, increases the opportunity to deal with problems 
outside the workplace (e.g. sleep workshops) and facilitate 
solutions that are provided by external services or interven-
tions (e.g. support for financial problems). A few stakehold-
ers stated that mainly large organizations with sufficient 
resources facilitate solutions, which are offered in the form 
of a menu (e.g. lifestyle interventions, support from a psy-
chologist or social worker) where employees can choose 
from. Smaller organizations may experience difficulties with 
the funding of solutions for problems outside the workplace:

S4 (OHS): “but my first reaction would be just a lack of 
resources, or at least the choice to use these resources for 
this. I think it is easier for large companies, that financing 
is simply easier”.

Several stakeholders at OHS and socio-political macro 
level stated that there are also employers not feeling respon-
sible to solve problems outside the workplace. Some of 
these stakeholders mentioned that this is especially true 
for employers of employees with a lower SEP, who do not 
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see their employees as valuable and are putting economic 
interests first. Some of these stakeholders also mentioned 
that some employers quickly point to problems outside the 
workplace as a main cause for sick leave. Stakeholders rep-
resenting small and medium sized enterprises (SMEs) stated 
that employers of SMEs in general do not feel responsible 
to solve problems on multiple life domains, but that it is the 
responsibility of the OHS or employees themselves. A SME 
employer does not have much expertise on health related 
problems, and therefore completely relies on the services 
of an OHS:

S12 (socio-political macro level): “In general you must 
say that the willingness to pay for that themselves is very 
low, because the entrepreneur thinks it is not their responsi-
bility, but the responsibility of the external, and last but not 
least from the employee himself.”

Some other stakeholders representing an organization and 
GPs also stated that eventually employees are responsible to 
solve their own problems, and that employers or OHPs can 
only offer tools. Some stakeholders at socio-political macro 
level mentioned that the extent to which an employer acts in 
the interest of their employees is dependent on the influence 
of employees on occupational health policies in organiza-
tions. One stakeholder representing OPs in the Netherlands 
stated that in organizations with a vast majority of lower 
SEP employees, employees have a limited influence and 
are often poorly represented. Consequently, these type of 
employers have less attention to solve problems on other 
domains than work:

S13 (socio-political macro level): “What I see is that 
the higher educated people are, the more empowered the 
employees are, the more actively they play a role in organi-
zational policies, so influencing how it happens, the better 
these type of questions are considered. So yeah, people with 
a lower SEP, often lower educated, I have collected some 
examples over the course of 30 years that I am an occupa-
tional physician, and it were always the lower educated, 
often people with an immigrant background, sometimes with 
a small language problem, lower skilled positions, those 
were often treated the worst.”

Several stakeholders at socio-political macro level 
expressed that neither occupational nor curative healthcare 
feels responsible to solve problems on multiple life domains. 
A few stakeholders at socio-political macro level stated that 
OPs must focus on solving work-related problems, and one 
stakeholder representing GPs stated that GPs must focus on 
solving health complaints. Several stakeholders described 
that GPs have limited expertise and time to discuss work-
related problems. Therefore, one stakeholder representing 
GPs suggested that general practice nurses have more time 
and may be more suited to solve these problems in cura-
tive healthcare. Last, all representatives from trade associa-
tions expressed not feeling responsible to solve problems on 

multiple life domains, they only give advice or share knowl-
edge with employers, OHSs and OHPs.

Necessity of Better Collaboration Between 
Occupational and Curative Healthcare

There are two options to discuss problems on multiple life 
domains, either through occupational healthcare or curative 
healthcare. Some stakeholders representing GPs and OPs 
in the Netherlands struggled with the fact that occupational 
healthcare is separated from curative care. OPs are paid by 
employers and feel that they are positioned outside the cura-
tive healthcare system, making the collaboration between 
occupational and curative healthcare difficult, as was expe-
rienced by many more stakeholders:

S9 (socio-political macro level): “But we see the prob-
lem that occupational medicine, and also insurance medi-
cine, that they are now completely separate, so in terms of 
financing and other such, this will cause problems in terms 
of collaboration, collaboration with a general practitioner 
or with anyone else. So, given the implementation of care, 
being able to collaborate, it is an obstacle how it is currently 
organized. And this is what we mean. So, we actually aim for 
de-seperation and to work towards integrated care.”

The majority of the stakeholders pointed out that prob-
lems on multiple life domains can usually be discussed at 
the workplace. For this, an open and safe culture within the 
organisation is essential, as was stated by some stakeholders 
representing trade associations. Other stakeholders at OHS 
and socio-political macro level also mentioned that prob-
lems on multiple life domains can or should be discussed in 
curative healthcare. To actually solve these problems many 
stakeholders stressed the importance for a better collabora-
tion between occupational and curative healthcare. Collabo-
ration is needed because several stakeholders at OHS and 
socio-political macro level indicated that GPs are often the 
first or only health professionals to contact in case of health 
complaints, especially for employees who are self-employed 
and cannot contact an OHP through their employer. But, GPs 
do not always consider the relation between health com-
plaints and work and do not always know how to collaborate 
with OPs:

S8 (socio-political macro level): “The collaboration 
between the general practitioner and occupational physi-
cian really needs to be improved and employees often go, 
also completely justified, first to their general practitioner 
when they have health complaints, and a general practi-
tioner is often, how do you say that, unable to recognize 
what’s going on considering their job. So, the collaboration 
between the occupational physician and general practioner 
must be improved and the collaboration, if it happens, will 
also be of benefit for the employee.”
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The possibilities for improving the collaboration between 
occupational and curative healthcare that were suggested by 
many stakeholders focus on integrated care. Some stakehold-
ers mentioned that we should organize healthcare around 
an individual employee (network care), others mentioned 
that we should integrate an OP in curative healthcare, or 
that work factors should be taken into account in curative 
healthcare.

Insufficient Investments in Prevention by Employers

The majority of the stakeholders acknowledged that pre-
vention of health problems and (long-term) sick leave is an 
important priority. However, some stakeholders also men-
tioned that much more attention is needed for prevention 
than currently is the case, also in the education of health 
professionals. Several stakeholders, including trade organi-
zations themselves, mentioned that trade organizations 
can play an important role in increasing the attention for 
prevention in organizations. Preventive services that are 
offered in an organization depend on the contracts between 
an employer and OHS. Several stakeholders representing 
all three levels described that preventive services are often 
not included in the basic contracts, and that basic contracts 
mainly focus on the guidance of employees on long term 
sick leave:

S8 (socio-political macro level): “The occupational 
health service or the occupational physician, they have a 
contract with the employer, only within that contract there 
is actually very little arranged in the field of prevention, 
unfortunately it is mainly about the guidance of employees 
on sick leave, while we would like to see that prevention is 
also part of that contract, only that happens far too little and 
we think that’s a shame.”

In addition, some stakeholders representing trade organi-
zations stated that there is less attention for prevention in 
contracts due to the Gatekeepers Act. This law shifted the 
attention from prevention to the guidance of employees on 
sick leave. Another reason, mentioned by some stakehold-
ers representing OPs, is that OHPs are not always involved 
in the formation contracts between an OHS and employer. 
OHPs that are more involved in this process are more likely 
to be used for preventive services in organizations.

Stakeholders described several reasons for employers to 
spend money on prevention. According to the majority of 
the stakeholders, financial resources play a major role in the 
decision to implement preventive services. Smaller organiza-
tions or organizations in an economic crisis (e.g. due to the 
Covid-19 pandemic) have less resources (time and money) 
to invest in preventive services. As a result, employers first 
invest in services that focus on the guidance of employees on 
long term sick leave. Second, stakeholders mentioned that 
employers who do not see their employees as valuable, also 

tend to invest less in prevention. Third, the extent to which 
the results of prevention are visible and provide a return on 
investment is also important for the majority of the stake-
holders. But, the results of prevention are often unclear and 
these results cannot always be quantified, making it hard to 
convince employers to invest in prevention. Fourth, some 
stakeholders at OHS and socio-political macro level stated 
that employers focus on short term results as they are not or 
less aware of the benefits of prevention on the longer term. 
Several stakeholders at socio-political macro level do not 
agree with that, as they mentioned that is not a matter of not 
knowing the benefits, but a matter of employers not wanting 
to invest in prevention:

S13 (socio-political macro level): “It is a kind of primar-
ily human behavior that we struggle to distinguish long term 
goals from short term investments. You see it everywhere, 
even in the whole establishment of prevention. We have a 
ministry of health, but nearly 100 billion is going to cura-
tive healthcare and very little is going to preventive care. I 
always say, you can also see it in society, if your house is 
on fire then the fire fighters come, and we all pay for it, that 
is publicly funded, so curative. But if the same fire fighter 
rings the doorbell the night before the big fire and says: can 
I give you some advice about escape routes and other things, 
then you have to pay for it yourself. It is very complicated 
and apparently we have the tendency to see the dangers and 
then pay for it.”

Several stakeholders at socio-political macro level stated 
that we need to work out business cases and develop inno-
vative preventive services to convince employers to invest 
in prevention. At last, several stakeholders explained that 
the amount of support from key stakeholders in organiza-
tions for prevention (e.g. supervisor, HR manager) is just as 
important. If there is no support from key stakeholders for 
prevention, it was mentioned that it is very hard to convince 
employers to invest in prevention.

Difficulties in Early Identification of Employees 
at Risk for Health Problems

The majority of the stakeholders mentioned that methods for 
the identification of employees at risk mainly focus on indi-
cated prevention (i.e. target high risk employees to prevent 
health problems). Therefore, employees are mainly identified 
when they may already experience health complaints and 
are at risk for health problems. This makes it very difficult 
to identify employees before they have problems on multi-
ple life domains. Several stakeholders at organizational and 
socio-political macro level indicated that we should address 
problems on multiple life domains preventively by having 
conversations with employees regularly:

S14 (socio-political macro level): “Just have regular con-
versations with these people about how their lives work, to 
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tackle or even prevent problems as quickly as possible. But 
prevention is always difficult. So at least tackle it as quickly 
as possible, and in the context of sustainable employability 
to prevent them from falling through the ice.”

Some stakeholders representing all three levels described 
that the availability of OPs in practice is limited and there is 
usually not enough time to solve problems on multiple life 
domains. Some stakeholders of OHSs mentioned that occu-
pational social workers or occupational nurses usually have 
more time and are more accessible to discuss problems on 
multiple life domains preventively. Many stakeholders stated 
that organizations that performed an preventive occupational 
health examination, also offered individual follow-up con-
versations or preventive interventions. However, several 
stakeholders at OHS and socio-political macro level also 
noted that organizations often do not perform these types of 
follow-ups, as they are not always willing to invest money 
in follow-ups.

Risk of Conflicting Role for Supervisors 
in Addressing Problems on Multiple Life Domains

Several stakeholders representing all three levels stated that 
supervisors play an important role in the early identification 
of employees at risk for health problems. This way, supervi-
sors can refer employees to an OHP on time or take other 
necessary actions to prevent sick leave. Some stakeholders, 
including the stakeholders at organizational level, mentioned 
that supervisors not only play a role in the identification of 
problems, but also have regular conversations with employ-
ees. Based on these conversations supervisors can determine 
whether an employee needs support of an OHP in solving 
problems:

S1 (organization): “Not to say: how is it going at your 
work, you are doing well or not, but how are you really 
doing? And then from that perspective, stick the feelers’ out 
to see whether, okay is he still feeling well, if not, what is 
the reason, as far as the employee wants to share that, and 
then offer a helping hand, if there is actually help needed, 
in whatever form, then we do have an occupational health 
service available.”

One stakeholder of an organization mentioned that a posi-
tive consequence of supervisors having regular conversa-
tions with employees, is that they are more likely to talk with 
their supervisors about problems. Not every supervisor is 
able to perform this type of conversation, and therefore sev-
eral stakeholders from organizations and OHSs mentioned 
that there is a lot of attention for training of supervisors in 
early identification of problems and performing preventive 
conversations with employees. Some stakeholders represent-
ing all three levels also described that giving supervisors a 
more prominent role in the guidance of employees (i.e. self-
management model), improves supervisors’ responsibility 

for employees’ health and safety at the workplace. Other 
stakeholders mentioned that supervisors taking responsibil-
ity may also unintentionally disadvantage employees; super-
visors may take on the role of an OHP which may not always 
be the desired situation, support from an OHP may come 
too late, and supervisors may take advantage of privacy-
sensitive information of employees due to the unequal rela-
tionship between an supervisor and employee:

S13 (socio-political macro level): “And I think that is 
quite a disturbing development, because then you have to 
remember that this happens constantly in an unequal rela-
tionship. The employment relationship is simply one where 
the employer has obvious authority, so there is an unequal 
relationship where an employee often acts submissive to 
what an employer expects, and certainly people with a low 
socioeconomic status. Because your contract could not be 
extended, or you will receive a bad evaluation. And that also 
results in a rather complicated and therefore not properply 
regulated domain for which I have no solution, but I do see 
the risks.”

Therefore, several stakeholders described that an OHP is 
important to advise and guide employees, independently of 
other interests. Moreover, some stakeholders stated that it is 
difficult for supervisors to be fully responsible for employ-
ees’ health and safety, as they are not allowed to discuss 
health related problems with employees. Though, some 
stakeholders at organizational and socio-political macro 
level described that employees usually discuss everything 
with their supervisor, and that the privacy regulations with 
regard to discussing problems on multiple life domains are 
unclear.

Discussion

This study described the perceptions of different stakehold-
ers on the context for implementation of preventive interven-
tions that consider multiple life domains among employees 
with a lower SEP. Many organizational and socio-political 
factors were identified which impede or facilitate imple-
mentation and are related to the following themes; (1) the 
importance of addressing problems on multiple life domains 
among employees with a lower SEP, (2) unclarity of respon-
sibilities for solving problems on multiple life domains, (3) 
necessity of better collaboration between occupational and 
curative healthcare, (4) insufficient investments in preven-
tion by employers, (5) difficulties in early identification of 
employees at risk for health problems, and (6) risk of con-
flicting role for supervisors in addressing problems on mul-
tiple life domains.

This study showed that problems on multiple life domains 
are considered important to address among employees with 
a lower SEP. However, stakeholders in this study described 
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that this group of employees has more difficult circum-
stances in- and outside the workplace to solve their prob-
lems. Stakeholders also mentioned that employees with a 
lower SEP more often have an accumulation of problems 
that are interrelated and maintain one another. As was 
described in this study and in literature, they could end up 
in a vicious cycle, which makes it even more difficult to 
solve problems [23]. Hence, this group of employees needs 
support to break this cycle, but it remains uncertain whether 
all problems on multiple life domains can be addressed at the 
workplace. Findings of this study showed that responsibili-
ties of all stakeholders involved to solve problems on multi-
ple life domains are considered unclear. In the Netherlands, 
occupational healthcare is operating by law in a private mar-
ket and strongly depends on the contract between an OHS 
and employer. OHSs are often commercial organizations and 
they do not feel the responsibility to solve problems on other 
life domains than work. In the end, employers determine the 
intensity and focus of services provided by the OHS, which 
may be a barrier for preventive interventions that consider 
multiple life domains. Although there are some legal obli-
gations for employers, stakeholders in this study described 
that employers mainly focus on the guidance of employees 
on sick leave and to a lesser extent on the prevention of 
sicke leave. Moreover, it is evident that not all employers feel 
responsible and are willing to pay for solving all kinds of 
problems preventively. This may, to some extent, also apply 
to other countries, because international studies show that 
the in the majority of the countries OHSs are paid mainly or 
only by employers [24, 25].

Stakeholders in this study representing GPs and OPs also 
mentioned that they do not feel responsible to solve problems 
on multiple life domains. In the Netherlands, occupational 
and curative healthcare are strictly separated. This provides 
employees two options to discuss their health complaints, 
but a connection between occupational and curative health-
care to collaborate is missing. The financial systems of occu-
pational and curative healthcare are also separated in the 
Netherlands, which may further discourage collaboration. In 
contrast, occupational and curative healthcare are not strictly 
separated in other European countries, such as Finland and 
Germany [26]. In these countries, OPs and GPs are often the 
same person or both OPs and GPs can perform occupational 
and curative tasks. For example, in Finland occupational 
health services are important providers of curative health-
care. Finnish OPs partly act as GPs for employees, about 
half of the GP visits takes place within occupational health-
care and almost all visits to an OP were for primary care 
advice [27]. Hence, to provide adequate care to employees, 
European countries, such as Finland and Germany, are less 
dependent on collaboration between occupational and cura-
tive healthcare. Unfortunately, in the Netherlands adequate 
care for employees is highly dependent on collaboration 

between occupational and curative healthcare. Collabora-
tion between GPs and OPs in general is not optimal [28, 29], 
and this is also a problem in countries where GPs are certi-
fied to give advice on sick leave [30–32]. Although, GPs are 
often the first health professional for employees to discuss 
health complaints, they are reluctant to discuss work-related 
problems, due to a lack of expertise and time [26, 28, 33]. 
Moreover, GPs express reluctance to contact an OP due to a 
lack of confidence in the independence of OPs and limited 
access of OPs [28, 32]. Thus, collaboration between these 
two domains needs improvement. To improve the collabora-
tion, the first step is to raise awareness among GPs on the 
relation between health complaints and work, to train GPs to 
be more able to discuss work-related problems, and to refer 
patients more easily to an OP [28, 31, 32, 34]. The second 
step is to explore initiatives to improve the collaboration, by 
for example addressing misconceptions between GPs and 
OPs roles and independence of OPs and how to reach and 
communicate effectively with each other [31].

In this study, several stakeholders described that employ-
ers of employees with a lower SEP give the health of their 
employees less priority and often put economic interests 
first. They focus more on the organizational processes and 
performances of employees than on the health and well-
being of their employees [35–37]. Although, it is under-
standable that employers primarily think about the needs and 
interests of their businesses, most employers are still willing 
to ensure a safe and healthy working environment for their 
employees. However, literature shows that some employers 
are more reluctant to invest in the working environment, 
particularly in case the employer considers employees with 
a lower SEP to be of lower value and more easily replace-
able [38]. Prevention is considered an important priority by 
all stakeholders in this study, but they also mentioned that 
investments in prevention are limited. Literature shows that 
there is insufficient attention by employers for prevention 
[29, 39], that a low number of organizations has policies on 
prevention, and if there are policies on prevention these are 
mainly present in larger organizations [39]. The latter was 
also found in the present study; a smaller organization with 
fewer resources can be considered a barrier for investments 
in prevention. Another explanation for insufficient invest-
ments described in this study and in literature, is that the 
benefits of preventing health problems on the longer term are 
unclear [29]. In the Netherlands, employers pay and there-
fore determine which preventive services and services for 
sick-listed employees are provided to employees in organi-
zations. However, sick listed employees result in a financial 
burden for employers and the implementaton of services for 
these employees are linked to short term economic benefits 
[38]. As a result, employers are inclined to mainly focus on 
services for employees on sick leave [29], and will less likely 
invest in preventive services.
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Prevention in organizations is challenging, as this study 
showed that methods for the identification of employees 
mainly focus on indicated prevention, which makes it diffi-
cult to early identify employees at risk. Although, employees 
in the Netherlands are enabled by law to visit an OP for 
preventive advice, employees make little use of this oppor-
tunity. Moreover, OPs availability to preventively solve 
problems on multiple life domains was also considered 
limited in this study. Their tasks mainly consist of provid-
ing advice to employees on sick leave, in which employees 
may be unfamiliar with the preventive role of OPs [40]. GPs 
also have limited time and expertise [32], and therefore the 
option for OPs to collaborate with other health professionals 
that are more accesible to solve problems on multiple life 
domains should be further explored. Literature also shows 
that employees may have a negative attitude towards OPs 
[40, 41]. They are still insufficiently convinced of the OPs 
independence, and see them as someone that is on the side 
of the employer as they are contracted and paid by employers 
[29, 40, 41]. In contrast, employees in Finland are very satis-
fied with the services of an OP and visiting an OP is more 
common than visiting a GP, partially due to good accessi-
bility of OPs [42, 43]. Possible options that may change the 
attitude of employees towards OPs, improve the accessibility 
of OPs and the collaboration with other health professionals 
are: (1) integrate an OP or other professional specialised in 
work-related health problems in curative healthcare, or (2) 
organize healthcare around an individual person [29, 31, 39].

Supervisors in this study were also considered important 
for the early identification of employees at risk. Supervisors 
have regular contact (sometimes daily) with their employees, 
and could therefore be the first person to notice whether an 
employee is at risk and refer them to an OHP at an early 
stage. Multiple studies showed that supervisor support is 
an important resource for health and well-being at work 
[44, 45]. Supervisors that support employees to overcome 
health-related problems could violate the privacy regulations 
[46], but according to some stakeholders in this study this 
legal barrier was not seen as a barrier in practice, show-
ing that the privacy regulations with regard to problems on 
multiple life domains are unclear. Other stakeholders in this 
study described that this may also result in unwanted situa-
tions for employees, because of the hierarchical relationship 
between an employee and supervisor. Whether supervisors 
can discuss health-related problems with their employees 
strongly depends on the organizational culture, and the rela-
tion between supervisors and employees [47].

Strengths and Limitations

This qualitative study provided in-depth information about 
organizational and socio-political factors in occupational 
health practice among different stakeholders. Different 

contextual factors were identified, which provide valuable 
information for future implementation of preventive inter-
ventions that consider multiple life domains among employ-
ees with a lower SEP. Furthermore, this study seems con-
text specific, but factors found in this study were also found 
in studies conducted in other countries, thus suggesting 
transferability of findings. A limitation of this study is that 
stakeholders were partially recruited by the use of snowball 
sampling, which could result in a sample of stakeholders that 
were already interested in the topic of this study and may 
hold more positive views on their own role in implementa-
tion. Another limitation related to the sample of stakehold-
ers is that contextual factors in relation to the prevention of 
health problems among employees with a lower SEP were 
discussed with stakeholders on organizational and socio-
political level. The perspective of employees with a lower 
SEP is missing, while literature shows that stakeholders 
may hold other, or even more negative views on employees, 
than employees themselves [48, 49]. A last limitation is that 
factors related to the content of interventions and potential 
users of interventions (e.g. occupational health profession-
als) were not investigated, but may in practice interfere with 
organizational and socio-political factors. For example, the 
degree to which the user is able to use the intervention in 
daily practice, may influence the degree to which organiza-
tions are willing to support implementation.

Implications for Research and Practice

Due to the difficulty to solve problems on multiple life 
domains among employees with a lower SEP, further 
research is needed on how organizations can adequately 
reach and support lower SEP employees with problems on 
multiple life domains. Furthermore, in this study employ-
ees with a lower SEP consisted of people with a regular 
job. However, employees with an even lower SEP, such 
as precarious workers or without a job, possibly have 
more problems on multiple life domains. Therefore, fur-
ther research is also needed on the perspectives of stake-
holders on employees with an even lower SEP. In addi-
tion, it should be explored which stakeholder could best 
deliver preventive interventions that consider problems on 
multiple life domains. Currently, the responsibilities are 
unclear, forming a situation wherein nobody feels respon-
sible for dealing with problems on multiple life domains. 
Many different stakeholders, both in occupational and 
curative healthcare, are involved in dealing with these 
problems, but to effectively address problems on multiple 
life domains improvement in collaboration between these 
stakeholders is needed. To achieve this, reorganization of 
the Dutch healthcare system may be required towards more 
integrated care [29], wherein an employee is not dependent 
on the services of an employer and focus is on functioning 
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of an individual in all life domains. Integrated care also 
has implications for the financial systems of both occupa-
tional and curative healthcare. Thus, to further improve 
collaboration the government needs to explore on how to 
financially bring these systems together or to financially 
compensate collaboration. Although, these separated 
healthcare systems make it difficult to effectively address 
problems on multiple life domains in the Netherlands, this 
may also be a problem that needs more attention in other 
countries. For example, countries wherein GPs are certi-
fied to give advice on sick leave also experience difficul-
ties to assess the functioning of an individual in all life 
domains [32]. Therefore, recommendations in this study 
to address problems on multiple life domains may also 
apply to other countries. This study also showed that it is 
very hard to convince employers to invest in prevention. 
If we want employers to invest more in prevention, more 
knowledge and awareness must be created on the potential 
benefits of prevention with a focus on the return of invest-
ment for employers. Financial incentives or other forms 
of support may also be helpful, wherein the role of trade 
organizations, independent of employers, in facilitating 
preventive services should also be explored. However, 
curative healthcare also needs to invest more in prevention, 
as they, similar to occupational healthcare, invest too little 
in prevention. Thus, a societal change with more attention 
for and investments in prevention is required to address 
problems on multiple life domains at an early stage.

Conclusions

This study provides valuable information on contextual 
factors that are important for implementation of preventive 
interventions that consider multiple life domains among 
employees with a lower SEP. The results also show the 
challenges of implementing these type of interventions in 
occupational health practice. Employees with a lower SEP 
and organizations employing them are difficult to reach for 
preventive health interventions. It is a challenge to convince 
stakeholders of the added value to preventively address 
and solve problems on multiple life domains. Moreover, 
the responsibilities for solving problems on multiple life 
domains are unclear. Many different stakeholders in organi-
zations (e.g. supervisors), occupational healthcare (e.g. 
OPs), but also in curative healthcare (e.g. GPs) need to be 
involved and collaborate to effectively address problems on 
multiple life domains. Due to the complex systems in place, 
measures that lay beyond interventions should be taken into 
account to ensure the feasibility of these type of interven-
tions in practice. It may even require adjustments to existing 
policies and procedures in occupational health practice.
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